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Introduction

Self-help groups for mental health problems are the most prevalent form of self-help. There
are several thousand groups in Australia, the U.K., and the U.S. In the U.S, they are utilized
by over 2 million adults annually (Goldstrom et al., 2006; Substance Abuse and Mental
Health Services Administration, 2009).1 While qualitative research points to beneficial
effects, quantitative studies examining psychiatric outcomes show mixed effects, with about
half of studies showing favorable effects on symptoms and social functioning (Pistrang,
Barker, & Humphreys 2008, 2010). However, the processes by which involvement in self-
help impacts recovery are not fully understood, in part due to the atheoretical nature of
research (Brown and Lucksted, 2010; Pistrang, Baker, & Humphreys, 2010; Lloyd-Evans et
al., 2014). Studies that examine factors that mediate the effects of involvement on outcomes
are limited to cross-sectional designs, precluding firm inferences about causal direction.
Moreover, studies examine outcomes in isolation, without considering processes that link
them together. By theoretically organizing recovery-oriented processes, the potential effects
of involvement in self-help can be better understood.

In this study, we first review how recovery is believed to be facilitated by self-help groups
for persons with severe mental illness, emphasizing relationships among key components.
Next, we discuss qualitative and quantitative research on self-help and its limitations.
Applying empowerment, stigma, and social selection perspectives, we formulate and test a
model of the relationships between involvement in self-help (level of participation and
interaction with other members), empowerment (self-esteem, mental health confidence, and
stigma reduction), symptoms, and quality of life. Then, we examine the reciprocal
relationships between beliefs in the efficacy of self-help and involvement. Finally, we report
results regarding why some respondents never attended self-help group meetings, why those
who continue to attend do so, and why others stop attending.

Self-help and recovery

Over the last few decades, mental health consumer advocates, service researchers, and
providers have argued for an approach to recovery from mental illness that places emphasis
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1some distinguish between mental health mutual support groups (members share common experiences and support), mental health
self-help organizations (education and advocacy), and consumer-gperated services (programs and businesses). All these groups are
organized and run by persons with mental illness. We use the term mental health self-help groupsto refer to our main analytic focus on
mental health mutual support groups.
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not only on the symptoms of a disorder, but on the ‘life-context’ of persons (Anthony, 1993;
Ralph & Corrigan, 2005). They maintain that, in addition to medication-based symptom
management, ‘empowerment,” increased self-esteem and self-efficacy, along with
meaningful relationships, work and improved quality of life, are key interrelated components
of recovery. Recovery is therefore conceptualized not as some endpoint, but rather, as an
ongoing, eminently social-psychological process in which these elements covary over time
(Markowitz, 2005).

Self-help organizations (e.g. Recovery, Inc., Schizophrenics Anonymous) have proliferated
over the past several decades, as advocacy groups, alternatives, and supplements to
conventional services, often in the spirit of helping foster empowerment and recovery
(Goldstrom, et al. 2006; Katz, 1993). One advantage to self-help groups is thought to be
cost-effectiveness, particularly in the climate of fiscal constraints on therapy (Brown 2009).
Although mental health self-help groups vary in their focus and dynamics, they are member-
governed, and emphasize self-advocacy and taking an active role in treatment decisions.
These groups are believed to provide social support and knowledge gained by interaction
with ‘peers,” those who also have a diagnosis of mental illness—in Goffman's (1963) terms,
the ‘own,” so that stigmatized individuals find acceptance, a vital step in making cognitive
changes that lead to improved functioning and quality of life (Jacobs & Goodman, 1989).
This is consistent with self-attribution theories that indicate when persons with mental
illness are embedded in meaningful groups and engaged in productive activity, their sense of
self is enhanced (Markowitz, 2001). Moreover, self-help is believed to combat stigma by
demonstrating that persons with a mental illness can manage their own lives and programs
(Powell & Knight, 1995).

Advocacy-oriented qualitative research on the effects of participation focuses on particular
groups, but suggests processes that operate across groups. These studies do not measure
change in outcomes or estimate the relationships between outcomes, but point to pathways
through which involvement facilitates recovery. Research using interviews with members of
particular groups highlights the importance of reducing symptoms and increasing self-
esteem in recovery (Brown, 2009; Corrigan et al., 2005; Weaver & Salem, 2005). Members
also point to a supportive network of others with common experiences as facilitating
recovery—a community of ‘sharing and caring” (Corrigan et al., 2005; Finn, Bishop, &
Sparrow 2009). Moreover, self-efficacy may be increased by role changes from ‘one who is
helped’ to ‘one who helps others,” and by providing successful role models (Carpinello &
Knight, 1991; Weaver & Salem, 2005).

Critically, this research is limited to those currently involved (self-select) in groups, omitting
persons who drop out or decrease participation, for whom benefits may not be evident. To
confirm these findings, it is important for longitudinal studies to include those who no
longer participate, capturing variation in involvement and outcomes. This also allows for
examination of reciprocal relationships between involvement and perceived benefits. Those
who perceive participation as helpful may continue to be involved, while involvement, in
turn, leads to an increase in perceived benefits, consistent with models of the relationship
between attitudes and behavior (Liska, Chamlin, & Baccaglini, 1984), possibilities
considered below.
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Quantitative studies of self-help focus mostly on psychiatric outcomes (e.g., symptoms,
functioning, and treatment adherence). Reviews of the effectiveness of self-help groups
indicate that studies using a variety of methods (cross-sectional, longitudinal, randomized)
and measures produce mixed findings—only about half show involvement lowers symptoms,
or improves social adjustment or treatment adherence (Pistrang, Baker, & Humphreys, 2008,
2010). There is also no evidence that the effectiveness of participation varies by the types of
problems that groups focus on. Meta-analysis of randomized studies indicates little effect of
groups on symptoms or other outcomes (Lloyd-Evans et al., 2014). While these studies
examine the broad ‘effectiveness’ of self-help groups on outcomes, they are largely
atheoretical and leave causal mechanisms unspecified. Cross-sectional studies—Ilike their
qualitative counterparts—do not account for attrition from groups that may bias effects,
leading to possible overestimation of benefits.

While qualitative studies focus on ‘empowerment’ and quantitative studies focus on
‘psychiatric’ outcomes, they do not link the two types of outcomes in an integrated model,
leaving causal processes by which self-help might affect outcomes unspecified, especially
the extent to which involvement in self-help affects symptoms and quality of life through
empowerment variables. Moreover, quantitative studies consider participation as a
dichotomy (participant or not), rather than as a continuum (e.g., none to frequent), taking
into account forms of involvement, such as attending meetings and getting together with
members (Davidson et al., 2006).

While there has been much sociological theory-based research on stigma and mental health
outcomes (Link & Phelan, 2013; Markowitz, 2014), there has been little sociological work
on recovery, with the exceptions of Markowitz's (2001, 2005) efforts at formulating a model
of recovery processes, and Jacobson (2004), McCraine (2010), Pilgrim & McCraine (2013),
and Watson, McCranie, & Wright (2014), who focus primarily on the construction and
implications of the concept of recovery for mental health services and consumers. Similarly,
sociological research on self-help has been limited to focusing on groups as part of a social
movement, as alternatives to traditional treatment (Emerick, 1991; Katz, 1993), or processes
of socialization in particular groups (Karp, 1992). In contrast to services-oriented research,
there is little sociological theory-based research on the effects of involvement in self-help
groups on stigma and recovery.

Participation may have several stigma-related consequences. On one hand, consistent with
an ‘empowerment’ approach, it may foster rejection of stereotypes and offer strategies for
managing experienced stigma (Corrigan et al., 2005). Participation in groups of people with
stigmatized identities—like mental health self-help groups—may be self-enhancing because
it helps align a problematic social identity with valued personal identities (Kaplan & Liu,
2000). That is, participation helps create new identities, taking the place of problematic
ones, enhancing self-worth. Members may also serve as a favorable comparison group to
reference one's level of self-worth and functioning (Corrigan & Watson, 2002).

Alternatively, similar to the way treatment improves symptoms and quality of life, yet
increases stigma and constricts normative networks, involvement in self-help may have
similar countervailing effects—improving social support and coping, while cultivating
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identity and internalized stigma (i.e., expectations of rejection) and limiting normative
networks (Estroff et al., 1997; Link et al., 1989, 1997; Rosenfeld, 1997). Identity theory
suggests that involvement in a given social position, relative to other positions occupied,
results in stronger identity centrality (Stryker & Serpe, 1994). Sharing stories of stigma
might also reinforce notions of “us vs. them,” highlighting stereotypes held by the public
(Pescosolido et al., 2010). Consequently, gains in self-esteem and quality of life may be
modest. A cross-sectional study of a mental health support group found that although
identification with the group was correlated with increased support and stigma resistance,
consistent with symbolic interactionist theory, group identification was associated with
lowered self-esteem (Crabtree, Haslam, & Postmes, 2010). However, it was not possible to
determine the direction of effect without longitudinal data and variability in participation.
Moreover, organizational goals of maintaining membership without clear-cut end-points
may discourage members from ‘graduating’ out of groups (Omark, 1979).

Social selection

The concept of ‘social selection’ traditionally referred to how persons with mental illnesses
are ‘selected’ (or drift downward) into lower socio-economic status (Miech et al., 1999). It
has also been applied to how symptoms reduce primary and secondary ties, including
involvement in voluntary organizations, as persons with greater symptoms likely face
difficulties in forming and maintaining these social ties (Johnson, 1999; Perry, 2014). Self-
help groups lie along the continuum between “formal’ and ‘informal’ associations, and
involve friendship ties (Davidson et al., 2006). Thus, it is possible that persons who are
worse off psychologically and socially (e.g., lower quality of life and higher symptoms) are
less able to become involved in self-help. Among those involved, persons worse off are less
likely to continue involvement, thus ‘self-selecting’ out of groups. Conversely, persons who
are better off join and continue participation, or ‘select into” groups providing interpersonal
resources, enhancing their ‘social capital’ (Folgheraiter & Pasini, 2009; Thoits & Hewitt,
2001).

Randomized studies permit estimation of the effects of involvement in self-help on
outcomes, eliminating selection effects. However, longitudinal survey studies allow for the
estimation of baseline levels of outcomes on participation while isolating possible effects
over time. Finding that initial levels of symptoms and quality of life are related to
participation provides evidence of selection effects and prevents over-estimation of the
effects of self-help.

Present study

Drawing from the above perspectives, we examine the effects of involvement in self-help
(meeting attendance and interaction with group members) on recovery-oriented outcomes.
Our model is presented in Figure 1. Following previous research, we focus on self-
evaluation, stigma, symptoms, and quality of life (Anthony, 1993; Markowitz, 2001, 2005;
Watson, 2012). The model proposes first, that initial levels of symptoms and quality of life
affect changes in involvement in self-help, controlling for prior levels of self-help
involvement. If symptoms are negatively associated with involvement, and quality of life is
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positively associated with involvement, this suggests selection effects are operating. Second,
from an empowerment approach, involvement is predicted to increase mental health
confidence, self-esteem, and reduce internalized stigma. Third, empowerment variables, in
turn, are predicted to reduce symptoms and improve quality of life, controlling for their prior
levels. Thus, the model indicates that part of the effect of self-help on outcomes is due to
empowerment. Alternatively, no effects of self-help indicates that stability or change in
outcomes due to underlying illness is what matters most in recovery, consistent with a more
medical-psychiatric approach.?

In addition to the main recovery model, in order to better understand trajectories of
participation, we examine reciprocal effects between participation and beliefs about the
effectiveness of self-help to test whether involvement influences, or is influenced by
perceived helpfulness (not shown in figure). Finally, we report responses to open-ended
questions indicating why respondents never attended a self-help group, why some continue
to attend, and why others stop attending.

Utilizing data from a longitudinal survey of persons with serious mental illness in (1)
consumer-run self-help groups and (2) outpatient service settings, we are able to capture
variation in self-help and recovery outcomes over time. The first wave of data was obtained
by asking leaders of mental-health self-help groups from several small and mid-size cities
throughout a large, Northeastern U.S. state where self-help groups were known to operate, if
they would distribute questionnaires, to be returned by postage paid mail. Ninety-five
percent agreed to do so. Concurrently, two outpatient clinics from one mid-size city in the
same state, associated with a multi-service community mental health center were asked to
distribute surveys over a one-week period. The combined response rate for the two samples
was 65% in the first wave (66% for the self-help sample and 57% for the outpatient sample),
comparable to response rates of mailed surveys of persons with other medical conditions
(Kelly, Fraze, & Hornik, 2010). In the second wave, the 84% of the initial respondents from
both samples who agreed to give their names and addresses were mailed a follow-up survey
18 months later. Overall, the wave 2 response rate was 61% (n = 553).3 Preliminary tests
indicated that, while those in the self-help sample were slightly older and more likely to be
married, the results of multiple-group analyses testing for equivalence of coefficients, there
were no differences between the two sample groups in the coefficients from the series of
models presented, therefore, findings from the combined sample are presented. The
characteristics of the combined sample are similar to those found among persons with

2\\e are not presently focused on the relationships between symptoms and quality of life examined in other studies (e.g., Markowitz,

2001).

To determine whether those retained in the second wave of the study differed from those who were not, the log odds of remaining in
the sample was regressed on outcome and control variables measured in the first wave (Menard, 2002). The only difference was that
respondents not retained were more likely to be residing in group-type settings with higher turnover (7% of the respondents were
unable to be contacted in the second wave due to the lack of forwarding address). There were no other differences in outcome
variables at wave 1 between those who remained in the study and those who were unable to be contacted in the second wave.
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mental illnesses in general epidemiological studies (Kessler et al., 2005), in terms of gender,
marital, and employment status.

Rather than treating involvement in self-help groups as a dichotomy or in number of
meetings attended (Yeaton 1994), we conceptualize involvement in two ways. Meeting
attendance was measured by the question, “In the last 12 months, how active are you in the
self-help group that is most helpful?” Responses were coded 0 = “not currently active” (or
“did not attend a self-help group™); 1 = “I go to less than 50% of the scheduled meetings;” 2
= “l go to about 50% of the scheduled meetings;” 3 = “l go to more than 50% of the
scheduled meetings;” 4 = “I go to all of the scheduled meetings.” Also, since persons in
groups often form relationships with members that extend beyond meetings (Davidson et al.,
2006), interaction with group members—{talking to/seeing members, was measured by
asking: “About how often do you talk to or see members from the self-help group you are
most active in?” (0 = “not at all/not currently active;” 1 = “one or two times a year;” 2 =
“three or four times a year;” 3 = “one or two times a month,” 4 = “once a week;” 5 = “more
than once a week.”).

Symptoms were measured using the Colorado Symptom Index (Coen, Shern, & Bartsch,
1989), a 14-item self-report scale, including depression, anxiety, and psychosis in the last
month. Each of the items were coded from 0 to 4 (“not at all;” to “at least every day”)
(Cronbach's alpha reliability = .80). Quality of life was measured by five items from the
scale developed by Lehmann (1988), asking: “Overall, how do you feel about: the amount of
time you spend with your family; the amount of time you spend with your friends; your job
status; the amount of money you have to live on each month; and where you live?”
Responses were coded on a scale of 1 to 5 (“unhappy” to “pleased”) (alpha = .75). Sel/f-
esteem is measured by the 10-item Rosenberg Self-Esteem Scale (1965). Each of the items
was coded from 1 to 4 (“strongly agree” to “strongly disagree™) so that higher scores
indicate higher self-esteem (alpha = .90). Mental health self-confidence was measured by the
16-item Mental Health Confidence Scale, designed to measure how confident respondents
are in their ability to deal with circumstances related to mental illness (e.g., setting goals,
getting support, dealing with symptoms, self-advocacy) (Carpinello et al., 2000). Items were
coded from 1 to 6 (“very unconfident” to “very confident”) (alpha = .94). Each set of multi-
item scales were summed and divided by the respective number of items.

In the first wave, the measure of stigmawas a dichotomous response question asking
respondents, “In the past 6 months, have you felt stigmatized or discriminated against
because of your mental illness diagnosis?” In the second wave, internalized stigma was
measured using the average score on a set of items from Link's (1987) devaluation-
discrimination beliefs scale that measures internalized stigma. Responses are coded from 1
to 4, where greater scores indicate greater internalized expectations of devaluation and
discrimination (alpha = .78).

Belief about self-help effectiveness was measured by the question, “Overall, how helpful has
talking to or seeing other self-help group members been for you?” Responses were coded on
a scale from 1 (“made my problems worse”) to 5 (“made my problems much better™).
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Analysis Plan

Results

We estimate a series of OLS regression equations corresponding to the model. First, we
examine the effects of initial symptoms and quality of life on involvement in self-help at
time 2, controlling for time 1 involvement. To the extent that initial level of symptoms has a
negative effect on involvement, and quality of life has a positive effect, this provides
evidence of selection processes. Next, we estimate equations for the effects of involvement
in self-help on empowerment (mental health confidence, self-esteem, and stigma), and then
for the effects of involvement in self-help and empowerment on symptoms and quality of
life, including the lagged dependent variables. This allows us to control for the effects of
unmeasured variables and isolate the causal effects on the changes in outcomes (Finkel,
2002). To the extent that involvement in self-help is associated with increased self-esteem
and mental health self-efficacy, and lower stigma over time, this provides evidence of
empowerment processes. Since the model indicates that the effects of participation in self-
help on symptoms and quality of life are mediated by empowerment variables, we first
estimate the equations for the effects of self-help involvement on symptoms and quality of
life without self-esteem, efficacy, and stigma, and then add them to the equations. We then
examine how beliefs and behavior regarding self-help effectiveness influence each other.
Lastly, we present the results of open-ended questions regarding reasons for involvement and
non-involvement in self-help groups, coding responses that cluster into emergent and
distinctive themes (Fowler, 2014).

Descriptive statistics for the main study variables are presented in Table 1. The sample is
40% male, 88% white, the mean age is 44.6 years, has, on average, a high school level of
education, is mostly unmarried (76%), and unemployed (67%). In terms of disorders
represented, 26% report having been diagnosed with schizophrenia, 54% depression or
bipolar disorder, 37% anxiety disorder, and 31% substance disorder, although these are not
mutually exclusive due to comorbidity (Kessler et al., 2005).

Repeated-measures t-tests indicate a slight decline in symptoms over time (o < .05), but the
outcome variables remain, on average, the same. In the first wave, 87% of respondents report
involvement in self-help at some point, and 64% attended a meeting within the last year
(including general recovery-oriented or disorder specific groups). On average, respondents
were members of self-help groups for 1 to 2 years. There was a statistically significant
decline in attendance between the two waves—from going to slightly over 50% of scheduled
meetings to less than 50% of meetings (p < .05). Also, the frequency of seeing or talking to
group members declined, from 1 or 2 times per month to just over 1 or 2 times per year (0
<.05).

Self-Help and Recovery Model

In Table 2, equations 1 and 2, two dimensions of involvement in self-help at time 2 (meeting
attendance and interaction with other members) were regressed on initial levels of symptoms
and quality of life, controlling for time 1 levels of involvement. 4 The stability in self-help

involvement is modest across the 18-month interval (r = .35 for meeting attendance and r = .
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34 for seeing group members), indicating quite a bit of change in involvement over time. In
equation 1, symptoms are associated with a slight reduction in frequency of attendance
(standardized beta = -.060, p < .05) and, in equation 2, a reduction in seeing/talking to
members (standardized beta = —.072, p< .05). Initial levels of subjective quality of life are
associated with small, but statistically significant increases in attendance in equation 1
(standardized beta = .084, p < .05), and seeing/talking to members in equation 2
(standardized beta = .054, p < .05).

In Table 3, empowerment variables (mental health confidence, self-esteem, and stigma) were
regressed on involvement in self-help, controlling for prior levels of confidence, esteem, and
stigma. There is a small, but statistically significant effect of attendance on self-esteem in
equation 2 (standardized beta = .053, p < .05). There is, however, strong stability in
confidence and self-esteem (bivariate correlations over .70), thus leaving a modest amount
of change in each variable to be explained. In equation 3, controlling for prior discriminatory
experiences, meeting attendance is associated with increased devaluation-discrimination
beliefs (standardized beta = .26, p< .01).

Next (Table 4), symptoms and subjective quality of life were regressed on involvement,
without and with the empowerment variables to examine their mediating effects. In equation
1, we find no effect of involvement on symptoms, but, in equation 2, we find effects of
mental health confidence and self-esteem on symptom reduction (betas = —.13 and -.24,
respectively, p<.05. In equation 3, only the effect of meeting attendance is significant
(standardized beta = .06, p < .05). In equation 4, when the empowerment variables are
added, they all have statistically significant effects on the change in quality of life—
confidence and self-esteem increase subjective quality of life (standardized beta = .13 and .
12, p< .05, respectively), while internalized stigma expectations reduce it (standardized beta
=-.08, p<.05). The effect of meeting attendance on quality of life is slightly reduced and
no longer statistically significant. When considered with the results in Table 3, this suggests
that self-help may affect quality of life directly and indirectly through self-esteem.®

Relationship between effectiveness beliefs and participation

Given that self-help involvement shows only modest effects on the outcomes considered, and
that some choose to remain involved, while others drop out for various reasons (see below),
we examined the cross-lagged reciprocal relationship between involvement in self-help and
beliefs about its effectiveness among those who were still involved.® Results indicated that,
on average, persons involved in self-help consider it quite helpful (mean = 4.22, s.d. = .77).
Further, the more persons believe self-help is beneficial, the more frequently they participate
—their time 1 attitudes predict their time 2 behavior (standardized beta = .13, p< .01) and
there is the comparable effect of time 1 involvement on time 2 effectiveness beliefs

4with the exception of married persons being slightly more active in groups (p < .05), and that married and employed persons report
slightly higher quality of life (o < .05), we find no significant effects of background variables (age, sex, race, education, and diagnosis)
on the outcomes. Including these variables did not substantively change the main coefficients. For the sake of parsimony, we present
the results of the models with just the main variables.

Sobel tests for the significance of indirect effects were performed to confirm the interpretation of mediating effects.

Here, we treat the involvement variable as a weighted factor score derived from principal components analysis of the frequency of
attendance and ‘seeing/talking to other members.’
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(standardized beta = .14, p<.01). Thus, among persons involved in self-help, there is mutual
influence between their attitudes and behavior.

Open-ended questions about involvement

To provide insight as to why some people do not participate in self-help groups, in the
second wave of the study, those who never went to groups (from the service provider
sample) were asked to “Describe why you never went to a self-help group.” Among the most
frequent responses were that respondents (30%) were not aware of such groups (e.g., “No
one suggested it”), 22% were not interested (e.g., “I didn't feel the need to0), 11% preferred
other services, 8% felt more comfortable alone (e.g., “I'm not comfortable around others”),
4% felt it wouldn't help, and 19% mentioned other, miscellaneous reasons (e.g., lack of
transportation, time conflicts).

To better understand the fair degree of inconsistency in the extent to which persons remain
involved in self-help across the 18-month period, those who no longer attended were asked
to “describe why they stopped going.” Responses included the roughly equal proportion of
respondents feeling better (12%) or feeling that it was not helping (12%). Other reasons
included that the group was no longer meeting (13%), negativity (14%) (e.g., “members
were self-absorbed,” “depressing,” “too much complaining,” “people seemed worse than my
problems”) or they didn't like the way the group was run (4%), preferring to be alone (3%),
time conflicts (10%), and transportation problems (5%). Consistent with the negative effect
of symptoms on participation reported above, others mentioned becoming too ill, or being
hospitalized (25%).

LT3

Those who were still going to group meetings were asked to “describe why you continue
going.” In line with qualitative research (e.g., Corrigan et al., 2005; Finn et al., 2009), the
most frequent responses centered on benefitting from coping and support (39%). Others
(21%) mentioned the need to affiliate with others (e.g., “meet others,” “not alone”), that it
helps improve or maintain their mental health (17%), that it provides hope (12%), or that
they can help others (5%).

Discussion

We examined whether involvement in mental health self-help groups affected recovery
outcomes within an integrated, sociologically-informed framework. Like many of the
randomized studies, we find that self-help does not dramatically affect outcomes as
advocates suggest. There were, however, several effects consistent with the model. First,
supporting a selection perspective, we found initial symptoms and quality of life predicted
group involvement. Those who are better off socially and symptomatically may be more able
and motivated to join groups and maintain involvement, while those worse off may be less
likely to access these sources of support. This is perhaps one of the many ways in which the
socially-isolating symptoms of mental illness result in further disadvantage.

At the same time, involvement in self-help had some positive effects on self-esteem and
quality of life, supporting the notion that self-help facilitates recovery. Involvement, when
perceived as meaningful activity may be self-enhancing, in the manner suggested by Kaplan
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and Liu (2000). While symptoms and quality of life were found to have fairly strong
stability over the 18-month interval, mental health self-confidence and self-esteem were
related to improvements in these outcomes. Therefore, involvement in self-help may have
some direct and indirect benefits on quality of life and symptom reduction, through its effect
on self-concept. Attending self-help groups may also be somewhat effective in enhancing
social networks that provide social support (Rosenfield & Wenzel, 1997). However, we did
not have more explicit measures of different types of social networks accessed (e.g.,
‘normative vs. peers’).

While advocates of self-help promote the idea that it combats stigma, we find that,
controlling for prior discriminatory experiences, greater involvement is associated with an
increase in beliefs that persons with mental illness will be devaluated and discriminated
against. By hearing about (and sharing) difficulties’ faced because of a mental illness
diagnosis, those involved in self-help groups may become more aware of stigma perpetuated
by the general public and others in the lives of persons with mental illness (Pescosolido et
al., 2010). However, since we did not have more systematic measures of the types and
sources of stigmatization and possible coping strategies (e.g., educating others, selective
disclosure), we are unable to precisely determine the ways in which involvement might
better enable persons to manage, or resist internalizing stigma (Link et al., 1991; Ritsher,
Otlingam, & Grajales 2003; Thoits, 2011). Some may internalize stigma inhibiting their
recovery, while others reject certain stereotypes and deflect stigmatizing experiences and are
not necessarily harmed by them—the so-called “paradox of self-stigma” (Corrigan &
Watson, 2002). The effects of involvement in self-help groups may also depend on the
relative influence of stigmatized and non-stigmatized others as sources of social support,
comparisons, or ‘reflected appraisals’ (Markowitz, Angell, & Greenberg, 2011; Rosenfield
& Wenzel, 1997). Many of these processes, as they apply to persons in self-help groups
remain to be examined.

Our results also indicated that persons who perceive greater benefit from the group are more
likely to continue participation, while at the same time, those who continue to be involved
are more likely to believe that they are benefitting. This is in line with findings that
participation in Recovery, Inc. (one of the largest self-help groups for mental health
problems, focusing on cognitive coping skills) appeared more likely to improve symptoms
of depression and anxiety when members felt attached and committed to the group
(Galanter, 1988). It is also consistent with evidence that, among family support group
members, longer-term participants were more likely to perceive benefits (Citron, Solomon,
& Draine, 1999).

Our data indicate a lack of consistency in participation in self-help across an 18-month
period. Analysis of open-ended questions finds that, in addition to illness severity, not
wanting to be around others with a mental illness, the negativity of group members, and
perception that involvement was not helping, are among the reasons for non-participation.
For some, being around others and hearing their problems provides comfort. For others, it is
a turn-off to participation. This suggests the need to more systematically examine the
experiences persons have in self-help (e.g., positive vs. negative experiences, social support),
as well as measures of changes in stigmatized identity and mental illness centrality, to
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provide detailed analyses of what participants are getting out of self-help groups and how it
affects specific outcomes. Research examining participation experience in detail is limited to
cross-sectional study of current members (Brown et al. 2008).

In terms of outcomes, while we utilized measures of self-reported symptoms and subjective
quality of life, we did not have objective measures of well-being (e.g., Global Assessment of
Functioning scale), as some persons with low symptoms or inflated perceived quality of life
may still have considerable difficulty in normative social functioning. However, higher
symptoms are likely associated with greater social impairment (Fulforda et al., 2013). On
average, clients in the study are somewhat older, compared to those earlier in their treatment
history, and the sample contains a substantial portion of persons with schizophrenia. Older
persons’ quality of life, especially those with schizophrenia, may be more ‘established,’
compared to younger persons, subject to greater variability in quality of life. Moreover, since
the sample is not perfectly representative of persons with serious mental illness, it may be,
for example, that while those who go untreated are somewhat worse off, the covariation
found among key recovery variables is similar.

In sum, despite limitations, we have theoretically specified and estimated a sociologically-
informed model of the pathways through which involvement in self-help groups for persons
with a serious mental illness might be affected by and affect well-being. Capturing ongoing
processes, although within a limited timeframe, compliments qualitative and experimental
approaches, and overcomes some limitations of previous research. While perhaps not as
dramatic as advocates suggest, self-help may have modest beneficial effects on recovery-
oriented outcomes, the experience of which may be somewhat idiosyncratic, and engaged by
those who are doing comparatively better to begin with. These processes certainly warrant
further analysis.
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Outcomes (t1) » Outcomes (t2)
-symptoms -symptoms
-quality of life -quality of life
Self-Help » Empowerment /
-activity -mental health confidence
-interaction with members -self-esteem

-stigma reduction

Note: Lagged levels of self-help and empowerment variables not shown for the sake of clarity.

Figure 1.
Self-Help and Recovery Model
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Table 1
Descriptive Statistics (n=553)

Timel Time2

Self-Help Involvement
Meeting attendance (0-4) 2.16 (1.55) 1.67 (1.63)
Talking to/seeing members (0-5) 3.00 (1.95) 2.32(2.13)

Empowerment
Mental health confidence (1-6) 4.20 (.94) 4.11 (1.07)
Self-esteem (1-4) 2.75 (.64) 2.79 (.64)
Stigma 24.(.43) 2.70 (.55)
Recovery outcomes
Symptoms (0-4) 1.29(.87) 1.18 (.86)
Quality of life (1-5) 3.36(.84)  3.40(.78)
Background Variables
Male 40 (.49) -
White .88(.33) -
Age 44,59 (12.93) -
Education (1-7) 3.02(1.47) -
Married .24 (.43) -
Employed .33 (.47) -
Schizophrenia .26 (.44) -
Depression/bipolar .54 (.50) -
Anxiety .37 (.48) -
Substance .31 (.46) -

Note: Means are shown with standard deviations in parentheses
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Table 2

Effects of Symptoms and Oualitv of Life on Self-Help Participation

Meeting attendance (t2)  Talking to/seeing members (t2)

(1) )
Meeting attendance (t1) 206" (029) -
Talking to/seeing members (t1) - 210 ***(_030)
Symptoms (t1) ~098 ™ (.057) -077" (036)
Quality of life (t1) 116 (059) 1307 (.069)
R2 052 100

Note: Unstandardized regression coefficients shown with standard errors in parentheses

Aok

p<.001

*
p<.05
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Table 3

Effects of Participation in Self-Help and Empowerment Variables

Mental health confidence (t2)  Self-esteem (t2) Stigma (t2)

(€ @) (©)
Meeting Attendance (t1) .002 (.027) 023 *(011) .067** (.028)
Talking to/seeing members (t1) .002 (.021) .010 (.012) .023 (.018)
Mental health Confidence (t1) 752 folalal (.037) - -
Self-esteem (t1) - 702 HAE (031) -
Stigma (t1) - - 255" (.056)
R2 437 487 .030

Note: Unstandardized regression coefficients shown with standard errors in parentheses.

HokAh

p<.001

*
p<.05
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Table 4

Effects of Participation in Self-Help and Empowerment on Symptoms and Quality of Life

Symptoms (t2) Quality of Life(t2)

() @ (©)] ©)
Symptoms (t1) 766 (027) 568 (.030) - -
Quality of life (t1) - - 5607 (032) 466 (.030)
Meeting Attendance (t1) .007 (.018) .014 (.017) 026 *('012) .019 (.012)
Talking to/seeing Members (t1) .014 (.014) .020 (.013) .005 (.016) .017 (.016)
Mental health confidence (t2) - —104 ***(_010) - 099 **(_034)
Self-esteem (t2) - —322 AAA (048) - 143 el (037)
Stigma (t2) - .011 (.040) - 112" (049)
R2 .594 .679 .359 412

Note: Unstandardized regression coefficients shown with standard errors in parentheses
*
p<.05
Ak
p<.01

HokA

p<.001
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