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Th is book is dedicated to the memory  of the 32 men 
and women who lost their lives in the April 16, 2007 

shootings at Virgina Tech and to their families and 
friends. It is further dedicated to the survivors of that 

attack and to the spirit of the Virginia Tech community, 
refl ected in its motto: Ut Prosim – Th at I may serve.
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Preface

Empirically supported interventions were the hallmark of psychology in 
the late 1960s as the new science of behavior therapy began to take hold. 
Th is was an era characterized by a concern for the betterment of society, 
and behavior therapy optimistically off ered a means of improving the psy-
chological circumstances of the masses (Evans, 1997). Bolstered by the 
demonstrated success of these latest therapeutic techniques, George Miller, 
in his 1969 presidential address, encouraged members of the American 
Psychological Association to “give psychology away” (Rosen, Glasgow, & 
Moore, 2003). In the nearly 40 years since he issued this charge, psycholo-
gists have done just that. Self-help—in the form of books, audio- and vid-
eotapes, and most recently computer technologies—has grown beyond the 
cottage industry it once was into a mammoth force in the marketplace. 
America’s populace has welcomed this gift  of self-help with open arms—
and open wallets, judging by the near $2.5 billion the business draws per 
year (Rosen et al., 2003). Unfortunately, all gift s are not of comparable 
quality. In addition, gift s may fail to come with adequate instructions, may 
be ill suited to their recipients, and may not even work at all—or worse yet, 
result in harm to the recipient. Sadly, the motives of the gift -givers may 
also come into doubt. While Miller’s message was an altruistic one, Evans 
(1997, p. 488) poses the question, “But did we really have ideals of helping 
people, or did we simply want to have a better product for sale?”

Th e impetus for the Handbook of Self-Help Th erapies was to shed light 
on these and other concerns surrounding this genre. As Floyd, McKen-
dree-Smith, and Scogin (2004) note, self-help programs far outstrip the 
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research base supporting their effi  cacy. We are in concert with the idea 
that our task as psychologists is to help people learn to help themselves. 
However, we fi rmly believe that the fi eld of self-help needs to incorporate 
the empiricism that led Miller to make his recommendation in the fi rst 
place. Rosen et al. (2003, p. 410) concede that “psychologists have contrib-
uted to the glut of untested programs more than they have advanced the 
empirical foundation of self help.” We, the editors, scientist-practitioners 
ourselves—along with the authors who have contributed to this volume—
hope to counter this trend by presenting an accumulation of empirical evi-
dence supporting, and sometimes refuting, the eff ectiveness of self-help 
interventions across problem areas in psychology, psychiatry, and behav-
ioral medicine.

Whatever one believes about the merits of self-help interventions, Sco-
gin (2003) states, they are unlikely to disappear from the national (and 
international) landscape in any near future. “Book prescriptions are on the 
increase and general opinion appears to be in favour of this change” accord-
ing to Lehane (2005, p. 24), a community psychiatric nurse in Cardiff . Fur-
thermore, as Halliday (1991) documented, many clients access self-help 
materials on their own. Ballou (1995) underscores the importance of ther-
apists having a thorough grounding in the contents and eff ectiveness of 
self-help materials. Th erefore, it serves us—whether we are psychologists, 
counselors, social workers, nurses, nurse practitioners, physicians, physi-
cian assistants, and even dentists and dental hygienists, who are on the 
front lines of detecting and intervening with eating disorders and tobacco 
use—to understand which self-help materials are empirically valid.

In Th e Practitioner, Williams (2004) advocates the use of self-help, espe-
cially in settings where access to traditional modes of therapy is limited. 
However, Adams and Pitre (2000) point to a lack of systematic research 
attesting to their usefulness as one reason that the practitioners who they 
surveyed may hesitate to adopt self-help interventions. Holdsworth, Pax-
ton, Seidel, Th omson, and Shrubb (1996) contend that more primary care 
practitioners would utilize self-help materials with the myriad of patients 
who present with mental health problems if only they were aware of eff ec-
tive self-directed interventions. Johnson and Johnson (1998) surveyed 
master’s- and doctoral-level counselors, and those who failed to incorpo-
rate self-help books in their practice also cited a lack of awareness regard-
ing which books were appropriate to use. Again, this is a problem that our 
text attempts to overcome.

Another diffi  culty highlighted by Johnson and Johnson is the apparent 
disregard for empirical validation in selecting self-help programs among 
therapists who do rely on these in their practice. Th ese investigators were 
struck by the fact that only 30% of the practitioners surveyed actually 
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considered research support to be an important criterion in deciding which 
self-help materials to prescribe. Consistent with these fi ndings, Adams 
and Pitre (2000) found that many of the books employed by practitioners 
in their sample actually advocated treatment techniques with no empiri-
cal basis. Of the books that were based on validated intervention meth-
ods, only one had been validated when these methods were translated into 
self-help form. Johnson and Johnson also describe some practitioners dis-
missing the use of self-help books because they seem trite and superfi cial. 
Wilson (2003) addresses this issue, voicing her concerns that the advice 
industry, fraught with unvalidated products, may degrade or displace the 
validated interventions that do exist. She states that ignoring this advice 
industry is like “ignoring a sizeable and growing tumor” (p. 425). Taking 
this analogy further, she warns that “Not only has the advice industry used 
the mental health profession as a host, but it has metastasized in ways that 
threaten to displace the profession itself” (p. 425).

Two decades ago, Starker (1989) noted that the scientifi c community 
seemed to ignore self-help books, perhaps because they were considered 
undeserving of serious attention. Simonds (1992) observed a similar trend, 
suggesting that this genre—which largely targets women—has been viewed 
dismissively, as are many facets of “women’s culture.” Whatever the barri-
ers may have been, we must now move beyond them and turn our scientifi c 
attention to this phenomenon of self-help. As Starker (1989) forewarned, 
“it does not seem wise to ignore an agency” that “addresses a mass audi-
ence, off ers exact directions for solving problems, claims competence in 
virtually all aspects of human concern, and is relatively free of external 
evaluation and regulation” (p. 5).

Th e Handbook of Self-Help Th erapies represents a tangible eff ort to 
shine an empirical light on this industry. Indeed, Marrs (1995) remarks 
that practitioners have put greater stock in subjective opinions about 
which self-help program to use than in the empirical evidence that speaks 
to these interventions. Likewise, Rosen et al. (2003) assert that it is time to 
move beyond 1- to 5-star rating systems in judging the worth of self-help 
materials and, instead, rely on existing and future scientifi c fi ndings to 
make these decisions. Pantalon (1998) suggests that if empirically validated 
self-help books can attain a higher profi le (like many that have not under-
gone such scientifi c scrutiny), then practitioners who cite lack of awareness 
as a barrier to usage may gain incentive to adopt them. Additionally, he 
suggests that clients themselves may be more willing to seek and procure 
these materials on their own.

Our motivation for assembling this text was to feature self-help pro-
grams that have the backing of a body of research attesting to their eff ec-
tiveness, as well as their potential limitations. In doing so, we hope to 
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achieve praxis, providing a resource that is both helpful to practitioners 
working directly with clients and inspiring to researchers seeking to extend 
the data base in this area. Adams and Pitre (2000) surveyed practitioners 
across disciplines (psychiatry, psychology, counseling, nursing) and levels 
of training (bachelor’s, master’s, and doctoral level), fi nding that nearly 
70% recommended self-help books to their clients. While there were no 
signifi cant diff erences across discipline or training level, these research-
ers found that practitioners with 10 or more years of experience were sig-
nifi cantly more likely to prescribe self-help books. Adams and Pitre off er 
that because bibliotherapy is typically not a part of practitioners’ training, 
they are left  to discover and experiment with its utility on their own. We 
encourage practitioners to continue such experimentation and, further, to 
document and communicate their fi ndings through case study and single 
case design articles. In addition, we advance the idea that practitioner and 
researcher education in the helping professions begin to include training 
specifi c to the use of self-help therapies. Such education could complement 
current training in traditional group and individual therapeutic modali-
ties, and the Handbook of Self-Help Th erapies might serve as a resource in 
these endeavors.
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CHAPTER 1
Self-Help Therapies

Past and Present

PATTI LOU WATKINS

What Is Self-Help?
Defi nitions of self-help seem as varied as the myriad of programs that use 
this label to describe their contents. First, it may be useful to distinguish 
between self-help groups and media-based self-help approaches (Gould 
& Clum, 1993). According to Den Boer, Wiersma, and Van Den Bosch 
(2004), each of these has a distinct “history of development, methodology, 
research strategy, and relationship with professionals” (p. 960). In self-help 
groups, individuals with a shared problem lend support and assist each 
other in coping with and/or overcoming the problem in question. Den 
Boer et al. stress that such groups should not be confused with profession-
ally led support groups, remarking that lay networks represent the old-
est system of care for various maladies. Alcoholics Anonymous and its 
derivatives epitomize contemporary self-help groups. A number of texts 
(e.g., Kurtz, 1997; Powell, 1994; Riessman & Carroll, 1995) already exist 
that attempt to summarize the body of knowledge surrounding self-help 
groups. Th us, the focus of the current text is on media-based self-help, a 
relatively new means for individuals to manage both medical and psycho-
logical problems.

In their meta-analytic review, Gould and Clum (1993) defi ned media-
based self-help as including books, manuals, audiotapes,  videotapes, or 
some combination of these formats. Over the ensuing decade, computer-based 
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self-help programs have proliferated and now must be considered part of 
the mix of media-based self-help interventions. For instance, Tate and 
Zabinski (2004) describe the use of Web-based self-help programs as well 
as the use of handheld computers to deliver treatment strategies that would 
otherwise have been implemented by a therapist. Some researchers have 
used the term bibliotherapy as synonymous with media-based self-help. 
In his meta-analytic review, Marrs (1995) defi nes bibliotherapy as “the use 
of written materials or computer programs, or listening/viewing of audio/
videotapes for the purpose of gaining understanding or solving problems 
relevant to a person’s developmental or therapeutic needs” (p. 846). Because 
the modality by which an intervention is delivered (e.g., book vs. Internet) 
may produce disparate results—or may produce similar results albeit via 
diff erent mechanisms—we prefer to reserve the term bibliotherapy for 
interventions that are actually delivered in written form. In essence, bib-
liotherapy is a subset of the broader term, “media-based self-help,” which 
refers to interventions delivered across the aforementioned modalities. 
Nevertheless, bibliotherapy—at least for the time being—remains the largest 
category of media-based self-help. Th us, an examination of the variations 
within this category seems warranted.

Bibliotherapy
Anderson et al. (2005) assert that, “Self-help is diffi  cult to defi ne but there 
is consensus that self-help books should aim to guide and encourage the 
patient to make changes, resulting in improved self-management, rather 
than just provide information” (p. 387). With similar conviction, Lich-
terman (1992) defi nes self-help books as “an enduring, highly popular 
non-fi ction genre” (p. 421). Unfortunately, such consensus is not so easy 
to come by. A number of scholars would dispute these descriptions, off er-
ing a broader defi nition of self-help books, or bibliotherapy. Campbell and 
Smith (2003) include both nonfi ction and fi ction works among self-help 
books for psychological distress. Th e former, which correspond to those 
that Anderson et al. had in mind, typically include specifi c treatment 
techniques, oft en cognitive–behavioral in nature, intended to accomplish 
certain treatment outcomes. Although the subject of far less research, the 
latter merits mention in the delineation of bibliotherapy.

Starker (1989) describes a continuum between informational and anec-
dotal forms of bibliotherapy. At one end of this continuum lie informational 
sources that are comprised of empirically based directives for behavior. 
At the other end of the continuum reside anecdotal sources that, instead, 
rely upon “interesting, amusing, or biographical incidents” (p. 9). Simi-
larly, Riordan, Mullis, and Nuchow (1996) distinguish between  didactic 
and imaginative materials. Didactic bibliotherapy provides  suggestions for 
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new behaviors, presumably through specifi c therapeutic techniques. 
 Imaginative bibliotherapy, on the other hand, incorporates the works of 
fi ction to which Campbell and Smith allude. However, it may also include 
poetic and other inspirational forms of literature, fi ction and nonfi ction, 
that provide insight and understanding to readers. Johnson, Johnson, and 
Hillman (1997) also describe self-help books as ranging from specifi c thera-
peutic procedures to inspirational prose, citing the Bible as perhaps the most 
long-lived form of motivational bibliotherapy. Sommer (2003) describes the 
use of autobiographies in overcoming psychological distress. He explains 
that clients’ identifi cation with someone who has suff ered the same  problem 
may prove therapeutically benefi cial. Pantalon (1998)  concurs, stating that 
biographies and novels may not have been intended as self-help but that 
some individuals may fi nd characters’ attempts to cope with similar prob-
lems therapeutic in some fashion. As articulated by  Riordan et al. (1996), 
readers of imaginative bibliotherapy “moved from identifi cation with char-
acters and situations through catharsis to the  development of insight which 
applied to their own condition or issues” (p. 170).

While virtually any written material may be construed as  bibliotherapy, 
nonfi ction books, manuals, or pamphlets that provide information while 
prompting decision-making and problem-solving more aptly typify 
self-help reading (Campbell & Smith, 2003). Pantalon (1998) off ers a 
 useful classifi cation of such materials, which includes; (a) general self-help 
books, (b) problem-focused self-help books, and (c) technique-focused 
self-help books. In this scheme, general self-help books are those that 
address broad-spectrum emotional health and relationship issues rather 
than  specifi c disorders. Such books may provide general guidelines for 
well-being, but they do not include assessment or treatment exercises in a 
systematic approach. Women Who Love Too Much (Norwood, 1985) and 
Awakening At Midlife: A Guide to Reviving Your Spirit, Recreating Your Life, 
and Returning to Your Truest Self (Brehony, 1996) exemplify this  category 
of books. Starker (1989) might call such off erings descriptive  bibliotherapy, 
in which authors present a number of wide-ranging  suggestions that 
 readers may or may not choose to follow.

In contrast, problem-focused self-help books target a particular dis-
order (e.g., panic attacks, depression, insomnia, etc.), providing “specifi c 
techniques and homework exercises within a structured protocol” (Pan-
talon, 1998, p. 267). According to Anderson et al. (2005), this form of 
self-help “fi ts well with cognitive behavioural therapy, in which patients 
are encouraged to carry out work in between sessions in order to challenge 
 unhelpful thoughts and behaviours” (p. 388). Pantalon concedes that 
most books of this ilk derive from a cognitive–behavioral perspective, 
although he states that problem-focused self-help books may also draw 
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from other  psychological orientations. In 1978, Glasgow and Rosen noted 
that self-help books have been based on Gestalt, rational–emotive, trans-
actional analysis, and hypnotic methods of intervention. In the succeed-
ing decades, however, cognitive–behavioral therapies appear to be the 
predominant means of intervention (Garvin, Striegel-Moore, Kaplan, & 
Wonderlich, 2001). Examples of problem-focused bibliotherapy abound 
throughout this text, as this brand of self-help has been the subject of most 
empirical research in this area. Finally, Pantalon describes technique-
focused self-help books as akin to problem-focused manuals. Both include 
specifi c therapeutic techniques; however, in the latter case, these interven-
tion strategies could be applied across problem areas. Pantalon cites Th e 
Relaxation Response (Benson, 1975), which perhaps best characterizes this 
form of bibliotherapy. Starker (1989) might describe both problem- and 
technique-focused manuals as prescriptive bibliotherapy, in which authors 
mandate readers to follow authoritative rules and directives.

Levels of Contact
In attempting to defi ne self-help, a larger issue looms than determining 
the modality (i.e., book, audiotape, videotape, computer), the content (e.g., 
type of technique), or the purpose (e.g., providing inspiration vs. elimi-
nating a target behavior) of the work. Th is issue involves the amount of 
contact, if any, an individual should have with others for an intervention to 
truly be considered “self”-help. Th e others to be considered in this debate 
include health care practitioners, signifi cant others, and the community of 
consumers themselves. Th e role of health care practitioners in the admin-
istration and resultant eff ectiveness of self-help interventions has received 
the most attention in the literature to date as illustrated by a recent article 
entitled “Self-Help and Minimal Contact Th erapies for Anxiety Disor-
ders: Is Human Contact Necessary for Th erapeutic Effi  cacy?” (Newman, 
 Ericckson, Przeworski, & Dzus, 2003). Th us, contact with practitioners 
will serve as a starting point for our discussion.

In reality (i.e., outside the confi nes of research settings), most self-help 
materials are purchased and used by individuals independent of contact 
with a practitioner (Johnson et al., 1997). Pantalon (1998) suggests that 
this is more likely the case with general self-help books, but that  problem-
focused self-help books are also oft  used by individuals apart from any 
professional contact. Some authors in the self-help arena voice strong opin-
ions as to the appropriateness of independent self-help usage. For instance, 
Adams and Pitre (2000) state that bibliotherapy “should never entirely 
replace the therapist” (p. 645), who is viewed as necessary for a variety 
of functions, including selection of the material itself, interpretation, and 
subsequent processing. Lehane (2005) advises that self-help books should 
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be seen as only part of a solution, rather than the entire solution to the 
whole array of clients’ problems. Riordan et al. (1996) state similar con-
cerns, prompting readers to consider bibliotherapy as a single tool to be 
used within a broader therapeutic context. Th ey assert that “To conceive 
of bibliotherapy as using a book to solve problems is deferring to an ‘all or 
none’ thinking pattern” (p. 178). As such, these authors question whether 
self-help materials should even be examined in isolation (i.e., apart from 
therapist contact) in research studies.

Perhaps Riordan et al. need not worry, because when self-help pro-
grams have been empirically investigated, some level of practitioner con-
tact  inevitably takes place, even though said contact is not intended to 
be  therapeutic (e.g., Watkins, 1999). For purposes of their meta-analytic 
review, Gould and Clum (1993) defi ned self-help as media-based materials 
that “are used largely by an individual independent of a helping profes-
sional” (p. 170). Even in their “pure” or “unadulterated” classifi cation of 
studies, Gould and Clum noted that therapist contact occurred, although 
for assessment purposes only. Interestingly, these researchers found no 
diff erence in eff ectiveness between this condition and a minimal contact 
condition in which practitioners interacted briefl y to monitor progress, 
clarify procedures, answer questions, and provide general encouragement. 
Furthermore, these self-help conditions appeared to be as eff ective as 
therapist-assisted interventions in this meta-analysis.

Th e extent to which therapist contact aff ects treatment outcome in 
studies of self-help programs is a question of ongoing empirical research—
and one that many of the chapters in this text attempt to answer. One 
might revisit Glasgow and Rosen’s (1978) seminal writing on self-help 
interventions to conceptualize this question. In this article, the authors 
describe four levels of therapist–patient contact. Th e fi rst level, dubbed self-
administered therapy, involves contact solely for assessment purposes. Th is 
is synonymous with the condition labeled pure or unadulterated self-help 
by Gould and Clum (1993). Glasgow and Rosen referred to the second level 
as minimal contact therapy. Th is might involve some therapist interac-
tion at the outset to introduce the intervention materials. It may also entail 
subsequent check-ins, perhaps via telephone, to determine whether cli-
ents are enacting the intervention as planned. Th e third level is known as 
therapist-administered intervention. Here, the therapist plays some active 
role such as clarifying or elaborating upon the material contained within 
the self-help program. However, the onus is still on the client to imple-
ment treatment strategies. Facilitated self-help is a term used by Rogers, 
Oliver, Bower, Lovell, and Richards (2004) to describe this circumstance 
in which “the patient receives brief assistance from a therapist to help in 
implementing programmes and activities in the manuals” (p. 41). Glasgow 
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and Rosen’s fourth level of contact is known as therapist-directed inter-
vention. Th is refers to traditional psychotherapy in which the therapist 
conducts treatment that does not include use of a self-help program. Con-
ceivably, the fi rst three levels in this model might be construed as self-help, 
not because the individual acts in isolation but because she/he is primarily 
responsible for implementing the treatment techniques.

Contact with a practitioner may not be the only manner in which con-
sumers of self-help programs potentially derive therapeutic benefi t from 
the presence of others. Lehane (2005) reports that clients have shared 
their self-help reading with family members and that such interactions are 
valuable. Simonds (1992) describes the case of a woman who discussed 
her self-help reading on relationships with her husband. Th is discussion 
subsequently led to a processing of feelings and mutual problem-solving 
behavior. Watkins (1999) presents a case study in which a woman using a 
self-help manual for panic disorder also interacted with signifi cant others 
over the material contained therein. Watkins explains that this manual, 
Coping with Panic (Clum, 1990), actually includes explicit instruction for 
readers to adaptively engage with signifi cant others about their symp-
toms and the treatment strategies that the manual prescribes. In fact, the 
manual advises readers to view such communication as a form of cop-
ing. Researchers have yet to systematically investigate the extent to which 
consumers of self-help engage with signifi cant others over these programs 
or the extent to which such interaction may facilitate treatment outcome. 
As is the case with therapist contact, this remains a subject for ongoing 
empirical investigation.

Employing qualitative research, Grodin (1991, 1995) examined the ways 
in which women utilize self-help reading, interviewing participants as to 
which elements of this process they found benefi cial and which they found 
dissatisfying. Based on these interviews, Grodin (1995) articulates the 
notion that female readers of self-help literature “construct a community 
of others with whom to share a sense of purpose and meaning” (p. 130). 
Th is community consists of the women whose stories—similar to the read-
ers’ own—are represented as illustrative vignettes within the pages of the 
books. It may also include other readers of these books who endure the 
same circumstances. Consistent with this view, Simonds (1992) writes that 
“Reading about emotions or experiences they had suff ered through made 
women realize that they were not abnormal or alone” (p. 85). Although the 
others in this scenario reside in the consumer’s imagination, they never-
theless impacted the perceived benefi t Grodin’s and Simond’s participants 
reported. Grodin describes this phenomenon as contrasting to the 
 American therapeutic ideal of autonomy and self-responsibility in which 
dependence and reliance on others may, in fact, be seen as pathological. 
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Grodin (1991) contends that women’s sense of self “pivots upon a desire for 
autonomy and a desire for connection to a world beyond the self” (p. 416). 
Paradoxically, women who read self-help books develop a stronger sense of 
self, not in isolation but by connecting with their constructed community 
of others.

In this section, we have touched upon the role that practitioners, 
 signifi cant others, and even imaginal others play in individuals’ use of 
media-based self-help materials. Th is suggests that the term self-help may 
be somewhat of a misnomer in that a variety of people, professionals and 
non-professionals alike, may infl uence the eff ectiveness of these interven-
tions. Similarly, Garvin et al. (2001) state that “Th e rhetoric of self-help, 
with its explicit focus on the self, furthers the misconception that self-help 
only involves the individual” (p. 163). Th ey stress the need to acknowl-
edge the interpersonal aspects of self-help programs, maintaining that the 
impact of others—therapeutic agents in this case—should remain in the 
forefront of empirical research. To overlook the potential curative role of 
the practitioner may constitute a breach of professional standards. While 
the self may not act in isolation as the term self-help implies, we do not 
seek to rename this genre. We simply wish to prompt readers to recognize 
the array of others who may infl uence outcomes and, perhaps, consider 
making these connections more explicit when administering self-help 
materials to clients.

History of Self-Help
Human beings have long turned to the written word for solace in the face 
of psychological adversity. Ballou (1995) notes that an inscription over the 
door of a library in ancient Th ebes identifi ed it as a “Healing Place of the 
Soul.” Starker (1989) suggests the quest for enlightenment is synonymous 
with human existence and that, throughout time, individuals have looked 
to soothsayers, prophets, and gurus in search of advice. In contemporary 
times, these sources have been supplanted by a new oracle, the self-help 
book. “Th e search for the Holy Grail, for spiritual renewal and hope, no 
longer requires a heroic trip into the distant corners of the kingdom; the 
object of the quest may be found conveniently in paperback, at the grocery, 
to the left  of the chocolate milk” (p. 1).

Self-help books were one of the fi rst imports to the New World. As 
 Lichterman (1992) states, “[T]hey are a tradition as old as the American 
Republic” (p. 421). Rosenberg (2003) traces the appearance of self-help 
books in America to the arrival of the English colonists who transported 
these texts “like every other European cultural artifact across the Atlantic” 
(p. 2). Several factors appear to have conspired to explain the proliferation 

ER51712_C001.indd   7ER51712_C001.indd   7 9/5/07   10:56:00 AM9/5/07   10:56:00 AM



8 • Handbook of Self-Help Th erapies

of self-help books since their inception in the United States. Practically 
speaking, the advent of the printing press and the availability of less expen-
sive materials during the 1800s did much to increase the accessibility of 
self-help advice across sectors of society. In the 1930s, the development of 
paperback publishing houses such as Pocket Books further boosted public 
ease of access (Simonds, 1992; Starker, 1989). Th e arrival of computer tech-
nology and its increasing availability seems the modern-day  equivalent of 
these events.

Cushman (1995, p. 210) points to the “quintessentially American” trend 
of consumerism as another reason that the self-help movement has fl our-
ished over the ensuing years. Th at is, Americans have been molded into 
expecting self-fulfi llment through the “compulsive purchase and con-
sumption of goods, experiences, and celebrities” (p. 211). Furthermore, 
advertising suggests that the purchase of a product will heal the empty 
self. Certainly, self-help products are marketed more heavily today than 
at any other time in their history (Simonds, 1992). While Cushman’s mis-
sive helps to explain the widespread presence of self-help goods in today’s 
society, it also harkens to a critique of the self-help genre (i.e., exaggerated 
claims of eff ectiveness) that will be revisited later in this chapter.

Th us far, technological advancements and a culture based on con-
sumerism have been implicated as forces behind the formidable self-help 
movement. Perhaps a more pervasive factor is the concept on which the 
United States was founded. Starker (1989) traces the roots of American 
self-help literature to the tenets of the fi rst settlers. Th is Protestant ethic 
emphasized individual responsibility and control over one’s quality of 
life. Quinn and Crocker (1999) explain the Protestant ethic as an ideol-
ogy including the notion that “individual hard work leads to successes and 
that lack of success is caused by the moral failings of self-indulgence and 
lack of self-discipline” (p. 403). Th us, as Greenberg (1994) states, self-help 
therapies blossomed “in a culture that already valued the ‘power’ of the 
individual, already held self-containment to be a worthwhile aspiration, 
and was already optimistic about the individual’s prospects of achieving 
that aspiration” (p. 41).

Seligman (1994) contends that, historically, this belief in the individ-
ual’s ability to change is relatively recent—that a dogma of implasticity 
characterized Western thought largely until European colonization of 
America. In contrast, the early Americans developed a dogma of human 
plasticity, the notion that individuals are able to transform themselves in 
whatever manner they desire. “Improving is absolutely central to  American 
ideology,” states Seligman (1994, p. 16). Furthermore, the primary agent 
of change is the self. Brownell (1991) adds that the more capitalistic the 
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country, the greater the responsibility attributed to individuals over their 
lot in life.

Th is deep-seated belief in personal control seems to have intensifi ed over 
time, reaching an all-time high in recent decades. Starker (1989) describes 
the 1960s and 1970s as the “Me Generation,” in which psychological move-
ments of the day (e.g., humanistic psychology) reinforced the primacy of 
the self. Th is period saw an explosion of self-help publications, which he 
explains established and maintained the selfi st orientation of the times. 
Ballou (1995) concurs that the human potential movement accounted for 
the surge in popularity that self-help books experienced during this period. 
Progressing into the 1980s, the self-help movement continued to boom. 
Perhaps a return to “rugged individualism,” which Th oresen and Powell 
(1992) defi ne as “a kind of fi ercely autonomous, self-indulgent, and some-
times narcissistic perspective guided by economic, political, and social 
self-interest” (p. 597), fueled this movement. Brownell (1991) suggests that 
as governments become more conservative, social programs are weak-
ened, underscoring “the view that personal behavior, not social problems, 
are the root of many personal problems” (p. 304). With a conservative gov-
ernment largely in place since the 1980s, the obligation for improvement 
continues to rest on the shoulders of individuals who have turned to the 
self-help industry in droves. Simonds (1992) agrees that Americans have 
indeed become increasingly self-involved—and that self-help books have 
spurred this rejuvenation of the long-held American ideology of personal 
control.

Marrs (1995) declares that the United States has become an increas-
ingly self-help oriented society, and Seligman (1994) expresses amazement 
at the numerous qualities that Americans believe they can change. As 
illustration, he lists dozens of topics that populate the self-improvement 
literature—assertiveness, weight control, time management, stress man-
agement, anxiety reduction, to name just a few. Like self-help consumers 
today, the early settlers believed that, through individual eff ort, one could 
reap whatever rewards were desired. Initially, the rewards were spiritual in 
nature, and the fi rst American self-help books of the 1600s refl ected these 
goals. Starker (1989) lists titles such as Th e Practice of Piety and Guide to 
Heaven as exemplars of these texts. In the next century, self-help books 
grew more secular, now containing advice for achieving wealth, social sta-
tus, and health. In the early 1900s, the emerging fi elds of psychology and 
psychiatry pervaded American culture. As such, self-help books became 
directed toward resolution of interpersonal and psychological confl icts. 
Over time, self-help books on general emotional health have given way to 
those addressing a wide array of problems, oft en defi ned more specifi cally 
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in terms of particular behaviors or disorders as Seligman describes. Rosen, 
Glasgow, and Moore (2003) agree that this trend toward greater specifi city, 
along with newly developed modalities for delivery, helps explains how the 
self-help industry has evolved into such big business.

Women and Self-Help
In recounting the evolution of self-help in the United States, we would be 
remiss if we did not address women’s place in this herstory. Grodin (1991, 
1995) reports that, in contemporary society, women are much more likely 
than men to avail themselves of self-help resources. It should be noted 
that she speaks primarily of bibliotherapy rather than computer-based 
self-help. Grodin further asserts that much of today’s self-help literature 
explicitly targets a female audience. DeFrancisco (1995) concurs that 
“Anyone visiting a bookstore can see that women are the intended readers 
of this literature” (p. 107). Both Ebben (1995) and Rapping (1996) proclaim 
that women constitute approximately 80% of the self-help readership. 
Rapping identifi es the many subgroups of women—young mothers, work-
ing women, women survivors of abuse, women in menopause, grieving 
women, women with addictions, women in bad marriages—who are cur-
rently targeted for sales of self-help books. Perini and Bayer (1996) suggest 
that women have gradually assimilated the masculine canon of rugged 
individualism. As such, they represent a prime audience for the marketing 
of self-help books.

Th e fi rst self-help books developed for a female audience were guides on 
midwifery and childrearing, making their appearance in the early 1800s. 
Th ough intended for women, most of these manuals were written by male 
physicians (Rosenberg, 2003). Th is trend continued into the 1900s, with 
Benjamin Spock’s (1946, 1968) Common Sense Book of Baby and Child 
Care, perhaps the most popular such guide of all time. Th e 1800s also saw 
another type of self-help publication aimed toward women. Th ese guides 
contained advice concerning relations between the sexes, focusing on 
issues such as contraception and (the perils of) masturbation. Self-help 
guides for women’s health were also common at this time (Rosenberg, 
2003). Starker (1989) lists the following titles, both authored by men, as 
typifying women’s self-help publications during this era: Ladies Guide in 
Health and Disease: Girlhood, Maidenhood, Wifehood, Motherhood and 
Chastity: Its Physical, Intellectual and Moral Advantages.

Decades later, ongoing dissatisfaction with male dictates regarding 
physical and emotional health gave way to the women’s self-help  movement 
of the 1960s. Many women deemed traditional care to be paternalistic, 
judgmental, misleading, and uninformative. Furthermore, these women 

ER51712_C001.indd   10ER51712_C001.indd   10 9/5/07   10:56:02 AM9/5/07   10:56:02 AM



Self-Help Th erapies • 11

saw health care as being bound up in patriarchal concepts of female beauty 
and sexuality (Dresser, 1996). Arising from this movement was one of the 
most well-known self-help books of all time, written by women for women. 
A group of women known as the Boston Women’s Health  Collective saw 
the fi rst publication of Our Bodies, Ourselves in 1973. Th is text is now in 
its eighth edition, published in 2005. It is a comprehensive collection of 
 knowledge and advice, its latest iteration containing 32 chapters that cover 
health habits, relationships and sexuality, sexual health,  reproductive 
choices, child-bearing, aging, medical problems and procedures, and 
 negotiation of the health care system. Th e intent of this movement in gen-
eral, and this book in particular, was to empower women, making them 
more informed and assertive participants in the maintenance of their 
health. In fact, the self-help movement of this era viewed the individual, 
rather than the practitioner, as key to health care.

Although the self-help movement of the 1960s and 1970s viewed the 
individual as “expert,” “resource to self and others,” and “decision-maker,” 
the current self-help movement has seen a return to the traditional model 
of health care (Garvin et al., 2001). Today’s self-help purveyors are typi-
cally authorities who identify problems as residing within the individual 
and who subsequently off er mandates for desired outcomes. Within this 
current structure of self-help, there are two topics that women access with 
regularity. Perini and Bayer (1996) highlight women’s abundant use of 
resources on diet, fi tness, and weight loss. Meanwhile, many researchers 
(e.g., McLellan, 1995; Rapping, 1996; Simonds, 1992) note that women fre-
quently partake of materials focusing on interpersonal relationships—what 
some refer to as the codependency literature. Th ese self-help trends among 
women are not without their attendant critiques, which will be addressed 
in a subsequent section.

Advantages of Self-Help
Cost Benefits
Cost containment might be the most salient advantage of media-based 
self-help therapies—and the most long-lived reason for developing such 
interventions. A historical account proff ers that a medical self-help book 
of 17th-century Europe was written expressly to aid indigent people 
who could not aff ord physicians’ fees (Ring, 2004). Indeed, Rosenberg 
(2003) highlights the inexpensiveness of the self-help materials brought 
to  America by English settlers, noting that these could help individuals 
bypass physicians’ costly interventions. Alleviating costs associated with 
health care appears to be the leading rationale behind self-help treatments 
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today. In a special issue of the Journal of Clinical Psychology devoted to 
self-help, Mains and Scoggins (2003) lament the billions of dollars spent 
on mental health care alone in the United States. Th ey note that geographi-
cal and fi nancial access to treatment is a barrier for many who suff er from 
psychological disorders. As such, a priority lies in fi nding eff ective treat-
ments that are cost effi  cient. Similarly, Den Boer et al. (2004) ask in the 
title of their recent article, “Why is self-help neglected in the treatment 
of emotional disorders?” (p. 959). Th ey, too, cite the exorbitant costs of 
treating depression and anxiety disorders. Watkins and Lee (1997) note 
that the majority of anxiety suff erers are women who typically earn less 
than men and who are less likely to have insurance coverage. Th erefore, 
they promote bibliotherapy as a fi nancially viable means of treating these 
disorders, especially for women who cannot aff ord conventional care.

In this age of managed care, interest in self-help programs has risen to 
the fore. Marrs (1995) asserts that self-help is “pertinent to the country’s 
current struggle with health care costs and delivery systems” (p. 845). 
 Pantalon (1998) recognizes that managed care places limits on the avail-
ability of psychotherapy sessions. In a similar vein, Den Boer et al. (2004) 
stress that the existing health care system lacks the resources for attend-
ing to the scores of individuals with emotional disorders. Such is the case 
in Britain as well (Gega, Kenwright, Mataix-Cols, Cameron, & Marks, 
2005; Williams, 2004). Gega et al. note that the majority of people with 
anxiety and depression are left  untreated because the demand for cogni-
tive–behavior therapy delivered in the traditional manner far exceeds its 
supply. Th erefore, they promote the use of computer-based self-help for 
these problems, along with the use of screening devices to determine which 
clients may be best suited to this alternative delivery mode.

Given the constraints of the current health care system, psychologists 
(e.g., Hayes, Barlow, & Nelson-Gray, 1999) have proposed a stepped-care 
approach to treatment. Th e stepped-care model is intended to “maximize 
the eff ectiveness and effi  ciency of decisions about allocation of resources 
in therapy” (Hagga, 2000, p. 547). In this model, clients are fi rst met with 
the least intrusive, least costly intervention deemed to be eff ective for their 
circumstance. If the initial intervention proves ineff ective, clients then 
receive a more intensive version of the intervention. Th is continues until 
the client is matched with the level of intervention that most eff ectively 
treats her or his presenting complaint.

Th is stepped-care model dovetails nicely with Glasgow and Rosen’s 
1978 description of levels of therapeutic contact. For instance, a number 
of clinical needs might be satisfi ed by self-administered therapies—books, 
audio/videotapes, or computer programs that do not require the actual 
presence of a professional in order to be eff ective. Mains and Scoggins 
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(2003) suggest that such self-administered treatments might save time and 
money for people with relatively mild symptoms who might  otherwise 
(and unnecessarily) undergo more rigorous treatment attempts. At the 
next step, these resources might be supplemented by minimal contact, 
in which a professional or paraprofessional introduces the material and 
 maintains contact with the client to ensure proper implementation of the 
 intervention. If clients require more intensive contact with practitioners, 
then the  intervention might be therapist administered, with self-help 
 materials serving as an adjunct to traditional psychotherapy. Th us, 
self-help programs may have an impact at several levels in a stepped-care 
model.

In addition, media-based self-help interventions may help maintain 
treatment gains because clients can readily reaccess intervention strate-
gies at later points in time. Pantalon (1998) suggests telling clients at the 
outset that the materials may be used in this way, that “learning does not 
end by the time he or she fi nishes reading the book” (p. 273). Starker (1989) 
likens bibliotherapy to having a clinic in every home, which is then easily 
accessible for repeat visits. Watkins (1999) provides evidence that panic 
suff erers in this case study used a self-help book in this manner. Here, 
participants verbalized that they had reexamined intervention strategies 
in the months following the formal treatment phase. In addition, their 
self-monitoring and questionnaire data showed maintenance of treatment 
gains, and in some cases continued improvement, throughout a one-year 
follow-up period.

Psychological Benefits
Enhanced self-effi  cacy, the belief in one’s own ability to accomplish a task, 
is considered one of the main psychological benefi ts of self-help interven-
tions. Pantalon (1998) suggests that self-effi  cacy increases as clients come to 
realize that they, rather than a therapist, are responsible for improvements 
in their condition. Marks (1994) concurs that skill acquisition via self-care 
can have an empowering eff ect. Black and Scott (1998) contend that women 
especially feel empowered and effi  cacious through the use of self-help inter-
ventions. Rogers et al. (2004) cite self-effi  cacy as a potential mechanism 
of change in self-help interventions. However, they note a relative lack of 
research regarding this construct in the self-help arena. In their own study, 
they interviewed individuals accessing a self-help clinic. Th e majority of 
their participants experienced the self-help clinic in a positive way, with 
many making comments that suggested enhanced self-effi  cacy compared 
to pharmacological or therapist-directed treatment. One participant ver-
balized that “medication masks it, it just numbs you. I think cognitive 
therapy enables you to identify problems, it doesn’t mask it, you can meet 
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the problem, deal with it in such a way that you know why it happened, but 
you can deal with it, so I much prefer it” (Rogers et al., 2004, p. 44). While 
such qualitative data are certainly illuminating, some quantitative data 
also  support increased self-effi  cacy as a function of self-help interventions. 
Clum and colleagues have developed a self-effi  cacy questionnaire specifi c to 
panic disorder and have noted improvements in this construct as a function 
of self-help interventions (e.g., Lidren et al., 1994).

Universality, the sense that one is not alone in experiencing a problem, 
appears to be another psychological benefi t of media-based self-help. As 
Ballou (1995) phrases it:

Identifi cation with one another (or characters in a story) is a  powerful 
force that can help people cope with the diffi  culties of life. Just to 
know that one is not alone in facing adversity can be a comforting 
thought, even if those with whom the common problem is shared are 
characters in a book. (p. 58)

Ballou contends that this sense of universality leads to self-acceptance and 
the sense that one’s own problems can be eff ectively dealt with. In their 
qualitative studies, Lictherman (1992) and Grodin (1991) provide ample 
case examples that self-help readers feel a connection with  similar  others, 
which may help explain the salutary eff ects of the materials.  Similarly, 
Simonds (1992) analyzed readers’ letters to self-help authors Robin 
 Norwood and Betty Friedan, concluding that their books helped decrease 
feelings of loneliness and isolation: “Just having her own dilemma there 
in print, simply having a label to fi t on the problem she was experiencing, 
felt empowering, could make formerly insurmountable problems seem less 
formidable to a reader” (p. 85).

A fi nal psychological benefi t of self-help interventions to be discussed 
here entails decreases in anxiety and other negative emotions surrounding 
traditional approaches to care. For instance, the availability of self-help 
programs may reduce the stigma of seeing a therapist (Garvin et al., 2001; 
Mains & Scoggin, 2003). Individuals who feel alienated with the current 
health care system may also fi nd solace in self-help approaches. Watkins 
and Whaley (2000) suggest that women in particular experience dissatis-
faction with the health care system and, therefore, suggest self-help as a 
potential means of circumventing these negative encounters. Historically, 
Rosenberg (2003) speaks of self-help as a means of bypassing physicians’ 
deleterious prescriptions. Contemporary treatments may not bear the 
same risk of those prescribed in the 1800s. Nevertheless, some individuals 
may still eschew medications due to fear of dependence or unsavory side 
eff ects. Th us, the availability of self-help interventions may eliminate these 
concerns.
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Limitations of Self-Help
In a vast understatement, Ballou (1995) remarks that “Self-help  materials 
vary dramatically in quality when considering vital attributes such as 
 thoroughness, knowledge of psychology, and responsibility to the reader” 
(p. 56). Perhaps the biggest criticism of the self-help genre is that very few of 
these materials have been subjected to research and shown to be  empirically 
valid. Starker (1989) notes that, unlike pharmacological  treatments, self-help 
books are totally unregulated. Th us, these untested interventions are 
 disseminated to the public with little or no understanding of their eff ects. 
Pantalon (1998) adds that the best-selling self-help books are not the ones 
that have undergone scientifi c evaluation. Th e lack of empirical  evaluation 
of self-help materials is, in fact, the impetus for this text. Th e following sec-
tions elaborate upon other, related limitations of self-help therapies.

Capitalistic Versus Therapeutic Motives
Long-time investigators in the fi eld of self-help (e.g., Rosen et al., 
2003)  contend that professional standards have taken a backseat to 
 commercialization factors in marketing self-help products. Th us, the sale 
of these materials has become the overriding concern, more so than the 
actual eff ectiveness of the products (Pantalon, 1998).  Aggressive  advertising 
seems to be the key to boosting sales, and scholars are  concerned that such 
advertising contains false and/or exaggerated claims of success. Simonds 
(1992, p. 119) writes that at times, “Authors statements are so ambitious 
they sound as if foolproof plans for achieving a state of  perfection and bliss 
will be revealed.” Rapping (1996) suggests that in this era of consumerism, 
self-help books oft en profess a cult-like certainty about their eff ects. Based 
on interview data, Simonds (1992) found that editors oft en seek self-help 
books that merely sound authoritative, and one  editor admitted that 
self-help books may be deceptive regarding promises of cures.  Furthermore, 
if a number of authors are writing on the same topic, an editor would likely 
select the one who would be most presentable on television.

Wilson (2003) is particularly critical of the writing and sanctioning of 
self-help books by celebrities who lack training in the subjects of which they 
speak. She cites the popularity of Dr. Phil’s self-help books, promoted by 
Oprah Winfrey, as one example, noting that “Legitimate professionals do 
not make public claims about instant cures or unfailing success” (p. 433). 
 Rapping (1996) laments that books written by uninformed  celebrities 
frequently have greater credibility than those authored by learned 
professionals.

Apart from presenting overstated claims of eff ectiveness, self-help advertis-
ing is also geared to trigger a sense of inadequacy among  potential  consumers 
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(Wilson, 2003). As Greenberg (1994) notes, the only thing standing between 
the fl awed self and its fulfi llment is a product that is conveniently available 
for a certain price. He charges the self-help  industry with an abuse of power 
in that unethical psychotherapists prey upon  individuals’ despair, prompting 
them to spend money on techniques of dubious quality. In the end, the self 
has become an object to be  commodifi ed for capitalistic gain.

Submission to Authority versus Self-Efficacy
As noted earlier, the women’s self-help movement was born in response to 
distrust of and dissatisfaction with patriarchal health care institutions. By 
taking health matters into their own hands, individuals are meant to feel 
effi  cacious and empowered. Over the last 40 years, however, this ideal of 
self-help has changed so that individuals, mostly women, once again fi nd 
themselves submitting to the authority of an (usually male) expert. Polivy 
and Herman (2002) state “Th ere is fi ne irony in the notion that  following 
prescriptions of others constitutes self-help” (p. 678). Greenberg (1994) 
agrees that the work has already been done by the authority, thus the indi-
vidual simply consumes the material presented. As with Dorothy in the 
Wizard of Oz, Simonds (1992) says that self-hood is discovered only by 
means of experts’ insights.

Ebben (1995) explains that the current self-help movement draws upon 
and reproduces medical—as well as religious—conventions. Regarding the 
latter, Rapping (1996) sardonically suggests that distressed individuals need 
only turn to God and self-help for relief. Th us, the recent  promulgation of 
self-help products once again expands the power of the expert  authority. 
Garvin et al. (2001) agree that self-help in the 21st century has seen a 
return to the traditional hierarchy between professional and patient. Th is 
is the case even with respect to cognitive–behavioral self-help programs, 
exemplifi ed by the eating disorder interventions that they review.

Despite this possibility, Ebben (1995) advances the argument that 
self-help readers may interpret the material in ways that actually challenge 
the author’s authority. Grodin (1995) concurs, noting that participants in 
her qualitative study rarely read books in their entirety—a pattern that, 
in her estimation, indicated a resistance to the text’s authority. Grodin 
also found that readers generally had low expectations about the utility 
of self-help books and did not expect them to provide simple solutions 
to complex problems. Similarly, Simonds (1996) found that the self-help 
 consumers she interviewed “do not merely uncritically, unthinkingly slurp 
up what they fi nd within its pages” (p. 26). She asserts that, just because 
consumers may trust in an authority in one instance does not mean that 
they are gullible or uniformly uncritical. Th us, what happens in actual 
practice may diverge from the criticisms that professionals put forth.
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Self-Harm versus Self-Help
Regrettably, scant research exists on the appropriate selection and 
 implementation of self-help materials (Pantalon, 1998). Th is  circumstance 
gives rise to the concern that consumers may incur harm through 
 misdiagnosis and misuse of these products. Diagnostically, Greenberg 
(1994) points to the codependence literature, largely targeted toward 
women, as having such a broad defi nition that most readers are likely to 
meet these criteria. He states that one book even claims a 98%  “infection 
rate” for codependence. One problem with this overly inclusive set of 
diagnostic indicators is that it implies that all women are, in some way, 
codependent.

In a similar vein, Wilson (2003) notes that the self-help literature has 
the tendency to overlook power diff erences between women and their 
male partners. As such, therapeutic edicts, for instance in the case of 
 domestic violence, may be harmful if enacted outside of a professional 
context of  support. Ballou (1995) agrees that consumers’ reactions to 
self-help  material must be carefully monitored by a trained therapist. She 
suggests that  misinterpretation of information can exacerbate  symptoms, 
especially among socially withdrawn and depressive individuals. She also 
suggests that false expectations and countereff ective role models  presented 
in the material may act to reinforce problems. Lichterman (1992) reports 
that a participant in his qualitative study became depressed in response to 
self-help reading because she was ill equipped to deal with the issues that it 
raised. Starker (1989) indicates that researchers have paid little  attention to 
the  reactions of self-help users—especially potentially  negative reactions. 
He relays the results from a now dated survey of  psychologists,  psychiatrists, 
and  internists regarding their perception of patients’ self-help use. 
 Respondents cited benefi ts associated with this form of intervention more 
oft en than problems. However, respondents across all three  professions did 
note that some patients had experienced harm as a result of their self-help 
reading. Starker writes that a psychiatrist “reported one suicide, and two 
attempts at suicide, which he explained as follows, ‘Depressive patients 
unable to measure up to magical expectations of self-help’” (p. 155).

Individual versus Sociocultural Focus
Perhaps it is no wonder that those who partake of self-help therapies fi nd 
themselves unable to adequately resolve their problems or rid themselves 
of their distress when these interventions, by defi nition, target the indi-
vidual apart from the environment that gave rise to their concerns. Th ese 
programs do not talk about altering social conditions; rather, they deal 
with altering the individual who suff ers from them (Perini & Bayer, 1996). 
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Th ey instruct readers how to change their lives largely through individual 
eff ort and, in doing so, “are an all too popular distraction from a good 
sociological imagination” (Lichterman, 1992, p. 422). Grodin (1991) cites 
this as the most frequent feminist critique of the self-help genre—that it 
is exclusively personal rather than political or cultural in nature.  Ballou 
(1995) adds that “Th e attention to the surrounding systems as well as their 
impact on the individual is precisely the focus of feminist  psychology” 
(p. 64). She notes that this is a pitfall with psychotherapy in general, but 
more so with self-help therapy. Mainstream psychologists share these same 
concerns. Rosen et al. (2003) note that self-help interventions  inevitably 
neglect the sociocultural context in which disorders develop. Seligman 
(1994) comments that the social sciences were founded on the notion 
that environments could be changed to alleviate the strife of individual 
 members. However, in this modern age of personal control, individuals are 
expected to “lift  themselves by their own bootstraps” (p. 27).

Feminist writers may have extended the individual versus  sociocultural 
critique by highlighting the terminology of personal blame that the 
self-help genre engenders. Rapping (1996) illustrates this pattern, noting 
that self-help books oft en implore individuals to “get one’s life in order,” 
overlooking the fact that “life will still be lived in a context of social reality 
which therapy, alone, does not address” (p. 165). Greenberg (1994) points 
to the codependence literature as a prime example of victim-blaming 
because it basically pathologizes the socially constructed roles of women. 
Ebben (1995) states that “Expanding conceptions of codependency 
 functions to substitute a critique of gender structures for a critique of the 
individual” (p. 115). Indeed, as Simonds (1992) recounts, one reader of the 
 codependence classic, Women Who Love Too Much, protested, why not a 
book about men who love too little?! Simonds recognizes that Norwood’s 
book might encourage readers to disregard the injustice of their situation 
and hold themselves solely culpable for their distress.

Women are particularly susceptible to this tendency to blame the  victim 
given their lack of power and status in society relative to men, asserts 
McClellan (1995). In her words, “Blame the oppressed for being oppressed 
and also for their inability to rise above the oppression” (p. 107). She 
 concludes that accepting total responsibility is a heavy burden for those 
whose traumatic experiences are truly the result of oppression. In concert, 
Ebben (1995) remarks that individuals, not social institutions with their 
disparate structures of power and privilege, bear the brunt of criticism 
and the responsibility for change. Rapping (1996) argues that self-esteem 
cannot be cultivated in a social vacuum, although self-help books imply 
that it can develop regardless of one’s life’s circumstances. Simonds (1996) 
counters that feminist scholars bell hooks and Gloria Steinem both view 
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self-esteem as a necessary foundation for social change. Nevertheless, 
Simonds (1992) herself maintains that self-help interventions provide only 
temporary respite from symptoms and simply an “illusory cure for what 
ails us, collectively as a culture” (p. 227). Most importantly, they distract 
from genuine eff orts to challenge and change societal institutions. “To 
change what is objectionable about our culture, we must do more than 
revamp ourselves” (Simonds, 1996, p. 27).

Taking these words to heart, Yeater and colleagues (Yeater, Naugle, 
O’Donohue, & Bradley, 2004) explain that the title of their self-help 
book aiming to prevent sexual assault, Dating 101: A Practical Guide for 
 Improving Your Relationships With Men, is in no way intended to blame 
women for being victimized. Th e authors make clear that the ultimate 
goal for society is to “eliminate men’s potential to engage in sexually 
 coercive behavior” (p. 610). Since publication of their study, Katz (2006) 
has released a book, Th e Macho Paradox: Why Some Men Hurt Women 
and How All Men Can Help, which calls for male responsibility and wide-
spread cultural change to eradicate violence against women. However, 
until this loft y goal is accomplished, materials such as these are meant to 
imbue women with requisite skills to keep them safe in the interim. Yeater 
et al. are to be lauded for empirically assessing this program, fi nding that 
bibliotherapy participants reported engaging in fewer risky behaviors and 
better sexual communication strategies than participants in a waiting-list 
control  condition.  Furthermore, participants rated the materials as highly 
palatable, suggesting future usage.

Summary
Th is chapter began with an explication of the question “What is self-help?” 
In doing so, it attempted to integrate elements of various and varying 
 defi nitions in order to come to a common understanding of the term. 
Next it revealed that the process of self-help is rarely, if ever, conducted 
in  isolation. As Grodin (1991) explains, self-help is a relatively private act 
that paradoxically places users in contact with others. Although  current 
research has begun to examine the practitioner’s role in the effi  cacy of 
self-help interventions, research on the impact of others beyond the 
 professional setting awaits further investigation.

Th e chapter then explores the origins of self-help in the United States, 
tracing them to the 1600s. It also examines this genre’s  increasing 
 popularity over the centuries, attributing this to innovations such as mass 
production techniques and computer technology. It also ascribes today’s 
glut of self-help products to an increased emphasis on  consumerism 
 coupled with more sophisticated marketing strategies. Most saliently, 
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however, it explains that self-help programs are the tangible extension of 
this country’s increasing quest for individualism. In reviewing the history 
of self-help, the chapter highlights gender diff erences in both production 
and usage, with men largely the creators of these materials and women 
largely the consumers.

Th e chapter subsequently addresses possible benefi ts and limitations of 
self-help interventions. It reviews both practical (e.g., reduced cost) and 
psychological (e.g., reduced stigmatization) advantages. Greater attention 
is, however, paid to possible problems associated with self-help programs. 
Because the consumption of self-help products by far outstrips empirical 
evidence of their worth, scholars fear that users will succumb to ill eff ects, 
blame themselves, or develop a dependence on authorities to resolve 
their diffi  culties. Unscrupulous advertising may create or perpetuate 
these  problems. A counterargument to these concerns lies in qualitative 
 studies that found that many who engage with self-help are active, critical 
 consumers rather than passive, credulous recipients. Th e extent to which 
the benefi ts and limitations highlighted here actually exist ultimately 
remains an empirical question. Finally, the chapter elucidates the inher-
ent drawback of self-help in that it does not off er a solution for changing 
sociocultural conditions that may have contributed to and support indi-
viduals’ distress. Th is, however, is not cause to ignore or discard self-help 
interventions. Rather, researchers should continue to develop empirically 
informed self-help techniques, scientifi cally examining their utility, at the 
same time that broader solutions are sought.

Chapter Points
Media-based self-help should be distinguished from self-help 
groups, the former of which is a more recent development that has 
received less attention in the empirical literature.
Bibliotherapy is the primary means of media-based self-help, 
although computer-based approaches are on the rise. Many forms 
of bibliotherapy exist, but problem-focused approaches that pre-
scribe cognitive–behavioral techniques have received the most 
empirical attention.
Self-help materials may be less effi  cacious when consumed in 
 isolation from others (e.g., therapists, family members, etc.).
Self-help therapies arrived in America with the fi rst settlers and 
proliferated, in large part, due to the ideology that persons can 
improve their circumstances through individual eff ort; i.e., the 
notion that one can pull one’s self up by one’s own bootstraps.
Women are the primary consumers of self-help products,  particularly 
in the areas of relationship enhancement and diet/weight loss.

•

•

•

•

•
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Benefi ts of self-help programs may include cost eff ectiveness, 
 especially as they lend themselves to a stepped-care approach 
to therapy. Self-help programs may also enhance consumers’ 
self-effi  cacy and reduce the stigma associated with seeking formal 
treatment.
Drawbacks of self-help programs may include the marketing of 
materials with no sound empirical basis, with many programs 
touting exaggerated claims of eff ectiveness. Some programs may be 
ineff ective or actually cause harm to the consumer. When programs 
are ineff ective, consumers oft en blame themselves for failure.
Self-help programs are limited in their eff ectiveness to the extent 
that the sociocultural environment contributes to and maintains 
the problem in question. Th us, self-help therapies might best be 
viewed as one of many ways of addressing complex problems. Th ey 
have great potential as individual interventions but should not serve 
as substitutes to necessary changes in the broader environment.
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CHAPTER 2
Good Intentions Are Not Enough

Ref lections on Past and Future 
Efforts to Advance Self-Help

GER ALD M. ROSEN, MANUEL BARR ER A, JR. 
AND RUSSELL E. GLASGOW

In recent years, the American Psychological Association revised its Ethical 
Principles of Psychologists and Code of Conduct (APA, 2002). Th e  document 
begins with this general statement:

Psychologists are committed to increasing scientifi c and professional 
knowledge of behavior and people’s understanding of themselves and 
others and to the use of such knowledge to improve the condition of 
individuals, organizations, and society. (p. 1062)

Upon reading this introduction, one might think there was no better way 
to accomplish the ideals of psychology and allied health fi elds than to develop 
self-help programs: self-administered treatment programs in the form of 
books, tapes, and other media that help consumers change  problematic 
behaviors and psychological conditions. As observed by Rosen (1982):

Psychologists are in a unique position to contribute to the self-help 
movement. No other professional group combines the clinical and 
research experiences that are part of the clinical psychologist’s 
 educational background. Clinical psychologists are skilled in  current 
therapeutic techniques, they have clinical experience and sensitiv-
ity, and they have the training to assess empirically the effi  cacy of 
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the programs they develop. Consequently, clinical psychologists are 
in a position to assess empirically, and thereby distinguish, their 
self-help programs from previous, untested books of advice. Th is 
would  represent a most signifi cant and new development in the area 
of self-help approaches to self-management. (p. 185)

Th e notion that psychologists and allied health professionals can 
use their skills to advance self-help calls to mind a past president of the 
 American Psychological Association, who encouraged psychologists, 
more than 30 years ago, to “give psychology away” (Miller, 1969, p. 1074). 
Miller employed this phrase at his 1969 presidential address and further 
stated that psychology’s major social responsibility was to learn how to help 
 people help themselves.

Miller’s urgings helped spur a “revolution” in the 1970s, if by that term 
we mean a fundamental change in our ways of thinking. Th is was a time 
when psychologists had unprecedented involvement in the development, 
assessment, and marketing of self-help materials. During the 1970s, lead-
ing academic psychologists translated their knowledge on clinic-based 
programs to “do-it-yourself” treatment books. Some of these programs 
were then tested under totally self-administered or minimal-therapist 
conditions (see reviews by Glasgow & Rosen, 1978, 1982). A number of 
studies included controlled comparisons with therapist-administered, no 
treatment, or even placebo conditions. Th ese studies provided important 
information on the eff ectiveness and limits of self-help materials and sug-
gested directions to make future self-help programs more eff ective.

Th e 1970s started as a decade of excitement and promise in the fi eld 
of self-help but ended with the realization that giving psychology away 
was more complicated than early investigators had thought. Unbridled 
enthusiasm was tempered by reality, when research demonstrated that not 
all self-help programs promote the public’s welfare.

Lessons Learned
In the 1970s, the foremost instructional modality for self-administering 
 treatments was the self-help book. Glasgow and Rosen (1978, 1982) 
reviewed over 100 studies and case reports from the 1970s that evaluated 
 behaviorally oriented self-help instructional materials. Th is impressive 
body of research generally supported the use of do-it-yourself treatments. 
Research fi ndings also highlighted the multiple, cost-eff ective benefi ts 
of self-instructional programs. At the same time, a number of sobering 
 fi ndings emerged. For example, Matson and Ollendick (1977) had parents 
toilet train their children using the self-help book, Toilet Training in Less 
Th an a Day (Azrin & Foxx, 1974). Th is study found that four of fi ve mothers 
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in a  therapist- administered condition successfully trained their children, 
whereas only one of fi ve mothers who used the book in a self-administered 
condition was successful. Further, unsuccessful eff orts were associated with 
an increase in childrens’ problem behaviors and negative emotional side 
eff ects between mothers and children. Th e implications of these fi ndings 
are great and point to the important issue of unintended negative conse-
quences. If, for example, 100,000 copies of Toilet Training in Less Th an a 
Day were self-administered, and Matson and Ollendick’s (1977) fi ndings 
applied, then upwards of 80,000 mothers might be frustrated, if not angry, 
with their children. Aft er all, on the back jacket of the book, the publisher 
proclaimed:

Two noted learning specialists have developed this amazing new 
training method that—for the average child—requires less than four 
hours.… Parents report other benefi ts from the Azrin-Foxx scien-
tifi cally tested method.… Most children become more responsive to 
parental instruction in other areas. At least one-third of the children 
trained by this method stop wetting their beds. Many parents fi nd 
they have more time for personal interests, and that their child is 
now a source of increased pride and pleasure.

Azrin and Foxx’s self-help book was not the only one that failed to 
deliver what it promised. Zeiss (1978) conducted a controlled outcome 
study on the treatment of premature ejaculation by randomly assigning 
couples to receive either self-administered treatment, minimal therapist 
contact, or therapist-directed treatment. As in earlier reports (Lowe & 
Mikulas, 1975; Zeiss, 1977), treatment with minimal therapist contact was 
eff ective, but of six couples who self-administered treatment without any 
therapist contact, none successfully completed the program (Zeiss, 1978). 
Once again, a highly successful intervention supervised by a therapist did 
not translate into a helpful do-it-yourself program.

Th e present authors conducted another set of studies that demonstrated 
how well-intentioned instructional materials may not be eff ective. In the 
fi rst study (Rosen, Glasgow, & Barrera, 1976), we found that subjects highly 
fearful of snakes could totally self-administer a written desensitization pro-
gram and signifi cantly reduce their anxiety, with treatment eff ects main-
tained at two-year follow-up (Rosen, Glasgow, & Barrera, 1977). Yet, 50% of 
subjects in the self-administered condition failed to carry out instructional 
assignments, and these subjects did not improve. Because follow-through 
was an important concern related to outcome, Barrera and Rosen (1977) 
attempted to increase adherence with new instructional materials. In a 
follow-up to the 1976 study, phobic subjects were randomly assigned to the 
original self-administered program or to a revised program that included 
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a self-reward contracting module, in line with self-management eff orts 
 promoted at the time (Mahoney & Th oresen, 1974). Results were surpris-
ing and counterintuitive. As in the 1976 study, 50% of subjects completed 
the original program and substantially reduced their fears. However, in the 
“new and improved” program, in which self-contracting had been added, 
not a single subject (0%) followed through with the instructions.

Findings from the studies cited above, and additional research eff orts in 
the 1970s, allowed for several conclusions (Glasgow & Rosen, 1978).

 1. Self-help instructional materials can be eff ective, and they provide 
a cost-eff ective alternative to therapist-directed interventions.

 2. Some self-help instructional materials are not eff ective, even when 
based on empirically validated methods delivered by therapists. 
Th erefore, the eff ectiveness of a treatment program under one set 
of conditions cannot be assumed to generalize to all conditions.

 3. Th e eff ect of any change in instructional content, no matter how 
well-intentioned, is an empirical question that must be assessed 
under the specifi c conditions for which the materials are intended.

Perhaps the most striking illustration of these conclusions was our own 
series of studies, which showed that a change in instructional materials led 
to adherence rates as low as 0%. Despite these fi ndings, one of us revised 
the desensitization manual yet another time and published Don’t Be Afraid 
(Rosen, 1976a). To appreciate fully these fi ndings within a historical per-
spective, it can be noted that an earlier text entitled Don’t Be Afraid was 
published by Edward Cowles in 1941. Th is older Don’t Be Afraid diff ered in 
content from the Don’t Be Afraid of 1976: it promoted nerve fatigue theo-
ries rather than modern desensitization. Nevertheless, without appropriate 
research, psychologists and consumers cannot know whether any advance 
really occurred in the self-treatment of phobic disorders over the span of 
a quarter century. A similar historical example pertains to the self-help 
book Mind-Power by Zilbergeld and Lazarus (1987). As it turns out, Olston 
(1903) and Atkinson (1912) published advice books under the same title. 
Because all three Mind Power books lack empirical support, no one knows 
if the public has benefi ted over a period of eight decades.

APA’s Task Forces on Self-Help Th erapies
In 1977, the Committee on Scientifi c and Professional Ethics and Conduct 
of the American Psychological Association, aft er discussions involving the 
Board of Professional Aff airs, invited one of us (G. Rosen) to chair a Task 
Force on Self-Help Th erapies (APA, 1978a, 1978b). Th e task force was asked 
to consider whether ethical standards adopted by APA adequately dealt 
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with the recent involvement of psychologists in developing and  marketing 
self-help programs. A report was issued by the task force in October of 
1978, in which various principles cited in APA’s ethical standards were 
applied to self-help therapies:

Self-help therapies can help people to understand themselves, and 
they may provide one of the most eff ective instructional modali-
ties for promoting human welfare (Preamble). However, psycholo-
gists bear heavy professional responsibilities in developing such 
programs. Th is is particularly the case in light of the infl uence that 
psychologists may have on the behaviors of others (Principle 1). 
Accordingly, self-help therapies that are developed by psychologists 
should meet recognized standards, as is the case for all therapeu-
tic modalities (Principle 2). Th e development of self-help therapies 
should not be compromised by fi nancial pressures or other factors 
(Principle 1). Public statements, announcements, and promotional 
activities pertaining to a commercially published self-help therapy 
should be informative. Sensationalism is to be avoided in such state-
ments. Th e limitations, as well as the benefi ts, of a self-help therapy 
should be clearly stated (Principle 4).

Th e task force noted that most self-help programs were marketed with-
out any attempt to assess their eff ectiveness. It also was observed that a 
visit to any bookstore demonstrated frequent violations of APA’s ethical 
standards. Th e members of the task force cautioned:

Despite the observed trend for programs to receive inadequate assess-
ment, promotional claims and titles that accompany these  programs 
are increasingly exaggerated and sensationalized. Th e public is 
promised total cures and told that a self-help program can eliminate 
the need for any outside professional help. Such extravagant claims do 
a disservice to the public by misleading the consumer and by  fostering 
unrealistic expectations. Exaggerated claims do a disservice to the 
profession of psychology as well. Th ey aff ect consumer attitudes and 
discredit professionals and properly developed programs.

Various recommendations were made to the sponsoring committee, 
including the suggestion that APA publish a set of guidelines for psycholo-
gists, similar in intent to the standards that guide developers of psychological 
tests. For reasons never clarifi ed, only one task force recommendation was 
enacted: this occurred when the editor of Contemporary Psychology adopted 
guidelines for the review of do-it-yourself programs (Rosen, 1978, 1981b), 
and established a framework that remains as useful today (e.g., Rosen, 
2002) as it was when fi rst adopted (e.g., Rosen, 1981a, 1988).
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In 1990, the Board of Professional Aff airs constituted a new Task Force 
on Self-Help Th erapies and revisited the same issues considered by the 
1978 group. Th e 1990 task force observed the continuing proliferation of 
self-help programs in the 1980s, not only in terms of sheer number of pro-
grams but also in terms of instructional modalities (i.e., audio cassettes, 
videotapes, and computerized programs). Recommendations similar to 
those provided in the late 1970s were again proposed, and these recom-
mendations were again not enacted.

Th e history of APA’s task forces has oft en been forgotten (Rosen, 1994, 
2003), as have numerous publications that analyzed the issues (Barrera, 
Rosen, & Glasgow, 1981; McMahon & Forehand, 1982; Rosen, 1976b, 1987, 
1993). It seems unlikely that the fi eld of self-help will advance, if lessons 
learned over time are not recalled.

Current Eff orts
Th e fundamental concern of psychologists and allied health professionals 
interested in advancing self-help has remained the same throughout the 
years. Th is fundamental concern is “How can professionals contribute to 
self-help instructional materials so that today’s programs are more eff ec-
tive than yesterday’s, and tomorrow’s programs will be more eff ective than 
today’s?” In this context, it is signifi cant that research has continued to dem-
onstrate the eff ectiveness of self-help programs. For example, George Clum 
and colleagues have conducted a systematic program of research on the 
self-help treatment of panic (Febbraro, Clum, Roodman, & Wright, 1999; 
Gould & Clum, 1995; Gould, Clum, & Shapiro, 1993; Lidren et al., 1994); 
Forrest Scogin and colleagues have assessed the utility of a depression 
program for the elderly (Scogin, Jamison, & Davis, 1990; Scogin, Jamison, 
& Gochneaur, 1989); Isaac Marks has demonstrated that computerized 
self-help programs are feasible (Marks et al., 2003; Marks, Shaw, & Parkins, 
1998); and psychologists have begun to translate instructional materials to 
an expanding audience on the Internet (e.g., Jerome & Zaylor, 2000; Lange 
et al., 2003; Strom, Pettersson, & Andersson, 2000, 2004).

Also published in the 1990s were several meta-analytic studies that 
demonstrated the general eff ectiveness of tested programs (Gould & 
Clum, 1993; Kurtzweil, Scogin, & Rosen, 1996; Marrs, 1995; Scogin, 
Bynum, Stephens, & Calhoon, 1990). Th ese research eff orts, and oth-
ers, have been accompanied by a large number of articles that extol 
the virtues of self-help therapies and encourage professionals in their 
usage (e.g., Ganzer, 1995; Johnson & Johnson, 1998; Lanza, 1996; Par-
deck, 1990, 1991, 1992; Quackenbush, 1992; Warner, 1992). One of the 
most  enthusiastic papers of this genre was a delightfully titled paper 
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by  Norcross (2000), “Here Comes the Self-Help Revolution in Mental 
Health,” in which he observed:

[T]he self-help revolution is here and it is growing. Psychologists can 
idly watch with bemused interest—devaluing self-change as shallow, 
self-help books as trivial, and Internet sites as harmless—as the train 
roars past us. Alternatively, we can recognize the power and poten-
tial of the locomotive and help steer it to valuable destinations for 
our patients and the populace. (pp. 375–376)

At the same time that enthusiasm for self-help therapies maintained 
throughout the 1980s and 1990s, very little changed, if anything, for 
the consumer in need of self-instructional materials. A vast number of 
 programs were marketed, a majority of which remained untested. Clum’s 
book on Coping With Panic (Clum, 1990) is an excellent example of one 
book systematically assessed, but no eff orts were made to determine the 
therapeutic utility of more than a dozen other anxiety reduction programs 
(e.g., Bourne, 1998; Dupont, Spencer, & DuPont, 1998; Zuercher-White, 
1998). Further, there was no basis to know whether self-help books from the 
1990s were more eff ective than similarly intended texts from  earlier times. 
In this sense, the fi eld of self-help has stood still, despite the  involvement of 
professionals over a span of three decades. Untold  numbers of new  programs 
have been marketed by their individual authors, and more choices exist for 
the consumer. But nowhere has  systematic research  established whether 
today’s instructional materials help consumers more than  programs 
available for purchase years before. Further, while new modalities such 
as the Internet off er a number of potential  advantages, including the 
ability to deliver deeply tailored and individualized  interventions, early 
evaluations indicate that many users of self-help Internet programs do 
not follow-through with or complete recommended courses of treatment 
(Glasgow, Boles, McKay, & Barrera, 2003).

Th e Ethics of Good Intentions
Th e key lesson learned from early research on self-help therapies, 
that good intentions do not assure eff ective therapies, continues to be 
 demonstrated. Ehlers and colleagues randomly assigned motor vehicle 
accident  survivors diagnosed with posttraumatic stress disorder to receive 
 therapist-administered cognitive therapy, a self-help booklet, or repeated 
assessments (Ehlers et al., 2003). While cognitive therapy was demon-
strated to be  eff ective, the self-help booklet was not superior to simple 
repeated assessments. Of greater concern, outcome for the self-help group 
was actually worse than for repeated assessments on two measures.
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Th e issues we are discussing in relation to self-help are more broadly 
based. Glasgow, Lichtenstein, and Marcus (2003) observed that many 
interventions for health problems that are effi  cacious in traditional 
 effi  cacy-based studies do not translate into eff ective programs when 
 delivered under real-world conditions. Th ey noted several reasons for this 
and stressed that medical, behavioral, and public health interventions need 
to be tested with representative samples, in representative settings, under 
representative conditions of use.

Further, the lesson that sound clinical practice cannot be based on good 
intentions has been demonstrated in other areas of clinical psychology (see 
Lilienfeld, Lynn, & Lohr, 2003). Take, for example, the fi nding that criti-
cal incident stress debriefi ngs (CISD) are not eff ective in the aft ermath of 
trauma, and these methods may actually impede the natural recovery that 
occurs for most individuals (e.g., Carlier, van Uchelen, Lamberts, & Ger-
sons, 1998; Carlier, Voerman, & Gersons, 2000; Hobbs, Mayou, Harrison, 
& Worlock, 1996; Mayou, Ehlers, & Hobbs, 2000). Such fi ndings led Mayou 
et al. (2000) to conclude that “Psychological debriefi ng is ineff ective and 
has adverse long-term eff ects. It is not an appropriate treatment for trauma 
victims” (p. 589). Numerous reviews of the literature have come to similar 
conclusions (e.g., Bryant, 2004; Rose, Bisson, & Wessely, 2001).

Findings on the ill-advisability of conducting critical incident debrief-
ings with trauma victims came as a surprise to many. Like self-help 
 instructional materials, the concept of early intervention in the aft ermath 
of trauma was based on the best of intentions. Research had demonstrated 
that the majority of people are resilient aft er trauma, but a substantial 
minority can have continuing and severe posttraumatic reactions that 
meet  criteria for PTSD (e.g., Kessler, Sonnega, Bromet, Hughes, & Nelson, 
1995; Rothbaum, Foa, Riggs, Murdock, & Walsh, 1992; Yehuda & McFar-
lane, 1995). Th erefore, it was reasoned, early intervention could provide 
support and information to trauma victims, in the aft ermath of their 
misfortune, possibly reducing the risk of severe problems associated with 
posttraumatic stress disorder. Th e model sounded good, but failed the 
empirical test. In their review of CISD, Devilly and Cotton (2004) reached 
a conclusion that applies just as well to self-help: “It is becoming clear that 
‘belief ’ may indeed be a dangerous emotion when coming to judge the 
eff ectiveness of an intervention” (p. 37).

An Alternative Model to Advance Self-Help
Despite all that we learned in the 1970s, the majority of  instructional 
materials sold to the public remain untested, and programs are 
 accompanied with exaggerated claims. One response by many in the 
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field is to remain optimistic and to discount the impact of a small 
 number of studies that have reported negative results. This view is 
exemplified by Floyd, McKendree-Smith, and Scogin (2004), who 
recently stated: “Our opinion is that although many self-help books 
may not lead to lasting improvement (though some do), they are only 
rarely harmful. … Overall, we have a positive view of self-help books 
and self-administered treatments” (p. 116).

We agree that one can take a positive view toward self-help books and 
other instructional modalities that allow for self-administered treatments. 
Indeed, ever since the 1970s, in peer review journals and in reports by APA 
committee task forces, the benefi ts of self-help have been  appreciated and the 
use of these materials encouraged. Yet, the central concern for self-help, the 
ethical imperative if you will, is a diff erent matter. Rather than profession-
als assuring themselves that self-help is “at least benign” as they continue 
to market products, professionals must assure that there is no harm (non-
malefi cence) while attempting to develop increasingly  eff ective instructional 
programs for the public (benefi cence). Simply put, the goal is to assure that 
panic control, fear reduction, weight loss, and other self-help instructional 
materials published in 2050 are steps ahead of anything we have today. Our 
point in stating this is not to castigate  individual authors but to observe that 
seemingly logical and well-intentioned materials can have unintended con-
sequences. In line with the movement toward  evidence-based psychology 
and medicine, we need to evaluate our  interventions rather than assume 
that they have desired consequences.

Th e current framework adopted by psychologists when interfacing with 
self-help is not achieving the desired goals (Rosen, Glasgow, & Moore, 
2003). If we continue along the current paths that have been documented 
in this chapter, then all we can expect in 2050 is a new set of review articles 
that praise the usually helpful, and otherwise benign programs of the day. 
Th ese programs will be written by the current experts, whoever they may 
be, perhaps under titles such as Don’t Be Afraid, Mind Power, or Coping 
with Panic. And just as we had no way of knowing if the 1976 Don’t Be 
Afraid was an improvement on the one published in 1941, so will we have 
no way of knowing if things are any better in 2050.

Rosen et al. (2003) proposed that the “individualistic” approach to devel-
oping and evaluating self-help materials should be replaced by a “team” 
or “program-based” approach, consistent with public health  models of 
intervention and evaluation (Abrams et al., 1996; Brownson, Remington, 
& Davis, 1998; Glasgow, Vogt, & Boles, 1999; Winnett, King, & Altman, 
1989). Within this framework, responsibility for developing and evalu-
ating a self-help program would not reside with an individual author. 
Instead, programs would be tested by a variety of individuals, in a  variety 
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of settings, under a variety of conditions. Educators, family  physicians, 
other health care professionals, and researchers would  collaborate as a team 
to identify health topics appropriate for self-help intervention. Members of 
related professional organizations, consortia of clinics, HMOs, or health 
care systems would then be in a position to coordinate multiple site studies 
to advance the development of eff ective instructional materials.

A team approach to developing and evaluating self-help  materials would 
be furthered by the sponsorship of an institution whose  commitment would 
extend beyond the professional career of individual authors.  Imagine, for 
example, that a self-help book on controlling panic was  created by an 
 international organization on anxiety disorders, and the author of the book 
was a team of experts from various health fi elds who collaborated on the 
development of instructional materials. Th e  person who might have been 
devoted to sole authorship of a book would now serve as director of the team 
eff ort. Within this framework, the  membership of the  professional team or 
work group would change over time, as would the director of the program, 
but the defi ned group and its activities would be ongoing,  continually 
refi ning and improving its program to assure progress from one genera-
tion to the next. Th is is how the Cochrane  Collaboration  operates when 
they provide evidence-based reviews and updates (e.g., Rose et al., 2001).

We recognize that individuals will certainly continue to publish pro-
grams as they wish. We also recognize that a team and organizational 
approach to developing self-help programs may be fraught with problems. 
All working models are subject to fi nancial interests, departures from the 
methods and values of sound science, and breaches of professional stan-
dards. Nevertheless, the real future of empirically supported instructional 
programs is to be found with program-based methods. Th is is the next 
revolution for self-help.

Chapter Points
No better way exists to accomplish the ideals of psychology and 
allied health fi elds than to use the clinical and research expertise 
of the profession to develop eff ective self-help programs.
Eff ective treatment programs, as administered by a health pro-
fessional, do not necessarily translate into eff ective programs 
when administered in a self-help program. Th e eff ectiveness of 
even small changes in content must be evaluated.
Th e individualistic approach to developing self-help materials 
should be replaced by a team- or program-based approach.

•

•

•
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CHAPTER 3
Self-Help Interventions

Mapping the Role of Self-Administered 
Treatments in Health Care

GEORGE A. CLUM

Th e last 30 years have witnessed the publication of a torrent of books aimed 
at transforming the average American citizen into a successful business 
and fi nancial entrepreneur who is at once thin, muscular, fi t, free of illness 
and disease, and content with life. Th is transformation is to be achieved at 
the hands of none other than the average citizen herself, for the vehicle that 
will provide this metamorphosis is the self-help book or program in the 
hands of this same citizen. In the health arena, this change guru might be 
someone who has personally overcome disease or disorder or who has sys-
tematized an approach whose change formula will help suff erers overcome 
their defi ciencies. Th e number of books dedicated to this enterprise has 
expanded to the point where the New York Times provides a separate rat-
ing system of the most successful. Clearly, the self-help book has become a 
major factor in the domain of self-improvement.

Th e assumption of the majority of these books is that the success stories 
detailed within will provide the motivational prod to stir the consumer to 
action and that, once so stirred, the technology advocated will be employed 
and the intended change produced. Th e extrapolated message is obvious: “ I’ve 
been able to do it. Follow my formula and you will too!” or “I’ve shown that 
this formula has transformed others. Use it and transform yourself!” Almost 
without exception, the purveyors of change have failed to examine whether 
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their formula has in fact been read, understood, digested, and implemented, 
much less whether that implementation has produced the intended change. 
Th e author’s obligation terminates with the provision of the formula.

More determined or more responsible purveyors of change have begun 
to ask, and attempt to answer, a series of questions related to their for-
mulas. Who reads, watches, or listens to their message? Is receiving the 
message suffi  cient to produce change or must the formula for change actu-
ally be applied? What level or degree of application is suffi  cient to produce 
change? Are all parts of the formula equally important or even relevant? 
Can the reader, for example, identify more personally relevant segments, 
apply only those segments, and experience a level of change identical to 
that produced by someone who has digested and applied all segments? Are 
multiple formulae equally successful—do readers simply need a formula 
and any formula will do?

Th e present chapter begins by examining similarities and diff erences in 
the process encountered in accessing the more general health system and in 
accessing the self-help arena. A number of discrepancies are noted between 
how self-help materials are typically accessed and utilized and how the gen-
eral health system works, discrepancies that may be cause for concern. One 
of those discrepancies in the self-help arena involves the lack of formal diag-
nosis prior to selecting a self-help remedy. Trends in the scientifi c study of 
self-help are then examined to provide insights into how this area is growing 
and where defi ciencies may lie. Next examined is the overall eff ectiveness 
of self-help materials, as revealed in meta-analytic studies summarizing 
their eff ectiveness. In this section, estimates of the overall eff ectiveness of 
self-help approaches are examined as assessed by dropout rates, treatment 
outcome comparing self-help to both wait-list and therapist-administered 
treatments, and long-term outcomes. Where possible, specifi c comparisons 
are made between eff ectiveness rates for self-administered treatments and 
therapist-administered treatments for specifi c disorders. Next addressed 
was the place of self-help treatments in the health arena. In this context 
we examine the conditions under which self-help treatments could be used 
as a stand-alone treatment and when their use as an adjunctive treatment 
should be recommended. Specifi c approaches to stepped-care models are 
examined as part of this debate. Th e chapter concludes by examining the 
importance of assessment of change for answering a variety of questions on 
overall treatment eff ectiveness and changes in treatment tactics linked to 
expected rates of change for target problems.

Parallels to Help-Seeking in the Health Arena
In the health arena, people seek help when things go wrong—they feel bad 
(symptoms), notice that something has changed in how their body  functions 
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(signs), or receive information that their symptoms or signs deserve further 
examination. If the object of their attention is behavior—smoking, eating, 
drinking—individuals usually do not consult experts to diagnose the prob-
lem, though their attention may be aroused if someone has labeled their 
behavior “addicted” or the consequences of their behavior “obese.” Problem 
defi nition, as this phase is called, can be either self- or other-identifi ed. If 
the problem in question requires specifi c defi nition, the suff erer may seek 
an expert opinion to provide a diagnosis. In the mental health arena, diag-
nosis is a complex process that involves not only defi nition of the identi-
fi ed signs and symptoms, but also defi nition of additional/accompanying 
conditions, offi  cially termed comorbid conditions, that may contribute to, 
complicate, and be associated with the presenting problem that prompted 
the health search. Th e process of accurately defi ning the target problem(s) 
has been largely ignored in the self-help domain and is a major source of 
concern for both researchers and authors of self-help materials. Self-help 
programs designed to treat depression, for example, assume that the prob-
lem to be targeted is indeed depression and not another physical disorder 
with a symptom picture similar to depression. Obviously, a self-adminis-
tered change program applied by an individual to a problem that does not 
exist will not work and is also likely to have unintended consequences—not 
receiving treatment for the disorder that does exist, for example. Individu-
als who suff er from severe levels of the disorder in question or who have 
complicating comorbid conditions, e.g., substance dependence and depres-
sion, may not realize that the self-help program being employed was never 
intended to be applied to individuals with their level of disorder.

Once a problem is diagnosed, the health expert may turn her atten-
tion to what causal factors are involved. At the molar level, this determi-
nation might include examining the individual’s history for evidence of 
signifi cant losses or stressors or conducting a lab test to determine thy-
roid function. Th e medical treatment recommended would hinge on the 
formulation of what was causing the depression. Diff erences in causal 
formulations also exist within the psychological domain. While profes-
sionals are aware of these diff erences and may prescribe diff erent treat-
ments depending on these formulations, purveyors of self-administered 
therapies typically advocate for one specifi c approach. Discriminations 
between causal agents are considered unimportant or their importance 
is ignored. Th is one-size-fi ts-all approach is applied indiscriminately by 
the consumer who is likely unaware that diff erent formulations exist. If 
improvement does not follow upon application of the program, the user is 
likely to conclude “Th e program is worthless!” or “I’m worthless for failing 
to make the program work for me,” as opposed to the determination that 
“Th is program was not designed for my specifi c needs.”
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In the health arena, once a specifi c treatment for the specifi c problem is 
applied, its eff ectiveness is evaluated. Simply put, the suff erer and the health 
expert determine whether change occurs. Th is phase of the intervention is 
oft en incorporated into many self-help programs. Various self-administered 
assessment instruments are oft en provided and the consumer is encour-
aged to assess his progress, or lack thereof, on a regular basis. What is not 
known in the self-help arena is what happens to those people who have not 
responded to the self-help program. Do they abandon it? Do they try harder? 
Do they jettison that approach and call their physician or seek other profes-
sional services? Information on the fate of failed self-helpers would be useful 
in recommending changes to the self-administered treatment protocols.

Positioning Self-Help Treatments in the Health Arena
In one sense, the people have voted and self-help materials occupy a place 
of prominence in the pantheon of treatments for mental health problems. 
According to Amazon.com, 81,796 self-help books were available to help 
negotiate life’s shoals as of October 2006. Advice on how to deal with 
specifi c problems included 522 books on depression, 398 on anxiety, and 
425 on various addictions. Children merited 1429 self-help books of their 
own. One book proclaimed that it was the last self-help book one would 
ever need. Th e very fact that so many choices exist is part of the problem 
because there is little in the way of guidance to help individuals decide 
which books might be useful for their particular problem, much less spe-
cifi c data on which are eff ective and which are not.

Were it known which books were eff ective, a related issue involves how 
to position self-help materials in the health arena. One possibility is to off er 
such materials as an alternative to or as an adjunct to professional advice 
and help. In this scenario, self-help materials would be used very much as 
they are today. Th at is, authors would off er various forms of advice, which 
would be purchased in the marketplace and utilized with various levels of 
success. Used in this way, self-help programs are only an informal part of 
the health system, whose impact is diffi  cult, if not impossible, to gauge.

Another approach is to off er self-help materials more formally, as part of 
the overall process of evaluation and diagnosis by primary and secondary 
health professionals. Used in this way, individuals with yet-unidentifi ed 
specifi c problems would enter the health care system seeking help for signs 
or symptoms of concern. A formal evaluation would then be conducted 
and individuals assigned to an appropriate treatment, in some cases a 
stand-alone self-administered treatment (SAT), in others a therapist-
enhanced SAT, in still others treatment provided by a professional. 
Improvement (or not) would be carefully monitored to determine whether 
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the SAT was proving eff ective. Essentially, all of the SATs examined in this 
book utilized this approach. Because all SATs were examined as part of a 
study, a formal evaluation was conducted to determine whether individu-
als met the criteria for inclusion in the study. Only then were they assigned 
to an SAT condition, wherein they were carefully evaluated at, minimally, 
posttreatment. In a very real sense, what we know about the eff ectiveness 
of SATs is based totally on individuals who have received SATs within this 
model.

Patterns in the Study of SAT Eff ectiveness
Next examined was the growth of treatment outcome studies of the eff ec-
tiveness of SATs over the last 30 years. An increase in the number of out-
come studies was expected for several reasons: (a) Attention was drawn to 
the study of the eff ectiveness of SATs by Glasgow and Rosen’s (1978) and 
Rosen’s (1987) articles on the need for such studies as well as the dearth 
of studies conducted up to the time their papers were written; (b) several 
meta-analyses (Gould & Clum, 1993; Marrs, 1995) were written, also pub-
licizing the importance of and need for such studies; (c) the growth of the 
number of books and tapes on self-help approaches was growing rapidly; 
and (d) a rapid increase in the use of the Internet by the public and a rapid 
increase in the number of self-help approaches available on the Internet all 
pointed to the need for such studies.

To illustrate whether this expected proliferation of studies materialized, 
we examined the references for a number of review and meta-analytic-
review studies for eight diff erent target problems (an approach admittedly 
not leading to an exhaustive review of the literature). We grouped these 
studies in 5-year increments for the last three decades. Th ese results are 
shown in Table 3.1. A number of trends stand out in this table. Th e most 
obvious trend is that, in spite of an increase in the number of such studies 
in recent years, there has clearly been no proliferation of research in this 
area. Th is conclusion accords with that of (Chapter 2 in this text), who 
argue that the case for the eff ectiveness of most self-help off erings in the 
health arena simply has not been made. Th ere has, however, been a clearly 
increasing trend in the number of such studies, with a doubling in each 
successive decade over the previous decade. Th is increase in controlled out-
come studies does seem to have been spurred by the high-profi le reviews of 
this research area. Th e number of controlled evaluations of Internet-based 
interventions, on the other hand, has been limited.

A second trend to be seen in the completed studies is that researchers 
are increasingly willing to evaluate SATs for more diffi  cult mental health 
problems. For example, studies on the eff ectiveness of SATs for eating 
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 disorders has increased greatly in the last decade, this in spite of the fact 
that eating disorders have been considered diffi  cult to treat and suff erers 
both resistant to talk about their problems and to take action to change 
them. In a similar vein, problem drinking and depression both have seen a 
signifi cant increase in the number of studies that have evaluated the eff ec-
tiveness of SATs. Th e belief that therapists must be employed to overcome 
low levels of motivation of these target populations is being challenged by 
the success of the evaluated programs. Th e type of anxiety disorders being 
targeted has also shift ed. In the early part of this 30-year period, speech 
anxiety and phobias were the target problems. More recently, panic disor-
der, agoraphobia, obsessive–compulsive disorder, and posttraumatic stress 
disorder have all been targeted, mostly successfully. Th is willingness to 
tackle mental disorders of known diffi  culty has consistently been preceded 
by the development of an eff ective treatment approach that is delivered by 
a therapist. Th is sort of progression makes sense, because the technology 
for delivering treatments already exists and simply awaits the development 
of content shown to be eff ective.

Eff ectiveness of Self-Administered Treatments
Th e determination of whether SATs are eff ective must be approached 
by providing answers to several questions and by drawing parallels to 
the psychotherapy outcome literature. Recent answers to the question 
of whether psychotherapy is eff ective have specifi ed the importance of 
comparing specifi c treatments with diff erent control groups,  including 

Table 3.1 Summary of the Number of Controlled Studies Evaluating SATs for Specifi c Target 
Problems Over a 30-Year Period

5-Year period

Target problem 75–79 80–84 85–89 90–94 95–99 00–04

Eating disorders 1 3 10 12

Sexual dysfunctions 5 4 3 1

Insomnia 1 1 2 2 3

Problem drinking 2 1 3 8

Cigarette smoking 2 1 2 9 1

Depression 3 2 2 6 5

Anxiety disorders 3 1 3 8 7 6

Childhood problems 1 1 1 3 6 1

Totals 10 11 14 21 43 37
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wait-list (WL) and placebo (PL) controls, and the determination of 
whether specifi c treatments for any given disorder or problem yield dif-
ferent outcomes than do other treatments. In the domain of SATs, the 
questions addressed to date include: (a) whether SATs are more eff ective 
than no treatment or WL; and (b) whether SATs are equivalent to treat-
ments off ered in individual or group therapy formats (hereaft er referred 
to as therapist-directed  treatments [TDTs]). Other questions addressed 
are whether more individuals drop out of SATs as compared to TDTs and 
whether any improvements realized are stable over time. A further ques-
tion is whether eff ectiveness rates diff er depending on the type of problem 
that is being addressed.

To begin to answer these questions, the literature was examined for 
meta-analytic summaries of the eff ectiveness of SATs and TDTs, both 
for the general outcome literature and for specifi c disorders/problems. 
Meta-analytic summaries were chosen for comparison because they off er 
the best hope of making valid comparisons. Th ese comparisons were fur-
ther standardized by examining only those eff ect sizes (ESs) that compared 
SATs and TDTs to no treatment or WL groups, a decision necessitated by 
the almost exclusive use of such comparison groups in studies of the effi  -
cacy of SATs.

Th e fi rst question addressed is whether individuals who enter stud-
ies that evaluate the eff ectiveness of SATs do not tolerate the approach 
being off ered and drop out of treatment. Such dropouts could occur 
for a variety of reasons, including preference for seeing a live therapist 
or taking medication, failure to see the relevance of the selected SAT 
to the identifi ed problem, a desire to sample the material rather than 
 consume it in its entirety, or unwillingness to comply with assorted 
exercises off ered in the self-help material. Rosen, Glasgow, and Barrera 
(1976) identifi ed a  number of examples of study participants who failed 
to  conduct exercises, complete the entire treatment package, or dropped 
out of the study altogether. Th e question of compliance and how it relates 
to outcome will be addressed in a later section. Th e question of what the 
frequency of study dropouts is from SATs, however, was evaluated by 
Gould and Clum (1993) in a set of 40 studies. Th ese authors reported 
that, in the studies that presented such information, the dropout rate 
was 9.7% for  individuals receiving the SAT and 8.6% for individuals in 
the control condition. Th is estimate is comparable to the dropout rate of 
10% of treated individuals and 9.2% of controls reported by Shapiro and 
Shapiro (1983) in their meta-analysis of psychotherapy studies where 
treatment was administered by a therapist. Th ese results indicate that 
SATs are well-tolerated within the context of outcome studies in which 
 individuals are formally enrolled.
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A more recent analysis of dropout rate in SATs was conducted by Hirai 
and Clum (2006) for individuals seeking help for anxiety problems. Th ese 
authors reported a dropout rate of 12.3% for individuals in SATs during 
the treatment period. Individuals dropped out while in the control condi-
tions at somewhat higher rates, with 11.3% of individuals in WL groups, 
13.4% in placebo groups, and 18.0% in minimal treatment groups drop-
ping out during the intervention phase of the study. Th ese results support 
the contention that participation in SATs is well tolerated and that indi-
viduals perceive the viability of the approach being off ered.

Th e next question addressed concerns the level of treatment eff ective-
ness of SATs. Several comprehensive meta-analyses have been conducted 
of the SAT literature, with overall estimates of eff ectiveness as measured by 
ESs for comparisons of SATs and WL/no treatment controls ranging from 
.57 (Marrs, 1995) to .87 (Gould & Clum, 1993). Given that SATs that have 
been empirically examined almost exclusively utilized cognitive–behav-
ioral treatment (CBT) approaches, prudence requires that the above results 
be compared with the general eff ectiveness of CBT treatments delivered by 
trained experts. Bowers and Clum (1988) conducted such a meta-analytic 
study, evaluating 69 treatment studies that compared the eff ectiveness of 
therapist-administered CBTs to a placebo or attention-control group, with 
a subset of 40 studies that also utilized a no treatment or WL control. Th e 
overall ES comparing TDTs to WL was .76, while the overall ES compar-
ing TDTs to placebo controls was .55. Th e estimates of ESs from the two 
general meta-analyses of SATs compare favorably with these estimates of 
eff ectiveness for TDTs. Several caveats exist for these comparisons. Th e 
Bowers and Clum study was conducted using treatments available 10 years 
prior to those evaluated in the meta-analytic summaries of SAT eff ective-
ness. Given that SATs are based on standard CBT treatments for various 
disorders, improvements in treatments could be expected over that 10-year 
period. Such improvements would then be mirrored in the SATs, which, 
even when self-administered, could prove superior to older, less sophisti-
cated approaches. In addition, summaries of treatments not aggregated by 
type of problem may pose additional problems. Gould and Clum (1993), 
for example, found that treatment eff ectiveness varied by type of target 
sample, with anxiety problems being more eff ectively treated with SATs 
than depression or habit disturbances. A more valid comparison, there-
fore, would examine the eff ectiveness of SATs and TDTs for the same type 
of target problem.

Accordingly, we next compared treatment eff ectiveness for diff erent 
diagnostic groups/target problems. Table 3.2 summarizes these compar-
isons. An examination of the ESs for SATs indicates that the treatment 
eff ects may be described as highly variable, varying from small to large, 
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using a standard for ESs developed by Wolf (1986). Th us, SATs are eff ec-
tive for a wide variety of mental health problems, when compared to WL 
controls, but this eff ectiveness varies in degree. Moreover, variations in 
the level of eff ectiveness mirror somewhat closely variations for TDTs for 
similar problems. For example, as indicated in Table 3.2, the lowest ESs, 
whether therapist-directed or self-administered, are for alcohol abuse 
problems, while the highest ESs are for smoking cessation. Moderate treat-
ment eff ects are found for both TDTs and SATs for most of the anxiety 
disorders and depression.

A more accurate determination of whether SATs have approximately 
the same level of eff ect or are substantially less eff ective than TDTs comes 
from direct comparisons between these two venues in the same study. In 
these comparisons, more confi dence can be placed in the outcomes because 
individuals with similar levels of the target problem are being treated in 
both groups. Fewer studies have been conducted that permit these types 
of comparisons. When they do exist, however, they are instructive. Hirai 
and Clum (2006), for example, evaluated such comparisons in individuals 
with various anxiety problems. In these comparisons, TDTs were clearly 
more eff ective for specifi c phobias, social anxiety, posttraumatic stress 
disorder (PTSD), and obsessive–compulsive disorder (OCD). Similar out-
comes were found for panic disorder/agoraphobia and test anxiety. Diff er-
ences in eff ectiveness between the two venues were also reported by van 
Lankveld (Chapter 9 in this text) in the treatment of sexual dysfunctions. 
van Lankveld reports equal effi  cacy between SATs and TDTs for problems 
of premature ejaculation but more effi  cacy for TDTs for problems of orgas-
mic dysfunction, especially in women.

Also lacking in the SAT eff ectiveness literature are follow-up studies 
that evaluate the duration of treatment eff ects. In the general meta- analysis 
by Gould and Clum (1993), only 12 of 40 studies conducted follow-up 

Table 3.2 Comparisons of Summary ESs for SATs and TDTs for Specifi c 
Types of Target Problems at Posttreatment

Type of treatment approach

Target problem SATs TDTs

Posttraumatic stress disorder  .45 1.26

Panic disorder/agoraphobia  .56  .87

Generalized anxiety disorder  .92  .82

Depression  .83  .73

Smoking 1.28 1.88

Alcohol abuse  .15  .37
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assessments in a form that allowed the determination of ESs. Th e ES for 
those 12 studies was .53, a moderate eff ect, and compares with an Es of .66 
for these same 12 studies at posttreatment. Th ese results suggest that the 
treatment eff ects were fairly stable, with some attenuation of the level of 
improvement. Th e stability of outcomes varies by type of target problem. 
Fairly stable results over time exist for social skills and headaches, variable 
results for smoking, and attenuation of treatment gains for weight loss and 
depression. Such comparisons are based on very few studies, however, and 
must be considered tentative. More recent meta-analyses of specifi c subsets 
of problems have yielded more reliable results, although based on a limited 
number of studies. Of 24 studies that compared the eff ectiveness of SATs 
to WL controls in the treatment of anxiety disorders, only 7 examined 
effi  cacy in a follow-up period. Of studies that compared SATs and TDTs 
in this same meta-analysis, 11 of 17 studied the comparative eff ects in a 
follow-up period. Hirai and Clum (2006) reported that treatment eff ects 
tended to be stable in the follow-up period and that diff erences between 
SATs and TDTs narrowed. Van Lankveld (Chapter 9 in this text), on the 
other hand, found that the eff ects of SATs for sexual dysfunctions tended 
to be short-lived, with problems in orgasmic dysfunction and pain during 
sexual activity reverting to levels extant prior to the start of treatment. 
Again, a caveat must be issued, as most of the SATs studied to date have 
used very brief follow-up periods to determine the stability of outcomes, 
with maximum periods infrequently exceeding 6 months.

In summary, individuals who enter treatment studies knowing that one 
of the approaches off ered might be an SAT have dropout rates similar to 
those for individuals who enter treatment studies knowing that they will 
either be placed in a TDT or a control condition. Once assigned to an SAT, 
individuals tend to remain in treatment. For those individuals who com-
plete SATs, outcomes are in the moderate range when compared to WL or 
placebo but tend to be somewhat less when compared to a TDT. Th is latter 
conclusion varies depending on the type of target problem, however, with 
SATs equivalent to TDTs for some disorders.

Moreover, relapse rates aft er treatment suggest that the eff ects of many 
SATs are stable. Once again, however, stability of eff ects varies depending 
on the type of problem being addressed.

Integrating SATs in the Delivery of Treatments for Health Problems
Th e principle question to be addressed here is whether any SATs have dem-
onstrated suffi  cient effi  cacy to warrant their prescription for dealing with 
any health problems. A related question is how SATs are to be used in 
the treatment armamentarium—only adjunctively with other treatments 
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off ered by a professional, as a fi rst step in a stepped-care approach, or as 
a stand-alone treatment. Also critical is the question of whether the most 
familiar approach to using SATs should be employed (i.e., prescribing an 
empirically validated book, tape, or Web-based intervention) or whether 
modifi cations should be recommended in how SATs are utilized (e.g., with 
regular therapist follow-up and only in the context of an established health 
care system).

Arguably, those SATs that have shown empirical equivalence to TDTs 
can be recommended as stand-alone treatments. SATs that are eff ective 
compared to WL but less eff ective than TDTs, on the other hand, would be 
considered the fi rst step in a stepped-care approach. Stepped-care can be 
defi ned as “lower-cost interventions (that) are tried fi rst, with more inten-
sive and costly interventions reserved for those insuffi  ciently helped by the 
initial intervention” (Haaga, 2000, p. 547). Cognitive behavioral treatment 
approaches, especially when delivered in group format, have been found to 
be more cost-effi  cient for panic disorder (PD) than pharmacologic inter-
ventions (Otto, Pollack, & Maki, 2001). Th us, stepped-care interventions 
might involve SATs alone, SATs in combination with individual or group 
therapy interventions, psychotherapy alone, and pharmacologic agents. In 
a special section published in the Journal of Consulting and Clinical Psy-
chology devoted to examining stepped-care approaches to psychotherapy, 
a series of experts recommended SATs or SAT-augmented treatments for 
generalized anxiety disorder (GAD; Newman, 2001), PD (Otto et al., 2001), 
eating disorders (Wilson, Vitousek, & Loeb, 2001), and alcohol problems 
(Sobell & Sobell, 2000).

While SATs have been found eff ective for a number of diagnosable 
problems, solutions for implementing their use in stepped-care approaches 
have yet to be resolved. One approach would be to develop predictive mod-
els for who responds to SATs, TDTs, and pharmacotherapies. Diff erential 
assignment to these treatments would require diff erent predictive models, 
a requirement that may prove elusive, given Otto et al.’s (2000) experience 
with predicting treatment response in individuals with PD. Th ese authors 
report that severity and comorbidity predict outcome regardless of the 
treatment venue.

In contrast, Sobell and Sobell (2000) recommend an approach in which 
assignment to venue of treatment is based on clinical judgment and would 
include such variables as severity of the problem, the presence of suicide 
ideation, and the patient’s preferences for and biases toward treatment. 
Decisions to continue or change treatment approaches would be based 
on evaluations that refl ect progress or not. Th e requirement of involving 
experts from the beginning of treatment has the added benefi t of ensuring 
that the recommended treatment approach fi ts the problem defi nition.
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When used adjunctively to individual or group-administered  treatments, 
SATs have another benefi t; i.e., they can be used once treatment is over as a 
reference guide for what to do in case of setbacks or relapse. Th is approach 
would reduce therapist time requirements and provide support for the 
individual’s effi  cacy for solving the problem alone.

Feedback Approaches for Enhancing Outcome
SATs, whether delivered via books or computer-assisted programs, oft en 
incorporate continuous assessments to check on progress or the lack of 
progress. Stepped-care approaches require the use of constant monitor-
ing to determine whether progress is occurring or whether a shift  to more 
traditional treatments is required. As examined to date, SATs have utilized 
assessments to provide feedback to the individual being treated and to the 
individual conducting the study to assist with treatment planning.

Feedback mechanisms regarding the progress of individuals in treat-
ment serve to enhance treatment outcome (Chapter 4 in this text). Th is is 
true whether the feedback is provided to the individual in treatment or to 
the therapist working with the individual. In both cases, the mechanisms 
for producing change are likely similar. Feedback to the individual in treat-
ment informs the individual of her progress, or lack thereof. If informing 
the individual of progress, feedback serves as both a reward and as infor-
mation that the individual is acting in ways to produce treatment gains. 
If informing of lack of progress, feedback serves to motivate and to help 
the individual change direction and attempt other approaches. Feedback 
to the therapist may have similar eff ects. Th is possibility was explored in a 
study by Lambert, Hansen, and Finch (2001), who compared the results of 
a simple feedback system that used color-coding to identify progress and 
to make simple change-no-change in treatment plan recommendations. 
Th erapists who received such feedback produced more cases with clini-
cally signifi cant change than did therapists not receiving feedback. Other 
therapist feedback systems have similar goals but their eff ectiveness has 
not been evaluated. Ideas regarding how to use feedback in SATs can be 
gleaned from research on feedback with TDTs.

In spite of the lack of validating data, Lambert (2001) identifi ed a begin-
ning trend to evaluate individual treatment progress as an approach likely 
to enhance psychotherapy outcomes. In his discussion of this important 
area, he noted that psychotherapy outcome research has evolved from effi  -
cacy research, which establishes diff erential treatment outcomes for specifi c 
modalities under controlled conditions, to eff ectiveness research, which 
establishes the eff ectiveness of various treatment approaches on the front 
lines, where treatment is being accomplished with individuals of complex 
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diagnostic confi gurations. More recently, assessing treatment outcomes 
has been expanded to include evaluating the progress of  individuals, in 
comparison to predicted pathways based on normative data.

In one such model, reported on by Lueger, Howard, Martinovich, Lutz, 
Anderson, and Grissom (2001), individuals were compared to three dos-
age levels of outcome and three phases of outcome to determine where 
they were in terms of psychotherapeutic progress. Howard, Kopta, Krause, 
and Orlinsky (1986) reported that 50% of patients improved aft er 8 ses-
sions, 75% improved aft er 26 sessions, and 85% reached an asymptote 
aft er 60 sessions. Variability in this pattern was produced by variations 
in diagnoses, symptoms, and interpersonal problems. Th e rate of patient 
improvement was slower in a study by Anderson and Lambert (2001), who 
reported that 50% of patients needed 13 sessions of psychotherapy before 
reporting clinically signifi cant change. Using a phase model to describe 
how therapy progresses, Howard, Lueger, Maling, and Martinovich 
(1993) reported three distinct phases—increases in subjective well-being 
 (remoralization), symptom reduction (remediation), and recovery of life 
functioning (rehabilitation). Improvement in remoralization occurred 
mostly around the 2nd session, remediation around the 6th session, and 
life functioning around the 10th session. Deviations from this progression 
have been linked to less successful treatment outcomes.

Feedback systems such as described in these studies of psychotherapy 
processes have not been systematically incorporated into therapist-assisted 
treatments or SATs. Th e potential for doing so, however, is considerable. 
Self-help books frequently include a variety of assessment devices with 
instructions to chart progress on a regular basis. A variety of online pro-
grams exist that conduct basic assessments that help individuals identify 
the types of problems they may have, with recommendations to check such 
assessments with their therapist or to proceed to the online treatment. 
Online assessments are capable of much more, given that repeat assess-
ments are relatively easy to perform, as are graphs illustrating change 
over time. As an example, panicsolutions.com off ers a real-time feedback 
report for individuals who want to evaluate their pre- and posttreatment 
panic profi le and compare themselves to individuals who have completed 
a self-administered treatment program. Because this assessment incorpo-
rates evaluations of the principle symptom domains of PD, coping strate-
gies, and effi  cacy for performing coping strategies, users of the program can 
evaluate themselves on factors predictive of and representative of treatment 
change. Th erapists who utilize this system can receive regular updates on 
their clients’ progress. Roodman (1996), in an unpublished study, evalu-
ated a feedback system based on this profi le and delivered either in person, 
by a therapist, or by mail. When compared to assessment only, diff erential 
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improvement was found for the feedback groups on f requency of full and 
limited-symptom panic attacks.

Using established assessments for diff erent disorders, the  eff ectiveness 
of SATs could be examined and rates of change compared. As with the 
 studies completed for TDTs, such assessments could help determine 
whether change continues to occur or whether an asymptote has been 
reached. Decisions could then be made to utilize another self-help  modality 
or to switch to a TDT or pharmacologic agent. Participants in the program 
would also have access to such data and could be a part of the decision 
process.

Summary and Conclusions
Th e present chapter began with an evaluation of the scope of self-help 
approaches to problems of medical and psychological relevance in 
 present-day American society. While the use of various self-help approaches 
is both undeniable and vast, much less information is available on the 
eff ectiveness of these approaches. One of the chief diffi  culties encountered 
in examining the role of SATs for reducing health problems in our society 
is that no information exists as to how individuals identify the problems to 
be addressed, whether the identifi ed problems exist in a form that can be 
targeted by SATs, how or whether such self-help vehicles are utilized, and 
whether any change takes place.

As an alternative to the way in which SATs are currently consumed, 
an alternative approach was identifi ed, one that parallels how SATs have 
been evaluated in the scientifi c literature. In this approach, SATs are con-
sidered to have a potentially important role in society’s overall approach 
to health problems. Such a role recognizes the treatment validity of some 
approaches and calls for the development and testing of others. Critical 
to the employment of such approaches is the formal diagnostic process 
that typifi es the medical/psychological treatment process when individu-
als access formal health care modalities. It is not expected that such an 
approach would replace the current way in which self-help treatments are 
used, but rather that it would augment the current approach.

For SATs to be incorporated into the current health system, it must 
fi rst be established that they are in fact eff ective. Also requisite is the 
 determination of the level of eff ectiveness. Accordingly, the literature on 
eff ectiveness was selectively sampled to provide a sense of the levels at 
which eff ectiveness has been tested and the levels of eff ectiveness so far 
established. Generally speaking, the number of studies is still low but the 
frequency with which such approaches are being examined is accelerating. 
Evidence collected so far paints a picture of a small cadre of approaches 

ER51712_C003.indd   54ER51712_C003.indd   54 06/10/2007   07:57:4906/10/2007   07:57:49



Self-Help Interventions • 55

validated for a growing number of specifi c health problems. Furthermore, 
the evidence suggests that the approaches targeted to date are well toler-
ated, moderately eff ective, and generally stable in their eff ects. Moreover, 
an examination of the outcome studies that have been conducted leads 
to the inevitable conclusion that the only information available on eff ec-
tiveness exists in the context of studies completed aft er both a thorough 
evaluation of the problem to be addressed and careful monitoring of the 
progress found.

Next addressed was the use of SATs in a stepped-care approach to 
 medical and psychological problems. Th e stepped-care approach, when 
applied to SATs, is basically a conceptualization of the possible roles SATs 
could have relative to other treatment approaches. Th e recommendation 
was made that SATs could be a valuable fi rst step when their validity has 
been established and when they are clearly inferior to TDTs. SATs would 
have alternate treatment status when they were found equivalent to TDTs 
in treatment eff ect. Regardless of the history of eff ectiveness determined 
in past studies, an important feature of the stepped-care approach is con-
tinuous monitoring of the individual’s progress for the approach selected. 
Regular monitoring of treatment progress is considered essential to the 
determination of treatment eff ectiveness in the community setting, having 
established treatment effi  cacy in controlled studies.

Another approach for the use of continuous assessment of SAT 
 eff ectiveness was found in a set of studies used to establish norms for 
change in mental health problems, regardless of the psychological treat-
ment approach employed. Th is approach seeks to identify common pro-
cesses across theoretically diff erent treatment approaches as well as to 
identify typical time periods for patient involvement in each of those pro-
cesses. While not yet employed in SAT research, the promise exists for 
fi nding common therapeutic elements as well as for estimating the time 
required for various types of change using SATs.

Chapter Points
Th e fi rst step in addressing health problems within the health 
care system is diagnosis, a step oft en omitted in seeking self-
administered solutions to problems.
Also missing in the application of self-help remedies is an under-
standing of specifi c connections between causal factors and the 
identifi ed problem, a gap that may reduce successful treatment of 
the problem.
Th e place of SATs in the total approach to health delivery systems 
is largely undefi ned. Th e current role of SATs is largely informal, 

•

•

•
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with neither access nor use tied to diagnosed problems, except 
when recommended by a health care professional.
More formal integration of SATs into the health care system is 
possible. Th e extant body of empirical literature evaluating the 
eff ectiveness of SATs illustrates how formal incorporation of such 
approaches might work.
Empirical studies of the eff ectiveness of SATs has been increasing, 
as have investigations of more diffi  cult and complex mental health 
problems.
Th e eff ectiveness of SATs has been demonstrated for a number 
of diff erent problems, while the level of eff ectiveness parallels 
that for TDTs. SATs will continue to be used informally but also 
might be formally incorporated into the health care system as 
both stand-alone treatments and as the fi rst step in stepped-care 
approaches.
Th e formal use of SATs requires ongoing assessment of progress, 
a procedure that both enhances outcome and improves the likeli-
hood of selecting the best treatment approach.
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CHAPTER 4
Self-Regulation Theory and 

Self-Help Therapies
GR EG A. R. FEBBR ARO AND GEORGE A. CLUM

Overview

Self-help treatments for emotional and physical disorders oft en utilize, 
implicitly or explicitly, principles of self-regulation that are used to pro-
duce and maximize change. An examination of these principles and the 
theoretical frameworks that organize them help us to understand how best 
to maximize change and how self-directed change comes about. Th eories 
of self-regulation have emerged from a variety of disciplines, including 
psychology, sociology, physics, medicine, engineering, mathematics, and 
economics. Th is chapter fi rst examines several prominent theories that 
have applied principles of self-regulation to psychological processes of 
change. Next examined is the empirical evidence identifying which pro-
cesses are eff ective, especially as they relate to self-help treatments. Th en, 
the processes that have the most promise are examined for how to best 
integrate these processes into self-administered treatment approaches.

Self-Regulation Th eories of Human Behavior

Self-regulation refers to the psychological processes that mediate goal-
directed behavior in the absence of immediate consequences (Carver 
& Scheier, 1986; Kanfer, 1970). Self-regulatory processes are naturally 
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 initiated when routinized activity is impeded or when goal-directedness 
is otherwise made salient (Karoly, 1993). However, self-regulatory pro-
cesses are also initiated by prompting, as when individuals in treatment 
programs are prompted to engage in some behavior by the change agent. 
Psychologically based theories of self-regulation originate from cybernet-
ics, the science of self-regulation (Wiener, 1948). As Watson and Th arp 
(2002) point out, most psychological theories of self-regulation contain 
several basic cybernetic principles (Bandura, 1986, 1991; Carver & Scheier, 
1982, 1999; Kanfer, 1975; Kanfer & Stevenson, 1985; Miller, Galanter, & 
Pribram, 1960; Mithaug, 1993).

Th e thermostat of a home heating system has oft en been used as an exam-
ple to illustrate the major principles and mechanisms of cybernetic theory 
(e.g., Endler & Kocovski, 2000; Watson & Th arp, 2002). A  thermostat has 
four key mechanisms—a standard, sensor, comparator, and an activator. 
Th e standard (i.e., goal) identifi es the temperature that is to be maintained. 
Th e sensor detects the actual temperature, while the comparator exam-
ines the current temperature against the standard. When the temperature 
 deviates from the standard, the thermostat signals the activator, which 
either turns the heater on or turns it off . In this system a reasonably good 
balance is maintained between the actual and desired temperature.

Human behavior can be viewed as being regulated in a similar fashion. 
Individuals identify standards or goals, initiate a set of behaviors to attain 
those goals, monitor their level of accomplishment, compare their level 
of accomplishment to the goals, and determine whether their behaviors 
should be adjusted in order to meet the goals. If a discrepancy is discov-
ered between an individual’s standards and actual behaviors, attempts 
are made to modify the behaviors to better meet the standard (Endler & 
Kocovski, 2000; Watson & Th arp, 2002). Th is modifi cation might take the 
form of increasing or decreasing the behaviors intended to help reach the 
goal or by identifying new strategies to help attain the objective.

Self-regulation theories vary in the extent to which they use cybernetic 
formulations. Carver and Scheier (e.g., 1982, 1999) base their control the-
ory strictly on cybernetic processes, while Bandura (e.g., 1986, 1991) adds 
planning, judgment, and self-effi  cacy to these principles. Kanfer and col-
leagues (e.g., Kanfer, 1975; Kanfer & Schefft  , 1988; Kanfer & Stevenson, 
1985) have added other psychological processes, including reward, pun-
ishment, learning, and thinking to their formulation of how to maximize 
the change process. Th is chapter focuses on Carver and Scheier’s, Ban-
dura’s, and Kanfer’s self-regulation theories, with particular emphasis on 
Bandura’s and Kanfer’s contributions.

Carver and Scheier’s control theory of self-regulation (e.g., 1982) 
 emphasizes goal setting, feedback on eff orts to reach the goal, and the 
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 individual’s attempts to reduce discrepancies between the goal and perfor-
mance. Goals energize and direct activities and are viewed as  referencing 
values in feedback loops. Feedback loops include four  elements: (a) an input 
function based on perceptions of  performance, (b) a goal, (c) a comparison 
of performance to the goal, and (d) a continuation of or modifi cation of the 
previous behavior, known as output function.

Th e output function is equivalent to behavior in control theory (Carver, 
2004) and can be either internal or external in nature. If the comparison 
yields no diff erence between the goal and performance, the performing 
individual likely maintains the same behavior. If the comparison identi-
fi es a discrepancy between the goal and performance, the output function 
changes. Carver postulates that several responses are possible. Th e indi-
vidual can increase the strength of the previous behavior, change strategy, 
or modify or abandon the goal.

Bandura’s and Kanfer’s theories of self-regulation have a number of 
principles in common and, accordingly, will be discussed together. Both 
Bandura and Kanfer postulate that: (a) behavior results from the inter-
action of various factors; (b) self-regulation proceeds through stages; (c) 
goals and feedback are important, as are distinctions between proximal 
and distal goals; (d) internal and external attributions play a role in change 
processes; (e) discrepancies between goals and performance motivate 
behavior; and (f) commitment enhances motivation. Bandura, however, 
also emphasizes the importance of self-effi  cacy, a belief in one’s ability to 
engage in behavior that leads to goal attainment.

Both Bandura and Kanfer view behavior as resulting from a  combination 
of factors. Bandura (1986) explains human behavior as a consequence 
of cognitive factors, other internal factors, and environmental events. 
 Kanfer emphasizes the interaction among environmental,  psychological, 
and  biological events (Kanfer & Schefft  , 1988). Further, Kanfer  postulates 
that self-regulation proceeds only if a disruption in a person’s  system 
is  determined to result from the person’s behavioral incompetence 
 (psychological variables) as opposed to the perception of some more basic 
incompetence that prevents learning new behaviors.

Kanfer views self-regulation as proceeding through three distinct 
stages: (a) self-monitoring (or self-observation); (b) self-evaluation (or 
self-refl ection); and (c) self-reinforcement (or self-reaction). It should be 
noted that the terms in parentheses are Bandura’s terms for the same stage 
and, therefore, both terms for each stage will be used interchangeably 
throughout the remainder of this chapter.

Both Bandura and Kanfer view self-monitoring as providing an indi-
vidual with the information needed to establish realistic goals and for  
evaluating his or her progress toward those goals. Further, self-monitoring 
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allows an individual to direct his behavior (Bandura, 1991; Kanfer & 
Schefft  , 1988). Th e eff ectiveness of self-monitoring depends upon several 
factors, including: (a) whether coping behavior or the target behavior is 
monitored; (b) whether explicit expectations are provided by an exter-
nal monitor (Kazdin, 1974; Nelson, Lipinski, & Black, 1975); (c) whether 
timing of the self-monitoring response is manipulated (i.e., monitoring 
prior to, rather than aft er, the occurrence of the target behavior; Bel-
lack, Rozensky, & Schwartz, 1974; Nelson, Hay, & Hay, 1977; Romanczyk, 
1974); and (d) whether the self-monitoring response itself is further speci-
fi ed (e.g., monitoring eating alone vs. monitoring eating as well as caloric 
intake of food eaten). In both Bandura’s and Kanfer’s theories, self-mon-
itoring serves to increase self-awareness and possibly serves to enhance 
eff ectiveness.

In the self-evaluation stage, current behavior is compared against stan-
dards or goals. Bandura notes that monitoring performance has little 
meaning without comparing performance to some standard. Kanfer notes 
that, before comparing current behavior to a standard, a particular crite-
rion for that behavior must be selected. Moreover, the monitored behavior 
must be important to the person’s motivational state or current concern. 
“Current concern” refers to the state of the individual between the time 
a commitment is undertaken to pursue a particular goal and the time to 
either consummate the goal or abandon its pursuit and disengage from 
the goal. Th e monitored behavior attains signifi cance in proportion to the 
degree that it relates to the current concern.

Kanfer’s model further diff erentiates between short-term and long-term 
concerns. Short-term concerns focus on the performance of  behavior 
 relevant to the immediate situation and to specifi c proximal goals. 
Long-term  concerns relate to the maintenance of enduring personal 
goals (i.e., distal goals), especially as they aff ect the person’s standards for 
 personal conduct in a wide range of situations. Long-term concerns thus 
relate to self-perceptions regarding personal capabilities and repertoires. 
In addition to the distinction between proximal and distal goals and its 
importance for treatment, level of goal diffi  culty, the individual’s role in 
defi ning goals, and goals in conjunction with feedback also have important 
treatment implications.

Proximal goals have been noted to result in better goal-related 
 performance than distal goals (Bandura & Schunck, 1981; Bandura & 
Simon, 1977). In addition, goals result in better task performance when 
explicit and challenging than when easy and vague (Locke, Shaw, Saari, 
& Latham, 1981; Masters, Furman, & Barden, 1977). Furthermore, 
 collaborative goals have been recommended in the clinical literature 
(Washton & Stone-Washton, 1990). However, the goal-setting data do not 
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clearly support an advantage of collaborative goals relative to assigned 
goals (Locke, 1991; Locke et al., 1981). Finally, feedback has been defi ned as 
information about performance (Kazdin, 1994) or as knowledge of results 
(Locke et al., 1981). In order to improve performance, both goals and 
 feedback are necessary (Locke, 1991; Locke et al., 1981). Goals have been 
found to relate signifi cantly to performance in the presence of  feedback 
but not in its absence (Erez, 1977).

Bandura (1986) notes that feedback serves two functions: (a) it  provides 
information regarding goal-related performance; and (b) it serves as a 
sign of progress, which can aff ect motivation through self-evaluative 
 mechanisms. Feedback can vary along a number of dimensions, such 
as amount, type, specifi city, timing, source, and recency (Ilgen, Fisher, 
&  Taylor, 1979). Eff ectiveness of feedback in changing behavior varies 
depending on whether feedback is self-administered (e.g., graphing of 
results) or  administered by another individual, such as a therapist. Self-
administered feedback is usually more immediate than feedback 
 administered by another individual and the immediacy or timing of 
 feedback may also be a factor in behavior change.

In the self-reinforcement stage, individuals either reward or punish 
themselves depending on their performance (Kanfer & Hagerman, 1981; 
Kanfer & Schefft  , 1988). Bandura (1991) notes that “people pursue courses 
of action that produce positive self-reactions and refrain from behaving 
in ways that results in self-censure” (p. 256). Self-reinforcement is most 
 eff ective when the individual determines it is warranted and administers 
the reward (Kazdin, 1994).

Bandura’s theory also specifi es how an individual might react when faced 
with a discrepancy between performance and the goal. If the  individual 
views the goal as important and also holds positive  expectancies, goal-
directed behaviors are likely increased. When the goal is met,  discrepancy 
reduction occurs, which increases both effi  cacy and commitment as well 
as facilitates the adoption of an even more challenging goal. Th e new 
goal again may result in the creation of a new discrepancy that, in turn, 
 motivates behavior.

Both Bandura and Kanfer view the self-regulation process as having 
motivational properties because goal attainment produces reinforcement 
(Kanfer & Schefft  , 1988). Motivation is also enhanced by feedback, self-
effi  cacy and commitment. Bandura’s (1986) concept of self-effi  cacy 
 determines the manner in which self-observation, self-refl ection, and 
self-reaction components operate. For example, self-effi  cacy beliefs 
aff ect self-observation of various aspects of one’s performance and the 
 consequences from them. High self-effi  cacy can result in greater  attention 
to information received from self-observation because of the belief in 
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one’s ability to aff ect one’s performance. In addition, self-effi  cacy aff ects 
an individual’s response to discrepancy between a personal standard 
and achievement of that standard. An individual with high self-effi  cacy 
will be motivated by a discrepancy between a goal and performance and 
will increase persistence toward that standard. An individual with low 
self-effi  cacy may respond to a similar situation by changing the  standard 
or decrease persistence toward that standard (Bandura & Cervone, 
1983, 1986).

Commitment is another factor aff ecting motivation. Commitment may 
be increased by having an individual sign a specifi c contract to work toward 
a goal or to contract for the assignment of penalties for failure to reach 
a goal. For example, Bowers, Winett, and Frederiksen (1987)  eff ectively 
utilized contingent monetary contracts in decreasing smoking over a 
6-month period. Factors that increase commitment and self-effi  cacy are 
likely to produce increased motivation to work toward goal attainment.

Eff ectiveness of Self-Regulatory Processes

A principal aim of any system of psychotherapy is to assist  individuals 
in regulating their behavior (Endler & Kocovski, 2000). Carl Rogers 
(1954), for example, believed that changes within the self would occur 
as a result of someone becoming more aware of their emotions. Other 
more  directive approaches to psychotherapy specify techniques that can 
be used to initiate and maintain changes in behavior. Th is is particularly 
the case when  utilizing behavioral and cognitive–behavioral treatments. 
Th ese approaches oft en explicitly incorporate self-regulatory strategies as 
part of treatment. For example, in behavior therapy, self-monitoring of 
 target behavior, determination of realistic short- and long-term goals, and 
 subsequent tracking of the target behavior via use of graphs (i.e., visual 
feedback) are key components of treatment.

Treatments based on self-regulation principles have been found  generally 
eff ective with both children and adults. In children, such  treatments have 
been found to decrease encopretic (i.e., involuntary elimination)  behaviors 
(Grimes, 1983) and hyperactive behaviors and to increase academic 
 performance in hyperactive boys (Varni & Henker, 1979). Self-regulatory 
strategies have been examined as primary  interventions with adult  problem 
behaviors. For example, adult problem behaviors successfully  targeted 
have included smoking (e.g., Foxx & Axelroth, 1983; McFall, 1970), obses-
sive rumination (e.g., Mahoney, 1971), and depressive  symptomatology 
(e.g., Harmon, Nelson, & Hayes, 1980).

While self-regulation provides a framework for understanding how 
self-change comes about, it remains to be determined whether and to what 
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extent specifi c processes aff ect behavior. Armed with evidence regarding 
which processes are eff ective, one can feel secure in developing change 
programs that combine those strategies with the highest payoff s. We will 
now turn our attention to an examination of these relationships.

Meta-Analytic Review of Self-Regulation Strategies
Febbraro and Clum (1998) conducted a meta-analytic review of self-
regulation strategies on adult problem behaviors to determine: (a) which 
strategies produce change; (b) which combination of strategies  produce 
change; and (c) the degree of expectable change for each strategy and 
 combination of strategies. In these analyses, various components of self-
regulation were evaluated both in comparison to various types of 
no  treatment controls and in comparison to self-monitoring alone. 
One question addressed in this review was whether therapist-assisted 
 interventions were superior to self-administered interventions. A 
 comparison of 8 studies that included therapist contact to 15 that did 
not support the importance of having a therapist participate in the self-
regulatory process. Moreover, both individual therapist contact and mail 
contact produced incremental improvement over no involvement by a 
therapist, suggesting that only minimal amounts of contact are necessary 
to enhance outcomes and that unobtrusive contact may be as eff ective as 
more direct therapist contact.

When interventions that used self-regulatory processes (self-monitoring, 
self-evaluation, and self-reinforcement) were compared to wait-list or 
minimal contact controls, a small eff ect (D = .25) was found favoring the 
use of self-regulation techniques. Considerable variability existed among 
studies, however, with seven producing positive results and fi ve  producing 
negative results; i.e., favoring the no treatment condition (one study 
showed no diff erence). Five of the seven studies with positive results used 
only self-monitoring to produce change, while four of the negative  studies 
 combined self-monitoring and another self-regulatory component. Th e 
eff ect size when self-monitoring was compared to no treatment was small 
(D = .29), while the eff ect size comparing self-monitoring plus another self-
regulatory component to no treatment was moderate in degree (D = .37). 
Th ese results suggest a small advantage for adding another self-regulatory 
component to self-monitoring.

Th e next question addressed was whether self-monitoring was enhanced 
by using another self-regulatory process when compared to self-monitoring 
alone. Ten studies were found that evaluated this comparison. Adding 
another component produced a moderate eff ect (D = .42), again suggest-
ing that multiple self-regulatory components produce larger eff ects than 
self-monitoring alone. Specifi c self-regulatory components were next 

ER51712_C004.indd   65ER51712_C004.indd   65 9/5/07   11:05:47 AM9/5/07   11:05:47 AM



66 • Handbook of Self-Help Th erapies

examined. Adding goal-setting to self-monitoring produced a moderate 
eff ect size (D = .60), while adding feedback to self-monitoring produced a 
large eff ect (D = .80). Adding external reinforcement to self-monitoring, 
on the other hand, did not produce a signifi cant increment in eff ect. Since 
internal satisfaction for accomplishing a goal can be considered a form of 
internal reinforcement, this latter fi nding seems to suggest that external 
rewards do not enhance the eff ects of feedback and self-satisfaction for 
reaching an identifi ed goal.

Several studies evaluated the eff ects of diff erent types of self-monitoring. 
Monitoring coping attempts produced a moderate eff ect size (D = .60), 
while monitoring outcome data produced a small eff ect size (D = .15). 
 Studies that evaluated the eff ect of specifi c experimenter  expectancies on 
outcome indicated that such expectancies produced an outcome eff ect size 
in the moderate range (D = .64). When explicit expectancies were not made, 
the overall monitoring eff ect was small (D = .06). Finally,  instructions 
that indicated that specifi c behaviors were to be monitored produced a 
 moderate eff ect size (D = .76), compared to instructions to monitor more 
general behaviors (D = .13). Th is eff ect was further substantiated from 
an analysis of studies that compared the eff ects of monitoring specifi c 
behaviors (D = .57) to that of monitoring change in self-report measures 
of target behaviors (D = .32). Overall, these fi ndings support the conten-
tion that monitoring coping strategies has a positive eff ect on  outcome and 
that monitoring specifi c outcomes, especially behaviors, specifi ed by the 
experimenter produces more positive outcomes.

Th e importance of identifying specifi c goals was examined  peripherally 
in the meta-analytic review. Nonetheless, identifying specifi c goals can 
be expected to have a positive eff ect on outcome. Th is question has been 
addressed in the literature examining the eff ects of abstinent versus 
 controlled drinking as target outcomes in individuals with alcohol abuse 
problems. If abstinence is a more specifi c goal than controlled drinking, 
studies that evaluate these two approaches should favor the former. In fact, 
however, outcomes vary depending on the study. Hodgins, Leigh, Milne, 
and Gerrish (1997) found that choosing an abstinence goal produced better 
results than choosing moderate drinking. Ojehagen and Berglund (1989), 
on the other hand, found that individuals with an abstinence goal drank 
more during heavy drinking days than patients with controlled drinking 
goals, an outcome explainable by the abstinence violation eff ect.

Th e question of how goal-setting exerts its eff ects helps clarify how 
goal-setting should be employed in the change process. Locke and Latham 
(2002) specify four ways that goals infl uence performance, viz. via speci-
fying direction, increasing eff ort and persistence, and suggesting specifi c 
strategies. Clear goals direct attention toward goal-relevant activities and 
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away from goal-irrelevant activities. Numerous self-help books and tapes 
are eff ective expositions of the relationship of long-term goals (fi nancial 
success) to short-term goals (developing previously successful stock-
trading habits). Motivation to develop the identifi ed habits is provided by 
numerous examples of successful people who have employed those specifi c 
habits. Breakdowns in remembering more distal goals and their relation-
ship to proximal goals have been used to explain relapse (Baumeister & 
Heatherton, 1996).

Application of Self-Regulation to Self-Help Treatments

Self-help books (SH), as well as other venues for presenting SH programs, 
can be classifi ed in terms of their intent. Some are designed to encourage, 
to provide hope for individuals who are without hope, or to raise the aspi-
ration bar higher than previously dared. Such books oft en use fi rst-person 
accounts of someone overcoming adversity previously thought intractable 
or of achieving at a level previously unimagined.

Other books seek to establish a goal as well as to provide information on 
how to achieve the goal. Th e vast majority of SH books are of this variety. 
Th e assumption of such books is that individuals provided with informa-
tion will be able to use the provided information in a productive way and 
will accordingly attain the goal identifi ed by the author. If the identifi ed 
goal is to increase a person’s net worth and a system of identifying stocks 
that were likely to increase in value was provided, the assumption would 
be that readers who share that goal and who used the information pro-
vided would become wealthier. A more sophisticated program might also 
provide information on when to buy the stocks and when to sell them. 
In either case, the program for wealth attainment remains primarily 
informational.

A third level of sophistication is provided by SH books that identify 
goals and provide information but also use self-regulation technology to 
increase the likelihood that the imparted information will be used at a man-
ageable rate and that improvement will be identifi ed and rewarded. Th is 
self-regulation technology, when provided in books, works by prescribing 
exercises of a graded nature as well as by identifying targets to achieve and 
ways of assessing progress toward those targets.

A more sophisticated self-change approach is possible but not when 
provided using the usual SH materials of books and tapes. Th is approach 
employs systems that evaluate the individual’s progress and provides 
information and feedback about progress, including information regard-
ing the skills being employed to attain the goals. In such a system, the 
functions of self-regulation are being assumed by the program developer. 
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Internet-based programs that provide the user with exercises to perform 
and then track progress in performing these exercises, with automatized 
feedback of this progress, fall into this group. Such an approach makes the 
entire process easier to participate in and is designed to keep the  maximum 
number of people in the program.

Th e question of why people who are suff ering do not identify a goal 
to reduce suff ering and then engage in a program of change is complex. 
An examination of contributing factors includes: (a) the absence of a clear 
assessment of the problem and of reasons that the problem  developed; 
(b) despair that the problem cannot be eliminated or even reduced; 
(c) the absence of a clear plan for how that change will be accomplished, 
along with an appreciation of the probable roadblocks that will develop 
along the way. Th is early confusion in the beginning of the change pro-
cess was  recognized by Prochaska (1984), who identifi ed the stages of 
 precontemplation and contemplation as the fi rst two phases in the pro-
cess. Th ese stages are characterized by a failure to identify what might be 
wrong and why, and hence a failure to identify strategies for remedying 
the  problem. Attempts to move problem-laden individuals to a recogni-
tion of the problem, thence to a decision to change the problem, and then 
into the selection and  execution of a program for change are marked by 
strategies that increase awareness that a problem exists, awareness of the 
 contributing factors, and the  provision of specifi c strategies that can be 
used to alter the problem.

Accurate assessment of the problem itself becomes a change agent by 
providing individuals with a summary of their behavior and a comparison 
of their behavior to some normative group. Fishbein and Ajzen (1975), in 
their theory of reasoned action, propose that the actor’s own positive and 
negative attitudes toward her behavior, plus subjective norms, determine 
her intention to perform that behavior. Assessment serves the purpose of 
making salient both the level of the target behavior and consequences of 
the behavior, as well as comparisons to some normative group’s expression 
of that behavior. Armed with this information, the individual’s attitudes 
to that behavior may become more positive or negative and her view of the 
behavior as normal may change. Th is reasoning underpins the adminis-
tration of the Drinker Checkup (Miller, Sovereign, & Krege, 1988), which 
summarizes for the drinker his self-reported levels and style of drinking 
as well as the type and frequency of any problems associated with that 
drinking. Also provided are normative comparisons of these levels and 
problems with peers, making an evaluation of whether a problem exists 
easier to make. Studies have shown that participation in this assessment 
increases motivation to change behavior and moves the individual closer 
to employing agents of change.
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Self-regulation principles inform the self-change process for each level 
described above. At level one, books that describe a person’s success help 
individuals identify with that success and begin to hope, when previously 
that hope may have been absent. Such books help provide motivation 
toward a long-range goal, such as to be anxiety-free or to live a life without 
being dependent on alcohol to get through the day. Embedded within such 
stories are the many adversities faced by the writer that help the reader 
both increase his level of identifi cation with the author and increase his 
hope for the possibility of change. Various individuals who study the pro-
cess of psychotherapeutic change speak of “imparting hope” as the fi rst 
stage of the change process.

In addition to imparting hope by eff ective modeling of success, a 
 number of strategies exist to increase motivation for goal attainment. 
Table 4.1  provides a summary of methods used to increase motivation to 
persist toward a goal. In addition to assessment of the problem described 
above, once a problem has been identifi ed, the individual can do a  cost–
benefi t analysis of the likely consequences of both keeping the behavior in 
place or changing the behavior. Advantages and disadvantages of either 
 decision are made by the person with the problem with the task of the 
 person assisting in this process to remain impartial and to encourage a 
complete listing of the consequences. For example, an individual with 
a defi ned problem with alcohol abuse would list the benefi ts and costs 
of continuing to drink at current levels, modifying drinking levels, or 
becoming abstinent. SH techniques, by defi nition, eliminate the presence 
of a therapist, who exhorts the client to action. Such exhortation can be 
unhelpful and even counterproductive. Th is failure of exhortation has led 
to the development of Motivational Interviewing (MI; Miller et al., 1988), 

Table 4.1 Strategies for Maximizing Change via Increasing Motivation 
for Change and Enhancing Self-Effi cacy

Motivational strategies Self-effi  cacy strategies
Goal-setting Information
Public commitment Learned coping skills
Self-monitoring Covert practice
Recording/graphing Focus on anticipated success
Information Graduated imaginal rehearsal
Modeling success Graduated in vivo practice
Assessment and feedback Relapse prevention skills
Internal rewards Anticipatory stress reduction
Mastery experiences Cost–benefi t analysis
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a technique designed to place maximum responsibility for the decision to 
change in the hands of the client.

MI was designed for individuals with substance abuse problems, a 
group previously thought to require heavy doses of confrontation to 
deal with their denial. Recent research identifi es MI as one of the best 
 established treatments for substance abuse and substance dependence. 
Given the  success of MI, SH approaches appear ideal for providing the 
 individual with information and opportunities to evaluate reasons for 
and against change, an approach found effi  cacious in increasing motiva-
tion to change. Moreover, SH approaches are an ideal venue for exposing 
individuals to other individuals who have faced similar problems but 
who have also resolved such problems successfully. Th ey also provide 
opportunities for obtaining information, illustrated with numerous 
examples as well as to exercises to enhance self-persuasion. An exami-
nation of the other  motivation-enhancing strategies listed in Table 4.1 
reveals how adaptable they are to the SH approach.

Self-regulation theory also informs the process of maintaining 
 motivation once the change process is initiated and also for  maintaining 
improvement once the change process is completed. Long-term goals 
are diffi  cult to achieve and, accordingly, are likely to be abandoned. 
 Maintaining  motivation through the change process is accomplished by 
setting intermediate and short-term goals and monitoring progress toward 
these goals and by providing incentives and rewards for goal attainment. 
Motivation is also maintained by shift ing focus from symptom change 
to process change, exemplifi ed by focusing on the acquisition of skills 
 requisite for producing symptom change.

Maintenance of a high level of motivation is also critical aft er the  completion 
of treatment using relapse prevention methods. Th ese  methods are also 
designed to maintain motivation in the face of inevitable setbacks experi-
enced subsequent to the intervention. In this approach, setbacks are antici-
pated and prepared for, with strategies designed to anticipate  circumstances 
that will trigger a lapse or short-lived symptom recurrence. Critical to the 
planning is the development of an attitude that predicts and accepts the like-
lihood that a lapse will occur, but that strategies can be practiced that help the 
individual deal with the lapse. Relapse  prevention strategies have been used 
mostly in the treatment of substance abuse (e.g., Marlatt & Gordon, 1985) but 
have also been used eff ectively in the  treatment of anxiety disorders using 
self-administered treatments (Wright, Clum, Roodman, & Febbraro, 2000).

Monitoring and Recording
In order to change behavior, both distal and proximate goals must be iden-
tifi ed. Moreover, self-observation of progress toward the goal increases 
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awareness and helps direct progress toward the goal. Self-change programs 
that identify strategies for achieving the goal and make it easier for the client 
to monitor progress with regard to both the target behaviors and strategies 
employed to achieve the target increase the likelihood that the  strategies will 
be executed and progress toward the goal achieved.  Monitoring successes 
increases desired behavior and progress toward the goal, while monitoring 
failures produces little change in performance. Since self-monitoring is a 
device for increasing awareness, information about what works and what 
makes it work is more likely to produce behavior change than is informa-
tion about what does not work. Moreover, information that is temporally 
proximate to the behavior is more likely to produce change than is infor-
mation distal to the performed behavior. If an individual wants to learn 
that he was successful in resisting an urge to devour a favorite dessert, he 
would do best to examine events, both external and internal, that precede, 
accompany, and follow his resistance of temptation.

Accordingly, while modest, self-monitoring of strategies for changing 
behavior and progress toward the goal exerts an overall positive eff ect on 
goal attainment. SH programs that assist in this process, by  specifying 
what to monitor, directing the individual to monitor, and  providing  easily 
understood and easily utilized forms to assist in the monitoring and 
recording process are most likely to lead to goal attainment. Programs 
that also provide homework assignments that prescribe  learning and prac-
ticing specifi c coping skills in gradually more challenging situations are 
examples of monitoring and recording the development of skills necessary 
to achieve change.

Reacting positively to the performance of these observed behaviors is 
another aspect of learning to engage in these behaviors. Positive reactions 
in the form of self-satisfaction or in terms of social or self-administered 
rewards increase the likelihood that such behaviors will be repeated. Using 
highly desired or high-frequency behaviors as a reward for behaviors that 
are performed grudgingly has long been a recognized means for  increasing 
behavior change.

Bandura’s (1991) construct of self-effi  cacy plays an important role in 
SH treatments. An individual’s motivation to attain a goal will be largely 
determined by her belief in her ability to engage in behaviors she thinks 
are related to the goal. If she possesses a strong self-effi  cacy in her ability, 
she will continue to engage in this behavior even when progress is slow 
and the goal is not being attained. If she does not possess the requisite 
skills but believes that the skills can be acquired, she will engage in behav-
iors necessary to acquire the skills and apply them in appropriate settings. 
For self-administered treatment programs, this self-regulation principle 
can be translated in terms of teaching skills that are requisite to attain the 
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goal and prescribing graded exercises for practicing these skills in increas-
ingly challenging situations. Table 4.1 provides a partial list of techniques 
for increasing self-effi  cacy in the performance of coping skills. Eff ective 
practice exercises oft en include imaginal exercises in which the individual 
visualizes performing these skills in demanding situations. Once per-
formed imaginally in a satisfactory fashion, the individual approaches a 
graded series of challenging situations in the real environment. In each 
practice series, the level of diffi  culty is ratcheted up as the individual suc-
cessfully employs the skill in specifi ed situations. Success in these exer-
cises is defi ned as performance of the activity or skill, not in the experience 
of symptom reduction, though the latter is an expected consequence of 
repeated performance of the behavior.

Summary and Conclusions

Theories of self-regulation provide a framework for developing effec-
tive self-administered treatments for a variety of problems. Aspects 
of self-regulation address the importance of enhancing motivation to 
change and strategies for enhancing motivation. Important to each of 
the theories are the strategies of goal-setting and feedback of success 
or failure provided by monitoring progress toward the goal. Change 
is seen as coming about by increasing motivation, specifying strate-
gies for change, and having the motivated individual monitor whether 
the approach is moving him toward his goal. If it is, the strategies are 
continued, with new intermediate goals being set, further attention to 
improving on one’s strategies, and adding new strategies. A variety of 
specific techniques were identified to increase motivation. Also iden-
tified were strategies to increase self-efficacy, a self-regulation compo-
nent specific to Bandura’s approach.

There are several limitations to self-regulation theories. As Watson 
and Tharp (2002) point out, an individual may have clear goals and 
standards and accurate monitoring of their behavior, but activation 
for change may not come about. That is, there is an assumption in 
cybernetic models of behavior that the individual is predetermined to 
deal with behavior in a self-regulatory manner. But this is not always 
the case. According to Watson and Tharp (2002), there are four basic 
limitations of cybernetic models. First, psychological and behavioral 
systems are much more complex than mechanical systems. When an 
individual discovers a discrepancy between standards and what exists, 
he must choose among a variety of alternatives. How those choices 
are made are not elaborated upon by cybernetic  models. Second, in 
 complex human behavior, standards or goals are adjusted  continuously 

ER51712_C004.indd   72ER51712_C004.indd   72 9/5/07   11:05:51 AM9/5/07   11:05:51 AM



Self-Regulation Th eory and Self-Help Th erapies • 73

as one moves closer toward the goal and better understands the real 
conditions that the goal involves. Intentions, images, anticipations, 
and values cause the standard to continuously evolve. Third, the cor-
rect action that must be taken may not be available. We may have never 
learned the appropriate action to bring current behavior closer to the 
standard or goal. Fourth, not all human behavior is self-regulated, as 
some behavior is under the regulation of others or the environment 
and not the self. For example, children’s behavior, and to some extent 
adults’ behavior, is regulated by others. Given the above limitations, 
cybernetic theory still remains a clear, powerful model for under-
standing the change process in human behavior.

Chapter Points

Strategies for behavior change, utilized in SH therapies, have 
their roots in principles developed from Self-Regulation 
Theory.
Principles derived from Self-Regulation Theory include goal-
setting, monitoring of progress toward goals, comparing one’s 
 performance to the goal, (re)directing behavior to meet the 
 standard, and reinforcement if the standard is met.
Specific factors can be identified within each self-regulation 
principle that  further enhances the likelihood of change; e.g., 
dividing goals into proximal and distal, with attainment of 
proximal goals  enhancing the likelihood of attaining distal 
goals.
Therapist-involvement in the self-change process improves 
outcome.
The positive effect of monitoring change is enhanced by add-
ing elements based on other self-regulatory principles.
Self-regulation principles can be utilized to guide the 
 development of effective SH treatment formats.
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CHAPTER 5
Self-Help Therapies for Anxiety Disorders

MICHIYO HIR AI AND GEORGE A. CLUM

In the United States, approximately 18% of the population suff ers from 
anxiety disorders, which are the most prevalent group of mental  disorders 
(Kessler, Chiu, Demler, & Walters, 2005). According to Greenberg et al. 
(1999), anxiety disorders are costly, accounting for 31.5% of all mental 
health expenditures, based on data from the National Comorbidity Study 
(Kessler et al., 1994). Th ese authors reported that the annual cost of anxi-
ety disorders was approximately $42.3 billion in 1990, or $1,542 for each 
anxiety- disordered individual. While cognitive–behavioral treatments are 
among the most eff ective strategies, they are also costly, with the per session 
estimate of therapist-directed sessions ranging from $40 to $90 (Gould, 
Otto, & Pollack, 1995). Self-administered treatments have been proposed 
as a cost-eff ective approach for treating anxiety, as well as other disorders, 
in the last three decades. Two meta-analytic studies of self-administered 
treatments of psychological disorders (Gould & Clum, 1993; Marrs, 1995) 
and one general review of self-help (SH) interventions for anxiety disorders 
(Newman, Erickson, Przeworski, & Dzus, 2003) suggested that some types 
of anxiety disorders are treatable using SH approaches.

SH materials for anxiety problems have largely focused on written mate-
rials. According to Carlbring, Westling, and Andersson (2000), there are at 
least 14 published SH books for panic attacks or general fear that provide 
cognitive–behavioral strategies, though few were empirically validated. 
Written materials have several advantages: (a) they are readily accessible 
and, to date, are paramount in the consumer’s mind as a means for obtaining 
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information; (b) they can be accessed whenever and however the individual 
user wants; and (c) they can provide information, case studies, and even 
extractable forms to chart progress. Audiotapes, on the other hand, have the 
primary advantage of accessibility while the individual is otherwise occu-
pied, such as while driving. To date, commercially available audiotapes for 
anxiety disorders have focused on specifi c strategies such as relaxation and 
desensitization and have not provided more comprehensive treatments.

Increasingly, studies have investigated computerized or Internet-based 
self-administered interventions for anxiety problems. While still in their 
infancy in terms of their potential, such programs off er such  advantages 
as online assessment and feedback, tracking progress on a daily basis, 
and interactive treatment modules. Over 20 studies published aft er 
1990  evaluated programs that utilized computerized/Internet-based SH 
 interventions for anxiety disorders (Bachofen et al., 1999; Buglione, DeVito, 
& Mulloy, 1990; Carlbring, Ekselius, & Andersson, 2003; Carlbring et al., 
2005;  Carlbring, Westling, Ljungstrand, Ekselius &  Andersson, 2001; 
Clark, Kirkby, Daniels, & Marks, 1998; Fraser, Kirkby, Daniels, Gilroy, 
& Montgomery, 2001; Gilroy, Kirkby, Daniels, Menzies, &  Montgomery, 
2000; Greist et al. 2002; Harcourt, Kirkby, Daniels, & Montgomery, 1998; 
Heading et al. 2001; Kenardy, McCaff erty, & Rosa, 2003; Kenwright, Liness, 
& Marks, 2001; Kenwright & Marks, 2004;  Kenwright, Marks, Graham, 
Franses, & Mataix-Cols, 2005; Kirkby et al., 2000; Klein &  Richards, 2001; 
Marks et al., 1998; Newman, Kenardy, Herman, & Taylor, 1997; Schneider, 
Mataix-Cols, Marks, & Bachofen, 2005; Smith, Kirkby,  Montgomery, 
& Daniels, 1997; White, Jones, & McGarry, 2000), while only four such 
 studies (Biglan, Villwock, & Wick, 1979; Carr, Ghosh, & Marks, 1988; 
Ghosh & Marks, 1987; Ghosh, Marks, & Carr, 1988) had been  conducted 
before 1990. Given that approximately 54% of the population in the United 
States was using the Internet, with an increase of 26 million in a period 
of 13 months (U.S. Department of Commerce, 2002), computers and 
the Internet have considerable potential to become major SH  treatment 
modalities in the near future.

Eff ective Treatment Approaches

Self-administered treatments are oft en modeled aft er programs of 
 demonstrated eff ectiveness, designed to be administered by trained thera-
pists. Standards have been specifi ed (e.g., Chambless & Hollon, 1998) to 
help identify empirically validated treatments (EVTs), and many of the 
components of these treatments are included in SH treatment programs. 
Many of the EVTs that have been identifi ed for anxiety disorders uti-
lize the cognitive–behavioral therapy (CBT) approach, with treatment 
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 components refl ective of this approach. In CBT, specifi c aspects of the 
 disorder are identifi ed and specifi c treatments are designed for each aspect 
of the disorder. For anxiety disorders, the specifi c targets include such 
aspects as physiological arousal, muscle tension, cognitive worries, and 
avoidance behavior, among others. Treatment modules are then developed 
to deal with each of these target behaviors, including relaxation train-
ing, breathing retraining, identifi cation and labeling of cognitive errors, 
strategies to change cognitive errors, and exposure to feared situations. 
Strategies have also been developed for combining these components; for 
example, practicing cognitive strategies while entering anxiety-producing 
situations. Th ese approaches to developing and using these strategies are 
oft en ordered to increase the likelihood of success. Th en they are applied 
to situations of increasing diffi  culty to provide the individual with experi-
ence in dealing with previously avoided situations. Additional strategies 
oft en include identifying specifi c goals, charting progress toward these 
goals, and providing rewards for achieving these goals.

Each of these treatment components has been embedded in various 
self-administered treatment programs. Given that each component refl ects 
a skill and that each skill can be described and demonstrated, the potential 
of teaching these skills via books, tapes, and the Internet are considerable.

Eff ectiveness of Self-Help Treatments

In the last three decades, over 60 SH studies, including 43 randomized 
controlled studies and 11 fi eld trials, have examined the eff ectiveness of 
various forms of SH interventions for anxiety disorders and fear-related 
problems. Th is chapter focuses on SH programs that utilized books, tapes, 
or computer/Internet-based materials and that were the primary treatment 
employed. Studies that targeted diagnosable anxiety disorders and sub-
clinical levels of anxiety were examined. Targeted disorders included panic 
disorder (PD), specifi c phobia (SP), social phobia (SoP), generalized anxi-
ety disorder (GAD), obsessive–compulsive disorder (OCD), posttraumatic 
stress disorder (PTSD), and subclinical problems such as test anxiety and 
interpersonal anxiety.

Th ree questions were addressed for each targeted problem: (a) Are SH 
interventions eff ective when compared to wait-list or placebos? (b) How 
do SH programs compare to therapist-directed interventions (TDIs)? 
and (c) Do the treatment eff ects last? Also examined were treatment fac-
tors that aff ect outcome, including the venue of presenting SH materials 
(e.g., book, tape, computer), duration of the intervention, and amount of 
personal contact. Unlike how individuals access SH materials in the real 
world, formal studies of the eff ectiveness of such materials oft en include 
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intermittent contact with a therapist. To approximate the reality of how 
SH materials are typically used, only studies that limited therapist contact 
to activities other than applying treatment strategies were included. Such 
activities included monitoring progress, clarifying procedures, answering 
general questions, or providing encouragement. In research designed to 
evaluate such programs, potential participants are screened according to 
some criteria, assessed, and assigned randomly to a treatment. To enter the 
study, individuals advance through a series of successive hurdles, ensuring 
that most participants are highly motivated, possess the target problem, 
and are confi dent that they will be treated professionally. In contrast, most 
individuals who purchase SH books or tapes have not undergone formal 
assessment, access the materials at their convenience, and, unless assigned 
the SH book/tape by their therapist, have no contact with a professional. 
Accordingly, research that bears on the question of the eff ects of therapist 
contact is important to determine whether self-administered treatments 
can be eff ective with little or no therapist contact.

Outcome research presented in this chapter relies heavily on a meta-
analytic investigation conducted by the authors (Hirai & Clum, 2006). 
Data from this meta-analytic review are summarized in this chapter as 
having no eff ect (eff ect size (ES) < .12), small eff ect (ES .12–.49), moderate 
eff ect (ES .50–.79), and large eff ect (ES ≥ .80).

Panic Disorders

PDs are diagnosed when a person experiences repeated panic attacks 
that come on suddenly and, at least in some instances, are unconnected 
to any identifi able stimulus. Panic disorders are usually accompanied by 
avoidance of situations associated with the attacks, a condition known as 
agoraphobia. Psychological treatments for PD have emphasized the devel-
opment of skills to reduce panic attacks, including relaxation, cognitive 
restructuring, and exposure to both panic symptoms and the avoided 
situations associated with experiencing panic attacks. Self-administered 
treatments that have been evaluated typically include some or all of these 
treatment components, along with case examples and instructions in how 
to apply these strategies.

PDs have been one of the most frequently examined anxiety disorders 
using SH treatments. Th irteen randomized, controlled, SH intervention 
studies, comparing SH interventions to therapist-directed treatment or 
wait-list control conditions, published in the last three decades were iden-
tifi ed. Written materials were the most tested SH venue (Febbraro, 2005; 
Febbraro, Clum, Roodman, & Wright, 1999; Ghosh & Marks, 1987; Gould 
& Clum, 1995; Gould, Clum, & Shapiro, 1993; Hecker, Losee, Fritzler, 
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& Fink, 1996; Lidren et al., 1994; Parry & Killick, 1998; Wright, Clum, 
 Roodman, & Febbraro, 2000) followed by computerized/Internet-based 
self-administered programs (Carlbring et al., 2005, 2001; Ghosh & Marks, 
1987; Klein & Richards, 2001). Of the 13 studies, 6 (Febbraro, 2005;  Febbraro 
et al., 1999; Gould & Clum, 1995; Gould et al., 1993; Lidren et al., 1994; 
Wright et al., 2000) evaluated Coping With Panic (Clum, 1990). Ghosh 
and Marks (1987) evaluated Living With Fear (Marks, 1978), and Hecker 
et al. (1996) tested Mastery of Your Anxiety and Panic (Barlow & Craske, 
1989). Carlbring et al. (2001) developed a program on the Internet based 
on three SH books, including An End to Panic: Breakthrough  Techniques 
for Overcoming Panic Disorder (Zuercher-White, 1998), Mastery of Your 
Anxiety and Panic II (Barlow & Craske, 1994), and Overcoming Panic: A 
Complete Nine-Week Home-Based Treatment Program for Panic Disorder 
(Franklin, 1996). Carlbring and his colleagues (2001, 2005) then evaluated 
this program. Th e two remaining studies (Kline & Richards, 2001; Parry 
& Killick, 1998) developed original materials for their SH interventions. 
All of the books and protocols were cognitive–behavioral, cognitive, or 
behaviorally oriented. Duration of SH treatment varied across the studies, 
ranging from less than two weeks (Klein & Richards, 2001) to 25.8 weeks 
(Wright et al., 2000), with an average of 8.4 weeks. Th e average number of 
study completers was 34. Th e average dropout rate across the SH groups 
was 16.8% and ranged from 0 to 38%. Follow-up periods varied, ranging 
from 6 weeks to 12 months.

Participants across the 10 studies were predominantly female (75.3%), 
which refl ects the sex ratio of individuals diagnosed with PD with agora-
phobia (DSM-IV, 1994), with an average age of 38.7 (SD = 4.47). Eight of 
the 10 studies used only individuals diagnosed with PD while the remain-
ing two studies reported that more than 75% of the participants met crite-
ria for PD (Febbraro et al., 1999; Wright et al., 2000).

Effectiveness of Self-Help Treatments
Each of the 13 studies examined posttreatment eff ectiveness, with 6 
 (Carlbring et al., 2005; Ghosh & Marks, 1987; Gould & Clum, 1995; Hecker 
et al., 1996; Lidren et al., 1994; Parry & Killick, 1998) also reporting 
 follow-up data. Overall, the average treatment eff ect was in the moderate 
range, indicating that SH approaches reduce a variety of panic symptoms 
more than wait-list or self-monitoring conditions. All of the 10 studies 
reported reductions in physical as well as cognitive panic symptoms and 
associated symptoms such as depressed mood. Also improved were  coping 
skills, coping self-effi  cacy, and work and social adjustment. Gould and 
Clum (1995) found that reading Coping With Panic plus minimal therapist 
contact for 4 weeks signifi cantly reduced the average frequency of panic 
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attacks. Gould et al. (1993) evaluated Coping With Panic plus minimal 
therapist contact, as did Lidren et al. (1994). Th e percentage of individuals 
with zero panic attacks aft er treatment was 73 and 83%, respectively, in 
the two studies.

Maintenance of treatment improvement was demonstrated over brief 
periods in each of these studies. Gould and Clum (1995) and Parry and 
Killick (1998) reported follow-up data obtained 6–8 weeks aft er the treat-
ment periods; Hecker et al. (1996), Lidren et al. (1994), and Gosh and Marks 
(1987) provided 6-month follow-up data; while Carlbring et al. (2005) fol-
lowed participants for one year. All of these studies found that treatment 
eff ects were maintained at the follow-up periods. However, because one 
year was the longest follow-up assessment point, it is unclear whether 
durable treatment gains would be found using longer follow-up periods.

Comparisons to Therapist-Directed Interventions
Comparisons of SH treatments to TDIs for PD have yielded encouraging 
results for SH. Of the fi ve studies (Carlbring et al., 2005; Ghosh & Marks, 
1987; Gould et al., 1993; Hecker et al., 1996; Lidren et al., 1994) that com-
pared SH interventions to TDIs, four (Carlbring et al., 2005; Gould et al., 
1993; Hecker et al., 1996; Lidren et al., 1994) found comparable levels of 
eff ectiveness, while one (Ghosh & Marks, 1987) did not. Gould et al. (1993) 
reported that bibliotherapy plus minimal therapist contact produced 
improvements signifi cantly superior to TDI. Similarly, Lidren et al. (1994) 
reported that bibliotherapy plus minimal therapist contact was superior 
to a group therapy condition. Hecker et al. (1996) reported that biblio-
therapy plus therapist contact produced comparable symptom reductions 
to TDI. Carlbring et al. (2005) demonstrated comparable results for the 
online SH group and TDI, with a small between-treatment ES at posttreat-
ment (d =.16), which favored the TDI. Each of these four studies evaluated 
books or an online program specifi cally designed to target PD. In contrast, 
Ghosh and Marks (1987) reported less eff ectiveness for both an 8-week 
SH computerized program without therapist contact and a book-based 
intervention with minimal therapist contact when compared to individual 
treatment. Th e fact that only fi ve studies compared TDIs to SH programs 
limits the confi dence one can have in concluding that self-administered 
interventions are comparable to TDIs. Nevertheless, the fi nding that four 
of fi ve studies found equivalent or superior results is encouraging.

Factors That Impact Effectiveness
Several factors have been examined for their impact on the eff ectiveness 
of SH interventions for PD. Whether therapist contact is necessary to 
enhance the eff ectiveness of SH treatments remains a question, given the 
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limited number of studies directly examining this variable. For exam-
ple, Febbraro (2005) demonstrated that individuals in the bibliotherapy 
plus brief phone contact group did better than those in the bibliotherapy 
only group but only on several dependent measures. However, Hirai and 
Clum (2006) reported that studies comparing SH plus therapist contact 
to a wait-list control group found large ESs, not only for panic symptoms 
but also for coping self-effi  cacy, depression, or quality of life (e.g., Gould 
et al., 1993; Lidren et al., 1994), while studies providing no therapist con-
tact produced relatively small ESs when compared to a wait-list control 
group (e.g., Febbraro et al., 1999; Gould & Clum, 1995).

Little evidence exists indicating that one type of SH venue is superior 
to another in treating panic. For example, three studies that produced 
large ESs when compared to wait-list control groups used a book (Gould 
et al., 1993; Lidren et al., 1994; Wright et al., 2000). Carlbring et al.’s 
study (2001) found a large ES when comparing a computerized program 
to a wait-list condition. Only one study (Parry & Killick, 1998) directly 
 compared the same SH information provided by two diff erent SH venues. 
Th ese researchers reported that both a book and video reduced symptoms 
 signifi cantly, with the better eff ect found in the video group. Clearly, more 
direct comparisons, of the type provided by Parry and Killick (1998) are 
needed to answer this question. At this point, however, SH interven-
tions for PD  provided via several diff erent treatments appear to yield 
 comparable results.

Duration of SH treatment does not appear to aff ect strength of 
 treatment eff ects. Comparisons between studies providing less than 8 
weeks of  exposure to SH materials and those providing 8 weeks or more 
of exposure yielded no ES diff erences (Hirai & Clum, 2006). Several 
studies  illustrate this conclusion. Gould et al. (1993) and Lidren et al. 
(1994) evaluated the same SH book using similar research designs but 
diff erent treatment durations. Individuals in Lidren et al.’s study spent 
8 weeks completing the SH program, while individuals in Gould et al.’s 
study (1993) spent 4 weeks. Both studies produced signifi cant improve-
ment on panic symptoms and coping self-effi  cacy. Th eir ESs, when com-
pared to the wait-list control conditions, were equivalent (Hirai & Clum, 
2006). Even a one-week computerized SH intervention without therapist 
contact (Klein & Richards, 2001) signifi cantly improved panic symp-
toms, compared to a self-monitoring condition. Th e ESs compared to the 
monitoring condition in this study were in the moderate range (Hirai 
& Clum, 2006). It is unclear whether the lesser eff ect in this latter study 
was due to the shorter duration of treatment or the absence of therapist 
contact. At present, however, no treatment gain has been demonstrated 
for longer treatment periods.
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Summary
SH interventions based on therapist-administered treatment programs of 
proven eff ectiveness for PD have been shown to be eff ective when com-
pared to wait-list or self-monitoring conditions. Th e eff ectiveness of SH 
programs for panic may be enhanced by interventions specifi cally designed 
to target panic. Th e evidence for this conclusion is most apparent when 
SH treatments are compared to TDIs. As mentioned, four of fi ve studies 
that compared panic-specifi c SH interventions to TDIs found comparable 
eff ects (Carlbring et al., 2005; Gould et al., 1993; Hecker et al., 1996; Lidren 
et al., 1994), while Ghosh & Marks (1987) found no comparable eff ect 
using a manual targeting general fears. However, these treatments have 
been delivered in the context of treatment outcome studies in which indi-
viduals are recruited, interviewed, assessed, and provided a rationale for 
expecting improvement. No information exists on the eff ectiveness of SH 
treatments for PD without this context. Yet SH approaches can be consid-
ered as a viable, cost-eff ective treatment option for people who experience 
panic attacks but lack access to conventional treatment.

Type of SH format and duration of treatment have not been found to 
predict outcome. Th ese results support the conclusion that users may select 
their favorite treatment venue and apply the SH materials at their own 
pace without fear of diminishing eff ectiveness. However, some therapist 
contact might be important in enhancing the eff ectiveness of SH material, 
though at this point the mechanism by which this factor aff ects outcome 
is unclear.

Specifi c Phobia

SP is diagnosed when an individual experiences persistent and irrational 
fear of particular objects or situations and actively avoids contact with 
such objects or situations. Specifi c phobia is one of the most common 
anxiety disorders. In the United States, approximately 11% of people 
will suff er from SP at some point in their lives (Kessler et al., 1994). Four 
 subtypes are specifi ed including animal, natural environment, situ-
ational, and blood-injection-injury types. Ample evidence exists that 
behavioral approaches, including direct exposure to the phobic stimuli, 
is the preferred treatment method for a wide variety of SPs (e.g., Marks, 
1988; Page, 1994; Öst, 1996; Öst, Brandberg, & Alm; 1997; Öst, Hellström, 
& Kåver, 1992). In behavioral therapy, individuals are instructed to grad-
ually expose themselves to feared objects or situations. Oft en, cognitive 
components, which are designed to help individuals challenge irrational 
fears associated with phobic objects or situations, are implemented along 
with exposure.
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Th e treatment of SP using SH interventions has also been frequently 
studied. Ten controlled treatment studies, including six that targeted spi-
der phobia in clinical populations (Fraser et al., 2001; Gilroy et al., 2000; 
Heading et al., 2001; Hellström & Öst, 1995; Öst, Salkovskis, & Hellström, 
1991; Smith et al., 1997), two that targeted snake phobia in nonclinical stu-
dent populations (Clark, 1972; Rosen, Glasgow, & Barrera, 1976, 1977), one 
that targeted acrophobia in a nonclinical student sample (Baker, Cohen, & 
Saunders, 1973), and one that targeted snake plus spider phobia (Cotler, 
1970) have been conducted. All of these studies tested protocols developed 
in a cognitive–behavioral, cognitive, or behavioral framework.

Spider phobia has been targeted by written SH materials that focused 
on self-directed exposure (Hellström & Öst, 1995; Öst et al., 1991) by a 
computer-aided self-administered vicarious exposure program named 
CAVE (Fraser et al,, 2001; Gilroy et al., 2000; Heading et al., 2001; Smith 
et al., 1997), and by relaxation audiotapes (Gilroy et al., 2000). Among the 
book-based SH interventions for spider phobia, Öst et al. (1991) tested an 
exposure manual developed specifi cally for spider phobia. Hellström and 
Öst (1995) evaluated Marks’ (1987) Living With Fear as well as the devel-
oped protocols (Öst et al., 1991). Snake phobias have been treated utilizing 
written materials advocating systematic desensitization combined with a 
relaxation tape (Rosen et al., 1976), audiotapes describing the desensiti-
zation process and relaxation (Cotler, 1970), and a booklet (Clark, 1973) 
providing instructions on how to construct a desensitization hierarchy. 
Acrophobia has been treated using an audiotaped systematic desensitiza-
tion program (Baker et al., 1972).

Across the 10 studies, the average duration of SH treatment was 5.8 weeks, 
ranging from one week to 11 weeks. Follow-up assessments were conducted 
over a range of time periods in 9 studies (Baker et al., 1972; Cotler, 1970; Fra-
ser et al., 2001; Gilroy et al., 2000; Heading et al., 2001; Hellström & Öst, 1995; 
Öst et al., 1991; Rosen et al., 1976; Smith et al., 1997). Th e longest follow-up 
period was approximately 2 years (Rosen et al. 1977), while the shortest was 
4 weeks (Heading et al., 2001), with an average of 56 weeks. Th e average 
number of study completers was 34. Most individuals who started treatment 
completed it, as the average dropout rate was 8.6% during the treatment 
phase. Participants across the 10 studies were predominantly female (94.2%) 
with an average age of 30.9 (SD = 5.08). All spider phobia studies were con-
ducted on individuals who met diagnostic criteria for SP, while the remain-
ing studies were conducted on nonclinical student samples.

Effectiveness of Self-Help Treatments
Of the six studies treating individuals with a diagnosis of spider phobia, 
four studies (Fraser et al., 2001; Gilroy et al. 2000; Hellström & Öst, 1995; 

ER51712_C005.indd   85ER51712_C005.indd   85 9/11/07   12:05:38 PM9/11/07   12:05:38 PM



86 • Handbook of Self-Help Th erapies

Smith et al., 1997) reported signifi cant improvement on self-reported 
 phobia symptoms, behavior, and work or social adjustment from pre- to 
posttreatment. Heading et al. (2001) and Öst et al. (1991), in contrast, 
reported limited or no signifi cant improvement on self-reported fear, work 
adjustment, or behavior avoidance tests (Öst et al., 1991). Th e four stud-
ies that targeted subclinical levels of acrophobia or snake phobia reported 
signifi cant symptom reduction and behavioral improvement aft er treat-
ment. Overall, self-administered interventions produced treatment eff ects 
superior to controls, particularly for people with subclinical levels of 
phobias. Th ese treatment eff ects were less robust when treating clinical 
levels of SPs. Overall, results indicate that SH strategies are an eff ective 
approach for treating SPs. Th e types of SPs targeted have, however, been 
limited. No information exists on the eff ectiveness of approaches for such 
SPs as blood-injury-injection, situational phobias such as heights, natural 
 environments (e.g., storms), or other animals.

All nine studies that evaluated the duration of treatment gains reported 
sustained improvement over as much as two years. Among therapist-
directed treatment outcome studies, however, relapse in  spider phobics 
was associated with shorter exposure duration (Rachman & Lopatka, 
1988), massed exposure sessions completed consecutively in a single day 
(Rowe & Craske, 1998a), exposure to a single spider  relative to multiple spi-
ders (Rowe & Craske, 1998b), depressed mood during exposure (Salkovskis 
& Mills, 1994), and diff erences between treatment and assessment contexts 
(Mineka, Mystkowski, Hladek, & Rodriguez , 1999; Mystkowski, Craske, 
& Echiverri, 2002). Whether these factors are also associated with relapse 
rates in SH studies has not been explored.

Four studies (Baker et al., 1972; Cotler, 1970; Heading et al., 2001; Rosen 
et al., 1976) compared SH interventions to wait-list control conditions and 
reported signifi cantly greater improvement in SH groups. Magnitude 
of treatment eff ect varied across the studies. Th ree studies (Baker et al., 
1972; Cotler, 1970; Rosen et al., 1976) that targeted subclinical populations 
yielded medium to large ESs, whereas a computer-guided vicarious expo-
sure approach targeting clinical levels of spider phobia (Heading et al., 
2001) produced a small treatment eff ect. Th ese diff erences among these 
four studies may be due to severity of symptoms, targeted phobic objects, 
treatment modalities, presence or absence of therapist contact, duration of 
treatment, or other factors. Overall, SH programs appear more eff ective 
than no treatment when used to treat subclinical phobic reactions.

Comparisons to Therapist-Directed Interventions
Th e majority of studies (Gilroy et al., 2000; Heading et al., 2001; Hell-
ström & Öst, 1995; Öst et al., 1991; Rosen et al., 1976) that compared 
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SH  treatments to TDIs found superior outcomes for TDIs. Th e level of 
added benefi t for using a TDI was typically moderate in degree. Öst 
et al. (1991) found that few individuals improved with self-directed expo-
sure. In a later paper, Hellström and Öst (1995) off ered an explanation 
that avoidance tendencies were responsible for these low success rates. 
To counteract such avoidance, Hellström and Öst required individu-
als in one condition of self-directed therapy to perform exposure at the 
clinic. Hellström and Öst also compared two book-guided self-exposure 
protocols, one specifi cally tailored for spider fear and the other a more 
general book, Marks’ Living with Fear (1987). Participants were assigned 
to one of fi ve treatment conditions: (a) a one-session therapist-directed 
exposure (maximum of 3 hours); (b) specifi c manual-based treatment in 
the home; (c) specifi c manual-based treatment at the clinic; (d) general 
manual-based treatment in the home; or (e) general manual-based treat-
ment at the clinic.

Th e TDI was more eff ective than three of the manual-based treatments. 
Ninety percent of individuals in this group held a spider at posttreatment, 
compared to 50% in the tailored book condition when read in the clinic 
and 10% in the general SH condition or in the tailored SH condition when 
the book was read at home. Th e specifi c manual at the clinic was more 
eff ective than the other manual-based treatments, with 63% of participants 
improving. However, at follow-up, the percentage of people who were able 
to hold a spider increased to 88% in the tailored SH/clinic condition, while 
it held steady in the therapist-directed group. Apparently, the context in 
which SH interventions are provided can infl uence outcome.

Th e therapeutic advantage for having a therapist administer expo-
sure cannot be explained by the motivating eff ects of the therapist. Öst 
et al. (1991) and Hellström and Öst (1995) administered an SH book 
that instructed individuals to expose themselves to live spiders. Th ough 
individuals in these groups spent twice as much time exposing them-
selves to spiders as did individuals in the therapist-directed conditions, 
the extent of the advantage for having a therapist direct treatment was 
large.

Several other explanations have been off ered for the superiority of indi-
vidual therapy for SPs. Öst et al. (1991) attributed this superiority to the 
presence of cognitive components in their treatment protocols, which were 
not included in the self-exposure protocols. Th is explanation is problem-
atic, as it refl ects a fl aw in the design of the studies as opposed to a real dif-
ference. Heading et al. (2001) pointed out that computerized spider images 
may be low-impact stimuli that do not adequately tap fear schemas, a nec-
essary prelude to eff ective treatment. When exposure to feared images is 
the principal treatment strategy, TDIs may have an advantage, owing to 
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therapists’ ability to detect and reduce avoidance or in other ways reduce 
suff erers’ attempts to reduce the impact of the stimuli.

In studies targeting other phobic objects in subclinical samples, the 
diff erence between SH interventions and TDIs was less remarkable. For 
example, Rosen et al. (1976) examined a self-administered desensitization 
treatment with an audio relaxation tape targeting subclinical snake fear. 
Treated individuals spent up to 8 weeks learning the material with or with-
out therapist contact, while the therapist-directed group met twice a week 
for desensitization. Th ese researchers reported no signifi cant diff erence on 
any measure between the SH groups and the therapist-directed desensiti-
zation group. Th e ES comparing the SH groups to the therapist-directed 
group in this study was negative but small (Hirai & Clum, 2006), refl ecting 
a negligible superiority for the TDI.

Overall, therapist-directed exposure treatments off er a distinct advan-
tage in treating diagnosed SPs compared to self-administered treatments, 
which in turn are more eff ective than no treatment. Th e superiority of TDIs 
is especially clear when the outcome measure involves phobic individuals 
being able to engage in direct contact with the phobic object. Confi dence 
in these results is strongest for the spider phobia studies in which all par-
ticipants met criteria for SP.

Factors That Impact Effectiveness
Low variability among studies with regard to various treatment parame-
ters makes it diffi  cult to compare diff erent approaches. Among the studies 
targeting diagnosed phobias, neither treatment modality (book or com-
puter) nor treatment duration (2 to 8 weeks) had an impact on program 
eff ectiveness. Only two studies evaluated computer-guided vicarious 
exposure and no direct comparisons were made between diff erent venues. 
As discussed earlier, however, Hellström and Öst (1995) found that biblio-
therapy in a clinic conferred signifi cant treatment benefi ts beyond biblio-
therapy conducted at home. Treatment duration varied between one and 6 
weeks, with no discernible eff ect on outcome. Further, Frasier et al. (2001) 
reported that a six-session, computerized exposure intervention produced 
similar results to a three-session program, and that treatment eff ects lev-
eled off  by the third session. Th erapist contact could not be examined for 
this set of studies because no study targeting spider phobia examined 
the eff ects of this variable. When therapist contact was evaluated in sub-
clinical samples (Clark, 1973; Rosen et al., 1976), no benefi t was found. 
As Hellström and Öst (1995) and Öst et al.’s studies (1991) suggested, SH 
materials for spider phobia may need to expand the number of strategies 
off ered, including such additions as target-specifi c exposure instructions 
and cognitive components.
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Summary
Exposure-based SH interventions are moderately eff ective in reducing 
phobic symptoms and avoidance behavior in individuals with diagnosable 
and subclinical SPs. Both book-based and computerized exposure pro-
grams were found to be eff ective treatment modalities. Th ese conclusions 
do not apply to all types of SPs, however, as only several types of SPs have 
been studied. Among the targeted objects, both spider and snake phobias 
appear treatable using self-administered exposure. Th erapist-directed 
exposure off ers clear advantages over self-administered exposure for this 
group of phobias.

No treatment factors clearly enhance the effi  cacy of SH interventions 
for SPs. SH interventions as brief as one week have been found equally 
eff ective when compared to longer interventions. Th ese results suggest that 
brief SH interventions are a low-cost treatment option that can produce 
results fairly quickly, as would therapist-directed, single-session exposure 
treatments for spider phobia (e.g., Götestam, 2002; Öst et al., 1992). How-
ever, it is not known whether short-term exposure is also applicable to 
other types of SPs.

Future research should address SH treatments for additional types of SP 
using clinical samples. Given the advantage of TDIs, future studies might 
examine the eff ects of adding minimal therapist contact, a factor found to 
enhance outcome with other anxiety disorders. In addition, computerized 
programs have an impressive potential for enhancing treatment eff ects, 
especially within the anxiety disorders.

Social Phobia/Social Anxiety

SoP refers to a fear of social situations that leads to avoidance of those 
situations or that, when entered into, is accompanied by intense anxiety. 
When the situations producing the fear are avoided to the extent that the 
avoidance interferes with social or occupational functioning, the problem 
merits a diagnosis of SoP. Because of the nature of the disorder, treatments 
have oft en included exposure to social situations, either by being conducted 
in a group context, or by contriving exposures to the feared social situa-
tions. As with other anxiety disorders, the skills are readily adaptable to an 
SH format. Th e problem in using SH interventions has been in prescribing 
exposure to social situations in which the client can practice the requisite 
skills.

Nine randomized, controlled studies, including two studies in one 
 publication, were identifi ed (Abbott, Rapee, & Gaston, 2002; Ayres 
et al., 1993; Grossman, McNamara, & Dudley, 1991; Kirsh & Henry, 1979; 
 Marshall, Presse, & Andrews, 1975; Schelver & Gutsch, 1983; Vestre & 
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Judge, 1989; Walker, Cox, Frankel, & Torgrud, 2001). Two studies (Abbot 
et al., 2002; Walker et al., 2001) targeted individuals with SoP and the rest 
used subclinical, socially anxious individuals. Within the studies con-
ducted in subclinical populations, targets included fears related to social 
evaluations within the context of public speaking, dating, or interpersonal 
relationships.

Of the nine studies, seven used written manuals and two  evaluated a 
 videotaped SH program. Among the seven studies using written  manuals, 
six used published SH books. A Guide to Rational Living and A New 
Guide to Rational Living (Ellis & Harper, 1962, 1975) emphasized cog-
nitive  strategies and were examined by two studies (Schelver & Gutsch, 
1983; Vestre & Judge, 1989). A Manual for Self-Management of Public 
 Speaking  Anxiety (Marshall & Andrew, 1973) described relaxation and 
 desensitization strategies and was tested in two studies (Kirsh & Henry, 
1979;  Marshall et al., 1976). Dying of  Embarrassment (Markway, Carmin, 
Pollard, & Flynn, 1992) described cognitive–behavioral approaches for 
social anxiety and, along with a  commercially  available audiotape, Letting 
Go of Stress, was used to treat people who received a SoP diagnosis (Walker 
et al., 2001).  Overcoming  Shyness and Social Phobia: A Step-by-Step Guide 
(Rapee, 1998) is a  cognitive–behavioral SH book that was evaluated in 
individuals with SoP (Abbott et al., 2002). Th e remaining study (Gross-
man et al., 1991) used a book that included information about dating anx-
iety, relaxation,  cognitive restructuring, and conversation skills, as well 
as tests for determining the level of attained understanding. Ayres et al.’s 
study (1993) employed a  videotape-based program emphasizing system-
atic desensitization and speech skills. Duration of the treatments varied, 
 averaging 5.6 weeks and ranging from one to 12 weeks. Th e average number 
of study completers in total was 38. Th e average dropout rate in SH groups 
was 12.6%, ranging from 0 to 45.6%. Follow-up was conducted from 12 
weeks (Abbott et al., 2002) to 4 to 5 months (Vestre & Judge, 1989).

Effectiveness of Self-Help Treatments
SH treatments appear eff ective for reducing SoP as well as social anxi-
ety. When compared to no treatment or placebo controls, nine studies 
supported the eff ectiveness of SH interventions. Walker et al. (2001) had 
socially phobic individuals read Dying of Embarrassment for 13 weeks. 
Th ese individuals reported reductions in SoP symptoms signifi cantly more 
than individuals in the wait-list condition. Marshall et al. (1976) reported 
that three groups, all of whom read A Manual for Self-Management of Pub-
lic Speaking Anxiety, had better treatment outcomes than wait-list con-
trols and an expectation/placebo group. Vestre and Judge (1989) found 
that their two SH groups that read A New Guide to Rational Living to 
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 target  interpersonal anxiety were superior to a no treatment group on self-
reported anxiety symptoms, mood, fear of evaluation, social avoidance 
and distress, and general irrational beliefs. Ayres et al. (1993) evaluated 
the eff ectiveness of a videotape of an SH treatment for public speaking by 
comparing it to both a nontherapeutic videotape and wait-list conditions. 
In both studies, individuals watching the therapeutic video had reduced 
state anxiety and negative thoughts associated with public speaking when 
compared to individuals in either control condition.

Only two studies (Abbott et al., 2002; Vestre & Judge, 1989) examined 
long-term treatment eff ects in individuals with public-speaking anxiety or 
SoP, respectively. In Vestre and Judge’s study, no eff ects for type of treat-
ment were found, though all groups maintained improvement through 
the follow-up. In Abbott’s study, individuals in the book-only group 
maintained therapeutic gains on some symptom dimensions, including 
clinician-rated severity, though they relapsed on other dimensions such 
as self-reported social anxiety and depression. However, given that only 
two studies provided follow-up data, no conclusions regarding long-term 
maintenance of treatment eff ects can be made.

Comparisons to Therapist-Directed Interventions
Th e limited data available indicate that SH interventions are as eff ective 
as TDIs when applied to subclinical social anxiety but not for individu-
als with diagnosable SoPs. Marshall et al. (1976) demonstrated that three 
SH groups were as eff ective in treating public-speaking anxiety as was 
the therapist-administered desensitization to reduce fear, when measured 
during an actual speech. Th e TDI, however, was better than the SH group 
when assessed by subjective measures of distress rated for hypothetical 
situations. Similarly, Vestre and Judge (1989) reported comparable eff ects 
of self-administered treatments to the therapist-administered treatment 
on self-reported interpersonal anxiety symptoms, the principal outcome 
measure in their study.

In contrast, individuals with diagnosed SoPs are more eff ectively 
treated by TDIs. A recent study by Abbott et al. (2002) found that bib-
liotherapy produced moderate reductions in phobia symptoms, while the 
TDI produced greater levels of symptom improvement. Specifi cally, the 
TDI produced 50–100% greater reductions on clinician-rated symptom 
severity at posttreatment than did the bibliotherapy treatment. Many 
individuals in both treatment groups continued to meet criteria for SoP 
at posttreatment. In the only other study that examined the eff ects of SH 
on SoP, Walker et al. (2001) reported comparable reductions to the TDIs 
on several dimensions of SoP but less improvement when symptoms were 
assessed by independent interviewers.
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When Hirai and Clum (2006) evaluated the magnitude of  therapeutic 
eff ects for social anxieties and phobias, TDIs were clearly superior to self-
administered treatments. Th e nature of social anxiety and the  importance 
of exposing suff erers to fear-producing social situations likely confers an 
advantage to TDIs. Most TDIs utilize exposure to social situations, while 
self-directed treatments can only direct suff erers to expose themselves to 
social situations.

Factors That Impact Effectiveness
Minimal therapist contact and amount of exposure to the SH treatment 
were the only treatment variables systematically examined in studies tar-
geting social anxiety. Two studies (Marshall et al., 1976; Vestre and Judge, 
1989) directly investigated therapist contact, with each study yielding dif-
ferent results. Vestre and Judge (1989) found that therapist contact enhanced 
the effi  cacy of the SH intervention, while Marshall et al. (1975) did not fi nd 
such an eff ect. In the only other test of specifi c treatment  variables, Abbott 
et al. (2002) reported that symptom reduction was related to the amount 
the SH book was read.

Summary
Overall, self-administered treatments reduce some anxiety symptoms in 
both subclinical social anxiety and SoP, though less information is avail-
able about the eff ectiveness of SH interventions for diagnosed individuals. 
Improvement in these studies has been found on measures of perceived 
social anxiety as well as on anxiety in social interactions. Behavior mani-
festations of anxiety as observed by others have not, however, been aff ected 
by these approaches. Th is conclusion is tempered somewhat by the fi nding 
that TDIs also did not produce changes on observer-rated anxiety. Given 
that TDIs were reported to produce better outcomes than SH interven-
tions for  clinical-level symptoms, incorporating actual social interactions as 
part of exposure exercises may be requisite to increase the effi  cacy of SH 
interventions.

Posttraumatic Stress Disorder

Experiencing or witnessing a life-threatening event signifi cantly impacts 
individuals’ emotions and behavior and may impair their daily functioning. 
People who suff er with PTSD experience fl ashbacks and nightmares, avoid 
memories and situations that are associated with the event, and experience 
general increases in physiological arousal. According to several recent sur-
veys aft er the 9/11 attack on the World Trade Center, 11.2% of the resi-
dents in New York City developed PTSD (Schlenger et al., 2002) and 20%
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of those who lived close to the WTC received such a diagnosis (Galea 
et al., 2002). Given the rate at which individuals experience  traumatic 
events (Kessler, Sonnega, Bromet, & Hughes, 1995), PTSD might be one 
of the  disorders for which cost-eff ective treatment options have the most 
 potential. Research has shown that cognitive–behavioral  treatments, par-
ticularly those emphasizing exposure to memories of the traumatic event, 
are the choice for PTSD (e.g., Foa et al, 1999; Resick, Nishith, Weaver, 
Astin, & Feuer, 2002; Richards, Lovell, & Marks, 1994).

Few studies exist that examined the eff ectiveness of SH interventions 
for people with a diagnosis of PTSD. One recent study (Ehlers et al, 2003) 
compared an SH booklet, cognitive therapy, and repeated assessments in 
people with PTSD aft er a motor vehicle accident. Comparisons based on 
self-report measures as well as clinician-rating scales were made at 12-weeks 
posttreatment and 6 months aft er the conclusion of treatment. Although 
the SH treatment reduced some symptoms, the therapist-directed cognitive 
therapy was clearly superior to the SH booklet. In addition, treatment using 
the SH booklet was only slightly more eff ective than the assessment group 
at posttreatment and slightly less eff ective than the assessment group at 
follow-up. In contrast to these relatively small therapeutic eff ects, Hirai and 
Clum (2005) reported signifi cant improvement on symptoms produced by 
an online SH treatment. Th ese authors developed an 8-week online SH pro-
gram for trauma victims that consisted of four cognitive–behavioral mod-
ules, including information, relaxation-training, cognitive restructuring, 
and writing exposure. Th e program provided a mastery approach wherein 
individuals progressed from the least anxiety-provoking component to the 
most anxiety-generating component (i.e., exposure). Mastery of the mate-
rial was tested by online questionnaires before allowing participants to 
proceed to the next module. Th erapist contacts were conducted by e-mail, 
but only when technical problems were reported or scheduled assessments 
were not completed by the participant. Th e SH treatment decreased avoid-
ance behavior, intrusive symptoms, state anxiety, and depressive symp-
toms and increased coping skills and coping self-effi  cacy compared to a 
wait-list control group at posttreatment. However, this study had a small 
sample size and used a nonclinical sample, leaving in question whether the 
results are generalizable to clinical populations.

Two online treatment studies for trauma victims (Lange et al, 2003; 
Lange, van de Ven, Schrieken, & Emmelkamp, 2001) have been conducted 
using basically the same treatment program. Th is program instructs 
trauma victims to write about their traumatic events and to employ posi-
tive  cognitive reappraisal of the events. Th erapist feedback was provided 
frequently during the 5-week treatment period, making this treatment 
a therapist-assisted SH program. Assessment on self-report measures 
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 demonstrated that the online program signifi cantly reduced trauma-related 
symptoms and depression aft er 6 weeks of treatment. Th ese results, in 
combination with Hirai and Clum’s study (2005) indicate the possibil-
ity of using the Internet as a SH treatment modality for treating trauma 
victims.

Because of the limited number of studies targeting trauma consequences, 
no comparisons have been made between self-directed  treatments and 
TDIs. Similarly, no information is available on what treatment  components 
are the most helpful or how they are best delivered. While writing exposure 
has been the only type of exposure used in SH treatments for trauma  victims, 
that choice is likely related to its ease of application. As more sophisticated 
systems are developed for idiosyncratic trauma stimuli, exposure strategies 
will incorporate these methods with current approaches.

Obsessive–Compulsive Disorder

OCD is characterized by unwanted, repetitive, anxiety-generating 
thoughts, images, ideas, or urges that seem impossible to control. Oft en, 
the person with obsessions believes that catastrophic consequences are 
presaged by the obsessions. Compulsions, on the other hand, are repeti-
tive behaviors or mental acts, intended to reduce anxiety associated with 
obsessions. Eff ective psychological treatments have focused on repetitive 
and prolonged exposure of the obsessional material, intended to reduce 
the negative aff ect associated with and believed to sustain the obsessions. 
Treatment of compulsions has focused on preventing the expression of 
the compulsive behaviors (response prevention) in the face of the nega-
tive aff ect associated with the obsessions, a strategy intended to break the 
association between the obsessions and compulsions (e.g., Foa & Franklin, 
2001). Extrapolation of these strategies to the SH venue was thought dif-
fi cult, given the clinical resistance oft en encountered by therapists when 
exposing OCD suff erers to the obsessional material and to the diffi  culty 
decoupling the association between obsessions and compulsions.

Although two controlled studies for OCD (Fritzler, Hecker, & Losee, 
1997; Greist et al., 2002) compared SH interventions to other venues, 
only one (Greist et al., 2002) reported group comparison data. Greist 
et al. (2002) compared computer-guided, telephone-based, behavior 
therapy (BT STEPS), therapist-directed behavior therapy, and book- and 
audiotape-guided relaxation training among individuals who received 
a diagnosis of OCD. Th e program consisted of three steps for education 
and assessment and six treatment steps for practicing self-exposure and 
ritual prevention. Individuals in all groups had 10 weeks to complete 
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their treatment. All study participants improved at posttreatment, but the 
magnitude of symptom improvement assessed by self-administered and 
clinician-rated questionnaires was largest in the therapist-assisted treat-
ment followed by the BT STEPS group. Individuals receiving BT STEPS 
had outcomes similar to individuals receiving the TDI on several mea-
sures, including time spent on rituals and obsessions, level of depression, 
and work and social adjustment. Th e self-administered relaxation treat-
ment produced the least improvement on OCD symptoms, time spent 
on rituals and obsessions, and work and social adjustment, indicating 
that specifi c treatment ingredients of proven eff ectiveness must form 
the treatment content in SH materials for OCD. Th e possibility of using 
computer-guided, self-exposure interventions for treating OCD patients 
was examined in one controlled study comparing two SH groups (Ken-
wright et al., 2005) and in three open-fi eld trials (Bachofen et al., 1999; 
Clark et al., 1998; Marks et al., 1998). Kenwright et al. (2005) evaluated 
BT STEPS over 17 weeks on the eff ect of phone support provided by a 
therapist. Treatment-resistant patients were assigned either to a group 
receiving nine scheduled support calls, totaling 1.25 hours, or to a group 
allowed to call the therapist requesting support. During calls, the therapist 
reviewed patient’s progress and provided encouragement briefl y. Results 
demonstrated the eff ectiveness of BT STEPS with therapist assistance aft er 
16 weeks of treatment. Positive eff ects of scheduled contact on decreas-
ing dropout rates and improving symptoms were also reported. Th e fact 
that individuals who did not receive scheduled contact but were allowed 
to request support had less improvement may suggest the importance of 
therapist-initiated contact.

Clark et al. (1998) developed a computerized, vicarious exposure and ritual 
prevention program where individuals manipulate a fi gure on the computer 
display to touch anxiety-provoking objects (e.g., dirt) and are instructed to 
refrain from washing the fi gure’s hands. Individuals were treated by three 
SH sessions within a 5- to 7-day treatment interval. Th e other two used BT 
STEPS, described above. All three studies showed improved functioning 
on OCD symptoms. Bachofen et al. (1999) reported improvements based 
on patients’ self-report comparable to those typically produced by selec-
tive serotonin reuptake inhibitors, a class of antidepressants approved for 
treating OCD. To date, all of the SH studies for OCD that met criteria for the 
current review utilized computer-based treatment programs. No SH study 
for OCD employed written materials, the most common SH venue for other 
anxiety disorders. Clearly, additional controlled studies are needed to test 
the eff ectiveness of diff erent types of SH interventions for people with OCD 
and to investigate factors impacting eff ectiveness.
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Generalized Anxiety Disorder

GAD is characterized by persistent and excessive levels of anxiety and 
worry that are not triggered by any external situation or object. Th e 
central feature of GAD is chronic worry that is out of proportion to the 
individual’s circumstances. Cognitive–behavioral treatment of GAD has 
focused on the acquisition of several skills, including applied relaxation 
skills, awareness skills, cognitive restructuring skills, and desensitization 
skills (Brown, O’Leary, & Barlow, 2001), all of which can be learned in an 
SH format.

Only one controlled study examined the eff ectiveness of self-adminis-
tered treatments for GAD. Bowman, Scogin, Floyd, Patton, and Gist (1997) 
examined the effi  cacy of a cognitive-based SH protocol called Self-Exam-
ination Th erapy (SET) (Bowman, 1995), whose eff ectiveness had been 
previously demonstrated among individuals with depression (Bowman, 
Scogin, & Lyrene, 1995). According to these authors, individuals learned 
to “determine what matters to them, think less negatively about things 
that do not matter to them, invest their energy in things that are important 
to them, and accept situations they cannot change” (p. 268). Participants 
in the SET group had 4 weeks to complete the protocol. Th ese individuals 
received weekly 5-minute calls that assessed their need for referral to a 
mental health professional. Individuals receiving the SH treatment expe-
rienced reduced anxiety symptoms and general psychopathology rated 
by both patients and clinicians, when compared to the delayed-treatment 
control group. Th e ES obtained by comparing the SH group to the delayed 
treatment group was large. No other studies have tested the eff ectiveness 
of SH interventions. While the results of this study are promising, the fact 
that this is the only controlled study that targeted GAD renders any con-
clusions about the general eff ectiveness of self-administered interventions 
tentative. Also unknown is whether self-administered treatments are as 
eff ective as TDIs.

Test Anxiety

Test anxiety is a nondiagnosable anxiety problem that is oft en associated 
with a variety of other, diagnosable anxiety disorders. It refers specifi cally 
to the experience of high levels of anxiety prior to and during test-taking 
that can interfere with a person’s ability to concentrate and to perform suc-
cessfully. Test anxiety can include fear of external evaluation (social anxi-
ety), panic attacks during the testing experience (PD), and excessive worry 
about the consequences of failing a test (GAD). Psychological treatments 
for test anxiety have included relaxation training, desensitization, cognitive 
restructuring, and education about studying and test-taking strategies.
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Th ree controlled studies have examined the eff ectiveness of self-
administered treatments for test anxiety in nondiagnosed student samples 
(Buglione et al., 1990; Donner & Guerney, 1969; Register, Beckham, May, 
& Gustafson, 1991). Th e average duration of the SH interventions was 6 
weeks, with a range from 4 to 8 weeks. Th e average dropout rate in these 
studies was 23.7%. Two of these studies (Donner & Guerney, 1969;  Register, 
et al., 1991) conducted follow-up evaluations.

Th ese three studies diff er in several ways. Buglione et al., (1990) 
 compared a 6-week computerized cognitive–behavioral program to 
group therapy. Th e computerized program was called Coping with Tests 
 (Th oresen, Insel, Roth, Ross, & Seyler, 1986), whose main modules included 
systematic desensitization to anxiety-provoking scenes and audiotaped 
relaxation. In this study, the computerized program group was compared 
to a therapist-directed group condition where participants learned system-
atic desensitization and cognitive restructuring strategies with homework 
assignments prescribing use of the relaxation audiotape at home. Donner 
and Guerney (1969) used an audiotaped desensitization program, visualiz-
ing fear-provoking situations and engaging in relaxation training, over an 
8-week treatment period. Th is program was administered in a group set-
ting where participants had no verbal communications with each other and 
was compared to a therapist-directed group treatment that also provided 
systematic desensitization instructions. Register et al. (1991) examined a 
book-based stress inoculation program both with and without minimal 
therapist contact compared to wait-list control conditions with and with-
out contact. Th e book consisted of education about anxiety, relaxation, 
coping strategies (e.g., distraction, imaging pleasant events) and imaginal 
exposure, and positive-self talk components. Phone calls were provided to 
individuals in one SH group once a week.

Each of these SH interventions successfully decreased self-reported test 
anxiety. Short-term follow-up data (Donner & Guerney, 1969; Register 
et al., 1991) revealed maintenance of therapeutic gain. However, reports 
on actual improvement in school performance were not consistent across 
the studies. Donner and Guerney (1969) reported somewhat improved 
grades in the SH group. Buglione et al. (1990) reported improved grades 
for males but not females, while Register et al. (1991) reported no relation-
ship between grades and treatment. Given that decreased anxiety levels are 
not the only factor related to school performance, improving test anxiety 
may not always result in such improvement.

SH interventions were eff ective when compared to no treatment con-
trols. However, given the small number of studies and the presence of 
dissimilarities in study designs and variables across these studies, clear 
conclusions cannot be made in terms of whether SH interventions are 
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comparable to TDIs for test anxiety. For example, Buglione et al. (1990) 
reported comparable eff ects of a self-administered computerized treat-
ment program to therapist-directed group therapy, whereas Donner and 
Guerney (1969) reported the superiority of therapist-administered desen-
sitization in a group format. Th e eff ect of minimal therapist contact was 
examined in only one study (Register et al., 1991), which reported no eff ect 
of adding such contact.

Because test anxiety is prominent among students, Internet-based SH 
information for test anxiety, as well as instructions for enhancing study 
and test-taking skills, is available on many university and college Web 
sites. Nonetheless, additional controlled research that examines online SH 
programs is essential to provide empirically validated treatment programs 
for test-anxious students.

Summary and Conclusions

Anxiety problems have been favorite targets of individuals studying self-
administered interventions. One reason for this popularity may be the ease 
with which specifi c strategies used to treat these problems are adaptable 
to SH venues. While a variety of anxiety problems appear treatable using 
self-administered techniques, considerable variability exists in the fre-
quency with which these problems have been addressed. Moreover, the suc-
cess that self-administered treatments have had varies markedly depending 
on the disorder targeted. Based on the available studies, symptoms associ-
ated with PDs/agoraphobia decreased with the application of SH treatments. 
Furthermore, these improvements were stable over short follow-up periods 
and, to date, were found equivalent to therapist-directed individual, as well 
as group, treatments. SPs also show stable improvement using self-adminis-
tered interventions, though they are not equivalent to TDIs.

One reason SH programs for panic are comparable to TDIs, while 
such is not the case for SPs, may have to do with the type of treatment 
off ered for each disorder. For PDs, treatments have focused on the identi-
fi cation and practice of specifi c skills; e.g., relaxation, challenging cogni-
tions, and exposure. Th ese skills are not actually applied by a therapist 
so much as taught to the client, with the therapist supervising the client’s 
application. Such skill building may be well suited to an SH format. Early 
studies that evaluated SH treatments for SPs utilized systematic desen-
sitization, whereas later studies used directed exposure. Whereas self-
administered systematic desensitization produced outcomes comparable 
to TDIs, directed exposure did not. Systematic diff erences between types 
of individuals treated may account for the diff erence. Systematic desensiti-
zation was typically evaluated in student samples, while directed exposure 
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was evaluated in clinical samples. More important, self-exposure, when 
not accompanied by other coping skills, may be diffi  cult to administer. SH 
approaches to social anxiety may be similarly limited, when the socially 
anxious individual has no readily available venue to practice his skills, 
such as would be the case if the client were in group therapy or had a thera-
pist directing him to enter social situations.

Although therapist-assisted interventions in general appear more 
 eff ective than self-administered interventions, SH approaches produce 
 reasonable improvement on target symptoms as well as on coping  strategies 
and in daily function. Th ose SH interventions that have demonstrated 
 comparable eff ectiveness to TDIs might be considered as stand-alone 
 interventions. Th ose that have not demonstrated that type of equivalence 
might better be considered the fi rst step in a stepped-care intervention 
program.

Few researchers in the SH arena have attempted to identify factors that 
enhance the eff ectiveness of these approaches. One factor that has been 
examined with some regularity, and that has been found to make a dif-
ference, is contact with the client. Most oft en, researchers have sought to 
limit the amount of contact, perhaps in hopes of determining whether 
SH programs alone can produce change in the target problems. Others, 
expecting that some contact might enhance treatment outcome or even 
be necessary for treatment to be eff ective, have contrived comparisons to 
directly test the importance of such contact. For the most part, such con-
tact has been found to contribute to treatment response. Only one study 
has examined an SH treatment for anxiety (Febbraro et al., 1999) in which 
no direct therapist contact was present prior to or during the intervention. 
In their study, Febbraro et al. found that a program based on the book 
Coping With Panic did not produce the expected treatment eff ect when 
no therapist contact, whether for diagnosis, assessment, or to encourage 
participation, was available. Th e conclusions of the Febbraro et al. study, 
along with the failure of other studies to examine the eff ectiveness of SH 
approaches under conditions of no therapist contact whatsoever make it 
impossible to determine whether SH programs, such as those purchased 
at the local book store, have any eff ect. It may be that, to be eff ective, SH 
treatment programs for anxiety problems will have to include access to 
accurate diagnosis, assessment, and periodic contact by a program repre-
sentative. Another factor that may enhance the eff ectiveness of SH inter-
ventions for anxiety disorders is treatment content specifi cally developed 
for the target problem. Th e reviewed literature revealed that PD and snake 
phobia were more eff ectively treated by specifi c manuals than by general 
anxiety workbooks. Long-term therapeutic gains were demonstrated from 
6 months to 2 years. Given that factors associated with relapse have been 
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found using TDIs for phobias, research in relapse using SH treatments is 
necessary to enhance long-term gains.

Th e future of self-administered programs in the treatment of anxiety 
problems lies in the use of advanced communication technology. Such pro-
grams off er the types of advantages available for users of videos or books 
that come only when an eff ort is made to conduct a study of their eff ec-
tiveness. Computerized SH programs on the Internet, on the other hand, 
can provide the formal treatment material, pre-, during, and post-program 
assessment, as well as regular contact via e-mail. Such programs can also 
provide interactive and programmable functions, including tailoring the 
programs to specifi c needs of the clients, providing immediate assess-
ment feedback, and augmenting the treatment experience using audio and 
visual displays. Future consumers of SH interventions await the develop-
ment and evaluation of such approaches.

Chapter Points

Self-help treatments for anxiety disorders have been modeled aft er 
cognitive–behavioral treatments of demonstrated eff ectiveness.
Self-help treatments for PD are more eff ective than no treatment 
and as eff ective as therapist-administered interventions, for up to 
one year posttreatment.
Minimal therapist involvement enhances treatment eff ectiveness, 
whereas type of treatment venue or treatment duration does not.
SH treatments for SPs are more eff ective than no treatment, espe-
cially when administered in clinic settings, but are less eff ective 
than therapist-administered interventions.
SH treatments for SoP are more eff ective than no treatment and 
are as eff ective as TDIs for subclinical social anxiety but are less 
eff ective than TDIs for diagnosed SoPs.
Th ree SH studies that utilized written exposure were eff ective in 
reducing symptoms of PTSD, whereas one study not using expo-
sure was not eff ective.
Computer-based CBT treatments have been found eff ective in 
treating OCD, GAD, and test anxiety.
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CHAPTER 6
Self-Help Therapies for Depression

JENNIFER A. K ARPE AND FORR EST R. SCOGIN

What is meant by the term self-administered treatment? According to 
Glasgow and Rosen (1978), there are four degrees of therapist/patient 
contact: self-administered therapy, which may include contact for assess-
ment only; predominantly self-help treatment including check-ins and an 
initial introduction to the materials; minimal contact therapy with some 
active involvement of a therapist; and therapist-administered treatments. 
Th e fi rst three degrees of therapist/patient contact can all be viewed as 
diff erent levels of self-administered treatment varying in amount of con-
tact between therapist and client. Although most real-world self-help 
use most closely resembles the category self-administered therapy, the 
majority of research conditions in the self-help literature more oft en 
approximate predominantly self-help and minimal contact paradigms. 
Some self-administered treatments require a moderate level of continu-
ing interaction with a clinician while others require none at all. Th e 
varying degrees of contact with the patient can be manipulated when 
identifying a course of self-administered treatment that is the best fi t for 
a given individual.

Th is chapter focuses on the extant research on self-administered treat-
ments for depression including their eff ectiveness when integrated with 
therapist contact, antidepressants, or implemented alone. One application 
of self-administered treatments is as a fi rst line in a stepped-care model 
of depression intervention (Scogin, Hanson, & Welsh, 2003). In such a 
model, the fi rst line of intervention should be the least intrusive, most 
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basic option available. When a lower level treatment fails to be eff ective 
for an  individual, the following step becomes more intense as needed until 
an appropriate treatment response is obtained. Stepped-care models allow 
individuals to be treated by the simplest, most cost-eff ective method that 
is acceptable and works for them.

Self-administered treatments can be considered a possible fi rst step 
in mild to moderate cases of depression. Using self-administered treat-
ments fi rst may save some individuals the money and time usually spent 
on more rigorous treatment courses. In more complex or severe cases, bib-
liotherapy could still be applied as an adjunct to more traditional treat-
ment in an eff ort to maximize treatment gains. Bibliotherapy is one form 
of self-administered treatment that has been researched as both the fi rst 
step in intervention and as a stand-alone treatment for depression. Stud-
ies looking at the effi  cacy of bibliotherapy treatments for depression have 
compared bibliotherapy to a host of other treatments, including standard 
cognitive–behavioral therapy (CBT), interpersonal therapy (IPT), and 
antidepressant medications.

Self-administered treatment for depression can also be other forms 
of media, including computer programs, automated telephone systems, 
audiotapes, and videotapes in addition to books. Such programs may 
require work to be done at home or in a clinic setting under supervision. 
Th ere is a high degree of variability among self-administered  treatments for 
depression in the amount of multimedia access they provide. While some 
self-help materials consist of a single book, such as Feeling Good (Burns, 
1980) and Control Your Depression (Lewinsohn, Munoz,  Youngren, & 
Zeiss, 1986), more elaborate treatment packages exist such as the  Feeling 
Good program, which includes multiple books, a workbook, audiotapes, 
and a video to provide a multimedia approach to teaching  cognitive 
 behavioral techniques.

Although this chapter provides an overview of the most common self-
administered treatments for depression currently in use, it will not address 
the effi  cacy of such therapies as self-help groups, cinematherapy, or inspi-
rational bibliotherapy. Instead, this chapter will focus wholly on two types 
of self-administered treatments for depression: bibliotherapy and comput-
er-administered therapy. Both bibliotherapy and computer-based treat-
ment have shown promise for depression in the absence or minimization 
of therapist contact. Computer-based treatments are being explored due 
to the rise in home computer use, and several forms of bibliotherapy have 
already proven eff ective in the treatment of depression (Mains & Scogin, 
2003). Following a review of the empirical research examining the eff ec-
tiveness of these modalities, we will provide practice-friendly suggestions 
for using self-administered treatment in clinical settings. For instance, we 
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will address considerations such as with whom self-help programs might 
be most eff ective and how therapists might present self-help interventions 
in a way that makes them most palatable to clients.

Bibliotherapy

Overview
Th e most common self-administered treatments for depression are biblio-
therapies, or self-help techniques presented in the written format of a book 
or tract. Th is self-help modality already has a place in depression treatment 
as an adjunct to therapist-led interventions. One survey indicated that 60 to 
97% of psychologists use bibliotherapy as part of their treatment for at least 
some of their clients (Starker, 1988). Of the available types of bibliotherapy 
for depression, the majority are those that use either cognitive therapy or 
behavioral therapy techniques; some use a combination approach. Cogni-
tive bibliotherapy involves helping depressed individuals identify their neg-
ative and distorted thought patterns. Aft er an individual’s thought patterns 
are identifi ed, she is encouraged to evaluate their adaptiveness and redefi ne 
her cognitions in more functional ways (Beck, Rush, Shaw, & Emery, 1979). 
Behavioral therapy targets specifi c responses that are known to be problem-
atic for depressed individuals. As such, this intervention might address the 
adequacy of clients’ social skills, their ability to engage in pleasant activi-
ties, and their ability to achieve relaxation (Scogin et al., 2003).

To date, few bibliotherapy materials for depression have received empir-
ical support. Feeling Good (Burns, 1980) and Control Your Depression 
(Lewinsohn, et al., 1986) are two bibliotherapy programs that are supported 
by research. Feeling Good is a self-help book that disseminates cogni-
tive therapy techniques, and Control Your Depression is a self-help book 
that disseminates behavioral therapy strategies. One study has been con-
ducted using Mind Over Mood (Greenberger & Padesky, 1995) that found 
improvement in depression; however, the small sample size urges caution 
in viewing this book as empirically supported (Rohen, 2002). Lewinsohn’s 
audiocassette tapes, Combating Depression: Practical Techniques, were 
also evaluated in a small sample (N = 12), resulting in treatment gains 
despite several limitations (Neumann, 1981). In part, the reason only the 
two aforementioned books are considered effi  cacious is not because other 
bibliotherapy treatments for depression have been proven ineff ective, but 
rather because such a large majority of the available self-help books for 
depression have not been empirically researched at all. One can locate a 
vast array of books for mood disturbances in the self-help section of any 
major bookstore; however, the great majority of these have not been tested 
for effi  cacy.
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A major limitation of the current research on bibliotherapy is that most 
bibliotherapy studies investigating the effi  cacy of self-help treatment for 
depression have consisted of predominantly Caucasian samples; this is 
true of studies looking at effi  cacy in adolescents, adults, and older adults. 
Please note that the generalizability of such fi ndings, particularly with 
respect to ethnic and cultural minorities, is limited due to the homogene-
ity of research samples.

General Adult Population
Studies investigating the effi  cacy of self-help treatment for depression 
in adults typically use samples ranging in age from 18 to 60; the studies 
reviewed below all used mixed gender samples that typically consisted of 
more women than men. Although there has been some diversity in demo-
graphic characteristics of samples, generally speaking the participants 
have been Caucasian individuals with a high school education or better 
who mostly fall within the socioeconomic status middle class. It may be 
the case that minorities and less educated individuals may not experience 
the same treatment gains when using bibliotherapy.

Schmidt and Miller (1983) conducted one of the earliest studies on the 
effi  cacy of bibliotherapy for depression as compared to a wait-list control 
group, group therapy in a small group, group therapy in a large group, and 
individual therapy. Th e authors created a multidimensional program that 
consisted of cognitive restructuring, assertiveness training, and behavior 
management. Results indicated that participants in all treatment condi-
tions improved signifi cantly on all depression measures, and gains were 
maintained at an 18-week follow-up. Th ere were no diff erences across 
treatment groups. However, none of the therapists in the study were pro-
fessionals, which may aff ect the generalizability of the results.

Another early study conducted by Brown and Lewinsohn (1984) com-
pared four versions of Lewinsohn’s then-preliminary program Control 
Your Depression, including a class, individual tutoring, phone contact, and 
delayed treatment; the bibliotherapy version of Control Your Depression 
was published two years later (Lewinsohn, et al., 1986). Like the biblio-
therapy version of Control Your Depression, these treatments all targeted 
problematic behaviors for individuals who are depressed. Th ere was 
improvement in depressive symptomology for all groups with no signifi -
cant diff erences among them, indicating that one modality was not more 
helpful than any other.

In the early 1990s, Wollersheim and Wilson (1991) compared biblio-
therapy based on CBT to a cognitive–behavioral group therapy, a support-
ive group therapy, and a delayed treatment condition. Again, participants 
in all conditions evidenced improvements on depression ratings over time. 
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Depression ratings completed by someone who knew the participant well 
were the only measures that indicated group treatment was more eff ective 
than bibliotherapy.

More recently, Bowman, Scogin, and Lyrene (1995) conducted a study 
comparing cognitive bibliotherapy to self-examination therapy and a 
wait-list control group. Self-examination therapy entails having individu-
als use a fl owchart to determine what matters to them, to think less nega-
tively about things that are not important, to accept situations they cannot 
change, and to invest energy in things that do matter and can be changed. 
Individuals in the bibliotherapy and self-examination therapy groups evi-
denced greater reductions in depressive symptoms than those in the wait- 
list control group.

Th is same year, Jamison and Scogin (1995) compared cognitive biblio-
therapy to a wait-list control group. Cognitive bibliotherapy signifi cantly 
decreased depressive symptoms, automatic negative thoughts, and dys-
functional attitudes. Th is research indicates that cognitive bibliotherapy 
produces more treatment gains for depressed individuals receiving it as 
compared to depressed individuals in a wait-list control group.

A study evaluating both cognitive and behavioral bibliotherapy for 
depression as compared to a delayed control treatment group found the cog-
nitive bibliotherapy group was superior to the control group on measures 
of depressive symptoms and severity. Th ere was no diff erence in outcome 
between the cognitive and behavioral treatment groups. Both groups main-
tained treatment gains at a 3-month follow-up (McKendree-Smith, 1998).

Based on the fi ndings described above, bibliotherapy results in signifi -
cant improvement on measures of depression. From the research available, 
it appears that both cognitive bibliotherapy and behavioral bibliotherapy 
are useful tools in the treatment of depression. Th e majority of studies 
on bibliotherapy have compared it to wait-list controls; bibliotherapy is 
indeed better than receiving no treatment. In the studies that compared 
bibliotherapy to group and individual therapy treatments, individual and 
group therapies did not perform signifi cantly better than bibliotherapy, 
supporting its use as a stand-alone treatment. However, it is important 
to note that the treatment gains are indicative of the effi  cacy of the bib-
liotherapy materials used in these studies and not of all bibliotherapy 
materials.

Older Adults and Adolescents
In addition to being effi  cacious among the general adult population, bib-
liotherapy might also be of value among more diverse age groups. Several 
studies have evaluated various bibliotherapy programs among samples of 
older adults.
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In the late 1980s, Scogin, Hamblin, and Beutler (1987) evaluated the 
effi  cacy of bibliotherapy with depressed older adults, comparing cognitive 
bibliotherapy based on Feeling Good (Burns, 1980) to a wait-list control and 
an attention control condition in which participants read Man’s Search for 
Meaning (Frankl, 1959). Th e latter text represents inspirational rather than 
technique-based bibilotherapy. Participants in the cognitive bibliotherapy 
condition had signifi cantly greater improvement on depression measures 
than participants in both the wait-list control and the attention control 
conditions. In an extension of this work, Scogin, Jamison, and Gochneaur 
(1989) conducted a study comparing cognitive bibliotherapy based on Feel-
ing Good to behavioral bibliotherapy based on Control Your Depression and 
a wait-list control. Th e results indicated no diff erence between cognitive 
and behavioral bibliotherapy, with both groups signifi cantly improving on 
measures of depressive symptomology as compared to the control group.

Another study investigated the effi  cacy of cognitive bibliotherapy based 
on Feeling Good among depressed older adults with physical disabilities, 
defi ned as one or more disabilities in activities of daily living (Landreville 
& Bissonnette, 1997). Participants were randomly assigned to either bib-
liotherapy treatment or a 4-week delayed treatment condition. Th ere was a 
signifi cant improvement in symptoms for individuals receiving treatment, 
but posttreatment scores were still classifi ed in the mildly depressed range. 
Participants who received the treatment were only slightly more improved 
than untreated participants. According to the authors, the fi ndings may be 
due in part to the older adults’ disabilities, which could be linked to more 
resistant depression.

Most recently, a study comparing individual CBT to Feeling Good 
(Burns, 1980) for depressed older adults found that both treatments were 
better than a delayed treatment control. At posttreatment, individual 
psychotherapy resulted in signifi cantly more improvement than biblio-
therapy on self-reported depression, but there was no diff erence between 
treatment groups on clinician-rated depression. Th ere were no diff erences 
between treatment groups at a 3-month follow-up on self-reported and 
clinician-rated depression (Floyd, Scogin, & McKendree-Smith, 2004).

At the other end of the age spectrum, Ackerson, Scogin, McKendree-Smith, 
and Lyman (1998) tested the effi  cacy of the cognitive therapy–based book, 
Feeling Good (Burns, 1980), among 13- to 18-year-old adolescents. Th ey 
found that the adolescents in the bibliotherapy group signifi cantly improved 
on measures of depression severity and dysfunctional attitudes as compared 
to those in a delayed treatment control group. Th ese fi ndings indicate that 
self-administered treatment for depression may be appropriate across the 
age range. However, much like the research with adult populations, studies 
conducted with older adults and adolescents have included predominantly 
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Caucasian samples; until further research is conducted with more diverse 
samples, it is unclear whether we can expect the same results across race and 
ethnicity.

Primary Care Patients
Two studies have examined the use of bibliotherapy in addition to phar-
macotherapy for primary care patients to investigate whether an additive 
eff ect can be achieved. Th e self-administered treatment in the fi rst study 
was a self-help guide developed by the researchers that gave instructions 
to identify and change thoughts, feelings, and behaviors that were causing 
distress (Holdsworth, Paxton, Seidel, Th omson, & Shrubb, 1996). Partici-
pants between the ages of 16 and 65 were recruited from a primary care 
setting and were experiencing anxiety, depression, or comorbid anxiety 
and depression (N = 62). Th e sample was mixed gender, but no informa-
tion was provided regarding the proportion of the sample that was male 
versus female. Individuals’ medication use was monitored for the dura-
tion of the study; type of medication varied as a function of practitioner 
recommendation, and results were not analyzed based on type of medica-
tion received. Th e study found no signifi cant eff ects for bibliotherapy when 
utilized in conjunction with pharmacotherapy over and above the eff ect of 
pharmacotherapy alone. Additionally, no signifi cant reduction in medica-
tion use following the use of the bibliotherapy guide was found.

A study comparing multifaceted care for depression with usual care 
found that individuals with major depression, but not minor depression, 
fared better than those receiving usual care and were more satisfi ed with 
the care they received (Katon et al., 1995). Th e average age of the 217 par-
ticipants was 48, and 75% of the sample was female. Individuals in the 
treatment condition received alternating weekly visits with a psychiatrist 
and primary care physician during the fi rst 4–6 weeks of the intervention 
along with more rigorous medication monitoring and patient education. 
Patient education included a behavioral health booklet, medication book-
let, and video as well as alternating visits between a primary care physician 
and a psychiatrist. Th e self-administered treatment group was compared 
to a treatment-as-usual group, which consisted of treatment adminis-
tered by the primary care physician at his or her discretion. In general, 
visits were shorter, less frequent, and patient education was not provided. 
Despite the signifi cant fi nding only for major depression, 75% of all par-
ticipants reported that they read the bibliotherapy materials provided and 
80% reported fi nding them helpful (Robinson et al., 1997). In a follow-up 
to this study, the participants who received a combination of bibliotherapy 
and pharmacotherapy during the acute phase of their depression were 
comparable to those who had received only pharmacotherapy on measures 
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of depressive symptomology at 19 months posttreatment (Lin et al., 1999). 
Th e initial eff ect of bibliotherapy in combination with pharmacotherapy 
in individuals with severe depression was not maintained over time.

According to the available literature, we cannot expect a greater 
reduction in depressive symptomology by combining bibliotherapy with 
pharmacotherapy. However, the available literature consists largely of bib-
liotherapy treatments that have used materials designed especially for the 
study that did not undergo empirical testing. It is possible that empirically 
supported materials such as Feeling Good (Burns, 1980) and Control Your 
Depression (Lewinsohn et al., 1986), or as-yet untested bibliotherapy mate-
rials, might yield more promising results and additive eff ects when used in 
combination with pharmacotherapy.

Meta-Analytic Studies
In a meta-analysis of seven studies investigating bibliotherapy for depres-
sion, an overall eff ect size of .83 was found, indicating effi  cacy of biblio-
therapy (Cuijpers, 1997). Included in this meta-analysis were the three 
studies that made up the earlier Gould and Clum (1993) meta-analytic 
study of bibliotherapy for the treatment of depression, which also revealed 
a strong eff ect size of .74. Th e overall eff ect size in both of these meta-ana-
lytic reviews is comparable to the eff ect size of .73 for bibliotherapy found 
in a review of psychotherapies for depression (Robinson, Berman, & Nei-
meyer, 1990). Th ese fi ndings are indicative of a reliable, robust eff ect for 
bibliotherapy that rivals that of other more traditional treatment modali-
ties for depression. Th ese fi ndings are based on studies that included ado-
lescents, adults, and older adults.

Follow-Up Studies
Several studies have specifi cally examined whether the eff ects of biblio-
therapy treatment are sustained over time. Although, as reviewed thus 
far, there is considerable support for the effi  cacy of bibliotherapy, we know 
less about maintenance of treatment gains. Researchers have speculated 
that improvements should persist, in part because individuals can refer to 
the bibliotherapy materials whenever they experience relapse or residual 
depressive symptoms. Th us far, two studies have provided an empirical 
answer to the question of maintenance.

As a follow-up to Jamison and Scogin’s study of cognitive bibliotherapy 
in the general adult population, improvement in the form of decreased 
depressive symptoms, automatic negative thoughts, and dysfunctional atti-
tudes were maintained at a 3-year follow-up, lending support to the idea 
that treatment gains attributable to bibliotherapy are maintained over time 
(Smith, Floyd, Scogin, & Jamison, 1997). Subsequent to Scogin et al.’s (1989) 
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investigation of bibliotherapy among older adults, 6-month and 2-year follow-
ups were conducted to determine whether treatment gains were maintained 
for cognitive bibliotherapy and behavioral bibliotherapy treatment completers. 
Th e results of this follow-up study also indicated that treatment gains could be 
maintained. In this case, both bibliotherapy groups remained improved at 6 
months as well as 2 years (Scogin, Jamison, & Davis, 1990).

Supplemented Bibliotherapy
One study evaluated a version of self-help in which bibliotherapy was sup-
plemented with a videotape and periodic telephone contact (Osgood-Hynes, 
Greist, & Marks, 1998). Th is 12-week treatment, known as COPE™, was used 
in an uncontrolled open trial with a general adult population. COPE con-
tains three modules: Pleasant Activities, Assertive Communication, and 
Constructive Th inking, thus refl ecting a cognitive–behavioral approach. 
Th e 13-minute video described common symptoms of depression, reviewed 
self-help treatment options, and introduced the COPE components. Par-
ticipants received booklets that introduced skills revolving around these 
three modules. Th e booklets also provided instructions regarding when 
participants were to make phone calls to the interactive voice response 
(IVR) system; participants were required to make 11 such phone calls 
throughout the 12 weeks. During the calls, participants completed self-
assessments and were directed in role-play activities corresponding with 
the material they read prior to the call. Following the assessment and activ-
ities, prerecorded voice fi les were played back to participants; the content 
of these fi les was based on the participants’ individualized answers to the 
assessments. Participants could choose whether to engage in the role-play 
activities on the phone system and how long to engage in them, so they 
had control over the amount of time they spent on each call. Th e mean 
call length across the study was 14 minutes. Participants could also leave 
messages on the system up to three times during treatment if they had 
questions about the materials; those questions would result in recorded 
responses from research team members that would play at the beginning 
of the participant’s next phone call. Participants signifi cantly improved in 
work and social functioning as well as degree of depressive symptomology. 
Importantly, treatment gains correlated with the time individuals spent 
using the phone system with greater treatment gains being associated with 
more individual use of the phone system.

Computer-Administered Th erapy

Computer-based treatments for various forms of psychological distress 
have begun to emerge given the rise in home computer use. In a review 
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of computer-assisted psychotherapy programs, Wright and Wright (1997) 
asserted that computer use in conjunction with psychotherapy “includes the 
possibility that therapeutic soft ware could improve the effi  ciency of treat-
ment and provide access for greater numbers of patients” (p. 76). To date, 
only a few studies have investigated computer-administered  treatment for 
depression. Th ose that have are reviewed in the  following paragraphs. Th us 
far, this literature again includes participants that  consist mainly of young, 
educated Caucasians, the majority of whom have computer  experience and 
own home computers.

In a small study (N = 36) comparing a six-session, computer-adminis-
tered CBT program, six sessions of CBT with a therapist, and a wait-list con-
trol group, participants in both treatment conditions evidenced signifi cant 
improvement on the Beck Depression Inventory (BDI; Beck et al., 1961), 
Hamilton Rating Scale for Depression (HRSD; Hamilton, 1960), and 
 Automatic Th oughts Questionnaire (Selmi, Klein, Greist, Sorrell, & Erd-
man, 1990). Sixty-four percent of participants were female, and all of them 
had completed at least some college. Th e content of the computer-adminis-
tered sessions and therapist-administered sessions was identical. Th e com-
puter sessions were completed in an offi  ce with an experimenter present, 
and the computer program presented key therapy concepts and assigned 
homework based on the participants’ progress. Th ere were no signifi cant 
diff erences between the two treatment groups.

In an uncontrolled study of both inpatients and outpatients with 
 diagnoses of depression or anxiety spectrum disorders, Wright et al. (2002) 
tested a multimedia program providing computer-assisted  cognitive 
therapy. Th is six-module program, which provides clinicians with prog-
ress reports based on participant responses, was developed to serve as an 
adjunct to therapist-implemented cognitive therapy. Th e program includes 
an interactive video format to provide examples of cognitive therapy 
 strategies being applied appropriately. In theory, by using this program to 
teach basic cognitive concepts and reinforce self-help exercises, a clinician 
could focus on interventions demanding the expertise of a live therapist. 
Participants continued with treatment as usual while using the computer 
program at their own pace. Treatment as usual varied depending upon 
participant but included individual psychotherapy, medication manage-
ment, and no additional treatment. Program use was not monitored; 
however, 94% of participants reported completing at least the fi rst three 
modules. In general, participants reported high satisfaction with the soft -
ware, and measures of anxiety, depression, and automatic thoughts indi-
cated improvement during the use of the program.

Most recently, Marks, Mataix-Cols, and Kenwright (2003) researched 
a free primary-care clinic’s implementation of computer-aided self-help 
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 systems for depression, generalized anxiety, obsessive–compulsive 
 disorder, and panic/phobia. Th e clinic’s goal in using computerized treat-
ment was to substitute a self-help approach for some one-on-one therapy 
time in an eff ort to off set the per patient cost of treatment. Of the 266 
patients screened, 108 completed the treatment protocol consisting of an 
average of one hour with a therapist over 12 weeks, together with ongoing 
use of the computer program. Th e depressed individuals (n = 33) complet-
ing the course of combination treatment via computer used the computer 
program COPE (Osgood-Hynes et al., 1998) and evidenced signifi cantly 
improved scores on the BDI and HRSD. Participants reported being “fairly 
satisfi ed” with their progress.

Th e literature on computer-administered treatment illustrates that it 
can serve as a complement to therapist-administered intervention and 
could improve the effi  ciency and cost-eff ectiveness of depression treat-
ment. Computer-aided self-help could appropriately be used to cut down 
the per client cost of CBT through minimizing therapist contact hours 
(Marks et al., 2003). Limitations in generalizing the eff ectiveness of com-
puter-administered treatment to the general population should be carefully 
considered. Several of the studies above consisted of very small samples; 
additionally, the majority of these studies included primarily participants 
who were young, educated Caucasians. Many of the participants had prior 
experience with computers and had computers in their home. Th erefore, 
the appropriateness of computer-administered treatment for older indi-
viduals, less educated individuals, minorities, and individuals with little 
or no computer experience is unknown.

Clinical Considerations

Individual characteristics as well as the manner in which self-help materials 
are introduced and administered to clients may infl uence the eff ectiveness 
of this form of therapy. Selecting appropriate self-help materials is also 
important in determining treatment outcome.

Client Characteristics
Despite a generally supportive research literature, empirical research on 
self-administered treatment has not adequately investigated what role cli-
ent characteristics play in determining the appropriateness and usefulness 
of such treatment. In part, the lack of empirical evidence identifying sig-
nifi cant client characteristics is due to the small literature base on the use 
of self-administered treatment for depression and the small sample sizes 
typically used. However, several client characteristics have been signifi -
cantly related to outcome in the literature.
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Several studies of self-help for depression have examined variables that 
may moderate treatment outcome. In a study conducted by Landreville 
and Bissonnette (1997), cognitive bibliotherapy was administered to older 
adults with a disability. Although the other studies of bibliotherapy with 
older adults indicated signifi cant treatment gains over wait-list control, 
improvements for depressed older adults using bibliotherapy in this study 
were only slightly greater than for individuals in the wait-list control group. 
Landreville and Bissonnette speculate that this may be due to chronic dis-
abilities and related limitations in daily living that create a more resistant, 
harder to treat depression.

McKendree-Smith (1998) investigated potential mediators and mod-
erators of change following cognitive and behavioral bibliotherapy for 
depression and found that two variables correlated with outcome. For the 
behavioral bibliotherapy group, initial depression level and expectations 
about the helpfulness of treatment were correlated with treatment outcome 
such that lower initial level of depression and more positive expectations 
about treatment were related to more positive treatment outcome.

A study attempting to identify mediating variables for treatment out-
come was unsuccessful in supporting the hypothesis that hopelessness and 
learned resourcefulness play mediating roles in outcome (Rohen, 2002). 
Evidence for mediation in the case of both of these variables was not found, 
despite the fact that the treatment resulted in signifi cant treatment gains. 
Although hopelessness and learned resourcefulness were not mediators in 
this study, they were moderately related to change in depression.

Although several studies have researched individual characteristics 
such as external locus of control, learned resourcefulness, symptom sever-
ity and complexity, and resistance potential, none of these characteris-
tics have proven reliable in distinguishing positive or negative outcomes. 
Despite the lack of empirical evidence for some client characteristics, 
we believe a number of factors should be considered when determining 
whether self-administered treatment may be appropriate for a given indi-
vidual. Th e following considerations are off ered as tentative characteristics 
we expect can play a role in treatment eff ectiveness. Motivation and con-
centration are both relevant when deciding whether to prescribe self-help. 
A depressed individual experiencing signifi cant problems with motivation 
and concentration may be unable to work through techniques introduced 
in self-administered treatment. Preliminary research being done on the 
role of concentration in predicting bibliotherapy outcome has indicated 
that, for older adults, the person’s self-reported concentration problems 
are linked to the amount of improvement in depressive symptomology 
following the use of bibliotherapy materials (Floyd, personal communica-
tion, June 23, 2004).
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Other individual factors that can moderate self-administered  treatment 
gains or even make this modality inappropriate for a given individual 
include resistance to treatment, a preference for more traditional  treatment, 
impairments that make reading diffi  cult, severity of depression, suicidal-
ity, and comorbidity with an Axis II disorder or other psychological issue. 
It is reasonable to expect that individuals who have negative attitudes 
or beliefs regarding self-help treatment will not be ideal candidates and, 
for obvious reasons, individuals who have impairments that make read-
ing problematic are not likely to receive maximum benefi t from written 
self-administered treatments.

McKendree-Smith’s (1998) study revealing that higher levels of depres-
sion are correlated to less improvement is evidence that depression severity 
should be considered. Suicidality and comorbidity with other disorders 
are oft en other indicants of severity and complexity of problems; for this 
reason, we believe such characteristics can inhibit the eff ectiveness of 
self-administered treatment or even render it inappropriate. Empirical 
fi ndings to date do not consistently support the role of these factors in 
self-administered treatment outcome, but it is commonly accepted that 
more severe or complicated mental health issues are best addressed with 
more rigorous treatment.

In summary, there is empirical evidence that both initial depression 
level and expectations of the helpfulness of treatment are client charac-
teristics related to self-administered treatment outcome. Additionally, 
disability in older adults may moderate outcome such that disability is 
predictive of poorer outcome. Although there is little research identifying 
other client characteristics predictive of outcome, we believe that suicid-
ality, comorbidity, treatment resistance, preference for more traditional 
treatment, motivation, and concentration are all additional client char-
acteristics that should be considered when considering self-administered 
treatment.

Administration of Self-Help Programs

Regardless of individual characteristics, each client’s progress with 
self-administered materials should be carefully monitored, particularly at 
the beginning of treatment (Scogin et al., 2003). Collecting information 
regarding a client’s progress, such as administering a measure of depres-
sion severity regularly, helps monitor an individual to ensure that he or she 
is not worsening over time. Having an objective measure of a client’s prog-
ress, or lack thereof, can be useful in determining whether more intensive 
treatment is required. Using a measure such as the Beck Depression Inven-
tory (BDI-II; Beck, 1996) for adults or Geriatric Depression Scale (GDS; 
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Yesavage, 1983) for older adults on a weekly or biweekly basis provides a 
much better measure of progress than client report.

Additionally, consideration should be given to how treatment integrity 
will be maintained. Making sure that the clients read the books and follow 
the homework assignments is as important as monitoring client progress. 
In McKendree-Smith (1998), percentage of pages read was correlated with 
outcome for adults using cognitive bibliotherapy but no client variables 
were signifi cantly correlated with outcome, indicating receipt of treatment 
is a better predictor of outcome than any client variable measured. Ensur-
ing treatment receipt is tantamount to monitoring changes in depression 
severity for depressed individuals using self-administered treatment. In 
fact, treatment receipt may be a factor in studies fi nding an unexpected 
lack of eff ectiveness in some cases.

Mental health practitioners recommending self-administered treat-
ments to their depressed patients are encouraged to explain the reasoning 
behind their recommendations: the self-administered treatment is being 
used because of its cost-eff ectiveness, convenience, and empirical support. 
Regarding the last point, caution should be exercised when  implementing 
a self-administered treatment that has not been researched. Prior to 
 recommending self-administered treatment, mental health professionals 
are encouraged to engage in an active discussion with their clients regard-
ing treatment options.

Depressed individuals may prefer self-administered treatments to more 
conventional treatment for a number of reasons, including cost, problems 
with transportation, time constraints, not wanting to take medication, or 
a fear of the stigma or process of therapy. For example, individuals high in 
reactance, the tendency to desire more behavioral freedoms if they become 
denied, are more likely to benefi t from less directive therapists and from 
self-administered treatments, perhaps because they have more control 
over their own treatment (Beutler et al., 1991). However, some individu-
als will prefer pharmacotherapy or psychotherapy to self-administered 
treatments, feeling that traditional professionally administered treatments 
would be more eff ective. Although some individuals may express an inter-
est in psychotherapy or self-help treatment alone, both modalities can be 
used together. For example, bibliotherapy is oft en suggested as a home-
work assignment in several forms of psychotherapy. Combining these two 
treatments may speed up progress for depressed individuals. Client expec-
tations for change should also be addressed. Discussing realistic expecta-
tions for improvement should include addressing how soon therapy will 
work and how long the eff ects can be expected to last. Setting goals with 
the client prior to treatment can also help ensure the client’s expectations 
are reasonable. In addition, it is wise to explicitly discuss that clients may 
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experience relapses or reemergence of depressive symptoms and that part 
of the appeal of self-help materials is that the client can reaccess them at 
will during such times.

Although research indicates bibliotherapy has shown effi  cacy as a 
treatment for depression, its eff ects may not be as immediate as those 
of psychotherapy. One study revealed that psychotherapy led to greater 
improvement posttreatment than bibliotherapy in a comparison study 
of older adults (Floyd, Scogin, McKendree-Smith, Floyd, & Rokke, 
2001). However, at 3 months posttreatment, the depressive symptomo-
logy of individuals using bibliotherapy was not signifi cantly diff erent 
from those in individual psychotherapy, because individuals receiv-
ing bibliotherapy continued to evidence gains subsequent to the end of 
treatment. Th is may be a result of the individual’s ability to continually 
re-reference the material learned through bibliotherapy if needed. Some 
individuals, such as older adults with disabilities or individuals with 
cognitive impairments, may benefi t from the additional guidance pro-
vided by psychotherapy.

Future Directions

Further research identifying predictors of outcome would be especially 
useful in helping practitioners make decisions about the appropriateness 
of self-administered treatment for a given candidate. Finding reliable ways 
to measure an individual’s fi t with self-administered depression treatment 
would prove invaluable when identifying the most cost-eff ective, least 
intrusive treatment modality that will still eff ect change.

In addition to identifying potential predictors, the literature is lacking 
in empirical research for most of the self-help materials for depression 
available in the commercial market. Many practitioners recommend 
books for their clients that have not been rigorously researched. Until 
we know more about the books consumers can buy, it is difficult to 
make a good clinical judgment about whether a given self-administered 
treatment is appropriate for a particular individual. By broadening the 
research base to include some of the more commonly used or recom-
mended self-administered treatments for depression, clinicians can be 
better informed about the best treatment options for clients interested 
in bibliotherapy.

Because preliminary research has highlighted the utility of computer-
aided therapy as both a time-saver for therapists and a money-saver for 
clients, research devoted to creating and testing such programs could 
result in the refi nement of computer-aided tools that would be instru-
mental in cost-eff ective depression treatment. Computer-aided therapy 
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could potentially take some of the load off  the therapist without dimin-
ishing the quality of care received by depressed individuals, provided 
the soft ware meets the needs of the clients and can convey the therapy 
content to the client eff ectively. However, until further research is done 
in this area, we cannot be confi dent in the effi  cacy of computer-aided 
therapy.

Future directions also include incorporating self-administered treat-
ments in both stepped-care and collaborative care models. In stepped-care 
models, self-administered treatments can serve as a fi rst line of treatment 
for mild to moderately depressed individuals. Due to the lack of invasive-
ness and cost-eff ectiveness, this modality is a good fi t as a fi rst approach 
to treatment. Additionally, research on self-administered treatments such 
as bibliotherapy and computer-assisted therapy used in conjunction with 
pharmacotherapy has not shown enhanced treatment outcome as com-
pared to pharmacotherapy alone; however, the existing literature has used 
self-help materials of unknown eff ectiveness. We expect that empirically 
supported bibliotherapy and computer-assisted therapy used together with 
pharmacotherapy or psychotherapy would be benefi cial, and we believe 
this modality should be incorporated into collaborate models of depres-
sion treatment. For individuals taking antidepressants but not receiving 
therapy, self-administered treatment could potentially enhance treatment 
outcome without signifi cant cost.

Practice Recommendations

We have attempted to briefl y summarize the research evidence of the eff ec-
tiveness of self-administered treatments for depression. We now present 
practice recommendations for using self-help treatments with depressed 
individuals.

Be sure to address a depressed individual’s treatment preferences 
and attitude about self-administered treatment prior to recom-
mending this modality to the individual. Additionally, make a 
point to explain the rationale behind self-administered treatment 
including the cost-eff ectiveness and empirical support for self-ad-
ministered treatment.
Take individual characteristics into account. Individuals with 
other comorbid psychological issues, suicidality, severe sympto-
mology, cognitive impairments, or concentration problems are 
better served through more intensive treatment courses.
Exercise caution when recommending a self-administered treat-
ment that has not been empirically researched.

•

•

•
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Monitor the depressed individual’s progress in treatment, begin-
ning immediately. Response to treatment should be monitored for 
any changes in severity or symptomology that may require the 
implementation of a more intensive treatment.
If the individual’s depression improves, a maintenance program 
should be created to help adjust the program to meet his or her 
current needs.

Generally speaking, self-administered treatments that involve at least 
a minimal level of therapist contact and client accountability work bet-
ter than self-administered treatments where the individual has no contact 
with a mental health professional.

Th e research indicates that depression can be successfully treated with 
a variety of self-administered treatments including both bibliotherapy and 
computer-aided self-administered treatment. Th ese programs can be used 
as stand-alone treatment or integrated with traditional treatments such 
as psychotherapy and pharmacotherapy. Although COPE is available to 
individuals, to our knowledge there are currently no empirically tested 
computer programs for clinicians on the market.

Although many self-help books for depression are widely available, 
few have been tested for effi  cacy. Th ose that have received empirical sup-
port include Feeling Good (Burns, 1980), Mind Over Mood (Greenberger 
& Padesky, 1995), and Control Your Depression (Lewinsohn et. al, 1986).

Chapter Points

Cognitive therapy and behavior therapy approaches, presented 
via books or computers, have been validated in the treatment 
of depression.
Cognitive therapy and behavior therapy, delivered via bibliother-
apy, are equivalent to therapist-administered treatments in adults, 
adolescents, and the elderly suff ering from mild and moderate 
levels of depression.
Treatment eff ects are maintained over time for bibliotherapy-
delivered cognitive and behavioral treatments.
Computer-assisted treatments for depression have so far been 
limited to being evaluated within a treatment-as-usual approach.
Little information exists indicating who profi ts from self-help 
treatments, but higher levels of depression, negative expectation 
for outcome using self-help approaches, as well as reading level 
and ability to concentrate may all predict outcome and attitude 
toward self-help treatments.

•

•

•

•

•

•

•
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CHAPTER 7
Self-Help Therapies for 

Childhood Disorders
FR ANK J. ELGAR AND PATRICK J. MCGR ATH

Th e past decade has seen an astonishing proliferation of self-help material 
for pediatric mental health and physical health conditions through books, 
videos, and the Internet. More than at any point in history, self-help (or 
self-administered) interventions are now aggressively promoted to con-
sumers for a broad range of health conditions and disorders. Th ere is good 
reason for optimism that this trend will benefi t children. Self-help cir-
cumvents barriers to traditional delivery models of health care. Self-help 
is convenient and inexpensive to families at a time that health care treat-
ments are punitively costly. Moreover, self-help may work as eff ectively as 
therapist-based care to treat some childhood disorders.

In a review of the research on self- and parent-facilitated self-help treatments 
for childhood disorders (Elgar & McGrath, 2003), we concluded that a small 
but robust evidence base exists in support of manual and multimedia-based 
treatments but very few empirical studies support the use of inspirational 
literature and support groups. Today, large gaps still exist in the evidence for 
self-help. Th ese gaps present unique challenges for health care providers who 
wish to share self-help treatments with children and parents, but they also 
off er fruitful opportunities for further research and development.

In this chapter, we update and summarize our fi ndings regarding three, 
not necessarily exclusive, forms of self-help for children and parents: bib-
liotherapy, including fi ctional books and other inspirational literature and 
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manual-based treatments; instructional multimedia; and social support treat-
ments. Our review is generally limited to treatments involving minimal or no 
therapist contact, although treatments and research involving stepped-care 
approaches to gradually increasing or decreasing therapist contact are also 
addressed. We explore some of the practical concerns that parents may have 
about these treatments and the ethical and legal issues facing health practitio-
ners when deciding to share self-help materials with families. We also high-
light important new directions for future research. We begin the discussion 
by exploring the problem of access to psychosocial interventions.

Th e Problem of Access

In both developed and underdeveloped countries, behavioral and emotional 
disorders are among the most common chronic health problems among 
children. Epidemiological studies that have been conducted around the 
world indicate that approximately 15–25% of children in the general popu-
lation could be diagnosed with a psychological disorder (e.g., Breton et al., 
1999; Off ord et al., 1987; Rutter, Cox, Tupling, Berger, & Yule, 1975; Zubrick, 
Silburn, Burton, & Blair, 1995). Many other children need psychosocial 
treatments for a range of behavioral health problems. Enuresis affl  icts 9–13% 
of 5-year-olds and 9–22% of 7-year-olds (Butler, 1998). Frequent, recurrent 
pain affl  icts at least 12–15% of adolescents (Goodman & McGrath, 1991). As 
well, many childhood disorders that are presented to pediatricians and fam-
ily physicians have substantial behavioral components for which prevention, 
intervention, or rehabilitation services by psychologists could improve child 
health outcomes (American Psychological Association, 2001).

Childhood disorders have negative and lasting consequences for the 
psychological well-being and social functioning of affl  icted children and 
cause a signifi cant burden on children, families, and communities (Cap-
pelli et al., 1989; Silver, Stein, & Bauman, 1999). Without treatment, the 
prognosis for many of these problems is usually poor. Left  untreated, dis-
ruptive and aggressive behavior in childhood tends to persist and evolve 
to more sociopathic behaviors in adulthood (McMahon & Wells, 1998). 
Internalizing problems such as depressive and anxiety disorders places 
individuals at risk of relapse of these disorders throughout the life span 
(Hofstra, Van der Ende, & Verhulst, 2000). Other developmental prob-
lems may also impinge on children’s self-esteem and cause frustration and 
stress for the entire family (Schulpen, 1997).

Th e good news is that eff ective treatments exist for many of these health 
conditions (Carr, 2000; Weisz, Weiss, Han, Granger, & Morton, 1995). Th e bad 
news is that only a small minority of children who need these treatments are 
able to access them. Th e tragic reality is that most children’s access to health 
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treatments is complicated or impeded by the very systems that deliver these 
treatments. Th is rift  between the care needs of children in the population and 
the delivery of health care services is even found in countries that have estab-
lished public health care systems. In Canada, for example, the Ontario Child 
Health Study found that fewer than one in fi ve children who showed symp-
toms of a diagnosable psychological disorder had any contact with a mental 
health service provider in the previous 6 months (Off ord et al., 1987).

Th e interface between the delivery of behavioral health care and the 
needs of children has now come under scrutiny in many countries. Access, 
however, is just part of a larger problem in the delivery of health care to 
children. Many children who manage to have some contact with a health 
care provider will not actually receive treatment. An impressive body of 
research has exposed barriers to care that include the stigma associated 
with seeking treatment, the time and expense involved in traveling regu-
larly with a child to a mental health clinic, and motivation and willingness 
of the parents to follow therapists’ guidelines in carrying out a care plan 
at home. Not surprisingly, it is the children from low-income families or 
from rural communities who are less likely to receive psychological treat-
ments than their more affl  uent and urban counterparts (Hunsley, Aubry, 
& Lee, 1997) and it is the children of depressed or distressed parents who 
are less likely than children of healthy parents to regularly attend therapy 
sessions (Calam, Bolton, & Roberts, 2002).

Too oft en, the obstacles to accessing specialist care lead many families 
to rely exclusively on primary care physicians who are not usually well 
prepared to recognize and treat psychological problems (Higgins, 1994) or 
to a de facto mental health system of ministers, school teachers, extended 
family members, and friends (Fox, Merwin, & Blank, 1995). Th ese are 
important components of total care but are unlikely to be comprehensive 
or adequate. It is not surprising then that so many children and families 
are seeking a self-help alternative.

Th e Self-Help Alternative

Self-help interventions have the potential to circumvent, at least in part, 
common barriers to psychosocial treatments for childhood disorders. 
Self-help cannot replace care for serious mental or physical illness but it 
does off er a viable alternative to treatment that is normally delivered by 
clinicians in urban-based health facilities. Examples of self-help treat-
ments include the use of parent training videos for managing disruptive 
behavior disorders (Webster-Stratton, 1990), cognitive bibliotherapy for 
adolescent depression (Ackerson, Scogin, McKendree-Smith, & Lyman, 
1998), and booklets and audiotapes for recurrent pain (McGrath et al., 
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1992). Treatments such as these are inexpensive, easily accessible, and con-
venient for families and do not carry the stigma associated with traditional 
mental health services. More importantly, there is now good evidence that 
self-help psychosocial treatments for children are oft en as eff ective as tra-
ditional treatments (Scogin, Bynum, Stephens, & Calhoon, 1990).

Self-help does not necessarily imply that families are isolated from 
their health care providers. Psychologists, educators, family physicians, 
or health paraprofessionals can all help facilitate self-help for children. 
Th ere is a continuum from entirely self-administered to entirely thera-
pist-administered treatments; some self-administered interventions exist 
outside the health care system, whereas others are an integral part of a 
stepped-care system. However, the involvement of health care profession-
als may be minimal, such as a recommendation to a family who seeks to 
contact a self-help group, or may entail involvement in the development, 
provision, and monitoring of the intervention. In practice, varying the 
degree of therapist contact facilitates stepped-care models of increasing 
treatment complexity (e.g., from psychoeducation to inpatient care; Davi-
son, 2000). Gradually reducing the amount of therapist contact can foster 
independence and self-care by the child and family.

Th e advantages of self-help are many. Self-help is certainly not a panacea 
for eliminating all barriers to health care, but it can allow greater fl exibility 
for psychologists to bring treatments closer to the child’s natural environ-
ment and to allow the child and the family to assume the responsibility for 
behavior change. When used in conjunction with traditionally delivered 
treatments, there are important opportunities for continuity of care from 
the artifi cial setting of a therapist’s offi  ce to the home and school.

Most forms of psychosocial treatment, regardless of how they are deliv-
ered, share at least three objectives: (a) to teach self-management skills to the 
child and family (e.g., teaching relaxation techniques or cognitive restructur-
ing, modeling behavior modifi cation techniques to parents); (b) to provide 
information to the child and family about the nature of the condition, includ-
ing its typical etiology, course, and available treatments; and (c) to augment 
social support networks to enable the child and  family to learn from others, 
cope with their problems, and feel comfort in  knowing that their condition 
is not unique. Self-help can serve all three functions when used either as a 
complement to face-to-face treatment or as a stand-alone treatment.

Does Self-Help Work for Children?

Discussing the advantages and limitations of alternative forms of health 
care is moot if these modalities are ineff ectual. Self-help for childhood 
 disorders has a somewhat weak evidence base. For some formats and some 
health conditions, the data are very encouraging. But for other  combinations 
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of formats and health conditions, few if any data are available to indicate 
that eff ects are anything more than placebo. We now turn to the state of 
the evidence for self-help interventions for children and parents. Below 
we have attempted to consolidate and summarize a diverse patchwork of 
studies on bibliotherapy, telehealth, and social support groups and have 
provided details about these studies in Table 7.1 to Table 7.3.

Bibliotherapy
Bibliotherapy involves the use of literature, poetry, plays, and movies that 
provide inspiration, support, or guidance to help children learn ways to 
manage an illness or personal problem (Ouzts, 1991). Th ere are two general 
types of bibliotherapy—inspirational self-help and instructional self-help. 
Th e function of inspirational bibliotherapy is to off er support and oft en-
times to model solutions to problems. In either fi ction or nonfi ction works 
or biographies, typically, a protagonist faces a problem similar to what the 
child is experiencing and off ers hope that the child can overcome these 
diffi  culties. Self-management skills and information about the condition 
are not usually taught directly but may be provided indirectly within a 
story. Some inspirational books off er general advice to the child or fam-
ily to help boost self-esteem and develop the skills needed to cope with a 
particular problem. Instructional manuals, on the other hand, have been 
developed and sometimes tested by authors, who may be health profes-
sionals, for the specifi c purpose of managing a health condition. Th ese 
materials may include health information, illustrative examples, testimo-
nials, assignments, and symptom checklists to monitor progress through 
a self-administered care plan.

Inspirational Bibliotherapy Many retail bookstores stock a multitude of 
inspirational bibliotherapy products that are designed to help children 
manage a wide array of problem areas (Hipple, Comer, & Boren, 1997; Nor-
cross et al., 2000). John Pardeck, an advocate of bibliotherapy, has written 
extensively to promote the use of literature to help children cope with such 
personal and social issues as adoption (Pardeck, 1989, 1994; Pardeck & 
Pardeck, 1997), divorce (Pardeck, 1996), substance abuse (Pardeck, 1991), 
chronic illness and special developmental needs (Pardeck, 1992, 1993), 
and physical or sexual abuse (Pardeck, 1990a, 1990b). Most of the self-help 
material that is available in bookstores is intended for mass audiences 
rather than clinical populations, and the self-help industry (e.g., publish-
ers and lay self-help associations) has not benefi ted from outcome-based 
evaluation. Market forces drive self-help publishing and the aim is to pub-
lish products that are profi table. Th e result is a barrage of self-help litera-
ture with little empirical evidence to support its use (Adams & Pitre, 2000; 
Riordan & Wilson, 1989; Stevens & Pfost, 1982).

ER51712_C007.indd   133ER51712_C007.indd   133 9/11/07   12:25:43 PM9/11/07   12:25:43 PM



134 • Handbook of Self-Help Th erapies

Ta
bl

e 
7.

1 
Re

se
ar

ch
 o

n 
Bi

bl
io

th
er

ap
y (

In
st

ru
ct

io
na

l M
an

ua
ls

) f
or

 C
hi

ld
ho

od
 D

is
or

de
rs

St
ud

y
Ty

pe
Pr

ob
le

m
 

ar
ea

Sa
m

pl
e

M
et

ho
ds

Re
su

lts
I m

pl
ic

at
io

ns

Ac
ke

rs
on

 
et

 al
., 

19
98

C
D

ep
re

ss
io

n 
22

 ch
ild

re
n 

ag
ed

 
11

–1
6 

ye
ar

s
Ra

nd
om

iz
ed

 tr
ia

l 
(b

ib
lio

th
er

ap
y 

vs
. w

ai
t-l

ist
 

co
nt

ro
l).

 T
re

at
m

en
t 

co
ns

ist
ed

 o
f r

ea
di

ng
 F

ee
lin

g 
G

oo
d  

(B
ur

ns
, 1

98
0)

 o
ve

r 4
 

w
ee

ks

Im
pr

ov
em

en
ts 

in
 

se
lf-

re
po

rt
ed

 sy
m

pt
om

s 
po

st-
in

te
rv

en
tio

n 
an

d 
on

e-
m

on
th

 fo
llo

w
-u

p

Bi
bl

io
th

er
ap

y 
m

ay
 

be
 an

 eff
 e

ct
iv

e 
tre

at
m

en
t f

or
 

ch
ild

ho
od

 
de

pr
es

sio
n

Bu
rk

e e
t a

l.,
 

20
04

C
Be

dt
im

e 
re

sis
ta

nc
e 

an
d 

ni
gh

t 
w

ak
in

g

4 
fa

m
ili

es
 w

ith
 

ch
ild

re
n 

ag
ed

 2
–7

 
ye

ar
s

Si
ng

le
-s

ub
je

ct
 d

es
ig

n.
 

Pa
re

nt
s r

ea
d 

Pe
te

rs
on

 &
 

Pe
te

rs
on

’s 
(2

00
3)

 Th
 e

 S
lee

p 
Fa

iry
 to

 th
ei

r c
hi

ld
re

n 
at

 
be

dt
im

e

78
%

 d
ec

re
as

e i
n 

fre
qu

en
cy

 
of

 d
isr

up
tiv

e b
ed

tim
e 

be
ha

vi
or

s f
ro

m
 b

as
eli

ne
 w

ith
 

an
ot

he
r 7

%
 d

ec
re

as
e a

t 
3-

m
on

th
 fo

llo
w

-u
p

A
 p

ot
en

tia
lly

 
eff

 e
ct

iv
e a

pp
lic

at
io

n 
of

 b
ib

lio
th

er
ap

y 
to

 
he

lp
 ch

ild
re

n 
ac

hi
ev

e m
or

e r
es

tfu
l 

sle
ep

C
ed

ar
 &

 
Le

va
nt

, 1
99

0
P

Pa
re

nt
in

g 
sk

ill
s

M
et

a-
an

al
ys

is
Li

te
ra

tu
re

 se
ar

ch
 (p

re
-1

99
0)

 
yi

el
de

d 
26

 o
ut

co
m

e 
ev

al
ua

tio
n 

stu
di

es

Pa
re

nt
 E

ff  e
cti

ve
ne

ss 
Tr

ai
ni

ng
 

(P
ET

; G
or

do
n,

 1
97

5)
 sh

ow
ed

 
ov

er
al

l e
ff e

ct
 si

ze
 o

f .
33

 o
n 

pa
re

nt
s’ 

kn
ow

le
dg

e, 
at

tit
ud

es
, 

an
d 

be
ha

vi
or

 an
d 

on
 

ch
ild

re
n’s

 se
lf-

es
te

em
. 

Th 
es

e e
ff e

ct
s w

er
e 

sh
ow

n 
to

 la
st 

up
 to

 
26

 w
ee

ks

PE
T  

is 
an

 
in

ex
pe

ns
iv

e a
nd

 
eff

 e
ct

iv
e r

es
ou

rc
e 

fo
r t

ea
ch

in
g 

ba
sic

 
pa

re
nt

in
g 

sk
ill

s

ER51712_C007.indd   134ER51712_C007.indd   134 9/11/07   12:25:44 PM9/11/07   12:25:44 PM



Self-Help Th erapies for Childhood Disorders • 135

Ch
am

be
rs

 
et

 al
., 1

99
7

P
Po

sto
pe

ra
tiv

e 
pa

in
82

 fa
m

ili
es

 w
ith

 
ch

ild
re

n 
ag

ed
 2

–1
2 

ye
ar

s

Ra
nd

om
ize

d 
tri

al
 

(p
ar

en
t-a

dm
in

ist
er

ed
, 

m
an

ua
l-a

ss
ist

ed
 ed

uc
at

io
n 

vs
. 

pa
in

 co
nt

ro
l v

s. 
no

 p
ain

 
co

nt
ro

l)

Pa
re

nt
s w

ho
 re

ad
 P

ai
n,

 P
ai

n 
Go

 A
wa

y (
M

cG
ra

th
 et

 al
., 

19
94

) e
xp

re
ss

ed
 m

or
e 

po
sit

iv
e a

tti
tu

de
s t

ow
ar

ds
 

m
ed

ica
tio

n 
at

 o
ne

-w
ee

k 
po

sto
pe

ra
tiv

e; 
no

 gr
ou

p 
di

ff e
re

nc
es

 in
 p

ain
 as

se
ss

m
en

t 
or

 m
ed

ici
ne

 ad
m

in
ist

ra
tio

n

Pa
in

, P
ai

n 
Go

 A
wa

y 
off

 e
rs

 su
pp

or
t a

nd
 

in
fo

rm
at

io
n 

to
 

pa
re

nt
s a

bo
ut

 
m

an
ag

in
g c

hi
ld

 p
ain

 
bu

t m
or

e t
ar

ge
te

d 
in

te
rv

en
tio

n 
m

ay
 b

e 
ne

ed
ed

 to
 ch

an
ge

 
pa

re
nt

s’ 
be

ha
vi

or
s

Ev
an

s e
t a

l.,
 

19
99

C
Se

lf-
ha

rm
in

g 
be

ha
vi

or
34

 ad
ol

es
ce

nt
s a

nd
 

ad
ul

ts 
ag

ed
 1

6–
50

 
ye

ar
s

Ra
nd

om
iz

ed
 tr

ia
l 

(m
an

ua
l-b

as
ed

 se
lf-

he
lp

 v
s. 

us
ua

l c
ar

e)

Se
lf-

he
lp

 g
ro

up
 sh

ow
ed

 
fe

w
er

 su
ic

id
al

 ac
ts 

an
d 

de
pr

es
siv

e s
ym

pt
om

s t
ha

n 
pa

tie
nt

s w
ho

 re
ce

iv
ed

 u
su

al
 

ca
re

Sa
m

pl
e i

nc
lu

de
d 

ad
ol

es
ce

nt
s a

nd
 

ad
ul

ts
 so

 fi 
nd

in
gs

 
ca

nn
ot

 b
e 

ge
ne

ra
liz

ed
 to

 
ad

ol
es

ce
nt

s a
lo

ne
G

ie
nb

en
ha

in
 

&
 O

’D
el

l, 
19

84

P
Fe

ar
 o

f t
he

 
da

rk
Si

x 
fa

m
ili

es
 o

f 
ch

ild
re

n 
ag

ed
 3

–1
1 

ye
ar

s

Cl
in

ic
al

 se
rie

s; 
pa

re
nt

s w
er

e 
gi

ve
n 

a m
an

ua
l f

or
 re

du
ci

ng
 

ch
ild

re
n’s

 fe
ar

 o
f t

he
 d

ar
k

W
ith

 2
 w

ee
ks

 o
f t

re
at

m
en

t, 
ch

ild
re

n 
sle

pt
 w

ith
 lo

w
 le

ve
ls 

of
 li

gh
t; 

im
pr

ov
em

en
t w

as
 

m
ai

nt
ai

ne
d 

at
 1

2-
m

on
th

 
fo

llo
w

-u
p

Pa
re

nt
 m

an
ua

ls 
m

ay
 

he
lp

 sp
ec

ifi 
c a

nx
ie

ty
 

in
 ch

ild
re

n

G
riffi

  t
hs

 &
 

M
ar

tin
, 1

99
6

C
Ch

ro
ni

c 
he

ad
ac

he
51

 ch
ild

re
n 

ag
ed

 
10

–1
2 

ye
ar

s
Ra

nd
om

iz
ed

 tr
ia

l (
di

st
an

ce
 

tre
at

m
en

t f
ro

m
 th

er
ap

ist
 

pl
us

 se
lf-

he
lp

 m
an

ua
ls 

vs
. 

cli
ni

c-
ba

se
d 

tre
at

m
en

t)

Bo
th

 tr
ea

tm
en

t c
on

di
tio

ns
 

w
er

e e
qu

al
ly

 eff
 e

ct
iv

e i
n 

re
du

ci
ng

 h
ea

da
ch

es
 b

ut
 th

e 
se

lf-
he

lp
 fo

rm
at

 w
as

 tw
ic

e a
s 

co
st-

eff
 e

ct
iv

e a
s t

he
 

cli
ni

c-
ba

se
d 

fo
rm

at

Ch
ro

ni
c h

ea
da

ch
e 

m
ay

 b
e e

ff e
ct

iv
ely

 
se

lf-
m

an
ag

ed
 w

ith
 

m
in

im
al

 co
nt

ac
t 

w
ith

 a 
th

er
ap

ist

No
te

.  T
yp

e C
 =

 se
lf-

ad
m

in
ist

er
ed

 b
y t

he
 ch

ild
; P

 =
 p

ar
en

t-a
dm

in
ist

er
ed

. 
(c

on
tin

ue
d)

ER51712_C007.indd   135ER51712_C007.indd   135 9/11/07   12:25:44 PM9/11/07   12:25:44 PM



136 • Handbook of Self-Help Th erapies

Ta
bl

e 
7.

1 
(c

on
tin

ue
d)

St
ud

y
Ty

pe
Pr

ob
le

m
 

ar
ea

Sa
m

pl
e

M
et

ho
ds

Re
su

lts
I m

pl
ic

at
io

ns

H
ei

fe
tz

, 1
97

7
P

D
isr

up
tiv

e 
be

ha
vi

or
16

0 
pa

re
nt

s o
f 

m
en

ta
lly

 re
ta

rd
ed

 
ch

ild
re

n 
ag

ed
 2

–1
4 

ye
ar

s

Fa
m

ili
es

 w
er

e r
an

do
m

ly
 

as
sig

ne
d 

to
 fi 

ve
 g

ro
up

s: 
(a

) m
an

ua
ls 

on
ly

; 
(b

) m
an

ua
ls 

an
d 

te
le

ph
on

e 
co

nt
ac

t w
ith

 th
er

ap
ist

; 
(c

) m
an

ua
ls 

an
d 

gr
ou

p 
m

ee
tin

gs
; (

c)
 m

an
ua

ls,
 g

ro
up

 
m

ee
tin

gs
, a

nd
 fa

ce
-to

-fa
ce

 
co

nt
ac

t w
ith

 th
er

ap
ist

; a
nd

 
(d

) n
o 

tre
at

m
en

t c
on

tro
l

A
ft e

r 2
0 

w
ee

ks
 o

f t
re

at
m

en
t, 

th
e m

an
ua

ls-
on

ly
 co

nd
iti

on
 

w
as

 as
 eff

 e
ct

iv
e a

s m
or

e 
ex

pe
ns

iv
e f

or
m

at
s i

n 
re

du
ci

ng
 b

eh
av

io
ra

l 
pr

ob
le

m
s a

nd
 te

ac
hi

ng
 

se
lf-

he
lp

 sk
ill

s

Pa
re

nt
 m

an
ua

ls 
pr

ov
id

ed
 eff

 e
ct

iv
e 

an
d 

in
ex

pe
ns

iv
e 

se
lf-

he
lp

 fo
r p

ar
en

ts 
of

 ch
ild

re
n 

w
ith

 
le

ar
ni

ng
 d

isa
bi

lit
ie

s

Lo
ng

 et
 al

., 
19

93
P

In
at

te
nt

io
n 

an
d 

H
yp

er
ac

tiv
ity

32
 fa

m
ili

es
 w

ith
 

ch
ild

re
n 

di
ag

no
se

d 
w

ith
 at

te
nt

io
n 

de
fi  c

it–
hy

pe
ra

ct
iv

ity
 

di
so

rd
er

 (A
D

H
D

) 
ag

ed
 6

–1
1 

ye
ar

s

Ra
nd

om
iz

ed
 tr

ia
l 

(m
an

ua
l-b

as
ed

 
pa

re
nt

-a
dm

in
ist

er
ed

 
be

ha
vi

or
 m

od
ifi 

ca
tio

n 
vs

. 
sti

m
ul

an
t m

ed
ic

at
io

n 
al

on
e)

Se
lf-

he
lp

 g
ro

up
 sh

ow
ed

 
m

or
e i

m
pr

ov
em

en
t i

n 
in

te
ns

ity
 o

f A
D

H
D

 
sy

m
pt

om
s, 

pa
re

nt
s’ 

kn
ow

le
dg

e o
f b

eh
av

io
ur

 
m

an
ag

em
en

t p
rin

ci
pl

es
 an

d 
te

ac
he

r r
at

in
gs

 o
f b

eh
av

io
r. 

N
o 

di
ff  e

re
nc

e b
et

w
ee

n 
gr

ou
ps

 in
 sy

m
pt

om
 

fre
qu

en
cy

Pa
re

nt
 m

an
ua

ls 
m

ay
 

be
 an

 in
ex

pe
ns

iv
e 

ad
ju

nc
t t

o 
sti

m
ul

an
t 

m
ed

ic
at

io
n 

bu
t 

sm
al

l s
am

pl
e 

pr
ec

lu
de

s s
tro

ng
 

co
nc

lu
sio

ns

ER51712_C007.indd   136ER51712_C007.indd   136 9/11/07   12:25:44 PM9/11/07   12:25:44 PM



Self-Help Th erapies for Childhood Disorders • 137

M
cG

ra
th

 
et

 al
., 

19
92

C
M

ig
ra

in
e 

he
ad

ac
he

87
 ch

ild
re

n 
(1

1–
18

 y
ea

rs
)

Ra
nd

om
iz

ed
 tr

ia
l 

(m
an

ua
l-b

as
ed

 se
lf-

he
lp

 p
lu

s 
th

er
ap

ist
 co

nt
ac

t v
s. 

th
er

ap
ist

 co
nt

ac
t v

s. 
co

nt
ro

l 
tre

at
m

en
t)

Se
lf-

he
lp

 an
d 

cli
ni

c 
tre

at
m

en
t w

er
e b

ot
h 

eff
 e

ct
iv

e 
up

 to
 1

-y
ea

r p
os

ttr
ea

tm
en

t 
an

d 
su

pe
rio

r t
o 

co
nt

ro
l 

tre
at

m
en

t. 
Se

lf-
he

lp
 w

as
 

m
or

e c
os

t-e
ff e

ct
iv

e t
ha

n 
th

er
ap

ist
-b

as
ed

 ca
re

M
ig

ra
in

e h
ea

da
ch

es
 

m
ay

 b
e e

ff e
ct

iv
ely

 
se

lf-
m

an
ag

ed
 b

y 
ch

ild
re

n

M
on

tg
om

er
y 

&
 S

to
re

s, 
20

00

P
Sl

ee
p 

pr
ob

lem
s

77
 fa

m
ili

es
 o

f 
ch

ild
re

n 
w

ith
 

le
ar

ni
ng

 d
isa

bi
lit

ie
s

D
ou

bl
e-

bl
in

d 
ra

nd
om

iz
ed

 
tr

ia
l (

pa
re

nt
-a

dm
in

ist
er

ed
 

m
an

ua
l-b

as
ed

 b
eh

av
io

ra
l 

tre
at

m
en

t p
lu

s 
m

et
hy

lp
he

ni
da

te
 v

s. 
m

et
hy

lp
he

ni
da

te
 w

ith
 

st
an

da
rd

 ca
re

 fr
om

 th
er

ap
ist

 
vs

. w
ai

t-l
ist

 co
nt

ro
l)

Bo
th

 tr
ea

tm
en

ts 
sh

ow
ed

 
sim

ila
r i

m
pr

ov
em

en
t i

n 
fre

qu
en

cy
 an

d 
du

ra
tio

n 
of

 
ni

gh
t w

ak
in

g 
an

d 
in

 se
ttl

in
g 

pr
ob

lem
s

Pa
re

nt
 m

an
ua

ls 
w

er
e a

s e
ff e

ct
iv

e a
s 

th
er

ap
ist

-b
as

ed
 

tre
at

m
en

t i
n 

im
pr

ov
in

g 
sle

ep
 

pr
ob

le
m

s i
n 

le
ar

ni
ng

 d
isa

bl
ed

 
ch

ild
re

n
Sa

le
hp

ou
r, 

19
96

P
D

isr
up

tiv
e 

be
ha

vi
or

24
 p

ar
en

ts
Ra

nd
om

iz
ed

 tr
ia

l; 
pa

re
nt

s 
w

er
e a

ss
ig

ne
d 

to
 ei

th
er

 1
-2

-3
 

M
ag

ic 
in

str
uc

tio
n 

w
ith

 
gr

ou
p 

di
sc

us
sio

n,
 1

-2
-3

 
M

ag
ic  

in
str

uc
tio

n 
w

ith
ou

t 
gr

ou
p 

di
sc

us
sio

n,
 o

r n
o 

1-
2-

3 
M

ag
ic 

in
str

uc
tio

n

Bo
th

 g
ro

up
s w

ho
 re

ce
iv

ed
 

in
str

uc
tio

n 
on

 1
-2

-3
 M

ag
ic 

re
po

rt
ed

 g
re

at
er

 co
m

pe
te

nc
e 

in
 d

isc
ip

lin
in

g 
th

ei
r c

hi
ld

re
n 

co
m

pa
re

d 
to

 p
ar

en
ts 

in
 th

e 
co

nt
ro

l g
ro

up

Ph
el

an
’s 

(1
99

6)
 

1-
2-

3 
M

ag
ic 

im
pr

ov
ed

 p
ar

en
ts’

 
se

ns
e o

f c
om

pe
te

nc
e 

in
 u

sin
g 

“ti
m

e o
ut

,” 
a s

im
pl

e d
isc

ip
lin

e 
te

ch
ni

qu
e

Se
ym

ou
r 

et
 al

., 1
98

9
P

Sl
ee

p 
pr

ob
lem

s
45

 fa
m

ili
es

 o
f 

ch
ild

re
n 

w
ith

 sl
ee

p 
di

ffi  
cu

lti
es

 ag
ed

 9
 

m
on

th
s t

o 
5 

ye
ar

s

Ra
nd

om
iz

ed
 tr

ia
l (

pa
re

nt
 

m
an

ua
ls 

vs
. p

ar
en

t m
an

ua
ls 

pl
us

 d
ai

ly
 p

ho
ne

 ca
lls

 to
 a 

th
er

ap
ist

 v
s. 

w
ai

t-l
ist

 co
nt

ro
l)

Bo
th

 tr
ea

tm
en

t g
ro

up
s 

sh
ow

ed
 si

m
ila

r i
m

pr
ov

em
en

t 
in

 fr
eq

ue
nc

y 
an

d 
du

ra
tio

n 
of

 
ni

gh
t w

ak
in

g

Te
lep

ho
ne

 co
nt

ac
t 

wi
th

 a 
th

er
ap

ist
 h

ad
 

no
 ad

di
tio

na
l b

en
efi 

ts 
fo

r s
lee

p 
pr

ob
lem

s
No

te
.  T

yp
e C

 =
 se

lf-
ad

m
in

ist
er

ed
 b

y t
he

 ch
ild

; P
 =

 p
ar

en
t-a

dm
in

ist
er

ed
.

(c
on

tin
ue

d )

ER51712_C007.indd   137ER51712_C007.indd   137 9/11/07   12:25:44 PM9/11/07   12:25:44 PM



138 • Handbook of Self-Help Th erapies

Ta
bl

e 
7.

1 
(c

on
tin

ue
d)

St
ud

y
Ty

pe
Pr

ob
le

m
 

ar
ea

Sa
m

pl
e

M
et

ho
ds

Re
su

lts
I m

pl
ic

at
io

ns

Sh
ec

ht
m

an
, 

20
00

; 
Sh

ec
ht

m
an

 
&

 
Be

n-
D

av
id

, 
19

99

C
A

gg
re

ss
io

n
20

 ch
ild

re
n 

w
ith

 
ag

gr
es

siv
e 

be
ha

vi
or

s a
ge

d 
8 

ye
ar

s

Ca
se

 st
ud

y 
de

sig
n;

 1
0 

ch
ild

re
n 

re
ce

iv
ed

 
bi

bl
io

th
er

ap
y 

an
d 

gr
ou

p 
th

er
ap

y, 
10

 re
ce

iv
ed

 
in

te
rp

er
so

na
l t

he
ra

py

Bo
th

 tr
ea

tm
en

t g
ro

up
s 

sh
ow

ed
 re

du
ct

io
n 

in
 

ag
gr

es
sio

n

Eff
 e

ct
 o

f s
elf

-h
elp

 
m

an
ua

ls 
al

on
e a

re
 

un
kn

ow
n 

du
e t

o 
stu

dy
 d

es
ig

n;
 la

ck
 o

f 
fo

llo
w

-u
p 

as
se

ss
m

en
ts 

pr
ec

lu
de

d 
de

te
rm

in
at

io
n 

of
 

ec
on

om
ic

 b
en

efi
 ts

 o
f 

se
lf-

he
lp

 (s
ee

 
D

od
ge

, 1
99

9)
va

n 
Lo

nd
en

 
et

 al
., 

19
93

P
N

oc
tu

rn
al

 
en

ur
es

is
12

7 
fa

m
ili

es
 o

f 
ch

ild
re

n 
ag

ed
 6

–1
2 

ye
ar

s (
11

0 
pr

im
ar

y 
en

ur
es

is,
 1

7 
se

co
nd

ar
y 

en
ur

es
is)

Ra
nd

om
iz

ed
 tr

ia
l 

(p
ar

en
t-a

dm
in

ist
er

ed
 

m
an

ua
l-b

as
ed

 ar
ou

sa
l 

tr
ai

ni
ng

 p
lu

s u
rin

e a
la

rm
 

de
vi

ce
 an

d 
co

nd
iti

on
in

g 
w

ith
 st

ic
ke

rs
 an

d 
pr

ai
se

 v
s. 

ur
in

e a
la

rm
 an

d 
st

an
da

rd
 

co
nd

iti
on

in
g

A
ft  e

r 2
0 

w
ee

ks
, 9

7 
vs

. 3
3 

vs
. 

26
%

 w
er

e d
ry

 at
 n

ig
ht

 fo
r 2

 
co

ns
ec

ut
iv

e w
ee

ks
. P

ar
en

ts 
w

ho
 ta

ug
ht

 ar
ou

sa
l t

ra
in

in
g 

to
 ch

ild
re

n 
us

in
g 

m
an

ua
ls 

re
sp

on
de

d 
be

tte
r t

o 
be

d-
w

et
tin

g 
ep

iso
de

s t
ha

n 
pa

re
nt

s i
n 

ot
he

r g
ro

up
s

Pa
re

nt
 m

an
ua

ls 
on

 
ar

ou
sa

l t
ra

in
in

g 
ar

e 
eff

 e
ct

iv
e f

or
 

m
an

ag
in

g 
en

ur
es

is

va
n 

Lo
nd

en
 

et
 al

., 
19

95
P

N
oc

tu
rn

al
 

en
ur

es
is

12
7 f

am
ili

es
 o

f 
ch

ild
re

n 
ag

ed
 6–

12
 

ye
ar

s (
11

0 p
rim

ar
y 

en
ur

es
is,

 17
 

se
co

nd
ar

y e
nu

re
sis

)

21
⁄2-

ye
ar

 fo
llo

w
-u

p 
of

 
fa

m
ili

es
 fr

om
 v

an
 L

on
de

n 
et

 
al

. (
19

93
)

30
 m

on
th

s p
os

ttr
ea

tm
en

t, 
92

 v
s. 

77
 v

s. 
72

%
 w

er
e d

ry
 at

 
ni

gh
t f

or
 2

 co
ns

ec
ut

iv
e 

w
ee

ks

Pa
re

nt
 m

an
ua

ls 
on

 
ar

ou
sa

l t
ra

in
in

g 
m

ay
 h

av
e l

on
g-

te
rm

 
be

ne
fi t

s f
or

 en
ur

et
ic

 
ch

ild
re

n
No

te
. T

yp
e C

 =
 se

lf-
ad

m
in

ist
er

ed
 b

y t
he

 ch
ild

; P
 =

 p
ar

en
t-a

dm
in

ist
er

ed
.

ER51712_C007.indd   138ER51712_C007.indd   138 9/11/07   12:25:45 PM9/11/07   12:25:45 PM



Self-Help Th erapies for Childhood Disorders • 139

Ta
bl

e 
7.

2 
Re

se
ar

ch
 o

n 
El

ec
tro

ni
c 

Se
lf-

He
lp

 Tr
ea

tm
en

ts
 fo

r C
hi

ld
ho

od
 D

is
or

de
rs

St
ud

y
Ty

pe
Pr

ob
le

m
 

ar
ea

Sa
m

pl
e

M
et

ho
ds

Re
su

lts
I m

pl
ic

at
io

ns

D
av

is 
et

 al
., 

20
04

C
Cy

sti
c 

fi b
ro

sis
47

 ch
ild

re
n 

ag
ed

 
7–

17
 y

ea
rs

Ra
nd

om
iz

ed
 tr

ia
l 

(S
TA

RB
RI

GH
T™

 
Fi

tti
ng

 C
ys

tic
 F

ib
ro

sis
 

in
 Y

ou
r L

ife
 E

ve
ry

da
y 

CD
-R

O
M

 v
s. 

w
ai

t-l
ist

 
co

nt
ro

l)

D
ise

as
e-

re
lat

ed
 

kn
ow

le
dg

e a
nd

 co
pi

ng
 

str
at

eg
ie

s i
m

pr
ov

ed
 as

 a 
re

su
lt 

of
 u

sin
g 

th
e 

CD
-R

O
M

A
 p

ro
m

isi
ng

 ed
uc

at
io

na
l 

in
te

rv
en

tio
n 

fo
r c

hi
ld

re
n 

th
at

 is
 in

ex
pe

ns
iv

e a
nd

 
po

rt
ab

le

H
ic

ks
 et

 al
., 

20
06

C
Re

cu
rr

en
t 

pa
in

47
 ch

ild
re

n 
ag

ed
 

9–
16

 y
ea

rs
Ra

nd
om

iz
ed

 tr
ia

l 
(In

te
rn

et
-b

as
ed

 
m

an
ua

l f
or

 ch
ild

re
n 

an
d 

pa
re

nt
s p

lu
s 

w
ee

kl
y 

th
er

ap
ist

 
co

nt
ac

t b
y 

te
le

ph
on

e 
or

 em
ai

l v
s. 

w
ai

t-l
ist

 
co

nt
ro

l g
ro

up
)

72
%

 o
f t

he
 tr

ea
tm

en
t 

gr
ou

p 
ac

hi
ev

ed
 

im
pr

ov
em

en
t i

n 
pa

in
 at

 
3-

m
on

th
s f

ol
lo

w
-u

p 
co

m
pa

re
d 

to
 1

4%
 o

f t
he

 
co

nt
ro

l g
ro

up

Te
le

he
al

th
 se

lf-
he

lp
 ca

n 
m

ak
e e

ff  e
ct

iv
e t

re
at

m
en

ts
 

fo
r r

ec
ur

re
nt

 p
ai

n 
m

or
e 

ac
ce

ss
ib

le
 at

 le
ss

 co
st

H
ou

ts 
et

 al
., 

19
87

C/
P

En
ur

es
is

40
 fa

m
ili

es
 

(S
tu

dy
 1

) a
nd

 1
5 

fa
m

ili
es

 (S
tu

dy
 2

) 
of

 ch
ild

re
n 

ag
ed

 
5–

15
 y

ea
rs

Ra
nd

om
iz

ed
 tr

ia
l 

(li
ve

 v
s. 

vi
de

ot
ap

ed
 

be
ha

vi
or

al
 tr

ea
tm

en
t)

Su
pe

rio
r o

ut
co

m
es

 w
ith

 
th

e l
iv

e d
eli

ve
ry

 in
 b

ot
h 

stu
di

es
. F

ilm
 d

eli
ve

ry
 

re
su

lte
d 

in
 h

ig
he

r 
co

nfi
 d

en
ce

 o
f c

hi
ld

re
n 

in
 

th
eir

 p
ar

en
ts 

bu
t l

ow
er

 
co

nfi
 d

en
ce

 o
f p

ar
en

ts 
in

 
th

eir
 ch

ild
re

n

Pa
re

nt
s a

nd
 ch

ild
re

n 
m

ay
 

re
sp

on
d 

di
ff e

re
nt

ly
 to

 th
e 

sa
m

e m
ul

tim
ed

ia
 

in
te

rv
en

tio
n

No
te

.  T
yp

e C
 =

 se
lf-

ad
m

in
ist

er
ed

 b
y t

he
 ch

ild
; P

 =
 p

ar
en

t-a
dm

in
ist

er
ed

. 
(c

on
tin

ue
d)

ER51712_C007.indd   139ER51712_C007.indd   139 9/11/07   12:25:45 PM9/11/07   12:25:45 PM



140 • Handbook of Self-Help Th erapies

Ta
bl

e 
7.

2 
(c

on
tin

ue
d)

St
ud

y
Ty

pe
Pr

ob
le

m
 

ar
ea

Sa
m

pl
e

M
et

ho
ds

Re
su

lts
I m

pl
ic

at
io

ns

Kr
ish

na
 et

 a
l.,

 2
00

3
C

A
st

hm
a

22
8 

ch
ild

re
n,

 1
13

 
be

tw
ee

n 
0 

an
d 

6 
ye

ar
s o

f a
ge

 an
d 

11
5 

be
tw

ee
n 

7 
to

 
17

 y
ea

rs
 o

f a
ge

Ra
nd

om
iz

ed
 tr

ia
l 

(m
ul

tim
ed

ia
 se

lf-
he

lp
 

m
at

er
ia

ls 
an

d 
us

ua
l 

ca
re

 v
s. 

us
ua

l c
ar

e 
al

on
e)

Se
lf-

he
lp

 m
at

er
ia

ls 
im

pr
ov

ed
 k

no
w

le
dg

e a
nd

 
re

du
ce

d 
as

th
m

a 
sy

m
pt

om
s, 

ho
sp

ita
l v

isi
ts

, 
an

d 
m

ed
ic

at
io

n 
us

e

Su
pp

le
m

en
tin

g 
co

nv
en

tio
na

l c
ar

e w
ith

 
in

te
ra

ct
iv

e m
ul

tim
ed

ia
 

ed
uc

at
io

n 
ca

n 
sig

ni
fi c

an
tly

 
im

pr
ov

e s
el

f-m
an

ag
em

en
t

La
rs

so
n 

et
 al

., 
19

90
C

C
on

du
ct

 
di

so
rd

er
11

4 
fa

m
ili

es
 o

f 
ch

ild
re

n 
ag

ed
 3

–8
 

ye
ar

s

Ra
nd

om
iz

ed
 tr

ia
l 

(s
el

f-a
dm

in
ist

er
ed

 
m

od
el

in
g 

vs
. 

vi
de

ot
ap

e m
od

el
in

g 
pl

us
 g

ro
up

 d
isc

us
sio

n 
vs

. v
id

eo
ta

pe
 

m
od

el
in

g 
pl

us
 g

ro
up

 
di

sc
us

sio
n 

an
d 

on
e-

on
-o

ne
 th

er
ap

ist
 

se
ss

io
ns

 v
s. 

w
ai

t-l
ist

 
co

nt
ro

l)

Pa
re

nt
al

 re
po

rt
s a

nd
 

be
ha

vi
or

 ra
tin

gs
 at

 h
om

e 
an

d 
at

 sc
ho

ol
 sh

ow
ed

 
im

pr
ov

em
en

t i
n 

bo
th

 
tre

at
m

en
t g

ro
up

s. 
Ad

di
ng

 
gr

ou
p 

di
sc

us
sio

n 
to

 
vi

de
ot

ap
e m

od
el

in
g 

im
pr

ov
ed

 o
ut

co
m

es
 o

n 
so

m
e m

ea
su

re
s

G
ro

up
 d

isc
us

sio
ns

 w
ith

 
ot

he
r p

ar
en

ts 
m

ay
 en

ha
nc

e 
th

e e
ff  e

ct
iv

en
es

s o
f 

vi
de

ot
ap

es

Ri
tte

rb
an

d 
et

 al
., 

20
03

C
En

co
pr

es
is

24
 ch

ild
re

n,
 

av
er

ag
e a

ge
 8

.5
 

(S
D

 =
 1

.8
) y

ea
rs

Ra
nd

om
iz

ed
 tr

ia
l 

(In
te

rn
et

-b
as

ed
 

en
ha

nc
ed

 to
ile

t 
tr

ai
ni

ng
 v

s. 
no

 
In

te
rn

et
 tr

ai
ni

ng
)

In
te

rn
et

 tr
ai

ni
ng

 re
du

ce
d 

fe
ca

l s
oi

lin
g,

 in
cr

ea
se

d 
de

fe
ca

tio
n 

in
 th

e t
oi

le
t, 

an
d 

in
cr

ea
se

d 
un

pr
om

pt
ed

 tr
ip

s t
o 

th
e 

to
ile

t

In
te

rn
et

 in
te

rv
en

tio
ns

 m
ay

 
be

 an
 eff

 e
ct

iv
e w

ay
 o

f 
de

liv
er

in
g 

so
ph

ist
ic

at
ed

 
in

te
rv

en
tio

ns
 to

 a 
la

rg
e a

nd
 

di
sp

er
se

d 
po

pu
lat

io
n

ER51712_C007.indd   140ER51712_C007.indd   140 9/11/07   12:25:45 PM9/11/07   12:25:45 PM



Self-Help Th erapies for Childhood Disorders • 141

Ru
bi

n 
et

 al
., 

19
86

C
A

st
hm

a
54

 ch
ild

re
n 

ag
e 

7–
17

 y
ea

rs
Ra

nd
om

ise
d 

tr
ia

l 
(A

sth
m

a 
Co

m
m

an
d 

ed
uc

at
io

na
l v

id
eo

 
ga

m
e v

s. 
ro

ut
in

e 
co

m
pu

te
r g

am
es

)

Pl
ay

in
g 

th
e e

du
ca

tio
na

l 
vi

de
o 

im
pr

ov
ed

 
kn

ow
le

dg
e a

bo
ut

 as
th

m
a 

an
d 

se
lf-

m
an

ag
em

en
t o

f 
as

th
m

a s
ym

pt
om

s

A
n 

ill
ne

ss
-s

pe
ci

fi c
 

co
m

pu
te

r g
am

e c
an

 aff
 e

ct
 

kn
ow

le
dg

e a
nd

 b
eh

av
io

r i
n 

ch
ild

re
n

W
eb

st
er

-S
tr

at
to

n 
et

 a
l.,

 1
98

9
P

C
on

du
ct

 
di

so
r d

er
94

 fa
m

ili
es

 fr
om

 
W

eb
st

er
-S

tr
at

to
n 

et
 a

l. 
(1

98
8)

; 
fa

m
ili

es
 fr

om
 

w
ai

t-
lis

t c
on

tr
ol

 
gr

ou
p 

w
er

e 
ra

nd
om

ly
 

re
al

lo
ca

te
d

Ra
nd

om
iz

ed
 tr

ia
l 

(o
ne

-y
ea

r  f
ol

lo
w

-u
p 

of
 W

eb
st

er
-S

tr
at

to
n 

et
 a

l. 
[1

98
8]

)

Pa
re

nt
al

 re
po

rt
s a

nd
 

in
de

pe
nd

en
t b

eh
av

io
r 

ra
tin

gs
 at

 h
om

e a
nd

 
sc

ho
ol

; r
ep

lic
at

ed
 

fi n
di

ng
s f

ro
m

 
W

eb
ste

r-
St

ra
tto

n 
et

 al
. 

(1
98

8)

Th 
er

e 
is 

co
nv

er
gi

ng
 

ev
id

en
ce

 o
f e

ff e
ct

iv
en

es
s  

of
 v

id
eo

-b
as

ed
, 

pa
r e

nt
-f

ac
ili

ta
te

d 
tr

ea
tm

en
ts

 fo
r A

D
H

D
 in

 
ch

ild
re

n

W
eb

ste
r-

St
ra

tto
n,

 
19

90
P

C
on

du
ct

 
di

so
rd

er
43

 fa
m

ili
es

 o
f 

ch
ild

re
n 

ag
ed

 
3–

8 
ye

ar
s

Ra
nd

om
iz

ed
 tr

ia
l 

(s
el

f-a
dm

in
ist

er
ed

 
vi

de
ot

ap
e m

od
el

in
g 

vs
. s

elf
-a

dm
in

ist
er

ed
 

vi
de

ot
ap

e m
od

el
in

g 
w

ith
 2

-h
ou

r t
he

ra
pi

st 
co

ns
ul

ta
tio

n 
vs

. 
w

ai
t-l

ist
 co

nt
ro

l)

Bo
th

 tr
ea

tm
en

t g
ro

up
s 

re
po

rt
ed

 fe
w

er
 b

eh
av

io
r 

pr
ob

le
m

s, 
le

ss
 st

re
ss

, a
nd

 
le

ss
 sp

an
ki

ng
. Th

 e
re

 w
er

e 
fe

w
 d

iff  
er

en
ce

s b
et

w
ee

n 
tre

at
m

en
t g

ro
up

s, 
bu

t 
ch

ild
re

n 
of

 p
ar

en
ts 

as
sig

ne
d 

to
 v

id
eo

ta
pe

 
m

od
el

in
g 

pl
us

 th
er

ap
ist

 
co

nt
ac

t s
ho

w
ed

 m
or

e 
im

pr
ov

em
en

t o
n 

in
de

pe
nd

en
t r

at
in

gs
 th

an
 

ch
ild

re
n 

of
 p

ar
en

ts 
w

ho
 

ha
d 

no
 th

er
ap

ist
 co

nt
ac

t

Pa
re

nt
s a

re
 ca

pa
bl

e o
f 

eff
 e

ct
iv

ely
 u

sin
g 

be
ha

vi
or

 
m

an
ag

em
en

t t
ec

hn
iq

ue
s 

m
od

el
ed

 o
n 

vi
de

ot
ap

es
. 

M
in

im
al

 co
nt

ac
t w

ith
 a 

th
er

ap
ist

 m
ay

 en
ha

nc
e 

eff
 e

ct
iv

en
es

s o
f v

id
eo

ta
pe

s

No
te

. T
yp

e C
 =

 se
lf-

ad
m

in
ist

er
ed

 b
y t

he
 ch

ild
; P

 =
 p

ar
en

t-a
dm

in
ist

er
ed

.

ER51712_C007.indd   141ER51712_C007.indd   141 9/11/07   12:25:46 PM9/11/07   12:25:46 PM



142 • Handbook of Self-Help Th erapies

Ta
bl

e 
7.

3 
Re

se
ar

ch
 o

n 
So

ci
al

 S
up

po
rt 

Se
lf-

He
lp

 Tr
ea

tm
en

ts
 fo

r C
hi

ld
ho

od
 D

is
or

de
rs

St
ud

y
Ty

pe
Pr

ob
le

m
 

ar
ea

Sa
m

pl
e

M
et

ho
ds

Re
su

lts
Im

pl
ic

at
io

ns

Ba
um

, 2
00

4
P

Ch
ro

ni
c 

ph
ys

ic
al

 
ill

ne
ss

11
4 

pa
re

nt
s 

(a
ge

 o
f c

hi
ld

re
n 

no
t r

ep
or

te
d)

D
es

cr
ip

tiv
e s

tu
dy

 
us

in
g 

an
 

In
te

rn
et

-b
as

ed
 

pa
re

nt
 su

rv
ey

Pa
re

nt
s r

ep
or

te
d 

to
 h

av
e 

re
ce

iv
ed

 m
or

e s
up

po
rt

 an
d 

in
fo

rm
at

io
n 

th
an

 ex
pe

ct
ed

In
te

rn
et

-b
as

ed
 su

pp
or

t g
ro

up
s 

fo
r p

ar
en

ts 
m

an
y 

be
 an

 eff
 e

ct
iv

e 
ad

ju
nc

t t
o 

ho
m

e c
ar

e f
or

 
ch

ro
ni

c p
ed

ia
tr

ic
 il

ln
es

s
D

un
ha

m
 

et
 al

., 
19

98
C

N
ot

 
ap

pl
ic

ab
le

42
 p

re
gn

an
t 

te
en

ag
er

s a
ge

d 
15

–2
0 

ye
ar

s

Ev
al

ua
tio

n 
of

 a 
co

m
pu

te
r-

m
ed

ia
te

d 
so

ci
al

 su
pp

or
t 

ne
tw

or
k 

aft
 e

r 6
 

m
on

th
s

98
%

 o
f m

es
sa

ge
s e

xc
ha

ng
ed

 
pr

ov
id

ed
 p

os
iti

ve
 su

pp
or

t. 
Th 

os
e w

ho
 p

ar
tic

ip
at

ed
 

re
gu

la
rly

 in
 th

e n
et

w
or

k 
re

po
rt

ed
 a 

re
du

ct
io

n 
in

 
str

es
s f

ol
lo

w
in

g 
th

e 
in

te
rv

en
tio

n.
 Q

ua
lit

at
iv

e 
da

ta
 su

gg
es

te
d 

th
at

 a 
su

pp
or

tiv
e o

n-
lin

e 
co

m
m

un
ity

 w
as

 
de

ve
lo

pe
d

O
n-

lin
e e

xc
ha

ng
e o

f 
in

fo
rm

at
io

n 
an

d 
em

ot
io

na
l 

su
pp

or
t m

ay
 re

du
ce

 
pr

eg
na

nc
y-

re
lat

ed
 st

re
ss

H
an

 &
 

Be
lch

er
, 

20
01

P
Ca

nc
er

73
 p

ar
en

ts 
(a

ge
 

of
 ch

ild
re

n 
no

t 
re

po
rt

ed
)

D
es

cr
ip

tiv
e s

tu
dy

 
us

in
g 

a p
ar

en
t 

su
rv

ey

Pa
re

nt
s f

ou
nd

 th
e o

n-
lin

e 
gr

ou
p 

he
lp

fu
l i

n 
ex

ch
an

gi
ng

 
in

fo
rm

at
io

n 
an

d 
so

ci
al

 
su

pp
or

t b
ut

 d
isl

ik
ed

 la
rg

e 
vo

lu
m

es
 o

f e
-m

ai
l a

nd
 th

e 
la

ck
 o

f p
hy

sic
al

 
pr

ox
im

ity

W
hi

le
 m

or
e c

om
m

on
 am

on
g 

hi
gh

er
 in

co
m

e e
ar

ne
rs

, o
n-

lin
e 

su
pp

or
t c

om
m

un
iti

es
 m

ay
 b

e 
he

lp
fu

l t
o 

pa
re

nt
s w

ith
 sp

ec
ia

l 
ca

re
 n

ee
ds

ER51712_C007.indd   142ER51712_C007.indd   142 9/11/07   12:25:46 PM9/11/07   12:25:46 PM



Self-Help Th erapies for Childhood Disorders • 143

Jo
hn

so
n 

et
 al

., 
20

01
C

Cy
sti

c 
fi b

ro
sis

37
 ch

ild
re

n 
ag

ed
 1

3–
18

 
ye

ar
s

Ev
al

ua
tio

n 
of

 a 
co

m
pu

te
r-

m
ed

ia
te

d 
so

ci
al

 su
pp

or
t a

ft e
r 

5 
m

on
th

s

77
%

 o
f t

he
 sa

m
pl

e r
ep

or
te

d 
to

 m
ai

nt
ai

n 
e-

m
ai

l c
on

ta
ct

. 
Ch

ild
re

n 
al

so
 re

po
rte

d 
th

at
 

th
ey

 h
ad

 m
or

e f
rie

nd
s w

ho
 

th
ey

 co
ul

d 
re

lat
e t

o 
th

an
 

th
ey

 d
id

 at
 th

e b
eg

in
ni

ng
 o

f 
th

e s
tu

dy

C
om

pu
te

r-
ba

se
d 

so
ci

al
 su

pp
or

t 
gr

ou
ps

 m
ay

 b
e a

n 
in

ex
pe

ns
iv

e 
an

d 
eff

 e
ct

iv
e w

ay
 to

 h
elp

 m
ee

t 
th

e p
sy

ch
os

oc
ia

l n
ee

ds
 o

f 
pe

di
at

ric
 p

at
ie

nt
s

Sc
ha

r e
r , 

20
05

P
Va

rio
us

 
ps

yc
hi

at
ric

 
co

nd
iti

on
s

6 
m

ot
he

rs
 o

f 
ch

ild
re

n 
ag

ed
 

5–
12

 y
ea

rs

Pi
lo

t s
tu

dy
O

ve
r 1

3.
8 

w
ee

ks
 o

f 
pa

rt
ic

ip
at

io
n 

(o
n 

av
er

ag
e)

, 
m

ot
he

rs
 se

nt
 an

 av
er

ag
e o

f 
5.

2 
m

es
sa

ge
s t

o 
th

e b
ul

le
tin

 
bo

ar
d

W
hi

le
 th

e s
tu

dy
 fi 

nd
in

gs
 ca

nn
ot

 
be

 g
en

er
al

iz
ed

, t
he

se
 re

su
lts

 
su

gg
es

t t
ha

t p
ar

en
ts 

w
ill

 u
se

 
el

ec
tro

ni
c d

isc
us

sio
n 

bo
ar

ds

Te
tz

la
ff ,

 
19

97
P

Ca
nc

er
10

1 
pa

re
nt

s 
(a

ge
 o

f c
hi

ld
re

n 
no

t r
ep

or
te

d)

D
es

cr
ip

tiv
e s

tu
dy

 
us

in
g 

a m
ai

l-i
n 

su
rv

ey

Pa
re

nt
s s

ou
gh

t i
nf

or
m

at
io

n 
an

d 
em

ot
io

na
l s

up
po

rt
. 

Re
sp

on
se

s w
er

e p
os

iti
ve

 
ab

ou
t c

om
pu

te
r t

ec
hn

ol
og

y 
to

 su
pp

or
t h

om
e c

ar
e. 

Li
ve

 
in

te
ra

ct
io

n 
w

as
 p

re
fe

rr
ed

 
to

 o
n-

lin
e v

id
eo

, w
hi

ch
 w

as
 

pr
ef

er
re

d 
to

 te
xt

-o
nl

y 
co

nt
en

t

Pa
re

nt
s o

f c
hi

ld
re

n 
w

ith
 

sp
ec

ifi  
c h

om
e c

ar
e n

ee
ds

 w
er

e 
po

sit
iv

e t
ow

ar
d 

an
 

In
te

rn
et

-b
as

ed
 so

ci
al

 su
pp

or
t

No
te

. T
yp

e C
 =

 se
lf-

ad
m

in
ist

er
ed

 b
y t

he
 ch

ild
; P

 =
 p

ar
en

t-a
dm

in
ist

er
ed

.

ER51712_C007.indd   143ER51712_C007.indd   143 9/11/07   12:25:47 PM9/11/07   12:25:47 PM



144 • Handbook of Self-Help Th erapies

However, some texts have gained popularity among psychologists and 
lay audiences and are worthy of mention even though they have not been 
evaluated as interventions. Seligman’s (2006) Learned Optimism, Can-
fi eld’s Chicken Soup for the Soul series (Canfi eld, Hansen, Hansen, Dun-
lap, & Th ompson, 2000; Canfi eld, Hansen, & Kirberger, 1997), and Covey’s 
(1998) 7 Habits of Highly Eff ective Teens have all been rated highly by psy-
chologists (Norcross et al., 2000) but they have yet to be tested as treat-
ments for specifi c disorders or problems. Nonetheless, despite the lack of 
evidence for the eff ectiveness of inspirational bibliotherapy, its widespread 
use suggests it meets an important need for many.

Unlike inspirational bibliotherapy, there is sound evidence for the use 
of instructional manuals for treating some specifi c problem areas. Th ese 
interventions are either self-administered by children or parent-admin-
istered and have been used eff ectively both as stand-alone treatments and 
as complementary interventions to pharmacological or therapist-based 
treatments. Some of these are also quite popular and available in many 
bookstores. A detailed summary of research on manual-based self-help 
treatments for children and parents is provided in Table 7.1.

Instructional Manuals for Children Th ere are currently two popular 
instructional manuals that have been evaluated on children. Th e fi rst, 
Feeling Good (Burns, 1999), fi rst published in 1980, remains the only 
mass-market text to have been tested as a self-help intervention for child-
hood depression. A randomized trial found this cognitive–behavioral 
approach to the treatment of depression led to long-term reductions in 
depressive symptoms (Ackerson et al., 1998). Th e second book is designed 
to help children’s disruptive bedtime behavior and frequent night waking. 
A pilot study found that parents’ reading Peterson and Peterson’s (2003) 
Th e Sleep Fairy to their children at the end of their bedtime routine helped 
achieve more restful sleep (Burke, Kuhn, & Peterson, 2004). Th is book sets 
out parental expectations for appropriate bedtime behavior and rewards 
for meeting those expectations.

Other books are widely available but unlikely to have been evaluated with 
children. One example is the book Control Your Depression (Lewinsohn, 
Munoz, Youngren, & Zeiss, 1996), which has been shown to eff ectively 
treat depression in adults (Cuijpers, 1998), but its suitability for children is 
unknown. Given their widespread use and the potential of cost-eff ective inter-
vention, we hope to see popular texts such as this evaluated with children.

Less widely available manuals have been shown to eff ectively treat 
chronic and migraine headaches in children. Randomized trials have 
shown that self-help manuals work as eff ectively as clinic-based treatment 
for chronic headache (Griffi  ths & Martin, 1996) and migraine headache 
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(McGrath et al., 1992) and that self-help is much more cost-eff ective and 
convenient than therapist-based care.

Th ere are few studies that tested the self-help manuals for children as an 
intervention for disruptive behavioral problems. Shechtman and Ben-David 
(Shechtman, 2000; Shechtman & Ben-David, 1999) reported that the com-
bination of bibliotherapy and group therapy was as eff ective (and therefore 
more cost-eff ective) as individual therapy in reducing aggressive behav-
ior. However, their single case study design and the fact that bibliotherapy 
was primarily facilitated by a therapist diminished the evidence for the 
generalizability of this approach as self-help. Evans et al. (1999) also used 
self-help manuals to treat self-harming behavior in a sample of children 
and adults. Compared to a group that received usual care, the self-treated 
group showed fewer suicidal acts and less depressive symptoms. Because 
their sample included both children and adults, their fi ndings cannot be 
generalized to children alone. Th ere appears to be more support for the use 
of parent manuals for treating behavioral problems such as these.

Instructional Manuals for Parents Instructional manuals have also been 
used successfully with parents, but many of these are not widely avail-
able. For parents managing diffi  cult behavior in their children, Gordon’s 
(1975) Parent Eff ectiveness Training: Th e Tested Way to Raise Responsible 
Children, has been shown to be eff ective in several outcome studies. In a 
meta-analysis of 26 such studies, Cedar and Levant (1990) found a mod-
erate eff ect size of .33 attributed to Gordon’s program on parents’ knowl-
edge, attitudes, and self-reported behavior and on children’s self-esteem. A 
revised edition of this book was published in 2000.

Phelan’s (2004) 1-2-3 Magic: Eff ective Discipline for Children 2–12, fi rst 
published in 1996, has also been used successfully to teach parents to use 
“time out” with their children. In a study by Salehpour (1996), parents who 
learned 1-2-3 Magic using a book and video demonstrated higher competence 
in disciplining their children than parents who did not learn this technique.

Gordon’s and Phelan’s books are popular and there are other lesser 
known (and perhaps less available) manuals that have been tested as well. 
Heifetz (1977) used parent manuals to treat disruptive behavior problems 
in mentally retarded children and found that this method was as eff ective 
as the combination of manuals and face-to-face contact with a therapist 
in reducing disruptive behaviors and teaching self-help skills in children. 
Long, Rickert, and Ashcraft  (1993) used parent manuals in addition to 
stimulant medication in treating attention defi cit–hyperactivity disorder 
in children. Th ey found less intense behavior problems and more parental 
knowledge of behavioral principles among families who received manuals 
and medication compared to families who received medication alone.
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Parent manuals have also been shown to help children with specifi c 
health problems. To treat nocturnal enuresis, van Londen, van Londen-
Barentsen, van Son, and Mulder (1993) used self-administered arousal 
training in addition to urine alarms. Compared to families who used only 
the alarm with a simple reward system involving praise and stickers, the 
group that also used parent manuals showed higher success rates aft er 
treatment and at 30-months follow-up (van Londen, van Londen-Barent-
sen, van Son, & Mulder, 1995). Seymour, Brock, During, and Poole (1989) 
found that the use of parent manuals was eff ective in treating sleeping 
diffi  culties in young children and that the addition of regular telephone 
contact with a therapist had no additional benefi t. Montgomery and Stores 
(2000) achieved similar results from the use of parent manuals in treat-
ing sleep problems among mentally retarded children. Gienbenhain and 
O’Dell (1984) found parent manuals helped children who were afraid of 
the dark achieve more restful sleep aft er just 2 weeks of treatment. In 
another study, Chambers and her colleagues provided parents of children 
suff ering from postoperative pain with an education manual, Pain, Pain, 
Go Away: Helping Children with Pain (McGrath, Finley, & Ritchie, 1994). 
Th e manual improved parents’ attitudes toward managing pain in their 
children but did not aff ect their behavior (e.g., administering medication) 
or the severity of their children’s pain (Chambers, Reid, McGrath, Finley, 
& Ellerton, 1997).

When used for an appropriate problem area, parent manuals can help 
children and families self-manage symptoms and provide useful resources 
to families that want to learn more about the nature of the problem they 
are dealing with. Th ese manuals mostly teach self-management skills but 
also provide health information and include case studies and testimonials 
that help families realize that the problems they face are common and 
manageable. Th eir therapeutic orientation is typically behavioral or cog-
nitive–behavioral, as these are the most tried and tested approaches to 
 treating many childhood disorders (see Weisz, Weiss et al., 1995).

Th e primary advantage of manual-based bibliotherapy is that it is 
 inexpensive and convenient, although access is obviously constrained by 
literacy problems and families’ acceptance of self-help as a viable  treatment 
option. Moreover, as discussed in greater depth later in this chapter, 
 manuals have been created and validated for only a few problem areas 
and the studies evaluating these manuals have tended to be small and not 
always of the highest quality.

Electronic Media
Parents of children with specifi c care needs oft en need health information 
and instruction that is not well suited to books and manuals. In such cases 
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it may be advantageous for information and instructions to be delivered 
by way of electronic media, including audiotapes, computer CD-ROMs, 
videos, DVDs, and the Internet. Today, electronic media are integral to 
self-help interventions for childhood disorders. To illustrate why this is, 
imagine a mother who has diffi  culty managing her overly aggressive teen-
age son. She has been advised by her family doctor to see a psychologist 
and to learn some behavioral techniques that will help tame her teenager 
and alleviate some of the stress that she has been experiencing. She qui-
etly accepts the referral but knows that attending therapy sessions with 
a psychologist is simply impossible because of the time, travel, and costs 
involved. So this parent visits a local bookstore and fi nds a book that 
discusses behavioral interventions for conduct disorder, including how 
to identify target behaviors, how to reinforce positive behaviors, how to 
ignore targeted aggressive behaviors, how to implement a point reward 
system, and so on. Overwhelmed with the details and unable to grasp 
these concepts, she puts the book aside and, like millions of other parents, 
turns to the Internet for help.

Given the popularity of online health information, it is somewhat sur-
prising that few self-help telehealth products have been developed and 
evaluated for childhood disorders (Table 7.2). Still, there are some encour-
aging and highly innovative approaches to electronic self-help for children 
and parents that are worth recognition.

Electronic Self-Help for Children Audiobooks and Internet podcasting 
have recently become popular in self-help tools for adults but our litera-
ture search yielded only two studies involving audio products for children. 
Both of these studies used audiotapes as part of a manual-based self-help 
relaxation training program for children with chronic headache (Larsson, 
Melin, & Doberl, 1990) and migraine headache (McGrath et al., 1992). 
Both studies found that audiotaped relaxation training reduced the sever-
ity of headaches and that these eff ects persisted in follow-up assessments.

With regard to computers and the Internet, there are several new and 
emerging products for children that are worth noting. Davies and colleagues 
recently evaluated the STARBRIGHT™ Fitting Cystic Fibrosis Into Your Life 
Everyday CD-ROM as a means to deliver illness-related information to chil-
dren with cystic fi brosis (Davis, Quittner, Stack, & Yang, 2004).1 Findings 
showed signifi cant increases in both knowledge and  coping competency

1 At the time of going to press, this CD-ROM was available free of charge from the STAR-
BRIGHTTM Foundation at http://www.starbright.org/projects/hes. Incidentally, we look 
forward to any forthcoming studies on the STARBRIGHTTM Sickle Cell Slime-O- RamaTM 
Game, also available to order from this Web site.
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 aft er only 30 minutes’ exposure to the computer-based materials. Another 
educational interactive CD-ROM was evaluated with a group of child 
asthma patients at the University of Missouri (Krishna et al., 2003). Th e 
data showed that giving children a CD-ROM in addition to usual clin-
ic-based care led to a greater reduction in asthma symptoms, improvement 
in self-management knowledge, and fewer hospital visits as compared to a 
control group that received usual care. In both of these studies, computers 
were provided to families that did not own one.

Electronic self-help can also be used to supplement bibliotherapy 
 interventions or telephone contact with a therapist. In Nova Scotia, the 
Family Help Project (www.bringinghealthhome.com) is currently eval-
uating self-help treatments of fi ve health conditions: attention defi cit–
hyperactivity disorder, disruptive behavior disorder, anxiety, enuresis, 
and pain. Preliminary outcome data from Family Help look very encour-
aging (Hicks, von Baeyer, & McGrath, 2006; Lingley-Pottie, Watters, 
McGrath, & Janz, 2005). Family Help uses online manuals for parents 
and children supplemented with regular telephone or e-mail contact with 
a therapist. An evaluation of the Family Help pain module showed that 
many more children who received the self-help intervention reported 
clinically signifi cant reductions in pain scores at 3-months follow-up 
compared to a wait-list control group that received standard care (72% 
vs. 14%; Hicks et al., 2006).

Ritterband and colleagues reported fi ndings from an Internet-based 
 family intervention for pediatric encopresis, which demonstrated 
 reductions in soiling accompanied by increased unprompted trips to the 
toilet and defecation in the toilet relative to a standard-care comparison 
group (Ritterband et al., 2003). Similar to the Davis et al.’s (2004) inter-
vention, the encopresis Web site was self-guided and involved minimal 
 additional input from health care professionals. Th e intervention was 
home based and required an investment of approximately 6 hours of the 
caregiver’s and child’s time over a period of several weeks. Unlike the 
educational games but like Family Help, the “U-Can-Poop-Too” Web site 
constructed an individualized behavioral contract for each child based on 
information gathered from the family.

Electronic Self-Help for Parents Th e distinction between electronic 
self-help for children and for parents is not always clear-cut. Several of 
the Internet-based self-help treatments for children also involve parent 
 modules (e.g., Hicks et al., 2006; Lingley-Pottie et al., 2005; Ritterband et 
al., 2003). However, some products are used exclusively by parents. Th is 
is most appropriate for management of disruptive behavioral problems in 
their children. One of the best known applications of video for  managing 
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behavior disorders comes from Webster-Stratton and colleagues at the 
 University of Washington. Th is group developed training videos for parents 
to teach behavior management techniques for treating disruptive behavior 
disorder in their children (Webster-Stratton, Kolpacoff , & Hollinsworth, 
1988). Th eir results showed that parent training videos were as eff ective 
as face-to-face therapist contact in helping parents learn and use these 
techniques and these eff ects were durable over one year (Webster-Stratton, 
Hollinsworth, & Kolpacoff , 1989). In other research, they demonstrated 
that the benefi ts of parent training videos could be enhanced with group 
sessions (Webster-Stratton et al., 1988) or occasional contact with a thera-
pist (Webster-Stratton, 1990). Th is group is now evaluating CD-ROM and 
Internet versions of the Webster-Stratton’s Parenting Program.

Video is also an eff ective medium for providing information to  families. 
Borgschatz, Frankenberger, and Eder (1999) used videos to present sci-
entifi c information to parents on stimulant medications for ADHD and 
found that these videos helped parents to make more informed decisions 
about treatments for their children. But not all the video-based self-help 
interventions have shown positive results. One study of live versus video-
taped home training for treating enuresis found better outcomes in fami-
lies who received live training (Houts, Whelan, & Peterson, 1987).

Th ere are other videos and DVDs available on the market that can be 
used to supplement manuals that are known to be eff ective. In child wel-
fare settings, for example, the video 1-2-3 Magic: Eff ective Discipline for 
Children 2–12 (Phelan & Miller, 1990) is a popular supplement to the book 
(Phelan, 2004) in teaching a simple behavioral technique to parents who 
may not otherwise benefi t from the book alone.

Electronic self-help is noninvasive, convenient, and inexpensive but, 
unlike bibliotherapy, reading diffi  culties do not necessarily preclude access. 
One disadvantage is that prototypical situations depicted in multimedia 
products are unlikely to resemble individual cases and family members 
would have to consult a professional if they have questions about their spe-
cifi c situation. Still, electronic self-help products for children and parents 
present unique opportunities to devise more interactive treatments that 
might capture children’s attention in ways that manuals do not (Carrol, 
Bain, & Houghton, 1994; Favelle, 1994; Resnick & Sherer, 1994).

Support Groups
Child disorders isolate families. While it may be helpful to families to read 
or view testimonials included in books or videos, live interaction with 
others who encounter similar problems can be an invaluable source of 
support. Th e social and expressive aspects of support groups are well rec-
ognized as benefi cial to children and parents living with a chronic illness. 
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Support groups vary in the degree of being moderated and organized by 
a health care provider but their main objective is to provide the oppor-
tunity to learn skills from peers, to feel cared for, and to normalize the 
participant’s condition.

Support groups enable children to share information, to express 
 themselves, and to exchange experiences and coping strategies. Most 
importantly, they reduce feelings of isolation by demonstrating to children 
and parents that they are not alone in the challenges that are posed to them. 
But there are limitations to support groups. Vast geographic distances sep-
arating children with rare conditions may make meetings unfeasible for 
some families, and the intention to help children achieve greater indepen-
dence over their health problem may run counter to their dependence on 
parents for travel to meetings (Johnson, Ravert, & Everton, 2001).

Th e growth of the Internet has brought with it a rapid transformation in the 
delivery and function of support groups. More than a thousand national and 
international support groups can now be accessed online (White & Madara, 
2000) and children and parents are increasingly going online to access health 
information and to reach out to one another.  Internet-based support groups 
may be particularly benefi cial to children living with chronic health prob-
lems or diffi  cult personal issues. Many of the telehealth self-help products 
described in this chapter include support group functions.  Examples include 
the STARBRIGHT™ Family Room™ for parents (www.starbright.org) and 
Family Help Internet chat room (www.bringinghealthhome.com).

Evaluation data on Internet support groups are scarcely reported 
because these groups normally are a part of a more comprehensive 
electronic product. Some data are available. In an evaluation of an 
Internet support group for children with cystic fibrosis, it was found 
that most participants continued to e-mail each other regularly after 
the study and believed that they had more friends who they could relate 
to than they did at the beginning of the study (Johnson et al., 2001). 
Another study of an Internet support network provided to pregnant 
adolescents found that after 6 months of participation in the network, 
participants reported a reduction in pregnancy-related stress (Dun-
ham et al., 1998).

Parents, too, have shown a willingness to use the Internet for sup-
port. Scharer (2005) reported on a pilot study of parents of children with 
emotional and behavioral problems who exchanged supportive messages 
through an Internet bulletin board. Other research has been carried out 
on Internet support groups for parents of children with cancer, all fi nd-
ing that the majority of parents who use these groups benefi t from the 
exchange of information and social support (Baum, 2004; Han & Belcher, 
2001; Tetzlaff , 1997).
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Th ese descriptive studies are suggestive of positive eff ect, but evaluation 
studies are needed to ascertain a causal therapeutic eff ect of Internet-based 
social support. Th ese groups are inexpensive, available 24 hours a day, and 
accessible to children who are homebound and families that live in rural 
areas and could not otherwise participate in a support group. Th ey also 
enable rapid dissemination of information, an advantage that can also 
become a problem when misleading information spreads to families who 
may form opinions before having a chance to talk to their health provid-
ers (Culver, Gerr, & Frumkin, 1997). Another shortcoming is that Internet 
access in the home is social class dependent. Poor families oft en do not 
have access at home, and for most families, using the Internet at work or 
from public access sites is not a viable alternative. Also, the Internet usage 
may actually increase feelings of loneliness and decrease perceptions of 
social support. Scherlis (1998) attributed this to the notion that on-line 
friendships can be less reliable than in-person ones. Furthermore, as John-
son and colleagues (2001) pointed out, “Although adolescents tend to be 
more facile with computer technology than many adults, this skill may 
be off set by their needs as adolescents who, as a group, tend to be highly 
impressionable, risk-seeking, and, at times, overly independent” (p. e24).

Opportunities for Further Research

Self-help for children and parents should be evaluated more rigorously 
given their widespread use and the potential of very cost-eff ective inter-
vention. As Rosen (1987) noted, the growing proliferation of self-help 
treatments necessitates better research on their eff ectiveness. Th e develop-
ment and integration of alternative, testable approaches to mental health 
care that engage families and communities have been recognized as a key 
area of future research in the area of child mental health services (Sur-
geon General, 1999). Th ere are several areas in which researchers have 
a role to play in developing the evidence base for self-help for childhood 
disorders.

First, there is evidence to support the use of some treatments for some 
problems, but too few rigorous evaluations have been conducted to endorse 
their widespread implementation. More randomized trials involving a 
variety of problem areas, populations, and media are needed to discern 
the effi  cacy of text- and electronic-based interventions in treating a range 
of health problems.

Second, the role of therapist assistance in self-help treatments needs to 
be delineated. Th erapist assistance increases the cost and decreases ease 
of access but may boost persistence in the intervention and eff ectiveness 
of treatment. More studies are needed to examine the circumstances in 
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which therapist facilitation is useful and to determine the optimal amount 
of therapist assistance (e.g., Baker et al., 1997).

Th ird, treatment acceptability is recognized as a prerequisite to 
 successful intervention (Cross Calvert & Johnston, 1990), but little is 
known about children’s and parents’ pretreatment attitudes toward 
self-administered versus traditional treatments. Such research is needed 
for clinicians to be able to predict families’ potential to benefi t from 
self-help treatments. It is apparent that personal and sociodemographic 
factors infl uence families’ choices of self-help alternatives to  traditional 
treatments (e.g., literacy problems, computer access, geographic  distances 
to support group meetings). Th is area of research remains relatively 
untapped.

Fourth, there is a need to evaluate the long-term benefi ts of self-
administered treatments. Debate over the decay of treatment eff ects over 
time precludes defi nitive conclusions about their long-term health and 
economic benefi ts (e.g., Dodge, 1999; Mohr, 1995; Scogin et al., 1996).

Fift h, while well-controlled, university-based effi  cacy studies show suc-
cess with some self-administered treatments, there have been few natural-
istic eff ectiveness studies in which these models have been integrated into 
the health care system. Essentially, all trials have been on single  elements or 
single disorders. Th e challenges in conducting systematic outcome-based 
evaluation studies in naturalistic settings have been clearly described 
(Weisz, Donenberg, Han, & Weiss, 1995) but eff ectiveness studies—not 
just effi  cacy trials—and cost analyses are needed to ascertain the place of 
self-help treatments in health care systems.

Advances in each of these areas will benefi t in helping bring self-help 
treatments that work to families who need them. A stronger evidence base 
also will facilitate advocacy for the continued development of self-help 
books and telehealth products for children and parents.

Issues for Clinicians

Self-help for children is eff ective for some types of problems, although 
whether or not its therapeutic benefi ts meet or exceed that of traditional 
face-to-face therapy is not yet clear. A similar conclusion was drawn in 
a recent Cochrane Library systematic review of media-based treatments 
for child behavior problems (Montgomery, 2001). So, when introducing 
self-help treatments to families, clinicians should be aware of the gaps in 
the evidence base and recommend only treatments for appropriate prob-
lem areas. For example, parent training videos for treating anxiety disor-
ders in children or self-help bibliotherapy for children exhibiting conduct 
disordered behavior are not evidence-based options at this time.
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Caution also is prudent in preparing families for any deviation in treat-
ment from what is expected. A child who is expecting to receive inter-
personal therapy from a therapist and is instead given a book to read or a 
CD-ROM to use at home may feel confused or disparaged. Th ese feelings 
could thereby compromise any therapeutic benefi ts that self-help might 
have reaped (Scogin et al., 1996). Th e onus is on clinicians to decide whether 
a self-help intervention might be seen as acceptable to the family. Off ering 
a parent training video to help a family manage an aggressive child is futile 
if parents are not willing to accept the responsibility to carry out a behav-
ior management plan with little or no support from a therapist.

Internet-based treatments and support groups present unique chal-
lenges to clinicians. Th ere is a burgeoning literature on the ethics of online 
interventions (Fisher & Fried, 2003; Ragusea & VandeCreek, 2003). If 
 clinicians are going to use e-mail or interactive chat, then they will need to 
familiarize themselves with the nuances of communicating electronically 
and the limitations of these media with clients who have limited written 
communication skills (Maheu, 2003; Ragusea & VandeCreek, 2003). Even 
experienced telehealth providers will be confronted with newly emerging 
security threats such as computer hackers and viruses. Th us, the compe-
tent practice of electronic self-help requires technical expertise and the 
ability to continuously learn and adapt.

Self-help treatments that are off ered or supervised by clinicians pose 
new problems of jurisdiction. If a psychologist in Nova Scotia is treating a 
patient in Ontario or in California, which regulatory body credentials the 
psychologist and oversees his professional behavior? What security should 
be implemented to ensure confi dentiality? For clinicians to embrace the 
use of self-administered treatments, looming questions about such issues 
require innovative, defi nitive solutions. Self-help also raises legal liability 
questions about the standardization and quality assurance of these materi-
als. Does the delivery of treatments with professional fees invoke a diff erent 
standard of care than the sale of a self-help book? Who protects the public 
if professionals are not delivering treatment? Should professional regula-
tory bodies establish standards for treatments that are promoted by profes-
sionals? Is consumer protection legislation required? Do consumers need 
or want evidence-based reviews of the effi  cacy of self-help products? And 
should professional associations formally recognize those products that 
show evidence of effi  cacy?

In addition, the growing popularity of self-help will inevitably infl uence 
the face of professional psychology. Clinicians who endorse these treat-
ments may fi nd themselves adapting to new roles and delivering treat-
ments outside traditional environments. Training programs for clinicians 
must respond to these changes.
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Conclusion

Self-help treatments for childhood disorders tend to lack empirical evalu-
ation and, with notable exceptions, lack randomized trials showing effi  -
cacy. Th e challenge for clinicians and families in assessing the viability of 
self-help lies in making sense of this piecemeal evidence base. Th e public 
increasingly recognizes the importance of psychosocial interventions that 
are readily accessible, suitable to presenting symptoms, adaptable to new 
technology, and inexpensive (Black, 2000). Self-help is a promising avenue 
to improve the accessibility and availability of psychosocial interventions 
to children, but more research and clearer guidelines are needed to ensure 
that they actually help families. From a public health perspective, there is 
great potential in self-help treatments to improve the health of the many 
children who suff er from chronic physical and psychological illness but 
are unable to access services.

While many of the self-help treatments described here involve cut-
ting-edge technology, it is worth noting that self-help for children actually 
has a long history. When faced with a serious health condition, families 
normally respond by self-managing the symptoms, learning about the 
nature of the condition, and seeking support from others. Self-help is nei-
ther a passing fad nor a novel approach to health care, so it is essential to 
continue to develop, evaluate, and disseminate self-help treatments that 
work. Th ese treatments have great promise to help reduce suff ering from 
childhood illnesses that are too oft en left  untreated.

Chapter Points

Th ough 15–25% of children suff er from psychological problems, 
fewer than one in fi ve who show such symptoms had contact with 
a health professional in the most recent 6 months.
Barriers to eff ective health care for children include the stigma asso-
ciated with seeking treatment, the time and expense of traveling to 
a health care provider, and the motivation to implement treatment.
Self-help approaches produce change by providing information, 
teaching skills, and providing social support.
Inspirational texts are both widely used and highly valued, despite 
the lack of evidence to support their effi  cacy.
Popular books on depression (Feeling Good) and disruptive bed-
time behavior (Th e Sleep Fairy) are the only widely disseminated 
books to have been empirically validated.
Eff ective self-help programs for children have targeted tension 
and migraine headaches and suicidal behaviors.

•

•

•

•

•

•

ER51712_C007.indd   154ER51712_C007.indd   154 9/11/07   12:25:51 PM9/11/07   12:25:51 PM



Self-Help Th erapies for Childhood Disorders • 155

Eff ective self-help programs for parents have been found to reduce 
behavioral problems in normal and mentally retarded children, 
reduce enuresis and sleep diffi  culties, and improve parental atti-
tudes in dealing with their children’s postoperative pain.
Electronic self-help programs have been used to help children 
deal with the stress of cystic fi brosis and improve coping with 
asthma.
Online support groups provide the opportunity to learn coping 
skills from peers, reduce isolation, and increase feelings of being 
cared for and normalize the child’s condition.
Over 1000 online support groups exist on the Internet, with sev-
eral studies demonstrating a positive eff ect for children and their 
parents, but no controlled studies are yet available.
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CHAPTER 8
Self-Help Therapies for Eating Disorders

ANDR EW WINZELBERG, KRISTINE H. LUCE 
AND C. BARR TAYLOR

In this chapter, we present an overview of self-help approaches used in 
the treatment of eating disorders. We describe the types of self-help 
approaches currently available, outline the advantages and limitations 
of these approaches, and review what is known about the eff ectiveness of 
these approaches. Th is chapter concludes with recommendations for cli-
nicians and a discussion of future directions for self-help treatments for 
eating disorders.

Eating disorders, including subclinical disorders and disordered eat-
ing, are common psychiatric problems in women (Fairburn, Cooper, Doll, 
Norman, & O’Connor, 2000; Lewinsohn, Streigel-Moore, & Seeley, 2000). 
For example, between 1 and 2% of the young adult female population suf-
fers from full syndrome bulimia nervosa (BN; Fairburn & Beglin, 1990; 
Kjelsas, Bjornstrom, & Gotestam, 2004) and, depending on the diagnostic 
criteria used, between 1% and 14% meet criteria for an eating disorder not 
otherwise specifi ed (EDNOS) or subclinical eating disorders (Fairburn & 
Beglin, 1990; Kjelsas, Bjornstrom, & Gotestam, 2004). Excessive weight 
concerns, body image dissatisfaction, and disordered eating behaviors are 
common among female college students, and although they may not meet 
strict diagnostic criteria, they result in clinically signifi cant distress and 
impairment in multiple areas of functioning (Bushnell, Wells, Hornblow, 
Oakley-Brown, & Joyce, 1990; Drewnowski, Yee, Kurth, & Krahn, 1994).
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Only a few studies examined the number of women with eating 
 disorders who initiate professional treatment and the results are incon-
sistent. Th e largest sample (N = 641) studied found that the majority of 
women who had eating disorders initiated professional treatment (61–93%; 
Yager, Landsverk, & Edelstein, 1989). More recent studies with smaller 
samples paint a diff erent picture. Th ese studies indicate that although 
the  majority of women reported that they wanted treatment, many fewer 
obtained treatment (17–57% sought treatment; Becker, Th omas, Franko, & 
Herzog, 2005; Cachelin, Rebeck, Veisel, & Striegel-Moore, 2001; Cachelin 
& Striegel-Moore, 2005; Fairburn et al., 2000). Women from ethnic minor-
ity groups were less likely to seek and obtain treatment.

More is known about the eff ectiveness of treatment. A recent meta-analy-
sis of studies completed between 1980 and 2000 on the treatment of BN found 
that 40% recovered completely and the remaining 60% maintained clinically 
signifi cant symptoms (Th ompson-Brenner, Glass, & Western, 2003). Lon-
gitudinal studies with between 5 and 11 years’ follow-up indicate 50–70% 
full remission rates (Keel & Mitchell, 1997; Keel, Mitchell, Miller, Davis, & 
Crow, 1999). Evidence suggests that cognitive–behavioral treatments (CBT) 
are superior to other treatments, although dropout rates tend to be high for 
all treatments: 25–45% for CBT, 40% for pharmacological treatments, and 
11–37% for interpersonal psychotherapy (Agras, Walsh, Fairburn, Wilson, & 
Kramer, 2000; Bacaltchuk, Trefi glio, Oliveria, Lima, & Mari, 1999).

Types of Self-Help Programs
Self-help programs for eating disorders are off ered in a variety of formats. 
Th e most common format is bibliotherapy. Hundreds of self-help books on 
eating disorders have been published. Th e approaches range from empiri-
cally validated CBT (e.g., Overcoming Binge Eating; Fairburn, 1995) to 
religiously oriented (e.g., Loving Your Body: Embracing Your True Beauty 
in Christ; Newman, 2002) to those using the popular For Dummies series for-
mat (Anorexia & Bulimia for Dummies; Beck, 2004). Didactic interventions 
that provide general information and education are routinely published in 
magazines and also are available on numerous Web sites. Williams (2003) 
reported fi nding approximately 218,000 “hits” for self-help and eating dis-
orders in August 2002.

Self-help in the form of support groups is widely available for women 
with eating concerns. Many support groups are delivered using Internet 
technology and target general eating concerns or specifi c issues (e.g., alo-
pecia universalis). Facilitation of support groups can be accomplished with 
professional, paraprofessional, or peer leaders. Unfortunately, detailed dis-
cussion of group interventions is beyond the scope of this chapter.
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A hybrid form of self-help with limited professional guidance also 
is available. Th is format typically follows a structured format that 
unfolds over time. Th e majority of structured self-help programs take 
a socio-cognitive or CBT approach; that is, they instruct the partici-
pant to identify one or a small number of specifi c, time-limited goals 
or treatment targets; help the participant better understand related 
environmental conditions, antecedents, reinforcement contingencies, 
and cognitions; and outline specifi c steps for change. Specifi c treatment 
topics typically address meal planning, normalization of meal pattern, 
behavioral strategies to avoid triggers for binge eating and purging, cog-
nitive restructuring, body image concerns, and prevention of relapse. 
Th e participant usually is responsible for maintaining his or her own 
motivation and adherence to the program protocol.

Advantages and Disadvantages of Self-Help Programs for 
Eating Disorders
Self-help interventions may be particularly benefi cial for individuals who 
work nonstandard hours (e.g., high-risk groups such as athletes and danc-
ers) or who are physically unable or psychologically reluctant to seek help 
(e.g., shame or fear of stigmatization). In particular, adolescents and young 
adults with academic commitments and limited access to transportation 
may fi nd the accessibility of self-help interventions appealing.

Self-help approaches are not a panacea, however. Text-based interventions 
may require high levels of literacy. Credibility of content and  credentials is 
diffi  cult to determine on many commercial Web sites. Most structured pro-
grams for eating disorders require extensive self-monitoring and the ability 
to generalize self-monitoring data to multiple contexts in daily life can be 
diffi  cult for people with limited psychological sophistication or motivation.

Self-help approaches, as the initial treatment approach in stepped care 
models for eating disorders, are recommended by several experts who 
practice in the specialty area of eating disorders (Fairburn & Peveler, 1990; 
Garner & Needleman, 1996; National Collaborating Centre for Mental 
Health, 2004; Williams, 2003; Wilson, Vitousek, & Loeb, 2000).

Self-Help Bibliotherapy for Eating Disorders
Reading self-help books is commonly reported by women with eating dis-
orders. Rorty, Yager, and Rossotto (1993) found that almost half (43%) of 
women with eating disorders reported reading self-help books. Th e major-
ity reported high levels of satisfaction with this approach. Although a 
number of studies examined self-help workbooks with modest therapist 
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contact, to our knowledge there have been no studies that examine the 
effi  cacy of self-help books without additional intervention.

In 1993, Schmidt, Tiller, and Treasure evaluated a CBT-based self-help 
handbook with women with BN. Participants were assessed 4–6 weeks 
aft er the onset of treatment. Th e intervention was found to be eff ective in 
reducing bulimic symptoms and increasing nutritional knowledge. Par-
ticipants signifi cantly reduced binge eating and purging behavior but their 
weight and shape attitudes did not change signifi cantly during treatment.

Carter and colleagues (2003) extended the fi ndings of previous studies 
by comparing the self-help treatment condition to two control conditions, 
an attention-placebo control and a standard wait-list control (WL). Women 
who met criteria for BN were randomly assigned to one of three conditions 
for 8 weeks: (a) unguided CBT self-help; (b) attention-placebo control; or 
(c) wait-list control. Th e duration of the self-help treatment was 2 months. 
Women in the CBT self-help condition received Overcoming Binge Eating 
(Fairburn, 1995). Th e attention-placebo group was designed to provide non-
specifi c self-help and control for nonspecifi c treatment factors. Women in the 
attention-placebo condition received the self-help manual Self-Assertion for 
Women (Butler, 1992). Women in both self-help conditions were instructed 
to read the manuals and follow the advice to the best of their ability. Although 
no signifi cant treatment by time eff ects were found, signifi cant decreases in 
binge eating and purge frequency were observed in both self-help conditions 
but not in the WL group. Approximately 54% in the CBT self-help group and 
50% in the attention-placebo control group reported at least a 50% reduction 
in binge eating or purging, compared to 31% for the WL group.

Assisted Self-Help Treatment for Eating Disorders
Assisted self-help programs include any combination of features available 
in standard self-help programs combined with some level of therapist/
facilitator contact. Contact varies from minimal to fairly active and can be 
provided in many ways, including: (a) moderation of a psychoeducation, 
support, or therapy group; (b) brief contact for the purpose of setting goals, 
reviewing journal entries, exploring setbacks and obstacles, and reviewing 
progress of intervention goal attainment; and (c) provision of guidance or 
support off ered by a professional.

Several treatment studies examined the feasibility and eff ectiveness of 
guided self-help programs for the bulimic spectrum eating disorders, namely 
BN, binge eating disorder (BED), and EDNOS, with binge eating identifi ed 
as the key feature but occurring at a subthreshold level. In the following sec-
tions, we review fi ndings from these studies. See Table 8.1 for a summary of 
structured self-help interventions for the treatment of eating disorders.
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Professionally Assisted Self-Help Treatment for Bulimia Nervosa
A number of studies evaluated professionally assisted self-help treatments 
for BN. Th e earliest study of combined bibliotherapy and support inter-
vention for women with BN was completed by Huon in 1985. Th is study 
evaluated three versions of a self-administered intervention that included 
seven monthly readings containing information and specifi c suggestions 
about food, body image, self-concept and emotional support. Th e fi rst 
version received information alone, the second received support from a 
woman with BN who was “improved,” and the fi nal version received sup-
port from a woman with BN who was “cured.” Women were randomly 
assigned to one of the three interventions and an additional 30 women 
agreed to be in a comparison group. For the entire sample, 19% of subjects 
were abstinent at the end of the 7-month treatment, and an additional 68% 
were improved; at 6-month follow-up, abstinence rates increased to 32%. 
Th ose who received both the mailing and either form of contact were most 
successful.

Using a similar approach, Cooper and colleagues (Cooper, Coker, & 
Fleming; 1994) conducted an uncontrolled study to evaluate the eff ective-
ness of a supervised CBT-based self-help manual for women with BN. For 
4–6 months, participants completed the CBT manual, Bulimia Nervosa 
and Binge Eating: A Guide to Recovery (Cooper, 1993) and received guid-
ance from a social worker with no previous specialist training in the treat-
ment of eating disorders. Guidance included 20- to 30-minute sessions 
for support and encouragement to continue applying the strategies in the 
self-help manual. At post-assessment, half of the participants had discon-
tinued binge eating and self-induced vomiting. On average, the frequency 
of binge eating decreased by 85% and self-induced vomiting was reduced 
by 88%. Improvement on other key features including body shape and 
weight dissatisfaction and dietary restraint were also noted.

In 1996, Cooper, Coker, and Fleming reported similar results using 
their structured CBT-based self-help manual in an open clinical trial with 
individuals with BN. Th e authors reported an 80% decrease in binge eat-
ing episodes and a 79% decrease in self-induced vomiting. Poor treatment 
responders or dropouts were more likely to have had a previous diagnosis 
of anorexia and were somewhat more likely to meet diagnosis for a person-
ality disorder. Aft er one year, almost two thirds of those who completed 
the follow-up assessment reported complete cessation of both binge eating 
and self-induced vomiting.

Treasure and colleagues (1994) compared a CBT-based self-help man-
ual against standard individual CBT for BN with participants who were 
randomly assigned to one of three conditions: (a) self-help; (b) individual 
CBT; or (c) wait-list control. Participants in the self-help condition received 
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the manual and were instructed to complete the exercises and practice the 
strategies in the manual during the following 8 weeks. CBT participants 
were assigned to a therapist for 16 sessions of psychotherapy. Participants 
in both treatment conditions showed signifi cant improvements in eating 
disorder symptoms compared to WL. Participants in both interventions 
showed signifi cant reductions in the frequency of binge eating and other 
weight control behaviors. Twenty-four percent of CBT participants, 22% of 
self-help participants, and 11% of WL participants reported full remission 
of symptoms.

In Italy, Dalle Grave (1997) evaluated a translated version of Fairburn’s 
Overcoming Binge Eating (1995) in an uncontrolled study. In addition to 
reading the book, participants completed eight 20-minute sessions with a 
therapist spaced 2 weeks apart. Overall, 59% of participants improved and 
35% discontinued binge eating and self-induced vomiting. In Germany, 
Th iels, Schmidt, Treasure, Garthe, and Troop (1998) evaluated a guided 
self-help program against standard individual CBT for BN. Participants 
were randomly assigned to one of two treatment conditions: guided self-help 
(GSH) or individual CBT. Th e GSH participants received the treatment 
manual and eight 50- to 60-minute, face-to-face sessions with a therapist 
every other week. Th e primary role of the therapist was to encourage use 
of the manual and manage acute crises. Participants in the CBT condition 
received weekly 50- to 60-minute sessions of standard CBT-based individ-
ual psychotherapy. Signifi cant improvements were observed for both treat-
ment groups in overeating, self-induced vomiting, dietary restraint, and 
shape and weight concerns. Improvements were maintained at follow-up.

Upon further examination of outcome predictor variables (Th iels, 
Schmidt, Troop, Treasure, & Garthe, 2000), the investigators found that, 
in the GSH condition, lower pretreatment frequency of binge eating pre-
dicted better outcome. In the CBT condition, the absence of pretreatment 
depression and baseline psychiatric comorbidity and a positive history of 
psychiatric illness predicted good outcome. In a 4-year follow-up, Th iels 
and colleagues (Th iels, Schmidt, Treasure, & Garthe, 2003) assessed 45% 
of the original study participants. Th e authors reported that signifi cant 
improvements for both groups were attained or preserved on eating dis-
order symptom measures including overeating, self-induced vomiting, 
dietary restraint, and shape and weight concerns.

In an innovative study, Mitchell and colleagues (2001) compared fl uox-
etine (Prozac) and a CBT-based self-help manual for the treatment of BN. 
Participants were randomly assigned to one of four conditions: (a) pla-
cebo only; (b) fl uoxetine only; (c) placebo plus CBT self-help manual only; 
and (d) fl uoxetine plus CBT self-help manual. Participants were seen by a 
research assistant weekly for the fi rst 4 weeks and every other week for the 
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remaining 12 weeks of the study. Participants also were seen every other 
week by a study investigator. Th e self-help manual was comprised of stan-
dard CBT for BN. Participants were instructed to spend approximately 
one hour each evening completing readings and assignments. Participants 
who received the self-help or medication improved signifi cantly compared 
to the WL. Participants in the fl uoxetine plus self-help manual group 
reported the greatest improvement in self-induced vomiting and binge eat-
ing episodes. However, abstinence rates in the active treatment conditions 
were not found to be signifi cantly diff erent (i.e., fl uoxetine, 16%; manual 
plus placebo, 24%; and manual plus fl uoxetine, 26%).

In a randomized controlled trial, Durand and King (2003) assigned par-
ticipants diagnosed by their general medical practitioner and referred for 
specialist eating disorder treatment to one of two conditions: (a) self-help 
plus regular general medical practitioner contact for support; and (b) 
standard individual CBT. General medical practitioners received a train-
ing manual to assist participants with the self-help treatment. Participants 
in the self-help condition received a CBT-based self-help manual. Partici-
pants in both groups decreased their bulimic symptoms and no signifi cant 
diff erences were observed between the groups. Approximately 20% of par-
ticipants in both treatment arms prefered a self-help treatment and 38% 
(self-help) and 27% (CBT) had no treatment preference.

Embracing the potential for computer soft ware programs to provide 
cost-eff ective self-help interventions, Bara-Carril and colleagues (2004), in 
an uncontrolled study, evaluated an eight-module CD-ROM–based CBT 
intervention for BN. Participants reported signifi cant decreases in binge 
eating and self-induced vomiting. Th e percent of participants vomiting and 
binge eating at least once per week decreased from 78 to 54% and from 93 
to 87%, respectively. Bara-Carril et al. (2004) reported that approximately 
4 in 5 patients accepted the off er to complete the CD-ROM intervention, a 
rate similar to the acceptance rate received for therapist-aided treatment. 
However, patients with more severe eating disorder symptoms were less 
likely to accept the self-help treatment.

Lastly, Bailer and colleagues (2004) compared guided self-help (GSH) 
to CBT-based group therapy (CBT) with an Austrian sample. Participants 
diagnosed with BN were randomly assigned to either GSH or CBT group. 
Th e GSH group received a self-help manual and a maximum of 18 brief 
weekly visits. Th e CBT group met for 18 weekly 1.5-hour sessions. Bailer 
et al. (2004) found signifi cant decreases in the frequency of binge eating 
episodes and self-induced vomiting in both treatment groups. Th ese imp-
rovements were maintained aft er one year. Analysis of treatment comple-
ters at follow-up showed that remission rates in the GSH condition (74%) 
were superior to the CBT group condition (44%).
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In summary, studies from North America and Europe found assisted 
self-help interventions for the treatment of BN to be eff ective. Th e inter-
ventions used structured CBT-based manuals that unfold over time (range 
8–20 weeks). Although improvement rates vary widely (ranging from 22 
to 88%), all studies report that self-help is helpful. Diff erences may result 
from diff erent measures and criteria used to defi ne improvement, the 
amount of outside “assistance,” and the frequency of contact with the 
researchers. Durand and King (2003) confi rm that many women with eat-
ing disorders prefer a self-help treatment approach and Bara-Carril and 
colleagues (2004) found that 80% of patients accepted a referral to self-help 
computer-delivered treatment.

Professionally Assisted Self-Help Treatment for 
Binge Eating Disorder (Primary Focus)
To our knowledge, the most frequently evaluated self-help program for 
the treatment of BED has been Fairburn’s Overcoming Binge Eating (Fair-
burn, 1995). In 1997, Wells, Garvin, Dohm, and Striegel-Moore conducted 
an uncontrolled study to evaluate the feasibility of providing a self-help 
plus telephone guidance program for BED. Th e duration of the program 
was 3 months. For the self-help component, all women received Over-
coming Binge Eating. Participants were instructed to complete daily self-
monitoring logs. For the telephone guidance component, participants 
received 30-minute telephone sessions weekly for the fi rst month and every 
other week for the following 2 months. Telephone sessions, conducted by 
a psychology graduate student, focused on the participants’ progress with 
the self-help program. Reductions were observed on the Eating Disorder 
Examination Questionnaire (Beglin & Fairburn, 1992) total score and in 
the frequency of binge eating. Compliance with the program sessions var-
ied between participants.

Carter and Fairburn (1998) conducted a controlled eff ectiveness study 
to compare pure and GSH programs for BED. Women diagnosed with BED 
were randomized to one of three conditions and followed for 6 months: 
(a) pure self-help; (b) guided self-help (GSH); and (c) wait-list control. 
Treatment duration was 12 weeks. Participants in the active treatments 
received Overcoming Binge Eating (Fairburn, 1995). Participants assigned 
to the pure self-help condition were instructed to follow the program over 
the 12 treatment weeks. Th ey received no additional contact. Participants 
assigned to GSH met with one of three lay facilitators for six to eight 
25-minute sessions to support the participants’ use of the program. Results 
indicated that the mean frequency of binge eating at post-treatment was 
signifi cantly lower and cessation of binge eating was  signifi cantly higher 
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for both  treatment groups than WL. Reductions in binge eating were 
maintained at follow-up.

Loeb, Wilson, Gilbert, and Labouvie (2000) compared pure self-help 
and therapist GSH for women who engage in binge eating in a randomized 
trial. Eighty-three percent met the diagnostic criteria for BED. All partici-
pants received a copy of Overcoming Binge Eating (Fairburn, 1995). Both 
treatment conditions resulted in improvements in eating behavior, elimi-
nation of inappropriate compensatory behaviors, reductions in weight and 
shape concerns, and reductions in other eating symptomatology. Th e GSH 
condition was most successful in reducing binge eating episodes.

In a randomized, controlled treatment trial, Palmer, Birchall, McGrain, 
and Sullivan (2002) compared three formats of self-help for individu-
als diagnosed with BN, BED, and EDNOS. Participants were randomly 
assigned to one of four conditions: (a) self-help with minimal guidance; (b) 
self-help with face-to-face guidance; (c) self-help with telephone guidance; 
and (d) WL. Th e duration of the treatment was 4 months. All participants 
received a copy of Overcoming Binge Eating (Fairburn, 1995) and a brief 
description by a therapist of how to use the program. In the self-help with 
face-to-face guidance condition, participants were invited to attend four 
30-minute outpatient guidance sessions. In the self-help with telephone 
guidance condition, guidance was delivered over 30-minute telephone ses-
sions. Guidance was provided by nurse therapists who help participants 
organize their use of the self-help program. Th e greatest improvements 
were observed in participants who received face-to-face guidance (50%) 
and telephone guidance (36%) conditions followed by self-help with mini-
mal guidance (25%) and WL (19%).

In a Swedish study, investigators (Ghaderi & Scott, 2003) compared pure 
and GSH for participants diagnosed with BN, BED, and EDNOS with binge 
eating as the primary problem. Participants were randomly assigned to 
either pure or GSH conditions. Th e duration of treatment was 16 weeks. All 
participants received a copy of Overcoming Binge Eating (Fairburn, 1995), 
16 copies of a symptom list, and prepaid envelopes in which to return the 
symptom lists each week. No other advice or information was provided. 
Participants in the GSH condition met individually with an undergradu-
ate psychology student for six to eight 25-minute sessions. Th e psychology 
students were trained to provide support and review the self-help program 
according to the guidelines in Fairburn’s (1998) Guided Self-Help for Buli-
mia Nervosa. Th erapist’s Manual for use in Conjunction with Overcoming 
Binge Eating. Th ere were no signifi cant diff erences between the pure and 
GSH conditions. Mean percentage reductions in objective binges was 33% 
for both groups. Mean percentage reductions in purging were 28% for pure 
and 25% for GSH. Treatment gains were maintained at 6-month follow-up.
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Lastly, in an uncontrolled study, Bell and Hodder (2001) evaluated a 
supervised self-help program for BN and binge eating that combines CBT 
with motivational enhancement (MET), Getting Better Bit(e) by Bit(e): 
A Survival Kit for Suff erers of Bulimia Nervosa and Binge Eating Disorders 
(Schmidt & Treasure, 1996). Participants received GSH using the Getting 
Better Bit(e) by Bit(e) CBT plus MET manual. Participants were provided 
30-minute weekly sessions with a mental health professional. Signifi cant 
diff erences were found on pre and post scores of eating disorder  symptoms 
and severity.

As with assisted self-help interventions for BN, interventions for BED 
eff ectively reduced binge eating symptoms. Improvement rates ranged 
from 13 to 74% depending on the criteria used. Suffi  cient evidence exists 
to recommend Fairburn’s (1995) Overcoming Binge Eating book for the 
treatment of BED. No ideal or necessary treatment length has been iden-
tifi ed, but most studies require a minimum of eight sessions. Eff ective 
“assistance” has been provided by clinicians, undergraduate psychology 
students, and nurses.

Preventing Eating Disorders
Self-help interventions also have been applied to the prevention of eating 
disorders primarily with female adolescents and young adults. A number of 
studies evaluated these interventions using individual and group formats 
(Kaminski & McNamara, 1996; Zabinski, Wilfl ey, Calfas, Winzelberg, & 
Taylor, 2004; Zabinski, Wilfl ey et al., 2001). An exemplar of prevention 
programs can be seen in the work developed at the Stanford University 
Behavioral Medicine Media Laboratory. Named Student  Bodies, the pro-
gram targets young women with weight and shape concerns, as well as 
unhealthy eating attitudes and behaviors. Student Bodies has three cen-
tral components and is divided into eight sessions. Th e components are 
psychoeducational readings, an Internet-based body image journal, and a 
moderated asynchronous electronic discussion group. Th e readings were 
selected to educate women about body image, healthy dietary and physi-
cal activity practices, and eating disorders. Th e body image journal allows 
participants to monitor events that trigger body image dissatisfaction as 
well as ensuing thoughts and feelings about their bodies. Th e asynchro-
nous electronic discussion group is moderated and gives participants a 
place to post their reactions to the group content and to receive and pro-
vide emotional support to other group members. Th e discussion group is 
not designed to be a form of psychotherapy nor is it intended to replace 
psychotherapy, and this is clearly disclosed to participants at the onset. 
Th e discussion group moderator facilitates the group discussion, helps the 
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group members stay on target, redirects the group discussion if it leads into 
nonproductive discourse, and generally oversees group interactions. Each 
session’s psychoeducational content is made available to participants at the 
beginning of the corresponding session week. Once a session is available, 
participants have access to previous session content but they do not have 
access to subsequent content and therefore cannot proceed ahead. Posting 
to the discussion group is always available to participants.

Since the creation of the Student Bodies program, fi ve iterations have 
been developed and evaluated with female college students (Celio et al., 
2000; Taylor et al., 2006; Winzelberg et al., 2000, 1998; Zabinski, Pung, et 
al., 2001). Each new version of the program has been revised to incorporate 
research fi ndings and feedback from participants. Overall, participants 
completing Student Bodies reported signifi cant improvements in weight 
and shape concerns and healthier eating attitudes and behaviors. Recently, 
Low and colleagues (Low et al., 2006) evaluated the importance of discus-
sion group in the Student Bodies intervention. In this study, participants 
were randomly assigned to one of four conditions: (a) clinically moderated 
discussion group; (b) unmoderated discussion group; (c) no discussion 
group; and (d) WL group. Low et al. (2006) found that participants using 
the Student Bodies program without a moderator fared best and had signif-
icantly lower eating and body image concerns at long-term follow-up com-
pared to controls. Th e most recent evaluation of Student Bodies tracked 481 
female undergraduate students for up to 3 years post-intervention (Taylor 
et al., 2006). Investigators found a signifi cant reduction in weight and shape 
concerns in the intervention group compared to the control group during 
the fi rst 2 years of follow-up. Improvement was sustained through the 3rd 
year of follow-up. Th e Student Bodies intervention signifi cantly reduced 
the time to onset of eating disorders in students who were overweight and/
or had low-level compensatory behaviors at baseline. Th is is one of the few 
studies to show that a clinical disorder can be prevented.

Student Bodies also has been evaluated in high school age female sam-
ples (Abascal, Bruning, Winzelberg, Dev, & Taylor, 2004; Bruning-Brown, 
Winzelberg, Abascal, & Taylor, 2004). Bruning-Brown and colleagues (2004) 
compared 10th-grade females who completed the psychoeducation course 
combined with a moderated group with a comparison group of students. 
Students using the program reported signifi cantly reduced eating restraint 
and had signifi cantly greater increases in knowledge than did students in 
the comparison group. However, there were no signifi cant diff erences at 
follow-up.

Abascal and colleagues (2004) used the Student Bodies intervention to 
simultaneously provide a universal and a targeted intervention in two stud-
ies with over 250 students. Abascal stratifi ed students by their level of risk 
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for developing an eating disorder and motivation to improve their bodies. 
Students in the same classroom were then assigned to universal and tar-
geted curriculums without the participants’ awareness of being assigned 
to diff erent groups. At the post-intervention assessment, participants who 
were identifi ed as being higher risk reported signifi cant improvements on 
measures of weight and shape concerns.

Conclusion and Recommendations
Th e research to date suggests that self-help approaches for women with 
eating disorders and those at risk for developing an eating disorder are 
widely used, feasible to deliver, and eff ective. Studies conducted in Europe, 
Canada, and the United States contribute to the generalizability of fi nd-
ings. However, the majority of studies sampled young, white women and 
recent research shows that eating disorders and body image issues occur 
across a broader age range and among more ethically diverse groups than 
once assumed. As noted earlier, most of the studies evaluating self-help 
approaches employed structured interventions with assistance from 
either a professional or lay helper. Consequently, our knowledge of the 
eff ectiveness of self-help approaches is best defi ned in terms of assisted 
self-help. Th at said, most studies found improvement rates in the range 
from 20 to 50%. In particular, there is signifi cant empirical evidence that 
self-help approaches are eff ective in the treatment of BED.

Because of the lack of standardized outcome measures, we did not cal-
culate eff ect sizes to compare diff erences between specifi c interventions, 
but the rates of improvement appear to be clinically meaningful. Similarly, 
there does not appear to be a standardized treatment dosage provided, 
with ranges between six weekly sessions to 7 months. To date, no studies 
have examined self-help approaches for the treatment of anorexia nervosa 
although the seriousness of the disorder may preclude it from being a suit-
able candidate for self-help treatments. Self-help interventions designed to 
prevent eating disorders also appear to be benefi cial. However, these stud-
ies measured disordered eating symptoms and did not follow participants 
long enough to determine whether they prevent the onset of full syndrome 
eating disorders.

Dropout rates from eating disorder self-help programs range from 3 
(Mitchell et al., 2001) to 70% (Walsh, Fairburn, Mickley, Sysko, & Parides, 
2004). One explanation for the wide range in dropout rates is the amount 
of participant contact with the researchers and treatment assistants. In 
Mitchell and colleagues’ study (2001), for example, participants initially 
had weekly contact with the treating physician, potentially enhancing 
compliance. It is unclear, however, how dropout rates refl ect compliance 
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with the self-help treatment and compliance rates were rarely reported by 
researchers in these studies.

To put these fi nding in perspective, it may be helpful to compare results 
of self-help interventions with professionally delivered treatments. Profes-
sionally delivered interventions, as noted in the introduction, produce a 
40–70% recovery rate over the long term. While these rates are similar 
to those found in short-term self-help interventions, the long-term eff ects 
of self-help interventions have not been evaluated. Th e dropout rates of 
self-help interventions appear to be comparable to the 11–45% found in 
professional interventions although there is a wider range of dropout rates 
reported for self-help interventions.

How should the clinician interpret these fi ndings? Th e clinician may 
feel confi dent recommending these self-help interventions in the fi rst 
step of a stepped-care approach to treating eating disorders. Some of the 
self-help interventions, such as Fairburn’s (1995) book Overcoming Binge 
Eating are easily accessible. It is important that the clinician maintain 
some oversight over the patient’s treatment, however, to ensure adherence 
to the self-help protocol and advancement to a more intensive treatment 
if the self-help approach is not eff ective. Given the brief nature of most 
structured interventions, it is likely that follow-up in 2 months is suffi  cient 
to determine whether the intervention is helpful. Although unstructured 
and unmoderated self-help groups for eating disorders are widely available 
and widely used by women with eating disorders, there does not appear 
to be suffi  cient empirical evidence from controlled studies of the eff ec-
tiveness of these groups to warrant unqualifi ed referral to this treatment. 
Consequently, the clinician should exercise some caution before referring 
patients to support groups whether they are delivered face to face or online. 
It must be noted, however, that there is no evidence that self-help support 
groups are not eff ective or potentially harmful but rather that researchers 
have not addressed this treatment format with signifi cant vigor.

Many important research questions regarding self-help approaches to 
eating disorders remain unanswered. Most studies employed modest or 
minimal professional contact and few studies examined pure self-directed 
psychoeducational interventions or the use of a lay person as a group leader 
in eating disorder support groups. It is unclear what role professional con-
tact serves as a treatment mediator. Future studies should examine this 
variable as well as self-help approaches that are more widely available to 
patients, including the delivery of structured interventions in the format of 
books, videos, and computer-assisted intervention. Th e potential for com-
puter-assisted treatments is particularly exciting as preliminary evidence 
from Bara-Carril and colleagues (2004) suggest that a stand-alone pro-
gram for the treatment of BN is eff ective. Work by Zabinski and colleagues 
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(2001, 2004) and the Stanford University Multi-Media Laboratory indicate 
that Internet-delivered interventions are readily accepted by women at risk 
for developing eating disorders and, as noted above, are eff ective in reduc-
ing a range of disordered eating symptoms.

Little is known about the pattern of use of such programs; for example, 
when and how oft en participants read the intervention material. Studies 
that dismantle the intervention components are needed to determine which 
features are most important. Maintaining the participant’s motivation is 
important to the success of self-help approaches, yet few studies examined 
factors that might enhance adherence. As a number of researchers note, 
we need to discover how self-contained and self-directed approaches can 
maintain motivation and enhance adherence to the intervention protocol 
and how failure while using a self-help program aff ects a participant’s will-
ingness to seek other assistance. If self-help interventions are going to be 
useful in a stepped-care approach to care, it is important that program fail-
ure does not discourage participants from seeking additional assistance.

Finally, the rapid rise of the Internet in the last decade has created 
an opportunity for the use of this communication technology in mental 
health services. How to best use this technology in the treatment of eating 
disorders, as well as other mental health concerns, remains largely unex-
amined despite the wide acceptance of this delivery method by patients.

Chapter Points
Many women have clinical and subclinical levels of eating disor-
ders, but research indicates a large portion of women who want 
treatment never seek treatment.
Many women who seek treatment drop out and the number of 
treated women with clinically signifi cant symptoms is high.
While many women with eating disorders read self-help books 
and report high satisfaction, no study has evaluated the eff ective-
ness of such an approach without therapist contact.
Self-help interventions with some therapist contact have produced 
consistent improvements in binge eating and purging and less fre-
quent improvements in self-attitudes toward weight and shape.
Severity of eating problems is related to both selection of therapies 
other than self-help treatments and poorer outcome.
Most women with eating disorders are open to various self-
administered treatments.
Th erapist-assisted self-help programs are superior to pure self-help 
for binge-eating disorder.
Prevention programs are successful for reducing target problems 
for women at risk for developing eating disorders.

•

•

•

•

•

•

•

•
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CHAPTER 9
Self-Help Therapies for 

Sexual Dysfunctions
JACQUES VAN LANKVELD

Overt sexual behavior of humans is not observable in public as it is in 
other mammals. Although the promotion and depiction of sexuality by 
the media has raised general awareness, sexual behavior in the strict sense 
of genital contact is likely to be covert. Moreover, public displays of  sexual 
behavior oft en elicit censure, as the example of legal consequences for 
exhibitionism demonstrates. Similarly, men and women with sexual 
 problems commonly keep them hidden from others. Not only are sexual 
problems viewed as limiting the opportunity to fi nd and bond with a suitable 
sexual partner; people who experience such diffi  culties also fear exposure 
and humiliation. Th is fear of exposure generalizes to help-seeking from 
professional health care workers, to whom sexual problems are revealed in 
a by-the-way or door-in-hand fashion. Professionals who inquire directly 
about sexual problems, therefore, are more likely to learn of them than are 
those who rely on their clients taking the initiative (Bachmann, Leiblum, 
& Grill, 1989; van Lankveld & van Koeveringe, 2003). Th is general reluc-
tance of suff erers to openly discuss sexual problems may recommend the 
use of self-help approaches, as such approaches fi t well with privacy con-
cerns. Whether self-help interventions will be accepted by and found help-
ful to those with sexual dysfunctions, however, will ultimately determine 
the extent to which they will be adopted.
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Although they are not easily revealed, sexual problems appear to be 
very prevalent in men and women in the community, as prevalence stud-
ies have repeatedly shown. Th e scientifi c literature on prevalence varies 
depending on whether one is referring to clinically diagnosable sexual 
dysfunctions or to sexual problems in general (Heiman, 2002). Defi ning 
sexual problems in broad terms typically yields high prevalence rates in the 
general population (Feldman, Goldstein, Hatzichristou, Krane, & McKin-
lay, 1994; Laumann, Paik, & Rosen, 1999), while limiting the defi nition of 
sexual problems to diagnosable disorders, as defi ned by the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-IV-TR) (APA, 2000) or the 
International Classifi cation of Diseases (ICD-10) (WHO, 2007) yields con-
siderably lower prevalence rates. Th e diagnoses from the DSM and ICD 
classifi cation systems typically require the report of distress, associated 
with a sexual problem, of the suff erer or his or her partner. In a similar vein, 
studies that limit the prevalence of sexual problems to those suff erers who 
seek help yield lower estimates than studies that only require the presence 
of a problem as such. Whereas, for example, Laumann et al. (1999) found 
lack of interest in sex among men to vary—dependent on age—between 13 
and 17% of the population, male hypoactive sexual desire disorder meeting 
DSM criteria was found to range from 0 to 3% in Simons and Carey’s (2001) 
review. Likewise, trouble maintaining or achieving an erection ranged from 
7 to 18% in the Laumann et al. (1999) study but from 0 to 5% in Simons 
and Carey (2001), who used DSM criteria for erectile disorder. In women, 
inability to reach orgasm was estimated to range from 22 to 28% in the 
general population (Laumann et al., 1999), but female orgasmic disorder 
ranged from 7 to 10% in the Simons and Carey (2001) review.

Advantages and Disadvantages of the Self-Help Approach

As with many other physical and mental problems, self-help approaches 
for sexual dysfunctions have been pursued throughout human history. 
Examples include herbal and animal medicines that have been passed 
on through generations and were believed to enhance male potency and 
female erotic responsiveness, to delay male ejaculation, or to relieve sex-
ual pain. General models of help-seeking behavior (Dean, 1989; Wills & 
DePaulo, 1991) have been applied to sexual dysfunctions (Catania et al., 
1990). Catania et al. (1990) found a common sequence that individu-
als used for seeking help for sexual problems in a sample of community 
respondents. Individuals fi rst utilized self-help approaches, then help from 
other persons in their informal network, and fi nally professional help. 
Across age groups, self-help remedies currently in use include many dif-
ferent types of media resources, such as books, almanacs, and journals. 
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Such  materials were employed by 50–61% of the individuals who reported 
 having sexual problems. Including other, unspecifi ed, self-help  methods, 
72% of all individuals with sexual problems had tried some form of 
self-help. Most respondents (80%) who sought help from partners, friends, 
relatives, clergy, or other informal sources for their sexual problem, and 
the large majority (88%) of respondents who sought professional help, had 
employed some type of self-help before moving to remedies typical of later 
stages in the help-seeking process.

All self-help interventions share potential advantages. Privacy main-
tenance is more easily secured using self-help approaches. Moreover, 
improvements in problem status aft er self-help interventions are more 
easily attributed to the self-helper’s own competence, with a concomi-
tant increase in self-esteem. Autonomy is more easily preserved than in 
face-to-face therapy, as there is less dependence on a therapist. Moreover, 
because therapy is delivered in the natural environment, the failure of 
strategies and their eff ects to generalize to real-life sexual situations is sel-
dom encountered.

Th e economic and societal advantages of successful self-help are obvi-
ous. “Care made to measure” converges with the governmental health care 
goal to decrease public health costs as much as possible. All other things 
remaining equal, successful evidence-based (assisted) self-help strategies 
would leave more time available for professionals to deliver face-to-face 
treatment to suff erers of more complex sexual problems.

Th e potential of self-help treatments for reducing shame and embarrass-
ment attached to revealing sexual problems to a health expert is a major 
advantage. First, there is the common reluctance of many people to dis-
close details of their sexual life. Beyond that, individuals who suff er from 
sexual phobia, or of sexual problems that are associated with feelings of 
shame or guilt, may fi nd the disclosure of such problems an insurmount-
able obstacle to seeking out eff ective professional help.

Possible disadvantages of self-help approaches should also be recog-
nized and understood. Unsuccessful application of self-help strategies 
may lower the help-seeker’s belief in the potential helpfulness of profes-
sional sex therapy, even when such approaches have a high eff ectiveness 
rate. Incorrect self-diagnosis of problem type may lead the help-seeker 
to embark on a mission impossible. A man who believes that his erectile 
problem is fully caused by being out of shape may start a self-help program 
of fi tness training in vain.

It has long been recognized that therapy for sexual problems does not 
always require major psychotherapy. As early as 1974, Jack Annon launched 
his PLISSIT model for accessing professional help for sexual problems, 
which sequences interventions in terms of their comprehensiveness and 
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cost (Annon, 1974). Th e term is an acronym for P(ermission), L(imited) 
I(nformation), S(pecifi c) S(uggestions), and I(intensive) T(reatment). Th is 
model advocates matching the type of help provided to the demands of the 
help-seeker and his or her problem. Increasingly complex and demand-
ing sexual problems are matched with increasingly extensive treatment 
programs. Many sexual problems, especially when presented for treat-
ment during their early stages, are little more than sexual health concerns 
and can oft en be solved with minimal intervention. For instance, giving 
a woman who is experiencing diffi  culty having an orgasm permission to 
masturbate oft en solves the problem. Other problems require education on 
sexual anatomy and physiology, on normal ranges of sexual experiences, 
etc. Th e next step in the intervention hierarchy involves giving specifi c sug-
gestions, such as how to employ masturbation techniques, the use of lubri-
cants, specifi c intercourse positions, or the squeeze technique for premature 
ejaculation (Masters & Johnson, 1970). Few problems are likely to require 
prolonged professional help in the form of in-depth analysis of sexual his-
tory, processing of childhood experiences, or cognitive restructuring.

Elements in Th erapist-Administered Treatments

Modern self-help formats for sexual dysfunctions are typically based on 
the standard face-to-face therapies for sexual dysfunctions that began with 
Masters and Johnson’s Human Sexual Inadequacy (1970). An important 
aspect of the treatment format they described is called sensate focus ther-
apy. Elements include: (a) a relational frame or reference in which sexual 
problems are diagnosed and treated; (b) a ban on intercourse; (c) a series 
of sensate focus exercises, used to produce a safe atmosphere, in which 
partners touch each others’ bodies without imposing demands for sexual 
performance; and (d) a framework of communication between partners 
who mutually disclose their desires, anxieties, and wishes concerning their 
sexual interaction. Th e sensate focus exercises are considered the essential 
ingredients of this treatment. Th ey enable the couple to create new, posi-
tive experiences with sensual touching, enhanced by the nondemanding 
sensation-focused nature of the exercises. Following are instructions for 
the nongenital pleasuring exercise that is oft en given as a fi rst homework 
assignment (van Lankveld, 2004).

You can both lie on a soft  surface, in the nude if possible. One of you, 
decide in advance who will be the fi rst in the more active or the more 
receptive role during this exercise, lies down, backside up. When you 
take this role of just lying down, you don’t have to perform in any 
sense. It is neither necessary nor required that you experience any 
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sexual excitement or arousal, or that you come to feel like going on 
with any sexual behavior. If you do become sexually excited, never-
theless, you do not act upon it in this stage of therapy. It is your privi-
lege now to enjoy receiving your partner’s pleasurable touches. If you 
fi nd anything unpleasant that your partner does, do not hesitate to 
express this. Try to be both clear and specifi c, and gentle in your 
comment. Th e comment “I fi nd it painful when you knead my shoul-
ders so hard” is better than “can’t you watch out what you’re doing?” 
Don’t give very specifi c suggestions to your partner about what you 
think that you would fi nd most pleasurable at this point. Give your 
partner a fair opportunity to explore your body and his/her skills in 
giving you pleasure.

Th e other partner’s task now is to give pleasure. During a certain 
time—you may start with 5 minutes; you can both keep an eye on 
time—you touch and caress the backside of your partner’s body.

Very important: do not touch the erogenous zones (penis, breasts, 
vagina, anus)! You should both feel secure that none of you will do so 
in the course of this exercise.

Touching may be done in diff erent ways. You can stroke very 
lightly, hardly touching the skin. You can make long, slow strokes, 
descending in a gentle tempo from the head, via the neck, the shoul-
ders, the back and the buttocks to the legs and feet and return to the 
head again in the opposite sequence. You might jump from one part 
of the body to another, skipping certain parts. You can touch in a 
massaging way. You can vary the tempo, from fl ashing to slow and 
languid. Search your entire behavioral repertoire. Don’t hesitate to 
touch your partner’s body in ways that you have never tried before. 
If a certain way of touching is not pleasurable, it is the receiving 
partner’s responsibility to signal this. Th e exercise is not intended to 
make your partner sexually aroused or to give an orgasm.

Try to shape a clear sensual map of your partner’s body in your 
head in the course of doing this exercise several times.

Besides your hands you can use your lips, your nose, your cheeks 
or your hair to touch and caress.

When the agreed upon time has passed, you change roles and 
places. Th e recipient now becomes the active participant; the active 
one may now receive. Th e tasks in both roles remain the same in this 
second part of the exercise.

Aft er fi nishing the second part, you may repeat the exercise, now 
while lying on your back, so that your partner may caress the front 
side of your body. Keep to the same duration of the phases, and 
remember: no touching of the erogenous zones! (pp. 94–95)
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Some treatment elements of self-help approaches for sexual dysfunc-
tions are based on cognitive–behavioral therapy. Th e eff ectiveness of 
 cognitive–behavioral therapies has been established for several types 
of sexual  dysfunctions in controlled trials. Using the criteria of the 
 American  Psychological Association’s Task Force (1995) for determining  
well-established and probably effi  cacious treatments for sexual dys-
functions, Heiman and Meston (1997) and Heiman (2002) argued that 
“well-established” treatments were shown to exist for primary anorgasmia 
in women (directed masturbation exercises), erectile dysfunction (system-
atic desensitization), and premature ejaculation (gradual approximation of 
ejaculatory delay using stop–start exercises or the squeeze technique). In 
addition, a combination of psychoeducation, sex therapy including sexual 
skills training and communication between partners, and directed mas-
turbation training was suggested to be a “probably effi  cacious” treatment 
for secondary female anorgasmia. For other sexual dysfunctions, includ-
ing vaginismus, dyspareunia, delayed male orgasm, and the sexual desire 
disorders, empirical support for cognitive–behavioral therapy (CBT) 
approaches was insuffi  cient or poor (Heiman & Meston, 1997). Trudel and 
coworkers (Trudel et al., 2001) only recently published the fi rst evidence for 
the effi  cacy of CBT for sexual desire disorder in women. Couples attended 
a group program of 12 weekly, two-hour sessions with four to six couples 
per group with male and female therapist teams to guide the groups. Par-
ticipants were asked to complete homework assignments and to read a 
treatment manual. Th e interventions comprised cognitive restructuring 
and graded exercises of mutual pleasurable touching by partners. From 
1998 onward, a new impetus to the treatment of male erectile dysfunction 
was given by the introduction of phosphodiesterase-5 inhibitors such as 
sildenafi l citrate (Goldstein et al., 1998) and dopamine agonists such as 
apomorphine (Heaton, 2000).

Th erapist-administered sex therapy has, to a considerable extent, relied 
on self-help strategies since its emergence in the 1970s. In contrast to the 
treatment of other psychological disorders and couples problems, the core 
elements of therapeutic change in sex therapy have usually been performed 
in the privacy of the couples’ homes. Unlike treatment procedures for 
these problems that could be performed in the therapist’s offi  ce or together 
with the therapist in a natural setting, many of the behavioral prescrip-
tions for sexual dysfunctions have never been performed in the therapist’s 
offi  ce. Th e exception to this rule was the doctor-sexologist or gynecologist 
who assisted the female patient in the treatment of vaginismus through the 
vaginal insertion of dilators. Th e use of professionals within the sexual set-
ting was more commonly practiced during the fi rst decade aft er Masters 
and Johnson’s (1970) pioneering work. Th e current practice of relying on 
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the client to perform homework assignments, unmonitored by a therapist, 
limits the therapist’s ability to observe how the exercises are performed. 
To a large extent, sex therapists rely on self-report from patients and their 
partners as to what goes on in the privacy of their home. Moreover, the 
therapist’s provision of feedback and reinforcement is necessarily noncon-
tingent, and self-reinforcement plays a far larger role than when behavioral 
or emotional problems are the intervention target.

Little is know regarding the diff erential contribution of therapist 
and client variables to the outcome of face-to-face therapies for sexual 
 dysfunctions. Some dismantling studies were conducted in which the 
 contributions of nonspecifi c treatment factors were examined (for reviews, 
see Hawton, 1995; Heiman & Meston, 1997; Rosen & Leiblum, 1995). In 
fact, some light was shed on the contribution of therapists’ eff orts and 
characteristics and of the working alliance between therapist and client in 
studies of the treatment of sexual dysfunctions comparing standard ther-
apist-delivered treatment with self-help therapy formats. For instance, no 
diff erences were found between a bibliotherapy and a group therapy for-
mat in the treatment of women with lifelong anorgasmia (Mathews et al., 
1976) or between teams of female and male cotherapists or a single  therapist 
(see Hawton, 1995).

Types of Self-Help for Sexual Dysfunctions

Self-help interventions for sexual dysfunctions can be grouped by type of 
venue and further examined by amount of therapist contact. Bibliotherapy, 
video therapy, and computer-assisted sex therapy can be conducted with 
little or no therapist involvement using a program installed on a home 
computer. Telephone therapy, conducted by itself or as an adjuvant to bib-
liotherapy or video therapy, and Internet therapy using e-mail commu-
nication, requires some therapist involvement. Th ese diff erent venues for 
delivering self-help treatments are described in the following paragraphs 
and their eff ectiveness is evaluated from the available empirical research. 
Table 9.1 presents an overview of various studies.

Bibliotherapy
Bibliotherapy refers to the self-help approach in which written material is 
used to present information or describe and prescribe change techniques 
that resemble those used in face-to-face therapy. Th e written material used 
in bibliotherapy for sexual dysfunctions is based on methods developed by 
Masters and Johnson (1970) and Maultsby (1975; see also Hawton, 1995; 
Leiblum & Rosen, 2000, for reviews). Self-help manuals in this fi eld, com-
mercially available in the English language, were written by Barbach (1974), 
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Heiman, LoPiccolo, and LoPiccolo (1976), and Zeiss and Zeiss (1978). Slob 
and Vink (2002), Hengeveld (1994), and van Lankveld (1993, 2004) have 
written similar manuals in the Dutch language. Bibliotherapy is oft en 
applied within self-help formats with minimal or no therapist contact but 
has also been applied as an adjuvant to therapist-administered treatments 
(Gillan, Golombok, & Becker, 1980; Halvorsen & Metz, 1992; McCarthy, 
1984, 1989). Although these manuals vary in several respects, all share an 
emphasis on behavioral strategies that agree with the Masters and Johnson 
(1970) approach of the couple-based directed practice. When the sexual 
problems are experienced by men and women who are in a steady rela-
tionship, the focus of change is on the couple, with the exception of the 
directed masturbation practice for anorgasmia. Th e treatment is learning 
oriented and stipulates gradual exposure to problematic aspects of sexual 
functioning. In the more recent manuals, a stronger emphasis is placed on 
the cognitive restructuring of negative and sexually dysfunctional beliefs 
and cognitions.

Th e eff ectiveness of bibliotherapy treatments for sexual dysfunctions 
has been evaluated in controlled treatment studies. Gould and Clum (1993) 
conducted a meta-analysis of 40 self-help studies for a variety of emotional 
problems. Th ey reported that bibliotherapy for sexual dysfunctions had 
one of the largest mean eff ect sizes (ES = 1.86), compared with an average 
ES of .76 for all target problems. Th is fi nding, however, rested on a single 
study (Dodge, Glasgow, & O’Neill, 1982). Th e authors noted that published 
studies on bibliotherapy for sexual dysfunctions generally failed to include 
adequate numbers of participants, to control for threats to internal valid-
ity by incorporating some form of control condition, and to assign partici-
pants randomly to treatment and control groups. Researchers also failed to 
employ valid assessment measures, to collect adequate follow-up data, or 
to elaborate on statistical analyses. Bibliotherapy for sexual dysfunctions 
also produced the highest eff ect size (ES = 1.28) of all targeted problems in 
Marr’s (1995) meta-analysis of self-help interventions. Th is ES was based on 
4 studies, all of which were published in major journals and compares to 
an average ES of 0.565 for all 70 studies evaluated in Marr’s review. A more 
recent and thorough meta-analysis by van Lankveld (1998) examined 12 
controlled bibliotherapy studies aimed specifi cally at the treatment of sexual 
dysfunctions. Th is review reported a mean ES of 0.68 at posttreatment (0.50 
when weighted for sample size), which is considerably smaller than prior 
estimates. Furthermore, the posttreatment eff ect had largely eroded at fol-
low-up. Th e included studies were largely limited to treatments for orgasmic 
disorders, both in men and women. It is remarkable that the more recent 
meta-analyses found lower average eff ect sizes of the eff ects of bibliother-
apy for sexual dysfunctions as they included increasingly larger numbers of 
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studies. Also, studies using fewer individuals tended to show larger mean 
ESs (van Lankveld, 1998) than those examining larger numbers of individu-
als. If more confi dence can be put in larger studies, then the treatment eff ect 
from bibliotherapy interventions is likely lower than initially thought.

More recently, a large study in this fi eld was conducted in Th e Neth-
erlands (van Lankveld, Everaerd, & Grotjohann, 2001). In a randomized 
controlled clinical trial, CBT, based on sensate focus therapy and ratio-
nal-emotive therapy, was compared to a wait-list control in a sample of 
199  heterosexual couples. Participants in the treatment group received 
a manual (van Lankveld, 1993) and limited therapeutic assistance by 
telephone. Aft er a 10-week treatment period, participants reported 
improvement in frequency of sexual interaction, general improvement 
of their sexual problem, and lower posttreatment ratings of problem-
associated distress (males only). Gains with respect to the frequency of sex 
and problem-associated distress had mostly eroded at follow-up. Female 
participants with vaginismus reported fewer complaints posttreatment 
and at follow-up. However, female participants with dyspareunia reported 
more complaints at the termination of treatment, an eff ect that continued 
through follow-up. Compliance varied widely. Estimated time reading the 
manual varied from 0 to 40 (M = 5.4) hours for male and from 0 to 30 hours 
(M = 6.1) for female participants. Th e number of completed rational-emo-
tive self-analyses ranged from 0 to 35 (M = 1.2) for male and 0 to 20 (M = 1.1) 
for female participants. Th e number of diff erent sensate focus exercises 
used during treatment ranged from 0 to 6 (M = 1) for male and 0 to 6 
(M = 1.2) for female participants. Th e total number of times individuals per-
formed these exercises ranged from 0 to 40 (M = 5.1) for male  participants 
and from 0 to 40 (M = 4.3) for female participants. Treatment compliance 
as perceived by both partners was positively associated with outcome at 
posttreatment and follow-up. Male participants making more eff orts to 
solve the sexual problem, as rated by their partner, showed stronger post-
treatment eff ects. Female participants also showed stronger posttreatment 
eff ects with better compliance. Women whose partners rated their eff ort 
as more substantial, who completed more rational-emotive self-analyses, 
and who initiated therapist support by telephone more oft en were found 
to have made larger gains at posttreatment. Th ese factors, however, did 
not predict women’s treatment response at follow-up assessment. In sum, 
results of this study were that bibliotherapy resulted in improvement of 
self-reported sexual functioning in men and women with various sexual 
dysfunctions that diminished, however, at follow-up assessment.

Th e effi  cacy of bibliotherapy has been evaluated by comparing 
 individuals who receive treatment with those who either do not receive 
treatment or who receive a psychological placebo. Dodge et al. (1982), 
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for example,  compared a minimal-contact bibliotherapy condition with 
a delayed-treatment information control condition in women with either 
primary or secondary anorgasmia. Treated women were signifi cantly more 
oft en orgasmic during sexual intercourse aft er treatment than controls. 
Th e gains were found sustained at follow-up assessment.

Several studies were found that compared bibliotherapy plus support 
via contact with a psychotherapist to bibliotherapy alone. When data from 
these studies were combined in a meta-analysis (van Lankveld, 1998), 
bibliotherapy with minimal therapist support appeared to do better than 
totally self-administered bibliotherapy, but this diff erence reached only 
borderline statistical signifi cance.

Th e issue of whether self-administered treatments are cost-eff ective can 
be addressed by comparing self-help approaches with standard therapist-
directed treatments. If both treatment types are equally eff ective, self-
administered treatments are more cost-eff ective as they incur lower costs for 
individuals compared with therapist-delivered treatment. Several studies of 
this type exist for the treatment of sexual dysfunctions. One such study was 
conducted by Mathews et al. (1976). Th is study evaluated the contributions 
to treatment outcome of the directed practice and counseling elements of 
Masters and Johnson’s (1970) therapy model for sexual dysfunctions. Th e 
directed practice element in this model specifi es the behavior that individu-
als are supposed to engage in to improve their sexual functioning. Specifi c 
and detailed suggestions are provided for behavioral exercises; for instance, 
to enhance clitoral stimulation for women with anorgasmia or the stop–
start exercises for men with premature ejaculation. Th e counseling element 
refers to the face-to-face situation of clients and therapists in which sexual 
history-taking and discussion and evaluation of behavioral assignments 
takes place. Th irty-six couples entered the study with various sexual dif-
fi culties. With the gender of the main complainant balanced across treat-
ments and therapists, couples were randomly assigned to three treatment 
formats—systematic desensitization plus counseling, directed practice plus 
counseling, or directed practice with minimal therapist contact. Treatment 
consisted of 10 weekly therapy sessions, except for the minimal contact 
condition. Th is latter condition consisted of weekly exchange of letters plus 
four contacts at the start, a mid-treatment session, and a concluding session. 
No signifi cant diff erences emerged between treatment formats on any of 
the outcome ratings. Th e results imply, among others, that the face-to-face 
counseling element is not superior to a minimal-contact self-help treat-
ment, and that the self-help format is to be recommended because of its bet-
ter cost-eff ectiveness ratio.

Th e question of whether self-help treatments are equivalent to thera-
pist-directed treatments was addressed in a recent meta-analytic review 
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(van Lankveld, Wylie, & Hunot, in press). Seven studies were identifi ed 
that compared self-help treatments to therapist-directed treatments. For 
men with premature ejaculation, no diff erence on any outcome measures 
was found between minimal-contact bibliotherapy and standard sex 
therapy. In women with orgasmic disorder, the percentage of preorgasmic 
female participants having become orgasmic aft er treatment, unspecifi ed 
for situation (with partner or during masturbation), was smaller in mini-
mal-contact bibliotherapy when compared to standard sex therapy (Hahn, 
1981; Heinrich, 1976). However, Morokoff  and LoPiccolo (1986) examined 
the ability of women to have orgasms aft er treatment in several diff erent 
sexual stimulus situations. Th ese authors reported that a higher percent-
age of participants became orgasmic with minimal-contact bibliotherapy 
than with standard sex therapy while masturbating, while masturbating 
with a vibrator, when with a partner during intercourse, and when with a 
partner while using a vibrator. Self-reported physical sensations consistent 
with orgasm were greater aft er minimal-contact bibliotherapy than aft er 
standard sex therapy (Hahn, 1981). No diff erence was found with regard 
to orgasmic capacity with noncoital partner contact. Sexual attitudes and 
beliefs were also not signifi cantly diff erent before and aft er treatment when 
minimal-contact bibliotherapy and standard sex therapy were compared.

In a mixed sample of men and women with various sexual dysfunc-
tions, Mathews et al. (1976) reported that frequency of intercourse was 
lower aft er minimal-contact bibliotherapy as compared to standard sex 
therapy. However, in another sample of men and women with various 
sexual dysfunctions (Dow, 1983), frequency of pleasurable intercourse was 
higher aft er minimal-contact bibliotherapy, compared with standard sex 
therapy. Seventeen other outcome measures in these and other samples 
and studies were not signifi cantly diff erent between minimal-contact bib-
liotherapy and standard sex therapy.

When these comparisons of bibliotherapy and standard sex therapy 
were aggregated across studies, neither approach emerged as consistently 
superior to the other. Rather, bibliotherapy was superior to standard ther-
apy with some types of sexual dysfunction, whereas standard treatment 
was superior with other types. With some sexual dysfunctions, there-
fore, bibliotherapy seems warranted as the treatment of fi rst choice in a 
stepped-care model. Intensive treatment may be pursued aft er self-help is 
found to yield insuffi  cient progress.

In sum, a number of comparative studies have been published that assess 
the effi  cacy of several variants of bibliotherapy for male and female sexual 
dysfunctions. Although studies in the fi rst decades of research in this area 
mainly focused on orgasmic disorders, more recent investigations included 
other dysfunction types as well. Th e effi  cacy of bibliotherapy in this fi eld 
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generally compares favorably with no treatment comparison groups when 
assessed immediately aft er the treatment/study period. Loss of gains aft er 
treatment termination is reported in many cases when follow-up data are 
considered. Bibliotherapy with some support by a therapist, even if mod-
est, appears to yield better results than fully unassisted self-help. Such sup-
port can be provided by telephone, by mail, or in face-to-face contact. Th e 
impact of assessment-related bias on these results remains to be examined 
in future research designs. Th e outcome data as described warrant the use 
of a number of self-help manuals for sexual dysfunction that are com-
mercially available in the English language (Barbach, 1974; Heiman et al., 
1976; Zeiss & Zeiss, 1978) and in Dutch (van Lankveld, 2004).

Video Therapy
When compared with bibliotherapy, video therapy relies more heavily on 
the principles of observational or “vicarious” learning. Using videos, the 
sexually dysfunctional individual or couple watches, for instance, another 
individual or couple perform sensate focus exercises or directed mastur-
bation for orgasmic disorder. Although spoken information on the video 
usually covers the same topics as in bibliotherapy or in face-to-face treat-
ment, the emphasis in video therapy is on observing the visual behavioral 
example fi rst and then reproducing it in the participants’ personal situa-
tion aft erwards.

Video therapy for sexual dysfunctions has, in most cases, consisted of 
demonstrating the process of sensate focus therapy. In addition, the tapes 
oft en provide psychoeducational information on human sexuality (Hahn, 
1981; Jankovich & Miller, 1978), as well as elements of cognitive therapy. 
Typical of such videos is a Dutch-language series made in the early 1990s, 
in which female and male sex therapists provided information on diff er-
ent aspects of sexual functioning (Liekens & Drenth, 1990), accompanied 
by a discussion of myths and erroneous beliefs surrounding that aspect 
of sexual life. Discussions of the rational and irrational aspects of those 
cognitions and suggestions of alternative beliefs and the use of self-instruc-
tions stimulated cognitive restructuring. Further behavioral exercises from 
sensate focus therapy could then be approached with the aid of more help-
ful beliefs.

Four studies examining the eff ectiveness of video therapy were found 
(Hahn, 1981; Jankovich & Miller, 1978; McMullen & Rosen, 1979; Wincze 
& Caird, 1976). McMullen & Rosen (1979) compared written instructions 
and videotape modeling to a wait-list control condition in a study of 60 
preorgasmic women using a minimal therapist contact format. Subjects in 
the videotape condition received a series of 20-minute videotape sequences 
in which a coping model was utilized. An actress portrayed a preorgasmic 
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woman who learns to stimulate herself to orgasm and to transfer this newly 
acquired ability to sexual interaction with a partner. Th e bibliotherapy 
condition contained written excerpts of the videotaped sequences with an 
equivalent content. Treatment duration was 6 weeks, during which partici-
pants in both conditions paid weekly visits to the treatment center, where 
the video was shown and the written material was read outside the pres-
ence of a therapist. Subjects in both conditions were supplied with a vibra-
tor during the 4th week of treatment. Contact time with a therapist in both 
conditions was limited to the initial screening session. During the treat-
ment program, 24 of 40 women in the treatment groups became orgasmic, 
as assessed by questionnaires and structured clinical interviews. None 
of the women in the control group became orgasmic. No diff erence was 
found between the video modeling and bibliotherapy conditions, in spite 
of the additional benefi t of observational learning through the videotape 
model. Closer examination of responders and nonresponders revealed that 
responders had spent more time doing homework and reported a larger 
repertory of sexual behaviors prior to treatment. At one-year follow-up 
four more married women in the treatment conditions had become orgas-
mic and no relapse or worsening of problems was reported.

In an uncontrolled study by Jankovich and Miller (1978), 7 of 17 women 
(19 to 38 years of age) with primary orgasmic dysfunction achieved orgasm 
within a week aft er viewing an audiovisual sex education program, while 
no other interventions (educational, behavioral, or psychotherapeutic) 
were included.

Hahn (1981) reported a randomized controlled trial with 60 female 
patients (M = 35 years) with primary or secondary orgasmic dysfunction. 
Participants, who were recruited through advertisements in local newspa-
pers, were randomly allocated to one of four treatments: (a) direct treat-
ment in a therapist-administered format, including the use of a treatment 
manual and a modeling video (standard sex therapy + video); (b) vicarious 
treatment, with no direct interventions by a therapist—interventions were 
shown by means of videotaped sessions of the fi rst treatment condition, 
a modeling video, and treatment manual (minimal-contact bibliotherapy 
+ vicarious learning using video recordings); (c) a variation on (b) with 
repeated presentation of the modeling video but not the videotaped sessions 
of the fi rst treatment condition (video therapy only); and (d) self-adminis-
tered video/bibliotherapy without direct therapist interventions, including 
use of a treatment manual and a modeling video. Each treatment group 
met for 1 to 1½ hours once a week. Duration of the treatment was 5 weeks. 
Outcome was measured by percentage of women orgasmic at posttreat-
ment, scores on the Sexual Attitudes and Beliefs scale, and on a Physiologi-
cal Response Inventory. Compared with standard sex therapy combined 
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with videotape modeling, minimal contact bibliotherapy combined with 
videotape modeling resulted in a greater increase of the sensations of geni-
tal sexual arousal. Most participants in both treatments had become orgas-
mic by the end of treatment, but no diff erence was found with respect to 
percentage of participants becoming orgasmic between treatments.

Wincze and Caird (1976) treated 21 women complaining of essential 
sexual dysfunction using either systematic or video desensitization. In a 
crossover design, seven women experienced a no treatment control phase 
before receiving therapy. Video therapy was more eff ective than system-
atic desensitization, and both desensitization procedures resulted in sig-
nifi cant reductions in heterosexual anxiety compared to participants in 
the no treatment control group. Approximately 25% of the nonorgasmic 
women were orgasmic at the conclusion of the study.

Video therapy, in sum, has only been investigated in the treatment of 
female orgasmic disorder and appears to yield positive results. Compari-
son with other self-help methods (bibliotherapy) produced no advantages 
of one over the other (Hahn, 1981). Video methods that cover a broader 
range of sexual dysfunctions (e.g., Liekens & Drenth, 1990) have not been 
empirically tested. To date there have been no research eff orts to identify 
client characteristics that predict who responds to diff erent self-help ther-
apy formats.

Computer-Assisted Sex Therapy
Th is type of self-help for sexual disorders represents the low extreme of the 
therapist involvement dimension of sex therapy. No or very little contact 
with a human therapist is required for the administration of inventions 
through a computerized system. Limited contact is needed when such a 
system is made available within a standard health care context in order to 
match the type of help required with the available computerized services. 
No contact at all may be needed when computerized sex therapy is made 
available through the Internet. Although it has not been introduced yet, it 
is conceivable that help-seekers access such systems through the Internet, 
make use of it, and terminate their participation without any interference 
by a human health care provider.

Binik, Servan-Schreiber, Freiwald and Hall (1988) developed a rule-based 
expert system, Sexpert, for computerized psychotherapy that could assess 
and treat female and male orgasmic dysfunction. Th ey based their system 
on developments in the areas of artifi cial intelligence, intelligent tutoring 
systems, and cognitive therapy in the early 1980s. Th is approach combined 
the capacity for intelligent therapeutic dialogue with the presentation of 
individualized therapeutic interventions. Th e authors describe Sexpert as 
follows:
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Like a sex therapist, Sexpert prefers dealing with couples although it 
will interact with individuals. Both members of the couple are seated 
in front of a microcomputer and answer multiple-choice, yes/no, and 
quantitative questions that are addressed to one or the other. Th e fi rst 
session lasts approximately 1 hour and focuses on potential problem 
areas of their sexual, marital, and general functioning. Th e program 
attempts to identify sexual dysfunctions and informs the couple 
about what it has found. When dysfunctions are present, the session 
continues with an attempt to place the dysfunctions in their proper 
context. Possible causes or maintaining factors are sought and the 
infl uence of the dysfunction on sexual and on nonsexual aspects of 
the relationship are investigated and discussed with the couple. At 
the end of this session, Sexpert may recommend an individualized 
treatment program, which the couple is free to accept, to refuse, or, 
in some cases, to modify. (p. 391)
In the diagnostic module, the first step is “the identification of a 

problem or misconception from a set of questions asked of the part-
ners” (Servan-Schreiber & Binik, 1989, p. 245; see also Binik et al., 
1998). The second step involves the identification of what are called 
bugs or underlying cognitive misconceptions. This is accomplished by 
asking the couple to endorse their agreement with a large set of propo-
sitions representing misconceptions about sexuality, collected by the 
authors from both the literature and clinical experts. These proposi-
tions were grouped into categories of misinformation, poor cognitive 
strategies, and mislabeling or false expectations. Sexpert is able to inte-
grate the endorsement of specific types of misinformation into more 
abstract misconceptions.

In the dialogue driver, therapeutic dialogues are simulated based on 
dialogue plans that follow the common logic of therapist–client conver-
sations about particular topics ranging from general specifi cations of the 
structure of a session, to very detailed ordering of particular questions 
about sexual attitudes.

Th ese dialogue plans are grouped in hierarchies in which each level 
successively refi nes the actions of the system. Only abstract speci-
fi cations of the topic to be discussed are implemented at the top 
level, while an intermediate level specifi es the issues to be raised and 
their order, while the lowest level determines the exact order and 
content of questions or explanations to be presented for each issue. 
(Servan-Schreiber & Binik, 1989, p. 248).
In the coaching-treatment module, Sexpert may recommend treatment 

once a sexual dysfunction is identifi ed. Th e treatment plans are based on 
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standard sex therapy, but the homework to be done and the choices of 
which treatment plan to off er are individually determined by the program. 
We quote from the article of Binik et al. (1988):

Th is is possible because a wealth of information is already available at 
the fi rst stage of therapy based on the assessment, and new  information 
is accumulated and integrated at each stage of therapy. For example, 
a woman who can reach orgasm regularly during masturbation but 
is having diffi  culty experiencing orgasm frequently with her partner 
would not be asked to carry out individual assignments. In order to 
determine the exact nature of their couple assignment, Sexpert attempts 
to integrate information it had already collected  concerning the 
couple’s sexual communication, repertoire, and overall relationship. 
Perhaps even more important is that Sexpert will attempt to monitor 
treatment progress and tries to infer the reasons for a couple’s failure 
to complete or succeed at an exercise. (pp. 255–256)
Consider the following dialogue (Binik et al., 1988):
Sexpert:  Were you able to carry out the touching exercises (sensate 

focus) at least three times since I last saw you?
Client: No.
Sexpert: How many times were you able to carry them out?
Client: 0.
Sexpert:  I see. I hope this was an unusual week. Let me try to pin 

down some of the diffi  culties you might have had. Was the 
assignment clear?

Client: Yes.
Sexpert:  Were there any particular parts of the assignment that 

either or both of you found diffi  cult?
Client: Yes.
Sexpert: Did it have to do with initiating the exercise?
Client: Yes.
Sexpert: Was the problem

 a. who should initiate
 b. the manner of initiating
 c. both
 d. neither.

Client: b.
Sexpert:  I’m a little surprised to hear this since you hadn’t men-

tioned initiation diffi  culties before starting treatment. 
Perhaps the homework assignment is very diff erent for 
you than regular sex. Let me try to give you some ideas on 
how to get going… (pp. 255–256)
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Sexpert also has a built-in stopping device. If it fails to discover the 
 reason for a couple’s lack of progress, the program will admit that it does 
not know how to proceed and then encourage the couple to go on a trou-
ble-shooting expedition by themselves or to seek professional help.

A pilot study to investigate user acceptance involved 15 patient and 
non-patient couples. All participants viewed the dialogue with Sexpert 
to be logical, appropriate, and intelligent. Participants did not have com-
plaints regarding the length of the session or the amount of text to be read. 
In a follow-up experimental study (Binik, Westbury, & Servan-Schreiber, 
1989), individuals interacting with Sexpert for 20 minutes showed positive 
shift s in their attitudes toward computerized sex therapy, compared with 
subjects receiving identical assessment but who interacted with a non-sex–
related computer program and who completed a sex-related questionnaire 
with questions almost identical to those asked by Sexpert.

Although the preliminary results of this intelligent tutoring system 
appeared very promising, its development was halted. An important fac-
tor may have been the proliferation of the computer program that was 
launched before the era of Internet had started (Y. M. Binik, personal 
communication, June 16, 2003). A new eff ort to implement and research 
such computer-based self-help methods, given the opportunities provided 
by the widespread availability of Internet, might well prove successful. In 
addition to written text, educational videos might be included.

Sex Therapy Through the Internet
Although not a pure self-help method, therapist-administered sex therapy, 
delivered through the Internet, shares many features with other self-help 
formats. Like bibliotherapy and video therapy, the client and therapist are 
not in face-to-face contact. It also requires limited time investment of both 
help-seeker and therapist and eliminates transportation time and costs.

Interactive Internet sex therapy may be delivered in a synchronous man-
ner by establishing on-line contact through some Web-based communica-
tion system or in an asynchronous manner by relying on e-mail contact.

Many sex therapists have built their own Internet Web sites. Th ese sites 
are easily tracked with the help of a Web search engine. Th e service they 
provide is oft en limited to a therapist responding to questions posted by 
clients. In principle, however, a longer lasting therapeutic contact with 
repeated exchanges of messages could be established, with all the advantages 
of wide spatial availability and the possibility of temporal  asynchronicity. 
Hall (2004) published the fi rst account of on-line sex therapy. Th e article 
describes her experiences with 9 clients who participated in a pilot study 
of an on-line task-based approach. Hall concluded that on-line work was a 
viable alternative to face-to-face therapy and stressed that the  anonymity 
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provided made on-line therapy a preferable option. Of 12 individuals who 
contacted the site, 9 were male and 3 were female. Six of 7 individuals 
who were sent a sexual history form completed the assessment. Of the 
participants who were allowed to choose between e-mail and real-time 
chat contact, 6 chose e-mail and one chose chat contact. Eight participants 
received sex therapy through the Internet. Five participants who fi nished 
the on-line therapy completed evaluation questionnaires. Of 8 treated 
participants who were asked about the resolution of their specifi c sexual 
problem, 2 said it was signifi cantly improved, 3 said it was much improved, 
2 said it had slightly improved, and one person reported no change. All 
participants reported improvement in other areas.

van Lankveld, Leusink, van Diest, Slob, and Gijs (2004) recently con-
ducted a pilot study to gauge the possible effi  cacy of sex therapy through 
the Internet for heterosexual men with sexual dysfunctions. A relatively 
homogeneous sample was investigated, from which men with hypersexual-
ity and problems with gender identity or sexual orientation were excluded, 
as were men with depressive symptoms, psychotic comorbidity, substance 
abuse disorder, and major marital problems. Th e study had a pre-post par-
ticipants-as-own-control design. Aft er completing a Web-based question-
naire, participants were off ered 3 months of sex therapy with e-mail contact 
only. Th ree experienced therapists provided treatment. Treatment followed 
a cognitive–behavioral approach and included sensate focus exercises and 
cognitive restructuring. Of 81 applicants, 39 were enrolled in treatment. Of 
this group, 8 men never started therapeutic contacts, 10 started therapy until 
they or the therapist considered treatment completed but did not answer 
the posttreatment Web-based questionnaire, 21 men completed posttreat-
ment measures, and 15 of them responded to the follow-up assessment one 
month aft er treatment termination. About half of the participants had erec-
tile dysfunction, 25% had premature ejaculation, and the remaining par-
ticipants had various problems such as sexual phobia, anorgasmia, etc. At 
posttreatment, 66% of the participants indicated that their sexual problem 
was improved or much improved, 30% reported that it had stayed the same, 
and the problem of one participant had become worse. At follow-up, 7 of 
15 participants indicated that their sexual problem was improved or much 
improved aft er treatment termination, while 8 reported it had remained the 
same. Th ese global evaluations of treatment outcome were corroborated by 
changes between pre- and posttreatment scores on three psychometrically 
validated measures of sexual and marital functioning.

Interesting questions are whether sex therapy through the Internet leads 
to the development of some form of working alliance between client and 
therapist and whether development of a working alliance mediates ther-
apy outcome. When asked in an open-ended e-mail, 12 of 13 participants 
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reported that they had a sense of confi dentiality and that the therapist was 
highly empathic. All reported that they felt free to pose any questions or 
discuss any topic that arose in the course of therapy. Th e average therapist 
time spent per treated participant was approximately 4 hours.

Although controlled research is still lacking of the eff ectiveness of 
Internet-based sex therapy, preliminary data suggests that such treat-
ment is a viable and possibly effi  cacious approach. Most of the sexually 
dysfunctional individuals treated thus far were males. It remains to be 
seen whether this refl ects a gender diff erence regarding the willingness to 
reveal intimate details of sexual life to an anonymous therapist.

Conclusion

Th e self-help approach to sexual problems has been the subject of a con-
siderable number of empirical investigations. Bibliotherapy, video ther-
apy, computerized sex therapy, and individualized sex therapy through 
the Internet were documented. Th e evidence needed to warrant broad 
applications of these approaches, however, is still scarce and fragmented. 
Bibliotherapy in various formats has been the venue most thoroughly 
researched. Th e results of bibliotherapy compared favorably with no 
treatment alternatives, although gains that were reported immediately 
aft er treatment tended to diminish at follow-up. Diff erences between bib-
liotherapy and standard forms of face-to-face sex therapy have been small 
or absent. Th e outcomes of video therapy have been encouraging, but the 
number of controlled studies to date is insuffi  cient to judge the robustness 
of these eff ects. Individualized sex therapy through online chat contact 
or through e-mail contact, which shares certain advantages with other 
self-help formats, has only recently begun to be explored but appears to 
show good prospects. Further testing in methodologically sound trials is 
of course required. Th e promising rise of sex therapy within the context of 
artifi cial intelligence based systems that started in the 1980s has subsided, 
but a revival of this type of self-help for sexual problems, now delivered 
through the Internet or through home-based computer programs, may be 
a viable approach.

Chapter Points

Diagnosable sexual dysfunctions are much less frequent than sub-
clinical dysfunctions, which are prevalent in both men and women.
Various self-administered remedies for sexual problems have been 
tried through the ages, with more than half of current  suff erers 
accessing some type of self-help remedy.

•

•
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Self-help interventions range from simple informational solutions 
to instructional information on specifi c techniques to more com-
plex, sequenced interventions.
Empirically supported treatments, administered by a therapist, 
have been established for some sexual dysfunctions (e.g., prema-
ture ejaculation) but not others (e.g., vaginismus).
Overall eff ectiveness using bibliotherapy for sexual dysfunctions, 
based on a meta-analysis of 12 studies, was moderate in degree 
(ES = .68), an eff ect that had been largely eroded at follow-up.
In a large study targeting a variety of sexual problems, posttreat-
ment and follow-up outcomes varied by type of problem, with 
treatment compliance related to success.
Th erapist-assisted self-help treatments are marginally more eff ec-
tive than self-help-only treatments.
Th erapist-directed treatments confer some advantage over 
therapist-asisted self-help for some sexual dysfunctions but not 
others.
Videotherapy has been found eff ective for female orgasmic prob-
lems but confers no advantage over other self-help methods.
Internet-based therapy has promise, as indicated by some pre-
liminary studies, but has not been evaluated in controlled 
studies.
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CHAPTER 10
Self-Help Therapies for Insomnia

SHAW N R. CURRIE

Overview

Th is chapter provides the reader with a review of self-help approaches for 
sleep problems. Th e primary focus will be on self-help for insomnia. Th e 
fi rst half of the chapter will overview the scope of insomnia as a problem in 
the general and clinical populations. Th is is followed by a review of current 
empirically supported methods of assessing and treating insomnia with 
implications for self-help applications. Th e second half of the chapter will 
provide readers with an overview of the empirical evidence on self-help 
treatment of insomnia. Limitations of this evidence will be discussed 
along with suggestions for future research.

History and Th eoretical Basis

Prevalence of Insomnia
Sleep disturbances are very common. In the general adult population, the 
rate of chronic insomnia is estimated as between 9 and 20% (Ancoli-Israel 
& Roth, 1999; Ohayon, 2002; Partinen & Hublin, 2000). Th e variability 
in prevalence rates is due largely to the inconsistent use of strict diagnos-
tic criteria for defi ning insomnia. Ohayon (2002) recently estimated the 
prevalence of DSM-IV–defi ned insomnia disorder as 6% in the general 
population. A further 25–30% of adults complain of occasional or tran-
sient insomnia (Ancoli-Israel & Roth, 1999; Ohayon, 2002). Insomnia was 
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present in 27% of the 26,000 patients from 15 countries that participated in 
the World Health Organization (WHO) International Collaborative Study 
on Psychological Problems in General Health Care (Üstün et al., 1996). 
Patients reported a signifi cant degree of disability in their daily activities 
and social roles arising from their sleep problems. Half of the patients fol-
lowed up one year later still reported signifi cant sleep problems. Prevalence 
rates of both chronic and transient insomnia increase with age, reaching as 
high as 50% in the elderly in some studies (Ohayon, 2002).

Insomnia frequently co-occurs with another medical or psychiat-
ric  disorder (Lichstein, McCrae, & Wilson, 2003; Zorick & Walsh, 2000). 
 Fift y-two percent of insomnia cases in the WHO general health care study 
were diagnosed with another mental disorder (Üstün et al., 1996). In epi-
demiological studies the comorbidity of insomnia and psychiatric disorders 
occurs in between 40 and 65% of cases (Lichstein et al., 2003; Ohayon, 2002). 
Specifi c patient groups have been identifi ed as being particularly vulnerable 
to sleep disturbances. For example, up to 70% of treatment-seeking chronic 
pain patients report signifi cant insomnia (Moldofsky, 1990; Pilowsky, Cre-
ttenden, & Townley, 1985; Wilson, Watson, & Currie, 1998). High rates of 
insomnia are associated with major depression (Morawetz, 2003), anxiety 
disorders (McCall & Reynolds, 2000), and alcohol dependence (Brower, 2001; 
Currie, Clark, Rimac, & Malhotra, 2003). Historically, disturbed sleep in these 
populations has been considered a consequence or symptom of the primary 
disorder. However, insomnia oft en persists even aft er the primary disorder 
resolves (Currie et al., 2003; Lichstein, McCrae, et al., 2003). Furthermore, 
there is compelling epidemiological evidence that insomnia is a risk factor 
for the later development of major depression (Ford & Kamerow, 1989) and 
alcohol abuse (Weissman, Greenwald, Nino-Murcia, & Dement, 1997).

Signifi cant health care costs are associated with insomnia. Medications 
and other sleep-promoting substances cost the United States about $1.7 
billion annually. Health care costs (physician visits, sleep medicine consul-
tations) directly attributed to insomnia are estimated at $12 billion annu-
ally (Morin, Bastien, & Savard, 2003). Indirect costs, including lost work 
time, reduced productivity, and fatigue-related accidents, are estimated at 
$30 to $35 billion per year in the United States (Chilcott & Shapiro, 1996). 
Despite the high prevalence and enormous cost associated with insomnia, 
access to treatment is extremely limited. Screening for sleep disturbances 
only occurs in about half of patients attending primary care (Üstün et al., 
1996). Less than 1% of sleep disordered patients are referred on to sleep 
clinics. Furthermore, less than 15% of sleep clinics provide psychological 
treatment for insomnia (Ruyak, Bilsbury, & Rajda, 2004).

Th e majority of insomniacs attempt self-management of their condi-
tion using nonprescription sleep aids and alcohol (Ancoli-Israel & Roth, 
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1999). In a 1995 Gallup Survey of sleep problems in America, only 28% of 
respondents felt they knew the available treatments for insomnia very well 
or well. Th e large majority (72%) reported they did not understand current 
treatments available (Ancoli-Israel & Roth, 1999). Th ese fi ndings suggest 
there is both the opportunity and need for self-help interventions for sleep 
problems.

Other Sleep Disorders
Insomnia is by far the most prevalent of all sleep disorders. Sleep apnea, 
characterized by the cessation of airfl ow through the mouth and nose dur-
ing the sleep period, aff ects about 2% of adult women and 4% of adult 
males (Flemons, 1999; Partinen & Hublin, 2000). Because people with 
apnea breathe normally during the day, this potentially fatal disorder can 
go undetected for many years. Restless legs syndrome and periodic limb 
movement appear with approximately the same frequency as sleep apnea, 
although the majority of cases are considered mild with little functional 
impairment (Montplaisir, Nicolas, Godbout, & Walters, 2000). Th e Inter-
national Classifi cation of Sleep Disorders—Revised (ICSD-R; American 
Sleep Disorders Association, 1997) lists dozens of other sleep disorders, 
most of which are extremely rare (e.g., narcolepsy) or occur exclusively 
in children (Partinen & Hublin, 2000). Th e non-insomnia sleep disorders 
usually require medical interventions. As such, self-help treatment for sleep 
apnea and other non-insomnia disorders would be inappropriate. Th ere is 
an abundance of educational material available to the general public on 
these disorders. Much of the educational focus for sleep apnea has been 
on identifying the disorder and encouraging individuals to seek medical 
treatment. Th ere are also support groups for the more common sleep disor-
ders (e.g., A.W.A.K.E. network for persons aff ected by sleep apnea; Restless 
Legs Syndrome Foundation support network). Th e impact of these support 
groups on the course and severity of these sleep disorders has not been 
evaluated. Similarly, there is no research on the impact of patient-oriented 
educational material on the identifi cation, course, or severity of non-in-
somnia disorders. Th erefore, the remainder of this chapter will focus on 
self-help treatments for the insomnia-spectrum disorders.

Diagnosis of Insomnia
A basic tenet of the self-help approach is that individuals are able to 
diagnose themselves. Nevertheless, a concern is that consumers will 
misdiagnose themselves, apply the wrong intervention, and possibly exac-
erbate the problem. If the insomnia is the direct result of another medical 
or psychiatric condition, it is critical to identify the condition to ensure 
it also receives proper attention and treatment. Furthermore, other sleep 
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 disorders can have similar nocturnal and daytime characteristics as 
insomnia. For example, unrefreshing sleep and daytime fatigue are symp-
toms of both insomnia and sleep apnea. An individual with undiagnosed 
sleep apnea attempting to apply behavioral techniques developed for man-
aging insomnia would likely experience little benefi t. Most self-help books 
for insomnia include a section on other sleep disorders with the intention 
of helping readers to detect and seek treatment for conditions other than 
insomnia.

Two parallel classifi cation schemes exist for diagnosing sleep disorders. 
Th e DSM-IV system (American Psychiatric Association, 1994) is the most 
widely known but generally not preferred by sleep experts because the cri-
teria do not include any specifi cation for frequency or severity of insomnia 
symptoms. Th e DSM-IV criteria for primary insomnia specify a minimum 
duration of one month of diffi  culty initiating or maintaining sleep or non-
restorative sleep. Th e sleep problem must interfere with the individual’s 
ability to function during the day or cause clinically signifi cant distress. 
Th e ICSD-R defi nition of psychophysiological insomnia is comparable 
to the DSM system in terms of the duration and functional impairment 
criteria. Th e ICSD-R is similarly vague in the specifi cation for frequency 
of symptoms (the sleep problem must occur “almost nightly”). Neither 
system provides specifi c quantitative criteria for distinguishing normal 
from abnormal sleep. For many years, researchers have adopted the fol-
lowing quantitative criteria to identify insomniacs: the individual must 
have a sleep onset latency (SOL) or time awake aft er sleep onset (WASO) 
greater than 30 minutes for a minimum of 3 nights per week. In a rigor-
ous sensitivity–specifi city analysis, Lichstein, Durrence, Taylor, Bush, and 
Riedel (2003) provided empirical support for these criteria in identifying 
“research-grade” insomnia. Th ey also found that a duration specifi er of 
at least 6 months rather than one month is a more defensible criterion for 
identifying a chronic sleep problem.

Research studies that evaluate self-help materials have generally screened 
participants in person using recognized diagnostic instruments such as 
structured interviews, sleep diaries, and questionnaires (Pittsburgh Sleep 
Quality Index; Buysse, Reynolds, Monk, Berman, & Kupfer, 1989; and 
Sleep Impairment Index; Morin, 1993, are two popular insomnia ques-
tionnaires). Consumers of self-help books do not usually have the luxury 
of a professional consultation. Some self-help books include a self-diag-
nostic test to identify insomnia. Table 10.1 contains the brief assessment 
tool from my own book :60 Second Sleep Ease (Currie & Wilson, 2002). 
Th e items and scoring for this tool are taken directly from the DSM-IV 
criteria for primary insomnia. Unfortunately, there is no evidence that 
 consumers can reliably and accurately self-diagnose insomnia using such 
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Table 10.1 Example of a Self-Diagnostic Test for Insomnia

1. a.  In a typical week, do you have nights when it takes you more than 30 minutes 
to fall asleep? _____Yes _____No

b.  If you answered yes, how many nights in a typical week does this happen?
_____Once
_____Twice
_____Th ree times or more

2. a.  In a typical week, do you have nights when wake up through the night and 
have a problem getting back to sleep? _____Yes _____No

b.  If you answered yes, how many nights in a typical week does this happen?
_____Once
_____Twice
_____Th ree times or more

3. a.  In a typical week, do you have mornings when you wake up earlier than you 
wanted to and have a problem getting back to sleep? _____Yes _____No

b.  If you answered yes, how many nights in a typical week does this happen?
_____Once
_____Twice
_____Th ree times or more

4. a.  In a typical week, do you wake up feeling like your sleep was not 
restful? _____Yes _____No

b.  If you answered yes, how many nights in a typical week does this happen?
_____Once
_____Twice
_____Th ree times or more

5. Do you feel your sleep problem is a direct cause of:
_____signifi cant distress for you
_____missing time at work
_____not doing your job well when at work
_____missing social functions
_____problems getting along with friends, family, or coworkers

6. Have your sleep diffi  culties been going on for more than one 
month? _____Yes _____No

If you answered yes to questions 1, 2, 3, or 4 and indicated that the sleep problem 
happens three times per week or more for at least one of these questions, then 
you do indeed have some signifi cant symptoms of insomnia. If you checked off  
at least one of the problems listed in question 5 and indicated on question 6 that 
this has been going on for more than one month, then there is a good chance 
you have an insomnia disorder. A disorder means that the insomnia symptoms 
are severe enough to cause problems in your life. 

Note: From 60 Second Sleep Ease: Quick Tips to Get a Good Night’s Rest, by S. R. Currie 
and K. G. Wilson, 2002, 16–17. Far Hills, NJ: New Horizon Press. Reprinted with 
permission
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a test. It should also be noted that many books include no self-diagnostic 
tests for sleep problems.

Treatment of Insomnia
Until about 20 years ago, the only treatment available for insomnia was 
medication. At present, medication remains the most commonly used 
form of treatment for insomnia and related sleep disorders. A contribut-
ing factor is the paucity of health professionals trained in psychological 
methods for improving sleep, combined with the diffi  culty patients oft en 
experience in accessing such professionals (Morin et al., 2003). As noted, 
even sleep clinics provide relatively little treatment for insomnia (Ruyak 
et al., 2004). Th e services of a psychologist or sleep medicine specialist are 
not always covered by health insurance plans. In contrast, sleep medication 
is widely available and relatively inexpensive. Th ese facts provide further 
justifi cation for developing and testing self-help interventions for insomnia 
to give patients more accessible and aff ordable alternatives to drug therapy.

Th e most common medications for sleep are the benzodiazepine recep-
tor agents, which include the traditional benzodiazepines (e.g., oxazepam, 
triazolam) and several newer hypnotics that are not labeled benzodiaze-
pines (e.g., zolpidem, zopiclone) but act on the same neuroreceptor. Sedat-
ing antidepressants (e.g., trazodone, amitriptyline) are also used as sleep 
aids primarily among depressed patients. Th e majority of over-the- counter 
sleep medications contain diphenhydramine as the active ingredient. 
Empirical support for the benzodiazepine receptor agents as short-term 
sleep aids is very good (Smith et al., 2002). Older medications suppress 
slow-wave sleep, which can decrease sleep quality and increase daytime 
fatigue. Th e newer hypnotics and the sedating antidepressants seem to 
have less impact on slow-wave sleep (Roehrs & Roth, 1997). Evidence 
of long-term effi  cacy is lacking with all the sleeping pills (Smith, Smith, 
Nowakowski, & Perlis, 2003). Over time, individuals can develop a toler-
ance to the hypnotic eff ects. Th ere is also the risk of drug dependence and 
daytime impairment (drowiness, memory problems, dizziness, etc.). Sleep 
medications are recommended for short-term (<4 weeks) use only and are 
contraindicated as a monotherapy in the treatment of chronic insomnia 
(Morin et al., 2003).

Psychological management techniques have been available for many 
years but only recently have come into the forefront as the preferred 
treatment for chronic insomnia. Cognitive–behavioral treatment (CBT) 
of insomnia has been well researched in the last 15 years (Morin, Hauri, 
et al., 1999) with recent studies published in high-profi le, non-sleep 
 journals such as the Journal of the American Medical Association (Edinger, 
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 Wohlgemuth, Radtke, Marsh, & Quillian, 2001; Morin, Colecchi, Stone, 
Sood, & Brink, 1999), Journal of Consulting & Clinical Psychology (Currie, 
Wilson, Pontefract, & deLaplante, 2000; Mimeault, & Morin, 1999), and 
American Journal of Psychiatry (Smith et al., 2002). More than 50 clini-
cal trials (involving over 2000 patients) have been conducted that dem-
onstrate the effi  cacy of CBT approaches to managing insomnia. Robust 
changes in sleep onset latency, nocturnal wakefulness, and sleep quality 
ratings have been reported. Th e results of two meta-analyses (Morin, Cul-
bert, & Schwartz, 1994; Murtagh & Greenwood, 1995) revealed changes in 
sleep parameters with large eff ect sizes. Approximately 75% of insomnia 
patients benefi t from CBT, with an average decrease in time to fall asleep 
and wake time aft er sleep onset of 50% (Currie, Wilson, & Curran, 2002; 
Morin et al., 2003). Posttreatment and follow-up values for sleep latency 
and wake aft er sleep onset are generally below or near the 30-minute cutoff  
criterion used to distinguish normal from problematic sleep. Th e rate of 
clinically signifi cant change, defi ned as achieving normal sleep according 
to the current criteria, ranges from 18 to 50% with lower rates for persons 
with comorbid conditions (Morin et al., 2003). Furthermore, CBT can be 
eff ective in getting 50–84% of patients to wean off  hypnotics ( Currie, Clark, 
Hodgins, & el-Guebaly, 2004; Currie et al., 2000; Espie, Inglis, & Harvey, 
2001; Gustafson, 1992; Jacobs, Benson, & Friedman, 1996). Th ere is suffi  -
cient empirical evidence to support the classifi cation of CBT for insomnia 
as a well-established treatment according to the American Psychologi-
cal Association’s task force criteria for Empirically Supported Th erapies 
(Morin et al., 2003).

Psychological treatment for insomnia has its origins in cognitive–
behavior therapy with four key interventions that continue to dominate 
 treatment approaches: stimulus control, sleep restriction, relaxation train-
ing, and cognitive restructuring. All the self-help materials used in research 
applications include one or more of these key interventions. Many of the 
untested materials include variations of these interventions, oft en in a diluted 
or more generic form. For example, the stimulus control principles are some-
times summarized as “good sleep habits.” Unfortunately, many self-help 
books integrate stimulus control with a great deal of untested advice.

Stimulus control and sleep restriction are intended to reestablish the 
bed as the dominant cue for sleep, regulate sleep–wake schedules, and 
consolidate sleep over a shorter period of time. Stimulus control consists 
of directing patients to avoid napping, to go to bed only when sleepy, to 
use the bedroom only for sleep and sex, to establish a presleep routine 
to be used every night, and to get out of bed when unable to fall asleep 
within 20 minutes. Although these rules appear simple, adherence and 
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regular nighttime application can be a challenge for insomniacs (Morin 
et al., 2003). For example, the rule concerning getting out of bed when not 
sleeping should be practiced throughout the night, which may require the 
individual to leave her bed 3 or 4 times during a particularly bad night of 
sleeplessness. Noncompliance with the stimulus control guidelines is asso-
ciated with poor outcome (Riedel & Lichstein, 2001).

With sleep restriction, participants are directed to reduce their time in 
bed to the total sleep time recorded during the baseline self-monitoring 
period. Th e “sleep window,” never less than 5 hours, is increased in 15- to 
30-minute increments in subsequent weeks, with the goal of achieving 
85% sleep effi  ciency within 3 to 4 weeks. Th e purpose of sleep restriction 
is to help the individual concentrate his or her sleep into a shorter period 
of time spent in bed. A variation of sleep restriction has the patient gradu-
ally decrease time in bed over several nights rather than all at once. Th is 
approach may be more palatable to severe insomniacs, but there is greater 
risk of noncompliance. With proper application, sleep restriction reduces 
sleep fragmentation and increases sleep quality. Total sleep time may also 
show a small gain of 25 to 30 minutes with consistent application of both 
stimulus control and sleep restriction (Morin, Hauri, et al. 1999). How-
ever, patients are told not to expect a large increase in total sleep duration. 
Behavioral management of insomnia generally aims to increase the qual-
ity but not necessarily quantity of sleep time.

Relaxation techniques are used as a form of counterconditionining to 
reduce physiological arousal in the sleep setting. Th e rationale for relax-
ation therapy is based on the strong evidence of hyperarousal in insomniacs 
both at night and during the daytime. Compared to good sleepers, insom-
niacs show higher metabolic rates, muscle tension, cardiovascular activity, 
and cortical activation (Bonnet & Arand, 1997; Morin, 1993). Cognitive 
arousal is strongly implicated in the etiology of poor sleep. Compared to 
good sleepers, insomniacs demonstrate overactive cognitive activity (e.g., 
racing thoughts, instrusive cognitions) during the presleep period (Harvey, 
2002). Moreover, the content of their thoughts is typically negative, oft en 
fi lled with excessive worries about lack of sleep and related consequences. 
Cognitive hyperarousal contributes to heightened physiological arousal 
that can disrupt the normal transition from awake to sleep. Over time, the 
arousal becomes associated with the bedroom environment. Conditioned 
arousal is the primary rationale underlying stimulus control, which aims 
to break the association between the bedroom and sleeplessness.

Several methods of relaxation are available: progressive muscle relaxation 
(PMR), imagery training, meditation, and hypnosis are the most common. 
All have the same goal of reducing arousal before bedtime and faciliating 
sleep onset. Th e most researched method is progressive muscle relaxation, 
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a technique involving the systematic tensing and relaxing of muscles in the 
body. Studies comparing the relative effi  cacy of relaxation methods have 
produced largely equivocal results. Imagery-based  relaxation may have 
an advantage over PMR in addressing cognitive arousal in insomniacs, 
although apart from a single study (Woolfolk & McNulty, 1983) there is 
no strong evidence of superior outcomes. Th e basic premise of relaxation 
for sleep induction has strong face validity among insomniacs (in contrast 
to sleep restriction, which many insomniacs fi nd counterintuitive). Th e 
instructions are simple and easily presentable in a written format. Conse-
quently, the majority of self-help books for insomnia include a relaxation 
script. Readers are oft en encouraged to read the relaxation instructions 
into a tape recorder to produce their own relaxation tape. Commercial 
audiotapes of relaxation exercises are also widely available.

Cognitive restructuring interventions, adapted from Aaron Beck’s work 
in the treatment of depression, were added to insomnia treatment based 
on the work of Charles Morin at Laval University and recently expanded 
upon by Alison Harvey at Oxford University (Harvey, 2002). Compared 
to imagery relaxation, which indirectly targets the problem of excessive 
cognitive arousal in insomniacs, restructuring methods help patients to 
modify the content of negative thoughts contributing to sleeplessness. 
Many insomniacs have maladaptive beliefs about sleep and the conse-
quences of insomnia (Morin, 1993). Erroneous thoughts about sleep and 
insomnia can increase the level of sleep-related performance anxiety and 
promote adoption of counterproductive compensatory behaviors (Smith 
et al., 2003). For example, an insomniac may cope with a bad night of sleep 
by napping during the day or going to bed earlier in an attempt to recover 
lost sleep. Insomniacs can also use the bedroom as a “worry zone,” oft en 
lying in bed at night ruminating about negative life events and personal 
problems. Cognitive interventions for insomnia focus on decatastrophiz-
ing insomniacs’ thoughts about sleep and the consequences of insomnia. 
Basic education on the nature of sleep, the individuality of sleep needs, and 
importance of sleep quality over sleep quantity can be helpful in getting 
patients to challenge some of their beliefs about sleep. Nevertheless, cogni-
tive interventions can be diffi  cult to translate into a self-help format.

Assessing Outcome
Methods for assessing change following treatment tend to be diff erent in 
clinical and research applications. In clinical settings, changes in sleep 
are most oft en assessed on the basis of global, retrospective evaluations. 
Th e use of standardized, prospective measures is usually rare in clinical 
settings. Global evaluations are not necessarily inaccurate but lack the 
depth of information that can be indispensable for properly diagnosing 
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and assessing treatment response. Th e main dimensions of insomnia to be 
assessed include:

Number of minutes it takes the patient to fall asleep, referred to as 
sleep onset latency (SOL);
Number of minutes the patient spends awake throughout the 
night, known as wake aft er sleep onset (WASO);
How oft en the patient wakes up, known as number of awaken-
ings (AWK);
Th e total length of time spent asleep, known as total sleep time 
(TST—can be expressed in minutes or hours);
Th e patient’s satisfaction with his or her sleep known as sleep 
quality (SQL; usually assessed with a numerical rating scale 
such as 0–10 with 0 being extremely poor and 10 being extremely 
good).

Th e ratio of hours slept to time in bed, known as sleep effi  ciency (SEF), 
is another commonly reported outcome variable. Higher values of SEF 
indicate less sleep fragmentation. With the exception of sleep quality, 
all these dimensions can be assessed via subjective (questionnaires and 
sleep logs) and objective sleep measures. In treatment outcome studies, 
sleep diaries are the primary source of data for determining response. 
Although subjective estimates of sleep parameters oft en do not agree 
with absolute values obtained from polysomnography (Edinger & Fins, 
1995), sleep diaries provide a valid and reliable index of insomnia sever-
ity (Morin, 1993; Currie, Malhotra & Clark, 2004). In addition to being 
reliable, sleep diaries provide a daily record of sleep habits, which by their 
very nature are variable over time. Polysomnography (PSG) is considered 
the gold standard for sleep measures. However, its utility in assessing 
insomnia is limited. Several nights of PSG data are needed to properly 
assess insomnia (Bootzin et al., 1995; Wohlgemuth, Edinger, Fins, & 
 Sullivan, 1999), but it is expensive and inconvenient for patients to spend 
multiple nights in a sleep lab. Furthermore, estimates of sleep from PSG 
and self-report oft en disagree. Nevertheless, PSG remains the only way 
to accurately diagnose sleep disorders such as sleep apnea and periodic 
limb movements. Alternatives to PSG for obtaining objective sleep data 
have been developed in recent years. Th e actigraph is a popular device for 
supplementing the data obtained from sleep diaries (Currie, Malhotra 
et al., 2004; Sadeh & Acebo, 2002). When compared to the gold standard 
of PSG, however, the movement-based sleep estimates from the acti-
graph are prone to large measurement errors. Researchers  generally use 
a combination of sleep measures to assess outcome  following  insomnia 
treatment.

•

•

•

•

•
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Available Self-Help Materials and Target Audience

A search of the Amazon.com Web site using the keywords “self-help” 
and “sleep” produced over 40 hits. Included in the top-selling books were 
No More Sleepless Nights (Hauri, 1996), Can’t Sleep, Can’t Stay Awake: A 
Woman’s Guide to Sleep Disorders (Kryger, 1999), Say Good Night to Insom-
nia (Jacobs, 1999), and Seven Days to a Perfect Sleep (Gordon, 2003). Th e 
majority of available materials come in book form. Audio media (tapes 
or compact disks) comprise the remaining commercially available titles. 
Th e latter products typically consist of audio recordings of relaxation or 
self-hypnotic exercises. It should be noted that these titles are ones devoted 
exclusively to the topic of sleep. Many self-help books on other health 
problems (e.g., chronic pain, depression, menopause) include abbreviated 
advice for enhancing sleep or combating insomnia.

Although no data have been collected, the largest consumers of self-help 
materials on sleep are most likely persons with primary or secondary 
insomnia, which account for over 90% of all persons with sleep disorders. 
In general, self-help books are predominantly purchased by women (Marx, 
Gyorky, Royalty, & Stern, 1992). Furthermore, women and older adults 
are 1.5 times more likely to report insomnia than men or younger adults 
(Smith et al., 2003). Hence, it is not unrealistic to assume that the majority 
of self-help books on insomnia are purchased by women. Th is may explain 
why so many titles are specifi cally targeted at women.

Empirical Basis

Efficacy
To date there have been nine published outcome studies of self-help treat-
ments for sleep problems. Table 10.2 provides the details of each study, 
including the design used, type of self-help material, sample characteristics, 
outcome measures, and main fi ndings. Th e majority of studies recruited 
insomniacs through the media. Ström, Pettersson, and  Andersson (2004) 
also recruited persons through the Internet. Both Morawetz (2003) and 
Currie, Clark et al. (2004) accepted clinic referrals. Participant samples are 
overrepresented by women and middle-aged to elderly individuals, consis-
tent with demographic trends in the prevalence of insomnia (Partinen & 
Hublin, 2000). Sample sizes ranged from 22 to 219. Th ese studies primarily 
targeted persons with insomnia, although not all studies screened for other 
sleep disorders, and Riedel and Lichstein (1995) included non-insomniacs. 
Six studies employed randomized controlled designs; the remaining stud-
ies employed single group, pre-post designs. Th e control group employed 
in all RCTs was a waiting-list control; three of the six RCTs had control 
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participants also fi ll out sleep diaries during the waiting period. Th e 
latter design feature is to control for changes in sleep that can occur by 
regular self-monitoring (Currie et al., 2000; Morin, 1993). In all but one 
study (Morawetz, 2003) the primary outcome measures were derived from 
a sleep diary, which is also the most common outcome instrument for 
therapist-directed studies of insomnia. Some studies used auxiliary mea-
sures such as the Pittsburgh Sleep Quality Index to assess outcomes. Two 
studies assessed change in domains of functioning other than sleep. Only 
one study to date employed an objective measure of sleep (in this case, the 
actigraph), although it failed to show a robust treatment eff ect in either 
the self-help or individual therapy condition (Currie, Clark et al., 2004). 
Overall, the use of outcome measures is comparable to those employed in 
face-to-face therapy trials.

A wide variety of self-help materials have been tested. Early stud-
ies employed manuals that combined the instructions for relaxation and 
stimulus control (Alperson & Biglan, 1979; Morawetz, 1989). Two studies 
made use of video for delivering sleep hygiene education and behavioral 
strategies for insomnia (Oosterhuis & Klip, 1997; Riedel & Lichstein 1995). 
A recent innovative study made use of the Internet to deliver a CBT-based 
insomnia intervention (Ström et al., 2004). Th e Internet is a promising 
mode for delivering sleep treatment to persons unable or unwilling to 
seek direct professional assistance. All studies resulted in improvements 
in sleep for participants. Table 10.3 displays in detail the pretreatment to 
posttreatment and pre to follow-up improvements in SOL, SEF, WASO, 
and AWK for individual studies and the overall, unweighted eff ects. Th e 
number of studies is too small to apply meta-analysis. Th e unweighted 
means comparing pretreatment and posttreatment sleeping status revealed 
average improvements ranging from 7 (TST) to 40% (WASO). In actual 
measurement units, sleep onset reduced an average of 14 minutes from 
pretreatment levels, wake aft er sleep onset time decreased an average of 39 
minutes, and sleep duration increased an average of 24 minutes. Five stud-
ies also included daily ratings of sleep quality (Likert-type scale ranged 
from 1 indicating extremely poor to 5 or 10 indicating extremely good) as 
an outcome measure (Alperson & Biglan, 1979; Currie, Clark et al., 2004; 
Mimeault & Morin, 1999; Oosterhuis & Klip, 1997; Riedel & Lichstein, 
1995). Th e average improvements in sleep quality ratings from baselines to 
posttreatment and baseline to follow-up were 11% each.

Th ese improvements, although statistically signifi cant in most studies, are 
inferior to the changes in the same sleep parameters reported for in-person 
psychological treatment for insomnia. Th e average reduction in sleep latency 
is approximately half of the 30-minute reduction reported from quantita-
tive reviews of CBT for insomnia (Morin et al., 2003). Similarly, change in 
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 number of awakenings falls short in comparison to the average reduction of 
one awakening per night following face-to-face treatment of insomnia. On 
the other hand, the average reduction in nocturnal wake time is comparable 
to the 32-minute reduction reported from the same literature.

Th e absence of more robust changes could be attributed to a variety of 
factors. Fundamentally, the eff ect size for self-help insomnia treatment may 
be less than therapist-directed interventions. In other words, receiving treat-
ment via a workbook may be less potent than receiving treatment in person. 
Furthermore, there could be large unexplained sources of error contribut-
ing to the smaller eff ect size. Only a limited number of outcome studies on 
self-help treatment have been completed with a much greater range of par-
ticipants and treatment delivery methods (e.g., books, video, Internet) than 
is typically seen in therapist-led interventions. Finally, none of the published 
self-help studies provide detailed information on subject adherence with 
the treatment procedures. Mimeault and Morin (1999) collected ratings 
of self-reported compliance with the treatment methods but only reported 
that there was no diff erence in compliance between the book-only and book 
plus telephone support conditions. Success in CBT for insomnia depends 
on regular practice of the behavior change strategies (e.g., applying stimu-
lus control every night). Inability to monitor treatment adherence is a noted 
limitation of self-guided therapy (Rosen, 1987). Future studies comparing 
self-help and therapist-led interventions should collect data on adherence to 
change strategies to better explain the diff erences in effi  cacy.

Duration of Benefits
All of the studies in Table 10.2 except one (Morawetz, 2003) conducted 
follow-up assessments with intervals ranging from 2 to 12 months. Gen-
erally, improvements in sleep latency and wake time aft er sleep onset 
were maintained at follow-up. In fact, these and the other sleep measures 
showed additional improvement at the follow-up. Sleep onset latency was 
on average 42% improved (reduction of 21 minutes) at follow-up compared 
to baseline levels. Number of awakenings decreased 40% from baseline to 
follow-up across studies, and total sleep time increased an average of 40 
minutes. Th is evidence suggests that self-help treatment for insomnia leads 
to sustained improvement in sleep. Nevertheless, follow-up data need to be 
interpreted cautiously. As noted, the length of the follow-up interval var-
ied considerably across studies. Th e only study to include a 12-month fol-
low-up assessment unfortunately reported no quantitative data on change 
in sleep parameters (Gustafson, 1992). Studies also varied in their han-
dling of dropouts. Most studies employed an analytic strategy in which 
only completers were included in the analysis. Using this approach, the 
data from dropouts and persons lost to follow-up are excluded from the 
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analysis of long-term outcomes. Th e potential bias of this approach is that 
persons who felt the treatment was not benefi cial are not included in the 
results. Unfortunately, self-help treatment studies are vulnerable to high 
dropout rates given that aft er participants receive the materials their moti-
vation to volunteer for follow-up testing is likely to wane.

Clinically Significant Change
In recent years, researchers have been challenged to demonstrate that psy-
chological treatments lead to meaningful changes in people’s lives in addi-
tion to aggregate statistical improvements. Critical reviews of insomnia 
treatment research have questioned the clinical signifi cance of individual 
client outcomes (National Institutes of Health Technology Assessment 
Panel, 1996). Th e usual approach to measuring clinically signifi cant change 
has been to determine whether the client’s level of function aft er treatment 
falls within the normal range (Jacobson, Roberts, Berns, & McGlinchey, 
1999). Th e appeal of this method is that posttreatment data are evaluated 
within the context of normal functioning for the target symptom of treat-
ment. Th e drawback is that sometimes even clinically valuable therapy 
may not result in clients functioning within the normal range; they may be 
improved but not necessarily recovered. Within the sleep disorders fi eld, 
accepted criteria are available for defi ning the normative range of sleep 
parameters. Th e cutoff  values for sleep onset latency (SOL) and wake time 
aft er sleep onset (WASO) are 30 minutes each (Lichstein, Durrance et al., 
2003). For sleep effi  ciency (the ratio of time spent sleeping to time in bed) 
a cutoff  of 85% has been proposed (i.e., the individual is asleep for 85% of 
the time spent in bed), with higher values indicating good sleep. Applying 
these criteria to the outcome data displayed in Table 10.3, we fi nd that none 
of the posttreatment and follow-up means for sleep parameters fall within 
the normative range. Th e average follow-up values for SOL and WASO 
approach but do not exceed the 30-minute criteria. Th e follow-up mean for 
SEF falls considerably short of the 85% cutoff . Nevertheless, these data do 
not discount the possibility of clinically signifi cant change in individual 
clients. For example, Currie, Clark et al. (2004) report that 86% of partici-
pants in the self-help treatment condition displayed SOL values below the 
30-minute cutoff  at posttreatment. Mimeault and Morin (1999) reported 
that 50% of participants who received only the self-help book met criteria 
for clinically signifi cant improvement on sleep effi  ciency.

Comparison with In-Person Interventions
Only three studies have directly compared self-help to face-to-face 
 therapy for insomnia. Morawetz (1989) reported diff erential eff ects of 
 treatment modality for sleep medication users compared to non-users. For 
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 medication-free insomniacs, outcomes for patients who received treatment 
via a self-help tape were comparable to patients who received treatment in 
a group format. For regular users of sleep medication (about 45% of the 
sample), the self-help format produced nonsignifi cant changes in sleep that 
were indistinguishable from the control group. Morawetz (1989) concluded 
that sleep medication users require more intensive interventions for sleep 
than provided by self-help. Riedel and Lichstein (1995) reported that for 
elderly insomniacs self-help treatment delivered via a video led to smaller 
changes in sleep compared to the video plus group therapy condition. Cur-
rie, Clark et al. (2004) found that recovering alcoholics with insomnia 
showed the same pattern of sleep improvement whether treatment was pro-
vided individually or through a manual with periodic telephone support. 
However, clients who received individual CBT showed a higher rate of clin-
ically signifi cant change (50 vs. 7% were normal sleepers in the individual 
and self-help conditions, respectively) at 6 months follow-up.

Firm conclusions on the comparability of self-help and direct treat-
ment are diffi  cult to make because of the small number of outcomes 
studies in the area. Furthermore, some self-help conditions are not truly 
representative of a self-guided treatment—participants in Currie, Clark et 
al. (2004), for example, also received telephone support from a therapist. 
However, the limited data available suggest that self-help treatment does 
not  produce the same degree of improvement as face-to-face therapy. Th is 
may be particularly true for diffi  cult or vulnerable populations (e.g., the 
elderly, medication-reliant insomniacs) for which a high degree of comor-
bidity is expected. Th ese groups of insomnia patients may be better served 
with face-to-face sleep treatment. On the other hand, self-help treatment 
has proven to be signifi cantly more eff ective than no treatment.

Implementation Issues
Choice of Materials Clinicians wanting to recommend a book for their 
clients are advised to choose from the materials containing empirically 
tested strategies. None of the top-selling books listed on the Amazon.com 
Web site have been directly used in a controlled trial of effi  cacy. However, 
many of these titles contain the same basic stimulus control and relaxation 
instructions used in the empirically tested materials. No More Sleepless 
Nights (1996) was written by a well-known sleep researcher from the Mayo 
Clinic Sleep Disorders Centre, Dr. Peter Hauri. Th e book contains all of the 
CBT strategies for sleep with a particular emphasis on stimulus control. 
Similarly, Say Good Night to Insomnia (Jacobs, 1999) provides very thor-
ough and comprehensible chapters on changing negative sleep thoughts 
and establishing sleep-promoting habits (including stimulus control and 
sleep restriction). Most of Can’t Sleep, Can’t Stay Awake: A Woman’s Guide 
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To Sleep Disorders (1999; written by Dr. Meir Kryger, who was formerly 
president of the American Academy of Sleep Medicine) is devoted to 
explaining the neurobiological process of sleep, the impact of pregnancy 
and menstrual functioning on sleep, and a thorough review of other sleep 
disorders. Th e CBT strategies for insomnia are summarized, in a succinct 
but thorough fashion, in a single chapter titled “Treating Insomnia with-
out Pills.” Th e book Seven Days to a Perfect Sleep (Gordon, 2003) is perhaps 
the easiest of all these books to read including, as the title describes, a 
7-day sleep-promotion change program. Sleep restriction is not among the 
strategies suggested and the stimulus control rules are interspersed with 
largely untested advice concerning diet and natural sleep remedies.

Among the self-help books and audio-visual media used in the controlled 
studies listed in Table 10.2, the following are still commercially available:

Th e Relaxation Response, by Herbert Benson (1975);
Relief From Insomnia, by Charles Morin (1996);
:60 Second Sleep-Ease: Quick Tips to Get a Good Night’s Rest, by 
Shawn Currie & Keith Wilson (2002).

Th e latter two titles contain all the key CBT interventions (stimulus 
control, sleep restriction, relaxation, and cognitive restructuring) that 
have been tested in empirical research. Benson’s (1975) Th e Relaxation 
Response focuses solely on relaxation training, although this book was 
never marketed as a treatment for primary insomnia. When searching for 
a self-help book on insomnia, clinicians should ensure the title includes 
most if not all of the following elements that are considered integral to the 
cognitive–behavioral approach for insomnia:

a screening test or suffi  ciently detailed information that would 
allow the reader to distinguish between insomnia and a more 
serious sleep disorder such as sleep apnea;
stimulus control guidelines written in suffi  cient detail to make 
the rationale and technique clear to the reader; to avoid dilution 
of both impact and importance, the stimulus control guidelines 
should be kept separate from more general sleep hygiene advice 
(e.g., avoiding caff eine at night, regular exercise);
a relaxation script (progressive muscle or imagery);
recommendations for lifestyle changes conducive to good sleep;
a sleep diary (containing at a minimum entries for time to bed, 
time out of bed, SOL, TST, AWK, WASO, and sleep quality; log-
ging medication use is also helpful) for clients to record their 
progress;
information designed to correct faulty beliefs about sleep; and edu-
cation on the advantages and disadvantages of sleep medications.

•
•
•

•

•

•
•
•

•
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Using a Self-Help Book in Therapy It is common practice for clinicians 
to recommend self-help materials to their clients and then supervise 
their usage and progress in therapy. Directed reading on insomnia as 
an adjunct to psychotherapy for another Axis I disorder (e.g., depres-
sion or anxiety) is potentially an effi  cient use of a self-help sleep book. 
Valuable therapy time can be spent on dealing with complex interper-
sonal or emotional issues. In contrast, the management of insomnia has 
good face validity, is relatively straightforward, and behavior change 
oriented. Nevertheless, clinicians cannot assume that clients are actu-
ally following the strategies. It is critical for clinicians to monitor cli-
ents’ adherence to the sleep behavior modifi cations demanded by the 
CBT approach.

Th e core intervention in CBT for insomnia is stimulus control. Success 
with the remaining strategies depends on regular, nightly adherence to 
stimulus control. Th e following tips may help to ensure compliance: (a) 
have clients self-monitor their sleep with a log and check the log every 
session to ensure clients are maintaining a regular rising time regard-
less of sleep duration or quality; (b) emphasize the need to get out of bed 
when unable to fall asleep; (c) ask clients if they get out of bed every time 
sleep onset is delayed and whether they leave the bedroom as directed 
by stimulus control; (d) problem-solve with clients around adherence to 
stimulus control (e.g., suggest preplanned activities to engage the client 
aft er leaving the bed); and (e) whenever possible, integrate principles of 
insomnia management with other CBT interventions to consolidate gen-
eral learning.

Bibliotherapy for insomnia can be started at any point during treat-
ment for another disorder. Unless clinically contraindicated, it is preferred 
that stimulus control and other strategies started as early as possible in the 
course of treatment. Th is allows the clinician suffi  cient time to monitor the 
client’s application of the strategies from a book. Moreover, recent research 
suggests that targeting insomnia in treatment can alleviate depressive 
symptoms in the absence of any specifi c interventions for depression 
(Morawetz, 2003).

Conclusions and Future Directions

Th e preceding review indicates that self-help materials for insomnia are 
effi  cacious in helping individuals to reduce time to fall asleep, decrease 
the duration and frequency of awakenings, and increase sleep quality. Th e 
magnitude of change is not as large as in-person treatment for insomnia 
but posttreatment improvements are sustained at follow-up assessments. 
 Furthermore, most sleep parameters show additional improvement over 
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time. Self-help therapy for insomnia is also associated with clinically 
signifi cant changes as refl ected in two important areas of sleep function-
ing. First, many treated participants demonstrate sleep patterns in the 
normal range (Currie, Clark et al., 2004; Mimeault & Morin, 1999). Sec-
ond, self-help treatment can help individuals to wean off  sleep medica-
tion by providing alternative coping strategies (Currie, Clark et al., 2004; 
Oosterhuis & Klip, 1997). Th ese fi ndings suggest that self-help treatment 
for insomnia is a potentially cost-eff ective and easily disseminated method 
for treating persons with sleep disorders.

Most researchers concede that self-help can never fully replace the 
benefi ts of face-to-face therapy. Ideally, all insomnia patients should have 
unrestricted access to direct mental health care. Th e preferred approach to 
treating insomnia remains individual or group interventions conducted by 
professionals trained in behavioral sleep medicine. Research conducted to 
date suggests that elderly persons and medication-reliant patients would be 
better served by in-person treatment of insomnia. With direct treatment, 
patients can be properly assessed, closely monitored, and appropriately 
guided in the most eff ective application of behavioral methods for improv-
ing sleep. For patients with limited access to professional sleep services, 
self-help materials can serve as a less intensive alternative for motivated, 
self-directed individuals. Self-help books could also provide an important 
bridge in the treatment continuum. Patients waiting to see a sleep special-
ist or deciding whether a specialist is necessary could gain valuable insight 
and coping strategies from a well-written book on insomnia. Aft er CBT 
for insomnia, an insomnia book can serve as a valuable resource guide to 
help the patient maintain progress and manage relapses in the absence of 
professional guidance.

Although self-help approaches for insomnia show promise, there are 
still important gaps in our knowledge base. More studies that directly 
compare self-help and face-to-face therapy are needed to properly assess 
the strengths and weaknesses of both modalities. Furthermore, the ben-
efi ts of self-help need to be assessed as these materials are intended to be 
used—without the luxury of an initial professional consultation and ongo-
ing telephone support. Th e Internet may be the most promising means of 
delivering a self-guided insomnia program, given the sophistication of the 
technology and the increasing numbers of people who regularly use the 
media to access health-related information.

Th ere has been no cost-eff ective comparison of self-help and direct 
therapy for insomnia. Self-help for insomnia is generally assumed to be 
more cost-eff ective but studies need to be conducted to determine the 
actual savings in health care costs in relation to therapeutic gains. Finally, 
dismantling studies are needed to determine how people actually use and 
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benefi t from the material in a self-help book. Th e eff ective elements of CBT 
for insomnia are thought to be the behavior change strategies (stimulus 
control and sleep restriction). However, it is not known how well readers 
actually follow the recommended steps considered integral to the stimulus 
control approach.

Chapter Points

Transient and chronic insomnia aff ects a large portion of the pop-
ulation, with comorbid medical and psychiatric problems occur-
ring in 50% of insomniacs.
While costs for insomnia, including sleep medications, physician 
visits, and lost productivity are in the billions of dollars, eff ective 
screening and access to psychological treatments is limited.
Sleep-onset insomnia is defi ned as requiring more than 30 min-
utes to get to sleep at least three times/week for 6 months. Few 
self-help books provide diagnostic information or information 
to distinguish insomnia from other disorders, such as sleep 
apnea.
Seventy-fi ve percent of insomnia suff erers benefi t from cogni-
tive behavior therapy, with an average decrease in wakefulness 
of 50% and the number of people who recover ranging from 18 
to 50%.
Techniques used to improve sleep quality and the time asleep 
include stimulus control, sleep restriction, relaxation techniques, 
and cognitive restructuring.
Assessment is usually based on sleep diaries that include mea-
sures of time to sleep onset, minutes awake, number of awaken-
ings, total time asleep, sleep quality, and sleep effi  ciency (time 
asleep/time in bed).
Six controlled studies of insomnia, with treatments advocating 
the above strategies, showed improvements on all outcome mea-
sures but with less eff ectiveness than when delivered in therapist-
 directed treatments.
Six studies that evaluated whether treatment eff ects persisted over 
2- to 12-month follow-ups found an acceleration in the eff ective-
ness of treatments.
Based on two studies, self-help led to clinically signifi cant improve-
ment in 50–86% of treated individuals.
Self-help approaches are less eff ective than therapist-directed 
treatments, especially for those on sleep medications and the 
elderly.

•

•

•

•

•

•

•

•

•

•
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CHAPTER 11
Self-Help Therapies for Problem Drinking

KYP KYPRI AND
JOHN A. CUNNINGHAM

An Overview of Alcohol and Health

Alcohol harms the user via three general mechanisms: intoxicating eff ects, 
which produce acute problems such as injury; relatively immediate toxic 
eff ects such as alcohol poisoning; and chronic disease eff ects, including 
addiction, a variety of cancers, and gastrointestinal problems (Rehm, 
Room, Monteiro et al., 2003). Consumption of alcohol can also harm per-
sons other than the user, via drink driving, assault, fetal alcohol syndrome, 
and a variety of other second-hand eff ects (Langley, Kypri, & Stephenson, 
2003). Th e social patterning and extent of alcohol-related harm depend on 
the pattern and context of consumption, and there is enormous cultural 
variation in the interpretation of what constitutes problem drinking and 
in the terminology used to describe it (Heath, 1998).

Approximately 2 billion people consume alcohol each year, of whom 
more than 76 million are diagnosed with an alcohol use disorder (World 
Health Organization, 2002). In 2002, 4% of the global disease burden 
and 3.2% of all deaths internationally were attributable to alcohol (World 
Health Organization, 2002). Over the past decade, alcohol has increased 
its share of the global burden of disease, despite relatively stable overall 
consumption levels in many developed countries (Babor et al., 2003).

Shift s in terminology refl ect historical changes in the nature and focus of 
alcohol research (Grant & Litvak, 1998). An early focus on the  relationship 
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between national aggregate consumption and the incidence of disease has 
given way to research in which drinking patterns and the social context 
of alcohol consumption are examined in terms of their health and other 
consequences (Saunders & de Burgh, 1998). Some commonly used terms 
are discussed below.

Heavy drinking typically refers to high overall levels of alcohol consump-
tion; for example, weekly or annual consumption that either exceeds a soci-
etal norm (e.g., the median consumption level for the country) or a criterion 
reference (e.g., medically recommended limits). Heavy drinking has also 
been used to refer to a large quantity of alcohol consumed on a single occa-
sion, oft en called heavy episodic drinking or binge drinking. Binge drinking 
is operationally defi ned in the United States as the equivalent of 60 grams 
of ethanol (5 U.S. standard drinks) for males and 48 grams (4 U.S. standard 
drinks) for females consumed within a 2-hour period (National Institute 
on Alcohol Abuse and Alcoholism, 2004). In men and women of average 
weight, this level of consumption typically produces a blood alcohol con-
centration of more than 0.08 g/ml, the legal limit for driving in the United 
States (the limit is 0.05 g/ml or lower in most other developed countries).

Alcohol dependence and alcohol abuse are diagnostic categories of the 
Diagnostic and Statistical Manual of Mental Disorders, fourth edition 
(DSM-IV; American Psychiatric Association, 1994), the most widely used 
mental health classifi cation system in North America. Alcohol dependence 
is characterized by a “cluster of cognitive, behavioral, and physiological 
symptoms indicating that the individual continues [drinking] despite 
signifi cant [alcohol]-related problems” (p. 176). Alcohol abuse is defi ned 
as “a maladaptive pattern of [alcohol] use manifested by recurrent and 
signifi cant adverse consequences related to the repeated use of [alcohol]” 
(p. 182). For each diagnosis, the drinker is required to have exhibited a 
certain number of specifi ed symptoms.

Alcohol dependence syndrome and harmful drinking are the terms used 
in the International Classifi cation of Diseases, tenth edition (ICD-10; 
World Health Organization, 1992). Th e ICD alcohol dependence syndrome 
is defi ned similarly to that in its DSM counterpart, but in contrast, the 
diagnosis harmful drinking, “a pattern of [drinking] that is causing damage 
to physical…or mental health” (p. 106), diff ers markedly from its DSM 
counterpart, alcohol abuse, which refl ects more the social consequences 
of excessive alcohol consumption. Prevalence estimates of alcohol depen-
dence obtained under DSM and ICD tend to be similar, whereas estimates 
for alcohol abuse tend to be higher than those for harmful drinking (Hasin 
et al., 1997; Hasin, Li, McCloud, & Endicott, 1996).

A term beginning to appear frequently is hazardous drinking, defi ned 
as alcohol consumption “that will probably lead to harmful consequences 

ER51712_C011.indd   244ER51712_C011.indd   244 06/10/2007   08:00:3106/10/2007   08:00:31



Self-Help Th erapies for Problem Drinking • 245

for the user” (Edwards, Arif, & Hadgson, 1981). Th e adoption of this term 
refl ects empirical fi ndings of a spectrum of alcohol use and related prob-
lems (see Figure 11.1), in which a small proportion of drinkers are alcohol 
dependent, a larger minority drink in a harmful or hazardous manner, the 
majority drink at low risk levels, and some are abstinent (Saunders & Lee, 
2000).

For the purposes of this chapter, we use the term problem drinking to 
cover the full spectrum of alcohol use patterns that produce harm or place 
the drinker at high risk of experiencing harm. Th e harm can be acute—
e.g., poisoning, injury, social embarrassment, legal sanction, damage to 
the fetus—or chronic; e.g., cancer, cirrhosis, addiction, depression, and 
family breakdown.

The Prevalence of Alcohol Consumption and Alcohol Use Disorders
Th ere is evidence of a move toward less frequent drinking but increased 
quantities per drinking occasion in many countries, a pattern associated 
with a high social cost (Rehm, Room, Graham et al., 2003), which may also 
reduce some of the benefi ts of moderate consumption (Breslow & Smoth-
ers, 2005). For example, epidemiological data from the United States reveal 
a 17% increase from 1993 to 2001 in binge drinking episodes per person 
in the adult population (Naimi et al., 2003). Among those who consumed 
alcohol in 2001, 51% of 18–20 year-olds and 49% of 21–25 year-olds had 
consumed fi ve or more drinks (>60g ethanol) at least once in the last 30 
days (Naimi et al., 2003). Notably, 69% of such drinking episodes occurred 
in persons aged 26 years or older, demonstrating that the problem is not 
limited to adolescents and young adults.

Dependence 

Hazardous/harmful drinking

Low risk drinking

Abstinence

Figure 11.1 Relative proportion of dependent, hazardous, and low-risk drinkers. The size of seg-
ment indicates the approximate proportion of the population in each category. From “Hazardous 
Alcohol Use: Its Delineation as a Subthreshold Disorder, and Approaches to Its Diagnosis and 
Management,” by J. B. Saunders and N. K. Lee, 2000, Comprehensive Psychiatry, 41(2 Suppl. 1), 
pp. 95–103. Reprinted with permission.
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Alcohol use disorders are among the most prevalent mental health dis-
orders and they have a high rate of comorbidity. In the Australian National 
Survey of Mental Health and Well Being, conducted in 1997 (n = 10,641, 
78% response), one third of persons with a DSM alcohol use disorder 
met criteria for one or more comorbid mental disorders in the previous 
12 months (Teesson, Dietrich, Degenhardt, Lynskey, & Beard, 2002). Th e 
most common comorbid disorders were anxiety (20%) and aff ective disor-
ders (24%) (Teesson, Hall, Lynskey, & Degenhardt, 2000).

In the United States, the 1999 National Household Survey on Drug 
Abuse (Substance Abuse and Mental Health Services Administration, 2000) 
showed that alcohol dependence was more common than  dependence on 
illicit substances. Twelve-month prevalence rates of alcohol dependence 
were 6.5% at age 15, climbing to a peak of 11.7% at age 21 and declin-
ing to 6.6% at age 25. Rates were 3–4% for persons aged 30–49 years and 
around 1% for persons 50 years and older. Th ese results are similar to those 
obtained in Australia, where 9.3% of persons aged 18–24 years meet crite-
ria for dependence (Teesson et al., 2000).

The Need for Self-Help Approaches in Reducing 
Problem Drinking
A recent comprehensive review of evidence for policy and other inter-
ventions to address alcohol-related harm (Babor et al., 2003), concludes 
with a list of best practice recommendations including: increasing 
taxes on alcohol, a minimum purchase age of 21, reducing the density 
of liquor outlets, curtailing hours of sale, and a range of drink-driving 
countermeasures.

While the evidence for these is robust across a variety of settings and 
cultures, political and public support for placing greater restrictions on the 
availability of alcohol is currently low. In England, for example, the gov-
ernment recently moved to permit 24-hour liquor licenses and to substan-
tially reduce local authority powers to restrict locations of outlets (Room, 
2004). Surveys of Canadians in 2000 and 2002 reveal little support for 
increased alcohol taxes (20% in favor, 80% against) and opposition to the 
prohibition of liquor advertising on television (40% in favor, 60% against), 
while only 9% said there were too many liquor outlets in their communi-
ties (Giesbrecht, Ialomiteanu, & Anglin, 2005).

Although eff orts should no doubt continue to bring about shift s in pub-
lic sentiment and policy in order to create environments that discourage 
problem drinking, these fi ndings reinforce the need for the development 
and widespread implementation of eff ective demand-side interventions. 
Among the interventions that may be useful as part of an overall strategy 
are self-help approaches.
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Overview of Self-Help for Problem Drinking
In Australia, only about one third of persons diagnosable with an alcohol 
use disorder in the last 12 months had consulted a health professional about 
it (Teesson et al., 2002). Th is may in part be evidence of the failure to detect 
persons with disorder in primary health care (Denny, Serdula, Holtzman, 
& Nelson, 2003) and real or perceived barriers to accessing treatment. 
It probably also refl ects the fact that many people recover from alcohol 
use disorders without recourse to professional help (Sobell, Wilkinson, & 
Sobell, 1990). Self-help approaches have the potential to bridge a gap for 
those in need of some assistance but unable or unwilling to access help via 
conventional means.

For several decades now, self-help pamphlets, manuals, and books 
have been used to supplement traditional treatment of alcohol use disor-
ders (Richmond, Heather, Wodak, Kehoe, & Webster, 1995), to stimulate 
interest in treatment, and to encourage maintenance along with telephone 
follow-up (Heather, Kissoon-Singh, & Fenton, 1990). Th e use of these 
materials has been studied in clinical settings as self-standing interven-
tions, to raise awareness about safe drinking guidelines, to help people 
assess their own alcohol use, and to suggest strategies for cutting down 
(Heather, Whitton, & Robertson, 1986).

Th ese interventions use a variety of techniques, typically based on cog-
nitive–behavior therapy (CBT) and/or motivational interviewing (Miller 
& Rollnick, 1991). For example, Sitharthan and colleagues administered 
a CBT treatment program by correspondence (Sitharthan, Kavanagh, 
& Sayer, 1996) to adults with self-professed problem drinking but with-
out physical dependence who were seeking to cut down on their own. 
Aft er initial assessment, participants received fi ve letters over a 4-month 
period describing methods they could use to control their drinking. Th ese 
included standard features of CBT: goal-setting, keeping record of when 
they exceeded their goals, problem-solving, planning approaches to avoid 
high-risk settings, methods to resist temptation, relapse prevention, and 
lifestyle change.

Th e FRAMES approach described by Miller and Rollnick (1991) is the 
foundation for many motivationally based self-help programs. FRAMES 
stands for generating Feedback on the basis of a detailed assessment, 
emphasizing the client’s Responsibility for changes, providing clear 
Advice to a client to reduce their drinking, off ering a Menu of strate-
gies for accomplishing goals, adopting an Empathic style, and promoting 
Self-effi  cacy. Given the lack of clinician contact in self-help approaches, 
FRAMES is typically used selectively and within the confi nes of the 
medium of communication. Feedback is commonly used in interactive 
approaches, by mail or over the Internet. Cunningham and colleagues 
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developed a self-help booklet based on these principles for use in an addic-
tion clinic (Cunningham, Sdao-Jarvie, Koski-Jannes, & Breslin, 2001). 
Aft er a clinician-administered assessment, clients were given a booklet 
titled “Alcohol and You,” containing a summary of their consumption 
and alcohol-related problems, comparison of the client’s drinking with 
others in the population, a drinking diary for regular self-monitoring, 
information on the eff ects of reducing their drinking, a decisional bal-
ance exercise, encouragement to set a goal and to seek further help, and 
a menu of options the client could use to aff ect a change. Many clients 
express surprise at the extent to which their drinking exceeds medically 
recommended limits and societal norms and report that this has a moti-
vating infl uence (Kypri, 2002).

Th e provision of self-help materials and support by correspondence have 
features that make them attractive for community-level intervention for 
problem drinking: they minimize costly professional contact, they can be 
tailored to fi t a person’s motivational state, and they can be used to supple-
ment more intensive intervention. Th ese interventions have the potential 
to reach segments of the population not normally in contact with alcohol 
treatment services, thereby broadening the base of treatment (Institute of 
Medicine, 1990).

More recently, the effi  cacy of self-help materials outside health care set-
tings has been studied, in which materials are posted to entire commu-
nities (Cunningham, Wild, & Walsh, 1999; Sobell et al., 2002). Since the 
mid-1980s, computers have been used to deliver self-help resources (Skin-
ner, Allen, McIntosh, & Palmer, 1985), and interactive applications via the 
Internet have recently begun to proliferate (Skinner, Maley, Smith, Chir-
rey, & Morrison, 2001).

Th ere is considerable community interest in self-help resources deliv-
ered by a variety of methods. In a survey of a random sample from the gen-
eral population in Ontario, Canada, Cunningham and colleagues (1999) 
found that 45% of problem drinkers expressed interest in receiving a free 
self-help booklet. In a second such survey by Koski-Jannes & Cunningham 
(2001), current drinkers were asked about their interest in: (a) a telephone 
assessment with a therapist, (b) a self-help book, and (c) computerized 
normative feedback concerning their drinking. Interest in (a), (b), and (c) 
was 16, 26, and 39%, respectively.

With respect to the provision of self-help material via computers, Kypri 
and colleagues (Kypri, Saunders, & Gallagher, 2003) found that university 
students considered Web-based assessment and personalized feedback the 
most acceptable of a range of brief interventions for hazardous drinking. 
Four out of fi ve hazardous drinkers said they would use such a resource if 
they felt they had a drinking problem (Kypri et al., 2003).
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For the general population, Cunningham and colleagues (Cunningham, 
Humphreys, & Koski-Jannes, 2000) developed a service in which users 
provided details of their drinking and related experiences through a Web 
site and were given personalized, normative feedback on-line. A voluntary 
Web survey linked to the feedback, assessing acceptability of the materials 
and process, showed that feedback was generally well received by respon-
dents. It was concluded that the Internet format is promising as a means of 
providing motivational feedback on alcohol use. However, signifi cant chal-
lenges were identifi ed with respect to evaluating the instrument’s effi  cacy. 
Unlike interventions that are delivered in structured settings (e.g., primary 
care facilities), a free access Web site does not readily accommodate the 
tracking of service users over time for the purpose of evaluation. Further-
more, there is a potential that seeking to track users for follow-up, via a 
voluntary login, might reduce its appeal to problem drinkers who prefer to 
remain anonymous and thereby reduce the reach of the intervention.

Th ese research challenges may lie behind the tendency among provid-
ers to oversell self-help services off ered over the Internet. On the basis of 
an extensive search, Toll and colleagues present a description of alcohol-
related Web sites, reporting that only 5 of 68 treatment-related sites (7%) 
provided on-line treatment. Seventy percent of treatment sites applied 
12-step facilitation, and only 4% focused on motivational strategies; i.e., 
those for which there is strong evidence of effi  cacy. Few sites provided ref-
erences (13%) or outcome data (7%) on the treatment that they recom-
mended (Toll et al., 2003).

Th e recognition of a need for greater attention to the validation of self-help 
approaches is not new. In a paper motivated by the rapidly growing interest 
in self-help interventions in the 1970s, Glasgow and Rosen (1978) reviewed 
studies of interventions for a range of behaviors (not including problem 
drinking). Th ey concluded that although a number of interventions were 
evidence based, in general, “the extent to which self-help programs have 
been validated remains extremely variable” (p. 16). Th ey called for greater 
methodological rigor in the evaluation of effi  cacy, in particular: use of study 
samples that allow for generalizability to the population of interest, reduc-
ing loss to follow-up, longer follow-up, identifi cation of key mediating vari-
ables in eff ective interventions, and eff orts to quantify cost-eff ectiveness.

Glasgow and Rosen (1978) also called on researchers to adopt common 
defi nitions of intervention types. Th ey defi ned self-administered programs 
as those in which “a written program constitutes the sole basis for treat-
ment and clients administer materials without therapist contact” (p. 2). 
Minimal contact referred to programs “in which there is some contact with 
the therapist, but clients rely primarily on a written program” (p. 2). Th er-
apist-administered programs involved regular contact with a therapist, 
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where meetings supplement the written material. Th is three-way classifi -
cation still usefully refl ects the heterogeneity in the application of self-help 
methods for behavioral change. Given the advances in electronic commu-
nication, the classifi cation could be expanded to include a specifi cation of 
the medium through which the approach operates.

Effectiveness of Self-Help Interventions
Th e media through which self-help has been delivered include books, 
pamphlets, the telephone, and computers. In a recent paper, Apodaca and 
Miller (2003) reported on a meta-analytic review of the effi  cacy of bib-
liotherapy for alcohol problems. Bibliotherapy was operationally defi ned 
as “any therapeutic intervention that was presented in a written format, 
designed to be read and implemented by the client” (p. 290). Th e review 
included studies in which bibliotherapy was provided in conjunction with 
no more than one session with a practitioner, thereby cutting across the 
fi rst two of Glasgow and Rosen’s (1978) categories. Twenty-two studies 
met the inclusion criteria. Th e authors concluded that “modest support 
was found for the effi  cacy of self-help materials in decreasing at-risk and 
harmful drinking” (p. 289).

In their review method, Apodaca and Miller (2003) made an impor-
tant distinction between interventions aimed at individuals seeking 
treatment and those aimed at individuals identifi ed through screening 
(so-called non-treatment-seekers). Th ey found that eff ect sizes were 
considerably lower and more variable for the latter group. Despite 
the small eff ect sizes, when viewed from a public health perspective 
(Abrams et al., 1996), self-help interventions off er the chance of a sig-
nifi cant  population-level payoff  as such interventions are low cost and 
could be provided to a wide range of individuals. Public health impact 
is typically conceptualized as the reach of the intervention × effi  cacy 
per unit cost (Abrams & Clayton, 2001). Th e low cost and potential for 
broad reach of self-help interventions, coupled with the high base rate 
of the behavior, suggests that such interventions can have a signifi cant 
public health impact. Th is argument follows from the observation that 
the majority of individuals with drinking problems do not seek treat-
ment (Institute of Medicine, 1990).

Motivating individuals to seek help is only the fi rst in a series of steps 
needed to achieve a treatment outcome. Research on brief interventions in 
primary health care shows that practitioners are not always in favor of dis-
cussing alcohol with their patients through fear of damaging rapport and 
because of the scarcity of time available to conduct intervention where it is 
required (Beich, Gannik, & Malterud, 2002; Lock, Kaner, Heather, Gilvarry, 
& McAvoy, 2000). Th ere is also evidence that it is diffi  cult to maintain 
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consistent involvement of key health service staff  in the implementation of 
brief interventions; for example, service receptionists (Lock et al., 2000).

Qualitative Review of Self-Administered Treatments

Given the need to extend the reach of interventions for alcohol problems 
(U.S. Preventive Services Task Force, 2004), there is value in separately 
 considering interventions that do not involve any contact with a health 
practitioner, which we take to include general practitioners, medical 
 specialists, nurses, psychologists, counselors, and social workers. Th is 
 category is equivalent to Glasgow and Rosen’s (1978) self-administered clas-
sifi cation. Eff ective interventions that are deliverable without the need for 
practitioner involvement may be more likely to be put into practice than 
those that require the ordinary systems of health care delivery to be modi-
fi ed substantially. Because of the heterogeneity in format of self-help and 
correspondence interventions revealed in the search for papers in this study, 
and the paucity of research evaluating them, we have not attempted a meta-
analytic review. Th e purpose of this study was to critically review the evidence 
on self-administered treatments and to discuss future research needs.

Methods
Self-administered treatments were defi ned as materials or information 
supplied to individuals with the aim of reducing drinking or alcohol-re-
lated problems that did not involve contact with a health practitioner: 
doctor, nurse, psychologist, counselor, or social worker. Studies in which 
a health practitioner provided assessment or treatment for an alcohol or 
drug problem were excluded. To be eligible for inclusion, studies also had 
to have a randomly assigned control group; i.e., a group of individuals not 
exposed to an intervention or to only minimal materials such as educa-
tional pamphlets, which was assessed at the same follow-up time points 
as the experimental group(s). Accordingly, studies in which a self-help 
intervention served as a control condition (e.g., where compared with a 
practitioner-delivered intervention) were not included.

Studies were identifi ed by: (a) searching of PubMed using the “Any 
Field” criterion; (b) searching of PsycINFO in the title, abstract, heading 
word, table of contents, and key concepts fi elds; and (c) by examining the 
reference lists of the papers identifi ed in those searches. We searched for 
the following word combinations: alcohol and bibliotherapy, alcohol and 
self-help, alcohol and computer and intervention, alcohol and correspon-
dence and intervention, alcohol and feedback and intervention, alcohol 
and motivational and intervention, alcohol and normative and interven-
tion. Th e searches were conducted on April 1, 2004.
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Only analyses of intervention group by time interaction eff ects and 
between-group comparisons adjusted for baseline diff erences are reported, 
which we take as an adequate test for a diff erential eff ect of intervention. 
Studies in which both the experimental and control conditions showed 
reductions in drinking but in which there were no signifi cant diff erences 
between conditions were not taken as evidence of the effi  cacy of the inter-
ventions. We grouped the durations of outcome into the categories used 
by Moyer, Finney, Swearingen, and Vergun (2002) in their meta-analytic 
review of brief intervention effi  cacy trials: < 3 months, > 3–6 months, > 6–12 
months, and > 12 months.

Results
A total of 1135 references were examined, of which 14 (describing 13 stud-
ies) were deemed eligible for inclusion in the review. Th e eligible papers 
are listed alphabetically and summarized in Table 11.1. Th ey include two 
Ph.D. dissertations and 12 articles in peer-reviewed journals, spanning the 
period from 1986 to 2003.

Five of the studies include only college students as participants, 
recruited through undergraduate classes (Agostinelli, Brown, & Miller, 
1995;  Collins, Carey, & Sliwinski, 2002; Miller, 2001; Walters, Bennett, & 
Miller, 2000) or at a student health clinic (Kypri, 2002). Th e remaining 
studies involved members of the general population recruited through 
population surveys (Cunningham, Koski-Jannes, Wild, & Cordingley, 
2002; Cunningham, Wild, Bondy, & Lin, 2001; Sobell et al., 2002), media 
advertisements (Heather et al., 1986; Hester & Delaney, 1997; Sitharthan et 
al., 1996), or a workplace (Walters & Woodall, 2003).

A broad range of criteria were used to defi ne problem drinking, including 
average alcohol consumption above recommended limits (e.g., Agostinelli 
et al., 1995), a 7-day diary (e.g., Sitharthan et al., 1996), standard screening 
tests like MAST or the AUDIT (e.g., Hester & Delaney, 1997), and a combi-
nation of a standard screening questionnaire and a consumption measure 
(e.g., Heather et al., 1990).

Intervention Approaches Th e studies cover a range of intervention 
approaches. Two groups of intervention approaches, each applied to a range 
of populations and settings, could be discerned. Interventions based on 
motivational feedback and, in particular, normative comparison, in which 
a person’s consumption levels were compared with a reference group, 
constituted the largest group (Agostinelli et al., 1995; Collins et al., 2002; 
Cunningham, Wild et al., 2001; Miller, 2001; Sobell et al., 2002, Walters 
et al., 2000, Walters & Woodall, 2003). A subgroup of these motivational 
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feedback approaches included studies relying on computers to deliver the 
assessment and feedback (Kypri, 2002; Hester & Delaney, 1997).

A second group of studies involved more complex interventions. In their 
experimental conditions C and D, Cunningham and colleagues (2002) 
used a self-help book called Saying When (Sanchez-Craig, Davila, & Coo-
per, 1996), which presents a fi ve-step process following principles of moti-
vational interviewing, cognitive–behavior therapy, and relapse prevention: 
(a) taking stock, (b) coping with temptation, (c) goal-setting, (d) developing 
strategies to meet goals, and (e) maintaining progress. Included in the book 
are forms to assist with self-monitoring of progress and some answers to 
frequently asked questions about drinking and alcohol-related problems.

In their experimental conditions (A in the 1986 study; B, C, and D in 
the 1990 study), Heather and colleagues used a 56-page manual titled So 
You Want to Cut Down Your Drinking, which was professionally printed 
in color with illustrations. Th e content followed principles of behavior 
therapy and relapse prevention with an emphasis on knowledge and skill 
acquisition. It included defi nitions of alcoholism and problem drinking, 
guidance on who should attempt controlled drinking versus abstinence, 
information on standard units and recommended weekly limits, a diary to 
record the previous week’s drinking for the purpose of comparison, infor-
mation on alcohol metabolism, the behavioral and emotional eff ects of 
diff erent blood alcohol levels, the concept of tolerance, items on decisional 
balance, instruction in self-monitoring, a guided functional analysis of 
drinking behavior, limit setting, self-reinforcement, slowing drinking, 
drink refusal, and what to do in case of relapse. Th e control condition 
booklet called Drinking and Alcohol Problems in Scotland gave general 
information about drinking and alcohol-related problems illustrated by 
case studies.

Th e correspondence-based self-help materials tested by Sitharthan and 
colleagues (1996, condition A) consisted of fi ve letters sent to participants 
over a 4-month period, beginning with information about the eff ects of 
alcohol and personalized feedback and followed by guidance in a range of 
cognitive–behavioral strategies that could be used to control their drink-
ing. Th ese included goal-setting, self-monitoring, problem-solving, plan-
ning for high-risk situations, dealing with temptation, relapse prevention, 
and planning a future lifestyle.

Efficacy in Reducing Drinking and Related Problems Table 11.2 presents a 
summary of the post-intervention periods assessed in the reviewed stud-
ies. None of the studies examined outcomes for a period of greater than 12 
months. Of the 13 studies reviewed, 11 presented evidence of intervention 
eff ects. Th e two exceptions were Sobell et al. (2002), in which there were 
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small and inconsistent between-group diff erences, and Walters and Wood-
all (2003), in which a non-signifi cant diff erence favored intervention.

Five trials showed that self-help interventions resulted in decreased 
consumption and/or alcohol-related problems in the intervention group 
relative to controls 6 months later (Cunningham et al., 2002; Heather et 
al., 1990, 1986; Kypri, 2002; Miller, 2001; Sitharthan et al., 1996). In two of 
these, the eff ects were present at 12 months (Heather et al., 1987; Sithar-
than et al., 1996). In fi ve trials, eff ects were limited to 10 weeks (Hester & 
Delaney, 1997), 6 weeks (Agostinelli et al., 1995; Collins et al., 2002), and 
one month (Cunningham, Wild et al., 2001; Walters et al., 2000), although 
it should be noted that in all but one of these (Collins et al., 2002), longer 
follow-up assessments were not undertaken.

Mailed manuals or feedback reports were the sole intervention in all but 
four of the studies. In addition to mailed self-help booklets, Heather et al. 
(1990) provided participants in one arm of their trial the opportunity to give 
progress reports on their drinking by leaving answering machine messages. 
Hester and Delaney (1997) screened individuals face-to-face, aft er which 
participants completed self-control training using an interactive computer 
program. In the trial described by Kypri (2002), all screening, assessment, 
feedback, and one of the follow-up assessments were conducted using an 

Table 11.2 Follow-up Assessments Conducted in the Reviewed Studies

Assessment undertaken

(< 3 Mos) (> 3–6 Mos) (> 6–12 Mos)

Agostinelli et al., 1995 P — —

Collins et al., 2002 P x —

Cunningham et al., 2001 — P —

Cunningham et al., 2002 P — —

Heather et al., 1986, 1987 — P P

Heather et al., 1990 — P —

Hester & Delaney, 1997 P — —

Kypri, 2002 P P —

Miller, 2001 — P —

Sitharthan et al., 1996 — P P

Sobell et al., 2002 — — x

Walters et al., 2000 P — —

Walters & Woodall, 2003 P — —

PIntervention eff ect; x no eff ect detected; — not assessed.
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interactive Web interface, while the second assessment was by mail. In the 
study described by Miller (2001), two of the experimental arms (C, Alcohol 
101 CD-ROM; and D, Alcohol Skills Training Program) did not meet eligi-
bility criteria for this review. However, the multiple assessment group (B) 
could be considered to have received a minimal self-help intervention and 
was compared against a single assessment group (A). Both of these groups 
were screened by mail and then assessed with a Web survey.

Discussion
A small and heterogeneous group of self-administered interventions for 
problem drinking met the eligibility criteria for inclusion in this review. 
Only three of the trials included assessments of outcomes lasting more 
than 6 months. Th ere was modest evidence supporting the use of mini-
mal self-administered interventions for reducing problem drinking in 
the short term (up to 6 months). Th ere was also some evidence of eff ec-
tiveness for more intensive self-administered interventions for up to 12 
months. Th ese results are consistent with those of Apodaca and Miller 
(2003), who found small to medium eff ects of bibliotherapy with self-
referred drinkers and more variable results for drinkers identifi ed 
through screening.

Th ere are a number of methodological factors that aff ect the reliabil-
ity and generalizability of the results. Notably, many of the studies had 
small sample sizes: in six of the trials, there were fewer than 30 individ-
uals included in each of the experimental arms analyzed. Th is exposes 
the review process to the risk of publication bias (Dickersin, 1990), also 
known as the fi le-drawer problem (Rosenthal, 1991). It has been shown 
that underpowered clinical trials with statistically signifi cant fi ndings 
are more likely to be reported in the scientifi c literature than studies 
with nonsignifi cant results (the latter oft en consigned to the fi le drawer; 
Dickersin, Chan, Chalmers, Sacks, & Smith, 1987). Th is is due to a vari-
ety of factors beyond the scope of this chapter (Dickersin, 1997). In a 
large systematic review, such as that conducted by Moyer et al. (2002), 
analyses can be conducted with and without the underpowered trials 
in order to estimate the extent of the bias. In this case, all six of the 
studies with fewer than 30 individuals per experimental arm yielded 
positive results. Caution is therefore advised in the interpretation of the 
fi ndings.

In six of the trials, participants were recruited with advertisements 
off ering help with drinking problems. One would therefore assume that 
these individuals had relatively high motivation to reduce their drinking. 
It is against this backdrop that the results from these studies should be 
interpreted.
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One particularly interesting fi nding is that by Miller (2001), in which 
college students exposed to assessment alone (group B) reduced their 
drinking and related problems to an extent similar to those in groups that 
received intervention. Th is eff ect, sometimes called assessment reactivity or 
a Hawthorne eff ect (Mayo, 1933), is oft en observed clinically but has rarely 
been subjected to formal study in the alcohol research fi eld. It underlines 
the value in at least assessing a patient’s drinking, whether there is the 
capability of delivering intervention or not.

Cunningham and colleagues (2002) employed a factorial design to 
examine the eff ects of personalized feedback, a key component of moti-
vational interviewing, and a self-help book, both separately and jointly. 
Participants who received personalized feedback reported better drinking 
outcomes than those who received no intervention, but the best outcomes 
were reported by individuals who received both personalized feedback 
and a self-help book.

Th e study by Cunningham et al. (2002) is arguably the most robust study 
of self-help materials for alcohol problems among the general population. 
Given the process by which participants were recruited—a probability 
sample from the general population—it can be concluded that personal-
ized feedback and a self-help manual used proactively would be likely to 
benefi t persons with problem drinking in the wider population, many of 
whom might not present for treatment.

Th e small area population study described by Cunningham, Wild 
et al. (2001) was the only study to experimentally examine a psychologi-
cal mechanism—perceived risk—hypothesized to mediate the response to 
normative feedback. Problem drinkers tended to reduce their drinking if 
they received the intervention and perceived themselves to be at high risk 
of alcohol-related harm and to increase their drinking if they received the 
intervention but considered themselves to be at low risk of alcohol-related 
harm. Th is result has important implications for the way correspondence 
interventions are delivered but, because of its posttest-only design these 
fi ndings need to be replicated.

A pilot study involving the provision of personalized assessment feed-
back for problem drinking on the Internet (Cunningham et al., 2000), 
showed that there is an audience for Internet-based interventions. Th e 
authors concluded that the next step was to determine whether receiving 
such personalized feedback materials on the Internet leads to changes in 
drinking behavior. Such a study was conducted by Kypri and colleagues 
(2004), with students attending a university health service. Electronic 
screening and brief intervention (e-SBI), involving assessment of drinking 
risk levels and personalized feedback delivered by computer, was found 
to produce signifi cant reductions in hazardous drinking in the short and 
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medium term. A process evaluation confi rmed that the intervention was 
popular among students and suggested that the follow-up assessment (to 
which the control condition was exposed) may itself have encouraged 
moderation in drinking.

In the context of addiction medicine, the studies by Heather et al. 
(1986, 1990) and Sitharthan et al. (1996) are of the highest quality and 
relevance. Together they support the use of self-help manuals following 
cognitive–behavioral principles among individuals who are seeking help 
for problem drinking and are unwilling or unable to undergo face-to-face 
interventions.

Although there are some notable exceptions in the studies reviewed 
here, Glasgow and Rosen’s (1978) conclusions concerning the lack of 
experimental rigor in this fi eld arguably still apply. Of greatest concern are 
the small sample sizes and the high loss to follow-up in many studies, both 
of which can bias the conclusion one might draw from a review in favor 
of intervention. Another research need is for studies whose results can be 
sensibly generalized to the population and setting of interest. For example, 
experimental studies of normative feedback provided in the artifi cial con-
text of an undergraduate psychology class are unlikely to produce results 
that generalize to clinical or general population settings. Accordingly, it is 
recognized that some experimental rigor may have to be sacrifi ced in order 
to promote ecological validity.

In researching this chapter, we were surprised at how diffi  cult it was to 
fi nd freely available and validated self-help materials on the Web, given the 
strong enthusiasm expressed for Web-based services of this kind (Kypri, 
Sitharthan, Cunningham, Kavanagh, & Dean, 2005). Two sites (http:// 
www.alcoholhelpcenter.net and http: // www.alcoholscreening.org) stood 
out as being user-friendly, employing validated measures, and following 
proven principles of intervention, although it should be noted that effi  cacy 
data are not yet available for either site. In a large study of the latter of these 
sites, Saitz et al. (2004) found that it received over 115,925 visits per year, 
and over a 14-month period, screening questionnaires were completed by 
39,482 adults (66% male). Two thirds (65%) screened positive for hazardous 
drinking on the AUDIT. A third of users visited a segment off ering further 
help or referral for treatment. Th e study showed that a well-designed and 
resourced program can reach large numbers of hazardous drinkers and 
facilitate referral for further care.

From an evidence-based perspective, self-help interventions for problem 
drinking can best be described as promising. It is clear from this review 
that more research is needed in this area in order to develop and evaluate 
eff ective self-help interventions for the many problem drinkers who will 
never seek treatment.
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Chapter Points

Alcohol use runs the gamut from a small percentage of users who 
are alcohol dependent to a large minority who drink in a harmful 
or hazardous way to the majority who drink at low levels or who 
are abstinent.
Binge drinking is on the rise in most countries and across all age 
groups, though most of this level of drinking is concentrated in 
individuals 18–25 years of age.
Self-help materials have been used to supplement traditional treat-
ment, stimulate interest in treatment, encourage maintenance of 
eff ective treatment, and help people cut down on their own.
Many self-help approaches are based on the FRAMES system – 
generating Feedback based on assessment, emphasizing indi-
vidual Responsibility for change, providing directed Advice to 
reduce drinking, off ering a Menu of strategies for achieving goals, 
adopting an Empathic style, and promoting Self-effi  cacy.
In a review of self-administered treatments that included no ther-
apist contact, either for assessment or treatment, modest evidence 
was found supporting a treatment eff ect up to 6 months and some 
evidence of eff ectiveness up to 12 months.
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CHAPTER 12
Self-Help Therapies for Cigarette 

Smoking Cessation
MITCHELL L. SCHAR E AND

DESPINA D. KONSTAS

Smoking is a proven risk factor for the three leading causes of death in 
the United States: heart disease, cancer, and stroke. It is responsible for 
approximately 440,000 premature deaths in the United States each year 
and represents the single most preventable cause of death in our society 
(Centers for Disease Control and Prevention [CDC], 2002a). Neverthe-
less, it is estimated that 45.8 million Americans continue to smoke (CDC, 
2004). Additionally negative eff ects of environmental smoke among non-
smokers have been fi rmly established, with mortality rates estimated at up 
to 38,000 annually as a result of involuntary smoking (CDC, 2002a). In 
addition to premature mortality, smoking was responsible in the period 
from 1995 to 1999 for approximately $157 billion in annual health-related 
economic losses (CDC, 2002a).

Due to the well-known negative health consequences of smoking on 
the individual smoker, as well as to surrounding nonsmokers, and the 
economic costs of smoking, American society has waged a war against this 
behavior. According to the National Center for Chronic Disease Prevention 
and Health Promotion (CDC, 2006b), the implementation of social legisla-
tion, such as higher tobacco taxes and public smoking bans, have caused an 
increase in the number of smokers attempting to quit (estimated at 41.0% 
in 2000), yet only a few (4.7%) are successful at maintaining abstinence at 
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12 months. Furthermore, it is reported that there is a concurrent increase 
in the desire to quit among active smokers (70.0%; CDC, 2002b).

According to established research, most smokers (97%) quit on their 
own or with minimal help from a formal smoking cessation treatment 
(Cohen et al., 1989; Fiore et al., 1990; Lichtenstein & Glasgow, 1992). Fur-
thermore, the majority of smokers who want to quit prefer to do so without 
having to participate in a clinic-based treatment (Fiore et al., 1990; U.S. 
Department of Health and Human Services [USDHHS], 1988). Individu-
als cannot or apparently do not commit to regular appointments, group 
meetings, or scheduled phone calls as activities typically associated with 
clinic programs. As a result, minimal interventions, meaning logistically 
simple programs such as self-help manuals, are thus considered “major” 
approaches in the fi eld of smoking cessation treatment. Self-help inter-
ventions, which include pamphlets, manuals, audiotapes, videotapes, 
computer programs, etc., can reach many more people than interventions 
delivered by therapists. In addition, their low-cost nature allows these 
minimal interventions to target more diverse populations, including those 
at-risk populations such as youth, less educated, and smokers below the 
poverty level.

Lichtenstein and Glasgow (1992) have conceptualized smoking cessa-
tion interventions along a continuum from clinical to public health inter-
ventions. While intensive clinical interventions are effi  cacious with high 
cessation rates (e.g., 25 to 40% prevalent abstinence rates at 12-month 
follow-ups), as stated earlier, they are limited in the proportion of smok-
ers they reach. On the other hand, public health interventions can reach a 
broad spectrum of smokers but have much more modest cessation rates. 
Th erefore, while structured, clinic-based treatment programs are proven 
successful, their effi  cacy is limited by factors such as their inability to reach 
the broad smoking population, the desire of most smokers to quit on their 
own, low utilization, high dropout rate, high cost, and lack of third-party 
reimbursements (e.g., health insurance, governments, employers; Curry, 
Ludman & McClure, 2003; Niaura & Abrams, 2002).

Th e purpose of the present chapter is to describe the various forms 
of self-help currently available for smoking cessation. In reviewing these 
approaches it will be noted if eff ectiveness claims are based upon pub-
lished research. Materials that do not report eff ectiveness data will be 
noted.

Smoking as a Physiological and Psychological Addiction

Th e addictive nature of smoking is conceptualized as having two equally 
important components: physiological and psychological factors that need 
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to be addressed. While a very brief discussion of these factors follows, 
thorough reviews of the physiological factors can be found in Jaff e (1990), 
Julien (2001), and Taylor (1990), and, for the psychological factors, the 
reader is referred to Levinthal (2002) and Wikler (1948).

As indicated in the 1988 Surgeon General’s Report (USDHHS, 1988), 
cigarettes and other forms of tobacco are addicting. Specifi cally, it is the 
chemical substance nicotine, found in cigarettes, that is primarily respon-
sible for both the psychological and physiological addictive eff ects expe-
rienced by smokers. Tolerance of nicotine develops so that repeated use 
produces diminished eff ects, likely leading to an increase of nicotine intake 
(Jaff e, 1990). Physiological dependence on nicotine (c.f. Julien, 2001) is also 
demonstrated through the occurrence of withdrawal symptoms that oft en 
accompany prolonged periods of abstinence (American Psychiatric Asso-
ciation [APA], 2000).

Within a learning-based model, smoking is viewed as a behavior where 
nicotine itself serves as a positive reinforcer (via sensations such as eupho-
ria, relaxation, warmth, etc.), in that the drug strengthens behavior leading 
to its own presentation (Goldberg, Spealman, & Goldberg, 1981). Nicotine 
may also serve as a negative reinforcer (via escape from negative states such 
as anxiety, anger, fatigue, etc.), leading to an increase in smoking behavior. 
In addition, there are a vast number of discriminative stimuli present in 
the environment (i.e., cues) that trigger the behavior of smoking, whether 
it be an experience of a particular emotion (e.g., boredom, anxiety, excite-
ment), a particular time (e.g., between classes), a particular place (e.g., bar), 
or the presence of a particular person (e.g., fellow coworker who smokes). 
Conceptualizing smoking within a behavioral model becomes important, 
as most smoking cessation programs are based on such principles. It is the 
combination of the psychological and physiological eff ects of nicotine that 
helps to explain the diffi  culty that many smokers experience in quitting 
and maintaining abstinence.

Pharmacological Approaches to Self-Help

Pharmacological approaches to treat cigarette smoking have been studied for 
the past 30 years. Th e pharmacological therapies available are categorized as 
either nicotine replacement agents (e.g., gum, patch) or non-nicotine medi-
cation (i.e., bupropion, clonidine, fl uoxetine). Medications are reported to 
reduce cravings for nicotine, though they do not replace it (Benowitz & 
Wilson Peng, 2000). Th e products that fall into the category of non-nicotine 
medication require prescriptions and physician monitoring to obtain and 
use these drugs and therefore will not be reviewed in this chapter as they 
cannot be conceptualized under the rubric of self-help.
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Nicotine Replacement Therapies
Th e most popular pharmacological approach in the treatment of  cigarette 
smoking involves nicotine replacement therapies. Th ese therapeutic agents 
function to replace the nicotine formally obtained from tobacco while 
stopping the smoking behavior. Smokers learn to change their daily rou-
tines by not drawing out and lighting cigarettes while concurrently not 
experiencing withdrawal symptoms. Th eir nicotine levels are initially 
maintained and then slowly reduced.

Nicotine replacement agents are available in various forms. Th ese 
include chewing gum, transdermal patch, nasal spray, oral inhaler, sublin-
gual tablet, and lozenge. At the current time, only nicotine gum, lozenge, 
and the transdermal nicotine patch are available over-the-counter for con-
sumer purchase.

Nicotine gum, transdermal patch, nasal spray, and inhaler are variable 
in their eff ects on withdrawal discomfort, urges to smoke, rates of absti-
nence, perceived helpfulness, or general effi  cacy, according to Hajek et al. 
(1999). When assessed as separate treatment groups, the 12-week absti-
nence rates for the use of gum, patches, sprays, and inhalers were 20, 21, 
24, and 24%, respectively, among a population of 504 community volun-
teer smokers. Th e only diff erence among the products was the low usage 
compliance rate for the spray and inhaler groups. Th e authors off er several 
explanations for this low compliance rate including unpleasant side eff ects 
from usage and that these methods were considered to be embarrassing by 
the participants. Additionally, for the inhaler, participants were not taking 
forceful breaths as they had during clinical trials and thus did not receive 
enough nicotine.

Nicotine Gum Nicotine gum (or nicotine polacrilex; trademarked as 
Nicorette™) became available as a prescription treatment for tobacco 
dependence in 1984 and became available over-the-counter in 1995. Th e 
product’s intent is to systematically and gradually decrease nicotine intake 
with a goal of terminating smoking in approximately 3 to 6 months. One 
major side eff ect of gum usage is mouth irritation (Lancaster, Stead, Silagy, 
& Sowden, 2000).

Researchers agree that nicotine gum is most effi  cacious when com-
bined with a complementary behavior therapy treatment (Hall, Hall, & 
Ginsberg, 1990; Hughes, Goldstein, Hurt, & Shiff man, 1999). In studies 
with a minimum one-year follow-up, solely using nicotine gum, absti-
nence rates ranged from 8 to 38%, with a median of 11% (Schwartz, 1987). 
When nicotine gum was combined with behavior therapy, abstinence rates 
ranged higher from 12 to 49%, with a median of 29% (Schwartz, 1987). 
Notably, the average abstinence rate doubles when nicotine gum (or other 
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 nicotine replacement therapies) is combined with psychotherapeutic sup-
port (Hughes et al., 1999; Schwartz, 1987). However, the type and amount 
of therapeutic support to reach optimal results remains unclear and results 
of studies are mixed (e.g., Fagerstrom, 1984; Fortmann & Killen, 1995).

Th e necessary time period of actual gum usage in order to obtain opti-
mal benefi t is unclear. As marketed, the product instructions recommend 
a maximum of 6 months; however, some investigators recommend using 
the gum up to one year following cessation of smoking (Russell, Raw, & 
Jarvis, 1980). It appears that as the gum is used for a longer time period, 
higher quit rates are yielded (Hall et al., 1990).

As gum is advocated for longer term use, a question about potential addic-
tion to the gum is raised (Hall et al., 1990). Among studies that assessed 
smokers who initially used the gum to quit, gum use has been reported in 
less than 5% of the participants 1 to 2 years aft er quitting (Hjalmarson, 1984; 
Raw, Jarvis, Feyerabend, & Russell, 1980). It should be noted that this 5% 
rate refl ects a variety of regular and infrequent users of gum. Although pro-
longed use of the gum raises some concerns, research indicates that it does 
not increase health risks (such as cardiovascular or other diseases; Hughes 
et al., 1999). In addition, health risks for prolonged use of the gum are far 
less than those of continued smoking (Hall et al., 1990). Research has yet to 
elucidate the addictive potential of persisting with gum usage.

Nicotine Patch Th e patch, fi rst marketed in 1996, delivers a consistent 
level of nicotine throughout the day through cutaneous application. Th e 
nicotine patch is discreet, as it may be placed on the body where it is not 
noticeable. Th e duration of patch usage varies considerably by manufac-
turers’ instructions. A potential side eff ect of the transdermal patch is skin 
irritation (Lancaster et al., 2000).

As stated earlier, the nicotine patch is equally effi  cacious to the other 
nicotine replacement therapies. However, the effi  cacy of the patch, as with 
the gum, is better in controlled experimental settings than when smokers 
are allowed to self-administer the therapy in their home environments 
(Shiff man, Paty, Rohay, Di Marino, & Gitchell, 2000). Problems associated 
with home administration include noncompliance with the label direc-
tions resulting in underdosing, premature termination of use, and the 
unavailability of adjunctive behavioral treatment. One study reports that 
the use of a program consisting of telephone support and tailored cessa-
tion materials increased abstinence rates signifi cantly for those who uti-
lized the support in addition to the nicotine replacement therapy versus 
those who did not.

Killen, Fortmann, Davis, and Varady (1997) examined combined 
self-help behavioral treatments (a video-enhanced self-help manual  versus 
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a self-help manual only) with nicotine patch or placebo. Th e nicotine 
patch produced a (signifi cantly) higher abstinence rate (36%) than placebo 
(20%) at 2 months follow-up. Other comparisons involving the nature of 
the manual were not signifi cant. In contrast to the fi ndings of Shiff man et 
al. (2000), this study indicates that self-help behavioral treatment did not 
enhance abstinence rates, although it could be argued that both groups did 
benefi t from self-help instruction. Compliance with recommended patch 
use was associated with less relapse (measured at 2, 6, and 12 months) 
and suggests that regular usage as instructed will yield more effi  cacious 
outcomes. Regardless, adjunctive psychotherapy should still be sought to 
improve usage compliance.

Interestingly, in the psychotherapeutic literature, it is noted that the 
“amount of behavioral treatment establishes the base rate for quitting” and 
adding nicotine replacement therapies doubles the quit rate (e.g., Hughes 
et al., 1999). For example, in a study by Alterman, Gariti, and Mulvaney 
(2001), the level of intensity of behavioral treatment (high, moderate, and 
low) was combined with nicotine replacement therapy and examined. Th e 
most intense group (12 weeks of cognitive–behavioral therapy, 8 weeks of 
nicotine replacement, instructional videotapes, and four educational ses-
sions with a nurse practitioner) had signifi cantly higher abstinence rates 
at 26 and 52 weeks following the beginning of treatment than the low-
intensity group (nicotine replacement for 8 weeks, instructional videotapes, 
and one educational session) and the moderate-intensity group (8 weeks of 
nicotine replacement, instructional videotapes, and four educational ses-
sions; Alterman et al., 2001).

According to the guideline for treating tobacco use and dependence 
(Fiore et al., 2000), several forms of nicotine replacement therapies are 
 eff ective—nicotine gum, the transdermal nicotine patch, the nicotine 
inhaler, and nicotine nasal spray. Th erefore, the choice of treatment depends 
on smoker’s preference, cost, and consequences (side eff ects) of treatment. 
Th e research literature suggests that nicotine replacement therapies are 
somewhat eff ective with minimal or no adjunctive behavioral treatment. 
Yet established practice guidelines for the treatment of nicotine depen-
dence, such as those published by the American Psychiatric Association 
(1996), suggest that nicotine replacement strategies should be supervised 
by professionals and adjunctive psychotherapy should be encouraged even 
when products are available over-the-counter.

Self-Help Behavioral Th erapies

Self-help behavioral therapies for smoking cessation include written leaf-
lets, brochures and books, audiotapes, videotapes, telephone  counseling, 
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 electronics, and Internet Web sites. Th ese self-help therapies provide 
guidance through the process of quitting as well as teaching strategies 
of relapse prevention. Th e therapies can range from brief, unstructured 
motivational pamphlets to comprehensive, step-by-step instructional 
manuals encompassing all components implemented in therapist-directed 
cognitive–behavioral treatment groups. Typical components include self-
monitoring, cigarette brand switching, nicotine fading, the identifi cation 
of situational and aff ective triggers or cues to smoke, cognitive strate-
gies such as self-talk, problem-solving methods in dealing with cravings, 
social support, stress management techniques, and assertiveness training. 
However, the structure, depth, and comprehensiveness of these treatment 
materials vary widely.

A 1991 population-based sample of 1,137 smokers at Group Health 
 Cooperative collected data on the use of self-help materials. Smokers were 
identifi ed from telephone surveys with a random sample of over 5,900 adults 
(Curry, McBride, Grothaus, Louie, & Wagner, 1995). Smokers responded to 
the question “Have you ever tried self-help quit smoking books, pamphlets, 
or guides?” Overall, 3% reported that they were currently using self-help 
materials, 28% reported using them in the past, and 69% said that they had 
never used them. Although this study only reports on the use of written 
self-help materials (the most readily available type), it demonstrates that 
over 30% of the sampled smokers had either currently or in the past con-
sulted written resources to help them combat cigarette smoking.

Written Self-Help Smoking Cessation
Written self-help materials to aid smoking cessation may be considered 
along a number of varying dimensions. Resources may be as simple or brief 
as a single-page brochure with a few quitting suggestions to comprehen-
sive manuals with smoking cessation strategies, exercises, and resources. 
Our review of current written materials fi nds them to generally fall into 
one of three categories: pamphlets (folded single sheets of paper), booklets 
(nonbound, and usually less than 50 pages), and books (bound manuals, 
typically of a hundred pages or more).

An important variable among these materials is the degree to which a 
specifi c technique is advocated and detailed for use. Most pamphlets and 
booklets advocate quitting with little specifi city of a technique, though 
they may attempt to inform and educate the individual regarding issues 
of quitting and relapse. For example, Cummings, Emont, Jaen, and Scian-
dra (1988) reviewed the smoking booklets available at that time and found 
that the majority instruct smokers to prepare for quitting by gradually 
reducing the number of cigarettes smoked, usually by eliminating one or 
two cigarettes per day until a designated quit date or until the person is 
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confi dent that he can quit. Th is gradual reduction is typically done with 
the rationale that the individual will have the opportunity to develop and 
employ coping skills that will be needed aft er quitting. However, specifi c 
detail to accomplish this successfully is oft en missing. While it is oft en sug-
gested that cigarette reduction is expected to increase smokers’  confi dence 
in their ability to control their smoking behavior, the opposite argument 
can easily be made as well; an unsuccessful attempt to quit smoking could 
undermine a person’s confi dence in his ability to quit and reinforce his 
smoking habit.

Another dimension of written self-help resources is whether they are 
intended to be used as a sole guide to cigarette cessation or to be supple-
mentary to another program or smoking treatment procedure. Oft en the 
pamphlets and booklets refer the reader to seek more information and 
guidance from professional resources in order to aid in smoking cessation 
and provide a short list of organizations, addresses, and phone numbers. 
In contrast, a number of the treatment books assessed are comprehen-
sive in their treatment structure and plans. While additional resources 
to aid in quitting are oft en included, the manuals are typically written as 
stand-alone materials to be used by themselves. Th us, in looking at writ-
ten materials, one can conclude they are highly variable in their length, 
structure, detail, and utility.

Review of Selected Manuals
Self-help manuals to quit smoking are readily available in a variety of local 
and Internet stores. Recently, we assessed the number of books available 
through an Internet retailer using “stop smoking” as the search term. 
Th is search returned 305 items. Th is points to the popularity of self-help 
treatment manuals for smoking and also makes daunting the  possibility 
of reviewing all the available books on this topic. Rather, six best-
selling smoking manuals found at two national booksellers were selected 
for review. It is interesting to note that the chosen manuals have several 
components in common and, while several of these techniques have been 
validated in research studies, none of these treatment guides appear to 
have been empirically evaluated.

Most of the reviewed books incorporate several standard aspects of cog-
nitive behavioral quit smoking programs. Identifying patterns of smoking 
behavior through analyses of antecedent situations to smoking and cogni-
tions regarding smoking are found in the manuals. Alternative behaviors 
(i.e., substitute behaviors) are suggested, as are discussions about possible 
weight gain. Th e manuals also address issues related to relapse prevention 
and suggest topics designed to keep the smoker motivated to stay quit, 
such as discussions of the health risks associated with continued smoking. 
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Typically included are resources for additional information and assistance 
with quitting and information on the nicotine replacement and non-
nicotine replacement therapies. Two manuals associated with major public 
health organizations were chosen for a more through review in order to 
give the reader a clearer picture of these manuals.

Kicking Butts: Quit Smoking and Take Charge of Your Health (Ameri-
can Cancer Society, 2003). Th is manual outlines many options to quitting 
smoking and advocates using a combination of methods to stop. Its chap-
ters are clearly labeled and divided into short, easily readable sections. In 
addition to the components of the quit smoking treatment described in 
the general review above, this book also includes cognitive restructuring 
and relaxation skills development. It addresses all nicotine replacement 
therapies as well as non-nicotine replacement therapies and highlights the 
advantages and disadvantages to each in a well-organized, easy-to-read 
chart. Th e book includes brief motivational activities mostly as checklists 
throughout the book and provides references to support groups, major 
organizations, and telephone counseling.

As for the actual quitting instructions, the authors recommend abrupt 
cessation (i.e., cold turkey) rather than gradual cigarette reduction. How-
ever, there are no clear steps or time frame to guide the smoker through the 
quitting process. Th e section on preparing to quit is full of many important 
but too brief techniques regarding stopping. Th e purpose of a daily check-
list following quitting is unclear. In conclusion, while the book is rich with 
information on quitting options, there is a minimally defi ned quit plan. 
Lastly, the overall layout of the book lacks appeal, graphics, and color.

7 Steps to a Smoke-Free Life (Fisher & Goldfarb, 1998). Th is treatment 
manual is based on the Freedom from Smoking Program by the American 
Lung Association (ALA) and can be used to supplement nicotine replace-
ment and non-nicotine replacement therapies. Its large print, numerous 
attractive illustrations, clearly labeled chapters, easily identifi able key 
points (enclosed within boxes), and workbook-like appearance contribute 
to its user-friendly appeal.

In addition to the components described earlier, this book includes 
cognitive restructuring, relapse prevention (addressed before and aft er 
quitting), information on healthy eating, and stress reduction techniques 
(e.g., relaxation, exercise, and meditation). Resources, primarily for ALA 
in each state, are provided as an independent chapter for a quick referral. 
While the chapter includes addresses and telephone numbers for ALA in 
each state, Internet site and e-mail addresses are not included (perhaps due 
to the 1998 publication date of this volume). Th e manual includes motiva-
tional activities throughout and provides space within the text for their 
completion. It also supplies the smokers with materials to assist them in 
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quitting, such as the “Pack Tracks,” which can be cut out of the book and 
used to keep track of the number of cigarettes smoked and the triggers 
(cues) for smoking.

As fi rst elucidated by Curry (1993) and expanded by the current authors, 
written self-help manuals possess many positive and benefi cial qualities: 
(a) the books can package eff ective cognitive–behavioral treatment com-
ponents into an easily accessible format; (b) the level of detail may answer 
most typical questions regarding quitting; (c) they allow smokers to work 
through specifi c exercises within explicit timeframes; (d) the manuals are 
easily distributed to a limitless number of smokers through community 
resources or for profi t businesses; (e) the treatment materials are avail-
able at low fi nancial cost, especially when compared to psychotherapy or 
pharmacotherapy; (f) the programs can be tailored to the smokers’ specifi c 
needs and interests by the program designers, as well as by the smokers 
themselves (e.g., they can change the order in which they complete recom-
mended exercises or vary the length of time they take to complete the pro-
gram); and (g) ex-smokers can easily keep the written materials for future 
reference when challenged by at-risk situations or if need arises to review 
or repeat an aspect of the program.

Efficacy of Written Self-Help Resources
An early review of studies evaluating the effi  cacy of self-help manuals to 
deliver behavioral smoking treatment found that when used alone, manu-
als yielded minimal eff ectiveness on smoking cessation (Glasgow & Rosen, 
1978). More recent reviews (Curry, 1993; Curry et al., 2003) present mixed 
fi ndings concerning the eff ectiveness of written manuals in the self-
administration of behavioral treatments. Th e treatment programs evaluated 
in the studies below did not include the published manuals discussed in 
the previous section.

Curry (1993) conducted a review of 24 self-help programs for smok-
ing cessation. Th e review concluded that when compared to self-help pro-
grams, group treatments produced higher abstinence rates. However, the 
group rates decreased over time, whereas the abstinence rates for self-help 
programs increased.

Perhaps due to the lack of conclusive evidence that self-help manu-
als alone are eff ective, recent research has focused on the eff ectiveness 
of adding supplemental procedures or making specialized modifi cations 
to the self-help manuals. Specifi cally, many studies have evaluated the 
use of self-help materials with nicotine replacement therapy and out-
reach telephone counseling (Curry et al., 2003; Fortmann & Killen, 1995; 
Killen et al., 1997), outreach telephone counseling and mailed reminders 
(Ossip-Klein, Carosella, & Krusch, 1997), and interactive individualized 
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computer reports (Curry et al., 2003; Dijkstra, De Vries, & Roijackers, 
1998; Velicer, Prochaska, Fava, LaForge, & Rossi, 1999). Additionally, stud-
ies have addressed the effi  cacy of self-help materials written specifi cally for 
certain issues or populations such as relapse prevention among heavier 
smokers (Fortmann & Killen, 1995), postpartum women (McBride, Scholes, 
et al., 1999), and reproductive age women undergoing cervical cancer 
screening (McBride, Curry, et al., 1999).

Higher abstinence rates were obtained for interventions using tele-
phone counseling as an adjunct to a self-help treatment than those receiv-
ing the quit program alone among callers to a smokers’ helpline (Zhu et al., 
1996). Ossip-Klein et al. (1997) studied smokers 60 years or older receiving 
either mailed reminders or proactive telephone counseling as adjuncts to 
self-help materials and a telephone stop-smoking hotline. Abstinence rates 
were signifi cantly higher among men who received the mailed remind-
ers to call the hotline, whereas cessation rates among women were high-
est among those who received proactive telephone calls. However, studies 
of adjunctive outreach through telephone counseling in populations of 
non-volunteer smokers found either a short-term eff ect on abstinence that 
did not last (Curry et al., 1995; McBride, Scholes, et al., 1999) or had no ben-
efi t above control conditions (McBride, Curry, et al., 1999). Overall, these 
studies do not signifi cantly challenge conclusions drawn from reviews that 
self-help manuals by themselves are of limited value. However, the addi-
tion of supplemental procedures to or special modifi cations of the self-help 
materials add incremental value to initial quit rates and abstinence rates.

In Curry et al.’s (2003) review of studies comparing self-help treatments, 
signifi cant diff erences were not found among written interventions that 
diff ered with regard to degree of structure, type of quitting instructions, 
or personalized content among general samples of smokers. Nevertheless, 
self-help treatments that are personalized to individual characteristics 
(e.g., diff erent stages of readiness to quit) are typically more eff ective than 
general self-help materials (e.g., Dijkstra, De Vries, & Roijackers, 1999). 
Th e authors conclude that personalized materials may reach the smokers 
that are less likely to be reached by generic, traditional materials. In terms 
of treatment participants, self-help treatments seem to be most eff ective 
for less addicted, more motivated, and confi dent smokers with a past his-
tory of staying abstinent for longer periods of time and with more social 
support. Not surprisingly, among studies with non-volunteer participants 
(who did not want to quit smoking), diff erences were not found between 
self-help treatments and control (no treatment) groups. In one study in 
which participants were randomized to either group or self-help treatment, 
abstinence rates did not diff er among smokers who actively (completed 
workbook exercises, completed smoking tally forms) participated in either 

ER51712_C012.indd   277ER51712_C012.indd   277 20/08/2007   17:01:3020/08/2007   17:01:30



278 • Handbook of Self-Help Th erapies

condition (Curry, Marlatt, Gordon, & Baer, 1988). Given the plethora of 
published literature on the issue of motivation and successful smoking 
cessation, it is likely that the effi  cacy of self-help materials is tied to the 
degree of motivation the smoker possesses to adhere to the guides.

Internet Self-Help
To put it mildly, the Internet is awash with self-help information regarding 
smoking. A Web-based Google search using the basic terms “quit, stop” 
and “smoking, cigarettes” yielded over 739,000 hits or sites in under a 
second! By adding the terms “treatment, manual, program, book” to the 
previous search, the total number was reduced to 102,000 sites, still an 
overwhelming number. Th e fi rst 100 sites from this search were studied 
and sorted into categories.

Th e majority of sites fell into the general category of information provi-
sion, accounting for 64.5% of the sites rated. (Some sites were categorized 
into more than a single category.) Within this category were sites providing 
information, advice, articles, tips, and stories on quitting. Most of the sites 
had referrals to other resources for more detailed help and information on 
quitting programs. Oft en the more informative sites were those sponsored 
by various municipalities or public health organizations. Twelve of these 
sites off ered quitting programs that varied in their detail and aims. A fairly 
comprehensive treatment program (a reproduction of a 50-page treatment 
manual) was off ered at one site, while three others simply reproduced 
short booklets. One comprehensive treatment program found was specifi -
cally written for teen smokers, while three other programs were addressed 
to health care professionals (i.e., pharmacists, nurses, and medical hospital 
personnel) to help their patients stop smoking. Educational lesson plans 
were off ered at two sites.

Th e other 35.5% of the sites were categorized as commercial ventures. 
Th e primary purpose of these sites was to sell a variety of merchandise 
and services related to smoking cessation. Most of the sites off ered a 
variety of books, manuals, nonprescription and prescription pharma-
ceuticals, herbal remedies, tapes, cassettes, and programs to aid the 
viewer in stopping smoking. A few sites (six) were specifi c referrals to a 
therapist, clinic, or institutional setting’s cessation program. Many sites 
off ered a particular treatment manual; some as a published book,  others 
as e-books. Interestingly, the published self-help manuals reviewed ear-
lier were off ered a number of times. One unusual site off ered fetish por-
nography concerning “sexy smoking” but nothing relevant to smoking 
treatment.

As the study above shows, there is much information available on 
the Internet to aid one in quitting smoking. While a few free treatment 
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 programs were found, most sites were sources for information and referral 
to established therapy programs and treatment manuals. Clearly the buyer 
must beware of the thousands of untested and nontraditional methods to 
quit being proff ered on the Web.

A few Web sites are dedicated to providing interactive therapy for smok-
ing treatment, though none of these were readily found using the search 
discussed earlier. Parker-Pope (2003) reported preliminary data from two 
stop-smoking Web sites that claim that the results of Internet-based pro-
grams are as eff ective as one-on-one interventions with regard to absti-
nence rates. Forty-two percent of the users surveyed this past year of the 
smokeclinic.com Web site reported successful quitting. Th is is comparable 
to the short-term abstinence rates of many traditional interventions. Fift y 
percent of the 438 users surveyed 3 months aft er they signed up indicated 
that they had quit smoking for at least one week, while the majority of 
those people had quit for 2 months or more. However, the overall quit rate 
for this site is unclear due to 1,000 nonrespondents. Treatment programs 
available through the Internet are relatively new and have yet to off er much 
evidence of their success.

Audio & Video Self-Help Aids for Smoking Cessation
As described previously, the on-line search for smoking cessation materi-
als rendered quit-smoking programs in audio format (tape and compact 
discs) as well as video format (tapes and DVDs). We felt it was important to 
acknowledge these materials as they appear as popular sellers among the 
search for smoking cessation materials in two national booksellers. Some 
audio and video treatment programs are similar to the commercially avail-
able books in that they are focused on cognitive–behavioral techniques 
and motivational issues in getting a person to decide to quit. However, 
they oft en lack essential detail for a comprehensive stop-smoking plan and 
have not been empirically evaluated as cessation programs on their own. 
Other programs review individuals’ experiences in quitting, discuss the 
development of willpower, employ relaxation with music, and may contain 
pseudo-hypnotic suggestions to increase a quitter’s motivation. None of 
these materials report any empirical validation of their effi  cacy.

Electronic Self-Help Aids for Smoking Cessation
Th e use of modern electronic combined with computer-based technology 
has allowed for the development of a cessation aid. Th e LifeSign Smoking 
Cessation Program is a program booklet and electronic device marketed 
as “the realistic way to quit smoking … gradually.” Th e device is a credit 
card–size LifeSignTM computer whose purpose is to alter one’s smoking 
patterns and gently ease one off  cigarettes.
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Th e LifeSign program guides one through three general steps to quitting: 
preparation, quitting and living as an ex-smoker. During the preparation 
stage, week one, the Lifesign computer is “programmed” to the smoker’s 
behavior. Th e actual number and timing of cigarettes smoked are recorded 
by the device as the quitter simply keys in each cigarette consumed. Dur-
ing the second phase (quitting), typically lasting between 2 to 5 weeks, the 
computer alerts the smoker as to when he or she should initiate a cigarette. 
During this phase, the control of smoking is eased away from the smoker’s 
conditioned cues to smoke. Additionally, the device slowly lengthens the 
time between cigarettes and reduces the number of cigarettes smoked. Th e 
program guide focuses on factual information, support, and a discussion 
of substitute behaviors. During the program’s fi nal phase, the guide off ers 
information to the “ex-smoker” on living a healthy lifestyle. Of special 
note is a hotline support service off ered to purchasers of the program at 
no additional cost.

Overall this program uses cognitive–behavioral techniques in helping 
people quit smoking within an innovative, easy-to-carry electronic device. 
Th e site also off ers a video program and audio tape at additional cost as 
well as a number of specialized programs: for teens, pregnant women, and 
users of smokeless tobacco. A number of research citations found on the 
site (cf. Jerome, Perrone, & Kalfus, 1992; Prue, Riley, Orlandi, & Jerome, 
1990) speak to the effi  cacy of the program to help some individuals totally 
stop smoking while reducing smoking considerably for many others.

Treatment Integrity of Self-Help Manuals

Th e issue with treatment integrity is an important one to consider when 
evaluating all smoking cessation methods, but it is especially a concern 
when examining self-help materials. Th e consideration of whether the 
self-help programs are ineff ective due to participant misuse (e.g., not fol-
lowing directions) or due to limited or minimal use is important to con-
sider. Curry (1993) reviewed the use of various self-help materials in 23 
studies conducted between 1981 and 1993. Th e percentage manual usage 
ranged from 24 to 99 among those studies. However, it should be men-
tioned that manual usage and/or program adherence was determined by 
self-report. Typically, participants were asked what percentage of the mate-
rial they read or used. Th ese self-report data are limited in their accuracy 
due to a variety of potential memory lapses and reporting biases.

Manual usage was measured in a recent research study evaluating the 
eff ectiveness of the IQ* program, a self-help treatment program that will 
be described in detail later in this chapter (Konstas, 2005). Visual inspec-
tion of each treatment manual used by the participants was conducted to 
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determine the participant’s percentage of manual usage. Th is dependent 
variable was assessed in two ways. First, each component of the treatment 
manual was examined independently through participants’ written com-
ments, completion of graphs, motivational activities (including responses 
to daily activities), and self-monitoring sheets. Th is assessment provided 
the participant’s percentage of using each of these treatment components. 
Second, a total percentage of manual usage was determined for each par-
ticipant by adding all the components used and dividing by the total num-
ber of components available in the treatment manuals. Th e author reports 
that the participants’ utilization of the manual was not related to the level 
of nicotine consumption, nicotine dependence, or motivation level.

Highly Structured Self-Help Smoking Program Development

As mentioned earlier, the majority of smokers (97%) quit on their own or 
with minimal help from a formal smoking cessation treatment (Cohen et 
al., 1989; Fiore et al., 1990; Lichtenstein & Glasgow, 1992), and most prefer 
to do so without having to participate in a clinic based treatment (Fiore 
et al., 1990; USDHH, 1988). Th erefore, it is important to develop eff ective 
and successful treatments that allow smokers to quit on their own with 
minimal or no interactions with smoking treatment professionals.

Our review was unable to identify a comprehensive written program 
that fully refl ected the depth of topics and activities and overall level of 
therapeutic attention a smoker could expect to receive during an in-offi  ce 
smoking treatment program. In our laboratory, we are currently evaluat-
ing a comprehensive program format called the IQ* (*I’m Quitting) pro-
gram (Konstas, 2005). Th is manualized treatment is a highly structured, 
daily smoking cessation program designed to lead to complete cessation 
at the beginning of the 9th week of participation. Its goal is to entirely 
remove the need for therapist contact, yet to be friendly, encouraging, and 
provide the structure and daily activities of a typical treatment program. 
Th e program is a comprehensive, cognitive–behavioral smoking treatment 
package that requires the smoker to engage in a brief but relevant daily 
exercise to be completed in 10 minutes or less. An adjunctive Web site pro-
vides additional information and details on topics for those who choose to 
access this information.

Th e IQ* program encompasses many of the positive qualities of writ-
ten self-help treatments mentioned earlier and stresses the motivational 
components. It packages eff ective behavioral techniques of nicotine fad-
ing and cigarette reduction, self-monitoring, functional analysis of and 
sensitization to antecedent stimuli (cues to smoke), and coping techniques 
for high-risk (and potential relapse) situations in a user-friendly format. 
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Th e topics build gradually over the weeks but are presented in a systematic 
manner. For example, on the third day of every week, the participants 
are instructed to graph their past and current level of smoking in order 
to reinforce reduction of nicotine intake and the number of cigarettes 
consumed.

Smokers are self-empowered throughout this program. Beginning with 
the welcome note, smokers learn that they are “in control of the quitting 
process” with much encouragement and positive reinforcement built into 
the IQ* program. Furthermore, participants are instructed to read, follow, 
and complete the activities within the manual—daily. Diff ering from the 
published manuals reviewed earlier in this chapter, smokers are actively 
discouraged from completing the activities out of order, as treatment com-
ponents such as nicotine reduction, setting a quit date, and preparation 
for quitting are gradually introduced and timed to occur over subsequent 
weeks. Th e only exception to this notion is that the participants are explic-
itly allowed to totally quit smoking at any point they feel ready to do so. 
As an example, this may occur as participants have reduced their daily 
cigarette intake to very few and fi nd this limitation frustrating.

During the program’s evaluation period, the treatment is formatted in 
nine small, easy-to-carry booklets that only require a once weekly exchange. 
Purposely, the smoker gets the next week’s materials (if compliant by com-
ing to their exchange appointment) and the researchers obtain last week’s 
data. Although the treatment is completed with minimal contact, pre and 
post measures were needed to obtain program assessment data.

Th irteen adults (24–64 years of age) interested in quitting smoking par-
ticipated in the IQ* program and reported a mean age of smoking onset 
as 15 and nearly a 36-year history of smoking. Current daily cigarette 
smoking ranged from 15 to 30 cigarettes with an average of 20.85. At treat-
ment completion and at one-month follow-up, a signifi cant decrease in the 
amount of nicotine consumed was found among the 8 participants who 
either completed the smoking cessation program or quit smoking before 
completing the program. Specifi cally, the average drop from initial smok-
ing rates among the program completers at program termination and at 
7 weeks follow-up was 81.54 and 75.42%, respectively. Th e 8 participants 
also demonstrated a decrease in nicotine dependence (as determined by 
the Fagerstrom Test for Nicotine Dependence) and an increase in motiva-
tion level as determined by their stage of change level at treatment follow 
up (according to the percent changes calculated from baseline).

Among those participants who quit the program before completion 
(attrition rate of 38.46%), signifi cant changes were not found between base-
line and treatment follow-up regarding nicotine consumption,  nicotine 
dependence, and motivation level. However, the program noncompleters 
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did demonstrate an average drop of 27.78% from initial smoking rates at 
the time of their treatment termination.

Abstinence rates for program completers was 50%, with the overall 
abstinence rate for all program participants at 30.77%. Th us, the IQ* pro-
gram was eff ective in decreasing the amount of nicotine consumed and 
nicotine dependence while increasing the motivation level among smok-
ers motivated to quit. Regardless of abstinence, the program was most 
effi  cacious in decreasing smoking rates, nicotine consumption, and ciga-
rette dependency, thus introducing harm-reduction behaviors to patients 
primarily through decreased smoking. A one-year follow-up is currently 
underway, as is another study of a modifi ed version of the program with a 
goal of an increased number of participants.

Final Recommendations

Th e old expression caveat emptor certainly applies to the domain of 
self-help approaches to smoking cessation. However, this is not meant to 
imply that there are no good resources available. Smoking pharmaceu-
ticals, particularly those of the nicotine replacement type, are useful for 
those wishing to quit by themselves. However, as research and clinical 
guidelines acknowledge, these approaches work best when their instruc-
tions are carefully followed and when monitored by a professional, pref-
erably as part of a cognitive–behavior therapy program. In this regard, 
the effi  cacy of any self-help approach to smoking cessation may largely be 
based upon the motivation of the smoker as well as on the degree to which 
they attend to the self-help program.

Th e effi  cacy of popular smoking cessation programs as they appear in cur-
rent published book forms is simply questionable. Research has demonstrated 
that these approaches are not as effi  cacious when used alone as when these 
resources are used with adjunctive telephone or computer support. Manuals 
with better structured programs, clear instructions, and motivational compo-
nents are probably the better recommendations for those wishing to try this 
approach, but the authors feel that bigger, more comprehensive books may just 
become more confusing to the reader. Audio and video materials may be use-
ful but in some cases have little structure to their programs and in most cases 
off er no research to back their effi  cacy. Th e LifeSign program was an interest-
ing behaviorally based approach to cigarette smoking cessation that off ered 
some effi  cacy data and would possibly help a program-compliant quitter.

As reviewed, there are many choices available for those wishing to quit 
smoking by themselves. However, most of these have not been empirically 
validated. Investigators may wish to focus on the determination of what 
key elements are most effi  cacious in bringing about smoking cessation and 
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how these can best be structured. Issues involving compliance with pro-
gram materials and their palatability have yet to be studied. Th ese seem to 
be central variables to investigate. Why would a self-motivated individual 
choose one program over another? Th is key area of research has not been 
broached and calls out to clinical, health, and social psychologists to bring 
their expertise to this important topic of investigation.

Chapter Points

In 2000, an estimated 41% of smokers were attempting to quit, with 
only 4.7% successful at maintaining abstinence at 12 months.
Self-help approaches are considered a major treatment vehicle in 
reducing smoking as the majority of smokers who want to quit 
prefer non-clinic–based treatment.
Th e combination of physiological and psychological eff ects of 
smoking, learned in an environment with multiple cues to smoke, 
produces dependence.
Nicotine-replacement agents, including gum, patches, sprays, and 
inhalers, produce abstinence rates from 20 to 24%, a treatment 
outcome that is signifi cantly improved by participating in a cog-
nitive–behavioral program.
Self-help treatment manuals and books alone have not been con-
clusively found to produce treatment eff ects. Th e eff ectiveness of 
these programs has been augmented with mailed reminders or 
telephone counseling.
Diff erences between written intervention programs on degree of 
structure, type of quitting instructions, or personalized content 
did not improve outcome.
Self-help programs are more eff ective for less addicted, more moti-
vated individuals with more social support and more sustained 
prior quit periods. Self-help programs do not work for individuals 
who do not want to quit.
Treatment Web sites off ering books or manuals number in the 
tens of thousands. While none have been systematically evaluated, 
surveys of the eff ectiveness of two of these sites have substantiated 
quit rates for those individuals who responded to the survey.
Audio- and visual-based programs, though commercially suc-
cessful, have not been evaluated and are lacking in a program-
matic approach to quitting.
A fi eld test, involving 13 individuals, and utilizing small, daily 
assignments, found a quit rate of 50% for program completers and 
a quit rate of 31% for all participants.

•

•

•

•

•

•

•

•

•

•
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CHAPTER 13
Great Expectations

Self-Help Therapies for Dieting and Weight Loss

REBECCA Y. CONCEPCION AND 
PATTI LOU WATKINS

Dieting to lose weight has become the norm for many people in America 
and other Westernized nations (Bish et al., 2005; Kruger, Galuska, Serdula, 
& Jones, 2004). Whether to improve their health or to obtain the look of 
the latest fashion model, cutting calories, fat, carbohydrates—or all of the 
above—is now the common denominator among friends and strangers. 
Indeed, dieting has turned into a national mentality in the United States, 
supported by the media and medical profession alike. In their eff orts to lose 
weight, most Americans report attempting to do so on their own (Klesges, 
Mizes, & Klesges, 1987). Th us, sales of self-help books on dieting and weight 
loss are at an all-time high, with approximately $33 billion spent annually 
on various weight loss goods and services (Kruger et al., 2004).

In this chapter, we will fi rst review current trends in obesity and over-
weight status in the United States. In doing so, we will examine the health 
implications of these conditions as well as alternative views that question 
whether excess weight itself is actually a cause of disease. Next, we will 
review current trends in dieting, again presenting views that question the 
wisdom of this approach to enhancing health. Subsequently, we will review 
the history of self-help books promoting dietary approaches to weight 
loss, alongside current patterns in usage. At this point, we will examine 
 empirical fi ndings that speak to the effi  cacy of some of today’s most  popular 
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diets.  Following, we will weigh the benefi ts and limitations of self-help 
approaches to dieting and weight loss, ending with points for  clinicians 
to consider when making recommendations for self-help resources in this 
area.

Obesity and Overweight

Prevalence and Demographics
Currently, over 97 million American adults are classifi ed as overweight 
or obese; over 32% are obese and 66% are obese or overweight (Centers 
for Disease Control and Prevention [CDC], 2006e). Th e prevalence of 
overweight and obesity is highest in Mexican Americans (73.4%; 34.4%), 
followed by African Americans, non-Hispanic (69.6%; 39.9%), and lastly 
White Americans, non-Hispanic (62.3%; 28.7%) according to the Ameri-
can Obesity Association (AOA, 2002). Across gender and race, men have 
a higher prevalence of overweight than do women: 67% versus 62%, but 
women experience greater obesity rates than men: 34% versus 27.7%. 
However, with closer analysis of race by gender, African American women 
have the highest incidence of overweight at 78% and obesity at nearly 51%. 
Among men, Mexican Americans are the most likely to be overweight, 
74%, and obese, nearly 30% (AOA, 2002). While rates of overweight and 
obesity tend to increase with age, rates among American children are at an 
all-time high, with 17% of youth between the ages of 2 and 19 years meet-
ing this classifi cation (CDC, 2006f).

Definitions, Health Implications, and Controversies
Obesity is defi ned as a body mass index (BMI) ≥ 30 kg/m2 and overweight 
as a BMI of ≥ 25 kg/m2 (World Health Organization [WHO], 2006; National 
Institutes of Health/National Heart, Lung and Blood Institute [NIH/
NHLBI], 1998). Waist circumference is also used as a measure of relative 
risk for obesity-related morbidity with >40 inches (>102 cm) for men and 
>35 inches (88 cm) for women constituting the cutoff  point for increased 
health risk (NIH/NHLBI, 2006). For children ages 2 to 19 years, the CDC 
uses the 95th percentile and greater of BMI by age and sex as a measure of 
overweight and explicitly avoids using the term obese (CDC, 2006a).

According to a review of studies that link risk behaviors and mortal-
ity (Mokdad, Marks, Stroup, & Gerberding, 2004), poor diet and lack of 
physical activity are soon to surpass tobacco use as the number one killer 
of Americans. Obesity, strongly linked to poor diet and lack of physical 
activity, has been associated with a host of conditions including hyper-
tension, type 2 diabetes, dyslipidemia, gallbladder disease, cardiovascular 
disease, osteoarthritis as well as breast, colon, and prostate cancer, and all 
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causes of mortality (Klein et al., 2004). Researchers have estimated that 
between 5.5 and 9.1% of the total health care expenses in the United States 
can be attributed to obesity, up to $92.6 billion in 2002 U.S. dollars (CDC, 
2006d; Th ompson & Wolf, 2001). Th ese fi gures do not take into account 
the estimated $33 billion dollars (Weight-Control Information Network, 
2004) spent annually on diet and exercise programs, including self-help 
books, specialty foods, and equipment that individuals access on their 
own in an eff ort to reduce weight.

Th e BMI method of weight classifi cations has served the medical pro-
fession for 20 years (Kuczmarskir & Flegal, 2000); however, the use of BMI 
is problematic in that it is an inaccurate method of assessing levels of body 
fat. As such, it may be an inappropriate method of classifying the health 
risks for many groups of people including the young and aged, the athletic, 
various racial groups, and those losing weight with and without the use of 
physical activity (CDC, 2006b; Prentice & Jebb, 2001). Just as an active and 
muscular person may be erroneously classifi ed as obese based on BMI, a 
person who has lost muscle mass due to aging or poor health may be clas-
sifi ed as having a normal BMI yet lack the associated body composition 
assumed with a healthy BMI. With the medical community strongly rely-
ing on this method of health-risk classifi cation, it is probable that many 
people have been given misleading information about their health and 
recommendations—oft en dieting approaches—for improving their health 
status. In other words, many individuals may be convinced that they need 
to lose weight to improve health when, in actuality, they do not.

Ernsberger and colleagues (Cogan & Ernsberger, 1999; Ernsberger & 
Koletsky, 1999) take issue with the premise that obesity is a major cause 
of morbidity and mortality, declaring that obesity is overemphasized as 
a public health threat in the medical literature. Th ey have argued against 
this well-ensconced position by exposing weaknesses in the literature 
used to support fi ndings between obesity and poor health status. For 
instance, they state that the broader medical community seemingly 
ignores literature that demonstrates no link between obesity and increased 
mortality rates. Th at is, the stigma of obesity is evident in science and may 
be represented through selective reporting of the empirical evidence of 
this relationship. Th ey, in fact, cite literature that has shown that indi-
viduals who are underweight suff er equal rates of morbidity and mortal-
ity that are comparable to individuals with obesity. Another issue raised 
by Ernsberger’s group is the possibility that health problems associated 
with overweight and obesity may be a function of weight fl uctuations from 
dieting or from harmful dieting practices themselves rather than pound-
age per se. Lastly, these researchers suggest that it may be the unhealthy 
behaviors, such as lack of physical activity or poor nutritional intake, that 
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cause the disease state, not the relationship more commonly assumed in 
which the excess weight causes the disease state. In essence, bias in how 
research is conducted, interpreted, and disseminated—i.e., through a 
“thinness-biased lens”—(Cogan & Ernsberger, 1999, p. 187), may have 
created a weight-centered medical crisis that serves pharmaceutical com-
panies, supplement manufacturers, and any person claiming to have the 
latest quick fi x for weight loss, including purveyors of self-help programs.

Health at Every Size is a professional journal that addresses these con-
cerns and presents research from the perspective that individuals may be 
both “fi t and fat.” Its mission statement purports that healthy bodies come 
in all sizes and shapes (Miller & Robinson, 2006). It further acknowledges 
that weight issues are ripe for exploitation. Empirical research has in fact 
shown that bias exists within the community of health care professionals 
who work with people who are obese (Teachman & Brownell, 2001). If so, 
are they more likely to conduct their practice based on research suggesting 
that obesity begets poor health while ignoring research questioning the 
link between weight and health status? Persons who are overweight and 
obese also seem to have internalized these social biases (Wang, Brownell, 
& Wadden, 2004). Th us, as a result of obesity bias from professionals, from 
like-others, and even from themselves, this group may overaccess thera-
pies for weight-loss—including self-help programs—to the possible detri-
ment of their health.

Dieting and Weight Loss

Prevalence and Demographics
Th e 2000 Behavioral Risk Factor Surveillance System (BRFSS) data shows 
that up to 46% of U.S. women and 33% of U.S. men are presently trying 
to lose weight (Bish et al., 2005). Currently, the weight-loss charge is prac-
ticed most frequently by Hispanic (50%), Caucasian and African-Ameri-
can (45–46%) women, followed by Hispanic (34%), Caucasian (32%), and 
African-American (31%) men based on data from over 180,000 partici-
pants in the BRFSS 2000 (Bish et al., 2005). Weight-loss strategies included 
eating fewer calories (56% of women, 53% of men). Th is strategy was most 
frequently used by non-Hispanic White women between the ages of 30 
and 69 years, men over 50 years of age, and those who received a medi-
cal recommendation to lose weight (Bish et al., 2005). Physical activity 
was used by approximately 66% of men and women trying to lose weight. 
As with the strategy of cutting calories, physical activity was used most 
 frequently by non-Hispanic White women (Bish et al., 2005). Although this 
combination of strategies is considered the most healthful and  eff ective 
approach to weight loss, only 20% of respondents combined these in an 
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eff ective manner by reducing calories and meeting the physical activity 
requirements of >150 min/week of leisure-time physical activity (Bish 
et al., 2005). Rather, most individuals choose simply to cut calories in an 
eff ort to lose weight.

While dieting was once the purview of adults, young children have 
now joined the ranks of dieters whereby 46% of 9–11 year olds are diet-
ing (National Eating Disorders Association [NEDA], 2005a). Dieting has 
also increased among those on the other end of the age range, with 43% 
of women ages 60–69 years and 30% of women 70 years and older trying 
to lose weight. Th is is true for older men as well, with 37% of men in the 
60–69 years age range and 26% of men 70 years and older also trying to 
lose weight (Bish et al., 2005). It is questionable as to the necessity of older 
people attempting weight loss as mortality related to obesity declines with 
age and is nearly absent by the time people reach their mid 70s (McTigue, 
Hess, & Ziouras, 2006). However, McTigue and colleagues recommend a 
careful evaluation of potential risks and benefi ts of weight loss for each 
individual patient. Perhaps more interesting are the fi ndings that over 9% 
of adult men, nearly 29% of adult women (Bish et al., 2005), and 66% of 
high school-aged girls with normal BMIs were also trying to lose weight 
(Calderon, Yu, & Jambazian, 2004). Th ese results are not surprising when 
9% of adult men and over 25% of adult women of normal weight, BMI of 
18.5 to 25, perceive themselves to be overweight (Paeratakul, White, Wil-
liamson, Ryan, & Bray, 2002). Such fi ndings illustrate the problem of peo-
ple dieting in hopes of meeting a potentially unrealistic ideal when their 
weight is already at what is considered a healthy level.

Definitions, Health Implications, and Controversies
According to the NEDA (2005b) dieting is defi ned as “Any attempts in 
the name of weight loss, ‘healthy eating,’ or body sculpting to deny your 
body of the essential, well-balanced nutrients and calories it needs to func-
tion to its fullest capacity.” Although the majority of dieters, 71%, engaged 
in restrictive eating practices to improve their health (Paeratakul, White 
et al., 2002), research now questions whether dieting is health-enhancing 
as commonly believed or whether it is actually detrimental to physical and 
psychological well-being. Th e concern regarding the health eff ects of  dieting 
lies in the diffi  culty of maintaining weight loss (Elfh ag & Rossner, 2005). 
Weight cycling or yo-yo dieting, whether during childhood or  adulthood, 
can cause ongoing stress on the cardiovascular and renal  systems. Weight 
cycling can also cause vascular damage due to extreme fl uctuations in 
 circulating glucose and lipids and contribute to an increase in body fat and 
obesity (Montani, Viecelli, Prévot, & Dulloo, 2006). Montani et al. make 
the point that the physical impact of yo-yo dieting also aff ects people of 
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normal weight who gain and lose weight throughout their lives. Because 
of the societal appearance standards for women and girls, they are at par-
ticular risk for the side eff ects of weight cycling. Additionally, the reduced 
calorie intake can cause dieters to receive inadequate nutrients such as cal-
cium, thus increasing their risk for osteoporosis and related injury (NEDA, 
2005b). Psychologically, dieting can lead to eating disorders such as binge 
eating, depression, and lowered self-esteem (Darby, Hay, Mond, Rodg-
ers, & Owen, 2006; Grilo, & Masheb, 2000; NEDA, 2005b). However, the 
National Task Force on the Prevention and Treatment of Obesity’s (2000) 
review of the literature suggests that these concerns have been exaggerated 
and makes the point that, “such concerns should not preclude attempts 
to reduce caloric intake and increase physical activity to achieve modest 
weight loss or prevent additional weight gain” (p. 2581).

Obesity and overweight are now acknowledged among researchers to 
be the result of multiple interacting variables including environmental, 
social, cultural, physiological, genetic, and behavioral variables (CDC, 
2006c). In fact, a burgeoning body of literature attests to the unmodifi able 
infl uence of genetic endowment on body weight and shape (Montani et al., 
2006). Nevertheless, many individuals still look to dieting as a means of 
altering their physiques. Some time ago, Brownell (1991b) suggested that 
people operate under a mistaken assumption that body weight and shape 
is completely under their control—that essentially, through individual 
eff ort and personal will, they can achieve any body type that they desire. 
Despite some recognition of these constraints in professional circles, the 
message has not trickled down to the lay public, evidenced by the vast and 
increasing number of dieters in the United States.

One needs only look to the mass media to understand this national 
obsession with dieting and weight loss. For instance, thinness is equated 
with both health and beauty in magazines, especially those targeting 
women and girls (Levine & Harrison, 2003). Similarly, Greenberg and 
Worrell (2005) found that articles and advertisements about dieting are 
10 times more likely to appear in female-focused magazines than in male-
targeted magazines. In addition to print media, television also projects 
a narrow range of desirable body types. Greenberg, Eastin, Hofschire, 
Lachlan, and Brownell (2003) found that, during the 1999–2000 televi-
sion season, over 30% of women on television sitcoms were underweight, 
whereas in the real world, only 5% are underweight. In contrast, only 3% of 
women on television were obese, whereas in the real world, 25% are obese. 
Notably, the overweight women presented on television were the subject of 
jokes and had fewer positive relationships, friends, or love interests. Apart 
from these portrayals, television—and its celebrities—are also the direct 
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source of information on self-help books, oft en those that promote dieting 
and weight loss (Kissling, 1995; Wilson, 2003).

Self-Help Dieting and Weight Loss Approaches
Only 16% of persons who are classifi ed as overweight and half of those who 
are classifi ed as obese have sought professional advice to lose weight (Bish, 
et al., 2005). In fact, 42% created their own version of a diet or used a plan 
that they had read or heard about from another source (Paeratakul, York-
Crowe et al., 2002). Over 90% of college students attempted to lose weight 
without a formal program and to diet using their own approach (Klesges 
et al., 1987). Th ese statistics give a sense of the number of people attempting 
to lose weight through self-help methods rather than professionally led pro-
grams. Furthermore, they speak to the importance of practitioners gaining 
an understanding of various popular self-help approaches to weight loss. 
While there are many self-help groups that promote weight loss through 
dieting (e.g., Weight Watchers and Overeaters Anonymous), our discus-
sion will focus on media-based self-help approaches, specifi cally self-help 
books.

Historical and Current Trends
Starker (1989) takes a historical look at the self-help diet and weight loss 
industry in the United States, which began nearly a century ago with the 
publication of Diet and Health With Key to the Calories in 1918. Th is book 
was based upon the new science of nutrition, appearing a year aft er the 
American Dietetic Association was formed. Although grounded in this 
new science, its author, physician Lulu Hunt Peters, wrote specifi cally to 
appeal to laypersons. As such, she included colorful case examples along 
with humorous anecdotes and drawings. Th is formative work, which 
achieved best-seller status from 1922 through 1926, was followed by 
 Victor Lindlahr’s 1940 You Are What You Eat, an expression still common 
in today’s vernacular. In contrast to its predecessor, this book focused on 
maintaining a “balanced diet” incorporating the appropriate vitamins and 
minerals, rather than one based simply on calorie-counting. According to 
Starker (1989), this best-selling book was reprinted in paperback as late 
as 1971. Another noteworthy self-help text of this early era was dietician 
Adelle Davis’ 1954 Let’s Eat Right to Keep Fit. Here, Davis provided readers 
with detailed nutritional information, criticizing “the typical American 
diet, with its excess salt and sugar, excessive processing, and its contami-
nation by pesticides” (as cited in Starker, 1989, p. 99). She forewarned that 
unless preventive steps were taken immediately, Americans could expect 
to experience, among other disorders, increased rates of cardiovascular 
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disease and cancer. Her insight proved to be prophetic as this is the state 
that Americans fi nd themselves in today—despite the subsequent surge in 
self-help titles surrounding these topics.

Self-actualization was the Zeitgeist of the 1960s and 1970s, giving 
rise to an increased demand for self-help products, particularly in the 
areas of diet and weight loss. As Starker (1989) explains, “Being slim, 
healthy, and beautiful, was quite necessary, aft er all, to self-fulfi llment 
and personal growth” (p. 100). In 1961, Herman Taller (1961), an obst-
etrician-gynecologist, published Calories Don’t Count, perhaps the fi rst 
of the “miracle” diets, states Starker. Th e so-called magic of this diet was 
to encourage the body to burn its own stored fat by consuming polyun-
saturated fats. Other physicians followed suit with their own “proven” 
approaches to weight loss. Dr. Stillman’s (1968) program, Th e Doctor’s 
Quick Weight Loss Diet, was a high protein diet without carbohydrates 
that reached best-seller proportions in 1968. Still highly popular in the 
21st century, Dr. Atkins’ Diet Revolution (Atkins, 1972) made its debut in 
1972. Th is book prescribed an initial one-week elimination of carbohy-
drates for rapid weight loss, and only small amounts thereaft er. Th e goal 
was for dieters to achieve a state of ketosis in order to burn their own fat. 
While carbohydrates were denied, dietary fats such as bacon and eggs 
were permissible. Other popular self-help books appearing during this 
period included Th e Save Your Life Diet by psychiatrist David Reuben 
(1975), based on high fi ber intake, Th e Last Chance Diet by osteopath 
Robert Linn and author Sandra Lee  Stuart (1976) based on liquid protein 
intake, Th e Scarsdale Diet by physician  Herman Tarnower and author 
Samm Sinclair Baker (1982), based on high protein intake with reduc-
tions in carbohydrates and especially fats, and Th e Pritkin Program by 
inventor and heart-attack survivor Nathan  Pritkin and author Patrick 
McGrady, Jr. (1982), based on large consumption of  vegetables along with 
increased exercise.

Self-help books on dieting and weight loss became fi rmly entrenched 
in American culture during the 1960s and 1970s. However, the 1980s saw 
an unprecedented demand for these products. Brownell (1991a) notes that 
the amount of money spent on diet foods, programs, and books nearly 
doubled in the 1980s from previous decades. Among the 1980s’ bestsellers 
were Richard Simmon’s (1980) Never Say Diet and Jane Fonda’s Workout 
Book (Fondar & Schapiro, 1981). Kissling (1995) notes that this era was 
marked by numerous celebrity guides to weight loss, with books authored 
by the likes of Brooke Shields, Victoria Principal, Elizabeth Taylor, and 
Cher, among others. Regardless of author, Starker (1989) cites a 1984 report 
that found over 600 self-help books on weight loss in print at the time.
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Starker (1989) attributes this trend to the baby boomers’ entry into 
midlife. He remarks that members of this generation “had not yet sur-
rendered their youth, beauty, and physical prowess, and the sudden aware-
ness of the transitory natures of these characteristics only drove them to 
greater extremes in attempts to retain them” (p. 138). Th us, they sought 
solutions in the myriad of self-help books on these topics. Starker also con-
nects the increased purchase of these products to changes in the structure 
of the American family. Specifi cally, from 1950 to 1980, households with 
married couples decreased by 55% and single-person households doubled. 
Starker speculates that the drive for physical self-improvement was spurred 
by the desire to appear physically attractive to potential dating partners. 
Titles such as Th in Th ighs in 30 Days (Sterling, 1982) and 30 Days to a Flat-
ter Stomach for Women (Burstein, 1982) seem to confi rm that weight loss 
eff orts were undertaken for aesthetic, as well as health, reasons.

Brownell (1991b) off ers further explanation as to why the self-help 
industry fl ourished as it did during the 1980s—particularly in the areas of 
dieting and weight loss. He states that “Th e concept of personal responsi-
bility for health is deeply ingrained in our culture” (p. 304). Furthermore, 
this canon of personal responsibility is more pronounced in capitalistic 
societies with conservative governments in place. Th us, the 1980s marked 
a rejuvenation of this tenet in the United States. It also marked a time when 
cultural standards began to equate attractiveness, especially for women, 
with extreme thinness (Brownell, 1991a). As such, “Th is focus on indi-
vidual responsibility reaches extremes in the search for the perfect body” 
(Brownell, 1991b, p. 304). Perini and Bayer (1995) concur that ours is a 
society based on the idea of self-determination in which “Americans have 
retained the ideal that we can achieve anything as long as we work hard 
enough for it” (p. 294). Th ese authors note that while this is a concept rooted 
in masculinity, women in the 1980s began to assimilate the norms of tradi-
tional male culture, including individualism and its corollary, self-control. 
Perini and Bayer also stress that self-help diet books for women perpetuate 
the idea that weight loss is essential for aesthetic appeal, even if this mes-
sage is couched in the rubric of health and fi tness.

While published in 1989, Starker’s treatise on self-help predicted that 
“such body-oriented issues as diet, nutrition, and exercise will remain 
popular topics for years to come” (p. 145). Indeed, he was correct. Selig-
man (1994) speaks to the costs of the 54 million copies of diet books sold 
in the early 1990s. In 2002, Polivy and Herman note the perennial popu-
larity of self-help books, with diet books outselling those addressing other 
health-related topics. A 2006 search on Amazon.com for books using 
the key words “diet” and “weight loss” resulted in 5,726 and 231 relevant 
results respectively. Included in today’s top 10 advice books are Th e South 
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Beach Diet and Th e South Beach Diet Cookbook by Agatston (2003, 2004), 
a newcomer to the diet book genre titled French Women Don’t Get Fat by 
Guiliano (2004), Th e Abs Diet by Zinczenko and Spiker (2004), and Th e 
Ultimate Weight Solution by television talk show host, Dr. Phil McGraw 
(2003). Th e Atkins diet, an instant best-seller upon publication in 1972, 
and other “low carb” diets are enormously popular as well. Dr. Atkins’ 
diet empire is still strong even aft er his death in 2003, with Amazon.com 
listing multiple versions of his diet book, cookbooks, shopping guides, and 
even CDs.

In spite of the popularity of self-help diet books, there is relatively little 
empirical evidence of their effi  cacy for weight loss or weight maintenance, 
not to mention their safety. Th is leaves health professionals uninformed 
and, thus, unable to make sound recommendations as to their use (Dan-
singer, Gleason, Griffi  th, Selker, & Schaefer, 2005; Hill & Astrup, 2003). 
Consumers are equally uninformed, thus possibly incurring harm from 
following these prescriptions (Brownell & Rodin, 1994). In an eff ort to 
remediate this problematic state of aff airs, the following section presents 
an overview of scholarly articles speaking to the eff ectiveness of popular 
diets.

Empirical Evidence
Freedman, King, and Kennedy (2001) off er a characterization of popular 
diets, placing them into three distinct categories. Th e fi rst is comprised of 
low-carbohydrate, high-fat and protein diets such as the Atkins, Protein 
Power, and Life Without Bread diets. Th e Sugar Busters! and Zone diets 
would also fall into this category, which we shall abbreviate as Low-Cho 
diets. Th e rationale behind these diets is that by greatly decreasing carbo-
hydrate intake, insulin release will be decreased, resulting in greater sati-
ety and weight loss through adipose metabolism, along with a decrease in 
serum triglyceride levels.

On the opposite end of the spectrum, Freedman et al. (2001) describe 
very high-carbohydrate, low- to very low-fat, and moderate protein diets, 
which we shall abbreviate as Low-Fat diets. Th ese are exemplifi ed by the 
Ornish and Pritikin programs. According to Freedman et al. (2001), these 
diets have traditionally been thought of more as a prescription to prevent 
cardiovascular disease rather than as a weight-loss approach for the gen-
eral public. However, capitalizing on Americans’ exponential weight gain, 
some authors of books promoting these diets have changed both the focus 
and the title to emphasize weight loss rather than heart disease reduction. 
Th ese Low-Fat diets recommend eating high fi ber and complex carbohy-
drates until one feels satiated. Th e fat intake is defi ned as <10% of total 
calories for very low-fat diets and 11–19% fat of total calories for low-fat 
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diets. Th e rationale for these diets is that individuals will eat fewer calories, 
thus losing weight and body fat.

Lastly, Freedman et al. (2001) describe balanced nutrient reduction 
diets that are moderate in fat and protein intake while high in carbohy-
drate intake. We shall designate these as Bal diets, which are exemplifi ed 
by the Weight Watchers, Jenny Craig, Nutri-Systems, DASH, and USDA 
Food Guide Pyramid diets. Th e LEARN Program for Weight Maintenance 
(Brownell, 2004) also utilizes this dietary approach and recommends that 
physical activity accompany these nutritional changes. Beyond these rec-
ommendations, the LEARN program also employs cognitive–behavioral 
principles for weight management including self-monitoring, reinforce-
ment, and restructuring of negative thinking patterns. Th e rationale for 
these diets is that weight loss will occur when the body is in a state of nega-
tive energy balance produced through calorie reduction and concomitant 
increase in physical activity. Th e goal of these Bal diets “is to provide the 
greatest range of food choices to the consumer, to allow for nutritional 
adequacy and compliance, while still resulting in a slow but steady rate 
of weight loss (e.g., 1 to 2 lbs/wk)” states Freedman et al. (2001, p. 20S). 
Finally, Freedman et al. note that Bal diets, particularly in contrast to 
Low-Cho diets, are generally based on sound scientifi c principles and have 
been subjected to the most empirical scrutiny to date.

In the remainder of this section, articles will be reviewed that speak 
to the effi  cacy of diets within each of these three categories, either singly 
or in contrast to each other. Articles reviewed are of three types. Th e fi rst 
consists of a single article (Anderson, Konz, & Jenkins, 2000) that predicts 
outcomes based on a nonclinical computer analysis of dietary protocols. 
Th e second consists of literature reviews (Bravata et al., 2003; Freedman 
et al., 2001; Katz, 2005) and the third consists of treatment outcome studies 
(Bacon et al., 2002; Dansinger et al., 2005; Gardner et al., 2007).

Computer Analysis In lieu of direct administration of self-help dietary 
approaches to human participants, Anderson et al. (2000) opted to simu-
late these diets by entering suggested menu plans into a computer analysis. 
Th is analysis aimed to yield information on how closely each diet adhered 
to USDA Food Pyramid recommendations and to what extent each diet 
might impact coronary heart disease risk factors. Th ese researchers chose 
to examine eight popular weight loss diets. Four of these fall into Freed-
man et al.’s Low-Cho diet category (i.e., the Atkins, Protein Power, Sugar 
Busters!, and Zone diets). Th ree fall into the Low-Fat diet category (i.e., 
the Pritkin and Ornish diets, along with Dr. Anderson’s High Fiber Fitness 
Plan). Lastly, Anderson et al. (2000) examined the American Dietetic Asso-
ciation’s Exchange Diet which might best be described as a Bal diet.
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Th e researchers began by creating menus based on each diet author’s 
recommendations, holding menus at a 2000 calorie limit. Upon analysis, 
they found that the Atkins diet was the highest in fat, saturated fat, and 
cholesterol and scored the poorest when compared to the USDA Food 
Pyramid. Not surprisingly, the Atkins, followed by the Protein Power, 
diet deviated the most from USDA Food Pyramid guidelines in terms of 
 recommended servings of grains, vegetables, and fruits. Indeed, the Atkins 
diet stresses the avoidance of such foods. In contrast, the Ornish and Prit-
kin diets “most strongly encourage ‘eating at the bottom’ of the food pyra-
mid” (Anderson et al., p. 584).

As for eff ects on cardiovascular risk factors, the Atkins diet was the 
worst and the Ornish diet was the best. Th e Atkins diet was implicated 
in increasing risk by virtue of the eff ects of low soluble fi ber levels that 
would also increase serum cholesterol levels—the only diet in this analy-
sis that contributed to cardiovascular risk for this reason. Based on their 
calculations, Anderson et al. (2000) state that “long-term use of the Atkins 
diet would increase serum cholesterol values by ~25%, while long-term 
use of the Ornish diet would decrease serum cholesterol concentrations by 
~32%”(p. 586). Th ey conclude that long-term use of the Ornish diet might 
decrease risk of heart disease by greater than 60% while long-term use of 
the Atkins diet might actually increase risk of heart disease by greater than 
50%. Unfortunately, many consumers are seduced by the relatively rapid 
weight loss produced by the Atkins and other Low-Cho diets—weight loss 
that Anderson et al. (2000) contend is largely a function of water loss rather 
than fat. Anderson et al. conclude that the potential long-term hazards of 
Low-Cho diets outweigh any short-term benefi ts, thus obviating their use 
as a means of enhancing health. Based on their fi ndings, this group instead 
recommends diets lower in fat and higher in both carbohydrates and fi ber 
as the best means of reducing cardiovascular disease risk.

Literature Reviews Freedman’s group (Freedman et al., 2001) drew simi-
lar conclusions based on their review of literature dating from the 1960s. 
Th ese researchers compared the claims made by popular diets to empirical 
studies that address the effi  cacy of various dietary approaches. Th ey found 
that overweight people on Low-Cho diets eat less and lose weight when 
allowed to eat ad libitum. Like Anderson and colleagues (2000), Freedman 
et al. (2001) determined that Low-Cho diets produced weight reductions 
through a greater loss of body water than fat. However, at the conclusion 
of the diet, this water weight would be regained. Th is point is particu-
larly salient given the possibility that individuals may not adhere to this 
dietary protocol in the long-term. Freedman et al. (2001) found that very 
few studies lasted long enough to truly address compliance, but  dropouts 
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in many of the studies were reported without explanation. Th ey also found 
that, despite claims by Low-Cho diet proponents that caloric intake is 
inconsequential, this is not the case. Caloric balance is indeed the chief 
determinant of weight loss regardless of the diet’s composition. Freedman 
et al. (2001) also warned of adverse eff ects associated with Low-Cho diets. 
Th ese include ketosis as well as potential for increased cancer risk due to 
the lowered intake of fruits and vegetables. Low-Cho diets may also result 
in a host of side eff ects including constipation, diarrhea, nausea, fatigue, 
headache, insomnia, thirst, and halitosis. A fi nal drawback to these diets is 
that they require supplementation with vitamins, specifi cally A, E, and B 
vitamins, as well as minerals and dietary fi ber because of the lack of food 
variety, specifi cally fruits and vegetables.

In their review, Freedman et al. (2001) also assessed the worth of 
Low-Fat diets. As with Low-Cho diets, individuals adhering to these lose 
weight due to caloric reductions. However, in contrast to Low-Cho diets, 
weight reductions here are the result of a loss of body fat rather than water. 
As in Anderson et al.’s (2000) computer-based study, Freedman and col-
leagues (2001) found cardiovascular benefi ts associated with this dietary 
composition. Th ese include a decrease in low-density lipoproteins and, 
in some cases, a decrease in plasma triglyceride levels and a reduction 
in blood pressure. Freedman et al. (2001) found few adverse eff ects for 
Low-Fat diets but noted that the American Heart Association recommends 
that persons with insulin-dependent diabetes mellitus avoid very low-fat 
diets. Another concern with these diets is that they require supplementing 
with vitamins E and B12 as well as zinc due to the limited animal protein 
sources. Individuals on Low-Fat diets typically reported having more than 
enough to eat and ate less when allowed to eat ad libitum. Th e high levels 
of dietary fi ber likely contribute to feelings of satiety and thus may aid in 
compliance. One caveat, though, is that many of the studies of Low-Fat 
diets involved clinical populations who the authors admit may be more 
motivated to follow these relatively stringent protocols than members of 
the general population.

Finally, Freedman et al. (2001) spoke to Bal diets, which produce 
weight loss because, by reducing fat, a greater proportion of calories are 
removed. Specifi cally, “when dietary fat decreases from 34–36% to less 
than 30%, caloric intake signifi cantly decreases and results in signifi -
cant body weight reduction” (p. 21S). Unlike Low-Cho and Low-Fat diets, 
Bal diets are nutritionally sound with all food groups included at some 
level. Health-wise, improvements are seen in blood lipid levels and blood 
pressure, and no adverse eff ects were detected. Individuals on these diets 
generally reported being satiated and rated the diet highly in terms of 
palatability, although, once again, long-term compliance for the general 
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public has yet to be assessed. Freedman et al. (2001) conclude that the best 
dietary approach for preventing weight gain, accomplishing weight loss, 
and maintaining this loss is one that is moderate in fat and low in calories. 
Such a diet—perhaps more aptly called a lifestyle—would incorporate a 
large amount of fruits, vegetables, and whole grains as well as low-fat 
dairy products. In concert with Anderson et al.’s (2000)  conclusions, 
this diet would do best to reduce the risk of chronic disease. Finally, like 
Anderson’s group, Freedman and colleagues (2001) discourage the use of 
Low-Cho diets, which, unfortunately, the general public has seized upon 
in recent years.

In a subsequent literature review, again dating from the 1960s, Katz 
(2005) reached many of the same conclusions as did Freedman et al. (2001) 
regarding the effi  cacy—and potential hazards—of various popular dietary 
approaches. Th at is, the evidence he gathered indicates that sustained 
weight loss is accomplished via caloric restriction, rather than dietary 
composition itself. While Low-Cho diets produce notable initial weight 
loss, this is attributable to loss of water and muscle protein, both undesir-
able eff ects. Katz (2005) also determined that “the more rapid the initial 
weight loss, in general the greater and more rapid the subsequent weight 
gain” (p. 66). Th at is, the methods used to achieve rapid initial weight loss 
are typically unsustainable. Supporting this statement, Katz noted high 
attrition and recidivism rates in studies of Low-Cho diets.

Additionally, Katz (2005) discussed the adverse side eff ects of Low-Cho 
diets, classifying them in terms of problems associated with high fat intake 
(e.g., worsened serum cholesterol levels), high protein intake (e.g., wors-
ened renal functioning), and low carbohydrate intake. As to this last com-
ponent, Katz (2005) listed 11 known ill eff ects of inadequate carbohydrate 
intake ranging from depression to increased cancer and cardiovascular 
disease risk. Th us, these diets appear damaging on many fronts. Katz 
(2005) concluded that more research must be done to identify a sustainable 
dietary approach that promotes both health and weight control. However, 
for the time being, he avers that “diets rich in fruits, vegetables, and whole 
grains; restricted in animal fats and trans fat from processed foods; lim-
ited in refi ned starches and sugar; providing protein principally from lean 
sources; and off ering fat principally in the form of monounsaturated and 
polyunsaturated oils are linked to good health” (p. 74). Finally, Katz was 
equally adamant about the short-comings and ill eff ects of Low-Cho diets 
that the populace seems to prefer.

Bravata and colleagues (2003) reviewed the literature on Low-Cho diets, 
searching for empirical articles testing their eff ects between 1966 and 
2003. Th ese researchers also determined that weight loss was a result of 
caloric restriction as well as duration of the diet, rather than  carbohydrate 
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 restriction per se. In contrast to Freedman et al. (2001) and Katz’s (2005) 
literature reviews, Bravata’s examination of empirical  evaluations of 
Low-Cho diets failed to yield notable ill eff ects on health status. Th ese 
researchers state “lower-carbohydrate diets were not associated with 
adverse eff ects on serum lipid levels, fasting serum glucose levels, or blood 
pressure” (p. 1847). Nevertheless, Bravata et al. (2003) stopped short of 
endorsing the widespread use of these diets. Rather, they enumerated a 
number of methodological weaknesses in the studies they reviewed.

First, they comment that relatively few studies reported on the metabolic 
variables on which they found no ill eff ects. In addition, these studies gen-
erally lacked any long-term follow-up, thus they were unable to determine 
both effi  cacy and harm that might be incurred over time. Bravata et al. 
(2003) also observe that most articles reported results only for participants 
who had completed the study, thus eff ects of the dietary interventions may 
have been overstated. On a related note, adherence to dietary protocols was 
oft en not assessed even among participants who completed the studies. 
For the most part, studies failed to include measures of exercise behavior, 
thus the impact of any changes in physical activity could not be assessed. 
Finally, Bravata et al. (2003) make an excellent point in light of obesity 
patterns in the United States. Th at is, information on race and ethnicity 
of participants in the studies reviewed was oft en lacking. Presumably, the 
majority of participants in these studies were White, non-Hispanic Ameri-
cans, thus limiting the extent to which fi ndings could be generalized to 
diverse groups in this country and abroad. Freedman et al. (2001) voice 
a similar concern, noting that the existing studies primarily examined 
dietary interventions among adults, with little research examining their 
eff ects on children and adolescents. Th is is worrisome given the increasing 
numbers of children and adolescents who embark on diets to lose weight.

Treatment-Outcome Studies Because of the paucity of data on increas-
ingly popular diets, Dansinger et al. (2005) set out to empirically evaluate 
the eff ects of the Atkins, Zone, Weight Watchers, and Ornish on weight loss 
and cardiovascular risk reduction, as well as adherence. Th e fi rst two of 
these diets are of the Low-Cho variety while the Weight Watchers refl ects 
the Bal diets, and the Ornish is representative of the Low-Fat diets. Partici-
pants were adult men and women of any age who were between 27 and 42 
BMI and had at least one cardiovascular disease risk factor. Participants 
were randomly assigned to the four dietary conditions, which then met as 
a group for one hour on four occasions during the 2 months of active inter-
vention. Each group was led by a dietician and physician who presented 
the rationale for the diet along with written materials and the offi  cial diet 
cookbook. Th ey also provided diet-specifi c advice, reinforced positive 
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dietary changes, and addressed barriers to adherence. Participants also 
received monthly telephone calls inquiring about adherence and assessing 
changes in medications, hospitalizations, and any adverse eff ects. Th us, the 
intervention in this study most closely resembled self-help as an adjunct to 
therapy rather than a pure self-help intervention. Individuals enrolled in 
this study received no monetary compensation for their participation.

Dependent variables were assessed at pretest, posttest (2 months), and 
follow-up (6 and 12 months). Th e researchers found that, in a year’s time, 
all four diets resulted in a modest weight loss, with no signifi cant dif-
ference among them. At year’s end, all four diets also produced modest 
improvements in some, but not all, cardiovascular risk factors with some 
variation among the diets. Furthermore, no diet resulted in a signifi -
cant worsening of any risk factor over the course of the year. However, 
adherence to dietary protocols did seem to be a problem, particularly for 
those assigned to the Ornish and Atkins diets, which only 50 and 53% of 
participants, respectively, completed. Attrition was still high among the 
other groups, with only 65% of participants in both the Zone and Weight 
Watchers diets completing the study. Th e two most common explanations 
for discontinuation was that the diet was too diffi  cult to follow or that it 
was not meeting participants’ expectations in terms of amount of weight 
lost. Even among those who completed the study, self-monitoring records 
revealed a clinically meaningful adherence level among only 25% of par-
ticipants in each condition, with adherence diminishing as time pro-
gressed. Noteworthy is the fact that weight loss was signifi cantly related 
to adherence levels in this study. Th us, the authors concluded that dietary 
adherence may be more salient than the diet itself in terms of producing 
weight loss and improvements in cardiovascular risk. While no adverse 
eff ects for any diet were encountered, Dansigner et al. (2005) did cau-
tion that their study was limited in its ability to elucidate long-term safety 
risks.

More recently, Gardner et al. (2007) conducted a similar study compar-
ing four diets, the Atkins, Zone, and Ornish diets, but using the LEARN 
program, another Bal diet, in place of the Weight Watchers diet that Dan-
singer et al. (2005) had examined. Th is study also spanned 12 months, 
but participants here were restricted to premenopausal women ages 25 
to 50 with BMIs between 27 and 40. Participants were randomized in 
blocks and assigned to one of the four experimental conditions. Again, 
the intervention more closely resembled self-help as an adjunct to ther-
apy as participants attended one-hour classes once per week for 8 weeks. 
Classes were led by a dietician who covered approximately one eighth of 
the material in each self-help diet book during each meeting. Although the 
LEARN program is meant to be navigated across 16 weeks, it was  covered 
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in this accelerated time frame to match the intervention span of the other 
three groups. Additional contact with participants included e-mail and 
telephone prompts for appointments and additional contact throughout 
the study. In contrast to Dansinger et al., (2005) Gardner et al. (2007) 
off ered participants increasing monetary incentives for completing assess-
ments at 2, 6, and 12 months.

Gardner et al. (2007) aimed to assess the eff ects of these interven-
tions on weight loss, which they dubbed their primary outcome. Th ey 
also aimed to assess their eff ects on 11 metabolic measures, which they 
referred to as secondary variables. As in the Dansinger et al. (2005) 
study, all four diets assessed here resulted in weight loss over the course 
of a year. At 2- and 6-month assessments, weight loss for the Atkins diet 
was signifi cantly greater than that for all other groups. Th is is consistent 
with reports of rapid initial weight loss on Low-Cho diets. However, by 
12 months, the weight loss produced by the Atkins diet was signifi cantly 
better than only the Zone diet. Th e weight loss produced by all diets was 
modest at best, with the Atkins resulting in the greatest loss, an aver-
age of 4.7 kg aft er one year. Modest improvements were also detected on 
the metabolic measures aft er one year, with the Atkins diet faring sig-
nifi cantly better than the Zone in terms of BMI and triglycerides, better 
than the Ornish in terms of HDL and diastolic blood pressure, and better 
than all three other diets in terms of systolic blood pressure. In contrast 
to the Dansinger et al. (2005) study, far fewer individuals discontinued 
their participation throughout the course of Gardner et al.’s (2007) inter-
vention. In all four diet groups, over 85% of participants attended over 
75% of their assigned classes and retention at 12 months ranged from 76 
to 88%, with no signifi cant diff erences among groups. Th e authors add, 
however, that “adherence to the 4 sets of dietary guidelines varied within 
each treatment group and waned over time, especially for the Atkins and 
Ornish diets” (p. 976).

Gardner et al. (2007) concluded that concerns about the adverse eff ects 
of the Atkins diet were not confi rmed, at least within the 12 months that 
their study entailed. Th ey conceded that questions remain as to the source 
of weight loss—i.e., was it attributable to the composition of the diet 
itself, and if so, what dietary component? Th ey acknowledged that ques-
tions about the long-term eff ects of these diets remain. While the authors 
extolled the external validity of their fi ndings, one must remember that 
self-help diet books were used as an adjunct to therapy in a research set-
ting where individuals were prompted and paid for their participation. 
Th e monetary incentives in this study might account for the much greater 
retention rates than those in Dansinger et al.’s (2005) study, where no 
such incentives existed. Such conditions vastly diff er from those in which 

ER51712_C013.indd   305ER51712_C013.indd   305 06/10/2007   08:02:4206/10/2007   08:02:42



306 • Handbook of Self-Help Th erapies

 millions of Americans purchase these books and attempt to negotiate 
them on their own.

A fi nal empirical study to be examined here is one that compared use of 
the LEARN Program for Weight Control manual to use of a manual espous-
ing a nondieting approach to healthy eating, nutrition, physical activity, 
social support, and body acceptance (Bacon et al., 2002). Participants were 
obese (BMI > 30) women ages 30–45 years who had a chronic history of 
dieting. Th ey were randomly assigned to either the dieting or nondieting 
condition, each of which entailed attending 24 weekly 90-minute sessions. 
Following this active treatment phase, participants could attend monthly 
aft ercare sessions for 6 more months in which no new material was pre-
sented. Th e dieting group was led by a dietician, whereas the nondieting 
group was led by a counselor. Once again, the interventions resembled 
self-help as an adjunct to therapy rather than pure self-help.

Results revealed that only in the dieting group did signifi cant weight 
loss occur, most of this happening by mid-treatment with no signifi cant 
reductions thereaft er. A signifi cant reduction in BMI also occurred for the 
dieting group. In stark contrast, the nondieting group experienced virtu-
ally no change in these variables across time. However, both groups signifi -
cantly improved in total cholesterol, LDL, triglycerides, and systolic blood 
pressure at 12 months. Th ese changes occurred at mid-treatment for the 
dieting group and following aft ercare for the nondieting group. Unfortu-
nately, HDL values signifi cantly worsened for both groups, more so for the 
nondieting group. Bacon et al. (2002) measured activity levels throughout 
their study, fi nding that there was a signifi cant increase in energy expendi-
ture for the nondieting group at 12 months, contrasting with a signifi cant 
decrease for the dieting group.

Unlike many other studies assessing the eff ects of dietary approaches, 
Bacon et al.’s (2002) study included an assessment of psychological vari-
ables: eating disorder pathology, depression, and self-esteem. On the eating 
disorder measures, both groups improved signifi cantly and similarly over 
time on some subscales, but the nondieting group signifi cantly improved 
on a greater number, with the dieting group actually faring worse over 
time on cognitive restraint. Th e researchers, however, framed this as a suc-
cessful outcome because this is a quality that dieting approaches attempt 
to imbue. Although both groups improved over time, the nondieting 
group exhibited signifi cantly better scores on body image avoidance and 
disinhibiton than the dieting group. Furthermore, the nondieting group 
signifi cantly improved over time and had signifi cantly better scores on 
rigid control, whereas the dieting group’s initial signifi cant improve-
ments disappeared by year’s end. Both groups improved on depression 
and did not diff er from each other on this variable. Regarding self-esteem, 
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the  nondieting group made a signifi cant improvement although this did 
not occur until the 12-month assessment. Th e dieting group exhibited a 
signifi cant improvement at the end of the 6-month treatment program, but 
this eff ect was not sustained at 12 months.

Last, but certainly not least, Bacon et al. (2002) assessed attrition lev-
els throughout their study, fi nding signifi cant diff erences between the two 
groups. While 33 and 41% of participants in the dieting group dropped 
out of the study at mid- and posttreatment, respectively, only 8% of par-
ticipants dropped out of the nondieting group at mid-treatment, with no 
additional dropouts at posttreatment. Among those who remained in the 
study, signifi cantly fewer participants (67%) in the dieting group attended 
sessions during the latter half of treatment than participants (76%) in the 
nondieting group. Similar proportions of participants did participate in 
the optional aft ercare sessions, 50 and 53% for the dieting and nondieting 
groups, respectively. Participants also had the opportunity to complete a 
self-evaluation questionnaire. Th e researchers reported striking diff erences 
between the groups on the items, “I feel like I have failed the program” and 
“Th is program has helped me feel better about myself,” with 38 and 35% 
of the dieting group endorsing the “failure” item at mid- treatment and 
12-months, respectively, compared to 5 and 7% of the nondieting group at 
these junctures. On the “feel better” item, 51 and 78% of the dieting group 
endorsed this item at mid-treatment and 12 months compared to 93% of 
the nondieting group at both time periods.

Based on their fi ndings, Bacon et al. (2002) urge practitioners to con-
sider recommending nondieting interventions, at least to their larger 
women clients who have a history of failed dieting attempts. In this study, 
such an approach resulted in similar improvements in metabolic fi tness 
variables as did a dieting approach. Furthermore, the nondieting approach 
resulted in greater improvements in psychological health, fewer attribu-
tions of failure, and seemingly related higher levels of adherence.

Advantages and Disadvantages
Generally speaking, self-help programs are less costly than professionally 
led psychological and medical interventions. Th is advantage is particularly 
meaningful for persons attempting to lose weight as most insurance pro-
grams do not cover weight-loss treatments (Downey, 2002). Furthermore, 
weight is inversely correlated with income in the United States. Th us, indi-
viduals classifi ed as obese or overweight are likely to have fewer economic 
resources at their disposal. Fabricatore, Wadden, and Foster (2005) recog-
nize that people of color are less likely to access health care even though 
they have higher rates of obesity and overweight than Caucasians in the 
United States. Th is same point can be made about American women, who 
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have greater rates of obesity than their male counterparts but who have 
fewer fi nancial means for treatment.

Th e availability of self-help resources in this area may also be advanta-
geous as they eliminate the stigma of presenting oneself to a professional 
for assistance. Indeed, Fabricatore et al. (2005) report that health care pro-
fessionals’ attitudes toward obese patients are as negative today as they 
were 40 years ago. However, present-day practitioners are less likely to 
express this bias in an explicit manner. Th us, these authors suggest that 
patients’ reluctance to seek formal weight loss treatment may stem from 
factors other than overt hostility on the part of practitioners. For instance, 
patients may encounter a more diff use lack of empathy. In addition, they 
may be advised that their weight is problematic (in terms such as “fat” 
and “obese,” which evoke negative emotional reactions) but off ered little 
guidance for remedying this situation. Non-interpersonal elements of the 
health care setting may also deter persons from seeking professional care 
such as when chairs and medical equipment are too small for the patient or 
when scales are in plain view of other patients. All of these elements may 
conspire to evoke shame and embarrassment among persons of weight, 
leading them to seek private solutions for weight loss among the countless 
self-help books on this topic.

While the fi rst chapter in this text lists enhanced self-effi  cacy among 
the psychological benefi ts of self-help therapies, Polivy and Herman (2002) 
suggest that this relationship is somewhat muddled when it comes to diet-
ing and weight loss. Self-effi  cacy refers to confi dence that one can success-
fully manage a task—in this case, lose weight. Polivy and Herman (2002) 
note that such effi  cacy, or confi dence, is oft en based on a record of suc-
cess or competence—in other words, some performance accomplishment. 
Bandura (1977) defi ned self-effi  cacy as the conviction that one can suc-
cessfully execute the behavior required to produce the outcomes. Herein 
lies the problem with respect to weight loss. Polivy and Herman note that 
the “pernicious aspect of dieting is not that diets eventually fail, but that 
they do not fail before fi rst succeeding” (p. 683). Indeed, Katz’s (2005) lit-
erature review indicated that any diet that restricts calories will produce 
weight loss in the short term. However, the means used to achieve this 
initial weight loss is intrinsically unsustainable, with weight gain soon to 
follow. Low-Cho diets are the epitome of this problem because they tend 
to produce the largest initial weight losses, and they appear to be the least 
sustainable, perhaps due to their host of side eff ects.

Polivy and Herman lament that such initial success leads dieters to 
develop an unrealistic sense of self-effi  cacy. Th at is, if they keep trying—or 
try harder the next time—they will indeed achieve substantial and per-
manent weight loss. Th ey speculate that such individuals persist in their 
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dieting eff orts because they attribute their inevitable failure to themselves 
rather than the inadequacy of the diet. Bacon et al.’s (2002) self-evaluation 
fi ndings, reported in the previous section, poignantly illustrate this eff ect. 
Polivy and Herman suggest that if dieters do invoke an external attribu-
tion, it may be that this particular diet was “not for me” (p. 683), so they 
move on to the next self-help program that purportedly holds the key to 
lasting weight loss. Dieters certainly do not develop such notions in a social 
vacuum. Polivy and Herman assert that the diet industry thrives due to 
repeat customers. Th at is, “promoters of the diet in question have a vested 
interest in blaming the dieter rather than the diet” (p. 681). Dieters who fail 
to achieve (and maintain) the unrealistic weight loss that these programs 
promise—and the generalized happiness that such weight loss will cer-
tainly bring—can redeem themselves simply by trying harder next time.

Th e diet industry certainly seems to be one in which capitalistic motives 
usurp those of a therapeutic nature. Seligman (1994) accuses the indus-
try with creating a public that is “discontent, even despairing, about their 
bodies, and willing—even eager—to spend a substantial portion of their 
earnings in the belief that they can and should become much thinner than 
they are” (p. 180). Wilson (2003) echoes this sentiment, stating that adver-
tising strategies are devised to foster insecurity and inadequacy among 
recipients. Th is, of course, is followed by the unwavering promise that pur-
chasing a certain product will ameliorate this distress. Seligman (1994) 
vehemently calls for an end to this practice, instigating for truth in adver-
tising. For instance, he maintains that self-help diet books should dis-
close that long-term weight loss is an unlikely outcome. Instead, Brownell 
(1991b) observes that books make claims like “Lose Up to a Pound a Day 
and Never Gain it Back” (p. 305). Freedman et al. (2001) list “Not a single 
adverse reaction” as one of the “outrageous” claims found in Bantam Book’s 
Protein Power and “Sugar is toxic!” (p. 40S) as an outrageous statement 
contained in Ballantine Book’s Sugar Busters! Seligman (1994) goes so far 
as to say that those who author and promote these books are approaching 
a violation of the profession’s “do no harm” oath (p. 197). Rosen, Glasgow, 
and Moore (2003) have long insisted that ineff ective self-help programs 
are not necessarily benign—that these can actually lead to worsening of 
the problem. Katz (2003) warns that fad diets should be “presumed guilty” 
(p. 33) regarding their impact on health and that it is the responsibility of 
their authors to prove their program’s effi  cacy, including lack of harm.

Unfortunately, numerous self-help diet books are created by individu-
als who are not even bound by professional ethics in the health-related 
fi elds. Starker (1989) states that “Anyone—even persons without an iota of 
nutritional training can design, develop, publish, and promote a diet … all 
it takes is an idea and the ability to string some words together” (p. 4). 
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Kissling (1995) is particularly critical of self-help books on dieting and 
weight loss authored by celebrities who have no qualifi ed expertise in this 
area. As such, messages and recommendations contained in these books 
may run counter to sound scientifi c evidence. For instance, these books 
oft en categorize foods as either good or bad—even “forbidden” (p. 215). 
In turn, ingestion of such foods is seen as abusive, weak, and/or sinful. 
Readers are counseled to be hypervigilant, lest they experience lapses in 
their eff orts. Kissling (1995) quotes one book as warning “a dieter must 
be on National Guard duty twenty-four hours a day” (p. 214). Putterman 
and Linden (2004) cite a body of research linking this approach, known as 
dietary restraint or restrained eating, to a number of deleterious physical 
and psychological states. In fact, they acknowledge that dietary restraint 
may be etiologically involved in the onset of eating disorders.

“Looks do count” is another common theme that runs throughout celeb-
rity-authored self-help books (Kissling, 1995, p. 213). Th at is, weight loss is 
to be pursued for aesthetic purposes, thus reinforcing unrealistic societal 
beauty standards and the idea that self-worth is necessarily contingent on 
body weight and shape, particularly for women. In their own examination 
of self-help books, Perini and Bayer (1995) encountered this same theme 
espoused by authors, even those of the non-celebrity variety. Th is focus 
on appearance also extended to muscularity in that books encouraged 
women to engage in strength training “because muscles are sexy!” as one 
book proclaimed (p. 300). Putterman and Linden (2004) produced empiri-
cal evidence showing that when weight loss is driven by appearance versus 
health concerns, female dieters report greater use of unhealthy practices 
(e.g., eliminating whole food groups) and a greater number of the afore-
mentioned lapses in restraint. In addition, women participants who dieted 
to improve their appearance, rather than their health, experienced greater 
body dissatisfaction and lower self-esteem. Putterman and Linden (2004) 
further remark that drastic approaches to weight loss are also the least likely 
to work, setting dieters up to try ever harder, only to fail again and again.

Despite Kissling’s (1995) critique of celebrity-authored self-help books, 
works continue to be published that rehash some of these same troubling 
themes. For instance, the back cover of talk show host Dr. Phil McGraw’s 
Th e Ultimate Weight Loss Solution (2003) presents exaggerated claims in 
that it promises “permanent weight loss” with “immediate results.” Mes-
sages about weight are moralistic in tone as exemplifi ed by pejorative terms 
such as “fatties” and “couch potatoes.” While the book touts good health as 
a consequence of weight loss, it simultaneously conveys the importance of 
weight loss for physical appearance; e.g., “You’ll love what you start seeing 
in the mirror” (p. 207). It also places the blame for failure to lose weight 
squarely on the shoulders of the individual. McGraw (2003) refers to the 
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statement “Because obesity runs in my family, I just can’t lose weight” as 
a “handy excuse or justifi cation for not losing weight” (p. 73) rather than 
acknowledging the empirically documented genetic limitations to weight 
loss. Along these lines, McGraw (2003) makes the statement, “Over-
weight people simply eat more calories, more fat, and more carbohydrates 
than normal-weight people do” (p. 181), which clearly contradicts scien-
tifi c evidence regarding the infl uence of genetics on energy expenditure 
 regulation, lipid metabolism, and other elements of weight and weight loss 
(Moreno-Aliaga, Santos, Marti, & Martínez, 2005).

An inherent limitation of the self-help genre is that it fails to address 
etiological factors beyond the individual’s own psychological makeup. Th e 
self-help literature on dieting and weight loss presents perhaps the most 
glaring example of this critique. In this case, individuals must contend with 
both biological and sociocultural barriers to weight loss. In his aptly titled 
article, “Dieting and the Search for the Perfect Body: Where Physiology and 
Culture Collide,” Brownell (1991a) cites early evidence for genetic infl uences 
on weight—which consequently places confi nes on the extent of weight loss 
one might realistically achieve. Research over the ensuing decades has rein-
forced this contention (e.g., Moreno-Aliaga et al., 2005). Th at is, the human 
body is not infi nitely malleable because of biological forces beyond one’s 
control. Brownell and colleagues (e.g., Horgen & Brownell, 2002) have also 
spoken of sociocultural barriers to weight loss—what they term, a “toxic 
environment” in which high-fat, high-calorie food is inexpensive, easily 
accessible, and heavily advertised. Th ese authors raise the possibility that 
obesity is actually a normal response to this abnormal environment.

Despite the recognition that biological and sociocultural factors infl u-
ence individuals’ body weight and shape, Brownell (1991b) states that 
“Eff orts on the management of obesity have focused almost entirely on 
changes the individual can make to lose weight” (p. 306). Th e focus on 
individual responsibility exemplifi es the duty model of health care articu-
lated by Winkler (1986) in which persons are expected to engage in posi-
tive health behaviors, with their resultant health status in their own hands. 
Th is lies in contrast to the rights model in which the broader social sys-
tem is expected to create policies and environments which facilitate indi-
viduals’ health status. Infl uenced by Winkler’s (1986) writings, McFadden 
and Evans (1998) examined a random sample of articles describing obe-
sity interventions from four leading behavior therapy and/or clinical 
psychology journals seeking to what extent these addressed macrolevel 
(e.g., cultural processes and social constructions) relative to microlevel 
(e.g., individual knowledge level and behavior) issues. As predicted, these 
articles largely attributed excess weight to individual behavior, and the 
interventions described therein refl ected this perspective. Like Brownell 
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(1991b), McFadden and Evans (1998) deemed this problematic. As such, 
they advised against an overreliance on the duty model of health, which 
dictates that individuals have considerable control over their well-being. 
Such an emphasis may result in victim-blaming rather than recognizing 
the many social constraints on behavior change. Th at is, a bias toward 
personal responsibility may obscure the sociocultural factors that ham-
per individual choice. Evans (2005) subsequently stated that the target for 
treatment should never be the individual behavior alone. Rather, he con-
tends that the individual must be considered in cultural context.

In his article “Personal Responsibility and Control Over Our Bodies: 
When Expectations Exceed Reality,” Brownell (1991b) also warns against 
victim-blaming in the area of dieting and weight loss. McLellan (1995) 
argues that self-help books on this and other topics inherently do just that. 
Th erefore, if weight loss is not achieved, the reader is at fault.  McLellan 
(1995) laments that placing the onus solely on the individual does a major 
disservice, especially to those whose condition is a function of social 
oppression. Likewise, Evans (2005) remarks that some populations expe-
rience double jeopardy when their problems are a function of historical 
injustice and exploitation, but the proposed solutions rest solely upon indi-
vidual behavior change. Kissling (1995) contends that self-help books that 
equate fi tness, beauty, and self-esteem certainly contribute to “a climate of 
oppression by encouraging women to participate in the objectifi cation of 
their own and other bodies” (p. 215). Perini and Bayer (1995) speak to this 
issue as well, stating that “Th e body is fi rst and foremost to be understood 
as an object which is to be looked at and desired” (p. 299), with this theme 
rampant among the self-help books that these authors reviewed.

Th e language of self-blame is oft en incorporated in self-help books for 
diet and weight loss, as evidenced by the use of phrases such as letting 
one’s self go (Kissling, 1995). Modern-day self-help books may not invoke 
overtly pejorative terms such as those found in books written in the early 
1900s. For instance, Starker (1989) describes one book that used female 
case studies who were given “humorous” names such as “Ima Gobbler, 
Mrs. Sheesasite, Mrs.Weyaton, and Mrs. Knott Little” (p. 95). Neverthe-
less, the vocabulary used in more contemporary self-help guides still com-
municates that “the non-ideal female body is sick, lost, and disordered” 
(Perini & Bayer, 1995, p. 297). According to these authors, female readers 
are prompted to identify themselves as the problem in need of changing 
rather than question the sociocultural context in which they live.

Earlier in this chapter, we spoke of the cultural canon of personal 
responsibility as fueling the popularity of self-help books, with women 
increasingly buying into this notion, especially in the area of bodily 
transformation. Perini and Bayer (1995) are critical of this conception of 
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the self-made man as it only applies to White men of economic means 
in our society. In essence, women, especially those of color and lower 
socioeconomic status, who embrace this Protestant ethic face greater 
societal barriers in their quest for success and are more likely to fall short 
in their eff orts. When applied to overweight and obesity, this ideology 
sees these conditions as resulting from a lack of self-discipline, hard work, 
and moral character rather than resulting from dysfunctional social sys-
tems. Working from this presumption, Quinn and Crocker (1999) set 
out to explore the relationship between Protestant ethic ideology and 
psychological well-being for women who identifi ed as “normal” weight 
or “overweight.” In both correlational and experimental studies, these 
researchers found that self-perceived overweight women who embraced 
the Protestant ethic exhibited the poorest psychological well-being. 
Th us, messages about personal control espoused by the dieting self-help 
industry may propagate psychological distress and disordered attempts 
to lose weight.

Summary and Recommendations

Th is chapter has attempted to elucidate the long history of self-help dietary 
approaches to weight loss in the United States, culminating in an exami-
nation of popular programs in widespread use today. Contemporary 
approaches tend to fall into three categories; i.e., Low-Cho diets, Low-Fat 
diets, and Bal diets. Th e fi rst of these, exemplifi ed in large part by the 
Atkins diet, is the type with which Americans seem most enamored. Katz 
(2005) attributes this current preoccupation with Low-Cho diets to the 
failure of the previous decade’s Low-Fat diets in fulfi lling the public’s great 
expectations. He suggests that “the public feels misled by promises that 
fat restriction would lead to weight loss” (p. 69). What the public neglects 
to understand, however, is that portion sizes have increased during this 
period when the population’s weight has increased. Furthermore, a pleth-
ora of low-fat products arrived on the scene, many of which are high in 
sugar and calorie content without commensurate nutritional value. Never-
theless, a backlash seems to have occurred with respect to diets lower in 
fat, hence the present popularity of the Atkins diet and others of its ilk.

Unfortunately, Low-Cho diets appear to have the greatest number of 
drawbacks, weight loss aside. Although two recent experimental studies 
did not reveal adverse eff ects of the Atkins diet aft er one year, several lit-
erature reviews and a computer model suggested that long-term adherence 
to such a protocol may prove harmful. Perhaps it is fortunate then that 
many people who embark upon these types of diets are unable to stick with 
them in the long run. However, many individuals may berate themselves 
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for failing to adhere to this or any type of diet or blame themselves when 
the amount or maintenance of weight loss falls short of expectations.

Across the literature reviewed, adherence has emerged as an issue 
taking predominance over dietary content itself. Regardless of diet, the 
greatest weight loss is associated with duration of and adherence to the 
protocol. If adherence is the key factor, then Bal diets seem to be the best 
recommendation. In addition, these appear to produce no adverse eff ects 
and, unlike both Low-Cho and Low-Fat diets, require no extrane-
ous  vitamin  supplements. Bal diets seem to constitute a moderate and 
healthful approach in which all food groups are represented and nutri-
tional adequacy is met. A self-help book that encompasses this approach 
is Brownell’s (2004) LEARN program. Interestingly enough, it ranks 
285,607th among sales on Amazon.com. Clearly it is not the fi rst choice 
of consumers looking for a way to lose weight.

Even when utilized, Bal diets may have their short-comings, as Bacon 
et al.’s (2002) study showed. While the LEARN program resulted in 
weight loss and improved metabolic functioning, adherence was some-
what problematic, and both those who quit and those who completed 
the program oft en blamed themselves for a lack of—or limited—suc-
cess. While some improvement in psychological variables occurred, the 
researchers cautioned that these changes may not be maintained if weight 
loss is not maintained. In contrast, a nondieting approach resulted in 
similar improvements in metabolic variables, greater improvements in 
psychological variables, fewer reports of self-blame, and much better 
adherence. Th ese fi ndings beg the question whether weight loss should 
be considered the “primary” variable, as Gardner et al. (2007) refer to it, 
in health-promotion interventions. Perhaps Gardner et al.’s “secondary” 
variables—i.e. metabolic fi tness measures—should be accorded greater 
import when assessing the eff ectiveness of such interventions? Bacon 
et al.’s (2002) work also suggests that psychological variables be ascribed 
some signifi cance in determining the worthiness of both dieting and 
nondieting approaches to health.

Overall then, each of the three diet approaches has its limitations, 
even under supervised research conditions. It is yet unknown whether 
these limitations would exist, or might even be magnifi ed, when indi-
viduals attempt to use these diets under natural conditions. For now, 
practitioners might work with clients to let go of self-blame and the 
internalized bias they may have about their own weight. First, however, 
practitioners are advised to scrutinize themselves for any weight-biased 
beliefs they themselves may harbor. Such biases could adversely impact 
their interactions with clients in conspicuous or not so  conspicuous 
ways. Practitioners can then assist clients concerned about their weight 

ER51712_C013.indd   314ER51712_C013.indd   314 06/10/2007   08:02:4606/10/2007   08:02:46



Great Expectations • 315

in processing the oft en confl icting information contained within the 
wide array of self-help books on this topic. “Nutrition and diet books 
that patients have discovered on their own are totally misleading and I 
spend a lot of time correcting bad information in these books,” lamented 
an internist interviewed by Starker (1989, p. 156). Another exclaimed 
that readers “tend to believe that all that is in print is true!” Th us, 
practitioners are in a position to alert clients to potentially unhealth-
ful content. For instance, they might help clients recognize that bio-
logical and environmental barriers to weight loss do exist and that 
dieting for the sake of aesthetics is oft en self-defeating.  Practitioners 
can also work to modify the great expectations that the self-help 
industry perpetuates—that large and rapid weight loss is achievable, that 
such weight loss will be maintained, that no ill eff ects will occur, and 
that such weight loss will lead to a widespread transformation in the 
individual’s life.

Finally, practitioners might question whether clients truly need 
to lose weight, as this chapter has pointed out that some individu-
als meeting criteria for overweight and obesity are actually fit and 
healthy. Furthermore, weight loss per se may not improve health to the 
extent that moderate diet and physical activity do. In addition, numer-
ous individuals, particularly women, engage in dieting to lose weight 
when they are “normal” weight. Evans (1997) raises the possibility that 
practitioners may condone “unreasonable social standards of physical 
appearance and attractiveness” (p. 486), labeling a client’s weight as 
problematic when, in actuality, it is not. Thus, practitioners must ask 
whether any attempt to lose weight is warranted for the individual in 
question, be it through self-help or some other modality of change.

If dieting is to be recommended, Bal diets seem to prevail in terms 
of a reasonably sustainable and healthful method. Although without 
the fanfare of currently popular diets, the federal government sup-
plies many resources that support this dietary approach. These also 
come without the costs of best-selling self-help books. The National 
Institutes of Diabetes and Digestive and Kidney Disease’s (2006) 
publication Weight Loss for Life addresses many points discussed in 
this chapter, including whether or not a person should even consider 
weight loss. It also provides a plan for healthy diet and exercise and 
how to find a safe and appropriate weight-loss program. Many other 
support materials are available in print or on the Web that may assist 
the public to think about their weight in a healthful way, tempering 
the great expectations that many people have—and have been fed by 
the diet industry—when it comes to weight loss. This chapter includes 
a listing of some of these resources.
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Chapter Points

Overweight and obesity are said to cause several health condi-
tions, but controversy remains regarding the veracity of these 
claims.
Nearly half of U.S. women and one third of U.S. men are trying 
to lose weight, primarily limiting caloric intake without concomi-
tantly engaging in moderate physical activity.
Many popular diets simplify the issues of body weight, shape, 
and size, omitting information about genetic and environmental 
constraints.
Many self-help diet books state exaggerated information about 
the extent, immediacy, permanency, and consequences of weight 
loss.
Many self-help diet books promote dangerous restrictive prac-
tices and weight loss for aesthetic purposes, both associated with 
psychosocial distress.
Nonadherence and discontinuation of popular diet protocols are 
likely, perhaps linked to their unpalatability and/or failure to meet 
great expectations of weight loss.
Research on self-help diet books is limited, rendering it diffi  cult 
for practitioners to make sound recommendations, especially for 
more diverse racial and ethnic groups as well as children and ado-
lescents, who are sparsely represented in empirical studies.
Based on the extant empirical data, a balanced nutrient, moderate-fat 
reduction diet is the most healthful of popular dietary approaches.
Practitioners are advised to thoroughly inspect any self-help book 
on dieting and weight loss that clients may use—and to carefully 
consider whether weight loss is truly a health-enhancing goal for 
the individual in question.
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American Dietetic Association
http://www.eatright.org/
216 West Jackson Boulevard 
Chicago, IL 60606 
(800) 877-1600, ext. 5000

American Obesity Association
http://www.obestiy.org/
1250 24th Street, NW, Suite 300 
Washington, DC 20037
(800) 98-OBESE

American Society of Bariatric Physicians (ASBP)
http://www.asbp.org/
5600 S. Quebec, Ste. 109-A
Englewood, CO 80111
(303) 779-4833, (303) 770-2526
bariatric@asbp.org

Th e Council on Size and Weight Discrimination
http://www.cswd.org/
PO Box 305
Mt. Marion, NY 12456

Federal Trade Commission
http://www.ft c.gov/
Consumer Response Center
600 Pennsylvania Avenue, NW
Washington, DC 20580
(202) FTC-HELP

National Association to Advance Fat Acceptance
http://www.naafa.org/
NAAFA is a nonprofi t human rights organization dedicated to 
improving the quality of life for fat people.
P.O. Box 22510
Oakland, CA 94609
(916) 558-6880

National Eating Disorders Association
http://www.nationaleatingdisorders.org
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603 Stewart St., Suite 803
Seattle, WA 98101
(206) 382-3587
(800) 931-2237

National Institute of Diabetes and Digestive and Kidney Diseases
http://www2.niddk.nih.gov/
31 Center Drive
Bethesda MD 20892
(301) 496-3583

North American Association for the Study of Obesity
http://www.naaso.org/8630 Fenton Street, Suite 918
Silver Spring, MD 20910
(301) 563-6526

Th e Partnership for Healthy Weight Management
http://www.consumer.gov/weightloss/
A coalition of representatives from science, academia, the health care 
professions, government, commercial enterprises, and organizations 
whose mission is to promote sound guidance on strategies for achiev-
ing and maintaining a healthy weight.

Shape Up America!
http://www.shapeup.org/
Founded in 1994, Shape Up America! is a 501(c)3 not-for-profi t 
organization committed to raising awareness of obesity as a health 
issue and to providing responsible information on healthy weight 
management.

Weight-Control Information Network (WIN)
http://www.win.niddk.nih.gov
WIN is the Federal Government’s lead agency responsible for 
 biomedical research on nutrition and obesity. WIN provides the 
general public, health professionals, the media, and Congress with 
up-to-date, science-based health information on weight control, 
obesity, physical activity, and related nutritional issues. 1 WIN WAY 
Bethesda, MD 20892-3665 (202) 828-1025 1 (877) 946-4627

ER51712_C013.indd   323ER51712_C013.indd   323 06/10/2007   08:02:5106/10/2007   08:02:51



ER51712_C013.indd   324ER51712_C013.indd   324 06/10/2007   08:02:5106/10/2007   08:02:51



325

CHAPTER 14
Preventing weight Gain with 

Internet Programs
RICHARD A. WINETT, DEBOR AH F. TATE,

EILEEN S. ANDERSON, JANET R. WOJCIK AND
SHEILA G. WINETT

Two of the ten leading health indicators of Healthy People 2010 (U.S. 
Department of Health and Human Services [USDHHS], 2000) focus on 
weight management and physical activity. Decades of research show the 
central role of these health behaviors for disease prevention (Koplan & 
Dietz, 1999) given their association with:

type 2 diabetes and the metabolic sydrome (Ford, Giles, & Dietz., 
2002; Harris et al., 1998; Mokdad et al., 2001, 1999);
heart disease, particularly, the association with central obesity 
(Alexander, 2001; Melanson, McInnis, Rippe, Blackburn, & Wil-
son, 2001; Pi-Sunyer, 2002);
stroke (Kurth et al., 2002);
colon, breast, endometrial, esophagial, and renal cancers 
(Bianchini, Kaaks & Vainio, 2002; Calle, Rodriguez, Walker-
Th urmond, & Th un, 2003; Friedenreich, 2001; see also Evenson, 
Stevens, Cai, Th omas, & Th omas, 2003; Kampert, Blair, Barlow, 
& Kohl, 1996; Lee & Blair, 2002; Vainio, Kaaks, & Bianchini, 
2002);

•

•

•
•
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the loss of quality and years of life and premature death 
(Allison, Fontaine, Manson, Stevens, & VanItallie, 1999; Allison, 
Zannolli, & Narayan, 1999; Calle, Th un, Pertrelli, Rodriguez, & 
Heath, 1999; Fontaine, Redden, Wang, Westfall, & Allison, 2003; 
Mokdad, Marks, Stroup, & Gerberding, 2004); and
the enormous burden placed on the health care system by the dis-
eases associated with overweight and obesity (Manson & Bassuk, 
2003; Must et al., 1999).

Most Americans and people in other developed countries are over-
weight (body mass index; BMI > 25) or moderately obese (BMI > 30) and 
are sedentary (Fielding, 2001; Flegal, Carroll, Ogden, & Johnson 2002; 
Hedley et al., 2004; Institute of Medicine, 2002; Raff erty, Reeves, McGee, 
& Pivarnik, 2002; USDHHS, 2002). Hill, Wyatt, Reed, and Peters (2003) 
predict by 2008 that about 75% of the U.S. population will be overweight 
and close to 40% will be obese.

Th is chapter addresses these problems by synthesizing a number of 
diff erent theoretical and research domains including: (a) the determi-
nants of overweight and obesity from a population perspective; (b) clini-
cal and public health interventions; (c) long-term health behavior change 
strategies; (d) theoretically based guidelines for eff ective programs for 
preventing weight gain; (e) preliminary work on the prevention of weight 
gain; and (f) the viability of using Internet-based interventions alone or 
in therapeutic and supportive formats as a new approach to self-help for 
long-term health behavior changes. A fi nal section of this chapter outlines 
a clinical research agenda.

Causes of the Obesity Epidemic

Th ere are a number of plausible explanations for the growing epidemic 
of overweight and obesity. Genetic factors play a role. Some people are 
more susceptible to weight gain than other people given conducive envi-
ronmental circumstances (Friedman, 2003). Changes in environmental 
and behavioral factors aff ect the entire population and likely most aff ect 
those at genetic risk (Booth, Chakravarthy, Gordon, & Spangenburg, 2002; 
Booth, Gordon, Carlson, & Hamilton, 2000; Chakravarthy and Booth, 
2004). Technological changes reduce the necessity of physical activity in 
jobs and other aspects of daily life (Hill & Melanson, 1999; Hill & Peters, 
1998). New cities and most suburbs are designed for cars and reduce the 
need for walking (King, Bauman, & Abrams, 2002; Reid, Schmid, Killing-
sworth, Zlot, & Raudenbush, 2003). Few people consistently exercise or 
engage in leisure-time physical activity and the small percentage of active 
people may be declining (Booth et al., 2002).

•

•
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Pressure for work productivity and changes in family roles and family 
structure leave less time for formal meals and make fast food and snacks 
more convenient and attractive. Th e frequent consumption of fast food 
is associated with increases in body weight (French, Harnack, & Jeff ery, 
2000). Food is readily available and relatively inexpensive. More food is 
eaten outside the home and snack foods are heavily advertised and ubiq-
uitous (French, Story, & Jeff ery, 2001). Soft  drinks and sweets are heav-
ily promoted and amount to a substantial part (10% or more) of caloric 
consumption in the United States (Block, 2004). Agricultural policies 
encourage the overproduction of food and the need for the population to 
consume it (Nestle, 2003). Pricing strategies such as “super sizing” empha-
size the “bargain” of larger quantities of food and the increase in portion 
sizes (Nestle, 2003; Nielsen & Popkin, 2003) are part of a “toxic environ-
ment” for gaining weight (Wadden, Brownell, & Foster, 2002). Vigilance 
and conscious eff orts are needed to prevent weight gain (Peters, Wyatt, 
Donahoo, & Hill, 2002).

Clinical and Public Health Approaches to the Obesity Epidemic

Overweight and obesity are addressed by both clinical treatments and 
public health approaches. We will briefl y describe these approaches and 
describe an alternative that bridges clinical and public health approaches.

Clinical Approaches
Higher dose, longer term behavioral interventions focusing on dietary 
changes and physical activity via lifestyle changes show modest weight 
loss (Andersen, Wadden et al., 1999; Anderson, Konz, Frederich, & Wood, 
2001; Diabetes Prevention Program Research Group, 2002; Jeff ery et al., 
2000; Lowe, Miller-Kovach, & Phelan, 2001; Marcus, Dubbert, et al., 2000; 
Perri & Corsica, 2002; Riebe et al. 2003; Wing, 1999, 2000; Wing, Voor-
hees, & Hill, 2000). Weight loss of 5–10% that is maintained favorably 
impacts risk factors for heart disease (e.g., blood pressure and lipids), can-
cers (e.g., body fat), and diabetes (e.g., insulin resistance; see Perri & Cor-
sica, 2002). Some people are successful in long-term weight loss on their 
own (McGuire, Wing, & Hill, 1999; Wing & Hill, 2001). But, many people 
are not very consistent or persistent in using existing strategies and are not 
successful (Serdula et al., 1999).

People who maintain a 5–10% loss for at least a year oft en use self-
regulation strategies. Th ey carefully monitor food consumption and phys-
ical activity, they frequently weigh themselves, and they adhere to a lower 
fat diet (Astrup, 2001; McGuire, Wing, & Klem, 1999; McGuire, Wing, 
Klem, & Hill, 1999). Methodologies to help and motivate people to use 
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these eff ective weight-loss strategies can be delivered to people via the 
Internet (Tate, Jackvony, & Wing, 2003a; Tate, Wing, & Winett, 2001; see 
later). Th ere also is an emphasis on physical activity and exercise for weight 
loss and preventing weight regain (Andersen et al., 1999; Jakicic, Winters, 
Lang, & Wing, 1999). Convenient, moderate intensity exercise or physical 
activity, primarily walking, can be maintained by overweight people, and 
such physical activity is linked to better long-term weight management 
(Jakicic, 2002; Jakicic, Wing, & Winters-Hart, 2002; Wing, 1999). Con-
siderably more physical activity (60–90 min/day) than the current recom-
mendation of 30 minutes per day may be required to help maintain weight 
loss among people with a history of overweight and obesity (Erlichman, 
Kerbey, & James, 2002; Fogelholm & Kukkonen-Harjula, 2000; Jakicic 
et al., 2001; Jakicic, Marcus, Gallagher, Napolitano, & Lang, 2003; Saris 
et al., 2003). A recent study, however, indicates that the caloric expenditure 
equivalent of only six to seven miles per week of walking (i.e., ~30 minutes 
per day of walking) is a threshold level that prevents weight gain (Slentz 
et al., 2004).

Traditional weight-loss programs are moderately eff ective and over 
time some people fi nd weight loss easier to achieve (Klem, Wing, Lang, 
McGuire, & Hill, 2000). Weight-loss programs, however, have limitations 
and are not the fi rst priority for decreasing the prevalence of overweight 
and obesity across the population.

Public Health Approaches
Th e problems of inactivity and overconsumption also are addressed through 
public health and ecological approaches and macrolevel analyses (Buchner 
& Miles, 2002; French, Story, & Jeff rey, 2001; Jeff ery, 2001; King, Bauman, 
et al., 2002; King, Stokols, Talen, Brassington, & Killingsworth, 2002; Nes-
tle & Jacobson, 2000; Powell, Bricker, & Blair, 2002; Sallis & Owen, 1997, 
1999; Sallis, Owen, & Fotheringham, 2000; Wadden et al., 2002). Envi-
ronmental design and public policies promote physical activity, especially 
walking (King, Stokols, et al., 2002; Reid et al., 2003). Healthy People 2010 
emphasizes increasing the number of children who walk or bike to school. 
Agricultural policies are being scrutinized (French et al., 2001; Nestle, 
2003). Fruit and vegetable consumption needs to be encouraged. Market-
ing strategies leading to the purchase of large quantities of higher calorie 
foods need countervailing approaches (Nestle, 2003; Young & Nestle, 2002).

Th e history of reducing smoking prevalence shows public health 
approaches to food consumption and physical activity have comparable 
problems (Anderson & Hughes, 2000; Bayer, Gostin, Javitt, & Brandt, 
2002). Politically and fi scally, it is diffi  cult to change the car-dominated 
design of suburbs and cities and to change food production or marketing. 
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Large-scale change takes time, possibly decades. Providing access does not 
necessarily lead to high rates of walking across diverse groups of people. 
Design methods to assure some degree of use of walkways for daily func-
tions (such as commuting to work on foot or shopping) are required (King, 
Stokols et al., 2002). Even in communities where walking is seemingly con-
venient and safe, sustained eff ort is required to increase walking (Reger 
et al., 2002). Similarly, lower calorie, convenience foods or fruits and veg-
etables when off ered in direct competition to the usual high-calorie fast 
foods and snacks do not result in high purchase rates without subsidized 
changes in prices (Horgen & Brownell, 2002; Jeff ery, French, Raether, & 
Baxter, 1994).

Individual approaches relying on self-regulation are complementary 
to public health approaches. One reason individual approaches are deem-
phasized is because the focus is weight loss requiring complex individual 
changes and an expensive set of interventions. Large-scale, individual 
weight-loss programs may be unrealistic. Large-scale individual programs 
can be feasible if they are inexpensive, focus on preventing weight gain, 
and use elements of self-help.

Preventing Weight Gain

Hill et al. (2003) and Jeff ery and French (1999) point out that the annual 
mean weight gain across the population is small. Hill et al. (2003) 
 estimated that among people 20–40 years old, the annual weight gain is 
1.8–2.0 pounds/year. Data from the CARDIA study (Lewis et al., 2000), 
which investigated weight changes in African American and Caucasian 
males and females over 15 years, indicate that overall weight gain during 
young to middle adulthood averages ~1.5 pounds/year. Th e largest weight 
gain occurs in the 20s and then levels off . Weight gain is due to a small 
energy imbalance (energy gap) over many years. Hill et al. (2003) esti-
mated mean energy accumulation accounting for both the metabolic costs 
of storing energy and considering their estimates for the 90th percentile 
for excess energy storage is only about 50 kcal/day (50 calories per day). 
Many people are consuming on average as little as 100 kcal more than 
expended each day to account for storage of 50 extra kcal per day needed 
to gain ~1.5 pounds/year (Hill et al., 2003). Th e energy imbalance appears 
small and  correctable. We need conceptual and public policy shift s entail-
ing less focus on weight loss and more focus on achieving the prevention of 
weight gain for people of normal weight (BMI 21–24) and harm reduction 
for people who are overweight (BMI 25–29).

If there is a balance between energy expenditure and energy consump-
tion, weight remains the same. Balance is achieved through combinations 
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of modest changes in consumption and physical activity. Th ese fi gures 
provide a quantifi able public health goal that can be achieved, for example, 
by consistently walking one mile per day (~2000 pedometer steps, or walk-
ing 15–20 minutes all at one time or throughout the day), by eating slightly 
less at each meal, eating one less cookie per day, or consuming two fewer 
soft  drink servings over a period of 3 days.

Th e recently launched America on the Move (www.americaonthemove.
org), based on the data from Hill et al. (2003), encourages individuals and 
organizations to participate in this national program to aff ect energy bal-
ance. Th e main objectives are to increase pedometer step counts ~2000 
or more steps per day and to decrease caloric intake by ~100 kcal per day. 
America on the Move is an open enrollment, public-health program and 
not a randomized controlled trial. Although it uses a Web-based format, it 
does not include the level of tailoring or personalization that are optimal 
for instructing and sustaining self-regulation strategies. Its preliminary 
data are, however, encouraging (Wyatt et al., 2004).

Th e prevention of weight gain with large groups of people has been tried 
in other formats. Th e best known of these programs is the randomized 
control study, Pound of Prevention (Jeff ery & French, 1999). At the end of 
the 3-year Pound of Prevention trial, there were no diff erences between the 
intervention groups and the nontreated control group. All groups gained 
a small amount of weight. Th e Pound of Prevention trial tried to show the 
effi  cacy of a lower cost, lower dose (e.g., 2- to 4-page monthly newsletters), 
standard intervention. Th is approach has obvious appeal for reaching pub-
lic health goals, but when objective outcome measures are used, few stud-
ies show its effi  cacy (Winett, 2004).

Jeff ery and French (1999) made specifi c recommendations to improve 
weight gain prevention programs by: (a) increasing the frequency of con-
tact; (b) making programs more tailored and interactive; (c) focusing more 
on physical activity and changes in eating patterns; (d) having provisions 
to respond to observed weight gain; and (e) maintaining motivation over 
the long term. In addition, studies have demonstrated the prevention of 
weight gain in smaller, targeted groups. Th ese intervention used much 
higher doses (e.g., more and extended personal contact) than the Pound 
of Prevention trial (Hardeman, Griffi  n, Johnston, Kinmonth, & Wareham, 
2000; Kuller, Simkin-Silverman, Wing, Meilahan, & Ives, 2001; Leermark-
ers, Jakicic, Viteri, & Wing, 1998; Polley, Wing, & Sims, 2002; Simkin-
Silverman, Wing, Boraz, Meilahan, & Kuller, 1998; Simkin-Silverman 
et al., 2003). Th ese studies and the conclusions reached by Jeff ery and 
French (1999) show that the prevention of weight gain may be achievable 
in larger population segments. Our eff orts are directed to cost-eff ectively 
reach large groups of people with interventions that have frequent contact, 
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are tailored and interactive, respond quickly to weight gain, and remain 
engaging over long periods. Th e degree of contact, tailoring, and inter-
activity indicates a new generation of self-help interventions diff erent 
from bibliotherapy and other traditional self-help modalities. Th e Internet 
appears to be an ideal medium to deliver these programs.

Internet Use
Access to the Internet is moving to universal coverage but there still is 
evidence of some continued digital divide (U.S. Department of Commerce 
[USDC], 2002). Groups prone to overweight or obesity (i.e., African Amer-
icans; Flegal et al., 2002) have somewhat lower rates of Internet use. One 
limitation of Internet-based interventions is that nonusers correspond 
closely to people at greater health risk.

Recent data based on 3553 telephone interviews indicate a dynamic 
picture. Internet users still tend to be younger, Caucasian, better edu-
cated, with higher incomes, and from suburban or urban areas (Lenhart, 
2003). Internet users’ levels and styles of Internet usage change fre-
quently; some people use the Internet regularly on a daily or weekly basis, 
others use it more intermittently, and still others use it for a time and 
stop. Of those who do not currently use the Internet, younger  African 
 Americans and younger Hispanic Americans are more likely to intend 
to do so in the near future (Lenhart, 2003). Th ere no longer is a gen-
der gap for Internet access and use. Among users reporting annual 
incomes of more than $30,000, the proportion of Internet users who 
are Caucasian, African American, or Hispanic is similar to the general 
population. African Americans and people with disabilities still use the 
Internet at  somewhat lower rates than other groups. Th e percentage of 
the  population using the Internet has leveled off  at about 60% because 
the number of new users is off set by the number of people discontinuing 
use (Lenhart, 2003).

Th e spread of Internet use parallels the spread of similar technologi-
cal innovations. Internet use likely will increase as other communication 
modalities (i.e., cell phones and television) integrate Internet access. An 
Internet intervention is not a good match for engaging people with limited 
income and education as both access and literacy skills are likely to be 
barriers. Th ese data do suggest that Internet use in lower middle income 
groups and minorities has increased in the last 2 years. Th e likelihood of 
attracting relatively diverse groups of people for an Internet-based inter-
vention has improved (Lenhart, 2003).

Internet-based programs are not a panacea. It is one approach that 
can be used in conjunction with other public health and clinical eff orts. 
Our collective experience shows that Internet-based programs work well 
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with people who have incorporated Internet use into their daily lives (e.g., 
Tate et al., 2003a, 2003b). It is estimated that close to half of Internet users 
report seeking health information through the Internet (Baker, Wagner, 
Singer, & Bundorf, 2003). But, this is not the same as prolonged, program-
matic use we envision for long-term weight gain prevention.

Long-Term Change
Programming for long-term maintenance is undergoing a marked shift . 
When programming is minimal at the end of treatment, eventually ceas-
ing, relapse is predictable. Conversely, recent trials in physical activity 
show that when interventions continue, at least in some reasonable dose, 
then there are long-term health-behavior changes (Barlow, Kampert, 
Dunn, & Blair, 2001; Blair, Dunn, Marcus, Cooper, & Jaret, 2002; Dunn 
et al., 1999; Writing Group for the Activity Counseling Trial Research 
Group, 2001). Longer term, sustained interventions are more prominent 
in weight management with some evidence of effi  cacy at 18–24 months 
aft er post-test when interventions maintain contact, provide support, 
and emphasize such self-regulation strategies as enactive problem solving 
(Perri & Corsica, 2002).

Th ese longer term interventions treat sedentary behavior and overcon-
sumption of food as chronic problems needing continuous intervention, just 
as chronic diseases are treated (Glasgow et al., 1999). Such interventions need 
to be theoretically based, dynamic to deal with changing circumstances, and 
engaging enough to keep people focused on physical activity and nutrition 
for years.

Although the projects reported by Perri and Corsica (2002) show 
 positive long-term results, they also highlight three important,  continuing 
issues: (a) the diffi  culty of long-term program adherence, (b) the rela-
tively high cost of providing longer term interventions, and (c) the need 
to  articulate theoretically based strategies. Studies with long-term inter-
vention indicate that specifi c self-regulatory strategies programmed in 
timely and  appropriate ways and not simply didactically delivered  content 
and  contact are critical. With advanced technology and the Internet, the 
primary costs of continuing interventions are in the  initial  development. 
Advanced technology allows for fi ne-grained and, more importantly, 
ongoing,  tailoring and strategy delivery.  Mediated  interventions, 
 including print and Internet-based interventions, are more eff ective when 
there is  suffi  cient tailoring to important  variables  theoretically tied to 
health-behavior changes (Kreuter, Stretcher, &  Glassman, 1999;  Marcus, 
 Dubbert, et al., 2000; Marcus, Nigg, Riebe, &  Forsyth, 2000; Marcus, Owen, 
Forsyth, Cavill, & Fridinger, 1998;  Napolitano et al., 2003;  Napolitano & 
Marcus, 2002).
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Theoretical Base
Our theoretical base builds on recent work in behavioral maintenance and 
long-term change and social cognitive theory (SCT; Bandura, 1997, 2001; 
Marcus, Dubbert, et al., 2000; Marcus, Nigg, et al., 2000; Orleans, 
2000; Rothamn, 2000; Rothman, Baldwin, & Hertel, 2004; Wing, 1999; 
2000; Wing et al., 2000). Triadic SCT emphasizes the dynamic interplay of 
the self-system with behavioral competencies and the environment—key 
dimensions in long-term behavior change. In the face of predictable lapses 
and relapses, to recover and return to adherence people need a “resilient 
sense of self-effi  cacy” (Bandura, 1997). A resilient sense of self-effi  cacy is 
developed for a given set of health behaviors (e.g., being physically active 
and eating nutritiously) over time through a series of mastery experi-
ences. Mastery experiences promote modifi cation or diff erential use of 
self-regulation skills (i.e., planning, self-monitoring, problem solving, 
self-standards, goals, self-incentives), and some altered behavioral com-
petencies. SCT indicates that process of behavior change and maintenance 
is enhanced through social support and cognizance of an individual’s 
ecology. As described by Bandura (1997, 2001), the fourth generation of 
health behavior interventions attempts to embed a more dynamic approach 
to self-regulation (i.e., adaptive self-regulation skills) within a network of 
social infl uences germane to the individual’s ecology to provide continued 
support (Winett, Anderson et al., 1999).

New behaviors need to be functionally valuable. Th eir value is enhanced 
if the initial expectations provided to people about outcomes are realistic 
(Rothman, 2000). Expectations about weight loss are usually unrealistic 
(Rothman, 2000). Th e idea of preventing weight gain is new and its value 
is likely to be unknown if not downplayed by diverse segments of people 
enamored with weight loss. Th ere is little motivation to sustain change 
if outcome expectancies are neutral or negative (Williams, Anderson, & 
Winett, 2005). Rothman (2000) postulated that satisfaction with the expe-
rience of behavior change, a more global measure of outcome expectancies, 
is predictive of maintenance (Jeff rey et al., 2004; Rothman et al., 2004). 
Beginning with realistic expectations should increase satisfaction and 
facilitate long-term maintenance. Th e very dynamic, transactional nature 
of SCT has not always been appreciated (Bandura, 2001) and dynamic and 
long-term interventions that properly represent SCT theory have rarely 
been implemented.

Th e natural, extended, and dynamic course of health behavior change 
involves a series of episodes of adherence, lapses, relapses, and recovery 
as the individual faces new behavioral challenges and contexts (Rothman 
et al., 2004). Interventions need to plan for these predictable episodes and 
be long enough to provide individuals with the self-regulatory tools and 
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 supports to eff ectively problem solve and deal with minor and major set-
backs through a series of personalized and tailored mastery experiences 
(Bandura, 1997; Kazdin, 2001).

Personal reidentifi cation has value. Th rough reidentifi cation, people see 
themselves as “regularly active people who pay attention to nutrition” and 
not people who are sedentary or “now and then” physically active, and eat 
whatever is available (Billings, 2000). Such “transformations” are part of 
self-systems and self-standards (Bandura, 2001).

Rothman et al. (2004) have postulated that interventions need to focus on 
diff erent processes and SCT constructs throughout a long period of change. 
For example, to initially motivate behavior change, outcome expectancies 
appear critical. Without positive expectations or the avoidance of negative 
expectations, there is little reason to initiate change. Once the process of 
behavior change begins, self-effi  cacy and self-regulation processes need to 
be the focus of interventions. To maintain behaviors, self-regulation and 
active problem-solving for periods of decreased motivation and lapses are 
essential. Th is is because a person at this point should have little doubt that 
they can do the requisite behaviors but may see less reason to continue. One 
key diffi  culty is that very positive outcome expectancies that initially moti-
vated behavior change may not match the experiences of actually doing the 
behaviors, leading to dissatisfaction and discontinuation of the behaviors. 
As stressed before, interventions need to be dynamic and long enough to 
address diff erent SCT constructs and processes.

SCT represents a theoretical base for developing advanced technology 
Internet interventions, capitalizing on the cost effi  ciencies and reach of 
the Internet. But what evidence is there that computer-based and Internet 
delivered interventions can result in meaningful health behavior changes 
and what is their potential for long-term change? How have people used 
these interventions? How eff ective are these interventions when used alone 
in a solitary self-help format? As exemplars of feasibility and effi  cacy as 
well as refl ecting on self-help issues, we briefl y describe our recent work in 
nutrition, physical activity, and weight loss computer-based and Internet 
interventions and the SCT underpinnings of this work.

Studies

Computer-Based Nutrition and Exercise Interventions
Th e Virginia Tech group at the Center for Research in Health Behavior 
developed and fi eld-tested a computer-based multimedia intervention: Th e 
Nutrition For A Lifetime System (NLS). Housed in a kiosk in supermarkets, 
the NLS helps shoppers alter their family food purchases to meet nutrition 
guidelines. Th e NLS uses pictures, graphics, narration, and interactions, 
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and principally SCT-based planning, goal-setting, and feedback and oper-
ates through a touch-screen monitor. Ten main programs (a new program 
is available each week) and a set of individualized maintenance programs 
are available for an additional 4 weeks.

Th e NLS focuses on small, cumulative, targeted changes within a food 
group to meet nutritional guidelines. A series of randomized control fi eld 
studies with NLS demonstrated that NLS users decreased fat and increased 
fi ber, fruits, and vegetables in their supermarket food purchases (Anderson 
et al., 1997; Anderson, Winett, Wojcik, Winett, & Bowden, 2001; Winett 
et al., 1997, 1991) and maintained some of these changes aft er contact with 
the program ended as assessed by participants’ food shopping receipts 
(Rankin et al., 1998). Program acceptability and nutrition eff ects held 
across study participants from a range of SES groups (Anderson, Winett 
et al., 1997, 2001).

CRHB developed and tested measures of specifi c SCT variables operat-
ing in the NLS (Anderson, Winett et al., 2001). In a unique empirical test 
of the theoretical model, Anderson, Winett et al. (2001) demonstrated that 
the NLS was eff ective in changing user’s nutrition-related self-effi  cacy and 
outcome expectations that resulted in dietary changes.

NLS can be considered a self-help intervention in that once enlisted into 
the project, people followed their own schedule of access and use and there 
were no other program components. NLS was eff ective with its users with 
one major caveat. It is not clear what percentage of supermarket shoppers 
would regularly use NLS. Th us, the effi  cacy of NLS has been established 
but not its eff ectiveness.

Work with the NLS expanded through a project with rural high school 
students (Russ et al., 1998; Winett, Roodman, et al., 1999). In Eat4Life, 
we fi rst modifi ed the NLS template through formative work resulting in 
an Internet-based series of modules for 9th and 10th-grade girls and later 
expanded to include boys. Th ese modules focus on modifying targeted 
nutrition practices and physical activity and exercise within and outside 
school. Th e modules provide each student with individualized content, 
planning mechanisms, and immediate feedback on progress in reaching 
a series of weekly and overall program goals (Winett, Roodman, et al., 
1999). Eat4Life uses ethnically diverse on-screen models of both genders to 
relay information and provide feedback. Formative work tailored the NLS 
target food alternatives and strategies, identifi ed acceptable alternatives to 
teens’ fast-food fare, developed acceptable physical activities that provided 
health benefi ts, and found an appealing presentation format.

Eat4Life showed effi  cacy in helping girls reach nutritional goals com-
pared to girls only involved in the standard health curriculum (Russ et al., 
1998). A subsequent study with four cohorts of 9th and 10th-grade girls 
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(n = 250) demonstrated that their weekly use (20 minutes) of the modules 
led to changes in target foods, reduction in calories and fat from fast food, 
and increases in frequency of activity and exercise compared to girls tak-
ing the regular health curriculum (Winett, Roodman, et al., 1999).

Eat4Life worked with captive groups of students who had to use the pro-
grams at designated times and places of access. In addition, there was classroom 
supervision and some reinforcement of program content in the classroom. 
Th us, Eat4Life can not be considered a stand-alone self-help intervention.

We also have conducted a series of studies on mediated approaches to 
exercise promotion using brief telephone or Internet-based contact and 
goal-setting and feedback primarily to promote walking (Lombard, Lom-
bard, & Winett, 1995; Rovniak et al., 2005; Tate, 1997; Tate & Winett, 
1996; Whiteley & Winett, 2002). Most participants in these projects 
were sedentary women and men. Th ese programs involved assessment, 
feedback on specifi c assessment indices, goal selection, logs for record-
ing walking (with some verifi cation of walking), brief weekly contact by 
phone or by e-mail focusing on feedback on goal attainment, and selec-
tion of the next week’s goal. Weekly, very brief phone contact was more 
eff ective in promoting walking than the same but less frequent contact 
(once every 2 or 3 weeks; Lombard et al., 1995). Tate (1997) modifi ed this 
protocol and delivered the intervention via e-mail and examined the effi  -
cacy of providing tailored computer-automated feedback to promote the 
adoption of exercise. Th e tailored feedback was eff ective in increasing the 
number of days and minutes of exercise each week compared to standard 
messages.

Subsequent work refi ned the approach by providing a progressive paced 
walking program with more tailored instruction and feedback through an 
on-line “personal coach” (similar to the e-mail counselors used by Rovniak, 
2003, and Tate et al., 2001, 2003a, 2003b; see below) and comparing the tai-
lored SCT approach to an online didactic intervention. Results (Whiteley 
& Winett, 2002) indicated high adherence to the programs and increases 
in aerobic capacity of 10–15% as assessed with a standard one-mile walk 
test and estimated VO2max (maximum oxygen consumption; Kline et al., 
1987). Time, distance reported walking, and increases in fi tness in this 
study are similar to outcomes of projects using extensive face-to-face con-
tact (see King et al., 1992).

Of particular note is the recent study by Rovniak et al. (2005). She con-
trasted two paced walking interventions delivered by e-mail. One was a 
standard SCT intervention with feedback and goal-setting and limited, 
more standard use of personal coaching by e-mail. Th e other enhanced 
SCT intervention featured more tailored feedback and goal setting and 
electronically delivered personal coaching. She found that while the 
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 standard SCT group decreased their one-mile walk test time by 35 sec-
onds, the enhanced SCT group reduced time by 86 seconds.

Th ese mediated interventions combine aspects of self-help interven-
tions (e.g., using program information to develop a personal plan, program 
access at any time or place) with more traditional therapeutic interven-
tions (e.g., advice and corrective feedback from the coach or counselor). 
In practice, these interventions more closely describe a new generation of 
self-help approaches.

We are completing a project assessing the short and longer term (one 
year aft er pretest) effi  cacy of the Internet-based Guide to Health (GTH) 
program delivered within churches. GTH focuses on nutrition targets 
similar to NLS and has emphasis on soft  drinks, sweets, portion sizes, fast 
food, and the importance of energy balance to weight management. Con-
tent for each individual is tailored based on initial assessments, personal 
goals for the overall program, and progress in the program. In addition, 
GTH expands on previous self-regulation components through planning 
templates for physical activity and fast-food consumption.

Th e GTH physical activity component revolves around a step count pro-
gram using a pedometer provided to every participant. Aft er a baseline 
period where mean steps per day are calculated, GTH users are provided 
with weekly goals that allow individual users to increase their baseline 
step counts by 3000 steps per day for 5 days per week in increments of 500 
steps per week. Th e 3000 steps per day equates to about 1.5 miles or 30 
minutes of walking or related physical activity meeting the Surgeon Gen-
eral’s guidelines. GTH has other unique components including a physical 
activity planner to assist in increasing step counts and a fast-food meal 
planner for planning lower calorie and lower fat meals in a wide range 
of fast-food restaurants. GTH includes eight content or program modules 
and four maintenance modules. Maintenance modules primarily involve 
continued reporting with feedback on meeting nutrition and physical 
activity goals. Participants using the GTH have access to a new module on 
a weekly basis.

Th e GTH randomized trial involves 14 Baptist and United Method-
ist churches (Wojcik et al., 2003). Participants from fi ve churches in the 
GTH-only condition accessed the 12-module, tailored, interactive GTH 
from home, work, or church. Participants in fi ve churches received the 
GTH plus additional coordinated church-based supports (GTH-plus), 
while participants from four churches served as the wait-list control. 
Trained assessors, blind to condition, measured participants’ height, 
weight, and waist and hip girths. At post-test (7–9 months aft er baseline) 
the resulting sample (N = 834) was 65% female; 19.3% African American; 
mean age = 52.2 years; mean BMI = 29.0. At post-test, participants in the 
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control  condition gained weight (N = 259; m = 1.34 lbs, sd= 7.73), whereas 
participants in the GTH treatment conditions lost weight (GTH only: 
N = 271, m = −.29 lbs, sd = 7.39; GTH plus: N = 303, m = −.88 lbs, sd = 7.34). 
Th e diff erence in weight gain observed between the control group and the 
two treatment groups was signifi cant (F(2,830) = 6.50, p < .05; GTH only vs. 
control; p < .05; GTH plus vs. control p < .01; eff ect size = .29). Weight gain 
for the control condition closely followed secular trends reported by Lewis 
et al. (2000).

Th e supports used in the GTH-plus treatment follow Bandura’s (2001) 
notion of tapping into social networks. Planned prompts (in church news-
letters, as part of sermons) and feedback, goal-setting, and accountabil-
ity are more salient within the social context. Internet interventions can 
be delivered in organizations that provide support and ongoing contact. 
Th is may be an ideal way to deliver self-help interventions. Individuals can 
work alone on their health behavior change program yet receive additional 
help and support from their organization. We also are planning to expand 
the role of an on-screen (virtual) counselor or coach revolving around 
self-regulatory strategies. We further discuss the use of virtual counselors 
and coaches later.

We conducted focus groups with GTH participants. As predicted by 
Reeves and Nass (1996), participants said the narrator’s report on the audio 
track of their individual feedback and the narrator’s perceived tone and 
use of words were very powerful. Participants said the very positive or less 
than positive feedback (we did not use negative feedback) had emotional 
meaning and motivated them. Building on these fi ndings and those from 
Internet-based weight-loss programs (below), future programs will feature 
a virtual mastery counselor who has on-screen and audio presence and 
guides program users through tailored content and mastery experiences.

Internet Weight-Loss Programs
Randomized control trials have been conducted at Brown School of Medi-
cine assessing the effi  cacy of delivering weight-loss programs via the 
Internet (Tate et al., 2001, 2003a, 2003b). Tate et al. (2001) hypothesized 
that using the Internet to deliver an SCT-based, structured behavioral 
weight-loss program would produce better weight loss than providing 
access to readily available educational, self-help weight-loss Web sites. Th e 
behavioral Internet program produced better weight loss (~9 pounds) than 
the education-only Web sites (~3.5 pounds) at 6 months. Th e study design 
did not allow the determination of the signifi cance of the live counselor 
contact via e-mail in relation to the overall program. Such information 
is critical for the public health application of the Internet to the treat-
ment of obesity since the counselor was expensive. A second, longer term 

ER51712_C014.indd   338ER51712_C014.indd   338 23/10/2007   09:51:5423/10/2007   09:51:54



Preventing Weight Gain with Internet Programs • 339

study (Tate et al., 2003a) compared the effi  cacy of an SCT-based, Inter-
net weight-loss program alone or with the addition of e-mail counseling 
from a human therapist over one year. Th is study confi rmed that Internet 
approaches are viable for long periods and counselor feedback increases 
program effi  cacy. At one year, the Internet plus email counselor program 
group lost more weight (~9.5 pounds) than the basic Internet program 
group (~4.4 pounds). Although Internet programs with counseling from a 
human therapist makes treatment more eff ective, it is expensive.

Th e next step is developing an on-line weight-loss program with virtual 
counseling rather than a human therapist (Tate et al., 2003b). Th e initial 
study testing the feasibility and effi  cacy of the (virtual) computer-assisted, 
e-counseling approach found the computer-assisted program produced 
weight loss equivalent to the (real) counselor-assisted program at 3 months 
and both were better than the control. By 6 months, the real counselor-
assisted program produced better weight losses than the virtual counselor 
group. Programming needs to make the virtual counselor as dynamic and 
interesting as the real counselor over extended time.

Th e series of studies at Brown School of Medicine show that static pro-
grams that resemble more traditional self-help program only result in 
minimal weight loss. Th erapeutic interactions with a real or automated 
counselor increases effi  cacy.

Th e studies on using the Internet as a vehicle for weight-loss programs 
together with the computer and Internet-based studies on nutrition and 
physical activity do show that theoretically driven Internet programs are 
a means for helping many people prevent weight gain. We envision very 
long-term programs where there is a tailored and seamless approach to 
both maintaining weight and dealing in a very proactive way with smaller 
weight gains. Th e GTH study shows that the prevention of weight gain can 
be marketed within an overall nutrition, physical activity, and health pro-
gram and not as weight management or even weight gain prevention. At 
the heart of such eff ective programs are key SCT based procedures that we 
call, following Bandura (1997), the Guided-Mastery Process.

Guided Mastery Process
Th e interventions revolve around the virtual mastery counselor and a 
specifi c set of SCT-based processes that we call the Guided-Mastery Pro-
cess. A mastery counselor is a competent and successful model providing 
guidance in goal-setting, planning, and self-monitoring at each phase of 
behavior change (initiating behavior change, establishing new behaviors 
in one’s repertoire, and behavioral maintenance) and serves as an exem-
plar of those behaviors (Bandura, 1997; Winett, 1986). Th e mastery coun-
selor addresses the self-doubt and setbacks inherent in behavior change. 
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Indeed, a model’s overall competence appears to be far more infl uential 
than other model characteristics (i.e., age, gender, and ethnic background). 
“Model competence is an especially infl uential factor when observers have 
a lot to learn and models have much they can teach them by instructive 
demonstration of skills and strategies” (Bandura, 1997, p. 101). Th e mas-
tery counselor recounts his own past diffi  culties and shows how resilient 
self-effi  cacy, persistence, and specifi c strategies helped overcome these dif-
fi culties. Th e mastery counselor also models problem-solving skills (e.g., 
delineating alternatives and reaching decisions) and self-regulatory skills 
(e.g., planning, problem-solving, self-monitoring, and goal-setting)—skills 
particularly eff ective in behavior change (Bandura, 1997).

Th e guided-mastery process is woven throughout the content modules in 
our interventions via the mastery counselor and represents a theory-based 
approach to providing the tailoring, interactions, and frequent contact 
that is important for successful prevention of weight-gain eff orts (Jeff ery 
& French, 1999). Th is 10-step guide-mastery process was developed during 
20 years of health promotion research focusing on the use of guided-mas-
tery in many settings in a wide range of media (e.g., Anderson et al., 1997, 
1993 ; E. Anderson et al., 2001; Fox, Nickols-Richardson, Winett, Herbert, 
& Wojcik, 2003; Lombard et al., 1995; Rovniak et al., 2005; Tate et al., 2001, 
2003; Winett et al., 1997, 1993; Winett, Leckliter, Chinn, Stahl, & Love, 
1985; Winett et al., 1991, 1992, 1999).

Th e steps are:

 1. Evaluate outcome expectations for behavior change.
 2. Gather information on progress toward goals in physical activity, 

fi tness, and nutrition.
 3. Evaluate progress toward goals (met or not met).
 4. Provide feedback tailored as to the participant’s preferred referent 

(self or others) and format (text, charts, or tables).
 5. Model eff ective evaluation of current goals (realistic, too much 

challenge, not enough challenge).
 6. Set new goals (keep, reduce, or increase current goals).
 7. Model eff ective evaluation of a current plan (feasible, impractical).
 8. Plan for achieving new goals (keep or modify current plan with 

prompts from guides) and enactment of other self-regulatory skills.
 9. Obtain commitment to achieve a new goal.
 10. Plan for evaluation of goal achievement.

Th ese strategies follow directly from SCT and focus on increas-
ing self-effi  cacy, positive and realistic outcome expectations, and use of 
self-regulatory strategies. A participant’s continued use of the program 
allows the mastery counselor to anticipate a participant’s problems and 
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successes and highlight these areas with tailored guided-mastery content. 
As an ongoing and dynamic process, the steps allow for assessing changes 
across phases of change such as in outcome expectancies and satisfaction, 
or specifi c problems in self-regulation and providing new content and 
goals or skills to match such changes (Jeff rey et al., 2004; Rothman, 2000; 
Rothman et al., 2004).

Summary

Th e epidemic of overweight, obesity, and inactivity has been the impetus 
for a number of new initiatives such as Steps to a Healthier U.S. (USD-
HHS, 2003) and the potentially large investment by the National Cancer 
Institute (USDHHS, 2004) and other National Institutes of Health divi-
sions on the diff erent dimensions of the energy balance. Transdisciplinary 
eff orts also are likely to more precisely unravel the complexities of genetic 
and environmental factors, their interactions, and contributions to over-
weight and obesity (USDHHS, 2004). Most parsimoniously, the epidemic 
is explainable by a small, correctable energy imbalance between consump-
tion and expenditure that is cumulative and results in added body weight 
and body fat year aft er year.

Interventions are needed to bridge the gap between intensive individual 
programs that are more appropriate for people at high risk (e.g., morbidly 
obese) and public health eff orts. Th is prevention of weight gain requires 
sustained changes in food consumption and physical activity and inter-
ventions must be designed to reach diverse population segments. Th eoreti-
cally based, tailored programs delivered via the Internet provide a way to 
engage people in ways that meet the guidelines of Jeff ery and French (1999) 
for eff ective prevention of weight gain programs by: (a) increasing the fre-
quency of contact; (b) making programs more tailored and interactive; (c) 
focusing more on physical activity and changes in eating patterns; (d) hav-
ing provisions to respond to observed weight gain; and (e) maintaining 
motivation over the long term.

We note that the Internet-based programs that appear most effi  cacious 
are ones that closely follow a theory-driven therapeutic model. Similar to 
what has been found in applications for other areas such as psychological 
problems, health behavior changes seem best initiated and maintained by 
programs with tailored and interactive content, ongoing contact, guidance 
and support, and advice and corrective feedback from a real or virtual coun-
selor (Tate & Zabinsky, 2004). Th ere is little evidence that simply providing 
information on the Internet will lead to long-term health behavior changes. 
In many ways, eff ective self-help program delivered by the Internet resemble 
more eff ective programs delivered by providers (Tate & Zabinsky, 2004).
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Th ere are specifi c challenges for initiatives and interventions in the 
prevention of weight gain. Th ose interventions either embedded within 
sophisticated public health campaigns using social marketing strategies 
and paid advertisements (Randolph & Viswanath, 2004) or implemented 
and tested by groups and providers need to address these challenging effi  -
cacy, eff ectiveness, and dissemination questions:

How can the prevention of weight gain be eff ectively marketed so 
that it is an appealing and valued, understandable, concrete, and 
achievable goal to diff erent population segments?
What are the specifi c theoretically based strategies that result in the 
prevention of weight gain for at least 3 years and how do the dynam-
ics of program delivery, interactions, and dose conform to theory?
For what population segments is prevention of weight gain more 
eff ective and are there optimal population segments and lifespan 
points for these interventions?
What are appropriate levels of self-effi  cacy, outcome expectan-
cies, and self-regulation skills for eff ectively using Internet health 
behavior change programs?
How can the use of prevention of weight gain programs be more 
closely tied to every day practices such as the use of the Internet?
How well do these programs work in this embedded mode with 
large groups of people?
What are the personal qualities needed by virtual counselors to be 
most eff ective and what are the proper sequences of therapeutic 
strategies that need to be used?
What supportive and guidance strategies can be used to help peo-
ple stay engaged with their program for years given the chronic 
nature of weight gain and lack of physical activity?
How can empirically validated programs be best popularized and 
widely disseminated?

Chapter Points

Obesity is a major problem in the United States, with 40% of the 
population expected to be obese by 2008 with numerous  associated 
health problems.
A variety of environmental factors are associated with weight 
gain, requiring personal vigilance and conscious eff ort to miti-
gate these factors.
Two approaches exist to address the obesity epidemic: high-dose, 
behavioral approaches that focus on dietary changes and  physical 
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activity via lifestyle changes and public health approaches that 
emphasize environmental changes that encourage physical activ-
ity and the consumption of healthy foods.
Large-scale, individually focused interventions are feasible if they 
focus on preventing weight gain and use elements of self-help.
Weight gain is typically slow—1.5 lbs/year, and is produced by 
consuming small but excessive amounts of food consistently over 
time. Programs that target small increases in exercise and small 
decreases in food consumption will stabilize weight.
Large-scale interventions to prevent weight gain use frequent con-
tact, are tailored and interactive, respond quickly to weight gain, 
and remain engaging over the long term.
Maintenance of lifestyle changes over the long term requires a 
resilient sense of self-effi  cacy produced by awareness of mastery 
experiences, maintained by social support and satisfaction with 
mastering weight control.
Interventions should vary throughout the change process, with 
emphasis on outcome expectancies activating initial change, 
self efficacy and self-regulation predominating during the 
change process and active problem-solving used to deal with 
lapses.
Eff ectiveness of these programs for producing healthy food con-
sumption and increasing activity support the use of individual-
ized goals, frequent tailored feedback, and support via telephone 
calls or e-mails.
Internet-based weight-loss programs were more eff ective when-
regular feedback from a live counselor was provided compared to 
regular e-mail feedback or virtual counselor feedback.
Individuals who serve as exemplars of how to lose weight (mastery 
counselors) had personal experience with the diffi  culties inherent 
in losing weight, and communicated both the types of diffi  culties 
encountered and ways of overcoming these diffi  culties.
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CHAPTER 15
An Ecological Perspective on Self-Help

The Case of Diabetes

EDWIN B. FISHER, RUSSELL E. GLASGOW 
AND JEANNE M. GABRIELE

Diabetes forces us to re-examine “self-help.” Th e individual cannot do it 
alone. Diabetes requires medical treatment in order to avoid devastat-
ing complications like blindness and amputation and reduce risks of 
associated death through cardiovascular disease. Yet the individual’s 
healthy eating, physical activity, weight management, and other behav-
iors are central to diabetes management. Th is chapter will review the 
established and potential benefi ts of self-help interventions as part of 
the range of resources and services individuals need in order to live life 
with diabetes. An ecological perspective that emphasizes the multiple 
levels of infl uence on behavior, from individual to organization, com-
munity and policy, provides the context within which self-help has an 
important role.

Th e fi rst two sections of this chapter provide important frameworks 
with regard to the management of diabetes and the ecological perspective 
on self-management that frames self-help interventions. Th e chapter then 
reviews self-help interventions in diabetes and closely related areas such as 
weight loss. It concludes with discussion of the roles of self-help in diabetes 
management and their implications for our broader views about self-help 
and other approaches to behavior change.
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Diabetes, Diabetes Management, and Diabetes Self-Management
With perhaps no disease is the individual’s role so broad as in diabetes. 
Care of diabetes rests not only on healthy diet but also on suffi  cient 
physical activity; managing stress and negative mood; accommodat-
ing intercurrent illnesses; monitoring weight and blood sugar; medica-
tion management and adjustment in response to fl uctuations in blood 
sugar; maintaining activities and interests of a healthy, satisfying life; 
and coordinating all of these through interacting with the health care 
system. All the while, the individual with diabetes must prepare for the 
vicissitudes of the disease, especially the fact that even with good meta-
bolic control, complications can occur and, over time, become increas-
ingly likely.

Diabetes is intrinsically progressive. Th us, added to the burdens 
of  managing the disease itself are, oft en, the burdens of managing 
 complications such as blindness, amputations, and sexual dysfunction 
as well as the other diseases to which diabetes oft en contributes such as 
 kidney disease. Standing behind all of these, diabetes is a major risk factor 
for cardiovascular disease. Finally, there is no respite. Diabetes and most 
of its complications persist unto death—it is 24/7 for the rest of your life.

Managing the burdens and challenges of diabetes takes place in daily 
life, not in the clinic or operating room. Th us, the individual with diabetes 
has great responsibility to care for the disease, responsibility that profes-
sionals and others can lighten but not eliminate.

Diabetes management clearly requires health care and professional 
services. About 25% of adults with the disease go undiagnosed (Cen-
ters for Disease Control and Prevention, 2003). Early identifi cation and 
treatment, with medication or with weight loss and physical activity 
can prevent or forestall the disease in those at risk (Diabetes Preven-
tion Program Research Group, 2002). As the disease advances, medica-
tions to improve glucose metabolism or insulin become advantageous 
and, eventually, necessary to avoid the short-term impacts of high blood 
sugar and its long term impacts including cardiovascular disease, eye 
disease, and multiple other complications (Th e Diabetes Control and 
Complications Trial Research Group, 1995). Th e American Diabetes 
Association recommends that those with diabetes see their physicians at 
least three to four times each year to monitor their status, adjust medi-
cations and management plans, arrange for appropriate tests, and iden-
tify plans for other needed services or treatments. Th us, the individual 
cannot treat their own diabetes without help from physicians, other 
health professionals, and, as described below, responsive organizations 
and communities.
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The Individual’s Role
A variety of authors have articulated the role of the individual in diabe-
tes management (Anderson & Funnell, 2000; Etzwiler, 1980, 1986; Hiss, 
1986). Th e American Diabetes Association and the American Association 
of Diabetes Educators have used the term self-management for a number 
of years. For example, the American Diabetes Association criteria for 
registration of diabetes education programs refer to “Diabetes Self-Man-
agement Education” as “an integral component of diabetes care” (http://
diabetes.org/uedocuments/ReviewCriteria_IndicatorListing_9-2003.pdf) 
and the American Association of Diabetes Educators describes itself as 
“dedicated to integrating successful self-management as a key outcome 
in the care of people with diabetes…” (http://www.aadenet.org/About
Us/aboutus.shtml/). Some have advocated the term “co-management” to 
capture the collaborative relationship between the patient and provider in 
developing, implementing, and changing management plans Anderson & 
Funnell, 2000).

Most writers in the fi eld agree on several key aspects of the patient’s 
and professional’s roles in diabetes management. First is the centrality of 
the patient’s behavior. Second is the fact that the patient’s behavior cannot 
be dictated or guaranteed by clinicians or by clinical interventions. In an 
important sense of the term, diabetes management is the responsibility 
of the patient once the clinical encounter or patient education has ended 
and the patient has returned to the daily world in which she lives. Th ird, 
and following from the fi rst two, it is best that the responsibility of the 
patient be acknowledged throughout the interchanges of clinical care and 
patient education. Th is acknowledgement needs to confer to the patient 
substantial authority in decision-making and guiding disease manage-
ment. Accordingly, the professional role becomes not that of a director but 
an expert consultant to the patient’s disease management.

Self-Management Research in Diabetes
Two major, multisite clinical trials have stimulated substantial recognition 
of the importance of behavior and self-management in diabetes care and 
its prevention. Th e Diabetes Control and Complications Trial compared 
usual care to extensive patient education, follow-up, and support for inten-
sive insulin management and related strategies involving diet and physical 
activity. Results of the intensive treatment demonstrated that controlling 
blood sugar reduces complications of diabetes (Th e Diabetes Control and 
Complications Trial Research Group, 1995). Teaching patients to imple-
ment intensive glucose management and follow up to maintain those 
management patterns over the several years of the program (Th e  Diabetes 
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Control and Complications Trial Research Group, 1993) were eff ective 
in controlling blood sugar and reducing complications. In the Diabetes 
 Prevention Program, behavioral interventions to achieve modest weight 
loss (7% of body weight) and modest exercise (150 minutes per week) 
among high-risk individuals reduced conversion to type 2 diabetes by 58% 
relative to controls (Diabetes Prevention Program Research Group, 2002). 
Similar fi ndings were also achieved with lifestyle interventions in Japan 
(Pan et al., 1997) and Finland (Tuomilehto et al., 2001).

In addition to these major research programs, an emerging medley 
of smaller studies have included group and individual self-management 
interventions and have achieved improvements in self-effi  cacy, self-
management behaviors, metabolic control, patient satisfaction, and  quality 
of life (Anderson, Funnell, Barr, Dedrick, & Davis, 1991;  Anderson et al., 
1995; Aubert, Herman, Waters, Moore, Sutton, Peterson et al., 1998; Clem-
ent, 1995; Greenfi eld, Kaplan, Ware, Yano, & Frank, 1988; Muhlhauser 
& Berger, 1993; Pieber et al., 1995; Rubin, Peyrot, & Saudek, 1989, 1993), 
including among older type 2 patients and ethnic  minorities (Anderson, 
Funnell, et al., 1991; Glasgow, Toobert, & Hampson, 1991; Glasgow et al., 
1992). Summarizing these and other studies, two important meta-anal-
yses showed that self-management interventions could be successful in 
promoting improved management patterns among adults with type 2 dia-
betes (Norris, Engelgau, & Narayan, 2001) and that they were associated 
with improved metabolic control (Norris, Lau, Smith, Schmid, & Engel-
gau, 2002).

Beyond the Self in Self-Management
Over 30 years ago, writing about self-control began advancing the idea 
that individuals could learn skills that enabled them to control their own 
behavior. For example, an infl uential book in the fi eld published in 1974 
was titled: Self-Control: Power to the Person (Mahoney & Th oresen, 1974). 
Th is view leads to the expectation that, once mastery of such skills is 
established, the individual becomes somewhat independent of the envi-
ronment—“power to the person.” But data do not support this view. In 
contrast, evaluations of self-management programs have frequently iden-
tifi ed that benefi ts are short-lived, fading substantially by 6 months to one 
year aft er programs end. Th is is probably most pronounced in programs 
applying self-management to weight loss and smoking cessation. Th e most 
prevalent long-term result of these is relapse (Perri & Foreyt, 2004).

Although disappointing to the expectation that learning self-manage-
ment skills can enable individuals to achieve and sustain goals like weight 
loss indefi nitely, research does point the way toward improving long-term 
benefi ts. However, the path is not through stronger self-control or better 
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self-management skills but through recognition of the critical role of the 
environment and the settings of individuals’ lives in sustaining desired 
behavior patterns.

Aft er controlling for the infl uence of a variety of program features, 
major meta-analyses of self-management programs in diabetes (Norris 
et al., 2001, 2002) found that the only program feature that was uniquely 
predictive of success was duration of contact. “Interventions with regular 
reinforcement are more eff ective than one-time or short-term education” 
(Norris et al., 2001, p. 583). Th is mirrors meta-analyses in smoking cessa-
tion. As Kottke and his colleagues noted in a major 1988 review of smok-
ing cessation interventions (Kottke, Battista, & DeFriese), “Success was 
not associated with novel or unusual interventions. It was the product of 
personalized smoking cessation advice and assistance, repeated in diff er-
ent forms by several sources over the longest feasible period” (p. 2888).

More recently, AHRQ reviews of interventions for smoking cessation 
have identifi ed variety and duration of treatment as predictors of success 
(Fiore et al., 2000). Similarly, a meta-analysis of 74 programs aimed at any 
one of a variety of health risks or health promoting behaviors (e.g., breast 
self-examination) found that number of diff erent communication chan-
nels, as well as patient education and behavioral self-monitoring, were pre-
dictive of success (Mullen, Green, & Persinger, 1985).

Th e importance of varied and sustained interventions was also appar-
ent in the Diabetes Control and Complications Trial, described above. Th e 
success of this program in showing that metabolic control matters rested 
on the adherence levels it achieved. In turn, these relied on eff ective patient 
education and sustained support for intensive management. Participants 
received: (a) extensive training in the skills they needed to implement the 
intensive treatment, (b) individualized plans for maximizing glucose con-
trol (e.g., providing choices between use of insulin infusion pumps ver-
sus multiple injections according to patient preference and need), and (c) 
ongoing support for maintaining their intensive management plan from 
a prestigious and dedicated team of professionals (Santiago, 1993; Th e 
 Diabetes Control and Complications Trial Research Group, 1995). At the 
close of the Diabetes Control and Complications Trial (DCCT), the critical 
role of this staff  support was summarized by one participant quoted in the 
New York Times: “Th e team was the strongest part of the program. Th ey 
are really there to help us through the tough times”.

Ecological Perspectives
Ecological perspectives in public health and health promotion off er an 
approach to understanding the factors surrounding the individual that 
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can enhance—or impede—self-management. Ecological models articulate 
ways in which the individual and individual-level infl uences on behavior 
are embedded within several levels of social, organizational, and economic 
infl uences such as in Figure 15.1 (Stokols, 1996).

Ecological perspectives and the importance of sustaining diabetes man-
agement within the settings of individuals’ daily lives lead to a view of 
self-management as entailing not only skills and choices of the  individual 
but the services they receive, the support of their family, friends, work sites, 
organizations, and cultures, and the physical and policy environments of 
their communities and governments. From the perspective of the  individual 
within the layers of ecological infl uences, self-management requires access 
to a variety of resources, including services provided by professionals, and 
supports for initiation and maintenance of healthy behavior.

Th e Diabetes Initiative of Th e Robert Wood Johnson Foundation has iden-
tifi ed six resources and supports for self-management (RSSM): individual-
ized assessment, collaborative goal setting, building skills, ongoing support 
for engagement in self-management, community resources, and continu-
ity of quality clinical care (Fisher et al., 2005). RSSM have been developed 
through the 14 projects of the Initiative that demonstrate and evaluate pro-
motion of diabetes self-management in both primary care and community 
settings (http://www.diabetesinitiative.org. Th e fi rst author is the director of 
the national program offi  ce for this initiative and the second author is an 
active member of its national advisory committee.)

Community & Policy

System, Group
Culture

Family, Friends
Small Group

Individual
Biological

Psychological

Figure 15.1 Multiple Layers of Infl uence on Behavior Illustrating an Ecological 
Perspective
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Ecological perspectives and RSSM pose useful frameworks for thinking 
about self-help. Rosen and colleagues have described a continuum of thera-
pist contact in treatment ranging from no contact to interventions that are 
totally therapist administered (Rosen, Glasgow, & Moore, 2003). Th e focus 
of this volume on self-help is on the “no contact” end of this continuum. 
Consideration of this and RSSM suggests that the level of direct therapist 
contact can vary for each of the categories of RSSM. For example, indi-
vidualized assessment and collaborative goal-setting can be carried out in 
individual counseling with a live provider or through self-help manuals or 
Web-based formats. Assistance in identifying community resources can be 
delivered through counseling or through a local magazine or newspaper 
or TV station. Although provider contact will probably always be a central 
component of continuity of quality clinical care, many innovations in this 
area include self-help procedures including self-monitoring and report-
ing of results oft en through electronic linkages. For the purposes of this 
volume’s focus on self-help, the following review focuses on interventions 
in each of the categories of RSSM that include minimal therapist contact. 
Th is literature is summarized in Table 15.1.

Individualized Assessment
Th is encompasses a variety of ways in which self-management may be tai-
lored to the perspectives of the individual, including individuals’ cultural 
perspectives. Although not the subject of appreciable controlled research, 
it is widely appreciated that before developing a disease management plan 
with an individual, discussion needs to explore the individual’s perspec-
tives regarding disease, the nature of disease, the role of the individual 
behavior in managing disease, or the individual’s “personal models of 
 illness” (Hampson, Glasgow, & Strycker, 2000, p. 30). Whatever disease 
management plan may emerge, it must make sense to the individual from 
these cultural and personal perspectives.

As can be seen in Table 15.1, computer-based individualized assess-
ment has been implemented in primary care settings (Glasgow et al., 1997; 
Glasgow, Toobert, & Hampson, 1996). On the Web, a questionnaire on risk 
factors for diabetes led to a fi nding that 43.6% of users had elevated risk for 
diabetes (Baehring, Schulze, Bornstein, & Scherbaum, 1997). In a review 
of interactive behavior change technology (Glasgow, Bull, Piette, & Steiner, 
2004), Glasgow and his colleagues identifi ed a number of advantages of 
Web, e-mail and similar technologies in assessment of individuals such 
as their utility in gathering individual information much more effi  ciently 
than face-to-face contact, and, thereby, enabling the medical visit or 
other counseling opportunities to focus more on developing  management 
plans.

ER51712_C015.indd   361ER51712_C015.indd   361 23/10/2007   09:52:4123/10/2007   09:52:41



362 • Handbook of Self-Help Th erapies

Ta
bl

e 
15

.1
 R

ec
en

t R
es

ea
rc

h 
on

 M
in

im
al

 C
on

ta
ct

 In
te

rv
en

tio
ns

 P
ro

vi
di

ng
 R

es
ou

rc
es

 &
 S

up
po

rts
 fo

r S
el

f-
M

an
ag

em
en

t o
f D

ia
be

te
s

In
di

vi
du

ali
ze

d 
as

se
ss

m
en

t
C

om
pu

te
r-

ba
se

d 
in

di
vi

du
al

 
di

et
ar

y 
as

se
ss

m
en

t 
an

d 
in

te
rv

en
tio

n 
w

ith
in

 
pr

im
ar

y 
ca

re
 

in
clu

de
d 

go
al

-s
et

tin
g,

 
15

- t
o 

20
-m

in
ut

e 
pr

ob
le

m
-s

ol
vi

ng
 in

te
rv

en
tio

n,
 a

nd
 tw

o 
fo

llo
w

-u
p 

ca
lls

. Th
 e

se
 re

su
lte

d 
in

 im
pr

ov
ed

 d
ie

ta
ry

 b
eh

av
io

r a
nd

 
ch

ol
es

te
ro

l l
ev

el
s r

el
at

iv
e t

o 
co

nt
ro

ls 
(G

la
sg

ow
 et

 al
., 

19
97

, 1
99

6)
Q

ue
sti

on
na

ire
 o

n 
di

ab
et

es
 ri

sk
 fa

ct
or

s t
ur

ne
d 

in
to

 a
n 

in
te

ra
ct

iv
e 

W
or

ld
 W

id
e 

W
eb

 d
oc

um
en

t. 
Fe

ed
ba

ck
 p

ro
vi

de
d 

to
 W

eb
 

sit
e u

se
r; 

43
.6

%
 o

f u
se

rs
 fo

un
d 

to
 h

av
e e

le
va

te
d 

ris
k 

fo
r d

ia
be

te
s (

Ba
eh

rin
g,

 S
ch

ul
ze

, B
or

ns
te

in
, &

 S
ch

er
ba

um
, 1

99
7)

.
C

ol
la

bo
r a

tiv
e 

go
al

-s
et

tin
g

In
 m

et
a-

an
aly

sis
 of

 se
lf-

m
an

ag
em

en
t p

ro
gr

am
s f

or
 ch

ro
ni

c d
ise

as
e, 

in
clu

sio
n o

f f
ac

e-
to

-fa
ce

 co
nt

ac
t w

as
 on

ly 
pr

ed
ict

or
 of

 ou
tc

om
es

 
(W

ar
si 

et
 al

., 2
00

4)
.

Co
m

pu
te

r-b
as

ed
 in

di
vi

du
al 

di
et

ar
y 

as
se

ss
m

en
t a

nd
 in

te
rv

en
tio

n 
de

sc
rib

ed
 a

bo
ve

 in
clu

de
d 

re
vi

ew
 o

f p
at

ien
t-c

ho
se

n 
go

als
 w

ith
 

PC
P 

(G
las

go
w 

et
 al

., 1
99

7, 
19

96
).

To
uc

h-
sc

re
en

 in
te

rv
en

tio
n 

in
 p

rim
ar

y 
ca

re
 fa

cil
ita

te
d 

se
tti

ng
 p

rio
rit

ies
 fo

r c
a r

e 
an

d 
go

als
 fo

r d
iet

, p
hy

sic
al 

ac
tiv

ity
, o

r s
m

o k
in

g.
 

Pr
in

to
ut

s f
or

 p
at

ien
ts 

an
d 

pr
ov

id
er

s. 
W

ell
 ac

ce
pt

ed
 b

y 
pr

ov
id

er
s a

nd
 b

y 
pa

tie
nt

s, 
in

clu
di

ng
 L

at
in

os
, o

ld
er

 ad
ul

ts,
 an

d 
th

os
e w

i th
 

lit
tle

 fo
rm

al 
ed

uc
at

io
n.

 In
cr

ea
se

d 
be

ha
vi

or
al 

co
un

se
lin

g r
ec

eiv
ed

 b
y p

a t
ien

ts.
 O

th
er

 o
ut

co
m

es
 fo

rth
co

m
in

g (
G

las
go

w 
et

 al
., 2

00
4 )

.
To

uc
h-

sc
re

en
 in

te
rv

en
tio

n 
pr

io
r t

o 
pr

im
ar

y 
ca

re
 v

isi
t t

ha
t a

ss
es

se
d 

di
et

 an
d 

ph
ys

ica
l a

ct
iv

ity
 an

d 
pr

ov
id

ed
 fe

ed
ba

ck
 to

 p
at

ien
t s.

 
Pa

tie
nt

s t
he

n 
ch

os
e a

 go
al 

re
lat

ed
 to

 ph
ys

ica
l a

ct
iv

ity
, fa

t i
nt

ak
e, 

or
 fr

ui
t a

nd
 ve

ge
ta

bl
e c

on
su

m
pt

io
n 

an
d r

ec
eiv

ed
 m

ail
 an

d t
ele

ph
on

e 
su

pp
or

t t
o 

re
ac

h 
go

al.
 P

at
ien

ts 
go

als
 in

 ar
ea

s i
n 

wh
ich

 th
ey

 n
ee

de
d 

im
pr

ov
em

en
t a

nd
 sh

ow
ed

 b
eh

av
io

ra
l c

ha
ng

es
 re

lat
ed

 to
 th

eir
 

go
als

 (E
sta

br
oo

ks
 et

 al
., 2

00
5)

.
Co

m
pu

te
r-g

en
er

at
ed

 g
oa

l-s
et

tin
g 

in
te

rv
en

tio
n 

th
at

 p
ro

vi
de

d 
an

 1
1˝

 ×
 1

7˝
 co

lo
r p

os
te

r s
ho

wi
ng

 H
bA

1c
 st

at
us

, g
oa

ls 
alo

ng
 w

ith
 

pe
rs

on
ali

ze
d 

ste
ps

 to
 ai

d 
in

 go
al 

ac
hi

ev
em

en
t, 

an
d 

di
sc

us
sio

n 
po

in
ts 

fo
r p

hy
sic

ian
s; 

a p
er

so
na

liz
ed

 w
all

et
 ca

rd
 w

ith
 b

as
eli

ne
 d

at
a 

an
d 

ro
om

 to
 d

oc
um

en
t s

ub
se

qu
en

t v
alu

es
; a

nd
 m

on
th

ly 
po

stc
ar

ds
. P

ar
tic

ip
an

ts 
wh

o 
re

ce
iv

ed
 th

is 
in

te
rv

en
tio

n 
ha

d 
gr

ea
te

r 
re

du
ct

io
ns

 in
 H

bA
1c

 th
an

 p
ar

tic
ip

an
ts 

wh
o 

re
ce

iv
ed

 st
an

da
rd

 ca
re

 (L
ev

et
an

, D
aw

n,
 R

ob
bi

ns
, &

 R
at

ne
r, 

20
02

) 
Bu

ild
in

g 
sk

ill
s

Fa
ce

-to
-fa

ce
 de

liv
er

y o
f i

nt
er

ve
nt

io
n,

 co
gn

iti
ve

 re
fra

m
in

g, 
an

d i
nc

lu
di

ng
 em

ph
as

is 
o n

 ex
er

cis
e p

re
di

ct
 be

ne
fi c

ial
 eff

 ec
ts 

on
 m

et
ab

ol
ic 

co
nt

ro
l (

H
bA

1)
 in

 m
et

a-
an

aly
sis

 (E
lli

s e
t a

l., 
20

04
).

D
iab

ete
s p

as
sp

or
t a

lo
ne

, w
ith

ou
t g

oa
l-s

ett
in

g, 
in

di
vi

du
ali

ze
d 

as
se

ss
m

en
t, o

r o
pp

or
tu

ni
tie

s f
or

 bu
ild

in
g s

ki
lls

 h
as

 m
in

im
al 

be
ne

fi t
s i

n 
ra

nd
om

ize
d 

tri
al 

(S
im

m
on

se
t a

l., 
20

04
). 

Te
lep

ho
ne

 co
un

se
lin

g 2
 ti

m
es

 pe
r w

ee
k f

or
 fi  r

st 
m

on
th

, th
en

 w
ee

kl
y f

or
 m

on
th

s 2
 an

d 3
 (t

ot
al 

= 
16

 ca
lls

, a
ve

ra
ge

 ca
ll l

en
gt

h 
= 

25
 m

in
) 

led
 to

 1.
2 p

oi
nt

 re
du

ct
io

n 
in

 G
H

b 
re

lat
ive

 to
 0.

6 p
oi

nt
 in

cr
ea

se
 in

 u
su

al 
ca

re
 (O

h 
et

 al
., 2

00
3)

. 

ER51712_C015.indd   362ER51712_C015.indd   362 23/10/2007   09:52:4223/10/2007   09:52:42



An Ecological Perspective on Self-Help • 363

Co
m

pu
ter

-b
as

ed
 in

di
vi

du
al 

di
et

ar
y 

as
se

ss
m

en
t a

nd
 in

ter
ve

nt
io

n 
de

sc
rib

ed
 a

bo
ve

 in
clu

de
d 

15
- 

to
 2

0-
m

in
ut

e 
pr

ob
lem

-s
ol

vi
ng

 
se

ss
io

n 
(G

las
go

w 
et

 al
., 1

99
7, 

19
96

).
To

uc
h-

sc
re

en
 in

ter
ve

nt
io

n 
in

 p
rim

ar
y c

ar
e d

isc
us

se
d 

ab
ov

e (
G

las
go

w 
et

 al
., 2

00
4)

 th
at

 fa
cil

ita
te

d 
se

tti
ng

 p
rio

rit
ies

 fo
r c

ar
e a

nd
 go

als
 

fo
r d

iet
, p

hy
sic

al 
ac

tiv
ity

, o
r s

m
ok

in
g i

nc
re

as
ed

 b
eh

av
io

ra
l c

ou
ns

eli
ng

 re
ce

ive
d 

by
 p

at
ien

ts.
 

W
eb

-b
as

ed
 c

om
pu

te
r-t

ail
or

ed
 n

ut
rit

io
n 

in
te

rv
en

tio
n 

co
m

pa
re

d 
to

 g
en

er
ic 

nu
tri

tio
n 

in
fo

rm
at

io
n 

an
d 

no
 in

fo
rm

at
io

n 
co

nt
ro

l.  
Ta

ilo
re

d 
in

ter
ve

nt
io

n 
pr

ov
id

ed
 fe

ed
ba

ck
 a

bo
ut

 p
er

so
na

l i
nt

ak
e 

le
ve

ls 
of

 fa
t, 

fr
ui

t, 
an

d 
ve

ge
ta

bl
es

 a
nd

 h
ow

 th
es

e 
in

ta
ke

 le
ve

ls 
co

m
pa

re
d 

w
ith

 re
co

m
m

en
da

tio
ns

 an
d 

th
e a

ve
ra

ge
 in

ta
ke

 le
ve

ls 
of

 p
ee

rs
. I

t a
lso

 p
ro

vi
de

d 
in

fo
rm

at
io

n 
ab

ou
t w

ha
t c

ha
ng

es
 to

 
m

ak
e a

nd
 o

n 
ho

w
 to

 m
ak

e t
he

se
 ch

an
ge

s. 
C

om
pu

te
r-

ta
ilo

re
d 

in
te

rv
en

tio
n 

in
cr

ea
se

d 
fr

ui
t a

nd
 d

ec
re

as
ed

 fa
t i

nt
ak

e (
O

en
em

a 
et

 al
., 

20
05

).
Ad

ol
es

ce
nt

s w
ho

 re
ce

iv
ed

 P
ac

ky
 &

 M
ar

lo
n,

 a
n 

in
te

ra
ct

iv
e 

di
ab

et
es

 v
id

eo
 g

am
e 

in
 w

hi
ch

 p
la

ye
rs

 p
la

y 
th

e 
ro

le
 o

f a
ni

m
at

ed
 

ch
ar

ac
te

rs
 w

ho
 m

an
ag

e 
th

ei
r d

ia
be

te
s b

y 
m

on
ito

rin
g 

bl
oo

d 
gl

uc
os

e, 
ta

ki
n g

 in
su

lin
 in

je
ct

io
ns

, a
nd

 c
ho

os
in

g 
fo

od
s, 

ha
d 

a 
de

cr
ea

se
 in

 u
rg

en
t d

oc
to

r v
isi

ts 
an

d 
sh

ow
ed

 im
pr

ov
em

en
t i

n 
se

lf-
effi

  c
ac

y, 
co

m
m

un
ic

at
io

n 
w

ith
 p

ar
en

ts 
ab

ou
t d

ia
be

te
s, 

an
d 

se
lf-

ca
re

 (B
ro

w
n 

et
 al

., 
19

97
).

Ta
ke

 C
ha

rg
e 

of
 D

ia
be

te
s, 

a 
m

ul
tim

ed
ia

 C
D

-R
O

M
 p

ro
gr

am
 c

on
sis

tin
g 

of
 fi  

ve
 m

od
ul

es
 (

W
ha

t i
s 

di
ab

et
es

? 
H

ow
 d

o 
yo

u 
m

an
ag

e d
ia

be
te

s?
 W

ha
t i

s b
lo

od
 su

ga
r t

es
tin

g?
 G

ui
de

lin
es

 fo
r n

ut
r it

io
n 

an
d 

di
ab

et
es

; a
nd

 M
ak

in
g 

he
al

th
y 

ch
oi

ce
s a

nd
 m

ea
l 

pl
an

ni
ng

) a
ss

oc
ia

te
d 

w
ith

 an
 in

cr
ea

se
 in

 p
er

ce
iv

ed
 d

ia
be

te
s k

no
w

le
dg

e i
n 

a p
ilo

t s
tu

dy
 o

f 7
 p

at
ie

nt
s w

ith
 ty

pe
 2

 d
ia

be
te

s a
nd

 
th

re
e h

ea
lth

 p
ro

fe
ss

io
na

ls.
 U

se
rs

 h
ad

 th
e o

pt
io

n 
of

 li
ste

ni
ng

 to
 au

di
o 

of
 in

f o
rm

at
io

n 
on

 sc
re

en
 an

d 
al

l p
ar

tic
ip

an
ts 

re
po

rt
ed

 
us

in
g 

au
di

o.
 P

ro
gr

am
 fo

un
d 

to
 b

e a
cc

ur
at

e, 
ea

sy
 to

 u
se

, a
nd

 en
jo

ya
bl

e (
C

as
ta

ld
in

i, 
Sa

ltm
ar

ch
, L

uc
k,

 &
 S

uc
he

r, 
19

98
)

Bu
ild

in
g 

sk
ill

s 
(c

on
tin

ue
d)

In
te

rv
en

tio
n 

gr
ou

p 
th

at
 u

se
d 

co
m

pu
te

r k
io

sk
s i

n 
w

ai
tin

g 
ro

om
s w

i th
 au

di
o-

vi
de

o 
se

qu
en

ce
s t

o 
co

m
m

un
ic

at
e i

nf
or

m
at

io
n,

 
pr

ov
id

e p
sy

ch
ol

og
ic

al
 su

pp
or

t, 
an

d 
pr

om
ot

e d
ia

be
te

s s
elf

-m
an

ag
em

en
t s

ki
lls

 h
ad

 gr
ea

te
r p

er
ce

iv
ed

 su
sc

ep
tib

ili
ty

 to
 d

ia
be

te
s 

co
m

pl
ic

at
io

ns
 th

an
 st

an
da

rd
 ca

re
 gr

ou
p.

 T
ar

ge
te

d 
in

di
vi

du
al

s w
ith

 lo
w

 li
te

ra
c y

 ra
te

s. 
N

o 
be

tw
ee

n 
gr

ou
p 

di
ff  e

re
nc

es
 o

n 
bl

oo
d 

pr
es

su
re

, d
ia

be
te

s k
no

w
le

dg
e, 

w
ei

gh
t, 

an
d 

H
bA

1c
 (G

er
be

r e
t a

l.,
 2

00
5)

.
Bi

w
ee

kl
y 

au
to

m
at

ed
 te

le
ph

on
e d

ise
as

e m
an

ag
em

en
t c

al
ls 

se
nt

 to
 2

26
 E

n g
lis

h-
sp

ea
ki

ng
 an

d 
30

 S
pa

ni
sh

-s
pe

ak
in

g 
pa

tie
nt

s i
n 

ou
tp

at
ie

nt
 c

lin
ic

s 
fo

r 
on

e 
ye

ar
. S

pa
ni

sh
-s

pe
ak

in
g 

se
le

ct
ed

 s
el

f-c
a r

e 
tip

s 
an

d 
di

et
ar

y 
ed

uc
at

io
n 

m
od

ul
es

 m
or

e 
oft

 e
n 

th
an

 
En

gl
ish

-s
pe

ak
in

g 
pa

tie
nt

s. 
At

 1
2 

m
on

th
s, 

m
os

t S
pa

ni
sh

-s
pe

ak
in

g 
an

d 
25

%
 o

f E
ng

lis
h-

sp
ea

ki
ng

 p
at

ie
nt

s c
on

tin
ue

d 
to

 se
le

ct
 

ea
ch

 m
es

sa
ge

 ty
pe

 (P
ie

tte
, 1

99
9;

 P
ie

tte
 et

 al
., 

19
99

).
(c

on
tin

ue
d)

ER51712_C015.indd   363ER51712_C015.indd   363 23/10/2007   09:52:4223/10/2007   09:52:42



364 • Handbook of Self-Help Th erapies

Ta
bl

e 
15

.1
 (

co
nt

in
ue

d) In
te

rn
et

 ed
uc

at
io

n 
W

eb
 si

te
, c

on
sis

tin
g o

f b
as

ic
 w

ei
gh

t-l
os

s i
nf

or
m

at
io

n 
an

d 
di

re
ct

or
y o

f s
ele

ct
ed

 In
te

rn
et

 re
so

ur
ce

s o
n 

di
et

, 
ph

ys
ic

al
 a

ct
iv

ity
, s

elf
-m

on
ito

rin
g,

 a
nd

 o
th

er
 b

eh
av

io
ra

l r
es

ou
rc

es
 su

ch
 a

s s
tre

ss
 m

an
ag

em
en

t, 
w

as
 a

ss
oc

ia
te

d 
w

ith
 w

ei
gh

t 
lo

ss
, r

ed
uc

tio
n 

in
 w

ai
st 

ci
rc

um
fe

re
nc

e 
an

d 
ca

lo
ric

 in
ta

ke
, a

nd
 in

cr
ea

se
 in

 e
xe

rc
ise

 e
ne

rg
y 

ex
pe

nd
itu

re
 (T

at
e 

et
 a

l.,
 2

00
1)

. 
Fo

llo
w

-u
p 

stu
dy

 (T
at

e e
t a

l.,
 20

03
, 2

00
1)

 ac
hi

ev
ed

 w
ei

gh
t l

os
s t

hr
ou

gh
 si

m
ila

r I
nt

er
ne

t e
du

ca
tio

n 
in

te
rv

en
tio

n 
pl

us
 a 

m
es

sa
ge

 
bo

ar
d 

an
d 

w
ee

kl
y 

e-
m

ai
l r

em
in

de
rs

 to
 su

bm
it 

w
ei

gh
t l

os
s i

nf
or

m
at

io
n.

A
 6

-m
on

th
 in

te
rv

en
tio

n 
us

in
g 

a 
co

m
pu

te
r-

as
sis

te
d 

di
et

 e
du

ca
tio

n 
sy

ste
m

 (
D

ia
be

to
) 

w
ith

 p
er

so
na

liz
ed

 c
oa

ch
in

g 
to

 h
elp

 
di

ab
et

ic
s s

elf
-m

on
ito

r d
ie

ts 
an

d 
ba

la
nc

e m
ea

ls 
in

cr
ea

se
d 

di
et

 k
no

w
le

dg
e a

nd
 d

ie
ta

ry
 h

ab
its

 an
d 

de
cr

ea
se

d 
ca

lo
ric

 in
ta

ke
 an

d 
H

bA
1c

 (T
ur

ni
n,

 B
ed

do
k,

 C
lo

tte
s, 

et
 al

., 
19

92
).

Ei
gh

t-W
ee

k 
in

te
rv

en
tio

n 
in

 w
hi

ch
 a

du
lts

 w
ith

 d
ia

be
te

s 
w

er
e 

as
sig

ne
d 

t o
 e

ith
er

 (
a)

 a
n 

in
fo

rm
at

io
na

l 
W

eb
 s

ite
 w

ith
 

di
ab

et
es

-s
pe

ci
fi c

 ar
tic

le
s a

nd
 gl

uc
os

e t
ra

ck
in

g o
r (

b)
 an

 in
te

ra
ct

iv
e W

eb
-b

as
ed

 in
te

rv
en

tio
n 

th
at

 in
clu

de
d 

in
fo

rm
at

io
na

l W
eb

 
sit

e 
pl

us
 p

er
so

na
liz

ed
 p

hy
sic

al
 a

ct
iv

ity
 p

la
n,

 su
pp

or
t f

ro
m

 p
er

so
na

l c
oa

ch
, t

ai
lo

re
d 

e-
m

ai
ls,

 p
ee

r s
up

po
rt

 g
ro

up
s, 

an
d 

liv
e 

ch
at

. B
ot

h 
gr

ou
ps

 in
cr

ea
se

d 
m

in
ut

es
 o

f p
hy

sic
al

 a
ct

iv
ity

 a
nd

 w
al

ki
n g

. I
n 

th
e 

In
te

rn
et

 c
on

di
tio

n,
 in

di
vi

du
al

s w
ho

 u
se

d 
th

e 
sit

e t
hr

ee
 o

r m
or

e t
im

es
 h

ad
 a 

gr
ea

te
r c

ha
ng

e i
n 

ac
tiv

ity
 th

an
 in

di
vi

du
al

s w
h o

 u
se

d 
th

e s
ite

 le
ss

 th
an

 th
re

e t
im

es
. I

n 
th

e g
ro

u p
 

re
ce

iv
in

g 
th

e i
nf

or
m

at
io

na
l W

eb
 si

te
, n

o 
di

ff e
re

nc
es

 b
as

ed
 o

n 
sit

e u
sa

ge
 w

er
e o

bs
er

ve
d 

(M
cK

ay
 et

 al
., 

20
01

).
O

ng
oi

ng
 

fo
llo

w
-u

p 
an

d 
su

pp
or

t f
or

 
en

ga
ge

m
en

t i
n 

se
lf-

m
an

ag
em

en
t

M
et

a-
an

al
ys

es
 (N

or
ris

 e
t a

l.,
 2

00
1,

 2
00

2)
 fo

un
d 

th
at

 th
e 

on
ly

 p
r o

gr
am

 fe
at

ur
e 

th
at

 w
as

 u
ni

qu
ely

 p
re

di
ct

iv
e 

of
 su

cc
es

s a
ft  e

r 
co

nt
ro

lli
ng

 f
or

 t
he

 i
nfl

 u
en

ce
 o

f 
al

l 
th

e 
ot

he
r 

pr
og

ra
m

 f
ea

tu
re

s 
w

as
 d

ur
at

io
n 

of
 c

on
ta

ct
. 

“I
nt

er
ve

nt
io

ns
 w

ith
 r

eg
ul

ar
 

re
in

fo
rc

em
en

t a
re

 m
or

e e
ff e

ct
iv

e t
ha

n 
on

e-
tim

e o
r s

ho
rt

-te
rm

 ed
uc

at
io

n”
 (N

or
ris

 et
 al

., 
20

01
).

Fa
ilu

re
 to

 fi 
nd

 d
ur

at
io

n 
of

 d
ia

be
te

s 
pa

tie
nt

 e
du

ca
tio

n 
pr

og
ra

m
s 

a 
sig

ni
fi c

an
t p

re
di

ct
or

 o
f b

en
efi

 c
ia

l e
ff e

ct
s 

on
 m

et
ab

ol
ic

 
co

nt
ro

l (
H

bA
1)

 at
tr

ib
ut

ed
 b

y 
au

th
or

s t
o 

la
ck

 o
f g

oo
d 

m
ea

su
re

 o
f d

os
e (

El
lis

 et
 al

., 
20

04
).

Pa
tie

nt
s r

ec
ei

ve
d 

in
te

ns
iv

e 
tre

at
m

en
t f

or
 8

 w
ee

ks
 w

ith
 a

nd
 8

 w
ee

ks
 w

ith
ou

t t
he

 a
ss

ist
an

ce
 o

f a
 c

om
pu

te
r p

ro
gr

am
. W

he
n 

us
in

g 
th

e 
co

m
pu

te
r p

ro
gr

am
, p

ro
gr

am
 p

ro
vi

de
d 

re
co

m
m

en
da

tio
ns

 fo
r i

ns
ul

in
 a

dj
us

tm
en

t. 
W

he
n 

no
t u

sin
g 

th
e 

co
m

pu
te

r 
pr

og
ra

m
, p

at
ie

nt
s a

dj
us

te
d 

th
ei

r o
w

n 
in

su
lin

 u
sin

g 
th

e 
sa

m
e 

al
go

rit
hm

 a
s t

he
 c

om
pu

te
r. 

Pa
tie

nt
s m

ad
e 

m
or

e 
in

su
lin

 d
os

e 
ad

ju
stm

en
ts 

an
d 

ha
d 

hi
gh

er
 d

ia
be

te
s 

kn
ow

le
dg

e 
sc

or
es

 w
he

n 
us

in
g 

th
e 

co
m

pu
te

r 
pr

og
ra

m
. B

ot
h 

tre
at

m
en

ts 
re

su
lte

d 
in

 
im

pr
ov

em
en

ts 
in

 b
lo

od
 g

lu
co

se
 an

d 
he

m
og

lo
bi

n 
(B

ou
kh

or
s e

t a
l.,

 2
00

3)
.

ER51712_C015.indd   364ER51712_C015.indd   364 23/10/2007   09:52:4223/10/2007   09:52:42



An Ecological Perspective on Self-Help • 365

Fo
ur

-w
ee

k 
ra

nd
om

iz
ed

 c
on

tro
l t

ria
l c

om
pa

rin
g 

w
ee

kl
y 

co
m

m
un

ic
at

io
n 

of
 b

lo
od

 g
lu

co
se

 d
at

a 
to

 h
ea

lth
 c

ar
e 

pr
ov

id
er

 b
y 

te
le

ph
on

e 
or

 A
cc

u-
Ch

ek
 A

cc
ul

in
k 

M
od

em
. N

o 
be

tw
ee

n-
gr

ou
p 

di
ff e

re
nc

es
 in

 H
bA

1c
, a

m
ou

nt
 o

f t
im

e 
he

al
th

 c
ar

e 
pr

ov
id

er
 

sp
en

t a
na

ly
zi

ng
 d

at
a, 

or
 th

e n
um

be
r o

f p
at

ie
nt

/h
ea

lth
 ca

re
 p

ro
vi

de
r a

tte
m

pt
s t

o 
m

ak
e c

on
ta

ct
. B

lo
od

 g
lu

co
se

 d
at

a b
y 

ph
on

e 
ha

d 
6%

 er
ro

r r
at

e v
s. 

no
 er

ro
r r

at
e b

y 
m

od
em

 (B
er

ge
ns

ta
l e

t a
l.,

 2
00

5)
N

ur
se

 fo
llo

w
-u

p 
in

clu
de

d 
at

te
m

pt
ed

 c
al

ls 
tw

ic
e 

w
ee

kl
y 

fo
r 1

 m
on

th
, t

he
n 

we
ek

ly.
 A

ct
ua

l c
on

ta
ct

 a
ve

ra
ge

d 
16

 c
al

ls 
ov

er
 1

2 
w

ee
ks

 w
ith

 av
er

ag
e o

f 2
5 

m
in

 p
er

 ca
ll.

 Si
gn

ifi 
ca

nt
 re

du
ct

io
ns

 in
 G

H
b 

(8
.8

 to
 7

.6
) a

nd
 im

pr
ov

ed
 d

ie
t r

ela
tiv

e t
o 

co
nt

ro
ls 

(K
im

 
&

 O
h,

 2
00

3)
.

C
om

pu
te

r-
ba

se
d 

in
di

vi
du

al
 d

ie
ta

ry
 a

ss
es

sm
en

t a
nd

 in
te

rv
en

tio
n 

de
sc

rib
ed

 a
bo

ve
 in

clu
de

d 
tw

o 
fo

llo
w

-u
p 

ph
on

e 
ca

lls
 b

y 
he

al
th

 ed
uc

at
or

 to
 ch

ec
k 

pr
og

re
ss

 in
 ac

hi
ev

in
g 

di
et

ar
y 

ch
an

ge
 g

oa
ls 

(G
la

sg
ow

 et
 al

., 
19

97
, 1

99
6)

.
Cl

in
ic

-b
as

ed
 in

te
rv

en
tio

n 
to

 im
pr

ov
e 

fo
ot

 c
ar

e 
(L

itz
el

m
an

, S
le

m
en

da
, L

an
ge

fe
ld

, e
t 

al
., 

19
93

) 
in

clu
de

d 
te

le
ph

on
e 

an
d 

po
stc

ar
d 

fo
llo

w
-u

p.
O

ng
oi

ng
 p

ho
ne

 c
al

ls 
fro

m
 n

ur
se

s r
ed

uc
ed

 G
H

b 
re

lat
iv

e 
to

 u
su

al
 c

a r
e 

(W
ei

nb
er

ge
r e

t a
l.,

 1
99

5)
.  

Ph
on

e 
ca

lls
 w

er
e 

m
ad

e 
at

 
le

as
t m

on
th

ly
 an

d 
in

clu
de

d 
re

vi
ew

 o
f p

at
ie

nt
 ed

uc
at

io
n,

 ad
he

re
nc

e , 
an

d 
ge

ne
ra

l h
ea

lth
 st

at
us

 as
 w

ell
 as

 p
ro

bl
em

-s
ol

vi
ng

 an
d 

ac
ce

ss
 to

 ca
re

.
C

om
bi

na
tio

n 
of

 au
to

m
at

ed
 p

ho
ne

 ca
lls

 th
ro

ug
h 

w
hi

ch
 p

at
ie

nt
s r

ep
or

te
d 

se
lf-

m
on

ito
re

d 
bl

oo
d 

gl
uc

os
e l

ev
els

 an
d 

in
di

vi
du

al
ly

 
ta

ilo
re

d 
ph

on
e 

fo
llo

w
-u

p 
by

 n
ur

se
s 

re
su

lte
d 

in
 im

pr
ov

ed
 G

H
b 

as
 w

ell
 a

s 
in

cr
ea

se
d 

se
lf-

effi
  c

ac
y 

an
d 

de
cr

ea
se

d 
de

pr
es

se
d 

m
oo

d 
am

on
g 

lo
w

 in
co

m
e a

nd
 m

in
or

ity
 p

at
ie

nt
s o

f V
et

er
an

s
O

ng
oi

ng
 

fo
llo

w
-u

p 
an

d 
su

pp
or

t f
or

 
en

ga
ge

m
en

t i
n 

se
lf-

m
an

ag
em

en
t 

(c
on

tin
ue

d)

Ad
m

in
ist

ra
tio

n 
an

d 
co

m
m

un
ity

 h
ea

lth
 c

en
te

rs
 (P

ie
tte

 e
t a

l.,
 1

99
9;

 P
ie

tte
, W

ei
nb

er
ge

r, 
&

 M
cP

he
e, 

20
00

; P
ie

tte
, W

ei
nb

er
ge

r, 
M

cP
he

e, 
M

ah
, e

t a
l.,

 2
00

0)
.

In
 th

e s
tu

di
es

 b
y 

Ta
te

 an
d 

co
lle

ag
ue

s d
es

cr
ib

ed
 ab

ov
e, 

ad
di

ng
 an

 e-
co

un
se

lo
r t

o 
th

e I
nt

er
ne

t e
du

ca
tio

n 
pr

og
ra

m
 d

ou
bl

ed
 th

e 
am

ou
nt

 o
f w

ei
gh

t l
os

s. 
Th 

e e
-c

ou
ns

elo
r s

en
t i

nd
iv

id
ua

lly
 ta

ilo
re

d 
e-

m
ai

ls 
an

d 
pr

ov
id

ed
 fe

ed
ba

ck
 o

n 
se

lf-
m

an
ag

em
en

t (
Ta

te
 et

 
al

., 2
00

3,
 2

00
1)

. 
Fo

llo
w

in
g 

a s
ix

-s
es

sio
n 

gr
ou

p 
cla

ss
 fo

cu
sin

g 
on

 em
po

we
rm

en
t, 

m
on

th
ly

 n
ew

sle
tte

r t
o 

ad
ul

ts 
w

ith
 d

ia
be

te
s w

as
 w

ell
 ac

ce
pt

ed
, 

es
pe

ci
al

ly
 b

y 
th

os
e h

av
in

g 
m

or
e p

ro
bl

em
s w

ith
 th

ei
r d

ia
be

te
s (

A
nd

er
so

n 
et

 al
., 1

99
4)

.
Th 

re
e-

m
on

th
 in

te
rv

en
tio

n 
in

 w
hi

ch
 p

ar
tic

ip
an

ts 
se

nd
 bl

oo
d 

gl
uc

os
e l

ev
els

, m
ed

ic
a t

io
ns

 an
d 

do
sa

ge
s, 

fo
od

 in
ta

ke
, a

nd
 ex

er
ci

se
 

to
 h

ea
lth

 p
ro

vi
de

r u
sin

g 
a 

W
eb

-b
as

ed
 sy

ste
m

. P
ro

vi
de

rs
 p

ro
vi

de
d 

re
co

m
m

en
da

tio
ns

 b
as

ed
 o

n 
da

ta
. I

nt
er

ve
nt

io
n 

re
su

lte
d 

in
 

im
pr

ov
ed

 H
bA

1c
, t

rig
ly

ce
rid

es
, a

nd
 H

D
L 

ch
ol

es
te

ro
l (

Kw
on

 et
 al

., 2
00

4)
.

(c
on

tin
ue

d)

ER51712_C015.indd   365ER51712_C015.indd   365 23/10/2007   09:52:4323/10/2007   09:52:43



366 • Handbook of Self-Help Th erapies

Ta
bl

e 
15

.1
 (

co
nt

in
ue

d) Bi
we

ek
ly

 a
ut

om
at

ed
 te

lep
ho

ne
 d

ise
as

e 
m

an
ag

em
en

t h
ea

lth
 a

ss
es

sm
en

t a
nd

 s
elf

-c
ar

e 
ed

uc
at

io
n 

ca
lls

 w
ith

 n
ur

se
 fo

llo
w

-u
p 

ba
se

d 
on

 re
po

rt
s r

es
ul

te
d 

in
 m

or
e 

fre
qu

en
t g

lu
co

se
 m

on
ito

rin
g,

 fo
ot

 in
sp

ec
tio

ns
, v

isi
ts 

to
 p

od
ia

tr
ist

s a
nd

 sp
ec

ia
lty

 c
lin

ic
s; 

fe
we

r s
ym

pt
om

s o
f p

oo
r g

ly
ce

m
ic

 c
on

tro
l; 

an
d 

gr
ea

te
r s

at
isf

ac
tio

n 
w

ith
 h

ea
lth

 c
ar

e 
th

an
 u

su
al

 c
ar

e. 
In

te
rv

en
tio

n 
us

ed
 w

ith
 

bo
th

 E
ng

lis
h-

 an
d 

Sp
an

ish
-s

pe
ak

in
g 

di
ab

et
ic

s (
Pi

et
te

 et
 al

., 2
00

1;
 P

ie
tte

, W
ei

nb
er

ge
r, 

&
 M

cP
he

e, 
20

00
).

Tw
elv

e-
we

ek
 in

te
rv

en
tio

n 
in

 w
hi

ch
 p

at
ie

nt
s a

cc
es

se
d 

W
eb

 si
te

 b
y 

ce
ll 

ph
on

e o
r I

nt
er

ne
t a

nd
 in

pu
t b

lo
od

 g
lu

co
se

 le
ve

ls 
ev

er
y 

da
y. 

Re
co

m
m

en
da

tio
ns

 w
er

e t
he

n 
se

nt
 to

 th
e p

at
ie

nt
 by

 p
ho

ne
 an

d 
In

te
rn

et
. I

nt
er

ve
nt

io
n 

re
su

lte
d 

in
 d

ec
re

as
ed

 fa
sti

ng
 gl

uc
os

e 
an

d 
po

stp
ra

nd
ia

l b
lo

od
 su

ga
r l

ev
els

 an
d 

in
cr

ea
se

d 
sa

tis
fa

ct
io

n 
w

ith
 ca

re
 (K

im
 et

 al
., 2

00
5)

.
Fo

ur
-w

ee
k 

ra
nd

om
iz

ed
 c

on
tro

l t
ria

l c
om

pa
rin

g 
we

ek
ly

 c
om

m
un

ic
at

io
n 

of
 b

lo
od

 g
lu

co
se

 d
at

a 
to

 h
ea

lth
 c

ar
e 

pr
ov

id
er

 b
y 

te
lep

ho
ne

 o
r A

cc
u-

Ch
ek

 A
cc

ul
in

k 
M

od
em

. N
o 

be
tw

ee
n 

gr
ou

p 
di

ff e
re

nc
es

 in
 H

bA
1c

, a
m

ou
nt

 o
f t

im
e 

he
alt

h 
ca

re
 p

ro
vi

de
r 

sp
en

t a
na

ly
zi

ng
 d

at
a, 

or
 th

e 
nu

m
be

r o
f p

at
ie

nt
/h

ea
lth

 ca
re

 p
ro

vi
de

r a
tte

m
pt

s t
o 

m
ak

e 
co

nt
ac

t. 
Bl

oo
d 

gl
uc

os
e 

da
ta

 b
y 

ph
on

e 
ha

d 
6%

 er
ro

r r
at

e v
s. 

no
 er

ro
r r

at
e b

y 
m

od
em

 (B
er

ge
ns

ta
l e

t a
l.,

 2
00

5)
.

Pr
oa

ct
iv

e 
ca

ll 
ce

nt
er

 tr
ea

tm
en

t s
up

po
rt

 u
sin

g 
tra

in
ed

 n
on

m
ed

ic
al

 te
lep

ho
ni

sts
 su

pp
or

te
d 

by
 d

es
ig

ne
d 

so
ft  w

ar
e 

an
d 

a 
nu

rs
e 

re
su

lte
d 

in
 g

re
at

er
 re

du
ct

io
n 

in
 G

H
b 

le
ve

ls 
th

an
 u

su
al

 ca
re

 at
 1

2 
m

on
th

s (
Y o

un
g 

et
 al

., 2
00

5)
.

W
he

n 
off

 e
re

d 
m

on
th

ly
 s

up
po

rt
 g

ro
up

 m
ee

tin
gs

 o
ve

r 
a 

3-
 to

 1
2-

m
on

th
 p

er
io

d 
fo

llo
w

in
g 

4-
ho

ur
 e

du
ca

tio
n 

pr
og

ra
m

 a
nd

 
in

di
vi

du
al

 co
ns

ul
ta

tio
ns

 w
ith

 d
ie

tit
ia

n,
 o

nl
y 

29
/7

0 
(4

1%
) a

tte
nd

ed
 at

 le
as

t o
ne

 m
ee

tin
g 

(B
an

ist
er

 et
 al

., 2
00

4)
.

O
ng

oi
ng

 
fo

llo
w

-u
p 

an
d 

su
pp

or
t f

or
 

en
ga

ge
m

en
t i

n 
se

lf-
m

an
ag

em
en

t 
(c

on
tin

ue
d)

Fo
llo

w
in

g 
a 6

-m
on

th
 w

eig
ht

-lo
ss

 in
te

rv
en

tio
n 

ov
er

 in
te

ra
ct

iv
e t

ele
vi

sio
n,

 p
a r

tic
ip

an
ts 

ra
nd

om
ize

d 
to

 o
ne

 o
f t

hr
ee

 co
nd

iti
on

s: 
fre

qu
en

t i
n-

pe
rs

on
 su

pp
or

t (
bi

we
ek

ly
 m

ee
tin

gs
 le

d 
by

 g
ro

up
 th

er
ap

ist
, s

elf
-m

on
ito

rin
g,

 a
nd

 p
ee

r p
ho

ne
 a

nd
 g

ro
up

 c
on

ta
ct

), 
In

te
rn

et
 su

pp
or

t (
bi

-w
ee

kl
y i

nt
er

ac
tiv

e t
ele

vi
sio

n 
se

ss
io

ns
 fa

cil
i ta

te
d 

by
 gr

ou
p 

th
er

ap
ist

, s
elf

-m
on

ito
rin

g,
 an

d 
co

nt
ac

t w
ith

 ot
he

r 
m

em
be

rs
 v

ia
 e

-m
ai

l o
r 

ch
at

 r
oo

m
), 

or
 m

in
im

al 
In

te
rn

et
 s

up
po

rt 
(m

on
th

ly
 in

te
ra

ct
iv

e 
te

lev
isi

on
 s

es
sio

ns
 f

or
 6

 m
on

th
s, 

en
co

ur
ag

em
en

t t
o 

se
lf-

m
on

ito
r)

. S
ix

 m
on

th
s a

ft e
r r

an
do

m
iza

tio
n,

 a
ll 

gr
ou

ps
 in

cr
ea

se
d 

en
er

gy
 e

xp
en

di
tu

re
. C

om
pa

ra
bl

e 
an

d 
ap

pr
ec

ia
bl

e 
w

ei
gh

t l
os

s a
cr

os
s a

ll 
gr

ou
ps

 w
ith

 d
iff  

er
en

ce
s i

n 
en

ga
ge

m
en

t a
m

on
g 

gr
ou

ps
: I

nt
er

ne
t s

up
po

rt
 (n

on
sig

ni
fi  c

an
t 

tre
nd

 to
w

ar
d 

po
or

er
 re

te
nt

io
n,

 m
or

e 
fre

qu
en

t s
elf

-m
on

ito
rin

g 
an

d 
ob

ta
in

in
g 

pe
er

 su
pp

or
t t

hr
ou

gh
 e

-m
ai

l a
nd

 In
te

rn
et

), 
fre

qu
en

t i
n-

pe
rs

on
 su

pp
or

t (
m

or
e f

re
qu

en
t a

tte
nd

an
ce

; H
ar

ve
y-

Be
rin

o 
et

 al
., 

20
04

).

ER51712_C015.indd   366ER51712_C015.indd   366 23/10/2007   09:52:4323/10/2007   09:52:43



An Ecological Perspective on Self-Help • 367

Co
m

m
un

ity
 

re
so

ur
ce

s
Te

ac
hi

ng
 a

du
lts

 h
ow

 to
 s

et
 g

oa
ls 

fo
r 

an
d 

pu
rs

ue
 a

cq
ui

sit
io

n 
an

d 
ut

ili
za

tio
n 

of
 c

om
m

un
ity

 r
es

ou
rc

es
 w

as
 s

uc
ce

ss
fu

l i
n 

in
cr

ea
sin

g 
re

so
ur

ce
 u

se
 an

d 
in

 m
ai

nt
ai

ni
ng

 p
hy

sic
al

 ac
tiv

ity
 le

ve
ls 

(R
ile

y, 
G

la
sg

ow
, &

 E
ak

in
, 2

00
1)

.
A

sh
ev

ill
e P

ro
je

ct
 in

 N
or

th
 C

ar
ol

in
a t

ra
in

ed
 p

ha
rm

ac
ist

s t
o 

pr
ov

id
e o

ng
oi

ng
 ed

uc
at

io
n,

 tr
ai

ni
ng

 in
 se

lf-
m

on
ito

rin
g 

of
 b

lo
od

 
gl

uc
os

e, 
m

on
ito

rin
g 

of
 st

at
us

, g
oa

l-s
et

tin
g,

 a
nd

 c
ol

la
bo

ra
tiv

e 
m

ed
ic

at
io

n 
m

an
ag

em
en

t w
ith

 p
hy

sic
ia

ns
 fo

r a
du

lts
 w

ho
 h

ad
 

co
m

pl
et

ed
 ed

uc
at

io
n 

fro
m

 ce
rt

ifi 
ed

 d
ia

be
te

s e
du

ca
to

rs
. B

en
efi

 ts
 in

clu
de

d 
im

pr
ov

ed
 G

H
b,

 li
pi

ds
, b

lo
od

 p
re

ss
ur

e a
nd

 q
ua

lit
y 

of
 li

fe
, s

at
isf

ac
tio

n 
w

ith
 p

ha
rm

ac
y 

se
rv

ic
es

, a
nd

 r
ed

uc
ed

 h
ea

lth
 c

ar
e 

co
sts

 (
Cr

an
or

 e
t a

l.,
 2

00
3;

 C
ra

no
r 

&
 C

hr
ist

en
se

n,
 

20
03

).
Fa

cu
lty

 a
nd

 st
ud

en
ts 

of
 N

or
th

 C
ar

ol
in

a 
C

en
tr

al
 U

ni
ve

rs
ity

 a
ss

ist
ed

 a
 c

om
m

un
ity

-fo
cu

se
d 

di
ab

et
es

 m
an

ag
em

en
t p

ro
gr

am
, 

Pr
oj

ec
t D

IR
EC

T,
 in

 g
ai

ni
ng

 c
om

m
un

ity
 in

pu
t i

nt
o 

pr
og

ra
m

 p
la

nn
in

g 
an

d 
in

 d
ev

elo
pi

ng
 c

om
m

un
ity

-b
as

ed
 a

ct
iv

iti
es

 fo
r 

di
ab

et
es

 m
an

ag
em

en
t i

n 
A

fr
ic

an
 A

m
er

ic
an

 c
hu

rc
he

s t
ha

t s
er

ve
d 

th
e 

in
te

nd
ed

 a
ud

ie
nc

e 
of

 P
ro

je
ct

 D
ire

ct
 (R

ei
d,

 H
at

ch
, &

 
Pa

rr
ish

, 2
00

3)
.

Th 
ro

ug
h 

lin
ka

ge
s w

ith
 c

om
m

un
ity

 g
ro

up
s a

nd
 o

rg
an

iz
at

io
ns

, Th
 e

 C
ot

e-
de

s-
N

ei
ge

s p
ro

je
ct

 in
 M

on
tre

al
 so

ug
ht

 to
 d

ev
elo

p 
co

m
m

un
ity

-b
as

ed
 su

pp
or

t f
or

 d
ia

be
te

s m
an

ag
em

en
t i

nc
lu

di
ng

 su
pp

or
t g

ro
up

s, 
lo

bb
yi

ng
 fo

r i
m

pr
ov

ed
 m

ed
ic

at
io

n 
co

ve
ra

ge
, 

gr
ou

p 
ex

er
ci

se
 se

ss
io

ns
, a

nd
 li

nk
s t

o 
a 

lo
ca

l s
po

rt
s c

en
te

r. 
A

lth
ou

gh
 re

sp
on

se
 to

 a
ct

iv
iti

es
 w

as
 p

os
iti

ve
, f

ew
 a

ct
iv

iti
es

 w
er

e 
de

ve
lo

pe
d 

an
d 

im
pl

em
en

te
d 

be
ca

us
e o

f t
he

 sh
or

t (
on

e-
ye

ar
) p

ro
je

ct
 p

er
io

d 
(N

as
m

ith
 et

 al
., 

20
04

).
Su

pp
le

m
en

ta
l f

oo
d 

pr
og

ra
m

s f
or

 N
at

iv
e A

m
er

ic
an

 g
ro

up
s a

re
 u

til
iz

ed
 b

y i
nt

en
de

d 
au

di
en

ce
s b

ut
 le

ss
 eff

 e
ct

iv
e t

ha
n 

co
ul

d 
be

 
be

ca
us

e (
a)

 p
ro

gr
am

s d
o 

no
t p

ro
vi

de
 ad

eq
ua

te
 am

ou
nt

s o
f h

ea
lth

y 
fo

od
s a

nd
 (b

) d
o 

no
t i

nc
lu

de
 ed

uc
at

io
n 

in
 h

ea
lth

y 
ea

tin
g 

an
d 

pr
ep

ar
at

io
n 

of
 h

ea
lth

y 
m

ea
ls 

(D
ill

in
ge

r, 
Je

tt,
 M

ac
ri,

 &
 G

riv
et

ti,
 1

99
9)

.
W

eb
-b

as
ed

 re
so

ur
ce

s o
ff e

rin
g 

ch
at

 ro
om

s, 
di

sc
us

sio
n 

gr
ou

ps
, a

nd
 in

fo
rm

at
io

n 
pe

rt
in

en
t t

o 
se

lf-
m

an
ag

em
en

t h
av

e 
sh

ow
n 

fa
vo

ra
bl

e a
cc

ep
ta

nc
e a

nd
 u

til
iz

at
io

n 
am

on
g 

ad
ul

ts 
w

ith
 d

ia
be

te
s (

G
ol

db
er

g 
et

 al
., 

20
03

; Z
re

bi
ec

 &
 Ja

co
bs

on
, 2

00
1)

.
C

on
tin

ui
ty

 o
f 

qu
al

ity
 cl

in
ic

al
 

ca
re

H
ea

lth
 s

ys
te

m
 in

sti
tu

te
d 

co
m

pr
eh

en
siv

e 
ap

pr
oa

ch
 to

 im
pr

ov
in

g 
ra

ng
e 

of
 d

ia
be

te
s 

ca
re

 s
er

vi
ce

s, 
in

clu
di

ng
 h

an
do

ut
s 

an
d 

m
an

ua
ls,

 W
eb

-b
as

ed
 p

ro
gr

am
s, 

te
le

ph
on

e/
nu

rs
e 

ca
se

 m
an

ag
em

en
t f

or
 th

os
e 

w
ith

 G
H

b 
> 

9,
 p

hy
sic

ia
n 

fi  n
an

ci
al

 in
ce

nt
iv

es
 

fo
r 

m
ee

tin
g 

te
sti

ng
 g

ui
de

lin
es

, a
nd

 p
at

ie
nt

 in
ce

nt
iv

es
 f

or
 a

nn
ua

l e
ye

 e
xa

m
s. 

Im
pr

ov
em

en
ts 

in
 a

ll 
m

ea
su

re
s 

in
clu

di
ng

 
re

du
ct

io
n 

fro
m

 3
5 

to
 2

1%
 w

ith
 G

H
b 

> 
9.

5 
(L

ar
se

n 
et

 al
., 

20
03

).
To

uc
h-

sc
re

en
 in

te
rv

en
tio

n 
in

 p
rim

ar
y 

ca
re

 d
isc

us
se

d 
ab

ov
e (

G
la

sg
ow

 et
 a

l.,
 2

00
4)

 p
ro

vi
de

d 
pr

in
to

ut
s f

or
 P

CP
s o

f p
at

ie
nt

’s 
di

et
ar

y, 
ph

ys
ic

al
 ac

tiv
ity

, a
nd

 sm
ok

in
g 

ce
ss

at
io

n 
go

al
s. 

In
cr

ea
se

d 
co

m
pl

et
io

n 
of

 re
co

m
m

en
de

d 
la

bo
ra

to
ry

 te
sts

.

ER51712_C015.indd   367ER51712_C015.indd   367 23/10/2007   09:52:4423/10/2007   09:52:44



368 • Handbook of Self-Help Th erapies

Collaborative Goal-Setting
Substantial research indicates both the importance of goal-setting in 
behavior and the value of interventions that focus on it (Locke, Saari, Shaw, 
& Latham, 1981). Anderson and his colleagues’ work on  empowerment 
in diabetes education emphasizes the importance of the individual in 
the process (Anderson & Funnell, 2000; Anderson et al., 1995). A  classic 
 demonstration of the benefi ts of involving patients in their care and 
 planning was through a 20-minute patient activation intervention prior 
to outpatient visits. Th is included review of records, discussion of self-
management issues, and instruction and rehearsal of how to ask questions 
of and negotiate with the PCP. Th is resulted in signifi cant reductions in 
 glycated hemoglobin (GHb)1 relative to controls (Greenfi eld et al., 1988) at 
12 weeks follow-up.

Both the importance of the individual and the possible limits of 
self-help interventions are suggested by one meta-analysis of self-
management programs for chronic disease that found face-to-face con-
tact to be the only predictor of outcomes (Warsi, Wang, LaValley, Avorn, 
& Solomon, 2004). However, interventions for collaborative goal-setting 
show how e-health procedures and face-to-face contact are not opposed 
or mutually exclusive but may be complementary. Several of the comput-
er-based individual dietary assessments described under Individualized 
Assessment are intended to be completed in the waiting room prior to 
an outpatient visit and include displays for the primary care provider to 
prompt review of patient-chosen goals during the medical visit (Glasgow 
et al., 1997, 1996). Th ese approaches have been well accepted by providers 
and by a wide variety of patients and have increased behavioral coun-
seling received by patients and subsequent behavioral change relative to 
individuals’ goals (Estabrooks et al., 2005; Glasgow et al., 2004). Th ese 
methods can readily generate a set of prompts and assists for improved 
management, such as: (a) a display that combines current GHb status, 
personalized self-management goals, and personalized steps for goal 
attainment; (b) suggested discussion points for the clinician; and (c) a 
wallet card for monitoring progress. Th e combination of these led to 
greater reductions in GHb than standard care (Levetan, Dawn, Robbins, 
& Ratner, 2002).

1 Glycated hemoglobin (GHb), also commonly referred to as glycosolated hemoglobin, 
HbA1c, HbA1, or A1C, is a term used to describe a series of stable minor hemoglobin 
components formed slowly from the presence of glucose along with hemoglobin in the 
blood. “Th e rate of formation of GHb is directly proportional to the ambient glucose con-
centration” (Goldstein et al., 2004, p. 1765). Th us, GHb provides an estimate of metabolic 
or blood sugar control refl ecting the previous 120 days. GHb is commonly used in the 
diabetes literature as a generic term to refer to the variety of individual tests employed.
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Building Skills
A consensus document on self-management that was sponsored by Th e 
Robert Wood Johnson Foundation and the Center for the Advancement of 
Health noted that only an estimated 20% of skills in disease management 
are disease specifi c. Th is may be something of an underestimate for dia-
betes, given the complexity of its management. Nevertheless, the point is 
well taken that much of the skills to be taught in disease management are 
more general problem-solving skills, skills for resisting temptation, and 
skills for enhancing general patterns of healthy lifestyle, such as healthy 
diet and physical activity. For all of these, well-established principles of 
patient education and behavior change include the importance of focus-
ing on concrete skills (e.g., how to read food labels for frozen and pro-
cessed foods, estimating percentages of protein, carbohydrates, and fats in 
daily diet), modeling and demonstrating concrete skills, rehearsal of skills 
with opportunity for reinforcement as well as feedback to enhance per-
formance, monitoring of implementation of skills in real-life settings and 
opportunity for further review of results, observation of practice, feedback 
to enhance performance, and reinforcement (Anderson, 1998; Hill-Briggs, 
2003; Houston & Haire-Joshu, 1996; Perri et al., 2001).

Training skills generally requires working in detail regarding spe-
cifi c skills. Th us, successful self-management interventions oft en include 
a sequence of contacts in which skills are introduced, practiced, and 
reviewed with opportunities for real-world tests between sessions and, 
then, further review, practice, and skill enhancement. Th e absence of such 
steps illustrates their importance—a diabetes passport for monitoring 
self-management but without goal-setting, individualized assessment, or 
opportunities for building skills had minimal benefi ts in a randomized 
trial (Simmons, Gamble, Foote, Cole, & Coster, 2004).

As depicted in Table 15.1, a variety of e-health interventions have 
addressed skills through telephone, Web-based utilities, and combina-
tions of these with live interactions with intervention staff . Several studies 
raise questions about the adequacy of programs that teach skills without 
some kind of direct contact with program staff . In one meta-analysis, 
face-to-face delivery of intervention, cognitive reframing, and inclusion of 
emphasis on exercise predicted benefi cial eff ects on GHb (Ellis et al., 2004). 
Concerns about the adequacy of e-health interventions are also raised by 
limitations of fi ndings of several studies, such as in a study that evalu-
ated computer kiosks in waiting rooms that included video sequences to 
communicate information, provide psychological support, and promote 
diabetes self-management skills. Benefi ts of this package were found for 
greater recognition of susceptibility to diabetes complications but not in 
blood pressure, weight, or GHb (Gerber et al., 2005).
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In contrast to those that rely solely on e-health interventions, other 
 programs combine e-health with live counseling or instruction.  Extending 
the work cited above under Goal-Setting, computer-based  individualized 
assessment can guide teaching skills through face to fact contact (Glasgow 
et al., 2004, 1997, 1996). In another study, a 6-month intervention  combined 
a computer-assisted diet education system (Diabeto) with personalized 
coaching to help individuals monitor their diets and balance meals. Th is 
improved dietary habits and decreased caloric intake and GHb (Turnin 
et al., 1992).

A study of the benefi ts of interactive components added to e-health 
interventions found mixed results. Adults with diabetes were assigned 
to either an informational Web site intervention with diabetes-specifi c 
 articles and glucose tracking or to the informational Web site plus interac-
tive features-personalized physical activity plan, support from a personal 
coach (via the Internet), tailored e-mails, peer support groups, and live 
chat (McKay, King, Eakin, Seeley, & Glasgow, 2001). Overall, there were no 
diff erences between the two groups in impacts. However, internal analyses 
indicated that, in the interactive Web-based intervention, individuals who 
used the site three or more times had a greater change in activity than 
individuals who used the site less than three times. In the group receiving 
only the informational Web site, no diff erences were found based on site 
usage. Th us, the interactive Web-based intervention was eff ective among 
those who used it, raising, however, the issue of how to encourage use of 
such interventions. Keeping participants engaged in self-management 
activities over time via the Internet (as well as other modalities) remains 
a challenge.

Healthy eating poses an especially challenging set of skills for diabe-
tes management. Th e complexity of diet is exacerbated by the nuances of 
blood sugar control such as in the need to limit fruits that can be high in 
some types of sugars or the need to adjust diet in light of changes in blood 
sugar or other conditions such as current illness. In spite of this  complexity, 
Web-based interventions have shown promise in dietary education for 
those with diabetes. In one study, a Web-based, individually tailored inter-
vention provided feedback about personal intake levels of fat, fruit, and 
vegetables and how these intake levels compared with  recommendations 
and the average intake levels of peers. It also provided information about 
what changes to make and on how to make these changes. Relative to 
control groups that received generic nutrition information or no infor-
mation, the computer-tailored intervention increased fruit and decreased 
fat intake (Oenema, Tan, & Brug, 2005). Other  interventions focused 
on weight loss include the work of Tate and colleagues, showing that an 
 Internet  education program, when combined with an electronic coach led 
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to reduction in caloric intake and weight loss among obese adults with 
diabetes risk  factors (Tate, Jackvony, & Wing, 2003; Tate, Wing, & Winett, 
2001).

Anticipating a series of studies of telephone follow-up presented in the next 
section, a study in Korea examined telephone counseling 2 times per week for 
one month, then weekly for 2 more months, amounting to a total of 16 calls 
with an average call length of 25 min. Th is led to 1.2 point reduction in GHb 
relative to 0.6 point increase in usual care (Oh, Kim, Yoon, & Choi, 2003).

Ongoing Follow-Up and Support
As noted above, meta-analyses of self-management of diabetes  (Norris 
et al., 2001, 2002), smoking cessation (Fiore et al., 2000; Kottke et al., 
1988), and interventions in other areas of health promotion (Mullen 
et al., 1985) all note the importance of ongoing follow-up and support for 
behavior change. Th e content of Ongoing Follow-Up and Support may 
include  continued assistance in refi ning problem-solving plans and skills, 
 encouragement in the face of less than perfect performance and success, 
and assistance in responding to new problems that may emerge, assistance 
that may entail linking patients back to primary care providers or other 
parts of the disease management team.

As documented in Table 15.1, phone calls (Wasson et al., 1992; Wein-
berger et al., 1995) or the Internet (McKay, Feil, Glasgow, & Brown, 1998) 
can be important channels for ongoing support. Real-time modalities can 
be combined with e-health approaches such as in automated telephone 
monitoring of patients combined with nurse follow-up. Th is has been 
shown to reach low-income and minority patients; to elicit valid, self-re-
ported blood glucose levels; and to achieve benefi ts not only in actual 
blood glucose levels but also in increased self-effi  cacy and reduced levels 
of depression (Piette, 1999; Piette, McPhee, Weinberger, Mah, & Kraemer, 
1999; Piette, Weinberger, Kraemer, & McPhee, 2001; Piette, Weinberger, 
& McPhee, 2000; Piette, Weinberger, et al., 2000). Th is refl ects research in 
other areas, such as smoking cessation, in which telephone counseling has 
been shown eff ective (Lichtenstein, Glasgow, Lando, Ossip-Klein, & Boles, 
1996; Zhu et al., 1996).

Th e contributions of e-health follow up can be substantial. For exam-
ple, adding an e-counselor to an Internet education program doubled the 
amount of weight loss. Th e e-counselor sent individually tailored e-mails 
and provided feedback on self-management (Tate et al., 2003, 2001).

Because chronic disease management is for the rest of your life, 
 interventions to support that management need also to be extended for 
the rest of patients’ lives. Th is point is so important and the challenge of 
 providing sources of support for the rest of individuals’ lives are so  substantial 
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that it is useful to give it separate attention. Successful self-management 
programs do not educate people so that they no longer need ongoing 
 building of skills, follow-up, and support. Rather, successful programs 
 provide ongoing services of these kinds. Also, changes in  circumstances 
that have no direct relationship with diabetes, such as retirement, 
 widowhood, marriage, and children moving out of the household or 
reduced  physical ability with normal aging may nevertheless have sub-
stantial impacts on diabetes self-management, necessitating review 
and reinstitution of self-management plans. More fundamentally, and 
as noted in the beginning of the chapter, diabetes is progressive. It is 
normal for the  clinical status of those with the disease to change and 
worsen over time. Th us, the whole set of services outlined here, including 
goal-setting,  individualization of care, education about disease and the 
role of behavior in its care, building skills, follow-up and support, and 
attention to availability of resources needs to be repeated throughout the 
individual’s life.

Th at diabetes is for the rest of your life also places a special  priority 
within ongoing follow-up and support on monitoring and  identifying 
changes in status. When changes in clinical status, as well as in the 
 individual’s circumstances and self-management patterns occur—as they 
naturally do given the progressive and lifelong nature of diabetes—they 
need to be recognized so that medical and self-management plans can be 
revised and the individual can be referred for additional instruction in 
key skills or any of the other RSSM that may be indicated. For example, a 
change in metabolic control may dictate clinical attention and a change in 
medication. Changes in physical activity with aging may trigger a booster 
on how to adjust physical activity patterns. Similarly, widowhood may 
occasion revisited instruction in how to maintain healthy eating pat-
terns and recognition of increased need for encouragement and support 
from a support group, a community health worker, or some other source. 
Ongoing follow-up and support needs to identify emerging or renewed 
needs for the whole range of RSSM and promote appropriate utilization 
of them.

E-health modalities may be especially appropriate for this kind of 
monitoring changes in status and need for services and for promoting use 
of such services. E-health has helped link individuals with their provid-
ers, monitoring status, and triggering referral for appropriate services, 
whether a follow-up call from a nurse or an appointment for specialized 
services (Bergenstal et al., 2005; Kim, Yoo, & Shim, 2005; Kwon et al., 2004; 
Piette et al., 2001; Piette, Weinberger, & McPhee, 2000). Th is function of 
e-health stands at the connection between self-help and clinical care. It 
frees  individuals to monitor and report their status without reliance on 
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the health care system and, at the same time, links individuals to needed 
clinical and other types of care.

A critical need in developing eff ective approaches to ongoing follow-up 
and support is reaching those who may benefi t from them. It has not been 
easy to identify ways to provide ongoing support that will be well accepted 
by those they are intended to reach. Anecdotally, a common experience 
among those who have conducted group programs such as for smoking 
cessation or weight loss is that participants request at the last scheduled 
meeting to keep getting together. Responding to this by arranging oppor-
tunities for further group meetings has almost always been met with 
near-zero attendance. Providing an example of such poor attendance at 
follow-up support groups, only 41% of participants attended even one 
optional, monthly support group meetings over a 3- to 12-month period 
following an initial program of individual consultations with a dietitian 
(Banister, Jastrow, Hodges, Loop, & Gillham, 2004).

One possible reason for poor attendance at follow-up or support meet-
ings may be the inconvenience of having to attend according to the group’s 
schedule rather than the individual’s convenience. I may need support for 
managing my weight for the rest of my life, but I don’t want to attend a 
group meeting at 8 p.m. on the second Tuesday of the month for the rest 
of my life. Convenience and the ability to access support when needed, 
not when scheduled, emerge as important features of ongoing follow-up 
and support. At the same time, it is important that follow-up and sup-
port be proactive in contacting individuals periodically, whether or not 
they seek out support, to keep individuals from falling through the cracks. 
Th us, ongoing follow-up and support need to include two features: easy, 
on-demand access and maintaining contact in a manner that is not con-
tingent on the individual’s eff orts. Th ese two features share maximizing 
convenience and minimizing eff ort of the individual.

E-health modalities may be especially useful in off ering such a combi-
nation of easy access at the preference of the individual along with effi  cient 
contacting and prompting of individuals as needed, say every quarter if no 
other contact with the individual has occurred. As an example of  prompting 
individuals, a proactive call center used nonprofessional trained individu-
als who were supported by computer-based algorithms and nurse backup 
to make follow-up phone calls. Th is resulted in greater reductions in GHb 
levels than usual care at 12-month follow-up (Young et al., 2005).

Blending in-person and Internet contact and devising the best  schedule 
of contact pose substantial challenges. Several combinations of these were 
examined in a study that off ered 6 months of weight-loss intervention 
 provided through interactive television and then randomized participants 
to three 12-month follow-up conditions: (a) Internet  support (bi-weekly 
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 interactive television chat sessions facilitated by group  therapist, e-mail 
 contact in alternate weeks, self-monitoring, and  contact with other  members 
via e-mail or chat room); (b) in-person support (bi-weekly in  person  meetings 
led by group therapist, personal contact in alternate weeks, self-monitor-
ing, and peer phone and group contact); and (c)  minimal  Internet support 
(monthly interactive television sessions for 6 months, followed by no con-
tact but encouragement of self-monitoring; Harvey-Berino, Pintauro, Buz-
zell, & Gold, 2004). Over the 18-month treatment and follow-up period and 
across all groups, maintenance of weight loss was quite good, ranging from 
5.6 to 8.2% of body weight, but did not diff er signifi cantly among them. 
Th e diff erent interventions led to somewhat diff erent patterns of engage-
ment. Although not signifi cant, somewhat more individuals were lost to 
follow-up in the Internet support than in the in-person or minimal Internet 
support conditions. Th ose in the in-person support attended more group 
follow-up sessions than those in Internet support. However, this diff er-
ence was reversed for self-monitoring and obtaining support from other 
group members (by e-mail, bulletin board, or chat room appointments) 
with the Internet support group exceeding the in-person support for these. 
Finally, both attendance (in-person support more frequent) and frequency 
of self-monitoring (Internet support more frequent) were correlated with 
weight loss. Th us, complex relationships among retention, type of engage-
ment, and outcomes emerge. Th e complexity of these suggests no clear best 
treatment but, perhaps,  advantages of approaches in which individuals may 
choose among modes, types, and frequencies of contact and support.

Community Resources
Teaching skills for disease management is of little utility if individuals 
lack access to the resources they need to carry out those skills. Th us, for 
example, convenient access to healthy foods and to attractive and safe 
settings for physical activity is necessary if healthy diet and healthy lev-
els of physical activity are to be maintained. Research, especially using 
recently developed “geocoding” and spatial analysis, is showing sub-
stantial eff ects of geographic location of resources such as supermarkets 
and settings for safe, pleasant physical activity. For example, Baker and 
her colleagues studied access to stores selling fruits and vegetables in St. 
Louis, Missouri. Poor dietary intake was predicted not by distance to 
neighborhood grocery stores but by the quality of food selections avail-
able in neighborhood stores and by neighborhood average income (Baker 
et al., 2003).

Although most all who have thought about it recognize the importance 
of community resources for healthy eating, physical activity, and social 
encouragement of diabetes management, relatively little research addresses 
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community resources in diabetes (Fisher et al., 2005). Th e literature on 
e-health in enhancing access to community resources refl ects this. It is 
scant. As noted in Table 15.1, most published approaches to these issues 
have used community organization approaches to identifying community 
resources, training community members (e.g., pharmacists) to facilitate 
self-management, or developing advocacy eff orts (Cranor, Bunting, & 
Christensen, 2003; Cranor & Christensen, 2003).

Web-based resources may integrate chat rooms, discussion groups, and 
general information. Th ese have shown favorable acceptance and utiliza-
tion among adults with diabetes (Goldberg, Ralston, Hirsch, Hoath, & 
Ahmed, 2003; Zrebiec & Jacobson, 2001). Th ese could be expanded to pro-
vide assistance for locating community resources, facilitating information 
exchange about resources among participants, linking individuals with 
community resource providers, and linking community providers and 
agencies with each other. Existing agencies like supermarkets or, perhaps, 
municipal recreation agencies might develop or expand Web sites to pro-
mote and facilitate access to resources they provide.

Continuity of Quality Clinical Care
Misunderstanding has sometimes led to the perception that self-help is an 
alternative to or even opposed to clinical care. However, as noted in the 
initial part of this chapter, self-management and quality clinical care are 
not only compatible but really dependent on each other. Without sound 
clinical care, the individual’s eff orts may be misdirected; for example, 
in frustration over failure of dietary changes to lower cholesterol when 
cholesterol-lowering medications are indicated. But, without self-manage-
ment, expert clinical care will fall far short of its potential, through failure 
to use prescribed medications or implement management plans or failure 
to complement clinical care with behavioral changes that greatly extend 
the benefi ts of medicine.

Wagner’s Chronic Care Model (Wagner, 1998; Wagner, Austin, & Von 
Korff , 1996) provides an excellent framework for integrating resources 
and supports for self-management with key components of clinical care. 
Th e model details important features of how clinical care is organized, 
including evidence-based algorithms and protocols to guide clinical deci-
sion-making, information systems to monitor provision of care, design 
of delivery systems to prompt and support implementation of desired 
care elements, and organizational commitment to ensure resources for 
and consistency of interventions. It also includes self-management sup-
port along with community resources. One can view RSSM as expanding 
and detailing these last two. Together, then, the Chronic Care Model and 
RSSM provide a comprehensive view of how clinical care, the systems that 
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support it, and a range of RSSM from clinical and community sources 
help individuals manage and live well with chronic diseases.

Self-help and e-health interventions can be employed at multiple 
points in the range of services comprised by the Chronic Care Model and 
RSSM. Web resources for patients have been included in general  quality 
improvement initiatives in clinical care (Larsen, Cannon, & Towner, 
2003), and computerized, touch-screen approaches to  individualized 
assessment and collaborative goal-setting have been used to  generate 
reminder lists and prompts for clinicians’ encounters with patients 
(Glasgow et al., 2004).

One might wonder whether those expecting personalized clinical 
care would be disappointed by being asked to complete computer-based 
 assessments. However, experience indicates that, far from making 
 individuals feel dehumanized, well-designed e-health assessments and goal-
setting utilities can be very detailed and responsive so that they make the 
individual feel better heard than by a hurried or distracted staff  member 
or professional. Further, such e-health utilities may better inform and 
prepare both patients and clinicians so as to achieve effi  ciencies that then 
preserve more of the 12- or 15-minute encounter for substantive engage-
ment and decision-making with patients rather than routine informa-
tion gathering (Glasgow et al., 2004).

Discussion
Self-help and e-health approaches can play a substantial role in 
 self- management of diabetes. Th ey include contributions to key RSSM: 
individualized assessment, facilitation of goal-setting, building skills for 
diabetes management, providing ongoing support and  encouragement, 
monitoring changes in status or circumstances, identifying needs for 
renewed treatment and revision of management plans, exchange of 
 information about and linkage to community resources, and linkage with 
clinical providers.

A key point emerging from this review is that self-help is part of 
 disease management, complementary to other components including 
clinical care. Th is is in important distinction from the idea that self-help 
constitutes an opposition to clinical or professional care or is somehow 
antithetical to or a replacement for clinical management. Th e complex-
ity of diabetes and the needs of individuals with the disease make the 
 complementarity among self-help and other dimensions of care especially 
clear. In their review of e-health and related approaches to health promo-
tion in primary care, Glasgow and his colleagues (2004) have emphasized 
the  complementarity between e-health and personal, face-to-face aspects 
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of care. The high tech extends, makes more efficient, and enhances the 
value of personal, face-to-face care and counseling.

The complementarity of self-help and other aspects of care runs 
 parallel to broader conceptual issues surrounding the causes of the 
behaviors that get labeled “self-management.” Writing about  behavior 
change sometimes poses an opposition between causes of behavior 
within the individual and those outside the individual. In reality, 
skills,  preferences,  propensities, or plans of the individual interact 
with opportunities, local or  community resources, family and social 
characteristics, etc., in guiding the actions and lives of individuals. In 
parallel to this, the utility of self-help approaches interact with clini-
cal care, patient education resources,  community resources, etc., in 
 guiding the management of  diabetes and other health behaviors of indi-
viduals. Applying to both, a social ecological model (McLeroy, Bibeau, 
& Steckler, 1988) articulates how the layers of social inf luence, from 
family to policy, provide context for the actions and  characteristics of 
the individual.

Recognizing the importance of contexts leads to a broader view of 
self-help. Consider the following alternative sets of resources available 
to an individual with diabetes:

Resource Set A:
Good self-help interventions
Lack of patient education
Lack of opportunities for regular contact with the medical 
care provider
Episodic, reactive, and symptom-focused medical care
Lack of community resources for diabetes self-management 
such as healthy food or places for physical activity

Resource Set B:
Good self-help interventions
Th orough and continuing patient education services readily 
available through several modes and channels (e.g., groups 
classes, individual education, on-line resources, etc.)
Responsive channels for initiating contact with the medical 
care provider and regular contact by provider to assess need 
for care, change of management plans, etc.
Medical care focused on regular management of diabetes, 
changing and updating management plans, as well as timely 
response to symptoms
Plentiful community resources for diabetes self-management 
such as healthy food or places for physical activity

•
•
•
•

•
•

•
•
•

•

•

•
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With which set of resources is the individual better able to help 
herself? It would seem that self-help is advanced not just by self-help 
resources, component 1 in each of Resource Sets A and B, but by a 
range of self-help and other resources and services and the oppor-
tunity to choose among them. At this level, self-help is promoted by 
a range of RSSM—some self-help interventions, some not—and the 
opportunity to choose among them. Indeed, what is and is not self-help 
may depend on the level at which the question is considered as much 
as on the nature of a particular service chosen. An individual who 
chooses a non-self-help intervention (say a group class rather than a 
Web-based patient education intervention) from among Resource Set 
B may still be seen to be guiding her own management from a range 
of choices and, thus, engaging in self-help even if not at the moment 
using a  specific self-help intervention. Non-self-help interventions and 
resources can be seen as part of a range of RSSM that, in their variety 
and accessibility, enable self-help. Self-help may depend more on that 
variety and accessibility of available choices than on the nature of any 
one service.

Turning to a population perspective raises questions about how 
large numbers of those of concern may be reached and enabled to 
manage diabetes and other chronic diseases effectively. Glasgow and 
colleagues’ RE-AIM model (Glasgow, Vogt, & Boles, 1999) draws atten-
tion to aspects of interventions that will determine their population 
impacts, including their reach to intended audiences, effectiveness 
as used, adoption by multiple settings, consistency of implementa-
tion, and maintenance. These are especially important in diabetes, 
for which large numbers of individuals go undiagnosed and untreated 
and large numbers of those diagnosed receive insufficient patient 
education and RSSM. Self-help and the system-level view of self-help 
developed in the previous paragraph may enhance reach by providing 
multiple channels (as opposed to one size fits all) that enable people to 
find approaches that suit their preferences and circumstances. Among 
those multiple channels, the inclusion of effective and attractive 
self-help  interventions may enhance the effectiveness of the entire set 
of available educational resources such as by increasing their appeal to 
those who would forego them if they were only available in group or 
individual classes. From this perspective, the most important sense of 
self-help may be the extent to which the preferences, circumstances and 
choices of a population are ref lected in a range of RSSM that include 
self-help interventions and that are available to that  population and 
enhance its ability to help itself.
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Conclusions
Th e diverse challenges posed by diabetes and the many infl uences on 
 diabetes self-management provide a rich terrain in which to examine 
self-help. Diabetes, a clearly biological disease, leads to consideration of 
the central role of behavior in diabetes management and the broad range 
of infl uences—from intrapersonal to family to community and policy—
on those behaviors. Within this terrain, self-help interventions emerge as 
ecologically framed. In diabetes, self-help does not entail gaining inde-
pendence from clinical care or the infl uence of the surround. Rather, it 
rests on the availability of a range of interventions (Fisher et al., 2005) 
that vary in the extent to which they employ intensive or direct contact 
with a provider (Rosen et al., 2003) but, together, provide individuals the 
resources they need to manage their disease and live their lives fully.

Chapter Points
Th e self-management of diabetes requires numerous eff ortful  behaviors 
to slow the progression of the disease, interact successfully with the 
health care system, and prepare for likely future complications.
Studies targeting self-management of weight loss and increased 
 exercise reduced conversion to type 2 diabetes by 58%.
Self-management of diabetes is enhanced by reducing the  responsibility 
on the individual and emphasizing environmental factors in the form 
of frequent and continuous support.
Six resources and supports for self-management have been identifi ed: 
individualized assessment, collaborative goal setting, building skills, 
ongoing support, community resources, and continuity of care.
Assessment of progress toward patient-identifi ed goals can be used 
to shape interactions between patients and health care providers by 
insuring that all aspects of care are covered and that treatment recom-
mendations are based on both progress and problems while  advancing 
toward goals.
In skill building, focus on identifying concrete skills (e.g., how to read 
food labels), modeling and rehearsing skills, and monitoring skills 
implementation in daily life are requisite.
Follow-up support, either through e-mail or telephone contact, is 
 necessary to maintain change. Two essential features of support—easy, 
on demand access and maintenance of contact that is not  continent 
on the individual’s eff orts—maximize outcomes. E-health and other 
self-help approaches may be especially useful in providing both these 
essential features of support.

•

•

•

•

•

•

•
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CHAPTER 16
Self-Administered Therapies 

in Primary Care
NOR AH VINCENT, JOHN R. WALKER AND ALAN K ATZ

Consumers of health services have been taking a more active approach 
to their own health care. For example, Sirovatka (2002) reports that 
7 million hits are registered every month on the National Institute of 
 Mental Health (NIMH) homepage. Self-administered treatment in the 
primary care setting is a promising approach to broaden the choice of 
treatments and improve the quality of service for those with a wide array 
of health problems. In this chapter, we review characteristics of patients 
and problems seen in primary care, discuss what is known about patient 
and provider receptivity to self-administered treatments, describe the 
evidence concerning the eff ectiveness of these treatments in primary care, 
and consider some of the promising models that have been evaluated. 
We conclude by discussing strategies to disseminate self-administered 
treatments (self-help) into primary care. For the purposes of this chapter, 
self-administered treatments are defi ned as media-based approaches such 
as manuals, self-help books, audiotapes, videotapes, computer programs, 
Internet sites, or interactive voice response systems that allow for indi-
viduals to help themselves with minimal assistance from a primary care 
provider (Williams, 2003).
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Are Primary Care Patients Diff erent From 
Th ose Seen in Other Health Settings?
Th e range of problems encountered in the primary care setting is even more 
diverse than those seen in specialty medical and mental health  settings. 
Table 16.1 summarizes fi ndings concerning common physical and men-
tal health conditions in primary care. A number of these problems have 
been the focus of self-administered treatment approaches. Primary care 
patients with mental health complaints may diff er in important ways from 
patients seeking help in specialty mental health clinics. For example, pri-
mary care patients oft en have subsyndromal problems and, in the  initial 

Table 16.1 Rank Ordering of Most Common Physical and Mental Health Problems in Primary Care

Ranking 
(1 = most 
common)

Physical health 
(urban setting)a

Physical health 
(chronic 
conditions)b

Mental healthc Mental healthd

1 Upper 
respiratory 
infection 

Orthopedic Major 
depression

Major depression

2 Hypertension Chronic 
sinusitis

Alcohol abuse/
dependence

Generalized 
anxiety disorder

3 Otitis media Arthritis Agoraphobia Neurasthenia
4 Lower 

respiratory 
infection

Hypertension Generalized 
anxiety 
disorder

Alcohol 
abuse/dependence

5 Sinusitis Hay fever/
allergic rhinitis

Panic disorder Somatization 
disorder

6 Diabetes Hearing 
impairment

Social phobia Dysthymia

7 Sprains, strains Cardiovascular 
disease

Drug abuse or 
dependence

Panic disorder

8 Lacerations, 
contusions

Bronchitis Specifi c phobia Agoraphobia 

9 Cardiovascular 
disease 

Asthma Bipolar 
disorder, 
obsessive–
compulsive 
disorder

Hypochondriasis

10 Chronic 
rhinitis

Headache Antisocial 
personality 
disorder

Agoraphobia 
without panic

Note: aProbst et al. (2002), bCollins (1997). cOlfson et al. (1997), dUstun (1994).
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stages of assessment and treatment, there is oft en considerable  diagnostic 
 uncertainty. A recent study of 1555 primary care patients (Rucci et al., 
2003) revealed that 14.9% of the sample had a subthreshold mood  disorder 
and 15.7% a subthreshold anxiety disorder. Further, primary care patients 
may have diff erent attitudes toward psychological interventions than 
patients seen in specialty mental health settings, For example, Proudfoot 
et al. (2004) studied patients with major depressive disorder being followed 
in primary care, attending a mental health center, or receiving no treat-
ment. Relative to those attending a mental health center or receiving no 
treatment, patients followed by a primary care physician were more likely 
to decline treatment with antidepressant medication, individual psycho-
therapy, or group therapy.

Other studies have compared primary care patients to patients attend-
ing specialty medical clinics. Longstreth et al. (2001) evaluated 245 
patients with irritable bowel syndrome and found that those who were 
being followed by a primary care physician, relative to those who were 
being followed by a gastroenterologist and to non-treatment-seekers, were 
more anxious, smoked more frequently, and consumed more alcohol. Lest 
one think that primary care patients are a homogeneous group, studies 
have shown that patient demographics vary widely from one primary care 
practice to another (Peabody & Luck, 1998; Probst, Moore, Baxley, & Lam-
mie, 2002; Roy-Byrne, Russo, Cowley, & Katon, 2003). Any intervention 
should consider the needs of the population served.

How Receptive are Primary Care Patients 
to Self-Administered Treatment?
Patients have preferences for the type of treatment that they receive and 
many individuals prefer behavioral over pharmaceutical methods to 
address health and mental health diffi  culties. For example, Van Schaik 
et al. (2004) reviewed the literature on preference in primary care for 
treatments of major depression. Six studies were included in the review 
and all showed that primary care patients preferred psychotherapy to 
antidepressant medication, by a factor of no less than 2:1. Arean and 
Miranda (1996) evaluated 131 primary care patients’ views about the 
acceptability of psychological treatments for medical problems, stress, and 
depression. Among distressed patients (i.e., those achieving a t score > 60 
on any subscale of the Symptom Checklist-90, SCL-90; Derogatis, 1977), 
68% indicated a willingness to attend a psychological group treatment 
for a medical problem, 64% for stress, and 63% for depression. Level of 
somatic symptoms did not predict willingness to attend a psychological 
group treatment.
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Consumers typically engage in a high level of self-administered treat-
ment for various health problems. Segall and Goldstein (1989) inquired 
about treatment preference for a variety of physical ailments using a ran-
domly selected community sample of 524 adults. Participants were asked 
“What type of treatment would you use if you experienced this condi-
tion?” Th e conditions included feelings of dizziness, bowel irregularity, 
constant tiredness, frequent headaches, rash or itch, shortness of breath, 
unexplained loss of weight, diffi  culty sleeping at night, loss of appetite, 
and stomach upset/indigestion. Respondents indicated that they were 
more likely to use self-administered treatment with stomach upset, bowel 
irregularity, and diffi  culty sleeping, while for weight loss, shortness of 
breath, and frequent headaches they were more likely to choose to visit 
a physician. Being younger, unmarried, and female were associated with 
the intention to engage in self-administered treatment for common health 
problems. In the United Kindgom, Graham, Franses, Kenwright, and 
Marks (2000) posted a survey on an Internet Web site to assess opinions 
about self-help for obsessive–compulsive disorder and agoraphobia. Sur-
veys were sent by mail to those who agreed to participate and there was a 
35% return rate. Participants indicated (with a yes or no response) whether 
they would like access to self-administered treatment through any of sev-
eral diff erent modalities. A total of 91% gave a positive response to the idea 
of accessing self-administered treatment by computer (of these, 43% indi-
cated a computer to be based at home and 23% at the primary care clinic), 
35% endorsed Internet access, 56% indicated access through an interactive 
voice-response system, and 62% endorsed access through print materials. 
Th us, even though the sample was recruited through the Internet and so 
may have been particularly receptive to new technology, sizeable numbers 
of respondents were receptive to print-based manuals, computer-assisted 
treatment, and telephone interactive voice-response systems.

Williams (2003) discussed predictors of outcome in self-help and indi-
cated that those who have negative attitudes toward the self-help format, 
poor concentration and memory, and weak visual processing would be 
least likely to benefi t from self-help. Th ese authors suggest that those with 
an internal locus of control and more self-effi  cacy are the best candidates 
for self-administered treatments.

How Receptive Are Primary Care Physicians 
to Self-Administered Treatment?
Much less is known about the views concerning self-administered treat-
ment among primary care physicians. Richards, Lovell, and McEvoy 
(2003) acknowledge that the general practitioner is oft en faced with 
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 limited  remuneration or incentive for supporting self-help mental health 
care. Short consultations arising from pharmacological treatment are 
more economically rewarding. Pragmatically, primary care physicians are 
pressed for time, with the average primary care consultation being 15 min-
utes (Taylor, Jobson, Winzelberg, & Abascal, 2002). Primary care practices 
are oft en limited in physical space and support staff . Th ere is an under-
standable lack of awareness and training about empirically supported self-
administered treatments.

In order to consider provider opinions and concerns related to self-
administered treatment in primary care, we conducted a focus group with 
fi ve primary care physicians in a suburban practice in Winnipeg, Canada, a 
medium-sized city. Th e participants were 3 females and 2 males with from 
2 to 15 years of practice who were graduates of Canadian or international 
medical schools. Th e focus group was one-hour in length and conducted 
by the third author (AK). Five questions were posed to the group, focusing 
on experiences with self-help, eff ectiveness of self-administered treatment, 
selection of self-help materials, use of Web sites, and barriers to the use 
of self-help in primary care. (See Table 16.2 for a summary of responses.) 
Analysis of the focus group transcript suggested that the participants were 
very supportive of self-administered treatments and viewed recommen-
dations regarding self-help materials to be part of the physician–educa-
tor role. Brochures and other brief print materials were the most widely 
used resources and physicians indicated that they had limited knowledge 
of self-help resources. Th ey recommended the development of a Website 
that centralized self-help resources for the purpose of increasing aware-
ness of self-help materials. Th e group identifi ed a number of barriers to 
the use of self-administered treatments described in Table 16.2. Th ey also 
expressed concern about the quality of some of the information available 
on the Internet.

How Eff ective Is Self-Help in Primary Care?
Meta-analytic reviews of the effi  cacy of self-administered treatments 
(Bower, Richards, & Lovell, 2001; Cavanagh & Shapiro, 2004; Cuijpers, 
1997; Gould & Clum, 1993; Scogin, Bynum, Stephens, & Calhoon, 1990) 
conclude that self-administered treatment is signifi cantly more eff ective 
than no treatment for problems ranging from fears, depression, headache, 
insomnia, social skills, parent–child training, to sexual dysfunction. Th is 
eff ect extends to follow-up periods of several months. Surprisingly, sev-
eral studies have found that self-administered treatment is as eff ective as 
therapist-administered treatment (Cuijpers, 1997; Gould & Clum, 1993; 
Marrs, 1995; Scogin et al., 1990) with the eff ect sizes for self-administered 
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Table 16.2 Physicians’ Opinions Concerning Self-Administered Treatment in Primary Care: 
A Focus Group Study

Perceptions of effi  cacy of 
self-administered approaches

Physicians viewed this as an important issue but 
lacked information regarding the effi  cacy of 
self-administered approaches. Instead, physicians 
were generally satisfi ed that self-help was effi  cacious 
if patients returned for follow-up appointments, if 
patients told them that the material was helpful, or 
if patients showed improvement in their health 
condition aft er receiving self-help materials

Selection of self-administered 
materials

Physicians had very limited knowledge about the 
availability of self-administered resources for 
problems common in primary care. Th ey were 
familiar with some self-help materials supplied to 
them by pharmaceutical representatives

Web site use in primary care Physicians were receptive to considering the use of 
Internet sites for the provision of health-related 
treatment. Th ere was limited knowledge about 
which sites were appropriate and which sites were 
popular with patients. Th ere was concern about 
patients making premature diagnoses based on 
Web-site information and about poor quality 
information on some sites. Physicians felt that the 
use of Internet sites added time to the consultation 
appointment when patients have questions about 
the site but they may save time overall

Barriers to the use of self-help 
resources

Five barriers were identifi ed and these were as 
follows: lack of knowledge about self-help 
resources, limited availability and few guidelines for 
the use of self-help materials, cost of self-help 
materials, lack of culturally sensitive self-help 
materials

treatment ranging from .96 to 1.08 and for self-administered treatment 
with additional minimal therapist contact ranging from 1.16 to 1.19, a 
nonsignifi cant diff erence (Gould & Clum, 1993; Scogin et al., 1990). Many 
of the larger studies have used participants recruited through the media or 
specialty mental health clinics. Th ese individuals may be more receptive to 
psychological interventions than the primary care population (Proudfoot 
et al., 2004). Bower and colleagues (2001) conducted a meta-analysis of the 
eff ectiveness of self-help for anxiety and depressive disorders in primary 
care using a small sample of six studies. Results showed that the average 
eff ect size for self-administered treatments was only .41, with a range from 
−.18 to 1.18. A recent update of this literature shows that there have been 
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few studies of the eff ectiveness of self-administered treatments in primary 
care and the quality of the studies varies widely. Many of the primary care 
investigations have lacked a well-defi ned sample (with very loose  inclusion 
criteria), appropriate sample sizes, sophisticated statistical methods, and 
adequate randomization procedures (at times physicians chose which 
patients to approach about the study and which condition to assign).

Table 16.3 describes the 17 experimental investigations of the effi  cacy of 
self-administered treatment in primary care identifi ed in our review of the 
literature. Th e studies focus on a range of problems: anxiety (41%, n = 7), 
mixed anxiety and depression (24%, n = 4), depression (12%, n = 2), chronic 
fatigue (6%, n = 1), hypertension (6%, n = 1), diabetes (6%, n = 1), and bulimia 
nervosa (6%, n = 1). A wide range of approaches are described in these stud-
ies including self-help brochures, booklets, and books;  audiotape relaxation 
exercises; computer-based programs; and Web-based computer programs.

Models of Self-Administered Treatment in Primary Care Settings
Traditional Text Material
Th e most widely evaluated forms of self-administered treatment in  primary 
care involve the use of traditional text materials. Kiely and McPherson 
(1986) studied the effi  cacy of six leafl ets containing information on the 
causes, consequences, and control of stress. Patients were invited to partic-
ipate by their primary care physician if they presented with stress-related 
problems. Th e package was administered to participants at the end of the 
consultation appointment and posttreatment assessment was conducted 
12 weeks aft er recruitment. Th ose who received the bibliotherapy reported 
better health, less stress, and fewer consultations for psychological prob-
lems relative to controls. Th ere were no group diff erences in the number 
of medications prescribed. Unfortunately, the randomization process in 
this study was unclear and there was no pretreatment data collection. It is 
diffi  cult to determine whether the groups were similar in terms of general 
health and stress scores at the outset of the study.

Donnan and colleagues (Donnan, Hutchinson, Paxton, Grant, & Firth, 
1990) created a self-help booklet and tape for those with chronic anxiety 
that provided education about anxiety, assistance with problem-solving, 
instruction on applied relaxation, suggestions for better coping with worry 
and panic attacks, and assistance in evaluating personal expectations. Th e 
audiotape duplicated information in the booklet and provided detailed 
instructions about relaxation exercises. Self-help participants, relative to 
controls, had greater pre-post test reductions in anxiety and depression 
and improvements in general health problems. Results from a 3-month 
follow-up revealed that self-help participants, relative to controls, had 
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 signifi cant further improvements in depression but not in  anxiety or  general 
health problems. Although the assignment was described as  random, it was 
actually nonrandom because practitioners selected patients and assigned 
them to conditions. Th ese problems in design reduce  confi dence in the 
conclusions of the study.

Sorby, Reavley, and Huber (1991) evaluated the effi  cacy of their own 
self-help manual compared to treatment as usual for adult primary care 
patients with an anxiety disorder. Th e manual provided education about 
anxiety and avoidance, illustrated coping strategies, and materials to mon-
itor progress. Participants were randomly assigned to the two study condi-
tions and evaluated aft er 2, 4, and 8 weeks. Th ose in the self-administered 
condition showed more rapid improvement in anxiety than the control 
condition. Although not discussed in the report, tabulated data seemed 
to suggest that there were similar reductions in the dependent measures 
for both groups at the 8-week follow-up point. Milne and Covitz (1988) 
randomly assigned primary care patients with clinical anxiety to 4 weeks 
with a self-help manual, a two-page health educational leafl et, or a waiting 
list. Th e study found only a trend toward improvement in state and trait 
anxiety and in ratings of fear but was limited by a small sample size.

Holdsworth and colleagues (Holdsworth, Paxton, Seidel, Th omson, & 
Shrubb, 1996) evaluated the eff ectiveness of a self-help booklet on manag-
ing anxiety and depression compared to treatment as usual in primary care 
patients with anxiety, depression, or mixed anxiety and depression. Th ose in 
the self-administered treatment group showed greater improvement in anx-
iety and more reduction in the frequency of anxiolytic medication use. No 
improvements were found in areas of depressive symptoms, general health, 
or style of coping. At a 3-month follow-up, no signifi cant group diff erences 
were observed, suggesting that improvements in anxiety were short-lived.

Another low-tech model of implementing self-administered treatments 
in a primary care setting involves the development of a self-help library 
within the clinic that stores self-help manuals, worksheets, and other 
materials. Whitfi eld, Williams, and Shapiro (2001) described an uncon-
trolled study of the use of a self-help room for primary care patients with 
symptoms of anxiety or depression who were waiting for an in-person 
mental health appointment. Nurses spent 20 minutes with participants 
to illustrate how best to use the manual Mind Over Mood: Change How 
You Feel by Changing the Way You Th ink (Greenberg & Padesky, 1995) 
and other materials. Participants were asked to use the room for 1-hour 
weekly appointments for 6 weeks. Only 22 of 42 patients actually attended, 
but there were signifi cant pre-post treatment improvements in feelings of 
hopelessness, dysfunctional attitudes, and general health in the 20 patients 
that completed the treatment.
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Th ere has been very little research in primary care concerning self-
administered treatments for problems other than stress, anxiety, and 
depression. Chalder, Wallace, and Wessely (1997) evaluated the effi  cacy of 
a self-help book, Coping with Chronic Fatigue (Chalder, 1995), in primary 
care patients with complaints of fatigue. Patients were recruited for the 
study if they were in the age range of 18–45 years with a duration of fatigue 
problems of greater than 6 months and if they exceeded a cutoff  score on a 
fatigue questionnaire. Twelve percent fulfi lled Oxford criteria for chronic 
fatigue syndrome and 52% had been given a psychiatric diagnosis. Th e 
book provided information about fatigue, self-monitoring, cognitive and 
behavioral coping strategies, activity pacing, suggestions to improve sleep, 
and a description of how to identify and challenge unhelpful thoughts. 
Aft er 3 months, those who received the book experienced more improve-
ment in both physical and mental fatigue and more improvement in general 
health than no treatment controls. At the follow-up point, 63% of those in 
the self-administered treatment group and 39% in the control group were 
considered to be relatively free of fatigue.

Reid, Maher, and Jennings (2000) examined the eff ectiveness a self-help 
booklet in primary care patients with hypertension who were well controlled 
on drug therapy. Participants were randomly assigned to continue to receive 
medication or to be discontinued and receive the booklet. Th e self-adminis-
tered program focused on changing dietary intake and incorporating regu-
lar  exercise, based on the stages of change model (Prochaska & diClemente, 
1983). At 9 months follow-up, 71% of participants in the self-help group 
remained off  of hypertensive medication and were well controlled; however, 
similar data for the control group were not provided. Th ere were no group 
diff erences in systolic or diastolic blood pressure, total cholesterol, triglycer-
ide, or body mass index. Th is study was interesting because it also examined 
some of the diffi  culties with practitioner implementation and patient accep-
tance of self-administered treatment. Th e ten primary care physicians in the 
project subsequently participated in a focus group to evaluate the accept-
ability of the self-help approach. Practitioners indicated that deterrents to 
off ering lifestyle advice to patients were a view that patients were not moti-
vated for change and that physicians lacked personal knowledge about how 
to promote such lifestyle changes. Impediments to adherence on the part of 
participants were also assessed and found to be the presence of family and 
work stress and a devaluing of the importance of self-help.

Computer-Based Programs
Stresspac White and colleagues (1995) developed this program in print 
format and eventually created a computer-delivered version. Th e original 
Stresspac (SP) consisted of a self-help booklet and relaxation audiotape, 
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primarily focused on the treatment of generalized anxiety. Th e program 
included cognitive therapy techniques based on work by Beck and Emery 
(1985) and Meichenbaum (1985), relaxation training based on protocols of 
Bernstein and Borkovec (1973), education and emphasis on exposure, and 
help with relapse prevention. White (1995) screened primary care patients 
using a structured clinical interview, the Anxiety Disorder Interview 
Schedule—Revised (DiNardo & Barlow, 1988), before random assignment 
to an advice only group (AO), a no-intervention control group (NI), or 
Stresspac (SP). Participants had a range of anxiety disorder diagnoses, 
the most common being generalized anxiety disorder and panic disorder. 
Th ose receiving Stresspac experienced more improvement in depression 
and anxiety relative to those in the control conditions. Th ese results were 
maintained at a 12 month follow-up. Although there were no group diff er-
ences in the number of general practitioner consultations, those assigned 
to Stresspac required signifi cantly fewer subsequent therapy appointments 
(SP 3.8 appointments, AO 6 appointments, NI 5.4 appointments). Clini-
cally signifi cant improvement was seen in 38% of participants in SP, 10% 
in the AO condition, and 5% in the NI condition. A further 3-year fol-
low-up study showed that those in the SP condition, relative to the control 
conditions, were more likely to rate themselves as better or much better 
(White, 1998). Th e authors concluded that Stresspac was superior to advice 
only and no treatment at all points in time. White, Jones, and McGarry 
(2000) subsequently created a computerized CD-ROM version of Stress-
pac, which they evaluated using primary care patients with anxiety dis-
orders. Th e program was off ered in the primary care clinic and a research 
assistant remained with the participant during all three computer sessions 
to provide assistance if needed. Clinically signifi cant improvement was 
evident in 20% of participants at posttreatment and 50% of participants at 
follow-up. Comments suggested that participants appreciated the prompt 
availability of computerized help, the privacy of the interaction, the fl ex-
ibility of appointment times, and the possibility of working on the pro-
gram at convenient times, and 83% reported that they would recommend 
this program to others.

Beating the Blues Proudfoot and colleagues (Proudfoot et al., 2004; 
Proudfoot, Goldberg, et al., 2003; Proudfoot, Swain, et al., 2003) evalu-
ated a multimedia computerized package, Beating the Blues, in primary 
care patients with anxiety and/or depression. Proudfoot and colleagues 
(2004) randomly assigned 274 primary care patients with a depressive dis-
order, anxiety disorder, or mixed depressive–anxiety disorder to receive 
Beating the Blues or treatment as usual. Participants receiving Beating 
the Blues came to the clinic weekly to complete the program and a clinic 
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nurse helped to troubleshoot the printouts and booked the next sessions. 
On average, nurses spent less than 5 minutes with each patient aft er the 
initial session. Printouts highlighting the session summary, homework 
tasks, progress report, and date of next session were made available to 
both patient and physician. Th ose in the Beating the Blues program had 
signifi cant improvements on symptoms of depression and anxiety, attribu-
tions for aversive situations, and impairment in areas of work and leisure 
compared to those receiving treatment as usual.

The PACE Program Th is program, focused on exercise and diet, provides 
one of the best models of self-help delivery in primary care. Th e Physi-
cian-based Assessment and Counseling for Exercise (PACE) program 
was developed in a survey format to enhance the activity level of adults 
in primary care settings (Long et al., 1996). Subsequent refi nements of 
the program led to the development of the Patient-Centred Assessment 
and Counseling for Exercise plus Nutrition (PACE+) program, which was 
designed to promote physical activity and improve nutrition in adolescents 
and adults (Prochaska, Zabinski, Calfas, Saliis, & Patrick, 2000). Th e pro-
gram can be completed in a relatively brief period of time (30–45 minutes) 
by patients and has been used in the primary care waiting room prior to 
an appointment with a physician. PACE+ was designed to screen for mul-
tiple behaviors and prioritize areas for change. Th e program has screening 
items to assess physical activity level and dietary behaviors (intake of fat, 
fruit, and vegetables) and to identify patients at risk for disturbed eating 
practices. Patients not meeting national guidelines for diet and exercise 
and who are ready to make changes are encouraged to select one physical 
activity and one dietary behavior to target for change. Patients who meet 
health guidelines are encouraged to create plans for relapse prevention. 
Th e PACE+ action and relapse-prevention plans identify the benefi ts of 
change, specifi c goals, strategies to reduce barriers to change, and persons 
who can support movement toward the goal. Th e program is unique in 
that it provides over 1000 combinations for each action or relapse-preven-
tion plan, allowing for tailoring to the individual. Action and relapse-pre-
vention plans are printed for the patient. A single-page provider summary 
report for review during the visit identifi es the changes that the patient is 
planning and highlights areas of concern that may require more extensive 
discussion with the provider.

Prochaska and colleagues (2000) evaluated patient and provider satis-
faction with the PACE+ program in a sample of 224 adolescents and 281 
adults from 12 primary care clinics. Th e program was well liked and well 
understood by patients. Th e intervention was economical in terms of pro-
vider time, requiring an average of 5–8 minutes of discussion. Adolescents 
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rated the program more favorably, with 68% of adolescents but only 45% of 
adults reporting that the program was helpful or very helpful in changing 
behavior. Unfortunately, behavior change was not assessed in this study. A 
sample of providers and offi  ce staff  (n = 28) evaluated PACE+ and reported 
a high level of satisfaction with the program and with how it was integrated 
into the primary care setting. PACE+ stands out as an innovative approach 
to lifestyle intervention.

Interactive Voice-Response (IVR) Systems
The COPE Program Other computer applications in primary care have 
occurred at a distance. Osgood-Hynes et al. (1998) evaluated the COPE 
program involving 12 sessions of telephone-accessed computer interven-
tion plus a self-help booklet in patients with dysthymia or major depres-
sion recruited from primary care and mental health settings. Th e program 
included an introductory videotape, nine self-help booklets, and 11 
toll-free calls to the interactive voice-response (IVR) system. Upon visiting 
the clinic to enroll, patients were screened and viewed the videotape, were 
informed about the COPE program, and participated in a trial run on the 
IVR system by making two telephone calls. Th e remaining calls into the 
system were completed from the patient’s home. Patients were instructed to 
work through the self-help booklets at home and to call into the IVR when 
requested. Th e IVR contacts reinforced the homework, provided role-play 
opportunities, gave recommendations and feedback based on the patients’ 
individual responses, and provided an opportunity to request clinical feed-
back for specifi c problems. Clinicians with the program provided feedback 
by recording responses on the system. Th e program description does not 
indicate that there is a mechanism for feedback to primary care provid-
ers concerning performance in the program Th e COPE IVR system con-
tained more than 700 text segments and patients’ responses determined 
which segments were heard. Th e IVR was available 7 days a week and was 
accessed by an ID number and password. Results were very promising in 
that 68% of participants completed the program and 64% of treatment 
completers had at least a 50% reduction in their depression scores. Patients 
who made more calls to the IVR system achieved better outcomes. While 
the COPE program with its IVR component is one of the more expensive 
ways to deliver self-administered treatment, it has demonstrated impres-
sive outcomes.

Web-Based Systems
MySelfHelp.com Th is is one of the most well developed Web-based pro-
grams, with modules for depression, grief, eating disorders, compulsive 
behaviors, guilt, self-esteem issues, and stress management (Bedrosian, 
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2004). Th e program is designed as a complement to work with a health 
service provider, although it may also be used as a freestanding self-help 
program. Providers are encouraged to refer patients to the Web site and, 
in turn, participants are encouraged to share summary information about 
their functioning with the health care provider. Th e program has been 
the focus of extensive input by mental health specialists. Considering the 
content on depression, for example, the program includes education about 
depression, evidence-based medication and psychological treatments, 
misconceptions about treatment, changing distorted thinking, chang-
ing basic beliefs and attitudes, behavioral activation, increasing compli-
ance with treatment (pharmacological or psychological), and maintaining 
treatment gains. Unlimited access to all of the programs is provided for 
$15 per month. Th e Web site includes clinician guides to assist the clini-
cian in using the program, including tip sheets about specifi c aspects of the 
program that may be of interest to specifi c patients. We are not aware of 
any published evaluations of MySelfHelp.com.

FearFighter.com Th is program was developed to increase the availability 
of services for phobic anxiety by delegating many clinical tasks to the com-
puter program and reducing therapist contact time. Access to the system is 
by ID number and password that are provided by the clinician (typically a 
general practitioner) and is provided for 13 weeks aft er the fi rst login. Th e 
program provides feedback on progress to the patient and the clinician. 
While the program is currently being used in a number of primary care 
settings in the United Kingdom, the only large-scale evaluation was car-
ried out in a specialty mental health clinic with recruiting advertisements 
in primary care offi  ces or self-help services (Marks et al., 2004). Individu-
als who were screened by a clinician and found to have agoraphobia, social 
phobia, or specifi c phobia were assigned to the computer-guided self-
exposure program (FearFighter; N = 37), clinician guided self-exposure 
with a similar emphasis (N = 39), and a computer- and audiotape-guided 
relaxation program (N = 17). Th e relaxation program had a signifi cantly 
lower drop out rate (6%) than FearFighter (43%) and the clinician-guided 
programs (24%), which did not diff er signifi cantly from each other. Some 
participants who dropped out reported that they left  the program because 
of technical problems, while others felt that they learned how to improve 
with self-exposure and it was too bothersome to attend again. Consider-
ing treatment completers, the two self-exposure conditions had compa-
rable improvement and satisfaction at posttreatment assessment and one 
month follow-up, whereas the relaxation condition showed little clini-
cal improvement in measures of phobic avoidance. Including both com-
pleters and dropouts, average therapist contact time was 76 minutes in 

ER51712_C016.indd   403ER51712_C016.indd   403 12/09/2007   12:38:0412/09/2007   12:38:04



404 • Handbook of Self-Help Th erapies

the computer-guided relaxation program, 76 minutes in the FearFighter 
program, and 283 minutes in the clinician-guided program. Th is research 
group (Marks et al., 2003) also reported positive fi ndings in an open trial 
of computer-guided treatment for phobic anxiety, depression, OCD, and 
generalized anxiety.

MoodGYM Th is Web-based program for depressed mood has been under 
development by a group at the Centre for Mental Health Research of the 
Australian National University (http://moodgym.anu.edu.au/). Following 
a preliminary open trial with promising results (Christensen, Griffi  ths, 
& Korten, 2002), a controlled trial was carried out with a sample of 525 
individuals with elevated depression symptoms identifi ed in a commu-
nity epidemiological survey (Christensen, Griffi  ths, & Jorm, 2004). Th ree 
conditions were compared in the study: the MoodGYM Internet program, 
an Internet educational program concerning depression and its treatment 
(BluePages), and an active control condition. In the control condition, par-
ticipants received weekly telephone calls over the 6-week duration of the 
study to discuss lifestyle and environmental factors that may have an infl u-
ence on depression. Interestingly, a brief survey of intervention preference 
at the preassessment phase indicated that the telephone contact condition 
had the highest level of preference. Considering changes in depression from 
pre- to postassessment, eff ect sizes in an intent-to-treat analysis were 0.4, 
0.4, and 0.1 for the MoodGYM, BluePages, and control conditions. For the 
completer analysis, eff ect sizes were larger: 0.6, 0.5, and 0.1, and for those 
with initial depression scores in the clearly clinically signifi cant range the 
eff ect sizes for the three groups were 0.9, 0.75, and 0.25. Th e results of both 
the CBT (MoodGYM) and the educational (BluePages) program in this 
well-designed study were impressive. Th e program is currently under eval-
uation as a resource to primary care providers in Australia.

Diabetes Network Project Glasgow, Boles, McKay, Feil, and Barrera 
(2003) describe the evaluation of a Web-based program focused on dia-
betes self-management in a representative sample of primary care patients 
with type 2 diabetes. Th is was a challenging group due to their limited 
computer experience—the average age was 59 years and 83% had no or 
limited experience with use of the Internet. Brief Internet training (3–6 
hours) was provided as part of the orientation to the study. Th ree levels 
of support were evaluated in the study. In the information only condi-
tion, participants completed assessments on-line and received automated 
dietary change goals based on their current dietary levels. Th ey also 
had access through the Web site to an extensive collection of articles on 
medical, nutritional, and lifestyle aspects of diabetes. Th e articles gave 
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information only and did not systematically instruct patients or provide 
individually tailored recommendations for behavior change. Participants 
in the remaining conditions received the information only program as a 
base with additional components. In the tailored self-management condi-
tion, participants had access to a professional coach who had expertise in 
providing dietary advice for diabetes. Access to the coach was provided 
twice each week. Th e coach negotiated dietary goals with the participants 
and provided advice and encouragement. Participants could enter individ-
ual data on food intake and blood glucose and receive graphical feedback 
on performance. Participants in the peer support condition had access to 
a peer-directed but professionally monitored forum where they could post 
messages concerning their experiences with coping with diabetes as well 
as chat discussions and topic forums related to coping with diabetes.

Th e outcome assessment considered changes from baseline assessment 
to follow-up aft er 10 months of access to the Internet resources. Partici-
pants in all three conditions showed improvement over time in behavioral 
(self-reported fat intake), psychosocial (depression, support, and barriers to 
change), and some biological outcomes (lipids). Th ere were few diff erences 
among the conditions and the addition of coaching or peer support did not 
signifi cantly improve results. Th e study did not include a condition involv-
ing treatment as usual, so it was not possible to rule out secular trends or 
placebo eff ects as an explanation for the change over time. Th e authors 
report, however, that the magnitude of change seen in this study are com-
parable to previous fi ndings by the same research group with interven-
tions using face-to-face coaching and considerably larger than the changes 
seen with treatment as usual. Glasgow and his colleagues have been very 
active in evaluating the use of interactive behavior change technology in 
primary care for a variety of health concerns and have produced some very 
helpful recommendations for research and practice (Glasgow, Bull, Piette, 
& Steiner, 2004; Glasgow, Goldstein, Ockene, & Pronk, 2004).

Stepped-Care Approach
Th e use of self-administered treatment is oft en advocated in models using 
a stepped-care approach. In stepped care, the fi rst treatment off ered to 
suitable patients is a low-cost, self-administered treatment. Higher levels 
of intervention (specialist consultation, brief individual treatment, group 
treatment, or longer term treatment) are reserved for patients who have 
not made good progress with lower levels of care. Th is approach has been 
used thus far in the treatment of eating disorders (Wilson, Vitousek, & 
Loeb, 2000), alcohol problems (Sobell & Sobell, 2000), generalized anxi-
ety disorder (Newman, 2000), and panic disorder (Otto, Pollack, & Maki, 
2000), although not in primary care settings. Scogin, Hanson, and Welsh 
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(2003) argue that self-administered treatments would make ideal fi rst steps 
in stepped behavioral health care for mild to moderate depression in pri-
mary care settings. Th e success of such a stepped-care approach depends 
on the primary care provider’s willingness to participate in self-adminis-
tered treatment and the development of a user-friendly system to monitor 
patients’ progress.

Advantages and Challenges of Formats for 
Delivering Self-Administered Treatments
Th ere are promising studies in support of each of the approaches to provid-
ing self-administered treatment outlined above. A challenge for the future 
is to identify which approaches are most useful in which settings and for 
which populations and to develop models for dissemination. Table 16.4 
describes advantages and challenges associated with each of the formats 
for delivering self-administered treatment. Th ere is unlikely to be one 
right approach for every setting. With the tremendous increase in access 
to the Internet, this format may hold particular promise. At this point, it 
is possible to access self-administered treatments for depression, anxiety, 
and a variety of other health problems from anywhere in the world. While 
at one time computer and Internet use were limited to those who were 
technologically oriented, young, and prosperous, this is no longer the case. 
Health care providers, especially those who have been trained recently, are 
familiar with the use of the Internet to access information and research. 
Th e Internet has a very wide geographic reach and stores vast amounts of 
information that may be reviewed and printed as necessary. Th e quality of 
the information, however, varies from very high to dubious and it may be 
diffi  cult for consumers to evaluate the source and the quality of informa-
tion. A challenge for computer and Internet formats has been to develop 
economic models that support the dissemination of existing programs and 
the development of new and more sophisticated resources. As an example, 
the FearFighter program and other programs evaluated in a computer 
CBT clinic were very cost-eff ective, but the clinic closed when government 
funding ran out (Gega, Marks, & Mataix-Cols, 2004). Th e developers of 
the MySelfHelp.com Web site have received development support from the 
National Institute of Mental Health but they are still working to establish 
an economic model that will allow the program to become self-sustaining 
and to continue to develop new materials (Bedrosian, 2004).

Self-administered treatments that require the use of computer technol-
ogy face specifi c challenges in primary care. Mitchell and Sullivan (2001) 
reviewed the literature on primary care computing between 1980 and 1997. 
While this review focused on computerized assessment, these fi ndings 
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may also apply to physicians’ concerns about patients’ use of computerized 
self-administered treatments. Most practitioners expressed concerns about 
the cost of computers, the amount of physician time involved in learning 
to use the computer programs, the confi dentiality of health records, the 
negative eff ects on the physician–patient relationship (e.g., reluctance of 
patients to discuss problems if the material was to be entered into a com-
puter), and a perception that computers might take over the role of a physi-
cian. Shakeshaft  and Frankish (2003) argue that in many cases the initial 
introduction of computerized assessment in clinical settings resulted in an 
increase in physicians’ workload and the gathering of unnecessary infor-
mation. Th ese authors speculate that the degree to which computer tech-
nologies are adopted in primary care in the future will depend on whether 
the creators can reduce the uncertainty associated with the technology, 
persuade physicians about the positive features, tailor the service and pro-
vide technical assistance to meet a particular need, and provide follow-up 
support. Involving primary care staff  in the development of the resources 
and selecting academically oriented practices to pilot new approaches may 
facilitate the development of eff ective resources.

In contrast to the diffi  culty associated with establishing an economic 
model for computer- and Web-based programs, the traditional book pub-
lishing industry continues to be very active in publishing self-administered 
treatment materials. Most bookstores have a very large self-help section 
and books and related materials may now also be ordered through Internet 
booksellers. Unfortunately, only a small proportion of this information is 
directly accessible through primary care sites and many of the programs 
have not been thoroughly evaluated.

Dissemination of Self-Administered Treatments in Primary Care
Th e challenge of disseminating new knowledge and technologies into 
primary care settings is widely recognized. While there has oft en been 
a reliance on the publication of clinical trials to provide information to 
clinicians about improved assessment and treatment practices, it appears 
that the publication process (the evidence for evidence-based practice) has 
a limited impact on practice in the fi eld (Majumdar, McAlister, & Soume-
rai, 2003; Stirman, Crits-Cristoph, & DeRubeis, 2004). Beyond the publi-
cation process, the next most commonly used approach to dissemination 
has been the use of continuing professional education for professionals. 
A systematic review of continuing medical education practices by Davis, 
Th omson, Oxman, and Haynes (1995) suggested that traditional profes-
sional education approaches involving seminars, lectures, and guidelines 
also have had limited impact on practice. As an example, the Hampshire 
Depression Project, a large clinical trial, examined whether education 
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(a 4-hour interactive seminar with videotaped examples and availability of 
follow-up consultation) delivered to practice teams along with the use of 
clinical guidelines would improve recognition and treatment of depression 
in primary care. Results were disappointing: the sensitivity of detection 
of depression was 39% in the intervention group and 36% in the control 
group, a nonsignifi cant diff erence (Th ompson et al., 2000).

On the other hand, a number of more active approaches to dissemina-
tion have been shown to have more impact on practice. For example, the 
involvement of local clinical opinion leaders in providing education about 
guidelines and identifying problems with the implementation of new prac-
tices have been shown to be eff ective when used as part of a comprehensive 
approach to quality improvement (Borbas, Morris, McLaughlin, Asinger, 
& Gobel, 2000). Active marketing approaches such as those used by the 
pharmaceutical industry have been shown to be very infl uential in intro-
ducing new medication treatments (Majumdar et al., 2003). Academic 
detailing, successfully used for many years in the pharmaceutical industry, 
is a method of disseminating new practices based on the model of market-
ing to physicians (detailing). Th is approach involves face-to-face education 
delivered to physicians with the goal of enhancing clinical decision-
making (Soumerai, 1998). Academic detailing has been evaluated in 
 controlled trials and found to outperform continuous quality improve-
ment methods (i.e., employment of multidisciplinary teams to monitor 
local data regarding a practice change) and usual care in the pharmaco-
logical treatment of depression and hypertension (Goldberg et al., 1998). 
An important challenge is to obtain fi nancial support for academic detail-
ing provided by knowledgeable health care providers.

An alternative method of disseminating new practice approaches 
involves telemarketing directed at physicians. Gomel and colleagues 
(Gomel, Wutzke, Hardcastle, Lapsley, & Reznik, 1998) found that both tele-
marketing using a standardized sales script and academic detailing were 
each more successful than mailed promotional brochures in recruiting 
physicians to participate in a trial to provide self-administered treatment 
to hazardous drinkers in primary care. Telemarketing was signifi cantly 
more cost-eff ective than academic detailing ($10.77/physician for telemar-
keting versus $58.96/physician for academic detailing).

Th e self-help clearinghouse has also been suggested as a model for dis-
semination of information about self-help support groups and possibly 
self-administered interventions. Th e mandate of the self-help clearing-
house is to provide technical assistance and information to health care 
consumers and professionals in developing and supporting self-help pro-
grams. Th e self-help clearinghouse movement has a long history but is rel-
atively underutilized. Todres and Hagarty (1993) evaluated awareness of 
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a self-help clearinghouse in Toronto and found that most self-help groups 
and professional helpers were unaware of its existence. However, the study 
increased subsequent awareness and utilization of the clearinghouse.

Finally, the media represents a powerful way to educate the public 
(including professionals) about the important health and practice issues. 
Paykel et al. (1997) described a large media campaign in the United King-
dom conducted between 1992 and 1996 to educate the public and health-
care professionals about the appropriate treatment of depression. Th e 
Defeat Depression Campaign involved the creation and provision of edu-
cational leafl ets, books, audiotapes, newspaper and magazine articles, as 
well as television and radio interviews on the topic of depression. General 
practice education included consensus conferences, the development of 
management guidelines, and training videotapes. Public attitudes about 
the campaign were favorable.

While the producers of evidence-based treatments have oft en neglected 
working on disseminating these treatments, in recent years there has been 
greater emphasis on developing models for dissemination of improved 
health care practice (Stirman et al., 2004). Th ere are evolving models of 
dissemination and calls for more active eff orts to disseminate treatment 
innovations and to conduct research on the dissemination process. In 
the case of primary care, Williams (2003) suggests that a realistic plan to 
integrate self-administered treatments into primary care practices would 
involve providing an articulated model of service delivery to the physician, 
training staff  to use the resources, fi nding a secure location for program 
materials, and clarifying who will provide information technology  support. 
Th is is the approach taken in the PACE+ program described above.

Conclusion
Given that patients and practitioners are receptive to self-administered 
treatment, there is tremendous potential for the use of these interven-
tions to improve the quality of service provided in primary care. Th e rapid 
pace of work in primary care settings, the diversity of problems seen, and 
the frequent comorbidity among problems suggests that approaches that 
address a broad range of concerns (such as stress management, coping 
with anxiety and/or depression, maintaining a healthy lifestyle, and deal-
ing with chronic health conditions such as hypertension, diabetes, and 
back pain) are more likely to be accepted and maintained. Th ere is also a 
need for more work on development and evaluation of programs designed 
specifi cally for primary care settings. Fortunately there are a number of 
promising models for continuing work in this area (Glasgow, Goldstein, 
Ockene, & Pronk, 2004).
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Chapter Points
Patients seen in primary care settings oft en present with chronic 
physical conditions and subsyndromal mental health problems.
Patients in primary care settings are receptive to self-administered 
interventions, with preferences for printed materials, voice inter-
active telephone contact, and computer-assisted interventions.
Experimental investigations in primary care have been largely 
confi ned to mental health problems, with several studies examin-
ing the eff ectiveness of self-help programs with diabetes, healthy 
lifestyles, and hypertension.
Th e vast majority of studies examining the eff ectiveness of 
self-help interventions have utilized written materials, including 
books and pamphlets, with moderate success.
Computer interactive programs utilized while at the offi  ce of a 
primary care physician are well received when targeting mental 
health problems and lifestyle changes.
Th e importance of monitoring participation and symptom change 
was illustrated in a program conducted in the United Kingdom 
for anxiety problems.
Dropouts were lowest in the least eff ective (relaxation) condition 
and highest in the most eff ective (exposure) condition.
Discrepancies between outcomes within treatments were found in 
a study targeting mood disorders. Participants preferred the least 
eff ective telephone contact intervention, whereas the more eff ective, 
computer mediated information and treatment was least preferred.
Individuals with type 2 diabetes and limited computer experience 
profi ted equally whether treated with on-line goal-setting plus 
feedback, information plus professional coaching, and informa-
tion plus peer support.
Eff ective dissemination of information has used both academic 
detailing (face-to-face education) and local opinion leaders to 
provide education about new practices in medicine. Telemarket-
ing aimed at introducing physicians to self-help treatments for 
hazardous drinking was as eff ective as academic detailing at one 
fi ft h the cost.
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CHAPTER 17
Self-Help Therapies

Retrospect and Prospect

GEORGE A. CLUM AND PATTI LOU WATKINS

Where We’ve Been
Th e scientifi c research reviewed in the present compilation represents more 
than 30 years of studies that examine the eff ectiveness of self-administered 
treatment (SATs) programs. Th is research has progressed from treatment 
outcome studies evaluating the eff ects of such straightforward issues as 
self-administered desensitization for spider phobias and bibliotherapy for 
speech phobia to complex Internet-based interventions that incorporate 
virtual coaches and immediate feedback strategies. Controlled  outcome 
studies have targeted everything from Axis I disorders (depression, panic 
disorders, bulimia nervosa) to habit disturbances (eating, smoking, 
 drinking), children’s problems (enuresis, conduct problems), and health 
problems (Diabetes control, sleep disturbances). Outcome studies have 
doubled in each of the last two decades from prior decades and the types 
of problems targeted have become increasingly complex.

Th e vast majority of these studies have dealt with the question of 
whether SATs are eff ective compared to no treatment, with fewer attempt-
ing to answer the question of whether SATs are eff ective compared to 
therapist directed treatments (TDTs) or drug treatments. Almost all of the 
studies reviewed have utilized interventions modeled aft er TDTs whose 
effi  cacy has been demonstrated, aft er adapting the interventions to a self-
administered format. Again, in almost all instances, the interventions 
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are based on learning principles consistent with a cognitive–behavioral 
treatment (CBT) paradigm. Given the adaptability of CBT strategies to 
the self-help format, it is not surprising that the majority of the studies 
reveal a therapeutic eff ect and that the level of the eff ect is one that rec-
ommends such approaches to studies of their eff ectiveness in the general 
health arena.

Our understanding of treatment eff ectiveness is generally limited to 
self-help books/bibliotherapy. While there is a growing literature on the 
eff ectiveness of computer/Internet-based treatment programs, to date such 
programs have been examined for a limited number of health problems. 
Nonetheless, the level of effi  cacy for those programs that have been evalu-
ated and the potential for adapting strategies into this venue, known or 
suspected to be effi  cacious, has led to a proliferation of therapy-oriented 
Web sites. Th e task for individuals developing these sites is to evaluate 
them in controlled studies.

In addition to the question of effi  cacy, two additional questions bear 
close examination. Th e fi rst is concerned with the durability of eff ects 
based on SATs and the second is concerned with factors associated with 
positive response. While the data on both of these questions is limited, 
more information is available to answer the fi rst. Interestingly, the ques-
tion of durability of eff ect seems to vary depending on the type of prob-
lem targeted by the intervention. A reading of the chapters in this book 
highlights the durability of eff ects for depression and a variety of anxiety 
disorders. While the follow-up periods in effi  cacy studies have been short, 
the data support the persistence of treatment eff ects with little degradation 
over periods of 6 months to several years (Hirai & Clum, 2006;  Scogin, 
Jamison, & Davis, 1990). Th e persistence of treatment eff ects for these dis-
orders may refl ect the likelihood that individuals remain motivated to use 
strategies to keep them under control aft er treatment has concluded. In 
contrast, effi  cacy studies examining SATs for smoking, weight loss, and 
chronic health problems have identifi ed high relapse and treatment deg-
radation rates. Researchers (Chapter 14 in this text) into such health prob-
lems have accordingly emphasized the use of strategies such as continuous 
social support to maintain motivation at high levels during the follow-up 
period, which in many instances may mean as long as the targeted indi-
viduals are alive. It is clear that some target problems require intensive 
follow-up programs to sustain gains, while some require much less to 
maintain improvements.

Knowing who responds to SATs and who might be harmed could 
prove important in determining who should get such interventions and 
who should not. Surprisingly, few studies have addressed this question in 
anything more than a preliminary manner. Exclusionary criteria, based 
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on common sense and clinical expertise, are a primary consideration in 
determining who receives SATs. Suicidal, acutely psychotic, and confused 
individuals would not be assigned to a SAT. Likewise, individuals with 
limited reading ability or attentional diffi  culties would not be assigned to 
read a self-help book or listen to self-help tapes. Another common-sense 
predictor, but one that has also received empirical support (Murray, Pom-
bo-Carrill, & Bara-Carrill, 2003; Ost, Stridh, & Wolf, 1998), is individuals’ 
attitudes toward using self-help materials exclusively or even in the context 
of other TDTs. Individuals who do not believe that SATs will be helpful 
to them are less likely to access and use such materials. Another variable 
expected to predict outcome in SATs is severity of the disorder, with more 
severe disorders more resistant to change. Th is expectation was confi rmed 
in a study by McKendree-Smith (1998), who found that depressed and dis-
abled older adults were not helped by an SAT. Concluding that individuals 
with severe levels of a targeted disorder should be guided to other forms 
of treatment, however, may be premature. For example, Otto, Pollack, and 
Maki (2001) noted that severity and comorbidity of a disorder are negative 
prognostic factors for SATs and TDTs alike. Until a great deal more data is 
available to address this question, our current conclusions must be based 
on common sense and clinical judgment.

Devising Eff ective Self-Help Programs
In one real sense we have no better idea today how to write a self-help 
book than we did 30 years ago. Similarly, we do not know what an eff ec-
tive Internet-based program for changing depression or other disorders 
should look like and how it might diff er from one that was not eff ective. 
At present no study exists that has compared diff erent ways of presenting 
the same self-help material. As empiricists, therefore, we must conclude 
that we simply do not know how to present therapeutic content in ways to 
maximize behavior change.

In another sense, however, information exists that serves as a guide 
to constructing eff ective self-help treatment programs. It is clear from 
examining the history of self-help that a typical progression occurs in 
demonstrating the eff ectiveness of a particular approach and its adoption 
into an eff ective self-help product. In Step 1, a treatment is conceived and 
its effi  cacy evaluated in a controlled study using individual therapists to 
deliver the treatment. Once established as effi  cacious by repeatedly vali-
dating the approach in multiple laboratories and clinics, the approach is 
adapted into a self-administered treatment format. Th is constitutes Step 2 
in a program likely to lead to an effi  cacious self-help treatment. In Step 3, 
the SAT version of the effi  cacious treatment is subjected to empirical tests 
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as rigid as those applied in Step 1. If validated, that version of the SAT is 
considered effi  cacious and preferable to other SH programs, even those 
designed from the same basic set of treatment prescriptions proven eff ec-
tive in Step 1. Th e basic diff erence is that the validated treatments have 
been shown to work, whereas the unvalidated ones have not.

Th is approach is cumbersome because no information is retrieved on 
what elements of the treatment program are necessary and suffi  cient and 
which are superfl uous. Additionally, no information is provided on the 
venue of the treatment approach—e.g., book, tape, or Internet—likely to 
prove most eff ective. We do not know what steps are important and in 
what order they should be presented. Th is defi ciency is largely related to 
the lack of formal assessment of the many self-help off erings that exist in a 
given domain, a defi ciency that is at least partially remediable. Rather than 
call for publishers of self-help materials to evaluate their product, a call 
previously made (Rosen, 1987) that has gone largely unheeded, an alterna-
tive approach might be to provide the opportunity for users of self-help 
materials to evaluate their progress using whatever self-help program they 
choose. Such an opportunity might be provided by a Web site off ering free 
assessment and feedback within specifi c domains; e.g., smoking cessation, 
depression, eating disorders, etc. In exchange for the free assessment, par-
ticipants would be asked to provide information about variables associated 
with their identifi ed problem, previous and current attempts to remedy 
their problem, degree of involvement with and completion of the self-help 
program chosen, and pre- and posttreatment outcome. Armed with infor-
mation about the specifi c program being used, researchers could identify 
characteristics of self-help users, determine the amount of the program 
consumed and the practices employed, and evaluate and compare diff erent 
programs. In this way, a real-life approach to evaluating specifi c programs 
within particular domains could be launched.

A second issue could also be addressed using this broad-stroke assess-
ment service, related to the question of which content domains are neces-
sary for addressing a particular problem and which are not. For programs 
using the Internet venue and, to a lesser extent, for other venues as well, 
assessments could be conducted aft er specifi c elements of a given SAT have 
been completed. For example, an Internet program devised by Hirai and 
Clum (2005) for the treatment of trauma-related consequences was divided 
into specifi c modules—information about PTSD, relaxation strategies, cog-
nitive strategies, and exposure strategies. While not implemented in their 
study, assessments could easily be conducted to assess progress aft er com-
pletion of each module by having trauma suff erers access the assessment 
site aft er each module was completed. In this way, not only could SATs be 
evaluated but also their components. Internet-based SATs lend themselves 
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to this type of particularized assessment. To the extent that specifi c book 
chapters or sequences of chapters constitute modules, self-help books and 
tapes could also be evaluated in this manner.

Information on the eff ectiveness of diff erent venues on which SATs are 
off ered could also be evaluated using this approach. Early results based on a 
meta-analytic summary by Gould & Clum (1993) suggests that audio- and 
videotapes are more eff ective than SATs off ered in book form. Other data 
from this same study indicate that audio- or videotape-enhanced biblio-
therapy confers some advantage over bibliotherapy alone. In no case, how-
ever, has the relative eff ectiveness of diff erent venues been evaluated using 
the same material. Given that some SATs are off ered in several diff erent 
formats—e.g., via book or audiotape—and that the programs are nearly 
identical, the diff erential effi  cacy of specifi c venues could be evaluated.

A Blueprint for Developing Eff ective Self-Help Programs
As yet unanswered is the question of how to sequence treatment modules 
for programs that, as a whole, have demonstrated eff ectiveness. Which 
elements are necessary and which merely fi llers? To begin to answer this 
question requires an analysis of eff ective programs developed to date, an 
examination of self-regulatory elements that have been found effi  cacious, 
and a logical analysis of how to sequence various treatment elements. With 
considerable humility and with the expectation of being proven wrong in 
the future when actual data become available to shed light on this ques-
tion, we propose a potential model.

Four elements are considered essential in developing effi  cacious self-help 
programs: (a) a problem must be validly identifi ed and progress in changing 
this problem evaluated; (b) the person with the problem must be motivated 
to change; (c) eff ective strategies of change must be eff ectively communi-
cated and learned; and (d) application of these strategies in real-life situa-
tions must be undertaken; i.e., generalization must take place.

We have spoken previously (Chapter 3 in this text) of the importance 
of targeting validly identifi ed problems with SATs. In all of the programs 
discussed in this book, formal evaluation of the target problem took place, 
either before the problem began to be addressed or, in rare instances (Feb-
braro, Clum, Roodman, & Wright, 1999), aft er the program had been 
completed. In addition, assessment of progress is an essential element 
of programs likely to prove eff ective. Th is assessment is important, not 
only to determine if progress is occurring but also as a treatment ele-
ment in producing change. Febbraro and Clum (1998) summarized the 
research literature bearing on the importance of assessment in producing 
change in self-administered change programs. Two types of assessments 
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can be  distinguished: assessments of the target problem and assessments 
of the skills or techniques hypothesized to mediate problem reduction. 
 Assessment of the target problem is important prior to beginning  treatment 
to know that a problem exists. In this approach, the individual is compared 
to others with similar problems. Assessment is an eff ective change agent 
for several reasons. First, assessment acts as information to demonstrate 
whether or not the intended change has occurred. Assessment informs 
whether the individual seeking change is using the recommended strate-
gies to produce that change. At what rate are the recommended strategies 
being employed? When the strategies are employed, do parallel changes in 
the target problem occur? Such information has a second eff ect of reinforc-
ing the user, who sees that his performance on the recommended strate-
gies is taking place at an increasing or high rate and that the recommended 
strategies are working. Such information motivates the decision-maker 
to continue the strategies or supplement them with additional strategies 
or determine that the particular strategy is not working and to switch to 
another strategy. Success in producing change on the target problem can 
aff ect the user’s decision to stay with the program and even accelerate his 
involvement.

Motivation to begin an SAT begins with the evaluation of the problem. 
With some problems, such as anxiety and depression, intrinsic motivation 
oft en exists to reduce the symptoms associated with the problem. With 
such problems, the individual may need only to have confi rmed that she 
has the problem and that the SAT being recommended fi ts the identifi ed 
problem. In others, such as weight loss and substance abuse, motivation 
is less strong. With the latter problems, especially substance abuse, the 
technique of motivational interviewing has been used to motivate change, 
essentially by doing a cost–benefi t analysis of the decision to continue the 
problem behaviors, to reduce such behaviors, or to eliminate them entirely. 
Such cost–benefi t analyses are enhanced by the initial assessment, coupled 
with feedback on both the relative severity of the problem and a summary 
of the client-identifi ed costs and benefi ts.

Another motivational strategy is based on the consideration of the 
extent to which the help-seeking individual believes that his problem can 
be helped and the amount of eff ort it will take. To produce change, infor-
mation about the success of the program, the suitability of the program 
for this individual, and affi  rmations of both the possibility of change and 
the amount of eff ort necessary to produce it would also be provided. Th is 
information can be provided by individuals who have been helped by the 
program under consideration (audio- and videotapes of individuals mak-
ing such attestations are most persuasive; case histories can be substituted 
if motivation is being provided in print) or they can be provided more 
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 generally by people who tell stories of their life-long struggle, success-
fully met head-on. Dr. Claire Weeke’s (1990) story of her successful battle 
with agoraphobia and Dr. Kay Redfi eld Jamison’s (1995) story of dealing 
with bipolar disorder are general examples of motivation-enhancing tales. 
Accordingly, SATs that are successful should be liberally sprinkled with 
examples of individuals with similar problems who have successfully used 
the techniques described. Th e chapter on approaches for stabilizing weight 
gain (Chapter 14 in this text) used a similar strategy, referred to as “mas-
tery counselor” for increasing motivation to learn coping and deal with 
adverse situations.

Essential to developing successful SATs is recommending and teaching 
strategies that are both therapeutic and learnable in the self-administered 
format. Th e approach taken to date in selecting such techniques is to adopt 
those techniques taught in individually administered treatments of dem-
onstrated eff ectiveness. Such adoption has been accomplished by providing 
information about the techniques, giving case examples of how such tech-
niques have been employed, demonstrating their use in audio- or video-
tapes, and providing forms to aid in the process of using such techniques. 
Chapter 9 in this text, for example, discusses studies in which techniques 
for treating sexual dysfunction are demonstrated by individuals using 
videotapes. All of these techniques are, in the absence of hard evidence 
to the contrary, of presumably equal value in assisting the program user 
in learning the strategies. Feedback systems have been employed on the 
Internet, asking program users to submit completed exercises or requir-
ing that users complete mastery tests demonstrating acquisition of the 
knowledge and attesting to their completion of practice exercises (Hirai & 
Clum, 2005). Information on the use of homework in the context of SATs 
(e.g., McKendree-Smith, 1998) has shown a relationship between number 
of pages read and success in the program.

Th e last element of successful SATs, like their counterparts in ther-
apist-administered treatments, provide instructions for and exercises 
in transmission of the newly learned strategies to the real world. Th is 
transition from the home laboratory to the individual’s natural environ-
ment is best accomplished in incremental steps of ascending diffi  culty. 
Th e idea is to provide success experiences along the way so that moti-
vation is maintained throughout this diffi  cult process. As with all such 
recommended progressions, the individual applying them must be told 
of the expectation and informed of the reasonableness of the recommen-
dation by being provided with either empirically supported evidence or 
sound arguments. Cooperation is best assured when the user is brought 
into the loop of knowledge and decision-making for all recommended 
applications.
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Common-sense support for this progression is provided by the maxim 
of maximizing success experiences to the end-user. Th e answer to the pre-
viously asked question of how to sequence various therapeutic elements is 
also provided by this analysis. Th us, once suitability of the individual for 
the recommended SAT is completed, appropriate assessment to document 
change in place, and appropriate intervention elements determined, com-
mon-sense sequencing in which the individual is guided through learning 
the requisite skills, practicing them in controlled and low-demand condi-
tions, and then guided through a series of increasingly diffi  cult, real-world 
applications is then accomplished. When the therapeutic venue is bib-
liotherapy, such sequencing is very diffi  cult to control, as the individual 
is free to skip sections, read others, apply recommendations whenever 
deemed necessary, and, in general, feel free to use or discard whatever ele-
ments are considered essential by the author. Such an approach may even 
be found to lead to the best outcomes, though available evidence suggests 
that the opposite is true—those individuals who access and apply the most 
elements are most likely to enjoy the greatest benefi ts.

In the world of the Internet, more control can be exercised by the 
 therapist/researcher. In the program developed by Hirai and Clum (2005) 
for trauma victims, for example, the treatment program was divided into 
four modules. Progression to the next module was allowed only when the 
previous module had been mastered, as determined by passing a test requir-
ing both knowledge and application of strategies. In such an approach, 
one can have some confi dence that each of the modules has been accessed 
and that some mastery of skills has been obtained. Other approaches are 
also possible. For example, if one wanted to ensure that practice home-
work exercises had been carried out, one could require that assignments 
be returned to the therapist. Again, only then might the user be allowed to 
proceed to the next level.

Where We’re Going
It is diffi  cult to think of the arena of self-help as a nascent fi eld of inquiry, 
given the numerous books and programs with which we have all become 
familiar. Yet that is exactly where this fi eld is at present, at the beginning! 
We are only starting to answer the questions of whether and when SATs 
are eff ective and what elements of change produce the desired eff ects. We 
know almost nothing of who is likely to be positively disposed to such pro-
grams, how to enhance positive attitudes, and who is likely to actually get 
better using such venues. We have only a beginning knowledge of which 
problems are likely to improve, the degree of expectable improvement, 
and the permanency of change produced. Only recently have researchers 
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begun to ask what strategies will reduce relapse and promote long-term 
change. Given these large gaps in knowledge, it is still important to ask, 
and try to answer, where do we go from here.

Targeting Interpersonal Behavior
To date, SATs have almost exclusively targeted individual symptoms, modifi -
able by the individual, working by himself or with minimal coaching, to pro-
duce change. However, it is axiomatic that numerous mental health problems 
are associated with or defi ned by problems of interpersonal behavior; in the 
most extreme example, personality disorders. Future SATs will target inter-
personal behaviors, both because such behaviors are the identifi ed problem 
and because such behaviors aff ect other individuals’ ability to recover from 
mental illness. To illustrate when SATs might be used to target interpersonal 
problems, we next examine the application of self-help strategies to the con-
struct of expressed emotion (EE), a construct that refers to a set of pernicious 
family behaviors directed toward the mentally ill family member.

Expressed emotion refers to the family’s response to a family member’s 
mental illness, with the response taking the form of excessive hostility or 
excessive emotional involvement. Using the Camberwell Family Interview 
(CFI) to assess this construct, EE has been linked to negative prognosis for 
a series of diff erent psychiatric disorders, including schizophrenia (Brown, 
Birley, & Wing, 1972), depression (Hooley & Teasdale, 1989), and anxiety 
disorders (Chambless & Steketee, 1999). Modifi cations of EE within fami-
lies have been linked to improved prognosis for these disorders.

Th e modifi cation of EE is a task made for self-help treatment approaches. 
First, it is measurable using self-report instruments, such as the Expressed 
Emotion Questionnaire (Docherty, Serper, & Harvey, 1990). As such, indi-
vidual family members or the patient himself can identify whether a prob-
lem exists and the severity of the problem. Moreover, improvement can be 
measured and feedback provided to the family member whose behavior 
is targeted. Second, EE is defi nable. Th e CFI specifi es behaviors that are 
to be used by the trained clinician to defi ne the construct. Because of its 
defi nable behaviors, family members can be taught what to modify. Th ey 
can also be presented with information about the EE construct and how 
it relates to prognosis for aff ected individuals, thus increasing motivation 
to change. Case studies and video clips illustrating the problem can be 
presented and the family member invited to identify the behaviors and 
suggest modifi cations within the context of the case studies. Specifi c 
strategies for reducing behaviors refl ective of EE can be introduced and 
practiced. Specifi c examples of the family member’s mental illness can be 
illustrated from a series of video clips, with assignments to respond with 
non-hostile, low-involvement behaviors to the diffi  cult behaviors.
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Alternative Research Strategies
Th roughout this text, authors have reviewed treatment outcome studies 
that rely on quantitative results to ascertain the value of various self-help 
approaches. However, Greenberg (1994) contends that quantitative stud-
ies such as these “repeatedly ask the wrong questions” when it comes to 
determining the worth of self-help programs. He argues that “A scientifi c 
study of their eff ects, even if it were to fi nd them ‘unhelpful,’ is unlikely to 
deter people from buying them or psychologists from writing and profi t-
ing from them” (p. 44). From where we stand, Greenberg’s logic is more 
than a bit skewed. Th at is, public popularity of self-help materials—no 
matter how great—in no way obviates the necessity of empirical evalua-
tion. Greenberg does make a point, though, in that quantitative methods 
are limited in terms of the information that they are able to provide. For 
instance, one of the drawbacks of self-help books is their dependence on 
the consumer’s willingness and/or ability to read the materials and follow 
through with any prescriptions contained therein (Ballou, 1995). Of the 
hundreds of outcome studies cited in this text, very few addressed this 
important question of treatment integrity. Alternative research method-
ologies may be better suited to addressing this, and other issues, surround-
ing self-help usage.

Qualitative research, consisting of in-depth interviews with partici-
pants, may help fi ll in the gaps in knowledge that quantitative designs are 
not equipped to do. For example, Grodin (1991), a self-described “quali-
tative media scholar,” interviewed women readers of self-help books, as 
did Simonds (1992), who utilized such methods to determine how and 
why women read self-help books. Th rough this research, they learned that 
participants were active and critical consumers, selectively attending to 
some elements of self-help books while discarding information contained 
in other parts. Th rough similar qualitative research, Lichterman (1992) 
found that female readers of self-help may view their experience positively 
yet fail to assimilate “ideas or behavioral programs whole” (p, 438) from 
the material. From a treatment integrity standpoint, such information 
seems critical for researchers and clinicians working with this genre.

In addition to illuminating how and why people employ self-help pro-
grams, qualitative research may also provide information on the impact 
of these programs that quantitative methods cannot capture. Starker 
(1989) notes that researchers have paid little attention to individuals’ reac-
tions to self-help materials. While he presented narrative responses from 
self-help consumers as well as health care providers speaking to their 
clients’ response to these programs, few studies cited in the present text 
even include quantitative measures of consumer satisfaction. Garvin, 
 Striegel-Moore, Kaplan, and Wonderlich (2001) call for participants’ input 
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to determine which elements of self-help programs are benefi cial and which 
are harmful. Indeed, Starker’s fi ndings include reports of harm incurred 
that quantitative measures and group averages might obscure.

Within the social sciences, qualitative research has been more the pur-
view of sociology, communication, and women’s studies than the fi eld 
of psychology, as evidenced by the studies cited here (e.g., Grodin, 1991; 
Lichterman, 1992; Simonds, 1992). In the past decade, this form of inquiry 
has slowly become accepted in the fi eld of sport psychology where inves-
tigators have come to realize its utility in devising eff ective interventions 
(e.g., Sparkes, 1998; Strean, 1998). Krahn and Putnam (2003), however, 
acknowledge clinical psychology’s reluctance to include qualitative meth-
ods among its accepted research strategies, noting that few graduate train-
ing programs off er classes in these techniques. Th ey, however, advocate 
for the expanded use of qualitative research that can deepen investigators’ 
understanding of various phenomena. Fischer (2006) elaborates, stating 
that qualitative research addresses the what, when, and how of individuals’ 
experiences. She further states that qualitative methods are best used when 
investigators “want to understand and characterize an experience or inter-
action in its own right, rather than explaining it in terms of independent 
variables [whether natural or experimental]” (p. xvii). While psychology 
has fi rmly established itself as an empirical discipline, members of the fi eld 
now recognize that there are limits to the kind of information that tradi-
tional quantitative methods can produce (Fischer, 2006). Neither Fischer 
nor Krahn and Putnam (2003) suggest replacing quantitative methods 
with qualitative ones. In fact, the latter describe ways in which the two 
types of strategies might be combined, suggesting that such methodologi-
cal pluralism makes for better science. Th us, it is our position that inclu-
sion of qualitative research methods in the study of self-help can enhance 
our understanding of its great appeal and potential utility.

Another research strategy that might help inform those working in 
the area of self-help is the methodology known as single-case design. At a 
recent meeting of the Association for Behavioral and Cognitive  Th erapies, 
Ollendick (2006) remarked that, ironically, the fi eld of  behavior  therapy, 
which was originally based on the study of the individual case, has now 
given way to a reliance on group research designs and randomized clinical 
control trials. Anderson and Kim (2003) remind readers that  single-case 
designs constitute a practical method for evaluating individuals’  progress 
in clinical settings. Hayes, Barlow, and Nelson-Gray (1999) have long 
 promoted the use of single-case designs but have recently underscored 
their importance in this age of managed care where documentation 
of  client progress is not just a matter of professional ethics but one of 
 economics as well.
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Research shows that practicing clinicians make ample use of self-help 
materials. For instance, Adams and Pitre (2000) found that 68% of thera-
pists they surveyed used bibliotherapy with their clients. Th ese authors 
expressed concern, however, that estimates of program eff ectiveness were 
based on subjective impressions rather than empirical data. We contend 
that it is time that recommendations for self-help materials are based on 
empirical evidence rather than “the collective wisdom of the professional 
community,” as a review for the Authoritative Guide to Self-Help Resources 
in Mental Health (Norcross et al., 2000) states. We are encouraged by rel-
atively new outlets for the publication of empirically based case studies 
(e.g., Clinical Case Studies, Cognitive and Behavioral Practice) as well as the 
acceptance of single-case designs by journals that typically publish group 
research. Th e Journal of Clinical Psychology and the Journal of Clinical 
Psychology in Medical Settings have published single-case design articles, 
including some which have specifi cally examined self-help interventions 
(e.g., Andersson & Kaldo, 2004; Gega, Marks, & Mataix-Cols, 2004).

One such article (Watkins, 1999) describes the use of bibliotherapy on 
patients presenting to a local medical clinic with panic disorder symp-
toms. Th e author documented their progress from baseline through treat-
ment and follow-up using two separate A-B designs. Outcome data were 
comprised of self-report questionnaires with established reliability and 
validity as well as self-monitoring records. Treatment integrity data were 
comprised of self-monitoring records as well as qualitative telephone inter-
views. Treatment satisfaction was evaluated by a self-report measure as well 
as open-ended questions. Although A-B designs fall short of being able to 
establish that the treatment defi nitively caused the improvements in both 
participants’ conditions, qualitative responses indicated that they were 
using the techniques as intended, lending credence to this explanation. 
Here, the participants described their actual use of cognitive restructur-
ing, relaxation strategies, and exposure to feared situations. For example, 
one participant remarked “Find out what is in the situation that you are 
avoiding. It’s not the restaurant itself, but fear of embarrassment. Get to the 
root of it” (Watkins, 1999, p. 362). Th e participant then described practicing 
coping techniques ahead of time before placing herself in the feared situa-
tion. A fi nal element of this article involved relating participants’ responses 
to patterns in the broader research literature, including experimental group 
designs assessing the effi  cacy of this particular self-help intervention.

In summary, we recommend not only an expansion of research in the 
area of self-help but an expansion of the research methods used to gather 
knowledge about these types of interventions. In doing so, we might adapt 
qualitative methods made popular by other fi elds of inquiry in the social 
sciences. We might also revisit single-case methodology that was once the 
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linchpin of behavior therapy. Finally, we might fi ne tune our group exper-
imental designs in an eff ort to address questions that remain about the 
eff ectiveness of self-help therapies.

Th e Need to Address Diversity Issues
In discussing the future of self-help therapies, we would be remiss if we did 
not address diversity—or the current lack thereof—in this fi eld. One way 
that this issue may manifest itself is in terms of who is behind the devel-
opment of self-help programs. While we did not systematically examine 
the gender, race, ethnicity, or sexual orientation of those who created the 
self-help programs cited throughout this text, Kissling (1995) found that 
most authors of the self-help books she reviewed were white, European 
American heterosexuals. Lack of diversity is also apparent when one con-
siders the audiences to whom these materials are marketed and/or the pop-
ulations on which they have been assessed. Mann and Kato (1996) describe 
two ways in which diverse populations have been marginalized in health 
psychology research. Either they are excluded from samples or they are 
included but overlooked with regard to data analysis. Watkins and Whaley 
(2000) describe how quite disparate results might be obtained when data 
are analyzed by gender. An examination of this text would certainly reveal 
that the research cited throughout overwhelmingly relied on participants 
who were White, with gender or sexual orientation either not specifi ed or 
examined for potential diff erences in responsiveness.

Th is state of aff airs is not surprising given that the American self-help 
movement arose from White Protestant heterosexual male ideology 
(DeFrancisco, 1995). As such, Perini and Bayer (1996) contend that the 
messages contained within self-help books apply “only to some—those of 
the masculinist culture, those with money in the bank, those whose skin 
is white” (p. 294). Rosenberg (2003) concurs, noting a lack of ethnic diver-
sity in the content of self-help materials since the inception of this genre. 
DeFrancisco (1995) asserts that the self-help tradition has historic racial 
divides that mirror those of our broader society. Th us, people of diverse 
racial and ethnic backgrounds may be excluded from whatever benefi ts 
these materials might otherwise confer.

Kato (1996) identifi ed two factors that might aff ect the ability of 
 ethnic groups to benefi t from traditional interventions. First, structural 
 factors such as poverty or discriminatory policies may serve as a  barrier. 
It has been noted previously in chapter 1 of this volume that self-help 
 interventions are inherently lacking in their ability to aff ect needed 
changes in the  sociocultural environment. Second, psychological factors 
such as health beliefs common to a culture may impinge on the  success of a 
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treatment. Certainly, beliefs about personal agency might impact how eth-
nically diverse individuals respond to a self-help intervention. One might 
also expect that people from collectivist cultures in which the good of the 
group supercedes personal development may be especially alienated from 
this mode of therapy unless specifi cally tailored to address these cultural 
nuances. Language itself may present another barrier for those who are not 
native English-speakers.

In a special issue of Behavior Th erapy entitled Th irty Years of Behav-
ior Th erapy: Promises Kept, Promises Unfulfi lled, Evans (1997) wrote that 
the fi eld was well positioned to begin addressing the particular needs of 
ethnic minority groups. Over the ensuing decade, researchers seem to 
have heeded this suggestion. For instance, a special issue of Cognitive and 
Behavioral Practice, entitled Culturally Sensitive CBT, recently appeared. 
Th is issue presents research exploring the impact of race and ethnicity on 
the treatment process. One article describes the adaptation of a treatment 
manual for anxiety to a Native American population (De Coteau, Ander-
son, & Hope, 2006). Th e authors explain that the article is largely concep-
tual in that empirical data surrounding treatment of this population are 
still sparse. Nevertheless, it is our hope that articles such as this will spur 
further investigation into the use of manualized treatment approaches 
among ethnically diverse populations.

Race and ethnicity are not the only forms of diversity that the self-help 
fi eld has yet to adequately address. Self-help materials, particularly those 
focusing on interpersonal relationships, oft en presume heterosexuality 
on the part of consumers. Simonds (1992) cites feedback from a lesbian 
reader who stated, “Th e feeling I had of being invisible to you was diffi  cult 
to get past. Your book is very helpful and I ask that somewhere in it you 
acknowledge my existence” (p. 94). Th e reader suggested that the author of 
the self-help book simply add a clause to the introduction to “include me 
and others like me.” In order to make interventions more welcoming to 
individuals of diverse sexual orientations, O’Hanlan (1996) recommends 
using inclusive language, with the term “partner,” for instance, replacing 
heterosexist terms such as spouse, husband, and wife. Self-help materials, 
which oft en make use of illustrative vignettes, could include scenarios in 
which lesbian, gay, and bisexual characters appear. Even if symptom pre-
sentation and treatment strategies are the same for these groups as they 
are for heterosexuals, such representations may reduce the experience of 
marginalization.

We ask that the reader’s comments, cited above, serve as a poignant 
reminder that self-help materials be made suffi  ciently inclusive or that they 
are specifi cally tailored to the diverse groups of individuals who populate 
the United States. Inattention to the diff erential experiences of oppressed 
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groups in our society by those of us in privileged categories is quite common. 
Furthermore, it is oft en unintentional and usually not done out of malice 
(Johnson, 2001). It is our hope that this discussion will prompt inves-
tigators in this fi eld to pay greater attention to the distinctive needs of 
others who may diff er from themselves. As Mann and Kato (1996) avow, 
the goal of focusing on diversity issues is to provide eff ective care for all 
people.

Chapter Points
Research on the eff ectiveness of SATs has accelerated over the last 
30 years, with increases in both the complexity of the problems 
addressed and the approaches designed to address them.
Durability of treatment eff ects varies by type of problem addressed, 
with those problems for which intrinsic motivation to change is 
high, having the best prognosis, and those problems where extrin-
sic motivation has to be provided having the highest relapse.
A blueprint for designing eff ective SATs includes four elements: 
identifying and assessing the problem, increasing motivation, 
identifying change strategies, and applying these strategies to the 
real world.
Future research will employ increasingly sophisticated technol-
ogy and tailored treatments and will expand to address interper-
sonal behaviors, such as refl ected in the construct of expressed 
emotion, as targeted problems.
Research approaches should expand to include qualitative as well 
as quantitative strategies to enhance our knowledge of how people 
utilize self-help materials and what aspects of those materials are 
most helpful.
SATs of the future should strive for greater inclusion of minority 
groups of all types to both make such off erings more palatable to 
individuals in those groups and to increase the eff ectiveness of the 
materials themselves.
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