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Executive Summary

Program mangers and administrators are seeking methods of more efficiently delivering
correctional programs while at the same time not compromising program quality or public safety.
Two methods of potentially increasing the number of offenders who complete programs that
have been proposed is increasing group size and the delivery of programs in a continuous entry
or modularised format.

This literature review on group size found that there were very few empirical studies that would
provide strong evidence of the optimal group size; however, practitioners from diverse program
areas have consistently recommended that group size should not exceed 6-8 participants. Very
rarely does a researcher or practitioner recommend a group size above 10 participants.

It is possible that educational or didactic programs may be delivered to larger groups without
compromising program quality and effectiveness. With larger groups, administrators should
carefully monitor facilitators for the potential of burn out.

Writers recommending the number of participants in a group acknowledge that the optimal size
of the group should depend on the goals of the program, the theoretical orientation of the
program, the profile of the participants and the requirements of the agency.

Correctional programs are based upon cognitive-behavioural principles and require that
participants be actively involved in practicing skills and receiving feedback from facilitators.
Large groups make this requirement for practice very difficult.

Correctional programs in CSC address the multiple needs of offenders who have learning and
behavioural problems. They come from diverse ethnic and offence backgrounds. Given the
challenges of this population, when there is only one facilitator, the group size should not exceed
10 offenders. For very high needs groups, the group size should be smaller than this.

Despite its administrative challenges, the modularised format does provide flexibility and the
ability to tailor the program delivery to offender need. Based on interviews and
recommendations from program deliverers the following circumstances are those in which the
format works best:

« When the group is relatively homogenous, i.e. participants have similar offence
histories or similar criminogenic needs. (It should be noted however that the
Community Maintenance Program (CMP) is able to integrate offenders from
diverse backgrounds into a continuous entry program);

« When the group participants are not high risk or high need;

« When the participants come from a previous program background so that the
material is not entirely new to them;

« When the program is offered in the community.



Modularised or continuous entry format may be too difficult to implement for the high risk and
high need offenders who take programs at institutional sites. The community sites have had
success in the delivery of the Community Maintenance Program which may be because referral
criteria require participants to have previously completed a correctional program.

An alternative to offering all of the program in a modularised format is proposed that would
involve the delivery of an initial module based on the design of AMIs (Adaptation of
Motivational Interviewing) that have been shown to improve the impact of later treatment
participation and have been effective in producing long standing change in some problem
behaviours as stand alone interventions (Burke, Arkowitz & Menchola, 2003).






Table of Contents

ACKNOWLEDGEMENTS. ...ttt e e e e e e e e e e e s s s bbb reraeeaeeaens i
EXECUTIVE SUMMARY ..ottt ettt n e e e e e e s st a e e e e e e e e e snnbaraeeees i
TABLE OF CONTENTS oottt e e e e e e e e e e s s bbb e e e e eaeeeaas \
LIST OF TABLES ...ttt e e e e e e r e e e e e e s e s rbbaeaaees Y
PRINCIPLES OF EFFECTIVE CORRECTIONAL INTERVENTION........cccovvviivieeieiiiiieen, 1
GROUP SIZE ...ttt e e e e e e e et e e e e e e e s e n bbb e e e e e e e e e e e nnnnees 2
GrOUP SIZE: SUMIMAIY ....viieiiiieeiiete ettt ettt e st ettt et e e e te e e kb e e e bt e e e sttt e e sabeeesnbeeeanbeeeanbeeeenneeeanes 7
CONTINUOUS INTAKE OR MODULARISED FORMAT PROGRAM DELIVERY ............... 8
Survey of facilitators on modularised program delivery in CSC .........cccooiiiiiiiiiie e, 9
1Y/ 1=3 1 o o PRI 9
RESUILS ...ttt e et e et e e e b e e e be e e nreeeaes 10
Program fOrmat: SUMMATY .......ocuiiiiiiee et e e srb e e b e e e nee e 13
REFERENGCES ...ttt e e e e e e e e e s e r e e e e e e e s e abbbaeeeeas 15
APPENDIX A 18






List of Tables

Table 1: Advantages of a Modularised Program Delivery Format

Table 2: Disadvantage of a Modularised Program Delivery Format ............ccccoeeeiiieeiiieennnn.

Vi






PRINCIPLES OF EFFECTIVE CORRECTIONAL INTERVENTION

The Correctional Service of Canada (CSC) is responsible for providing federally
sentenced offenders with correctional programs that will address needs related to their offending
and promote their successful reintegration into the community (CSC, 2003). Interventions which
adhere to the principles of risk, need and responsivity have been found to be the most effective in
reducing recidivism. These three principles stipulate that the intensity of the intervention should
correspond to the offenders’ level of risk (that is, higher risk offenders receive high intensity
programs; lower risk offenders should receive low intensity programs or no interventions), that
programs should target criminogenic needs (i.e., those dynamic factors associated with reducing
recidivism), and that programs should be delivered in a style and form that is sensitive to the
offenders’ culture and gender but also their level of skills and abilities (Andrews & Bonta, 2006).

Various program group characteristics comprise a key aspect of responsivity and as such
can have an impact on effective delivery. CSC has a mandate to deliver effective programs to all
offenders who require them. This can be challenging and as a result, managers and
administrators are constantly trying to identify strategies that improve on program effectiveness
and also on efficiency. Their goal is to find more efficient ways to deliver correctional programs
that will allow more offenders to complete their program requirements while at the same time
not compromise the program quality or public safety. Factors such as group size and the
continuous or controlled intake of participants (i.e., entry that is flexible and open throughout the
course of the program) may affect the response of offenders to the program material. The
purpose of the following paper is to briefly review the literature and the input of stakeholders to
determine: (1) the optimal group size for correctional programs; and (2) the advantages and
disadvantages of delivering programs applying a continuous entry or modularised format. A third
strategy to increase program efficiency by delivering correctional programs twice per day has
also been proposed. However, no research could be found on this subject so it is not included in

the discussion.



GROUP SIZE

Offering programs in a group format has the benefits of providing an environment in
which individuals can appropriately socialize, learn to listen, communicate and handle conflicts.
In addition, a group setting gives participants a place where they can share and learn from each
other, practice new skills and work through issues together. Group size is a cost effective method
of delivering key services that would otherwise be offered by staff to individual offenders,
requiring a much larger facilitator staff complement.

The number of participants in a group can have important potential implications for the
effective delivery of group programs. Some of the disadvantages of larger treatment and program
groups may include less time per participant to work through problems, less time to practice key
skills and receive feedback, a tendency for participants to disengage with the material or become
disruptive, and increase the potential of the more withdrawn members to not actively express
themselves or engage with the group. Group cohesiveness may be a challenge in very large
groups. Several authors stress the relationship between group cohesiveness and group efficacy
(Oesterheld, McKenna & Gould, 1987; Hartmann, Herzog & Drinkmann, 1992; Mitchell, 1991,
Cox & Merkel, 1989), and conclude that a stable membership is difficult to achieve due to higher
drop-out rates in larger groups (Yalom & Leszcz, 2005). In agencies with a large demand for
services , however, and a mandate to provide programs to offenders who require them, larger
groups can increase program capacity and decrease wait times, bed space, and ultimately, reduce
costs to the public.

Within the CSC, policy sets limits on the number of participants who can participate in a
program at a given time. This is dependent on the number of facilitators (Correctional Program
Officers (CPOs) or psychologists) who are delivering the program. The moderate intensity
programs are typically facilitated by one staff member; in this case the maximum number of
participants is set at ten, while this is increased to twelve if two staff members are facilitating
(CSC, 2008). All the high intensity correctional programs are delivered by two facilitators. It is
recognised, however, that this policy may not be suitable for all types of correctional programs
and the types of offenders for which these programs are geared towards. For example, the
Women’s Violence Prevention Program (WVPP) is set to a maximum of six participants

throughout the pilot phase, with a potential of being brought to a maximum of eight once this



phase is completed. This lower maximum is set due to the nature of the program’s intensity and
because of the high risk and high needs profile of the target population (CSC, 2008a). In
comparison, the violence prevention program designed for male offenders* (VPP) is co-
facilitated by a CPO and a mental health staff member and can have a maximum of twelve
participants (CSC, 2004). In smaller community sites or in some institutional settings where the
variable language profile of offenders or the problem of association with other offenders Security
has designated as “incompatibles” make it more difficult to load a program with ten or twelve
offenders, it is recognised that programs can be started with fewer offenders. Indeed, the latest
version of Reintegration Programs’ policy does not set a restriction on the minimum number of
offenders required to launch a program although site managers may not want to allocate staff
resources to very small groups.

Other correctional agencies similarly recommend limiting group size. For example, the
US Department of Justice suggests an optimal group size of twelve, with a maximum of sixteen
(Linhorst, 2000) while the British Prison Service and Probation set the upper limit on group size
at ten and always employ two facilitators. The John Howard Society recommends that groups
range in size from eight to twelve members (2004).

Most of the literature on this topic is restricted to observations on ideal group size for
group psychotherapy whereas the correctional programs in CSC are based on cognitive-
behavioural principles and their effective delivery requires a lot of skills training and practice.
The usual recommendation among practitioners is to aim for groups with five to seven clients
(Levine, 1979; Yalom, 1975) but the basis for this limitation has not been made clear and there is
very little empirical support for their contentions. Erickson’s (1982) review of small group
psychotherapy noted that recommendations in the literature regarding group size vary, although
clinical tradition has settled on about eight members.

Yalom writes that in his experience, groups of five to ten are acceptable with the ideal
being around seven. He considers that groups under five lack some of the benefits from the
group’s dynamics.

Slavson (1957) defines a group as having to consist of three or more persons; he goes on
to state that, within therapy groups, a minimal number of individuals is necessary in order to

foster meaningful relationships. Ideally, he states, the size of psychotherapy groups often ranges

! The VPP became an accredited program in June, 2000.



between five to ten participants. The lower limit is determined by the number of individuals
required in order to function cohesively as a group, while the upper limit is determined by the
number of participants that the therapist can effectively work with in the given amount of time
(Yalom & Leszcz, 2005).

Fulkerson, Hawkins & Alden (1981) surveyed the literature on small groups and reported
that groups with a size of five members are reported to be most satisfying to the members. They
propose five as the minimum number of members necessary for the therapeutic group process to
develop. Groups with more than five members appear to more easily develop cohesion, group
identity (perhaps the most important single factor in therapeutic effectiveness) and to form an
interactive group process.

Larger groups restrict the amount of “air time” each member of the group can expect.
There is evidence that communication in general is attenuated when groups are larger. Castore’s
(1962) study of the number of verbal interrelationships in inpatient groups of varying sizes
demonstrated sharp drops in verbal interrelations when the group reached nine and seventeen
members, concluding that five to eight members is optimal for patient participation. Here again,
however, the nature and goals of the group in question determine optimal size.

Bond (1984) examined the role group size had on the degree of norm regulation within
the group. Group norms are shared understandings among group members regarding appropriate
and inappropriate behaviours. Factors that reflect norm regulation include the extent of the
diversity of opinion, compliance on issues related to attendance, participation and confidentiality.
These factors are related to the degree of normative conflict in a group. Larger groups, owing
simply to their greater numbers, are more likely to have a diversity of opinion that can result in
conflict. Bond found that in the case of positive regulation, there was a significant nonlinear
relationship with group size. The moderate sized groups (five to six) achieved the greatest
positive norm regulation. He speculated that a group with five to six is optimal for the
development of positive norm regulation, balancing off the inhibiting factor of the awkwardness
of a restricted range of behaviour of a small group and exploiting the dynamics of the group form
while keeping conflict among participants manageable by the therapist.

Fettes & Peters (1992) considered the impact of group size for the delivery of programs
to address bulimia. They found a positive association between outcome and the number of
subjects per group, but that association was not significant. They concluded that group



psychotherapy for bulimia can be effective when conducted with high client-to-therapist ratios.
They warned, however, that large groups may have a harmful long term effect on service
providers by increasing ‘burn out’, thus reducing efficacy and efficiency in the long term.

Thorn and Kuhajda (2006) suggest that groups for dealing with chronic pain would
ideally comprise between five to seven patients. They favour limiting the size to five because
they believe it is sufficient to facilitate interaction among group members while providing
enough time for each patient to be heard.

In their recommendations for group therapy for depression, Hollon and Shaw (1979)
stated that six participants would appear to be the maximum number practical for a single
therapist to handle. Other authors support numbers close to this size. Scott and Stradling (1990)
examined small group cognitive therapy for depression and compared the results to individual
therapy. They found that group therapy was as effective as individual therapy and that treatment
gains were still demonstrated after six months. They did not find that increasing the group size
from 6 to 8 diminished the effectiveness of the therapy. They calculated that for the average
group size of six patients, there was a saving of 42% of therapist time, and for eight patients that
figure would be 50%. They concluded that group therapy was more efficient than individual.

In Weis’ (2003) review of support groups for cancer patients he noted that the number of
members in groups ranges from five to a maximum of twelve members. The optimal group size,
he stated, has been shown to be about eight members.

McCaughrin and Price (1992) completed research on the impact of various characteristics
of substance abuse treatment programs on outcomes. They reported that smaller groups (lower
case loads and smaller patient to staff ratios) was one feature associated with superior treatment
outcomes. Similar results were confirmed by Broome, Flynn, Knight, and Simpson (2007) in
their large scale study of program characteristics and their impact on program effectiveness.
They concluded that larger capacity programs appear to be less productive environments for both
clients and staff, as underscored by the lower sense of efficacy (r =.26), professional
community (r =—.14), and poorer climate (r = —.08) that prevails there. This suggests that the
barriers to interaction and greater workload may outweigh any potential resource advantage
associated with increased size. They advise that the challenge that faces programs is to work
toward an optimal size, neither too small nor too large, to balance the benefits of efficiency and

social interaction.



An evaluation of a national offender substance abuse program (OSAP) in CSC provided a
natural experiment with which to look at the impact of group size on offender outcomes. The
researchers were able to capitalize on the fact that the OSAP program was administered to 20
consecutive groups of offenders with groups ranging in size from 9 to 20 offenders. Four
categories of group size were created: (1) average group size of 12 (range = 9 to 14); (2) average
group size of 16 (range = 15 to 17); (3) average group size of 18 (no combining of other group
sizes); and (4) average group size of 20 (range = 19 to 20). The re-admission rates for each of the
four groupings increased according to the average size of the group. Average group sizes of
between 18 and 20 offenders had re-admission rates of 34% and 33%, respectively, compared to
a smaller average group size of 12 (re-admission rate of 27%). Although the differences were not
statistically significant, the authors claimed that there was a trend indicating that re-admission
rate increased with increasing group size (there is however, the possibility that the lower
numbers who completed some of the groups included those who remained after the higher risk or
less motivated offenders had dropped out, thus distilling those with outcomes that are more
likely to be positive). The authors concluded that the findings suggest that an effort to increase
the number of participants in a group will impact negatively on post-release success.

Delivering a group correctional program within a correctional setting presents the
challenge of adequately delivering program material to a unique population. Ross et al. (2008)
suggest that working effectively with a large group of offenders many of whom may have
learning problems, language barriers, brain injury, personality disorders and come from very
diverse cultural backgrounds may be beyond the scope of any one therapist. The demands of
processing a group with so many multiple learning needs has the potential to adversely affect
both the program facilitator and the participating offenders. For this reason, Ross, Polaschek &
Ward (2008) have suggested that working with ten offenders may be too many for one therapist
to effectively handle. In a recent survey of ten experienced program delivery facilitators in CSC,
nine out of ten noted that an ideal group number for a group led by one facilitator is fewer than
eight. Most believed that a group should be between six to eight members. Most acknowledged

that with two facilitators groups could have ten to twelve members.



Group size: Summary

This brief review looked at recommendations for program group size from various
sources. These sources and their recommendations are compiled in Appendix A. With few
exceptions, reviewers or researchers recommend groups of fewer than ten participants. Although
the empirical literature comparing larger with smaller groups is scant, the consensus of opinion
across practitioners is impressive. Optimal group size depends on several variables including the
type of program delivered, the length of the program, the profile of the clientele, and the
demands placed on the facilitator. The effective delivery of correctional programs requires that
each participant must be actively involved in role plays, practice skills and receive feedback
from the facilitator. The group content touches on very personal material and requires the
application of new ways of thinking and behaving in high risk situations. The participants
generally represent a population with multiple problems that affect their learning and come from
ethically and linguistically diverse backgrounds. It is recommended, therefore, that for the
delivery of these program where there are so many challenges faced by facilitators the number of
participants in a group with one facilitator should not exceed ten and should be lower for groups
with very high needs offenders. For programs that are educational and didactic, that is, those
that are purely information-based, group size can probably be larger without having a negative

impact on effectiveness.



CONTINUOUS INTAKE OR MODULARISED FORMAT PROGRAM DELIVERY

Another correctional program characteristic to be considered is the viability of a modular
program format. Sometimes referred to as open group programs, this style of delivery offers
flexible entry so that offenders are able to start a program when they are ready without having to
wait to start at the beginning when the program comes available. This format could include entry
at the beginning of a new module or the most flexible version will allow for entry at any point in
the program.

The advantage of running open group interventions that allows for the accommodation of
participants as soon as they are available for the program is that it potentially results in shorter
and more manageable waitlists. Moreover, continuous intake can facilitate participants learning
from each other as the experienced participants can assist newcomers as they enter the program
(Marshall & Williams, 2001).

Despite these advantages, closed groups (i.e., those programs which do not have flexible
entry and whose participants all start and end the intervention at the same time) also offer some
advantages. Program entry is often closed in order to maintain a better sense of cohesion
amongst group participants (CSC, n.d.). Many of CSC’s programs are designed in such a way
that learning the concepts and skills is cumulative, with each session building on the previous
one. Programs that have not been designed to allow continuous entry but use the format anyway
place a lot of demands on the facilitator to help new participants catch up. This can also irritate
the existing group participants who have already reviewed the material and can be stressful for
the incoming participant. While both formats bring their benefits, unfortunately, there is not
enough substantiated evidence to suggest which format is more appropriate in successfully
addressing offender risk, need and responsivity (Marshall & Williams, 2001). In the end, the
decision to adopt one format over another will depend on a combination of factors including the
profile of the participants, the design of the program and the regime at the site.

One example of a CSC program designed with continuous intake is the Women
Offenders’ Substance Abuse Program (WOSAP). This program consists of three modules, two of
which are delivered as continuous intake. The first is a low intensity module that is open to all
women offenders and delivered on a frequent basis so there is no immediate necessity to offer
this module with continuous intake (Sherri Doherty, personal correspondence, March 25, 2009).



The first cycle of the WVPP was facilitated with continuous intake in order to reduce the length
of time women would have to wait for program admission (CSC, 2008a); however, it was found
in the first phase of the pilot that adding participants during the program cycle caused disruption,
resistance and affected the cohesiveness of the group as the women were not all at the same
stages. Overall, it was decided that continuous intake was not beneficial for high risk/high needs
women offenders and the program is no longer being offered on a continuous entry basis for the
rest of the pilot phase (CSC, 2008b). Similarly, administrative problems were experienced with
efforts to launch the Moderate Intensity Violence Prevention (MIVPP) program in a modular
format. Consistent with the decisions made by on the Women’s Substance Abuse Program, the

MIVPP program is now being run only as a closed group program (Yazar, 2008).

Survey of facilitators on modularised program delivery in CSC

Since there is little empirical evidence to commend one format over the other we have
designed a brief piece of research that involved interviewing facilitators within CSC who have
used both the closed group and open group formats. The description of the survey and the results
are presented below.

Method

Ten telephone interviews were conducted with experienced correctional program
facilitators. Their responses were coded and later analysed. The questions to be posed were sent
to the facilitators prior to the interview to save on interview time. All the facilitators had at least
2 years of experience within CSC and some had over 15 years of program experience (Mean =
8.5 years). All had delivered the standard CSC programs as well as versions of the modularised
program format at least twice. All regions were represented although the greatest number of
interviews was conducted with facilitators from the Prairie region. Six respondents delivered
programs in the institutions and four in the community. The type of programs delivered by
respondents that involved a modularised or continuous entry format were: Community
Maintenance (4), Violence Prevention Program (2) and Women Offenders’ Substance Abuse
Program (4).



Results

Table 1 presents the frequencies of the main responses provided by the participating
facilitators to the question, “What are the advantages of a modularised format?” The most
common advantage cited for the modularised format is the reduction in wait times for offenders
(N =9) and increased flexibility to tailor the program to the specific needs of the offender (N =
4),
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Table 1
Advantages of a Modularised Program Delivery Format

Positive features of a modularised program delivery format Number
agreed (%)

1. Reduces wait times/offender can start program right away 9 (90%)

2. Increased flexibility/can better tailor program to meet the needs of the 4 (40%)
offender (i.e. do not have to assign the entire program, can focus only on
necessary modules)

3. Having new members join group can have positive effect on group 2 (20%)
dynamics (roles do not become fixed/reduces impact of negative
members)

4. Existing members can model acceptable rules/expectations/skills for new 2 (20%)
members

5. Offender can leave the program after a module and then come back at a 2 (20%)
later date without having to redo entire program

6. Allows offenders to retake certain modules if needed, without having to 1 (10%)
retake entire program

7. New participants joining group increases learning and motivation for 1 (10%)
others/ seeing older members graduate and succeed is motivating for new
members

8. Having new members join provides opportunity to practice skills of 1 (10%)

meeting new people and adapting to new environments

9. Works well in a multilevel facility, as people are continuously rotating 1 (10%)
anyway
10. Report writing is spread out, does not need to be completed all at once 1 (10%)

Table 2 presents the most common problems that facilitators noted with the modularised
format. The most frequently cited problems are: Increased workload/report writing (N = 9);
Disruptive to group dynamics/group cohesion (N = 8) and Challenge to constantly repeat

information and bring new members up to speed when they join (N = 6).
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Table 2
Disadvantage of a Modularised Program Delivery Format

Number agreed
Issues with delivery of a modularised program delivery format (%)

1. Increase in workload/report writing 9 (90%)

2.  Disruptive to group dynamics and cohesion/reduces trusts/reduces 8 (80%)
level of sharing and participation

3. Must repeat information every time new member joins/challenge to 6 (60%)
bring new members up to speed quickly

4. Modules build on each other and are not self-contained 2 (20%)

5. Harder to accommodate different skill levels/different needs of the 2 (20%)
group when members constantly change

6.  Building motivation is more challenging 1 (10%)

7. OMS does not accommodate for modular report writing/not able to 1 (10%)
track modules in OMS

8.  “Sunset clause” (whereby all modules need to be completed within a 1 (10%)
specified period of time) should be changed. Not always
feasible/realistic for offender to complete in timeframe/can lead to
higher incompletion rates

9.  Increased risk of burnout for facilitators 1 (10%)
10. Hard to track completions if not on top of referrals 1 (10%)
11. Hard to stop program as new members are constantly joining 1 (10%)

12. Format is confusing for offenders/ hard for them to keep track of 1 (10%)
where they are in their program

When asked which format they prefer delivering, 50% of the facilitators said they prefer
the standard format; 30% said that both formats had their strengths and 20% preferred the
modularised or continuous entry format. Although this was a small sample size there appeared to

be clear difference in preference of format based on site. Facilitators working in the institutions
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preferred the standard closed entry format (67%) while those in the community were ready to

deliver either format.

Program format: Summary

Despite its challenges, the modularised format does provide flexibility and the potential
to tailor program delivery to individual offender need. Based on interviews and
recommendations from facilitators the following circumstances are those in which the format
works best:

1. When the group is relatively homogenous, i.e., participants have similar offence histories
or criminogenic needs. (It should be noted, however, that the CMP is able to integrate
offenders from diverse background into a continuous entry program);

2. When the group participants are not high risk or high need;

3. When the participants come from a previous program background so that the material is
not entirely new to them;

4. When the program is offered in the community.

Obviously, when all four criteria are met the continuous entry or modularised format has
ideal conditions in which to be implemented. Using a modularised program delivery format in
the institutions in CSC has proven to be very difficult. Administratively, it is unlikely that an
offender who completes one of the modules at one institution and is transferred out can expect to
pick up the same program at the right time to complete the next module. Monitoring of
compliance on report writing and program completion rates is also difficult. Continuous entry in
the institutions poses another set of problems when high risk or high needs offenders react
negatively to the constant integration of new participants. It should be noted that there are
successful exceptions to this. For example, a continuous entry option (or rolling program) has
been offered to sex offenders in the British Prison Service for several years and those
practionners find the format manageable. Sex offenders, however, are generally recognised as
more motivated and more compliant than offenders with other offence patterns. One alternative
to a complete modularised program format is a modified modularisation that could be
implemented in an institutional setting. This would involve offenders in an initial generic module

common to all program approaches and offence patterns. Such a module would introduce

13



offenders to the group program process, the vocabulary of programs and help them acquire a
basic understanding of their offence patterns. Similar brief interventions to build motivation to
participate in further programming has been reviewed in the literature and found to improve later

program completions (Burke, Arkowitz & Mencola, 2003).
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APPENDIX A

GROUP SIZE

Date  Group size recommendation

2003  -maximum group size of 10

1996  -group psychotherapy for eating disorders can be effective with large group numbers
if conducted in efficient manner
-however, large group size may negatively affect attendance rates and group cohesion

March  -optimal group size 12, maximum 16

8,

2000

2004  -group size should be linked to program intensity, characteristics of participants, and
experience of deliverers.
-groups size should be no less than 8 and no more than 12

1995  -program facilitators trained by CSC are trained to limit group size to 10 offenders
-offender rates of re-admission back into custody increased according to program
group size.

2001  -group size should range from 6 to 12
-in larger group sizes, care must be taken to avoid development of sub-groups

1994  -therapy group should typically consist of 6 to 10 members, based on clinical
experience of therapist and pragmatic limitations
-research not yet verified optimal number of group members

1984  -small groups achieved more norm regulations than larger groups.

1982  -clinical custom is 8 members

1985 -8 is optimal number of group members
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1981

1984

2007

1962
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1979

1992

-optimal group size is 8, but can range from 5 to 12

-groups of 5 were most satisfying to members

-5 proposed as minimum number needed to foster therapeutic group process
-group should not exceed 10

-optimal groups size will depend on considerations of therapist comfort, meeting
length, room size, theoretical orientation.

- larger capacity programs appear to be less productive environments for both clients
and staff,

-demonstrated sharp drops in verbal interrelations when the group reached nine and
seventeen members,
-five to eight members is optimal for patient participation.

-six participants is maximum number practical for a single therapist to handle

-5 to 7 clients per group

-smaller groups are associated with superior treatment outcomes
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-working effectively with a large group of offenders many of whom may have
learning problems, language barriers, brain injury, personality disorders and come
from very diverse cultural backgrounds may be beyond the scope of any one therapist.

-group therapy was as effective as individual and treatment gains were still
demonstrated at 6 months.

-increasing the group size from 6 to 8 did not diminish the effectiveness of the
therapy.

-for the average group size of six patients, there was a saving of 42% of therapist

time, and for eight patients that figure would be 50%

-defines a group as having three or more members

- a minimal number of individuals is necessary in order to foster meaningful
relationships.

-the size of psychotherapy groups often ranges between five to ten participants
-5 to 7 patients per group



	Acknowledgements
	Executive Summary
	Table of Contents
	List of Tables
	PRINCIPLES OF EFFECTIVE CORRECTIONAL INTERVENTION

	GROUP SIZE
	Group size: Summary

	CONTINUOUS INTAKE OR MODULARISED FORMAT PROGRAM DELIVERY
	Survey of facilitators on modularised program delivery in CSC
	Method
	Results
	Program format: Summary


	References
	APPENDIX A

