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)

stract: After revtewing the general principles of psycho-
wnatic group psychotherapy, the author provides a descrip-
analysly of the first stx sessions of a psychodrama group for
{ psychiatric puticnts that was indtiated recently at Saint
‘heths Hospital in Washington, D.C. He also offers sug-
w3 for using action methods with such patients.
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Therapeutic work with blind psychiatric patients encom-
passes many aspects of rehabilitation. Psychotherapy must be
integrated with education and training to facilitatc a patient’s
progress toward community placement or independent liv-
ing. Although many skilled and talented therapists are work-
ing effectively with blind psychiatric patients on an individ-
ual basls, little has been written about the use of group psy-
chotherapy with blind adults.

Keegan (1974), reporting on his successful short-term group
approach with blind adults in a rehabilitation center, sug-
gested that further work using this approach could have ther-
apeutic value with a variety of rehabilitation clients. Earlier,
Kubler-Ross and Anderson (1968) deseribed a modifed group-
therapy approach with blind clients at The Chicago Light-
house for the Blind. According to these authors, the develop-
ment of group cohesion and the creation of a “safe” environ-
ment in which to discuss personal concerns lent support to the
use of a group method with these clients. In an article about
successful group intervention with blind clients in a rehabili-
tation program, Wilson (1970} stated that group therapy

Is useful in helping clients to learn to cope with the following
bekavioral reactlons which are associated with disability: feel-
ing inadequate to the stress of undergoing rehabilitation;
handling the meaning of the loss; learning to accept reality in
a flexiblé manner; learning to cope with the frustration and
conflict; coming to terms with guilt feelings; handling shock
end the period of mourning; and learning to accept the altered
body image (p.238).

Although all these authors discussed the therapeutic value
of group work with blind clients, none of them addressed the
use of action methods in the group approach. Goldman
{1870), however, reported positive results from a short scries
of encounter microlabs conducted with visually impaired re-
habilitation clients, but he specifically excluded clients who
were psychotic or suffered from other severe mental illnesses
from his encounter groups.

In 1961, J. L. Moreno, the founder of psychodrama, ad-
dressed the question of whether psychodrama, which relies
heavily on the use of movement, was feasible with a blind
population and stated that “due to the lack of physical
mobility on the part of the blind. . . a technique has to be in-
vented which gives the imagination of the blind, physically
and mentally, full reign” (p. 54). Despite his encouragement,
there is no evidence of attempts to employ psychodramatic
group psychotherapy in the treatment of blind psychiatric pa-
tients.

The following brief description of basic psychodrama
theory and technique will prepare the reader for the session-
by-session discussion about the psychodrama group recently
initiated with blind psychiatric patients at Saint Elizabeths
Hospital.

Psychodrama

Psychodrama was introduced to the psychiatric communi-
ty at the turn of the century by J. L. Moreno, a Viennese psy-
chiatrist, While still in Europe, Moreno pioneered several
areas of nental health including sociometry, role theory, and
the use of action methads in psychotherapy.

In the 1920s, he emigrated to the United States and estab-
lished the first theater of psychodrama in Beacon, New York.
His interest in group phenarmcna led to innovative work with
psychiatric patients at his small mental hospital at Beacon.

Moreno continued to apply his thearies ubout psychodrama
and sociometry to his work and in 193] coined the term
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~group psychothcrapy” (Moreno, 1953). In 1937, at the re-
oucst of Dr. William A. White, Morcno agreed to oversee the
nuilding of a psychodrama theater at Saint Elizabeths Hospi-
tal in Washington, D.C. Since its introaduction more than 40
vears ago, psychodrama has evolved as a major form of ther-
apy dealing with the full range of psychiatric disorders repre-
sented among patients at the hospital.

In addition to direct patient services, psychodrama has
neen used at St. Elizabeths as a training tool with a wide vari-
ety of hospital and community groups: for example, hospital
staff, aleoholism and child abuse counselors, teachers, and
nolice groups. The FBI currently uses the services of the hos-
vital's Psychodrama Section to provide hostage negotiation
training for its law-enforcement personnel.

Psychodrama differs from other forms of group therapy in
several basic ways. The first major dilference is its emphasis
on action. Psychodrama theory views group members as cre-
ators of their world. Through the action therapy of a psycho-
drama session, a person experiencing difficulties has the op-
portunity to create new roles and behaviors that offer new
approaches to old problems. Moreno called this creative ele-
ment of psychodrama “spontaneity” and defined it as a novel,
effective, and appropriate response to a rew or old situation,

Psychodrama originally evolved as a method of promoting
growth and development rather than as a response to path-
ology. Therefore, its fundamental concern is the development
of human potential. Swink (1579) defines psychodrama as
“an action group psychotherapy in which group members,
throagh an interactive process, act out conflicts, problems,
aspirations and dreams” (p. 2). This interactional aspect of
the group is fundamental to the theory and practice of psy-
chodrama. All group members are viewed as therapeutic
agents for one another. By assuming auxiliary roles and by
helping -one another create and encounter scenes from their

lives, all members play an essential role as an integral part of

the total group experience.
Moreno (1964) describes the basic elements of psychodrama
as follows:

The chief participants in a therapeutic psychodrama are the
Ppratagonist, or subject; the director, or chief therapist; the
auxiliary egos; and the group. The protagonist presents either
a private or group problem; the auxiliary eges help him to
bring his personal and collective drama to life and correct it.
Meaningful psychological experiences of the protagonist are
given shape more thoroughly and more completely than life
would permit under normal circumstances (p. vii-viif),

As Del Nuovo (1971) pointed out, a typical psychodrama
session consists of three stages: (1) the warm-up phase, during
which group members discuss their problems and choose a
protagonist, (2) the action phase, during which they deal
with a problem or concern on the “stage,” and (3) the sharing
phase, during which group members have the opportunity to
express the personal feclings concerning the session or similar
experiences they have encountered in their lives. Del Nuovo
described some of the basic psychodrama techniques used to
enhance action explorations of group issues:

The Soliloguy is a monologue in which the protagonist speaks
aut lood feelings and beliefs he experiences within himsell.
This is done as if he is talking to himself. It helps him warm up
to the conflict or situntion he is about ta encounter. The Dou-
ble technique is one in which a feilow member of the group
joins the protagonist on stage und tries to feel one with him.,
The tusk of the double Is to express the feelings he Is picking up
From the protugonist as he goes through the scene with ki,

These are feelings or thoughts which the protagonlst Is not ex-
pressing. The Role Reversal is & technique wherein the pro-
tagonist exchanges roles with some other significant person in
the psychodroma so as to perceive himself or a situation from
another point of view or position. The Mirror technique fs a
feedback exercise whercin the protagonist is asked to observe
the scene, giving the protagonist an opportunity to see what
his behavior is like and how it is affecting others around him.
Lastly therc is the Aside, Liere the action of the psychodrama
is stopped or frozer and the protagonist is asked to express the
feeling or thoughts going on inside himself. This helps the
director to perceive more completely how the drama is affect-
ing the protagonist. (p. 2).

Group for Blind Psychiatric Patients

Setting up a psychodrama group far blind patients at Saint
Elizabeths Hospital was essentially the idea of the Psycho-
drama director. Since psychodrama services were provided to
virtually all other patients, including those who were deaf,
the director wondered whether & psychodrama group would
be useful for blind patients. In consultation with the rehabili-
tation stalf who worked with these patients, the director
learned that blind patients had participated sporadically for
several years in traditional talk therapy groups. Although
special considerations were certain to arise, the staff of the
Blind Rehabilitation program supported the idea of trying
psychodrama with their patients in the hope that it would
help the patients improve their socialization skills and offer
them a new way of exploring personal issues.

The use of action methods with blind individuals is not actu-
ally a new approach. When learning a new skill, blind rehabil-
itation candidates are often exposed to real-lifesituations (e.g.,
a new building or restaurant) in which to practice new skills.
Psychodrama merely extends this “in-vive” learning to the
field of mental health by allowing patients to explore emo-
tHional issues in an active wéy.

The group discussed here consists of six patients (four men
and two women), three staff members, and the psychodrama
director. All patients are members of the Blind Rehabilitation
program and have been hospitalized at Saint Elizabeths for at
least two years. The patients range in age from 48 to 75
(mean age, 58); five are totally blind.

All gix patients have long histories of psychiatric disorders.
Two were diagnosed as suffering from schizophrenia, para-
noid type, before the onset of blindness. Two have histories of
alcohol abuse predatingtheir blindness; one of them also has
episodes of unpredictable assaultive behavior. The fifth pa-
tient has a history of schizophrenia and behavior problems
that appear to be unrelated to his blindness. The sixth was
blind at birth and has lived in institutions for more than 50
years. Although he has been diagnosed as psychotic and some-
what mentally retarded, the effects of institutionalization
cannot be discounted as a significant part of his prablem.

Two staff members (one of whom is blind) are therapists in
the Blind Rehabilitation program; the third is the head nurse
on the ward where five of the six patient members live.

The contract established with all group members called for
a trial period of six sessions. Each member agreed to evaluate
the psychcdrama group uftes the sixth session to determine
whether it was of value to the patients and whether it was
worth continuing.

initial Sessions
Session 1. The primary {aees of the initial session was to In-

treduce the group members and the director to one another.
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“ter this warm-up period, the director Initiated an exercise
which each member assumed the role of a significant mem-

> of his or her social network or “social atom.” While play-
~ this role, each member introduced him- or herself and

1 us something we needed Lo know about the group mem-

. All members perceived this exercise as relatively non-

wreatening and regarded it as an entertaining way of reveal-

7 {nformation about themsclves. The exercise not only

~Iped Introduce group meamnbers to some basic concepts of
-vchodrama bat established a feeling of group cohesiveness.
- addition, staff and patients were able to see how members
-elieved they were perceived by significant people in their
eial network.

Session 2, During the second session, the members talked

nout their problems in dealing with sighted patients and
~aff in the Rehabilitation Medicine Building and expressed
-neir feelings of fear and lack of trust when confronting people
- the hall. This warm-up led to a psychodramatic exploration
n which staff members assumed the role of an unknown per-
>nn whom patients bumped into on their way to a familiar
-estination in the building, Several patients took turns enact-
‘ng the scene and dealing with the person they encountered.

The psychodramatic exploration of this common occur-
~ence served several purposes. First, it gave group members
*ne opportunity to demonstrate to staff a frequent ocenrrence
“nat provoked anxiety. Second, because the action was
stopped periodically, the patients were able to give asides
apout the fear and anger the situation evoked in them, Some
natients were assigned auxiliary egos that served as doubles.
These doubles not only helped the patients express feelings
that they resisted expressing but provided support and thus
- ~lped them experience their feelings as normal responses to a

ghtening situation. Third, when a patient was angry or
abusive to the person he or she bumnped into, role reversal was
employed: i.e., the patient assumed the role of the “bumped-
mto” party and the auxiliary assumed the patient’s role. This
reversal of roles enabled patients to understand how their
abusive reactions affected bystanders. Finally, and perhaps
most important, patients had the opportunity to experiment
with new approaches to old problems. Group support began
to emerge during this session as members éxpressed their
agreement or disagreement with different behaviors dis-
played by their peers.

Session 3. The central question that emerged during the
warm-up at the beginning of the third session was, “How can
my life have the meaning it had when I had my sight?” This
session became the group’s first protagonist-centered psycho-
drama session. Ms. A was chosen as the protagonist or central
figure because her concerns seemed to represent those of the
other members. She began by explaining that when she was
sighted, she had worked as a waitress, which made her feel
important and gave her a much higher sense of self-esteem
than she currently had. Subsequently, we set up a restaurant
scene so that Ms. A could play her old role; the intent was not
to give her unrealistic: hopes of resuming her career but to
help her identify what the job provided that she no longer ex-
perienced. During the scene, Ms. A recalled fceling useful
and helpful, taking pride in doing a good job, and receiving
compliments on her work. When asked later to identify and

monstrate areas of lier daily routine In which she could try
o recapture these lost feclings, Ms. A mentioned helping
other patients, working in the Blind Rehabilitation Section,
and being open to compliments from other patients and staff
as possibilities,
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During the sharing phase, the other group members had an
opportunity to describe their feelings of role loss and think
about alternative ways of roplacing lost roles. One member, &
former prize {ighter, began to reveal denial of his blindness
by rejecting alternatives to a complete return of sight.

Session 4. Once again, the patients expressed concerns
about personal safety in the building. They felt that their
blindnéss made them particeularly vulnerable to crime and
abuse. Further exploration demonstrated that they felt they

‘were picked on and ridiculed by sighted patients and staff,

had lost their identity, and were seen as “the blind one.”

Ms. B was selected as protagonist for this session, again
because her concerns were representative of the group’s. She
described two situations that frightened and angered her. In
one, a patient confined to a wheelchair repeatedly stopped in
front of her door, causing her to walk into the chair on her
way to the dining hall. The second involved a staff member
who referred to Ms. B as “the blind one” and often waved her
hand in front of Ms. B's face as a test of her blindness. To help
Ms, B express the feelings evoked in each situation, we set up
both scenes as psychodramatic vignettes using a double. Role
reversals were then employed to help Ms. B see how her ag-
gressive responses in these situations might affect the patient
and the staff member. Ms. B had difficulty finding an asser-
tive behavioral style that would be effective but not cause the
offending parties to react with defensive stubborness. To help
her, various group members assumed her role and demon-
strated possible ways of dealing with the problem. This sup-
portive “mirror” technique also gave group members an op-
portunity to display some ego strength and to express them-
selves as individuals rather than as “the blind one.”

Session 5. With the Christmas season approaching, gioup
members began discussing their feelings about Christmases,
past and present. Although one member was excited about
Christmas, most were saddened by the prospect of not spend-
ing the holidays with their families. The session evolved to a
group-centered psychodrama in which patients and staff
members exchanged Christmas gifts around the Christmas
tree. The fantasy gifts were not only material things but
wishes and hopes for one another’s future. This session
fostered the development of group cohesion and support dur-

" ing the Christmas season, and the metaphor of gift-giving

enabled members to express feelings of closeness and to
become aware of the therapeutic support they received from
one another,

Session 6. During the warm-up to the sixth session, the
group talked about family members and friends they had not
seen for a long time. This discussion stimulated feelings about
personal achlevements and shortcomings during their hospi-
talization. One at a time, the patients called on staff members
to assume the roles of absent family and friends and discussed
their progress and shortcomings while in the program. Each
group member then reversed roles with the staff member,
fdentified the steps necessary for future progress, and further
clarlfied his or her personal objectives and goals. The mirror
technique was employed to help one patlent examine how he
avoided responding to a family member’s questions. From
this objective position, he became aware of his nonfacilitative
interactive style and later experimented with a more effective
and appropriate one. . ‘

To haenor the nitial contract, we devoted the remainder of
the session to evaluating the first six sessions. Without excep-
tion, the patients sald that the group had been a valuable
therapentic experience; several identified it as the highlight of
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their weekly program. The group unanimously decided to
continue the weekly sessions and agreed to use part of the next
session to discuss areas for future work, The group will con-
tinue Lo meet once a week for an indefinite period,

Discussion

Although no objective testing Instrument was used to eval-
uale the patients’ progress at the end of the six wecks, a dis-
cusslon with the three staff members who-participated [n the
group revealed several interesting findings, One patient, who
had a history of leaving group meetings after 15 or 20 min-
utes, was able to remain in each psychodrama group session
for the entire hour and fifteen minutes. Two patients, whose
treatment goals included improvement of socialization skills,
had become less withdrawn and were beginning to initiate
appropriate social interaction with other members. Another
patient seemed to be making progress in controlling her ex-
plosive behavior. Another began to use her rehabilitation
skills more often and later left the hospital to live in a commu-
nity-based foster home,

It is important to note that these informal findings are
based on observation, not on empirical data. Evaluative re-
search on the use of psychodrama with blind people will be
necessary to enhance our understanding of how effective ac-
tion methods are with this blind pepulation.

Special Conslderations

Although all types of group work with blind psychiatric
patients involve similar concerns, additional considerations
must be addressed when using action group psychotherapy
with this population:

1. Because psychodrama is a powerful psychotherapeutic
tool, it should be used only by a qualified therapist. In addi-
tion, the psychodrama therapist should be thoroughly trained
in the use of psychodrama and action methods by a recog-
nized training body.

2. Because a basic uniderstanding of the blind person’s ex-
perience is essential for positive therapeutic intervention, the
therapist should be trained to work with this specialized
population.’

3. Because psychodrama requires some staging of scenes
and the use of available props such as chairs and tables to
create settings for the action, safety is an issue. Sighted group

members can deal with it by allowing the blind members to
participate actively in setting up the scenes. This active par-
ticipation also serves to enhance the group members’ warm-
up to an issue to bo explored.

4. Because blind group members are perfuctly capable of
using thelr remaining senses to follow the action during ex-
plorations of individual or group Issues, the group leader
should guard against a natural tendency to “inform” them
about what is happening In the group.

5. Because the psychodrama therapist is usually only one of
several members of the therapeutic team, he or she must in-
sure therapeutic effectiveness by working closely with the
other professionals involved in the patient’s treatment.

6. Because ongoing supervision is desirable in all thera-
peutic work to provide the therapist with an objective look at
the issues and concerns that arise during the therapy sessions,
it should be available to the psychodrama therapist.

This description of initial psychodrama sessions with blind
patients in a psychiatric hospital is not meant to be a definijtive
statement about action methods with a blind population.
Rather, I hope that it will encourage future endeavors and that
other individuals who work in creative arts therapies will ex-
plore the possibility of adapting their disciplines to therapeutic
work with blind psychiatric patients. H
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