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INTRODUCTION
WHAT ARE MUTUAL-HELP GROUPS?

Consumer-provided therapeutic help comes in many forms, such as self-help
groups (SHGs) and mutual-help groups (MHGs); consumer-operated services,
such as drop-in centers and residential programs; and mental health counseling
provided by trained consumers in traditional clinical settings (Davidson et al.,
1999). The different types of help, and the various terms used to describe such
help, reflect differences in the relationships between those involved (e.g., mutual
helping, nonmutual mentoring). The terms "self-help groups" and "mutual-help
groups" are often used interchangeably. However, the term "self-help" is frequently used to denote a variety of interventions targeting self-change using
individual-focused workbooks or reading materials. Understood from that viewpoint, the term "self-help group" is arguably somewhat of an oxymoron, because
the "help" that one acquires is derived not from the "self' at all, but rather
through the presence, support, and shared experience of others present in a group.
Thus, in order to more accurately reflect both the purported therapeutic processes
at work in such organizations, and to minimize confusion in both professional
and public discourse, SHGs are increasingly referred to as "mutual help" (or
sometimes "mutual aid") groups (Kelly et al., 2004). In keeping with this trend,
we use the term "MHG" to describe this particular adjunctive therapy.
There are numerous MHG organizations that address many different problems.
Some groups, such as Alcoholics Anonymous (AA) and Narcotics Anonymous
(NA), have an exclusive focus on substance use disorders (SUDs), whereas
others, such as Double Trouble in Recovery (DTR) and Dual Recovery Anonymous (DRA), are aimed at people who have comorbid substance use and psychiatric disorders (i.e., "dual diagnoses"). Other groups address mental illness
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or emotional problems in a general way [e.g., Recovery, Inc. (RI), GROW],
whereas some are focused on specific psychiatric disorders [e.g., Depression and
Bipolar Support Alliance (DBSA), Schizophrenics Anonymous (SA)]. Others
focus on helping family members who are affected by the illness of a loved one
(e.g., Alanon).
Although the foci of these organizations are quite diverse, all share common
features. Specifically, MHGs contain individuals with a common experience or
problem (e.g., alcohol dependence, depression) who come together to share their
experiences and/or to provide help and support to one another. The groups are
typically led and organized by consumers rather than professionals, although professionals sometimes may be involved in advisory roles (e.g., in DBSA chapters).
Groups are available free of charge, although many ask for voluntary contributions from those who attend (Humphreys, 2004). Some unique advantages
of MHGs include the fact that group meetings, such as AA, are often locally
accessible several times a day in many communities, notably also in the evenings
and on weekends when professional care is often not available. Many also foster
the development of additional group-member support by telephone that can be
accessed "on demand" between meetings. The World Wide Web (WWW) has
also given rise to "online" meetings. Restriction of professional services covered by managed care means that these free, flexible, available, and accessible
community resources serve an increasingly important role in public health.
HOW COMMON ARE MUTUAL-HELP GROUPS?

How numerous are MHGs in the United States and how many people participate
in such organizations? Due to the informal and often anonymous nature of many
MHG organizations, group and membership estimates can be difficult to obtain
and those estimates that are obtained may underestimate true membership. However, in a broad national survey focusing on mental health mutual support groups,
self-help organizations, and consumer-operated services, Goldstrom et al. (2006)
estimated that as of 2002, there were nearly 7500 such consumer- and familyrun mental health organizations in the United States, nearly twice the national
estimate for traditional mental health organizations such as hospitals and clinics.
In addition, it was estimated that as many as 41 000 people have participated in
mental health mutual-support groups and over 1 million people belong to mental health self-help organizations. Although these consumer-run services may
be more numerous than professional mental health services, virtually none of
the groups surveyed reported that they viewed their services as a substitute for
professional services, and 94% reported receiving referrals from professionals,
highlighting the complementary and collaborative nature of the two types of
services. Nevertheless, as detailed below, for some individuals these groups are
not merely "adjunctive," but instead "replacement" therapies (e.g., Timko et al.,
1999). The striking number of consumer organizations is made even more impressive if one takes into account addiction- and dual diagnosis-focused MHGs, such
as AA, NA, and DTR. AA alone has approximately 60 000 groups meeting each
week in the United States, and more than 1 million active members (AA, 2005).
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We begin this chapter by describing the goals and key therapeutic processes
of MHGs presumed to facilitate improvement and/or maintenance of functioning. We then review and evaluate available outcome data pertaining to MHGs'
effectiveness in helping individuals manage or recover from their respective disorders, including any evidence in support of the key therapeutic processes. We
then describe the role MHGs may play in a formal treatment plan and describe
how professionals might facilitate and coordinate participation in these groups.
In the final sections, we describe opportunities for further research and what
might be done to help disseminate knowledge about MHGs and their potential
utility. Within the first two sections we provide information about various MHGs
divided into three distinct, but related, problem areas: (1) substance dependence
(e.g., alcohol, cocaine); (2) mental illness (e.g., schizophrenia, depression); and,
(3) dual diagnosis (i.e., substance dependence in combination with mental illness). For ease of reference and due to space limitations inherent in a single
chapter on this topic, we have constructed several summary tables containing
brief descriptions of the MHGs of the types covered in the chapter, website
and contact information, degree of evidence for the MHGs, and several other
indices that we hope will facilitate easy comparisons of organizations along multiple lines (see Tables 4.1-4.3). We had considered also including more detailed
MHG information in the text regarding other compulsive behaviors (e.g., gambling, sex, eating behaviors) and family-related MHGs (e.g., Alanon, Naranon).
However, given space confines we were unable to pursue these in detail. As a
compromise, however, we have included a summary table of MHGs for each of
these additional domains (Tables 4.4 & 4.5).

KEY PROCESS

VARIABLES

MHG organizations operate on certain assumptions about the causes, maintaining
conditions, and therapeutic factors needed to manage, reduce, or eliminate the
suffering caused by the particular condition of focus. To varying degrees, each
MHG organization adheres broadly to an overarching theoretical framework
and describes specific therapeutic targets (e.g., abstinence from alcohol/drugs,
recovery) and strategies believed necessary to reach those goals. This forms
the idiosyncratic or "specific" components of each MHG organization (e.g., the
"12-steps" in AA). In addition, nearly all MHGs by definition involve helping
others. This has been more formally conceptualized as the "helper principle"
(Riessman, 1965). From this viewpoint, those who help others help themselves
by reinforcing their own dedication to change, increasing the perception of their
importance to others and their self-esteem, and enhancing their social status
and sense of independence. Positive associations between helping and emotional
well-being have been found in the general population (e.g., lower depression
and higher self-esteem; Piliavin, 2003). However, the degree of emphasis on
helping others as an essential curative process varies substantially across MHG
organizations.
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MHGs also possess further nonspecified, "common" therapeutic factors that
are likely to operate across all MHGs and are rarely mentioned explicitly. These
nonspecified common factors might be conceptualized as transtheoretical therapeutic effects inherent in group process (e.g., Yalom, 1995).
Group therapy theory as outlined by Yalom (1995) posits several therapeutic
elements of groups. Some of these are "altruism"--a principle aligned with the
helper principle mentioned above, "universality"ma sense of belonging and identification, "imitative behavior"mobserving and "trying on" various behaviors
and ways of coping, "instillation of hope"--feeling more hopeful, "imparting
information"--giving and getting tips and learning skills, and "catharsis ' ' m
expressing thoughts and emotions. Because MHGs a r e groups, it is likely that
they will all possess similar group process elements such as those specified by
Yalom (1995). However, as alluded to above, each MHG also possesses unique
elements. Such processes are those therapeutic elements deemed to apply only
to that particular MHG, such as the four-point program of Self-Management
And Recovery Training (SMART) Recovery or the "spiritual awakening" of AA
and other 12-step organizations. Below, we outline the key "specific" process
variables for MHGs categorized, as mentioned earlier, by their particular focus,
starting with those focusing primarily on alcohol/drug dependence.

KEY PROCESS VARIABLES OF MUTUAL-HELP GROUPS FOCUSING
PRIMARILY ON SUBSTANCE DEPENDENCE
Alcoholics Anonymous and Other 12-Step-Based
Mutual-Help Groups

We begin by describing the specific key process variables espoused within the
12-step model that originated in AA in the 1930s, and that have been widely
adopted and adapted to several other drugs besides alcohol (e.g., Marijuana
Anonymous, NA, Cocaine Anonymous), to alleviate other kinds of compulsive
behaviors (e.g., Sex Addicts Anonymous, Overeaters Anonymous, Gamblers
Anonymous), mental health conditions (e.g., SA) and dual diagnosis issues
(e.g., DTR, DRA), and to help affected family members (e.g., Alanon, Families
Anonymous, Naranon).
The purported mechanism of recovery from alcohol addiction according to
AA is through a "psychic change" (AA, 2001, p. xxvi) or "spiritual experience"
or "spiritual awakening" (AA, 2001; Appendix II) achieved by following a
sequential 12-step program. A clear definition of what exactly is meant by
"a spiritual experience" or "awakening" has been confusing to many. However,
AA states broadly that this is most often characterized by a gradual change of
an "educational variety" that leads to "... a profound alteration in [his] reaction
to life" (AA, 2001, Appendix II). At times it is associated with a "higher power"
(e.g., a "God consciousness") and at other times it has a much more practical
approach regarding a change in one's specific attitudes and behaviors.
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Of course, the other major feature of all 12-step organizations is the fellowship.
This social context in which recovery is learnt and supported is less explicitly
documented as an essential curative component in the main texts of AA (probably
because there was only a very small number of members initially when the texts
were written), but is captured in the preamble read at the start of nearly all AA
meetings (AA Grapevine, 1947):
Alcoholics Anonymous is a fellowship of men and women who share their experience,
strength and hope with each other that they may solve their common problem and help
others to recover from alcoholism. The only requirement for membership is a desire to
stop drinking. There are no dues or fees for A.A. membership; we are self-supporting
through our own contributions. A.A. is not allied with any sect, denomination, politics,
organization or institution; does not wish to engage in any controversy;neither endorses
nor opposes any causes. Our primary purpose is to stay sober and help other alcoholics
to achieve sobriety.
This preamble emphasizes the aspects of mutual "sharing" or communication
of experiences in an attempt to help oneself and others. As alluded to in the
preamble's last sentence, perhaps more than any other MHG, a central curative
process of 12-step organizations is the "helper principle" (Riessman, 1965),
essentially the notion that "helping you helps me". As AA states: "Practical
experience shows that nothing will so much insure immunity against drinking
as intensive work with other alcoholics" (AA, 1939, 2001, p. 89). Indeed, early
AA members believed that reaching out to other alcoholics was vital to facilitate
ongoing recovery. AA cofounder Bill W's formal recognition and documentation
of this fact was a driving force behind AA's active outreach to hospitals and
institutions that helped other alcoholics find sobriety and led to the growth of
AA (AA, 1939). This also formed the basis of AA's "12th step" of passing
on the A A recovery program to other alcoholics to help maintain one's own
sobriety.
In summary, the two major processes in all 12-step organizations that are
purported to facilitate recovery are the 12-step program and the fellowship accessible through attendance at meetings. Another important element that facilitates
working through the 12-step program is the fellowship mentor or "sponsor" who
serves as a coach and guide for new members.
Although not directly related to individuals' sobriety or healthy functioning, per se, AA's "12 Traditions" (AA, 1953) are the group-level equivalent
of how to facilitate healthy functioning of 12-step meetings and the larger 12-step
organization. Essentially, they consist of 12 statements derived from the experiences of early groups that form a template for how groups may wish to structure
themselves and operate. These conclusions were based on the early AA groups'
growing pains that resulted in a consensus regarding the best way to function
as groups and as an organization. The formulation and documentation of the
12 Traditions provided a successful, adaptable, template for myriad other 12-step
organizations to grow and flourish.
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Self Management and Recovery Training (SMART) Recovery
The stated goals of SMART Recovery are to "support individuals who have
chosen to abstain, or are considering abstinence from any type of addictive
behavior (substances or activities), by teaching how to change self-defeating
thinking, emotions, and actions; and to work towards long-term satisfactions and
quality of life." It teaches self-empowerment and self-reliance and views addictions/compulsions as complex maladaptive behaviors with possible physiological
factors. It teaches tools and techniques for self-directed change and encourages
individuals to recover and live satisfying lives. The SMART Recovery meetings
have a contemporary cognitive-behavior orientation, are educational, and include
open discussions. It also explicitly advocates the appropriate use of prescribed
medications and psychological treatments. It draws on evidence-based practices
and "evolves as scientific knowledge evolves." The main processes of recovery
stated by SMART are enhancing and maintaining motivation to abstain, coping
with urges, problem solving (e.g., managing thoughts, feelings, and behaviors),
and lifestyle balance achieved and reinforced through meeting participation.

Secular Organization for Sobriety
Secular Organization for Sobriety (SOS) refers to itself as "a self-empowerment
approach to recovery" without any spiritual or religious involvement. Its therapeutic processes and general organizational principles are quite similar to AA
however, and much of the organizational language is very similar to AA's 12
Traditions. It does not possess a clear, sequential program of action, like AA, but
does advocate honest sharing, association with others including other alcoholics,
and a focused "Sobriety Priority" of not drinking "no matter what." The course
of action needed to achieve sobriety is largely left up to the individual to decide
for himself or herself but is encouraged to be sought using the experience of
those SOS members who have found it.

Moderation Management
Moderation Management (MM) is the only substance-focused MHG that
explicitly advocates moderation and not complete abstinence from alcohol. It
embodies four principles: Self-management, balance, moderation, and personal
responsibility. MM's main aim is to share strategies for successful moderation and the "restoration of balance," which include both changes in behavior
and the management of emotions. Its main therapeutic process is through selfmonitoring of drinking to keep within healthful limits. This is supported by MM
group participation. A primary tool used in MM is "awareness." Daily drink
charting is intended to bring an unconscious habit back to consciousness and
within control. The very act of counting the number of drinks consumed each
week is one of the key processes of therapeutic change. MM advocates nine
steps (http://www.moderation.org/readings.shtml#9steps) that include an initial
30-day period of abstinence during which the member can assess how alcohol has
affected them, set drinking limits, and begin to make lifestyle changes. Even after
moderate drinking is begun within the context of MM, MM still recommends
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not drinking every day, but rather to abstain from alcohol completely on at least
3-4 days per week.
Rational Recovery

Rational Recovery (RR) claims to have made MHGs "obsolete" through a
technique called the "addictive voice recognition technique" (AVRT). Thus, it
is not officially a "mutual-help group," but is mentioned here because RR once
sponsored an extensive recovery group network offering a cognitive-behavioral
mutual-help approach along with an undeveloped version of AVRT, and is quite
well-known nationally. Following some internal conflict, the organization split
into RR and SMART Recovery (see above). RR now operates solely through
the Internet, by mail, and through literature. The goal is abstinence, and the key
assumption is recognizing and dealing with the internal "addictive voice." Thus,
it is an explicitly cognitive approach somewhat similar to the rational emotive
therapy espoused by Albert Ellis.
KEY PROCESS VARIABLES OF MUTUAL-HELP GROUPS FOCUSING
PRIMARILY ON MENTAL ILLNESS
Recovery, Inc.

Recovery, Inc. (RI) uses cognitive-behavioral techniques and unique language
to help individuals "regain and maintain their mental health" and cope with
difficult situations in everyday life. The Recovery model, established by Abraham
A. Low, MD, in 1937, emphasizes accepting personal responsibility for one's
successes and failures, exerting willpower and control over one's impulses and
cognitions, and countering negative, self-defeating thoughts with self-endorsing,
wellness-promoting ones. These factors may be viewed as ways of strengthening
one's internal locus of control (Murray, 1996). The RI basic text, Mental Health
through Will Training (Low, 1950) is problem-focused, with an emphasis on
affective problems such as depression and anxiety and on cognitive strategies for
coping (McFadden et al., 1992). As such, the philosophy behind the Recovery
program suggests that change occurs through personal responsibility and effort
rather than through relinquishing control to a "Higher Power" outside of oneself,
as in 12-step programs.
GROW

GROW strives to provide "a sharing and caring community" to help persons
with mental illnesses and emotional problems work toward personal growth and
recovery. Within this community, the program focuses on changing maladaptive
cognitions and behaviors, as well as on helping members to work toward the
"five foundations of maturity": Understanding, acceptance, confidence, control,
and love. GROW literature (The Program of Growth to Maturity and Readings
for Mental Health) emphasizes spirituality and striving to reach one's highest
potential, and offers advice in a nonauthoritarian way (McFadden et al., 1992).
The program also offers a structured group format to help meetings run smoothly,
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which includes the sharing of one member' s personal story of recovery or growth,
practical problem-solving tasks, follow-up reports on members' progress, and
education and discussion about the program itself. To develop and maintain the
desired "sharing and caring community," GROW members are encouraged to
interact with each other outside of weekly meetings and to take an interest in each
other's lives and well-being. Thus, the social, spiritual, and cognitive-behavioral
aspects of the group are thought to be important to members' personal growth
and recovery from their illnesses.

Depression and Bipolar Support Alliance
In the United States, there are over 1000 consumer- and family-operated support
groups affiliated with the DBSA that aim to help people with mood disorders and
their families cope with these illnesses. DBSA groups provide lifetime support
to members, and are not viewed as an alternative to professional care, but rather
are suggested for use only "following proper diagnosis and treatment." Although
the groups are peer-led, mental health professionals from the community serve
as advisors and board members. Unlike other MHGs, DBSA groups are not
based on steps, a basic text, or specific techniques for change, and vary in
content according to the needs of members of each individual group. Despite
intragroup differences, members view interpersonal support and help with coping
with problems as common benefits of group participation, and note that support
groups improve their understanding of medications and treatment and motivate
them to follow their treatment plan (DBSA, 2004).

Schizophrenics Anonymous
SA is a consumer-run MHG for people with schizophrenia and schizophreniarelated illnesses that is affiliated with the National Schizophrenia Foundation.
The organization aims to provide members with support, information, and a sense
of dignity and purpose, as well as to help improve attitudes toward the illness and
make progress toward recovery. SA views recovery as functioning at one's own
highest potential as opposed to an objectively defined cessation of symptoms. To
help members achieve these goals, SA has a 6-step program for recovery, which
includes admitting that help is needed, taking responsibility for one's choices,
believing in oneself, forgiving oneself and others, understanding the need for
changes in cognition, and finally, turning one' s life over to a self-defined Higher
Power. The themes of spirituality and relinquishing control are similar to those
found in the 12 steps of AA, although SA steps seem to place more emphasis on
internal processes and abilities. Thus, although it is based on a 12-step, "Anonymous" template, it has substantially adapted it to fit this particular disorder.

KEY PROCESS VARIABLES OF MUTUAL-HELP GROUPS FOCUSING
PRIMARILY ON DUAL DIAGNOSIS
As noted in Table 4.3, all the dual diagnosis MHGs are based on the 12-Step
and 12-Tradition template of AA. However, there are some important emphases
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that come into play in these dual diagnosis groups. The burden of two complex
psychiatric conditions (i.e., substance dependence and a mental illness) raises
additional issues, because the signs and symptoms of comorbid conditions require
specific dialogue outside of the realm of alcohol or other drug dependence, and
often benefit from psychotropic medication. AA's official position on medication
use is that it should be handled by qualified medical professionals and that
decisions about such medication use should be decided between the patient and
his or her doctor (AA, 1984). The lack of emphasis on medications and other
psychiatric symptoms has led many dually diagnosed individuals to seek out
MHGs that focus more explicitly on medication compliance and management
of symptoms, although many also attend AA or NA (Ouimette et al., 1998).
The three dual diagnosis-focused MHG organizations- DTR, DRA, and Dual
Diagnosis Anonymous (DDA) all emphasize the fact that many dually diagnosed
individuals may need and want to address their dual recovery in an integrated
and holistic way. Thus, in addition to the regular 12-step MHG format, other
key processes involve medication compliance and acknowledgment of the need
for appropriate professional help to manage symptoms.

OUTCOME

DATA

At first glance, the very notion of "mutual help" for individuals whose mental
capabilities and reality testing may be less than optimal appears to be a little
incongruous. With satirical cries of "the blind leading the blind," it is not hard
to see how one might scratch one's head and wonder how on earth this could
be? Yet, during the past 25 years, accumulating evidence indicates that many
individuals attending MHGs derive benefit.
In this section, we describe evidence pertaining to any benefits individuals
derived from MHG participation including any research on subgroups of individuals for whom MHGs may or may not work particularly well. We also
review research relating to cost-effectiveness where available. There is a growing
body of literature that addresses substance use and/or mental health outcomes in
MHGs, as well as the factors that mediate these outcomes. However, it should
be noted that there are a number of methodological issues related to the study
of MHGs. For instance, randomized controlled trials (RCTs) in this context are
relatively rare and may not be the most appropriate way to examine outcomes
because of the nature of the groups themselves (McCrady & Miller, 1993).
Random assignment of people to MHG participation would interfere with the
voluntary, self-initiated manner in which participation naturally occurs, thereby
limiting generalizability to naturally occurring MHGs (Davidson et al., 1999).
Conversely, it can be seen as unethical to prevent people in a control group from
participating in freely available community MHGs if they so desire (Kelly, 2003).
Therefore, straightforward causal conclusions about the effects of participation
in MHGs on mental health and/or substance use outcomes cannot be easily
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drawn. However, prospective, longitudinal study designs that control for major
confounding variables (e.g., baseline functioning, addiction/psychiatric severity,
participant motivation, professional interventions) are also important sources of
evidence, even though the data are correlational. More of these types of studies
are beginning to emerge. With this said, we now focus on what is currently
known about the utility and benefits of MHGs beginning first with those MHGs
focusing on substance dependence.
OUTCOME DATA FOR MUTUAL-HELP GROUPS FOCUSING ON
SUBSTANCE DEPENDENCE
Alcoholics Anonymous is the most commonly sought source of help for an
alcohol problem in the United States (Room & Greenfield, 1993). Being the
oldest, largest, and most influential of all mutual-help organizations, the preponderance of empirical work has been focused on AA, including three metaanalyses. As mentioned previously, because of the problems inherent in using
RCTs to test the efficacy of MHGs, efficacy trials have been conducted using
a professional therapy constructed to facilitate their use and to which clinical
research participants can be randomly assigned (e.g., Twelve-Step Facilitation
Therapy, Nowinski et al., 1992). We include such studies herein. We begin with
a review and evaluation of meta-analyses (Emrick et al., 1993; Kownacki &
Shadish, 1999; Tonigan et al., 1996), followed by RCTs (e.g., Project MATCH
Research Group, 1997) and effectiveness studies. The evidence is then reviewed
regarding what is known about who may or may not benefit from AA or other
MHG involvement, with a focus on four specific areas: Psychiatric comorbidity,
religious orientation, gender, and age (youth). Attention is then tumed to studies attempting to elucidate how or why MHG involvement may or may not be
beneficial. Finally, we review studies that have examined cost-effectiveness.

Meta-Analyses
Emrick and colleagues' (1993) review was the first to estimate the effectiveness
of AA using meta-analytic techniques. A total of 107 studies were included.
Studies were excluded that blended alcohol and other drug use disorder clients
into a single sample or included participants who had gone to both AA and NA.
Thus, their review was exclusively of primary alcoholics and AA. The authors
concluded that AA had a positive, but moderate, salutary effect on drinking
behavior and psychosocial functioning. In an attempt to examine some of the
conditions under which AA may be more or less beneficial, a further metaanalytic review was conducted by Tonigan et al. (1996) examining moderators of
AA's effectiveness. Two major variables were examined as potential moderators
of AA findings: (1) treatment source of the sample (i.e., inpatient vs outpatient)
and (2) study quality.
Tonigan et al. (1996) found that studies of outpatient samples identified
stronger relationships between AA involvement and drinking outcomes, and
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between AA attendance and improved psychosocial outcomes than studies of
inpatient samples. However, absolute attendance levels may be much higher
among inpatients. Stronger relationships may be observed among outpatient
samples because there is a greater range of substance use severity and attendance
rates among outpatients. These findings have implications today, given the large
scale move from inpatient programs to outpatient/intensive outpatient programs
in many countries.
Tonigan et al. (1996) also found that better quality studies evinced relationships between severity and AA involvement (e.g., more severe patients were
more likely to attend), but poorer quality studies found no such relationship.
Better designed studies found moderate and positive relationships between AA
attendance and improved psychosocial functioning, whereas such relationships
were much weaker in studies with less rigor. However, more rigorous studies
provided less support than poorly designed studies for AA's effects in relation to abstinence after treatment. The authors argue that global AA profiles or
blanket statements about the effectiveness are not supported. Instead, the extent
to which AA is helpful may depend on many variables. As noted earlier, the
exclusion of studies that included participants with drug use disorders or who
attend MHGs other than AA, such as NA, limits the generalizability of findings
from these meta-analyses beyond fairly homogenous, alcohol-dependent samples
attending AA.
The problems with RCTs and MHGs notwithstanding, Kownacki and Shadish
(1999) completed a meta-analytic review of only controlled trials of AA in
order to minimize selection bias in an attempt to establish AA's efficacy in a
cause-effect way. The review focused on 12-month alcohol-related outcomes
and examined several potential moderator variables to aid in interpreting the
results: Method of assignment to conditions, attrition, type of control group used,
type of outcome measure, and voluntary versus coerced admission to conditions.
Studies were subgrouped into studies of conventional outpatient AA meetings,
AA-based residential treatment, and components of AA. Participants in the 21
studies tended to be male (92%) and Caucasian (79%).
The review concluded that randomized trials were almost completely
confounded with coerced status, i.e., randomized controlled studies used subjects
required to attend AA. Such individuals fared worse than individuals receiving
other treatment or no treatment. Individuals forced to attend AA, often by the
judicial system, may find AA difficult to accept and, because coerced attendance
is a violation of the membership requirement of "a desire to stop drinking"
(AA, 1953), such individuals may not be openly accepted by other voluntary
members. However, as pointed out by Kownacki and Shadish (1999), these individuals may do better if they were coerced into other kinds of treatment (e.g., see
Kelly et al., 2005). Because most existing controlled trials have studied attendees
coerced through the criminal justice system, the generalizability of their findings
to individuals who are free to choose is limited.
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Randomized Controlled Trials

Further evidence of the effectiveness of MHG participation was generated in
a large multisite RCT of treatment for alcohol dependence (Project MATCH
Research Group, 1993). This was the largest RCT of individual psychotherapies for any disorder ever undertaken, comprising more than 1700 male and
female patients. In this study, a professionally delivered 12-Step Facilitation
(TSF) treatment was compared with motivational enhancement therapy (MET)
and cognitive-behavioral therapy (CBT). Ethical concerns about requiring nonattendance at AA were ameliorated through the use of comparison treatments
(MET, CBT) that neither actively encouraged nor discouraged MHG attendance.
Although the TSF condition was not a test of MHG involvement itself, the
study examined the feasibility and effects of a professional facilitation of its use.
Results revealed the feasibility of the TSF approach, as well as its superior efficacy with respect to abstinence, relative to the more empirically supported CBT
and MET (Project MATCH Research Group, 1997). A larger effect was observed
regarding patients' social networks; outpatients with social networks supportive
of drinking, measured at treatment intake, had better long-term outcomes in TSF
than in the other treatment conditions (Longabaugh et al., 1998).
The superior outcomes attained by these patient subgroups when treated in
TSF appeared to be explained by MHG attendance during the follow-up period.
Such attendance may have buffered the negative effect from the existing social
network and provided a new abstinence-focused social network (Project MATCH
Research Group, 1997, 1998). In addition, the study found that regardless of
which original treatment patients received, individuals who attended 12-step
MHGs, such as AA, had significantly better drinking outcomes (Tonigan et al.,
2003). Interestingly, at the 3-year follow-up, 58% of TSF patients had attended
an AA meeting in the prior 90 days, but 45% of the clients assigned to MET
and 39% of the clients assigned to CBT had also attended meetings. Thus,
despite a lack of professional encouragement to participate in AA, many patients
nevertheless elected to attend AA. Importantly, the independent effect of MHG
participation indicates AA may be a valuable adjunct to addiction treatment
participants--even in professional treatment programs where it is not formally
emphasized. However, as mentioned below, clinician's behavior can substantially
increase the likelihood that patients will participate and benefit from MHGs.
A similar multisite, controlled trial sponsored by the National Institute of Drug
Abuse (NIDA) was completed with cocaine-dependent patients (Crits-Christoph
et al., 1999). This Collaborative Cocaine Treatment Study randomized 487
patients to one of four manual-guided treatments: Individual drug counseling
(12-step-focused), individual cognitive therapy, individual supportive-expressive
therapy, or a group drug-counseling condition (all of the individual conditions
also received the group drug counseling in addition to the individual therapy
sessions). Although patients assigned to the individual drug-counseling (12step) condition attended significantly fewer therapy sessions than did patients
in either of the other two psychotherapy conditions, they experienced the best
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drug use outcomes of any group at 1 year post discharge. Again, although not
a test of 12-step MHG involvement per se, a principal goal of the individualized drug-counseling condition was to facilitate active involvement in 12-step
MHGs. Better drug use outcomes, despite lower levels of professional treatment
engagement, may be accounted for by increased 12-step mutual-help involvement. A further study of the same sample showed that those in the individualized
12-step treatment condition were attending 12-step MHG meetings at significantly higher levels at the end of the active (6 month) treatment phase (Weiss
et al., 2000).
Observational Studies

A complementary effectiveness study to the highly controlled efficacy designs
used in Project MATCH and the cocaine collaborative studies, was carried out
in the Department of Veterans Affairs (Ouimette et al., 1997). This naturalistic
study was of treated individuals but examined MHG participation as an important adjunct to treatment. In this study of 15 VA-Veterans Affairs SUD inpatient
treatment programs, 5 of which were 12-step, 5 cognitive-behavioral, and 5
eclectic in program philosophy and practices, patients treated in professional
12-step-oriented treatment programs were more likely to be abstinent at a 1-year
follow-up than those treated in cognitive-behavioral or eclectic programs. Furthermore, patient involvement in MHGs during the follow-up period was again
associated with better alcohol/drug and psychosocial outcomes irrespective of
the type of professional treatment they had received. Similar findings emerged
in a subsample of 927 cocaine-dependent patients from the national Drug Abuse
Treatment Outcome Studies (DATOS) enrolled in outpatient, residential, and
short-term inpatient programs. At least twice-weekly attendance, on average, at
12-step MHG meetings during the follow-up year was associated with significantly reduced likelihood of relapse during the follow-up year (Etheridge et al.,
1999).
A recent rigorously conducted longitudinal study with 227 alcohol-dependent
patients following outpatient SUD treatment examined the influence of addiction MHG participation on alcohol use outcomes across a 3-year period. The
study found that even when controlling for pretreatment levels of drinking,
early posttreatment levels of drinking, addiction severity, motivation, professional treatment utilization during the follow-up period, and a variety of other
factors, MHG participation was still independently associated with better alcohol
use outcomes (Kelly et al., 2006). The study also sought to examine whether
there were important subgroups of patients for whom addiction MHGs might be
particularly helpful or unhelpful. The study examined gender, religiosity, psychiatric comorbidity, and prior MHG participation, but did not find any evidence
that these variables affected the degree of benefit derived from MHGs: Women
derived as much benefit as men, those with psychiatric comorbidity derived as
much benefit as those without, and MHG novices derived as much benefit as
MHG "veterans."
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A further study by McKellar and colleagues (2003) with 2319 male patients
followed for 2 years following intensive SUD treatment, assessed causal links
between AA involvement and substance use outcomes with the aid of structural equation modeling. Findings supported the assertion for a causal link after
controlling for confounds of patient motivation for abstinence, level of comorbid psychopathology, and demographic variables, i.e., AA involvement leads to
better outcomes.
Smaller quasi-experimental studies also have been carried out recently.
Fiorentine and Hillhouse (2000) examined 360 outpatient clients of SUD treatment facilities followed up for 8 months and found that those who participated
concurrently in both drug outpatient treatment and 12-step MHGs had higher
rates of abstinence than those who participated only in treatment or MHGs
alone. Thus, in this population, there was an additive effect for combining
aftercare/outpatient treatment with MHG activity. Similarly, Miller et al. (1997)
found that posttreatment AA attendance during the first year uniquely accounted
for 14% of the variance in substance use among outpatients, after controlling
for patients' pretreatment, outpatient, and posttreatment factors. In a study by
Morgenstern et al. (1997), AA attendance following inpatient treatment predicted
better 1- and 6-month outcomes controlling for other possible demographic,
treatment, and symptom confounds.
An intriguing long-term study examining the unique effects of AA participation on drinking outcomes in 466 problem drinkers compared four groups of
individuals who had self-selected either (a) no treatment at all, (b) AA only,
(c) professional treatment only, or (d) professional treatment plus AA (Timko
et al., 2000). Compared to the untreated cohort, those receiving formal treatment
or attending AA only were more likely to be abstinent at 1-, 3-, and 8-year
follow-ups. The AA-only cohort also was more likely to be abstinent than the
professional treatment cohort at 1- and 3-year follow-up, and was equivalent
at 8-year follow-up. Additionally, the AA-only cohort was equally likely to be
abstinent at 1-, 3-, and 8-year follow-up when compared with the professional
treatment plus AA cohort. Thus, individuals choosing to "go it alone" appear
less likely to show improvement: those choosing to attend AA only appear to
fare at least as well as those who choose professional treatment.
Although observational studies are only one piece of the evidence base, they
are nevertheless an important piece, especially when they are carefully conducted.
When evidence from meta-analytic, observational, and efficacy studies is viewed
conjointly, a consistently beneficial effect emerges for involvement in these
organizations on various substance use and psychosocial outcomes measured at
various time points.
Cost-Effectiveness Studies
MHGs are typically completely free of charge, except for voluntary contributions,
making them extremely cost-effective interventions. Although we were unable
to find any studies explicitly addressing the cost-effectiveness of MHGs, there
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have been studies that have shown involvement in MHGs may reduce healthcare
costs. A 3-year prospective study by Humphreys and Moos (1996) found that
problem drinkers who chose to attend only AA had overall treatment costs
that were 45% lower than for problem drinkers who chose to attend outpatient
treatment; yet, outcomes were similar for both groups. There was no initial index
treatment episode; so, this difference reflects only the treatment costs during the
3-year follow-up period. Two further studies by Humphreys and Moos (2001;
2007), using a large multisite sample of veterans receiving treatment for SUDs,
found that compared with patients treated in CBT programs, those treated in
professional 12-step treatment programs had significantly greater 12-step MHG
involvement at follow-up. Patients treated in CBT programs averaged almost
twice as many outpatient continuing care visits after discharge than did 12-step
patients, and also received significantly more days of inpatient mental health care
relating to their SUD/psychiatric status, resulting in 64% higher annual costs
for CBT programs. In contrast, psychiatric and substance use outcomes were
comparable across the two treatments, except that 12-step-oriented treatment
program patients had higher rates of abstinence at follow-up.
Findings on potential cost-savings for health care systems are intriguing but
preliminary. Further study is needed to more accurately specify under which
circumstances MHG groups may serve as a sufficient substitute for professional
care without negatively affecting patient outcomes. Certain patient subgroups,
for example, may adjust more readily to and derive greater benefit from MHGs
than others, whereas some patients may need greater professional attention. To
emphasize this point, evidence regarding subgroups of individuals who may or
may not benefit from MHGs is examined next.

For Whom are Substance-Focused Mutual-Help Groups Particularly
Helpful or Not Helpful?
Clinical concerns have been raised in relation to the member-group fit with
certain MHG organizations. For example, do individuals with both an SUD and
another comorbid psychiatric diagnosis benefit from the regular 12-step MHGs,
such as AA or NA? This section examines the evidence regarding four persistent
areas of concern: Psychiatric comorbidity, religiosity, gender, and age (youth).

Psychiatric Comorbidity
Studies of general population as well as clinic samples have revealed that
SUDs frequently co-occur with psychiatric illnesses (e.g., affective, anxiety, psychotic, and personality disorders; Kessler et al., 1996, 1997; Mowbray et al.,
1995; RachBeisel et al., 1999). Although the quantity and quality of integrated
professional treatment services designed to concurrently address both types of
disorders has increased, concerns have been raised about member-group fit of
dual-diagnosis patients with typical 12-step MHGs such as AA (e.g., Laudet
et al., 2000a, 2000b). Cited barriers have included some 12-step members' putative opposition toward individuals taking psychotropic medication; however,
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empirical evidence is scarce. One survey found that the majority (86%) of 277
sampled AA members thought that the use of medications intended to reduce
relapse risk (e.g., naltrexone, disulfiram) was either a good idea or might be a
good idea. However, 29% of those sampled stated they themselves had been
pressured to stop taking medications of one kind or another (Rychtarik et al.,
2000). A further related barrier is 12-step participants' uncertainty and confusion
about which clinical syndromes require professional treatment versus subclinical
states that are likely to respond to application of the 12 steps.
Preliminary studies suggest that participation in and effects from traditional
substance-focused MHGs for dually diagnosed patients may be moderated by the
type of comorbid diagnosis. A large prospective Icelandic study (N = 351) found
similar rates of attendance at AA for all comorbid diagnoses, except for persons
diagnosed with schizophrenia who went less often (Tomasson & Vaglum, 1998).
Similarly, a study by Noordsy and colleagues (1996) of outpatients suffering from
psychotic spectrum disorders and substance dependence did not find evidence for
beneficial effects of 12-step group involvement at a 4-year follow-up, although
the sample size was very small (N = 18). Kelly et al. (2003) found that compared
with SUD patients without a psychiatric diagnosis, patients with major depressive
disorder in addition to their SUD did not become as socially involved in selfhelp fellowships as their noncomorbid counterparts and derived progressively
less benefit from traditional 12-step groups during the 2-year follow-up, despite
similar levels of self-help involvement. In contrast, Ouimette et al. (2001), using
the same dataset, found that patients with comorbid SUDs and posttraumatic
stress disorder (PTSD) participated in, and benefited from, 12-step groups as
much as SUD-only patients. A further study by Bogenschutz and Akin (2000)
found that severely mentally ill patients with comorbid SUDs attended MHGs at
rates comparable with the general addiction treatment population, but reported
more difficulties at meetings regarding their comorbid status. Thus, particular
diagnostic comorbid subgroups may differ in rates of attendance, involvement,
and derived benefits, but the knowledge base is currently limited, especially
given the large comorbid overlap between SUDs and other Axis I diagnoses.
As noted in this chapter, MHGs specifically designed for dual-diagnosis
patients have begun to emerge (e.g., DTR--http://doubletroubleinrecovery.com
and DRAmhttp://draonline.org) and may be a better fit (Vogel et al., 1998).
Because medication compliance is such a critical issue in the treatment of mental
illness, explicit attention to and support for such compliance within a dualdiagnosis MHG context may be important. A study by Magura et al. (2002), of
240 dually diagnosed individuals attending DTR meetings, found that, in contrast
to attendance at other 12-step meetings, consistent attendance at DTR meetings
was associated with better medication compliance, even after controlling for
possible confounds of psychiatric severity, stressful life events, and supported
housing. Improved medication compliance, in turn, was associated with less
hospitalization.
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One randomized study compared the efficacy of intensive outpatient rational
emotive behavior therapy (REBT) treatment with a 12-step/disease-oriented treatment for severely impaired dual-diagnosis patients (Penn & Brooks, 2000). Both
conditions strongly emphasized ongoing MHG attendance at their respective
philosophy-concordant meetings. Results revealed that those in REBT had lower
ratings on need for psychiatric treatment and fewer patients in this condition
needed inpatient hospitalization at follow-up. However, those in 12-step treatment showed greater improvement on the addiction severity index (ASI) alcohol
composite, a greater decrease in the perceived need for alcohol treatment by the
12-month follow-up, and less overall substance use at the 3-month follow-up.
Although the sample size was small (N = 50), results suggest elements of REBT
may have greater salutary influence on psychiatric symptoms, whereas 12-step
treatment may have greater positive influence on substance use outcomes for
severely impaired dually diagnosed patients.

Religiosity
Given the spiritual/"quasi-religious" terminology and concepts used in 12-step
MHGs, some clinicians and researchers have suggested that referral to 12-step
organizations should take into account religious background. Practice guidelines from the American Psychiatric Association (APA), for example, have
recommended clinicians refrain from referring nonreligious people to 12-step
groups. However, the only large-scale study to examine this issue (Winzelberg &
Humphreys, 1999) did not support this view. In a sample of 3018 male veterans,
degree of religiosity did not affect attendance rates or related substance use
outcomes.
Additionally, one of the matching hypotheses predicted in Project MATCH
was that participants high in religiosity would fare better in TSF. However,
degree of religiosity did not interact with treatment orientation in relation to
drinking outcomes; patients low in religiosity fared as well as those high on this
dimension (Connors et al., 2001). A study by Brown et al. (2001) of a sample of
153 individuals with drug use disorders found no relationship between religious
involvement and frequency of 12-step attendance. Also, a study by Kelly et al.
(2006) with a sample of 227 alcohol-dependent outpatients did not find any
evidence for religiosity influencing the degree of derived benefit from addiction
MHGs. However, further study is needed to determine whether religiosity may
interact with the type of MHG philosophy~for example, whether nonreligious
people experience better outcomes in groups without explicit spiritual themes
(e.g., SMART Recovery).
Women

There is a dearth of information regarding attendance at, and effects from, all
forms of MHG involvement among women. In the meta-analytic review by
Emrick et al. (1993), women were vastly underrepresented. The average sample
size for men was 116, whereas for women it was 9. This disparity is remarkable
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given that women have consistently made up about one-third of AA members
(AA, 2005) and about one-third of SUD treatment admissions (SAMHSA, 2005).
Some have expressed concerns over the fit of women, particularly in 12-step
organizations because of the 12-step emphasis on "powerlessness" and the minority status of women in 12-step groups, which may make issues specific to women
more difficult to discuss. Related to these notions, a matching hypothesis in
Project MATCH was that women would fare better in CBT than in TSF, in part,
because of its emphasis on tackling negative affect, which is found to be more
prevalent in women, and on increasing self-esteem and self-efficacy, rather than
emphasizing powerlessness (Del Boca & Mattson, 2001). However, no gender
by treatment interaction was found. In fact, women attended AA meetings at
least as frequently as men and often became more involved in AA than men.
Youth

Demographic data from AA's latest triennial survey (AA Alcoholics Anonymous
Membership Survey, 2005) revealed the average age of members to be 46
years old, with only 2% under age 21 years. Consequently, the sharing of
specific experiences at meetings by older members may not be perceived by
youth as helpful or relevant in dealing with their own life-stage recovery issues.
Nonattendance at and dropout from 12-step groups among youth are high (Kelly
et al., 2000).
Emrick et al. (1993) did not find any studies examining use of AA by persons
under 21 years of age. However, some evidence suggests that this approach may
be helpful. Adolescent samples studied by Brown and colleagues (e.g., Brown
et al., 1990; Vik et al., 1992) found that 12-step MHG attendance was associated
with more favorable outcomes at 1-year follow-up. Also, in a study by Kelly
et al. (2002), youth with more severe substance use problems became involved
more frequently and benefited more from involvement in AA and NA. Finally,
a multisite study by Hsieh et al. (1998) found that among 2317 adolescents
who received inpatient treatment for substance use problems, 12-step MHG
participation was the most powerful predictor of abstinence from substances at
6 and 12 months posttreatment.

How or Why Do Substance-Focused Mutual-Help Groups Work?
Increasing scientific attention has been drawn to understanding not just whether
MHGs work, but why. Reflecting methodological advances, studies have begun
to elucidate mechanisms of action responsible for salutary effects within MHG
organizations. To date, such mediational studies have only been carried out on
12-step organizations. Variables that have been investigated have been related
to AA-prescribed activities (e.g., getting a sponsor, working the steps), psychological "common process" variables (e.g., self-efficacy, motivation, coping;
Connors & Tonigan, 2001; Kelly et al., 2000, 2002; Morgenstern et al., 1997;
Morgenstern & Bates, 1999; Owen et al., 2003), interpersonal or social variables
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(e.g., Bond et al., 2003; Humphreys & Noke, 1997; Kaskutas et al., 2002), and
spirituality (Owen et al., 2003).
AA.Prescribed Behaviors and Common Process Mediators

Morgenstern and colleagues (1997) found that the positive effects from an
aggregated measure of AA affiliation (e.g., AA attendance, talking with a sponsor, engaging in service, reading AA literature, seeking advice from AA sources)
on 6-month substance use outcomes were mediated by a set of psychological,
common process factors measured at 1-month posttreatment (i.e., self-efficacy,
motivation, and active coping). A similar study by Kelly et al. (2002) studied the
degree to which 12-step program behaviors (i.e., working the 12 steps, having a
sponsor, engaging in social activities with fellow members) in the first 3 months
posttreatment explained increases in common process variables, measured at
3 months, and whether these common process variables explained the effects of
AA on subsequent substance use outcomes in an adolescent inpatient sample.
Similar to the Morgenstern et al. (1997) study, youth who attended more 12-step
meetings during the first 3 months following treatment showed increases in motivation for abstinence, coping, and self-efficacy, a relationship that was explained
by the degree of active 12-step involvement. However, in this younger cohort,
it was motivation for abstinence, and not self-efficacy or coping, that mediated
the effect of 12-step involvement on substance use outcomes in the ensuing
3 months. Humphreys et al. (1999) also found that active coping efforts partially
mediated the effect of 12-step participation on outcome in a large VA sample
1 year after inpatient treatment, although the variables were all assessed and
analyzed during the same 90-day window, limiting causal inferences (Kazdin &
Nock, 2003). Two further studies by Connors and Tonigan (2001) and Tonigan
(in Owen et al., 2003) examined self-efficacy as a mediator of AA participation
using the Project MATCH sample. The first study found that greater addiction
severity was associated with greater AA involvement in the 6 months after treatment, which, in turn, was associated with more subsequent abstinence and less
substance use. The latter relationship was found to be explained by increases in
self-efficacy. The second study examined the effect of AA participation on selfefficacy at the 3-year follow-up and found that self-efficacy was also a mediator
of the effect of AA on outcome at this later time point.
Thus, one of the processes by which AA may work is by increasing or
maintaining motivation for abstinence and by enhancing self-efficacy and coping skills. Interestingly, although self-efficacy looks to be a promising mediator
among adults, it was not found to mediate AA's effects when tested in an adolescent sample. This could be due to methodological or measurement differences
in the studies. Another possible explanation is that AA may benefit different
individuals in different ways, and/or at different times in recovery. Hence, these
common process mediators (e.g., self-efficacy) may, themselves, be moderated
by other factors such as age, addiction severity, or length of time in recovery
("moderated mediation"; Muller et al., 2005).
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Social Mediators
The study by Humphreys et al. (1999), mentioned above, which found that
active coping was a partial mediator of AA's effects also found that patients'
friendship networks (e.g., friends' support for abstinence) partially mediated the
effect of 12-step participation on 1-year outcome. Kaskutas et al. (2002) studied 1-year outcomes in relation to AA participation and found that although
general support from well-meaning others was associated with improvement in
other functioning, only specific support from AA members mediated abstinence.
Again, this study examined variables during the same period, thereby limiting
casual conclusions. Other studies have examined the influence of social network
characteristics, particularly with regard to abstinent role models (e.g., Bond et al.,
2003; Witbrodt & Kaskutas, 2005) and found that among alcohol-dependent
persons, having a higher number of sober individuals in the social network
was predictive of abstinence, but did not formally test mediation. Although not
an analysis of the mechanisms of AA, per se, a related finding from analysis
of Project MATCH data indicated that outpatients with higher network support for drinking at treatment intake had significantly better 3-year outcomes
in TSF than in MET, an effect that was mediated by 12-step involvement
(Longabaugh et al., 1998). Similarly, an inpatient study examined disease and
common process model variables and found that commitment to AA and belief
in a higher power was associated with reduced relapse intensity (Morgenstern
et al., 1996). Thus, the social aspects of 12-step fellowships may affect changes
in substance use behavior through providing a social network of friends who
are supportive of abstinence and who model and reinforce alternative sober
activities.

Spirituality
AA's philosophy and content is explicitly spiritual in nature. Its 12 steps contain
overtly spiritual or religious language, its stated mechanism of action for recovery
is the attainment of a "spiritual awakening" achievable by working through the
12-step program, and there is continued emphasis on spiritual growth. Most
AA meetings also include prayers adopted from formal religious organizations
(AA, 1984). The spiritual essence of AA has been difficult to operationalize and
measure. Thus, although a central focus of AA, few studies have formally tested
spirituality as a mediator of AA's effects. Two large clinical studies examined
the degree of patient religiousness as a moderator of AA benefits but did not find
evidence that atheists or agnostics who attended AA benefited less than patients
who were more religious (Tonigan et al., 2002; Winzelberg & Humphreys,
1999). However, both studies found that less spiritual/religious individuals were
less likely to attend. One study examining a 12-step-based, dual diagnosis MHG
found that spirituality was not a mediator of 12-step affiliation on substance use
outcomes (Magura et al., 2003).
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help given, but not received, was predictive of better social functioning (both
self-reported and interviewer-rated) at follow-up, although help given was not
related to psychiatric symptomatology. There was an interaction between help
received (low vs high) and feelings of group integration on adjustment outcomes,
such that those who felt integrated into the group and received high levels of
help had better adjustment outcomes than those who felt integrated but received
low levels of help, whereas the opposite was true for those who did not feel
integrated into the group, where higher levels of help were associated with
poorer adjustment. These results suggest that the way help is perceived within
a mutual-help setting may be more important than the actual amount of help
received, as receiving help may not be interpreted positively if the recipient does
not feel connected to the people who are providing the help. In addition, this
study found that the amount of emotional support given was unrelated to later
adjustment outcomes, whereas guidance given (in the form of direct and specific
suggestions for actions) was related to better self-reported social functioning at
follow-up. These results imply that informational guidance and support may be
more beneficial to members than emotional support, perhaps as a result of direct
reinforcement and reminders of one's own goals and strategies for coping.
Galanter (1988) examined psychosocial and treatment-related outcomes in
Recovery members and leaders as compared with a control sample. In this study,
the leaders (N = 201) had been participating in Recovery for an average of
14 years, whereas the members (N = 155) had been participating for an average
of 1.5 years. Both members and leaders reported lower neurotic distress scores
since joining Recovery, although pre-Recovery neurotic distress ratings were
made retrospectively and may not reflect the actual level of distress at a time
several years (or over a decade) in the past. Leaders were lower in neurotic
distress, higher in well-being, used fewer outside helping resources than newer
members, and did not differ from controls in terms of well-being. In addition,
the majority of Recovery participants reported a high degree of belief in and
commitment to the principles of the program itself. This affiliation with Recovery
was positively correlated with well-being and improvement in neurotic distress
scores.
OUTCOME DATA FOR MUTUAL-HELP GROUPS FOCUSING
ON DUAL DIAGNOSIS
The only dual diagnosis MHG in which outcomes have been empirically studied
is DTR. DTR is a 12-Step, completely consumer-run mutual-help program for
persons with both chemical dependency and mental illness (dual diagnoses).
Dual diagnoses are common among individuals with SUDs, where some 59%
of people with a lifetime history of substance abuse or dependence also have a
lifetime history of a mental disorder (Kessler, 1995). Perhaps unlike substanceonly 12-Step groups such as AA, DTR provides a forum for the open discussion
of medication use and compliance, psychiatric symptoms, and psychiatric hospitalization in addition to issues related to substance abuse. DTR is organized
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according to versions of the 12 Steps and 12 Traditions of AA that have been
modified to include the issue of mental illness (e.g., Step 1 states, "We admitted
we were powerless over mental disorders and substance abuse--that our lives
had become unmanageable").
A single research group has used a prospective, longitudinal design to study
outcomes of DTR participation, as well as the factors that mediate those outcomes, in a sample of over 300 DTR members in New York City. Overall,
DTR participation appears to be associated with positive outcomes. For instance,
longer DTR attendance was related to decreased mental health distress and substance use, as well as to increased perceived social support and understanding.
In addition, more frequent participation in DTR was related to greater personal
well-being, whereas attendance at single-focus 12-step meetings (e.g., AA, NA)
was associated with lower levels of well-being in this sample (Laudet et al.,
2000b). DTR attendance was also positively correlated with adherence to psychiatric medication even after controlling for baseline variables that were related to
adherence, such as living in supported housing, having fewer stressful life events,
and having lesser psychiatric symptomatology. Greater medication adherence,
in turn, was related to the absence of hospitalization during a 1-year follow-up
period (Magura et al., 2002).
These researchers have also conducted several studies of factors that mediate
or are associated with the relationships between DTR attendance and substance
use and mental health outcomes. For instance, Magura et al. (2003) examined
the association between abstinence and three theoretically important benefits to
MHG participation: Helper therapy (the idea that providing help to others can
reaffirm one' s own commitment to change and recovery), reciprocal learning (the
process of obtaining information and skills relevant to one's own problem from
others' experiences with the same problem), and emotional support (supportive
approval and reinforcement from the group). They found that helper therapy
and reciprocal learning processes, but not emotional support, were positively
correlated with drug and alcohol abstinence at follow-up, independent of other
factors that were also predictive of abstinence (e.g., abstinence at baseline, DTR
involvement, self-efficacy), similar to the findings obtained by Roberts et al.
(1999) within the context of GROW.
Additionally, Magura et al. (2003) studied four process factors that were
hypothesized to mediate the relationship between DTR affiliation and outcomes
related to abstinence and health-promoting behaviors: Internal locus of control
(LOC; including internal motivation for change, coping skills, and self-efficacy),
social support, installation of hope, and spirituality. Results showed that internal
LOC was the only variable to fully mediate the relationship between DTR
affiliation and abstinence, whereas social support was a partial mediator. In terms
of the relationship between DTR affiliation and health-promoting behaviors (i.e.,
medication adherence, medical care, and self-care), internal LOC, installation of
hope, and spirituality all fully mediated this relationship, whereas social support
was a partial mediator. However, these mediational results should be viewed
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cautiously, because analyses were conducted with variables measured during
the same period. Hence, it is hard to determine the direction of the relationship
between the mediator and the outcome (see Kazdin & Nock, 2003).
Finally, Laudet et al. (2004) more specifically examined the role of social
support in the relationship between DTR participation and drug and alcohol
abstinence during a 2-year follow-up period. They found that although there was
no significant relationship between social support at baseline and the amount and
frequency of DTR attendance in the first year, DTR attendance was related to a
change in social support from baseline to 1-year follow-up, such that participants
who reported more DTR attendance also reported high levels of social support
and participants who reported less DTR attendance reported decreased levels of
social support. In addition, DTR attendance during the first year of the study and
social support at 1-year follow-up were unique predictors of decreased substance
use during the second year of the study. Therefore, it appears that DTR can
contribute to abstinence among this dually diagnosed population by providing
social support, a forum for learning from others' shared experiences, and the
opportunity to help oneself by helping others. Participants' own motivation,
coping skills, and self-efficacy also appear to contribute to positive outcomes
related to abstinence and self-care.

ROLE

IN C O M P R E H E N S I V E

STEPPED

CARE

AND

TREATMENT

COORDINATION

PLAN

OR

ISSUES

MHGs can be viewed as valuable, free adjuncts to formal interventions conducted
in professional settings. In most cases, these resources will be complements to,
rather than replacements for, formal care. Their flexibility, accessibility, and
cost-effectiveness make them enduring and valuable allies in the fight against
relapse, dysfunction, and rehospitalization. However, compared to a more formal
approach used by most professionals, clinicians sometimes feel at odds with
the more informal, mutual-help approaches. Some of this discomfort may have
arisen from heating a negative anecdote or perhaps having negative personal
experiences with such organizations. However, perhaps more frequently, discomfort arises from not knowing much about MHG organizations and how they
may be useful as an adjunct to professional services. Some clinicians also lack
awareness that they, as health care professionals, can exert a big influence on
the extent to which patients engage in and benefit from these organizations. At
least two experimental studies have systematically varied the type and extent
of professional MHG facilitation carried out by clinicians (Sisson & Mallams,
1981; Timko et al., 2006). Findings from this work indicate that clinicians who
take a few extra steps to help patients, such as introducing them to existing MHG
members, can make a substantial difference to the likelihood that a patient will
utilize and benefit from such organizations.
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Below, we recommend seven ways in which clinicians might help maximize
the benefits available from community MHG organizations, which are adapted
from Kelly et al. (2004).

1. Keep an open mind: Preconceived notions or negative anecdotes may
distort perceptions of the utility of these groups. It is important to be informed
about a variety of MHGs. Strict adherence to one theoretical orientation or model
of care may deprive the client of potential help. Keeping an open mind about
the potential of nonmainstream groups (e.g., SMART Recovery, GROW, SOS)
may be a lifeline for some who do not wish to attend more mainstream groups.
2. Recognize the validity and importance of MHGs" Hundreds of published
studies reveal that MHGs help patients maintain treatment gains and have better
outcomes (e.g., Emrick et al., 1993; Kelly, 2003). It is thus appropriate and
potentially very beneficial for clinicians to introduce to clients the idea of participation in these groups. Clinicians can add legitimacy to and reinforce the
value of these groups. Furthermore, the chronic nature of most mental disorders
suggests a good fit with similarly "chronic" ongoing forms of support, which are
specifically focused on their condition and that can be flexibly accessed, free of
charge, in their local community. The clinician may help further by addressing
any misperceptions about MHGs that patients may have and help them give
groups a fair try.
3. Become familiar with local MHGs: Clinicians may feel more confident
and comfortable discussing these groups if they themselves have attended (e.g.,
8-10 meetings). Doing some local MHG research can also inform the clinician
about the format, content, size, and composition of local meetings so that they
are better equipped to make referrals that their clients may perceive as a good fit.
4. Make contacts and actively facilitate attendance: It is a good idea to keep a
list of former clients who attend MHGs, who would be willing to act as contacts.
Having these personal connections can make a powerful difference. One study
found that compared with clients who were simply encouraged to attend MHGs
(i.e., "standard referral"), clients who were encouraged and proactively linked
with current mutual-help attendees by their therapist during treatment were much
more likely to attend and continue attending (Sisson & Mallams, 1981).
5. Ask patients to get involved early in treatment: Having the patient sample
meetings early in treatment allows for early reactions and experiences to be
processed and discussed during therapy sessions. Some clinicians ask patients
to keep a formal log of their meeting experiences and reactions and bring it to
sessions to discuss. If the client has not begun to attend these groups during
treatment, it is very unlikely that the patient will begin to access these groups
posttreatment.
6. Bring in other materials to complement your skills: Many resources are
available for clinicians, often free of charge, from the National Institutes of
Health. For example, there are now empirically supported manuals available for
TSF available from the National Institute of Alcohol Abuse and Alcoholism
(NIAAA). Even if these are not followed exactly, they provide useful information
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and handouts that can help with facilitation. The Internet is a further infinite
source of information on practically every mutual-help organization that exists
with most organizations having a website that includes meetings list, contact,
and other information (see Tables 4.1-4.5).
7. Prepare clients about what to expect: This is where knowing more about
the groups to which you are referring your clients is important. The better
informed you are about the issues your client may encounter, the better facilitator
you will be. For example, if your client is an adolescent or young adult, you
may do well to find and refer your client to a young person's meeting (Kelly
et al., 2005). If they are dually diagnosed, you may need to warn them about
the potential for misunderstandings or resistance from some MHG members.
You may wish to refer these clients to dual recovery-focused meetings or meetings you know are medication-friendly. Knowing your clients' religious/spiritual
background may help you prepare your client for MHGs that are very spiritually
based or not spiritual enough.
Thus, remaining open-minded, obtaining educating about these organizations,
attending groups, preparing clients about what to expect, and actively putting
clients in touch with current members and continuing to monitor and discuss
client progress, are some of the ways clinicians can help clients obtain maximum
benefits from these organizations.

RESEARCH

AGENDA

As mentioned above, research on most MHG organizations is lacking. Even in
the addiction field, where most of the work to date has been conducted, the
amount of good quality research pales in comparison with the magnitude and
influence of MHGs, such as AA. Despite the prodigious numbers of individuals
with mental illness in the United States and globally (Lopez et al., 2006), empirical information about the effectiveness of MHGs that address mental illness is
too scarce, and the availability of some of these MHGs in some regions is very
low. This creates a potential "Catch-22" scenario whereby these other organizations do not grow because of lack of referrals, and referrals are rarely made
because of a lack of availability and low clinical confidence in these groups'
effectiveness. Future research detailing participant composition, meeting types,
and the effectiveness of MHGs, especially those focusing on mental illness, could
highlight their presence and legitimacy among treatment providers and potentially increase referrals and organizational growth. Given the high prevalence of
mental disorders, efficacy and comparative effectiveness studies of clinical MHG
facilitation efforts for MHGs focusing on mental illness (e.g., DBSA, GROW)
might be conducted to help determine how well such efforts lead to participation
and improved outcomes. Further studies examining which types of patients, in
particular, are more or less likely to benefit from which MHGs and why are
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also needed to help increase the effectiveness of referrals and our understanding of the therapeutic mechanisms of action inherent in specific organizations.
More published research on MHGs would raise professional awareness of their
benefits and limitations, and increase clinical confidence that precious clinical
resources devoted to facilitating MHG participation will pay dividends for the
patient in the short- and long-term.

DISSEMINATION

AGENDA

Clearly, more empirical evidence regarding the effectiveness of these resources
would highlight their presence and increase clinical confidence in their utility.
Clinicians, managers, and policy makers, curious about these resources can now
readily obtain information through the World Wide Web. The Internet age has
provided immediate access to information in a central location from practically
anywhere on the globe. Perhaps the best way to find out more about them is
to go online and access their websites. These websites, which are listed in the
tables provided in this chapter, provide a wealth of information about MHG
organizations' origins and early history, broad theoretical orientation, therapeutic
goals, and practices and principles. They also contain detailed group meeting lists,
and information about how to start your own groups in your own community.
There is often specific information directed at professionals. In many cases, one
can also obtain literature for free or to purchase, and some sites have links to
their own literature downloadable for free, such as the main text of AA (the Big
Book; http://www.aa.org/bigbookonline/).
The past 25 years has seen increasing attention focused on the influence of
MHG organizations in public health. In fact, an expert consensus panel was
recently convened to address policy issues pertaining to MHGs (Humphreys
et al., 2004). Although the focus of the workgroup was on addictions, many of
the recommendations apply equally well to MHGs focusing on other conditions.
A statement was produced regarding the evidence on the effectiveness of MHGs
and presented potential implications for clinicians, treatment program managers,
and policy makers. It was concluded that, because longitudinal studies associate
MHG involvement with reduced substance use, improved psychosocial functioning, and lessened health care costs, there are humane and practical reasons to
develop MHG supportive policies. The policies described in the consensus statement that could be implemented by clinicians and program managers include
making greater use of empirically validated MHG referral methods, such as those
mentioned above, and developing a menu of locally available MHG options
that are responsive to patients' needs, preferences, and cultural backgrounds.
The workgroup also offered possible MHG supportive policy options (e.g., supporting mutual-help clearinghouses) for state and federal decision makers. It is
likely that implementing such policies would strengthen MHG organizations and

10 1

M U T U A L - H E L P GROUPS

thereby enhance the national response to the serious public health problems of
substance misuse and mental illness.
SUMMARY

AND

CONCLUSIONS

When one reflects on the magnitude of mental health and addiction problems
in the United States and in other countries around the world, it is quite clear
that despite sometimes quite generous provision of formal healthcare resources,
professional efforts alone cannot cope with the burden of disease attributable to
these conditions (Lopez et al., 2006). Perhaps the emergence and growth of the
mutual-help movement is many societies' tacit recognition of, and response to,
this unsettling truth. In the United States, a lack of health insurance parity and
restrictions in existing coverage for substance use and other mental disorders has
impacted the extent of professionally delivered care available for these pervasive
and endemic conditions. Consequently, freely available MHG organizations may
play an increasingly important role as their availability grows and evidence of
their effectiveness continues to emerge. We encourage health care providers to
inform their patients about these organizations, to help them give them a fair try,
and to monitor patients' responses.
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Definitions of psychotherapy vary greatly. Some are a bit cynical, such as Victor
Raimy' s: "Psychotherapy is an undefined technique applied to unspecified cases
with unpredictable results. For this technique, rigorous training is required."
Given the wide range of quality and evidence for the safety and effectiveness
of psychotherapy might be quite justified. Other definitions are less cynical
although these are very general: "Psychotherapy is a set of techniques used
to treat mental health and emotional problems and some psychiatric disorders
(http://www.nhsdirect.nhs.uk/articles/article.aspx?articleId=659). Note that this
definition does not preclude typical e-health interventions. Certainly, the paradigmatic image of therapy is of a psychotherapist and a client sitting face-to-face
for 50 minutes discussing, and trying to improve the client's psychological
problems. However, the paradigmatic version of travel in the eighteenth century
was either by walking or by horse. Things change, sometimes for good reasons.
Relatively recently developed technologies allow new possibilities. Often as
with any alternative, there are trade-offs (walking allows superior opportunities
for exercise, air travel allows speedier transit). In this chapter, we will discuss
some of the advantages and disadvantages of e-health as part of a therapist's
toolbox for trying to improve behavioral health. We take e-health to be the use of
computer technologies to pursue some of the typical goals associated with healthcare, i.e., the prevention, detection, assessment, and treatment of health problems.
E-health becomes an interesting set of possibilities because of the following
challenges to healthcare systems:
9 There are access problems such that some groups of individuals
(rural, frontier, poor) do not have any or adequate access to care
for their problems.
9 There are problems with stigma. Unfortunately, it is often the case that
seeing a mental health professional has a cost: People are embarrassed
and worried that they may suffer negative reactions to them because
of their client status.
Evidence-Based
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9 There are problems of such high prevalence that expanding existing
delivery paradigms to address these is not feasible. Given current
prevalence rates of problems such as depression or obesity or dementia,
one needs new delivery paradigms because of the impracticalities of
training and funding expansions of the existing paradigms. When one
projects trends in these, there is reason to be more pessimistic about
existing treatment delivery paradigms.
9 There are quality problems such that healthcare (especially behavioral
health) varies in ways that are undesirable. We all want excellent quality
healthcare and often this standard is not widely available.
I There are cost problems. We all want value for our dollar. Healthcare is
escalating at more than the general rate of inflation. Currently, healthcare
utilizes about 16% of the GDP (in 1960 it was 5%). Individuals are
looking for more cost-effective ways of treating problems.
E-health allows avenues to address these problems.
9 E-mail and the web allow access to many who might not be near or able
to afford traditional psychotherapy services. Increasingly, our population
is becoming computer literate (trends would suggest that soon nearly all
will be), and the price of web access is relatively cheap and sometimes
free (public libraries).
9 The web allows anonymity and thus decreased stigma.
9 The web allows increased accountability. Web pages are open for all
to inspect (vs what occurs behind the doors of a psychotherapist's office).
Moreover, it is relatively easy to update content (vs books or practice
guidelines).
9 The web can allow inexpensive treatment. Some sites are free, others
charge a fraction of what an hour of a psychotherapist's time.
Of course, there are limitations to the web and e-health. It is reasonable to
hypothesize that humans have evolved to prefer face-to-face human contact, at
least in times. An e-mail message may not be able to comfort us in times of
grief or stress as a real human sitting a few feet from us. Although there are
models of e-health in which video can be used, it still may be the case that at
times being in the room with a client allows the therapist to pick up information
that is missed in video.
However, these limitations do not imply that e-health is useless. Our view
is that it is a useful tool, particularly in a stepped care model. Individuals who
need information, skills training, and who may have lower levels of problems
may attempt e-health before moving to more intense levels of intervention. This
is consistent with the ethical prescription of using the least intrusive intervention
for a problem.
However, it is important to note that just because the technology is "cool"
and because it shares a resemblance to traditional psychotherapy, the e-health
application cannot be assumed to share the evidence base of the traditional
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psychotherapy. E-health interventions need to be individually assessed for the
safety and efficacy. However, when compared to traditional psychotherapy their
cost-effectiveness should be assessed. It is interesting to calculate per unit costs
of improvement. For example, let us say a traditional face-to-face individual
psychotherapy reduces Beck Depression Inventory (BDI) scores 10 points on
average, but costs $1000 to deliver. Let us say an e-health intervention reduces
BDI scores by 7 points, but costs $210 to implement. The cost of the first is
$100/BDI point, whereas the cost of the second is $30. This has to be taken
into account, given the enormous numbers of individuals who are depressed.
In addition, the ceiling of the two interventions has to be debated: Traditional
psychotherapy, in this example, has a higher magnitude of effect. Of course, we
should not assume that traditional psychotherapy will always be superior just
because it is more "personal," "idiographic," or expensive. Seligman, for example, is claiming his "authentichappiness.com" Internet intervention for depression
using positive psychology has equivalent results to face-to-face cognitive therapy.
We turn now to some special considerations regarding e-health.

INFORMED

CONSENT

Providing comprehensive information regarding the nature, course, risks,
benefits, and limitations of behavioral health treatment can be accomplished
more efficiently by directing patients to treatment information online. Several
websites are devoted to outlining the most empirically supported interventions
for specific clinical problems and disorders, while describing alternative treatments. Providers can direct patients to these online resources as a regular part
of the informed consent process in order to ensure that patients have a thorough understanding of the treatment offered by the provider. Patients can also
learn about alternative treatments they may wish to pursue. Utilizing treatment
information online to supplement informed consent promotes the transparency
of behavioral healthcare, which enhances quality improvement efforts and helps
clients make informed choices about their care. The following list of resources
represents only a sample of websites that provide comprehensive explanations
of treatments for specific clinical disorders, as well as descriptions of general
approaches to treatment (i.e., behavioral, cognitive-behavioral, family systems).
Other sites on the Internet are dedicated to specific clinical disorders, and offer
both treatment information and psychoeducational materials related to that topic.
Many general mental health resources provide links to the websites of national
centers and/or academies that are disorder-specific.
9 American Psychological Association (www.apa.org)
- http://www.apa.org/divisions/divl2/rev_est/
- American Psychological Association Help Center
(www.apahelpcenter.org)
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- http://apahelpcenter.org/articles/article.php?id-51
http://apahelpcenter.org/articles/article.php?id=52
Association for Behavioral and Cognitive Therapies (www.aabt.org)
http://www.aabt.org/public/
Evidence-Based Treatment for Children and Adolescents
(www.effectivechildtherapy.com)
Therapy Advisor (www.therapyadvisor.org)
TriWest Healthcare Alliance (www.triwest.com)
- https ://www.triwest.com/triwest/unauth/newContent/newPDF/
behavioralHealth/serv_nav_bh_treat.pdf
- https ://www.triwest.com/triwest/unauth/newContent/newPDF/
behavi~176176
-

[]

-

[]
[]
[]

PSYCHOEDUCATION

Transparency in behavioral healthcare also includes educating patients about the
symptoms, etiology, and myths associated with clinical disorders. This not only
helps in informed consent, but education is incorporated in the initial phases of
many behavioral health treatments. Providers can supplement brief psychoeducation in session by utilizing online resources that have already compiled information on a variety of clinical problems. Providers can download and print relevant
pamphlets, handouts, and fact sheets for patients to review outside of session.
Providers may also direct patients to specific websites to provide more in-depth
explanations of clinical problems. Making use of reputable online resources for
psychoeducation can minimize patient exposure to erroneous information gained
through their own online research, and allows providers to offer patients comprehensive educational material more efficiently. The following websites provide
educational information on a variety of clinical disorders; many of the sites offer
handouts that can be downloaded and printed for patient use.
[] American Academy of Child and Adolescent Psychiatry (www.aacap.org)
[] American Psychological Association Help Center
(www.apahelpcenter.org)
[] Internet Mental Health (www.mentalhealth.com)
[] Help Guide (www.helpguide.org)
[] Kids Health (www.kidshealth.org)
[] Mayo Clinic (www.mayoclinic.com)
[] Medline Plus Mental Health
(www.nlm.nih.gov/medlineplus/mentalhealth.html)
[] Mental Health Matters (www.mental-health-matters.com)
[] Mental Help Net (www.mentalhelp.net)
[] National Center for Posttraumatic Stress Disorder (www.ncptsd.va.gov)
[] SAMHSA's National Mental Health Information Center
(http ://mentalhealth. samhsa.gov)
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m TriWest Healthcare Alliance (www.triwest.com)
9 WHO Guide to Mental and Neurological Health in Primary Care
(www.mentalneurologicalprimarycare.org)

SKILLS

TRAINING

Relaxation, meditation, mindfulness, stress-management, and other coping skills
are the foundation of many behavioral health treatments. Providers can utilize
online resources to supplement skills training in session and then direct patients
to specific websites for ongoing skills review and practice between appointments. The following websites provide explanations, rationales, and step-by-step
training for a variety of coping skills that go beyond psychoeducation.
9 General Coping
- www.mentalneurologicalprimarycare.org/downloads.asp
www.mindtools.com
9 Relaxation (www.shuteye.com/solutions_relax.asp)
9 Stress (www.hooah4health.com/toolbox/stress/default.htm)
9 Validation (http://eqi.org/valid.htm)
I Assertiveness (www.coping.org/relations/assert.htm)
9 Depression and Suicidal Ideation (www.carmha.ca/publications/index.
cfm?fuseaction=publications.showByClass&topic= 1)
9 Dialectical Behavior Therapy Self-Help (www.dbtselfhelp.com)
9 Attention-Deficit/Hyperactivity Disorder
(www.valueoptions.com/members/education/adhd/adhdsupport/
adhdworkbook.pdf)
9 Relapse Prevention (http://dmu.trc.upenn.edu/patientfeedback/
pfweb2/clinresources.asp)
9 Drinking (http://pubs.niaaa.nih.gov/publications/handout.htm)
9 Smoking (www.cancer.org)
9 Self-Help Programs
- General (www.myselfhelp.com or
www.authentichappiness.sas.upenn.edu)
Panic (www.panic-attacks.co.uk/panic_course_contents.htm)
Parenting (www.directiveparenting.com/index.aspx)
-

-

-

SELF-HELP

Using self-help in conjunction with traditional, face-to-face practice can help
to free up practitioner resources and provides an economically viable practice.
Self-help has been widely found to be an empirically supported adjunct to faceto-face therapy (see Chapters 2 and 4). The Internet can take this to a new level,
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in that it can provide interactivity and personalization in a way that other forms
of self-help, such as books, cannot. Many of the studied self-help resources have
used face-to-face as the adjunctive portion of the treatment, and have instead
focused on the Internet-based self-help as the primary treatment. Whereas the
majority of self-help resources available on the Internet have not been studied,
those tested have proven effective (Marks et al., 2003; Mouton-Odum et al.,
2006). Some examples of evidence-based sites include:
9 StopPulling.com is an interactive computer program to help treat
trichotillomania
- www.stoppulling.com
9 FearFighter is a computer-aided cognitive-behavioral therapy (CBT)
program
- www.fearfighter.com
9 Fit and Healthy Kids is an online program that helps to treat child
overweight
- www.fitandhealthykids.com
9 Selfhelp Magazine provides in-depth self-help resources
- www.Selfhelpmagazine.com

SOCIAL

SUPPORT

Social support groups are generally seen in the e-health world by way of asynchronous message boards. These boards may be used either with peers-only in
conjunction to face-to-face therapy, or with a therapist-mediated board, such as
Dr Robert Hsiung's Psycho-Babble board (Hsiung, 2000). Message boards allow
a forum for people with similar problems to join together and form alliances
that may not be possible within one's own social group, or possibly even city.
The Internet knows no geological boundaries and allows people to find social
support from all over the world.
Message boards also assist with information-seeking and this aspect of
message boards is generally self-correcting, in that many users will correct any
false information given by other users. It is preferable, albeit less feasible economically, to have professionals available to correct misinformation. Therapist
or not, some form of mediator is necessary for such sites, to control for problems such as users providing maladaptive coping information. For example, an
individual on a self-injury forum may begin to share cutting techniques, and a
mediator is necessary to monitor and remove such posts. Instances of "Virtual
Munchausen Syndrome" (Hsiung, 2000) may also occur, in which people feign
suicidality or other extreme behaviors in hopes of receiving more attention.
9 PsychoBabble is a message board moderated by professional therapist
Dr Robert Hsiung.
- www.dr-bob.com/babble
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Carepages.com provides a different form of social support, in which
families or groups can be informed of an individual's illness.
- www.carepages.com
l Selfhelp Magazine offers an extensive, supervised message board
for a variety of issues.
- www.selfhelpmagazine.com

l

TREATMENT

COMPLIANCE

Patient compliance with clinical homework assignments, self-monitoring, and
skills practice is critical to positive treatment outcomes. A variety of electronic
strategies may help increase patient compliance. Providers can arrange scheduled e-mail messages that prompt patients to report on homework progress or
skills practice. Providers may also create their own secure website where patients
can access homework assignments, review skills, and submit self-monitoring
data. Although these strategies require additional electronic capabilities and
consideration of privacy and confidentiality issues, they may increase overall
efficiency and treatment outcomes. The following books offer guidelines for
providers who wish to incorporate electronic and Internet resources into their
practices:
l

Derrig-Palumbo & Zeine (2005). Online Therapy: A Therapist's Guide

to Expanding Your Practice
l Hsiung (2002). E-Therapy: Case Studies, Guiding Principles, and the

Clinical Potential of the Internet
Treatment compliance may also be enhanced by addressing patients' motivation
to change. Handouts, fact sheets, and other self-help resources are available
online to help patients understand how to handle the fear, frustration, and difficulties of making important behavior changes. Therapeutic techniques for increasing
patient motivation are also available for providers. The following websites are
good examples of these resources:
II TriWest Health Care Alliance--Motivation: Emotional Well-Being

(www.triwest.com/triwest/default.html ?/triwest/unauth/newContent/
newBehavioralHealth/serv_emo_mot_self.asp)
m Motivational Interviewing
(www.motivationalinterviewing.org)

ASSESSMENT

Providers who are interested in quality improvement can measure treatment
outcomes by electronic means. Online questionnaires may be provided on
a secure website, with scheduled e-mail prompts for patients to complete
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assessments at various intervals. A clinic website could also provide feedback
to patients about their treatment progress by using graphs to display changes
over time in self-reported symptoms and treatment goals. Many of the websites
presented in this chapter provide specific assessment tools that can be downloaded free of charge and incorporated into a provider's clinic or practice. For
example, Tri West Health Care Alliance (www.triwest.com) recommends various assessment tools for specific disorders under their Behavioral Health link for
providers. A wide range of assessment instruments can also be found through
the Center for HIV Identification, Prevention, and Treatment Services (CHIPTS)
at http://chipts.ucla.edu/assessment/IB/Main_Pages/category2.asp.

CLINICIAN

TRAINING

Dissemination of empirically supported treatments has increased through online
resources. Quality training in specific treatment protocols is available through
the Intemet, and studies indicate that such online learning is effective. Providers
can now utilize these training opportunities to increase their knowledge of best
practices in behavioral health more efficiently and cost-effectively.
9 APA Online Academy (www.apa.org/ce)
9 Empirically Supported Treatment Manuals
(http://www.apa.org/divisions/divl2/journals.html)
9 Motivational Interviewing (www.motivationalinterviewing.org)
9 Trauma-Focused Cognitive-Behavioral Therapy (http://tfcbt.musc.edu)

OUTCOME

DATA

The idea of combining technology and therapy is often unpalatable for
practitioners. However, there is ample research to show that the combination
could prove an efficient, effective, and resourceful supplement to traditional
therapy. Much resistance seems to be due to the idea that online therapy would
change the therapeutic alliance; but "it does appear that individuals are capable
of establishing a warm and caring environment even without the assistance of
f2f [face-to-face] cues, indicating that it may be possible to establish a working
alliance through computer-mediated communication." (Kraus et al., 2004, p. 73)
The computer provides a medium in which clients have been repeatedly
shown to disclose greater amounts of more clinically relevant information than
they otherwise would in a face-to-face setting (Erdman et al., 1985; Ferriter,
1993). The computer also provides a means to obtain more objective and accurate
assessment data (Carlbring et al., 2007; Erdman et al., 1985; Horesh, 2001;
Wijndaele et al., 2007). Additionally, the Internet is always "on call." Winzelberg
(1997) noted that, in his research on an online social support forum, two-thirds
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of the messages were posted between 6 pm and 7 am. In a purely face-to-face
condition, a client seeking help or having a hard time at such hours would
generally have to wait until normal office hours to seek therapeutic support.
The field of e-health is relatively new, but several areas have been researched
extensively, and the data have largely supported e-health as an adjunctive (as well
as primary) therapy. Outcome data supports both the effectiveness of treatment,
and client satisfaction (Leibert et al., 2006).
Instead of considering e-therapy as the adjunctive piece of therapy, some of the
research regarding e-health has based the majority of treatment on the Internet,
and the adjunctive piece instead is face-to-face therapy or over the phone. These
programs can still be used adjunctively, however, when dealing with issues
such as comorbidity, or in order to reduce the time needed in face-to-face
sessions.
Treating anxiety and depression over the Internet has been studied extensively, considering the relative newness of the field (Carlbring et al., 2006;
Kenardy et al., 2003; Mataix-Cols & Marks, 2006; Przeworski & Newman,
2006). Marks et al. (2003) noted clinically meaningful results with three of four
computer-mediated systems that were intended to act as "'clinician extenders'
and not 'clinician replacers'." The study set up a "computer-aided self-help
clinic," which used several previously researched computer-aided treatment programs that would be available to individuals with a broad range of depressive
and anxiety disorders. The systems included four programs: FearFighter, Cope,
Balance, and BTSteps. FearFighter is an online phobia treatment program that
walks clients through a 9-step exposure-based program. Cope and BTSteps both
assisted clients through interactive voice response phone calls, which were available 24 hours daily. Balance was an interactive CD-ROM program. Of the four
programs, only the BTSteps program was not found to be significant, and of
the 108 subjects who completed the posttreatment data phase of all four programs combined, 80% of patients reported positive results, 10% unchanged, and
only 9% reported worsening to some degree. Additionally, patients reported that
they "told the computer sensitive things they would not tell a human" (Marks
et al., 2003, p. 57). Although the programs were largely autonomous, it was run
through a clinic that offered live help when needed (which was available both
through phone or in-person at the clinic), although the clinical work for the 139
patients who completed treatment was completed within the equivalent of one
full-time position.
One way the Internet can aid a practitioner is by providing expertise with
specialized and relatively rare problems that the practitioner might not have the
training to effectively treat. The literature is extensive regarding the use of the
Internet to treat specific problems including an Internet intervention for pediatric
encopresis (Ritterband et al., 2003), intervention for male sexual dysfunctions
(Van Diest et al., 2007, Leusink & Aarts, 2006), and interventions for pediatric recurrent pain (Hicks et al., 2006). One study with minimal face-to-face
contact provided an interactive self-help program-- www.stoppulling.com--to
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clients suffering from trichotillomania (Mouton-Odum et al., 2006). The program
included three phases: Assessment, intervention, and maintenance, and asked
subjects to track hair-pulling as well as urges through each phase. The intervention phase personalized treatment by identifying specific triggers and teaching
coping strategies surrounding these triggers. The subjects were also asked to
set goals at this phase as well. The program provided a significant reduction in
symptoms. The duration of interaction tended toward significance, suggesting
that extended use of the program may lead to a bigger change in behavior.
Additionally, it should be noted that some measures improved most significantly
during the assessment phase, implying that self-monitoring may be an active
component of treatment. Although these responses were less than ideal (only
31.7% responded to treatment), the response rates were comparable to those
found in a face-to-face cognitive-behavioral approach (Lerner et al., 1998), and
because of the economical benefits of the self-help program, these results are
notable. However, the research team notes that, while not tested as such, stoppulling.com "may provide a potentially useful self-help alternative or adjunctive
approach for reducing repetitive hair pulling."
Some programs have also been developed specifically using computers as
a supplement to face-to-face treatment (Connelly, 2005; Whitfield et al., 2006).
Several other studies have shown the benefit of using technology for selfmonitoring (Adachi et al., 2007; Glanz et al., 2006; Shiffman & Paty, 2000).
Newman et al. ran a large-scale, international multisite effectiveness study for the
treatment of Panic Disorder in which they compared a waitlist with brief therapy
(6 sessions of CBT), brief therapy aided by handheld computers (6 sessions of
CBT plus the use of a CBT program loaded into a portable computer), and traditional therapy (12 sessions of CBT). The computer provided diary and treatment
functions. The diary function set alarm reminders for the client to input both
levels of anxiety and number of panic attacks in the last 24 hours. The treatment components of the handheld computers included assistance with cognitive
restructuring, exposure, and breathing tasks, which all started automatically at
different points in the day. The client would also have the option to turn on
the computer any time he or she is feeling anxious or simply wants to practice
techniques. All interventions were found to be significantly more effective than
the waitlist. The data provided evidence that the computer-based assistance is
a viable option to shorten treatment length and minimized therapist interaction,
while maximizing treatment outcomes. Many other studies have shown the effectiveness of treating panic disorder over the Internet, although few have been
as large in scale (Carlbring et al., 2001; Klein & Richards, 2001; Richards &
Alvarenga, 2002; Richards et al., 2003).
Perhaps the most intuitive transition from traditional psychotherapy to
computer-based technology is psychoeducation. The Internet can act as a cheap
and unrestrictive publisher, allowing for mental health professionals to make
any handouts, homework, or general information available from home to clients.
Practitioners could create their own sites with specialized information pertaining
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to their own practice, or simply direct clients to generalized psychoeducation
sites, such as WebMD. Research on specialized psychoeducation sites has shown
it to be an effective tool, both for practice and prevention (Robertson et al., 2006;
Zabinski et al. 2003). One CBT-based computer psychoeducation programm
Student Bodies--was found to be more effective in reducing risk factors for eating disorders than a similar program delivered by a live person in the classroom
(Celio et al., 2000), although the high dropout rate may have affected results.
Another example of promising psychoeducation in e-health is in a computerbased intervention for the families of children facing depression. The program,
called Depression Experience Journal (www.experiencejournal.com/depression),
allowed families of depressed children to read stories, poems, and hear songs
about others who had been through similar circumstances. The overall participant satisfaction was quite high, and they reported "a strong sense that there are
others facing the same issues" (Demaso et al., 2006, p. 162). The program also
showed positive data on coping responses and attitude change.

FUTURE

DIRECTIONS/ISSUES

Adjunctive e-health may come up in the context of considering a transition from
face-to-face, toward online therapy (for example, if the client is going on an
extended vacation or has become too busy to keep appointments); however, it
has been noted that "it appears that suddenly shifting an existing f2f [face-toface] therapeutic relationship to a computer-mediated environment is not ideal
for therapeutic outcomes. If the mode of therapy is to be changed, the client
should be made aware of the possible shortcomings ahead of time" (Kraus et al.,
2004). In such a situation, it would be optimal to begin the therapy as adjunctive,
instead of moving toward a new kind of relationship later in therapy.

RESEARCH

Although there is an ever-growing world of data regarding the adjunctive use
of e-health, the majority of research tends to rely on testing at the level of
technology, and lies on a foundation of untested assumptions. Further research
should focus on effectiveness trials, to evaluate whether adjunctive e-health is
a viable option for general and large populations. These studies could focus
on which populations do not seem to benefit and whether it is due to dropout,
unwillingness to use the Internet, or treatment ineffectiveness. Additionally, the
assumption that e-health could assist with rural and stigmatized populations is
one that has never been tested. Research suggests that the Internet is effective
in dealing with some populations, such as disturbed adolescents (Zimmerman,
1987a, 1987b, 1989), but what we do not know is whether similar effects will be
found in other untested populations so often discussed in the e-health literature.
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Research should also look deeper into client satisfaction, client expectations, and
alliances as they relate to adjunctive e-health therapy.
Video games have been used to promote psychoeducation, especially to
children, although there does not appear to be any research thus far regarding
its validity. In one study, a video game was designed as a psychoeducation tool
for children with cancer, who were then asked about their preferences regarding
information about the disease. The study reported that most children would want
to play the game and found video games to be a preferable medium for learning
about the disease. Several games have added treatment components to promote
healthy living (such as Escape From Obeez City and Squire's Quest) and could
in theory be used as adjunctive tools for overweight children. Further research
should be done to test the effectiveness of such tools.
E-mail can also be an effective form of adjunctive therapy, although the
research in this area is greatly lacking. In treating adolescents with eating disorders, Yager (2001) has found that e-mail allows for increased contact with
clients, and allows for clients to gather thoughts and communicate when they
are inspired to do so instead of when they have scheduled appointments. Yager
(2001) has also found that some patients tend to express themselves more freely
and less formally, in a way that he has found to be clinically relevant. Finally,
Yager (2001) provides discussion on the idea that correspondence regarding
things such as homework through e-mail frees up office visits for more "meaningful" issues. Although these are all worthy observations, there is no data to
support whether this is an effective tool.
The general consensus among e-health providers is that e-therapy is not
appropriate for suicidal patients. Many studies used suicidality as an exclusion
criterion; however, the Israeli online crisis support, which specifically offered
support for suicidal individuals, center SAHAR has been widely used, and is said
to have successful feedback by users (Barak, 2007). Additionally, Fenichel et al.
(2002) concluded that there is no evidence to support that online therapy for
suicidal or crisis patients would not be suitable, and that it is instead comparable
to the widely accepted telephone crisis call program.

TECHNOLOGY
Virtual reality exposure has been found to be effective as primary therapy for
specific phobias (such as spiders and heights) and posttraumatic stress syndrome;
however, the technology has not yet made it possible to integrate virtual reality
exposure in a self-help format (Rothbaum et al., 2002; Carlin et al., 1997). As
online technology continues to expand, it seems a likely possibility that the future
will hold a "create-your-own-fear" exposure site, in which realistic exposure
would be possible from a computer screen, which could be supplemented with
therapist interaction.
Technology can be a great tool, but then again it does face Murphy's L a w - anything that can go wrong with a given technology, will. Extensive storage

ADJUNCTIVE E-HEALTH

'1 '! 9

backups should be in place when dealing with any therapy-related computer
data, and a backup plan should be present for when the technology goes
wrong. Also, troubleshooting information (or a contact phone number to provide
troubleshooting information) should be made available to clients interacting with
e-health technologies, even if it is as simple as informing them to wait for some
time in the event of a server crash. (Kraus et al., 2004)
PRIVACY/ETHICS
As noted earlier in this chapter, some forms of adjunctive e-health tend to
see online or computer counseling as the primary therapy, with telephone or
face-to-face sessions supplementing these computer sessions. In this case, it
would be feasible to see a client in a different state or country, at which point
jurisdictional lines in licensing can be an issue (Hsiung, 2003).
The potential for computers to keep client and user data safe surpasses that
of paper storage, but only with sufficient understanding and precaution (Grohol,
1999). Any therapist participating in adjunctive e-health should have a thorough
understanding of encryption and data security to keep all client communications
safe. As would be expected, a thorough consent should be provided with specific
costs and risks to participating in any Internet or technological interactions, and
therapists should only practice that in which they are competent.
Although several ethics codes exist pertaining to e-health, they tend to be
generic and intuitive [ISMHO: Society for Mental Health Online (received July
2007). www.ismho.com; HONCOD: HON Code of Conduct for medical and
health Web sites. (received July 2007). Kraus et al., 1999 www.hon.ch~oncode/
conduct.html, ethicscode.com]. Following these codes is necessary, but not
sufficient--it is up to the practitioner to realize what specific risks and ethical issues exist when dealing with specific technologies. For example, when
exchanging client e-mails, the client must be informed that he or she holds
the burden to keep her own e-mail safe from others sharing a computer. Many
authorities in the field suggest that clinicians using e-mail or other digital interactions should ask the client to sign a separate consent form, informing the client
specifically of the added risks to confidentiality (Yager, 2001).
The newness of the e-health field leaves many questions unanswered in terms
of what is possible, what should be expected, and what precautions should
be taken; this leaves the specific ethical decisions largely in the hands of the
individual practitioners until the field is more widely recognized.
However, it is hoped that the therapist can consider augmenting their effectiveness by the use of computer technology. Perhaps they should assess client's
adeptness at computers as well as their access to computers. If this is acceptable, they can then consider strategies that would allow them to either augment or
replace face-to-face sessions with evidence-based e-health interventions. In addition, organizations responsible for prevention (see, for example, unr.sapac.edu)
may use e-health to attempt to implement cost-effective prevention programs.
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INTRODUCTION
WHAT IS SOCIAL SUPPORT?
The phrase "social support" most commonly refers to interpersonal transactions
that express emotional concern, provide instrumental assistance and information
relevant to a particular topic, or enhance the process of self-evaluation or problem
solving (Taylor et al., 1986). It also includes the perception, by those involved
in the transaction, that some kind of assistance is being provided and that it has
the consequence of being helpful (Reif et al., 1995).
Social support can be divided into two general types--emotional and instrumental support. Emotional support consists of a wide variety of behaviors that
have the consequence of reducing or alleviating uncomfortable emotions such as
anxiety, uncertainty, or stress (Sandstrom, 1996). Emotional support commonly
contains some type of verbal expression that may take the form of positive
affirmations, words of reassurance, empathy, whereas nonverbal expressions can
involve tangible items such as flowers or cards. In contrast, instrumental support
includes the provision of tangible items or goods such as food or groceries, transportation, assistance with household tasks, money, or shelter (Finfgeld-Connett,
2005). Social support can be provided by a person who is physically present or by
simply knowing that someone is available to provide support when needed, or by
receiving tangible items such as cards or flowers (Gurowka & Lightman, 1995;
Hupcey, 2001). Social support can come from many sources including family
members, friends, or support groups (SGs) (Finfgeld-Connett, 2005; McLean,
1995; Taylor et al., 1986).
WHAT ARE SUPPORT GROUPS?

SGs are perhaps the most commonly discussed organized method for delivering
social support and are used throughout the fields of mental health, social services, and medicine to address a wide variety of concerns and problems. For
Evidence-Based
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example, research supports the use of SGs for families of persons diagnosed
with schizophrenia (Chien et al., 2004) and other severe mental illnesses (Heller
et al., 1997), persons diagnosed with Alzheimer's disease (Snyder et al., 2007)
and their caregivers (Bank et al., 2006), persons with cancer (Docherty, 2004;
McLean, 1995; Spiegel et al., 1989) and their partners (Bultz et al., 2000), persons with diabetes (Oren et al., 1996), HIV/AIDS (Funck-Brentano et al., 2005),
as well as persons experiencing stress and bereavement (Reif et al., 1995), and
the consequences of suicidal behavior (Clark & Goldney, 1996).
SGs typically involve two or more people coming together to share mutual
experiences with the purpose of better managing uncomfortable emotions such
as depression, isolation, and/or alienation. SGs range from those developed by a
few individuals from grass roots organizations to professionally developed SGs
run by hospitals and clinics, and professional organizations (e.g., Alzheimer's
Association and American Cancer Society). The main differences between SGs
developed by grass roots and professional organizations is in the "ownership"
of the program, how they are funded (e.g., member donations or by private
organizations), and level of resources that can greatly impact their availability
to potential members (McLean, 1995). For example, well-funded SGs like those
offered by the professional organizations such as the Alzheimer's Association
are widely available to persons in the community in terms of the number and
frequency of meetings.
There are numerous organizations that provide SGs for individuals experiencing particular psychologically or medically related stressors. Some of the most
widely known organizations that provide SGs include: The American Cancer
Society (www.cancer.org); American Diabetes Association (www.diabetes.org);
Depression and Bipolar Alliance (www.dbsalliance.org/); Alzheimer's Association (www.alz.org); National Alliance for the Mentally Ill (www.nami.org); and
American Association of Suicidology (http://www.suicidology.org/).
Most, if not all, SGs have a particular content focus such as providing support to families of persons with serious mental illness or caregivers of persons
with Alzheimer's disease. Despite having various foci, the structure of SGs
is quite similar. SGs typically have between three and ten members (although
larger groups have been reported, see Heller et al., 1997) who meet regularly
(e.g., weekly or monthly) to share their experiences, thoughts, and feelings
regarding a specific issue with the other members in the group (including the
group leader). The groups are commonly open meaning that members can come
and go as they please. Group meetings are often unstructured and follow the
needs of the specific members. Despite the relatively unstructured nature, the
primary purpose of SG meetings is to receive and provide emotional and instrumental support in an attempt to minimize the impact of distressing affect such
as depression, hopelessness, and fear.
SGs can be led by both professionals and consumers. In many cases, professionals who run SGs have had some experience with the particular topic
(e.g., had a family diagnosed with cancer), but this is not always the case. Group
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leaders serve a variety of purposes such as providing guidance, advice, and
to serve as a moderator to group discussions. Consumers who lead SGs may
have once been members and commonly have some experience with the content
of interest (e.g., was once or currently a dementia caregiver). Professionals in
various fields including psychology, social work, and medicine can also serve
as leaders of SGs. SGs are usually free of charge and are located throughout
the community, making them widely accessible to interested individuals. Large
organizations such as the Alzheimer's Association provide a listing of ongoing
SGs that allows users to conveniently search for SGs that occur on specific days
and times in their community. In contrast, groups run by consumers or grass
roots organizations often have limited financial resources and "person power"
and therefore may offer SGs at limited days/times. Due to the proliferation of
the Internet, many organizations are now offering SGs on the web using chat
rooms, blogs, and telephone support. This method of delivering SGs can be particularly useful to individuals who experience geographical or other limitations
to accessing SGs in person.

HOW COMMON ARE SUPPORT GROUPS?

It is difficult to determine just how many SGs are available in the United States
at any one time and how many individuals are utilizing these services. This is
partly the case because new SGs are constantly emerging and many individuals
attending SGs do so irregularly. It is also important to point out that an additional
difficulty in tracking the number of SGs and the number of attendees is due to
many SGs now being available on the web. A review of the literature reveals
a lack of research estimating both how many SGs exist physically and on the
web in the United States, and the number of individuals utilizing such services.
An additional reason for this finding may be that the phrase "support group"
is sometimes used interchangeably with phrases such as "peer support," "group
therapy," "mutual self-help" (e.g., Alcoholics Anonymous), and "psychoeducational" groups. Therefore, to limit the focus of this chapter, an emphasis will
be placed on groups that emphasize the provision of emotional and other types
of support, e.g., instrumental. This focus is an attempt to make a distinction
between groups that are supportive in nature and those that are primarily and
directly focused on behavior change. It is important to note that SGs can impact
the ways members think, feel, and behave through group processes (e.g., emotional support); however, the alteration of behavior is not generally the primary
objective of such groups (Finfgeld-Connett, 2005).
The rest of this chapter will focus on describing key process variables hypothesized to contribute to the effectiveness of SGs. Key process variables for SGs
with a wide variety of content foci will be presented along with a discussion of
outcomes related to these variables. Next, this chapter will discuss how SGs fit
into the larger picture of treatment plan development. This discussion will focus
primarily on how providers might integrate SG into the stepped care model of
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treatment planning. This chapter concludes with a general discussion of further
research endeavors that may help facilitate the integration of SG into comprehensive treatment plans, and current efforts of disseminating and implementing
SGs into practice.

SUPPORT

GROUPS

AND

KEY PROCESS

VARIABLES

SGs vary widely in terms of the specific problems they are designed to address,
e.g., provide support to persons with severe mental illness or physical health
problems such as HIV/AIDS. Despite these apparent differences in content, the
processes thought to contribute to the effectiveness of SGs are presumed to
be similar aside from the particular content focus of the group. SGs have the
broad primary focus of providing a group context in which individuals with a
common condition or who share a set of similar life circumstances can receive
and share emotional support. The purpose of providing emotional support in the
group context is to help members minimize the impact of affective distress, and
normalize emotional experiences (Oren et al., 2007), i.e., to send the message
"there are others who share your experiences." This broad therapeutic target is
addressed by allowing member's to discuss their experiences with one another
in an effort not only to reduce the impact of emotional stress but also to improve
members' understanding of themselves, their emotional reactions to a wide
variety of stressful situations, and improve self-care (Oren et al., 2007). Oren and
colleagues suggest that Yalom's (1995) 11 factors that encompass an effective
group therapy experience also pertain to the effectiveness of SGs. Dr Yalom's
11 factors are
9
9
9
9
9
9
9
9
9
9
9

the instillation of hope;
universality (e.g., "I'm not the only person experiencing this distress");
imparting of information;
altruism;
the corrective recapitulation of the primary family group (the reworking
of family dynamics in the group);
development of socialization skills (learning how to communicate
effectively);
imitative behavior (modeling others behavior);
interpersonal learning;
group cohesiveness;
catharsis/insight;
existential factors.

Researchers have argued that these factors play a key role in the effectiveness
of SGs despite the fact that SGs can vary widely in terms of their specific
content focus (e.g., severe mental illness or cancer). Furthermore, these group
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processes can be subsumed into general "support factors" that include emotional
and instrumental support, and information and education that have been shown
to contribute to positive health outcomes in SG participants (Brentano et al.,
2005). Unfortunately, space limitations of this chapter prevent a thorough review
of the many SGs (and their varying content) presented and researched in the
literature. However, the following section provides several notable and representative examples of SGs, and discusses recent research that highlights both
the key processes involved in SGs and their impact on various psychosocial and
health-related outcomes.

KEY PROCESS AND OUTCOMES
ORGANIZED
BY CONTENT

VARIABLES
FOCUS

FAMILIES OF ADULTS WITH SEVERE MENTAL ILLNESS
The phrase "severe mental illness" often refers to persons with psychological
problems that are so debilitating that the person's ability to engage functional and
occupational activities is severely impaired. Schizophrenia and bipolar disorder
are often referred to as severe mental illnesses (Heller et al., 1997). Research
has shown that several key process variables occur within the context of SGs for
family members of adults with severe mental illness that contribute to positive
outcomes. Heller and colleagues (1997) studied SGs that were led by both
professionals and family members, with some occurring once a month, while
others occurring more frequently (once a week). The most common severe mental
illnesses reported by members were schizophrenia and bipolar disorder. Findings
showed two beneficial general group processes reported by those attending
the group--informational and relationship benefits. Informational benefits were
characterized as an increase in members' understanding of severe mental illness,
which resulted in such outcomes as (1) knowing how to better advocate for a
family member with a severe mental illness and (2) coping more effectively with
affective distress. Members demonstrating this benefit also showed increased
knowledge of their family member's diagnosis and resources available in the
community, as well as a better understanding of treatments for the diagnosis. SG
participants reported relationship benefits, which included an improved ability
to cope with the social stigma attached to having a family member with a severe
mental illness, manage anger toward that family member, and improved overall
relationships with all members of the family.
FAMILIES OF ADULTS WITH SCHIZOPHRENIA

Similarly, research on SGs for families of adults with schizophrenia suggests
that the effectiveness of such services is dependent on the extent to which they
provide emotional and informational support to members (Cuijpers, 1999). When
achieved, these processes can result in many positive outcomes for families.
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A recent randomized controlled trial (RCT) investigating the effectiveness of a
12-week SG for families of adults with schizophrenia found that upon completion of an SG group, family members reported significant reductions in their
experience of burden associated with providing care to their family member and
improvements in overall family functioning (Chien et al., 2004). Family members in the SG condition showed significant improvements in their ability to
communicate with one another, participate in their respective roles, and engage
in and listen to affective content when compared with a treatment-as-usual
control condition receiving outpatient services. Researchers hypothesized that
these outcomes were related to increased understanding and knowledge about
schizophrenia, the ways in which it can impact a person's life, and improvements
in coping with the emotional demands of providing care to an individual with a
severe mental health problem (Chien et al., 2004). These findings provide further
support to the notion that emotional and information-based support is key to the
effectiveness of SGs.

BEREAVED PERSONS

Discussion of death and dying is a common component of many SGs, particularly
those focused on potential terminal illnesses such as cancer; and certainly SGs
focused on bereavement. SGs with this content focus allow bereaved persons to
share their emotional struggles with persons who have also experienced a loss.
It is also thought that the emotional expression of such struggles serves as a key
cathartic process in helping bereaved persons learn how to better manage affec:
tive distress. A recent study conducted by Reif et al. (1995) provides empirical
support for this assumption, while further elucidating other important processes
that contribute to positive outcomes in participants. Group process factors such
as number of participants, attitude toward the helpfulness of others, amount of
help seeking, and degree of satisfaction with the emotional support provided by
other members was shown to play a significant role in the effectiveness of these
services. Specific findings indicated that as the number of members decreased
and attitudes toward their helpfulness declined, the extent to which group participants sought out help from remaining members and their satisfaction with
their help decreased. These findings demonstrate that group size and members'
attitude toward the helpfulness of other members are related and play an important role in determining participants' satisfaction with the group process and
the degree to which they will engage in emotional and/or instrumental support
seeking.
In summary, research shows that two important processes are involved in
an effective SG---emotional and instrumental (including the provision of information and education) support. Specific relationships between group size and
attitudes toward group members' helpfulness contribute to the satisfaction and
frequency of participants' help-seeking behavior have also been identified.
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FAMILIES IMPACTED BY SUICIDE
SGs designed for survivors of parental suicide have similar therapeutic processes
as those developed for bereaved persons. Of course, this makes sense as these
two groups create a context in which members can provide and receive emotional
support surrounding the death of a family member. The empirical literature on
SGs for persons who have lost a family to suicide is small; however, a recent
article by Mitchell et al. (2007) provides a theoretical framework for supportive
interventions for this population of individuals. They suggest that supportive
interventions may be useful particularly for children who have lost a parent to
suicide. They argue that the Yalom' s (1995) 11 curative factors for group therapy
may also apply to children, especially the instillation of hope, emphasizing
universality (e.g., "other people have also lost a parent") and interpersonal
learning, facilitating group cohesion and catharsis, and imparting information.
The instillation of hope in a group context may have particular importance in
that it can allow bereaved children to begin trying out new ways of interacting
with group members and the world around them (Mitchell et al., 2007).
Mitchell and colleagues developed an 8-week SG for bereaved children called
the "Children's SOS Bereavement Support Group" (see Mitchell et al., 2007,
for an outline of the SG). It is facilitated by a registered nurse and welcomes
children between the ages of 7 and 13 years. Roughly 6-8 children attend the
group weekly over an 8-week period. The SG generally follows Yalom's (1995)
11 factors and includes (1) an information/education component that centers on
a discussion of suicide and why it happens, (2) the sharing of emotions regarding
their parent's suicide, and a focus on developing hope and an appreciation for
what other members have gone through, (3) a discussion of grief, and (4) a
discussing of how other people react to them. The authors of this particular SG
did not report any outcomes related to this specific SG. Other researchers have
shown that SGs for suicide survivors can result in lessening the stigma of suicide
(Clark & Goldney, 1995); however, in general, outcome data are lacking.
DEMENTIA CAREGIVERS

SGs for caregivers of persons with dementia are common in many communities
throughout the United States, and this is mostly attributed to the proliferation
of such agencies as the Alzheimer's Association. These SGs, like most, are
conducted by having interested dementia caregivers come to a local chapter of
the Alzheimer's Association, which allows them to participate in person with
other caregivers. However, despite the effectiveness supportive interventions
for reducing the negative health outcomes associated with dementia caregiving
(e.g., high rates of depression, compromised immune system), many caregivers
are often unable to seek out these services due to a wide variety of barriers
(Wright et al., 1987). Some of the barriers found by Wright and Colleagues
include difficulties arranging respite for carereceivers and scheduling conflicts
with multiple healthcare visits.
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Recent research has found that SGs for dementia caregivers can be effectively
delivered through telephone. Bank and colleagues (2006) developed an SG that
dementia caregivers could access at home through telephone. Participants were
ethnically diverse and included Cuban and White Americans. The content of the
SG was chosen by the participants and included an educational (i.e., medication
management, respite, dealing with problem behaviors) and supportive component
(i.e., instrumental and emotional support). The SG was conducted by a clinician
with at least a master's degree in psychology. Each session lasted an hour
and was held roughly once every month. Results of the evaluation found that
participants reported the group to be helpful in increasing their knowledge and
skills related to caregiving. SG participants tended to attribute any benefit from
attending the SG to the supportive and educational focus. This is a particularly
interesting study in that the findings show that the benefits of attending SGs can
be obtained through the use of information technology.

FAMILIES OF PERSONS (AND PERSONS) WITH CANCER
Persons with cancer

Group-based supportive services have been shown to lead to important health
benefits for persons with cancer and their families (Bultz et al., 2000; Spiegel,
1979; Spiegel et al., 1989). Research findings show that these services effectively
tend to focus on helping group members deal with death and dying, communicate more effectively with their oncologists and treatment team, establish more
collaborative working relationship with their treatment team, and increase family
involvement in all aspects of the treatment process (e.g., improving communication among family members) (Spiegel, 1979). Dr Spiegel and colleagues'
(1989) research in this area shows that supportive interventions that have their
primary focus to help members better deal with death and dying, can lead to
an increased lifespan in persons with cancer. In a classic study, Dr Spiegel and
colleagues (1989) showed that women diagnosed with metastatic breast cancer
assigned to a group-based support intervention had an average increased lifespan
of 18 months when compared with similar individuals assigned to control condition. Furthermore, the researcher hypothesized that social support played a key
role in this outcome. Specifically, the researchers noted that the group provided
a safe context for members to express and receive emotional support. This was
at least partially based on the observation that the members in the group developed an intense emotional bond with each other and exhibited a strong sense of
acceptance with respect to their diagnosis. It was also stated that the increased
lifespan observed in the experimental condition may have been associated with
members' ability to mobilize resources more efficiently, better adhere to medication and treatment recommendations, and/or by improving dietary habits-all thought to be a consequence of reducing affective distress (Spiegel et al.,
1989).
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Partners of w o m e n with breast cancer

SGs developed for partners of women with breast cancer typical involve two
key processes, education and emotional support, and research shows that these
processes lead to improvements in psychosocial functioning for both women
with breast cancer and their partners (Bultz et al., 2000). The SG developed by
Bultz and colleagues met once a week for 1.5-2 hours over 6 weeks. It was lead
by two psychologists and consisted of the two primary processes--education and
support. Sessions 1 and 2 were focused on educating partners on the medical and
psychosocial aspects of cancer. For example, in session 2, researchers invited
an oncologist specializing in breast cancer to discuss the staging, treatment,
and other relevant medical aspects of breast cancer. This allowed the partners
of women with breast cancer to ask questions concerning the patient's illness.
Session 3 through 6 were focused on providing emotional support and were less
structured and focused. These sessions tended to focus on helping partners deal
with the emotional aspects of their patient's illness such as allowing partners to
explore their feelings, fears, and anxieties about the illness, as well as discuss
particular challenges such as how to communicate and provide support with
their partner about cancer, sexuality, and discuss fears concerning recurrence and
death. These two processes were shown to result in partners reporting less mood
disturbance upon completion of the SG when compared with control condition.
In addition, results of the postassessment showed that patients whose partners
received the SG reported less mood disturbance and also greater support from
their partner and increased satisfaction with their marriage.

PERSONS WITH HIV/AIDS
Adolescents with H I V

Psychodynamically oriented SGs have been shown to improve psychosocial and
medical outcomes in HIV-positive adolescents. Funck-Brentano et al. (2005)
developed and evaluated an SG that met for 90 minutes once every 6 weeks for
1 year. The SG was led by two therapists trained in psychodynamic and family
therapy. The groups were unstructured, which allowed members to develop their
own discussions and share their feelings whenever they chose to do so. The
therapeutic processes involved in this SG includes (see Funck-Brentano et al.,
2005)
9 fostering group cohesiveness and trust;
9 providing a group context for members to share feelings and individual
experiences;
9 fostering individuality and safety when expressing emotions; and helping
members be both a giver and a receiver of emotional support;
9 promoting change and helping members identify and reach goals;
9 working with group processes and managing a productive termination.
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Researchers followed the adolescents participating in these SGs for 2 years to
examine the impact on their psychosocial and medical well-being. They found
that adolescents in the SG worried less and reported a decrease in negative
perceptions about their illness at follow-up when compared with those in the
control group. In addition, the percentage of adolescents showing an undetectable
viral load dramatically increased from baseline to follow-up (30-80%), and this
was not unchanged for participants in the control condition.
Adults with HIV/AIDS

Turner (2003) provides a historical overview of the development of SGs for
adults with HIV/AIDS. The overview discusses processes involved in developing
a group, its facilitation, and covers some of the basic themes and issues that
arise throughout the lifespan of the SG. Turner suggests that group processes'
purposes involved in SGs for persons with HIV/AIDS should center on
9
9
9
9

increasing members' awareness of themselves and their illness;
helping members adjust to their illness and its impact on their life;
providing emotional and practical support for living with HIV;
developing a supportive context for positive interactions to occur between
members.

It is suggested that these groups cover a wide variety of issues relevant to having
HIV/AIDS as well as issues relevant to the lifestyle of its members. For example,
members provide each other with emotional support around family issues such
as acceptance or non-acceptance of their gay lifestyle. Concerns about passing
on the virus are often prevalent, particularly in the context of members deciding
whether or not to seek companionship. Additional concerns about suffering and
being dependent on others for care as the illness progresses are also frequently
discussed.

PERSONS WITH DIABETES

SGs can positively influence medical outcomes in persons with diabetes. Oren
et al. (1996) developed an SG that met for 10-week 90-minute meetings. The
group was designed to focus on processes such as gaining a sense of community and personal insight into how diabetes impacts members' life, identifying
and sharing emotions associated with having diabetes. Findings from the study
showed that group members demonstrated decreased blood glucose levels at
posttest when compared with baseline laboratory tests.
The group processes involved in this SG are outlined in their 10-week course
schedule (see Oren et al., 1996 for a more thorough description):
9 Week 1: Introductions of each member in which concerns, hopes,
and goals are shared.
9 Weeks 2-3: Identification of emotions and myths about diabetes.
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9 Weeks 4-5: Identification of stages of adaptation and emotions with
respect to having diabetes; discussion of the risks of moralizing about
"good" and "bad" blood glucose levels.
9 Weeks 6-8: Members work on asserting themselves in ways that are
consistent with their needs and feelings.
9 Week 9: Information/education about diabetes is provided; members have
an opportunity to ask a physician questions about diabetes.
9 Week 10: Final meeting; provide emotional support and encouragement
to members engaging in behavior change; goodbyes and telephone
number exchange.

COST-EFFECTIVENESS

OF SUPPORT

GROUPS

Despite the relatively few studies directly examining the cost-effectiveness of
SGs, their widespread usage is likely a consequence of them being relatively
inexpensive to conduct. SGs often occur in community settings such as senior
centers and churches, hospitals, and nonprofit agencies (Alzheimer's Association). SGs also tend to utilize volunteers to organize and commonly serve
as facilitates of SGs, which reduce the cost of offering these services to the
public.
Research directly examining the cost of conducting SGs is scarce. However,
one relatively recent study conducted by Peak et al. (1995) provides an excellent example of how to conduct a cost-effectiveness analysis for psychosocial
interventions. They found healthcare savings associated with attending an SG
for spouses of frail elderly veterans. Spouses of frail elderly veterans were randomly assigned to an SG or usual care condition. Participants in the former
condition agreed to attend SG meetings once a week for 8 weeks and then once
a month for 10 months. The most common health problems identified by the
care-giving spouse were diabetes, stroke, Parkinson's disease, and a variety of
heart problems. A wide variety of outpatient and inpatient cost data were also
collected from baseline to 1-year follow-up to estimate a total healthcare cost
during that period of time. The researchers also conducted a thorough costanalysis of the SG by estimating all costs associated with implementing the
group including the cost of hiring a social worker to facilitate the group, time to
arrange the group and handle phone calls, cost of refreshments, charges associated with a meeting room, secretarial support, telephone and utilities, and other
various supplies. Their estimates revealed a total cost of $700 per participant
to conduct the group. However, in their estimates of healthcare costs for the
duration of the study and 1-year follow-up, researchers found that total (both
outpatient and inpatient) care recipient costs were $7152 and $14764 for the
support and control condition, respectively. As can be seen, a difference in total
healthcare costs of $7612 was found in the support condition lending support
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to the cost-effectiveness of SG for spouses providing care for a wide variety of
health problems.

FOR WHOM

ARE

SUPPORT

GROUPS

PARTICULARLY

BENEFICIAL?

As evident by the literature reviewed in this chapter, SGs can be used effectively
to provide information/education, and emotional and instrumental support to
a wide variety of populations, ethnicities, and age groups. This is especially
important as SGs are a relatively inexpensive service to provide, as they can
make use of volunteers and can be conducted conveniently in a wide variety of
settings (e.g., community centers, churches, homes) (Sabir et al., 2003).
Although the empirical literature suggests that SGs can be helpful for many
individuals, it is clear that SG participants vary in the extent to which they
benefit from this type of service (Heller et al., 1997). Research has begun to
work on identifying factors that can serve as predictors for determining which
individuals might most benefit from attending SGs. Specifically, researchers are
beginning to investigate specific participant characteristics (i.e., coping skills,
health status, and demographic variables) that may play a role in predicating
not only who will likely benefit, but how they might benefit (Docherty, 2004;
Funck-Brentano et al., 2005; Heller et al., 1997; Sabir et al., 2003). The following
section provides a review of this literature.
SUPPORT AND PHYSICAL HEALTH

One recent study by Heller and colleagues found demographic and health-related
factors to be useful in predicting individuals who benefit most from attending
an SG for families with severe mental illness. Specifically, family members
who benefited most from the educational/information components of the group
were those individuals who tended to (1) have less unmet service needs and
informal support from relatives and friends outside of the SG, and (2) be very
active in the group in terms of both the support they provided to others and the
amount of support they received from the group. Heller's research group also
found the physical health status of participants to be helpful in predicting participants receiving the greatest improvements in their interpersonal relationships
as a result of attending the SG. Healthy individuals tended to show the greatest relationship benefits with respect to both their interactions with the family
member diagnosed with the severe mental illness and the other members of the
family.
COPING STYLES
Coping styles of persons diagnosed with cancer have been found to be associated with the benefits gained from supportive services. Docherty (2004) has
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found that the coping styles of "denial" and "shock," in response to a cancer
diagnosis, are linked to the use of supportive and informational services. For
example, patients reporting the use of denial as an initial response to receiving
a cancer diagnosis tended to prefer reduced information about their care and an
increased desire to have the responsibility of their care to remain with healthcare professionals. In contrast, patients who responded to receiving a cancer
diagnosis with shock gradually replaced this initial reaction with a more proactive style of coping as illustrated by an increased desire to acquire information
about their illness. Both coping styles may have important implications for the
design of SGs and which patients may benefit, at least initially after a diagnosis,
from the informational/educational components. Accordingly, patients reacting
to learning of their diagnosis might benefit, at least initially, from a larger proportion of emotional support and low levels of information. On the other hand,
patients initially responding to such news with shock may be better suited to
absorb a greater degree of information than individuals engaging in the former
coping style.

ANXIETY

In their evaluation of SGs for adolescents diagnosed with HIV, Funck-Brentano
et al. (2005) found that degree of conflict occurring between adolescents and
parents was associated with SG participation. Their findings indicated that HIVinfected adolescents joining their SG were more likely to report significantly
higher amounts of conflict with their parents. The type of conflict assessed
centered on the extent to which parents had engaged in overprotective behaviors
toward the adolescent. Researchers hypothesized that high levels of conflict
may heighten preexisting levels of anxiety (most likely related to being infected
with HIV) and thus increase adolescents' motivation for seeking support and
subsequently attending an SG.

SIMILARITIES AMONG SUPPORT GROUP MEMBERS

Researchers have recently examined the role of similarity among group members in attempt to better predict the success of SGs for Alzheimer's caregivers
(Sabir et al., 2003). The variables focused on included demographic (i.e., age
and education), appraisal (e.g., satisfaction with caregiving responsibilities and
day-to-day support,) and situational similarities (i.e., similarities in caregiving
situation) among group members. It was predicted that similarities among group
members on these variables would be positively associated with quality of relationships that developed in the group. However, the results did not support this
hypothesis, and in fact, the only variable that seemed to enhance the relationship
among caregivers was the shared experience of being a caregiver. The findings of
this study have important implications for the design of SGs in that the matching
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of members on such characteristics as age, education, and various aspects of
the caregiving situation seems unimportant in terms of predicting the quality of
relationships among group members.

THE

ROLE OF SUPPORT

GROUPS

TREATMENT

IN S T E P P E D

CARE

PLANNING

SGs have an important role in treatment-planning process and, in particular, the
stepped care model of treatment delivery. The low cost of delivering SGs makes
them a useful service to have in the repertoire of healthcare organizations that
utilize the stepped care model of treatment delivery. In the stepped care model,
patients receive interventions along a continuum of care from least to most
intensive (see O'Donohue et al., 2006). For example, psychological problems
such as depression might be first addressed through relatively low-intensity
intervention such as self-help books, SGs, and other interventions that do not
necessarily require the presence of a licensed healthcare professional. These types
of low-intensity interventions are considered first level care and are typically
low-cost, and easily disseminated and implemented into healthcare settings.
SGs are perhaps most appropriately administered as first level care as they are
relatively inexpensive and can utilize nonprofessionals to facilitate and lead
groups. In addition, SGs can consist of many members making them an efficient
method for delivering emotional and instrumental support to persons in a wide
variety of life circumstances, and suffering from various psychological and
physical health problems. Second level care addresses clinical problems with
nurses or social workers who may contact patients through phone or e-mail,
conduct home visits, and utilize interventions that focus on problem solving and
skills development. The second level utilizes skilled professionals that administer
interventions that require both more time and skill to deliver than first level care.
The third level of the stepped care model is designed to address the specific,
individual needs of the patients (e.g., suicidal ideation, severe depression, lack
of motivation). Third level care is the most time intensive and typically requires
healthcare professionals with very specialized, highly skilled training. Using
more than one level of care to address a patient's psychological problem is also
quite common.
There are also several steps providers can take to maximize the effectiveness
of SG (see Chapter 4 for a more thorough discussion of these factors). Some of
the steps include becoming aware of local SGs for common patient problems and
understanding which patients are particularly likely to benefit from such groups.
Providers can familiarize themselves with local SGs by searching the Internet,
talking with other providers (e.g., nurses and social workers) and nonprofit agencies that are commonly involved in organizing, and facilitating these groups. It is
also suggested that providers read and understand the literature positing factors
related to the effectiveness of SGs for individuals with certain characteristics.
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As discussed earlier in this chapter, patients can benefit from SGs in a wide
variety of ways and therefore might be matched to SG based on characteristics
such as baseline coping skills, symptom severity, and degree of support outside
of SG.

RESEARCH

AGENDA

The prevalence and relative ease of organizing and facilitating SGs will no doubt
contribute to the increase in the inclusion of SGs as an important component of
comprehensive treatment plans. Thus, it is my opinion that future research should
focus on better understanding both (1) which individuals might benefit most
from SGs and (2) the cost-effectiveness of conducting such services in various
healthcare settings. First, although there is a research literature investigating the
various ways in which individuals might benefit from SGs, many of the studies
are qualitative in nature and/or have small sample sizes (e.g., Docherty, 2004).
Future research might incorporate the findings of studies, such as those reviewed
earlier in this chapter, by examining factors that predict differential treatment
effects using RCTs. For example, persons eligible for a particular SG might be
assigned to conditions based on pretreatment assessment indicating a particular
coping style or repertoire of skills. This would not only provide the field with
more rigorous scientific evidence for understanding the differential treatment
effects of SGs based on member skills or characteristics, but perhaps also provide
implications for the pretreatment screening of such factors to match individuals
to SGs with a particular emphasis (e.g., emotional and instrumental support vs
education and information). Second, understanding the cost-effectiveness of SGs
will become more important as healthcare organizations and providers begin to
incorporate such support services into the treatment-planning process. Research
in this area might focus on investigating the relative cost-benefit of using various
providers (e.g., volunteers and licensed providers) as group facilitators, practical
costs of conducting SGs in various settings (e.g., hospitals and community
centers), and the cost-benefit of using SG for various time periods (i.e., the
development of dose-response curves for SGs). It is also important to understand
how SGs compare with other treatment components such as bibliotherapy or
group therapies as these interventions are typically shorter in duration and in
some cases perhaps less costly (as in the case of bibliotherapy).

DISSEMINATION

AGENDA

Healthcare managers and providers would certainly benefit from research that
further clarifies patient factors that predict the benefits of attending SGs; however, this does not mean that we should wait for this evidence to emerge before
disseminating such services. As discussed earlier in this chapter, there are several

138

CUCCIARE

studies that show that patients with a wide variety of psychological and physical
health problems can benefit from attending an SG. Now, dissemination of these
services appears to occur by either training of group facilitators (as in the
case of many nonprofit agencies) or publishing protocols in scientific journals
(e.g., Funck-Brentano et al., 2005; Oren et al., 1996).
Healthcare managers and providers interested in developing and/or implementing SGs into their setting might consult with nonprofit agencies delivering
such services. Information on how to structure a group to maximize the exchange
of support, practical group structure issues (e.g., number of participants, the use
of a closed or open group, who to use as an ideal facilitator), and specific educational information on a particular topic might be gathered from talking with
local or National agencies (see above for links to web addresses). In addition,
this chapter provides a rough outline of the components involved in at least two
SGs and additional components can be found in the references provided.
Information technology is also increasingly being used to disseminate SGs.
Recent research published by Bank and colleagues (2006) is an excellent example
of how an SG for dementia caregivers can be disseminated through telephone.
There are also numerous examples of SGs on the World Wide Web. Searching
the term "online support groups" in Google TM yields many websites that offer
online SGs for persons with various life circumstances and health problems.
For example, www.caregiving.com provides online SGs for dementia caregivers
and cancercare.org (or http://supportgroups.cancercare.org/) provides SGs for
persons with a wide variety of cancer diagnoses. As the use of the Internet
continues to grow, we will almost surely see a parallel increase in the number
of persons using the web as a method for accessing support services such
as SGs.

CONCLUSION

SGs provide members with emotional and instrumental support as well as
education and information about a wide variety of psychological and medical
health problems. SGs have been found to be useful for both patients and caregiving family members, and may prove to be a useful adjunct to treatment
plans utilizing evidence-based practices. As healthcare costs continue to rise and
healthcare resources become scarcer, low-cost adjunctive services such as SGs
will surely grow in demand among both patients and providers. A main goal
of this chapter is to educate health care providers on the key process variables
and related outcomes, and to provide a general overview of common health
problems for which SGs have been developed. Furthermore, it is recommended
that providers become aware of the various National and local agencies that
provide SGs and health problems for which SGs have been developed so that
they are better able to inform patients of the potential merits of participating in
such services.
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