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Why is self-help neglected in the treatment of emotional disorders?
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ABSTRACT

Background. Although the burden of emotional disorders is very high, mental health care is only
available to a minority of patients. The literature suggests that self-help strategies, both bib-
liotherapy and self-help groups alike, are effective for various, less serious complaints but it is
unclear whether available data support a role for self-help in treatment protocols for patients with
clinically significant emotional disorders.

Method. We searched the literature with a focus on ‘anxiety’ and/or ‘depressive disorder ’. Stan-
dardized assessment of diagnosis or symptoms and randomized controlled trials were inclusion
criteria for a meta-analysis.

Results. The mean effect size of self-help (mainly bibliotherapy) v. control conditions is 0.84,
and 0.76 for follow-up; the effect sizes of self-help v. treatment are x0.03 and x0.07 respectively.
A longer treatment period is more effective.

Conclusions. Bibliotherapy for clinically significant emotional disorders is more effective than wait-
ing list or no treatment conditions. The dearth of studies on self-help groups for emotional dis-
orders does not permit an evidence-based conclusion concerning the effects of self-help groups. No
difference was found between bibliotherapy and psychiatric treatment of relatively short duration.

INTRODUCTION

This study explores the effectiveness of self-help
strategies for treatment of patients suffering
from remittent and chronic disabling mood and
anxiety disorders. Lifetime diagnoses of anxiety
and depression show extensive co-morbidity
(Mineka et al. 1998). Nearly half (47%) of those
meeting lifetime criteria for major depression
also met criteria for a co-morbid anxiety dis-
order (Regier et al. 1998).

The World Bank has reported that mental
disorders account for 9.1% of the world total
global disease burden,with 22.4%of that burden

residing in established market economies,
and half of that due to emotional disorders
(Andrews, 1998). The indirect costs to society of
depression are estimated at seven times the di-
rect costs of depression, half of the total amount
attributed to all mental disorders (Stoudemire
et al. 1986). Yet, strategies for prevention, risk
factor reduction and effective treatment of
people with emotional disorders do not seem to
have been adequately implemented. A dispro-
portionate amount of treatment effort is spent
on people with chronic psychoses compared
with those suffering from emotional disorders
(Andrews, 1998). The Camberwell Needs for
Care Survey concluded that only 28% of the
need for depression treatment and only 13% of
the need for anxiety treatment is ever met

* Address for correspondence: Dr Peter C. A. M. den Boer,
Department of Psychiatry, University Hospital Groningen, P.O. Box
30.001, 9700 RB Groningen, The Netherlands.
(Email : p.c.a.m.den.boer@acggn.azg.nl)

Psychological Medicine, 2004, 34, 959–971. f 2004 Cambridge University Press
DOI: 10.1017/S003329170300179X Printed in the United Kingdom

959

https://doi.org/10.1017/S003329170300179X Published online by Cambridge University Press

https://doi.org/10.1017/S003329170300179X


(Bebbington et al. 1997). The established mental
health care system does not have the resources
to meet the extensive need for care of people
with anxiety and depressive disorders. The kind
of shortfall between what is on offer and what
is necessary can be filled by alternatives cost-
effectively (Lovell & Richards, 2003). Such an
alternative might include self-help strategies
because of their a priori presumed low costs.
However, is there any evidence that self-help
will be effective as an alternative for the
treatment of clinically relevant emotional dis-
orders?

Self-help groups and bibliotherapy are the
two main self-help strategies. Each has its own
history of development, methodology, research
strategy and relationship with professionals.
Self-help groups are voluntary associations
of persons with similar problems which are
controlled by their own members and not by
professionals (Humphreys & Rappaport, 1994).
Professionally led ‘support groups’ should not
be confused with self-help groups. Self-help
through naturally evolved or specially created
‘ lay’ groups and networks represents the oldest
and most widely spread system of care for
‘human ills ’ (Katz, 1981). Self-help groups arise
in society when certain needs are not met by
formal health care organizations (Lieberman,
1990). Well-known examples include the
Alcoholics Anonymous groups and self-help
programmes for eating disorders. Research on
these groups and programmes is mainly the
preserve of the field of sociology and generally
concerns case histories based on anecdotal evi-
dence. Only a few studies have contained sys-
tematic comparison testing hypotheses (Katz,
1981). In the 1980s and 1990s, self-help strate-
gies were developed for the general support of
patients and relatives in addition to the regular
treatment of somatic or psychiatric disorders.
Some controlled trials examined the effective-
ness of this kind of supportive self-help groups
(Barlow et al. 1999). Bibliotherapy, as defined
byMarrs (1995), relies onwritten texts, computer
programs or audio/video-recorded material for
the purpose of understanding or solving prob-
lems concerning a person’s development or in
meeting their therapeutic needs. It became a
focus of interest for professionals in the 1970s.
Several meta-analyses were published, includ-
ing randomized as well as non-randomized

controlled effectiveness studies. Our current
focus is specifically on bibliotherapy and self-
help groups for patients with emotional dis-
orders (anxiety anddepression).What do reviews
and meta-analyses tell us about the effectiveness
of self-help in this patient population?

Four reviews by Glasgow & Rosen (1978),
Trojan (1989), Kurtz (1990) and Lieberman
(1990) support self-help as a useful component
in the treatment of psychiatric patients. Self-
help manuals are reported as being effective for
several phobic anxieties (Glasgow & Rosen,
1978). Members of self-help groups have re-
ported the reduction of disease-related stress
and increased competence and social activation
(Trojan, 1989). Studies of local peer mutual-aid
networks have reported reduced symptoma-
tology and use of professional services (Kurtz,
1990). However, from a methodological point
of view, the quality of the studies, all published
before 1990, is rather unsatisfactory, at least
those reviewed by Trojan (1989) and Lieberman
(1990).

Five meta-analyses of self-help strategies have
been published, four concerning bibliotherapy
and one on self-help groups. Mean effect sizes
(ES) for bibliotherapy (Scogin et al. 1990a ;
Gould & Clum, 1993; Marrs, 1995; Cuijpers,
1997) range from 0.53 to 0.96 for various target
problems, ranging from ‘minor ’ problems
(assertion skills, study skills, parental skills,
difficulties with sleep, sex, and memory) to po-
tentially clinical disorders (depression, anxiety,
habit disorders). The effects on anxiety and
mood disturbances fell within this range (Gould
& Clum, 1993; Marrs, 1995). Differences be-
tween self-administered and therapist-adminis-
tered treatments were non-significant (Scogin
et al. 1990a ; Marrs, 1995; Cuijpers, 1997). Only
one meta-analysis (Barlow et al. 1999) examined
studies of self-help groups but no conclusions
can be drawn concerning emotional disorders.
However, most studies of the meta-analyses
included subjects who suffered from relatively
‘minor ’ problems recruited by the media or
students, while a few were randomized clinical
trials. These reviews and meta-analyses do not
permit conclusions on the effectiveness of self-
help for patient populations with clinically
significant emotional disorders. It was there-
fore decided to perform a meta-analysis that
only included randomized controlled trials

960 P. C. A. M. den Boer et al.

https://doi.org/10.1017/S003329170300179X Published online by Cambridge University Press

https://doi.org/10.1017/S003329170300179X


concerning emotional disorders which were
likely to disturb all areas of social functioning.

METHOD

Objective

To examine whether the reported effectiveness
of self-help strategies (bibliotherapy and self-
help groups) would hold true for clinically sig-
nificant emotional disorders by testing the
hypothesis that self-help strategies are (1) as
effective as treatment by professionals, and (2)
more effective than no treatment, and, if suf-
ficient data are available, whether the results are
modified by (1) the length of treatment or fol-
low-up, or (2) the severity of the illness.

Inclusion criteria

Randomized controlled trials that used symptom
measures or a psychiatric diagnosis and com-
pared bibliotherapy or self-help group with
placebo or waiting list conditions and usual
treatment conditions. Studies of mild emotional
disorders were excluded, such as simple phobias
which do not affect broad areas of social func-
tioning. The diagnosis was based on a structured
clinical interview for assessment of a DSM or
ICD diagnosis or on assessment scales using a
cut-off score to establish caseness. Insufficient
data to allow meta-analytical pooling was cause
for exclusion. Trials exclusively concerning
children and adolescents were excluded. Self-
help was defined as a therapeutic intervention
for self-treatment administered through group
meetings (self-help groups) or bibliotherapy,
mainly independent of professionals. We re-
stricted the self-help strategies to include those
that were found to be relevant in the reviews and
meta-analyses referred to because the exclusive
objective of this study was whether the reported
results would also apply to clinically significant
emotional disorders.

Methods of the review

Screening of the studies, quality assessment and
data extraction were performed by the first
author. Any doubt about inclusion was dis-
cussed with the co-authors. Study quality was
assessed according to the Delphi criteria list
for the quality assessment of randomized con-
trolled trials for conducting systematic reviews
(Verhagen et al. 1998).

Literature search

In total, the meta-analyses referred to con-
cerned a comprehensive search in electronic
databases, databases of dissertation and
psychological abstracts, reference lists and hand
searches of relevant journals, covering the
literature from the 1970s to the 1990s, using
the keywords ‘self-help’, ‘self-treatment ’, ‘ self-
help group’ and ‘bibliotherapy’, including 118
studies on bibliotherapy and 26 on self-help
groups. We performed an additional search for
the 1990–2000 period in Medline, PsychINFO
and the Cochrane Library, not restricting for
language, using the same keywords as above
and adding ‘randomization’ and ‘anxiety or
depressive disorder’ according to the objective
of the study, selecting for randomized con-
trolled trials and clinically relevant psychiatric
disorders. This resulted in another 28 hits for
bibliotherapy and 7 for self-help groups. The
total sample encompassed 179 studies, including
two studies of German language. The titles and
abstracts of the studies were screened for first
orientation on inclusion criteria. Of the 179
studies, 34 studies, all concerning emotional
disorders, were selected for detailed examination
on the inclusion criteria, 18 of which were sub-
sequently excluded, see the Appendix (on p. 13)
for excluded studies and exclusion reasons. Only
16 studies met all criteria, including one study
of German language (Rosner et al. 1999). Two
studies (Scogin et al. 1990b ; White, 1995) re-
ported on the same population of former studies
(Scogin et al. 1989; White, 1998) and were
thus pooled. Therefore, our meta-analysis com-
prised 14 studies: 13 on bibliotherapy (8 new
studies not included in previous meta-analyses)
and one on self-help groups (new). Nine con-
cerned mood disorders, four anxiety disorders
and one both. The self-help conditions and
the treatment conditions were mainly based on
cognitive behavioural principles. Patients were
adult and elderly persons with depression or
anxiety disorders recruited by press announce-
ment (n=9) or from referrals to mental health
care facilities (n=5). Nearly two-thirds of the
studies concerned patients with chronic con-
ditions or patients with a prior treatment history
having had previous treatment. Diagnosis was
based on a structured clinical interview for as-
sessment of a DSM-III, DSM-III-R or ICD-10
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Table 1. Meta-analysis on the effectiveness of self-help in the treatment of emotional disorders : study characteristics

No. Study Diagnosis Inclusion Recruitment Illness duration
Age

(years) Measures

1 Al-Kubaisy et al. 1992 Phobia ICD-10; FTPQo20 Referred patients >14 years 18–60 FTPQ avoid/fear ; FQ Total
2 Bright et al. 1999 Major depression;

Dysthymia
SCID Media All previously treated 21–72 BDI; HRSD

3 Brown & Lewinsohn, 1984 Unipolar depression RDC Media ¡9 years 16–65 BDI; CES-D
4 Landreville & Bissonette, 1997 Unipolar depression IDD Media; referred

patients
¡10 years disability o55 GDS; BDI

5 McNamee et al. 1989 Panic disorder with
agoraphobia

SCID Referred patients Mean 12 years;
range 2–40

29–60 Phobic target ; Global phobia

6 Rosner et al. 1999 Unipolar depression HRSD >16 Media — 22–76 BDI
7 Schelver & Gutsch, 1983 Social anxiety SADS upper 15% Students >1 year Students SADS; FNE; State (STAI)
8 Schmidt et al. 1983 Unipolar depression RDC Media 80% prior treatment M=42 BDI; SDS; MMPI-D; DACL
9 Scogin et al. 1987 Unipolar depression HRSD o10 Media — o60 HRSD; GDS; BDI
10 Scogin et al. 1989 Unipolar depression HRSD o10 Media — o 60 HRSD; GDS
11 Selmi et al. 1990 Unipolar depression RDC Media >6 months Adults BDI; HRSD; SCL-90-R depr.
12 Tyrer et al. 1993 Dysthymia; Panic

disorder ; GAD
SCID Referred patient Previously treated 17–76 HADS depression/anxiety

13 White, 1995 Anxiety disorders ADIS-R Referred patient >2 years M=38 HAD-anxiety
14 Wollersheim & Wilson, 1991 Unipolar depression DSM-III ; MMPI-D To70 Media 50% previously treated 22–68 BDI; MMPI-D; SDS

No., Research number; Diagnosis : GAD, Generalized Anxiety Disorder ; Inclusion : FTPQ, Four Target Phobia Questionnaire ; SCID, Structured Clinical Interview for DSM-III-R; RDC,
Research Diagnostic Criteria ; IDD, Inventory to Diagnose Depression for DSM-III-R; HRSD, Hamilton Rating Scale for Depression ; SADS, Social Avoidance and Distress Scale ; ADIS-R,
Anxiety Disorder Interview Schedule – Revised; Measures : FTPQ avoid/FTPQ fear=Self-report/observer-rated Four Target Phobias (FTPQ) avoid/fear ; FQ, Self-report Fear Questionnaire
(FQ); BDI, Self-report Beck Depression Inventory; HRSD, Observer-rated Hamilton Rating Scale for Depression ; CES-D, Self-report Centre for Epidemiologic Studies Depression Scale ;
GDS, Self-report Geriatric Depression Scale ; Phobic tar/Global ph, Observer-rated phobic target and global phobia; SADS, self-report Social Avoidance and Distress Scale ; FNE, Self-report
Fear of negative Evaluation Scale ; State (STAI), Self-report State or Trait Anxiety Inventory ; SDS, Self-rating Depression Scale ; MMPI-D, Self-report Minesota Multiphasic Personality
Inventory Depression scale ; DACL, Self-report Depression Adjective Checklist ; SCL-90-R d., Self-report Hopkins symptom Checklist depression scale ; HADS anx/depr, Self-report Hospital
Anxiety and Depression Scale.
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diagnosis (n=9) or on assessment scales using a
cut-off score for inclusion (n=5). Details can be
found in Table 1 for study characteristics and
Table 2 for study conditions and post-treatment
and follow-up results.

Quality of included studies

Nine items were assessed in accordance with
the Delphi list (Verhagen et al. 1998). All studies
were randomized controlled trials in concord-
ance with the inclusion criteria. Concealment
procedure of treatment allocation was only re-
ported in one study (Tyrer et al. 1993). Three
studies did not adequately report baseline data
(Schelver & Gutsch, 1983; Selmi et al. 1990;
Wollersheim & Wilson, 1991). All were active
treatment conditions, which are almost imposs-
ible to blind for patient and caregiver. Three
studies reported assessor blinding (McNamee
et al. 1989; Al-Kubaisy et al. 1992; Tyrer et al.
1993). Point estimates and measures of varia-
bility were presented for the primary outcome
measures. Only three studies included intention-
to-treat analyses (Tyrer et al. 1993; White, 1995;
Rosner et al. 1999). One study (Tyrer et al. 1993)
scored the highest possible score for active
intervention trials (7 out of 9 items of the
Delphi list). Three studies (Schelver & Gutsch,
1983; Selmi et al. 1990; Wollersheim & Wilson,
1991) scored low (2 or 3 items of the Delphi list),
insufficiently describing baseline similarity of
the samples of the compared conditions, in
contrast with the remaining studies which
achieved moderate scores (4 or 5 items of the
Delphi list).

Statistics

A meta-analysis aims to integrate a large num-
ber of results (Glass et al. 1981). Effect sizes are
defined as the standardized mean difference (g)
between a treatment group and a control group
in terms of an outcome variable. Here ‘d ’ is the
corresponding unbiased effect size estimator.
We used the computer program META, version
5.3, developed by Schwarzer (1989).

The observed variability in sample estimates
of effect size is partly due to variability in the
underlying population parameters and partly
due to sampling error. Therefore, assuming het-
erogeneity in the study set, a ‘random effects
model ’ (Hedges & Olkin, 1985; Schwarzer,

1989), was applied. A test of homogeneity serves
to examine whether the separate effect sizes
can be considered as being samples from a
common population of effect sizes. Data are
homogeneous if 100% of the observed variance
is explained by sampling error, which is desired.
When only a percentage can be explained by
sampling error, this suggests that the ob-
served differences in the results of individual
studies might be caused by factors other than
change. Control for moderator variables is then
necessary.

Publication bias influences the reliability of
population effect sizes. We computed a ‘fail safe
n ’ (Orwin, 1983) to estimate the number of
studies with non-significant results that would
be required to convert a significant meta-ana-
lytic finding into a non-significant one. Nearly
all the studies included reported more than one
outcome measure. To avoid disproportionate
weighting of the studies with more measures,
multiple outcome measures were averaged to
obtain one effect size per treatment comparison
in each study according to Scogin et al. (1990a)
and Marrs (1995). Several studies compared a
number of contrast groups. For each of these,
the mean effect size was calculated. Post-treat-
ment and follow-up comparisons were made, if
available. A sensitivity analysis was performed
to control for the influence of self or rater-
assessment on the mean effect size estimate.

The analysis included 16 post-treatment
comparisons of self-help v. control conditions
(placebo/waiting list) and 16 self-help v. contrast
treatment conditions. Five follow-up compari-
sons could be made with placebo conditions,
9 for the contrast treatment conditions. Details
can be found in Table 2 for study conditions and
post-treatment and follow-up results.

RESULTS

The results are summarized in Table 3. The
mean effect size of the self-help v. control con-
ditions comparisons is 0.84 [95% confidence
interval (CI)=0.65–1.02; n=490]. A test for
homogeneity shows that 100% of the variance
can be explained by sampling error, which
indicates that differences between samples are
absent. A total of 50.8 studies would be necess-
ary in order to reduce the effect size to 0.20
indicating absence of effect (Orwin’s fail safe n).
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Table 2. Meta-analysis on the effectiveness of self-help in the treatment of emotional disorders :
study conditions, post-treatment (T1) and follow-up period (T2), and results

No. Conditions (n) Comparison T1 dT1 T2 dT2

1 (1) Bibliotherapy (n=26). Behavioural therapy principles, manual :
Living with Fear (Marks, 1980). Additional 6r60-min instruction
sessions.

1 v. 2
1 v. 3

8
8

0.92
x0.28

14
14

1.00
x0.18

(2) Control condition (n=25). Relaxation audiotape. Additional
6r60-min instruction sessions.

(3) Treatment condition (n=25). 6r60-min instruction sessions and
9r90-min sessions, clinician accompanied exposure plus
self-exposure.

2 (1) Self-help group (n=13). Mutual support group, informal exchanges,
focused on interpersonal insight and disclosure.

1 v. 3 10 0.01

(2) Self-help group (n=14). Cognitive behavioural principles; 90-min
sessions, weekly, manual : Feeling Good (Burns, 1989). No additional
contact, except for one peer, who have had training managing the
manual.

1 v. 4
2 v. 3

10
10

x0.15
0.44

(3) Treatment condition (n=22). Mutual support group, informal
exchanges, focussed on interpersonal insight and disclosure, lead by
professionals.

2 v. 4 10 0.24

(4) Treatment condition (n=18). Group cognitive behavioural therapy;
90-min sessions, weekly, manual : Feeling Good (Burns, 1989), lead by
professionals.

3 (1) Bibliotherapy (n=14). Cognitive behavioural therapy principles,
manual : Control Your Depression (Lewinsohn, 1978). Additional
one session initially, subsequent phone-contact 10–35 min, 12 sessions.

1 v. 2
1 v. 3

8
8

0.43
x0.00 12 x0.21

(2) Control condition (n=11). Delayed treatment control, waiting list. 1 v. 4 8 0.11 12 0.36
(3) Treatment condition (n=25). Cognitive behavioural therapy,

manual : Control Your Depression (Lewinsohn, 1978) ; class tutoring,
12 sessions.

(4) Treatment condition (n=13). Cognitive behavioural therapy,
manual : Control Your Depression (Lewinsohn, 1978) ; individual
tutoring.

4 (1) Bibliotherapy (n=10). Cognitive behavioural principles, manual :
Feeling Good (Burns, 1989). Additional maximal 15-min phone-
contact once a week.

1 v. 2 4 0.30

(2) Control condition (n=13). Delayed treatment control, waiting list.
Additional maximal 15-min phone-contact once a week.

5 (1) Bibliotherapy (n=9). Cognitive behavioural therapy principles,
manual : Living with Fear (Marks, 1980). Additional 12-min phone-
contact, weekly 8 weeks and 2-weekly for 4 weeks.

1 v. 2 12 1.05 32 1.10

(2) Control condition (n=9). Relaxation audiotape. Additional 12-min
phone-contact, weekly 8 weeks and 2-weekly for 4 weeks.

6 (1) Bibliotherapy (n=10). Cognitive behavioural therapy principles,
manual. Additional 20-min phone-contact, weekly, non-directive,
by non-professionals.

1 v. 1
1 v. 3

20
20

x0.06
0.09

(2) Treatment condition (n=18). Cognitive behaviour therapy, manual,
weekly.

20

(3) Treatment condition (n=12). Focussed expressive therapy, manual,
weekly.

7 (1) Bibliotherapy (n=11). Cognitive therapy principles (Ratio-Emotive
Therapy), manual : A New Guide of Rational Living (Ellis & Harper,
1961). Additional initial phone-contact, interview and orientation
meeting.

1 v. 2
1 v. 3

5
5

0.94
0.35

(2) Control condition (n=12). No-treatment control. Additional initial
phone-contact, interview and orientation meeting.

(3) Control condition (n=12). Self-administered attention placebo
condition: Man’s Search for Meaning (Frankl, 1959). Additional
initial phone-contact, interview and orientation meeting.

8 (1) Bibliotherapy (n=12). Cognitive behavioural therapy principles,
manual. Additional initial contact, the first treatment week and a
phone-contact in week 4 to offer encouragement and answer client
questions.

1 v. 2
1 v. 3

8
8

1.41
x0.21

18
18

0.26
x0.25

(2) Control Condition (n=10). Delayed treatment control, waiting list.
No treatment contact.

1 v. 4 8 x0.02 18 x0.10
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The mean effect size of the self-help v.
contrast treatment conditions comparisons is
x0.03 (95% CI x0.20 to 0.14; n=543). A test
for homogeneity shows that 100% of the vari-
ance is attributable to sampling error.

The follow-up mean effect size for the
self-help v. control conditions comparisons is
0.76 (95% CI 0.09–1.42; n=130). The wide

confidence interval might include a clinically
unimportant advantage to self-help. The test for
homogeneity indicates that 35.9% of the vari-
ance can be explained by sampling error and
64.1% by population variance. Cluster analy-
sis distinguished two clusters at a 5% level
of significance. Therefore, two studies were
re-analysed. Study 8 (Schmidt & Miller, 1983)

Table 2 (cont.)

No. Conditions (n) Comparison T1 dT1 T2 dT2

(3) Treatment condition (n=11). Cognitive behavioural therapy,
individual, manual.

1 v. 5 8 0.88 18 0.48

(4) Treatment condition (n=11). Cognitive behavioural therapy, 2 small
groups, 90-min sessions, weekly, manual.

(5) Treatment condition (n=12). Cognitive behavioural therapy, large
group, 90-min sessions, weekly, manual.

9 (1) Bibliotherapy (n=9). Cognitive behavioural therapy principles,
manual : Feeling Good (Burns, 1989). Additional 10-min phone-
contact, weekly, supportive.

1 v. 2
1 v. 3

4
4

1.34
0.83

8 x0.28

(2) Control condition (n=8). Delayed treatment control, waiting list.
(3) Control condition (n=8). Self-administered attention placebo

condition: Man’s Search for Meaning (Frankl, 1959). Additional
10-min phone-contact, weekly, supportive.

10 (1) Bibliotherapy (n=19). Behavioural therapy principles, manual :
Control Your Depression (Lewinsohn, 1986). Additional phone-
contact, weekly.

1 v. 3
2 v. 3

4
4

0.34
1.05

(2) Bibliotherapy (n=21). Cognitive behavioural therapy principles,
manual : Feeling Good (Burns, 1980). Additional phone-contact,
weekly.

(3) Control condition (n=21). Delayed treatment control, waiting list.

11 (1) Bibliotherapy (n=12). Cognitive behavioural therapy principles,
interactive computer program, 6 sessions. Additional initial and at
the end of a session; on request while the patient was interacting with
the computer.

1 v. 2
1 v. 3

10
10

1.26
0.14

18
18

1.67
0.12

(2) Control condition (n=12). Delayed treatment control. No treatment.
(3) Treatment condition (n=12). Cognitive behavioural therapy,

6 sessions, manual.

12 (1) Bibliotherapy (n=40). Psycho-education, self-help treatment
package and relaxation tape. Additional 15-min sessions in weeks
0, 1, 2, 4, 6.

1 v. 2
1 v. 3

10
10

1.10
x0.42

(2) Control condition (n=26). Placebo pills.
(3) Treatment condition (n=80). Cognitive behavioural therapy,

1-h sessions in weeks 0, 1, 2, 4, 6.

13 (1) Bibliotherapy (n=21). Cognitive behavioural therapy principles and
psycho-education, self-help anxiety management package (Stresspac)
and relaxation tape. Additional one 30-min session.

1 v. 2
1 v. 3

12
12

0.99
0.70

(2) Control condition (n=21). Waiting-list control.
(3) Control condition (n=20). Placebo, 30-min session, advice on ways

of coping with anxiety.

14 (1) Bibliotherapy (n=8). Cognitive behavioural therapy principles,
manual : ‘Bye bye blues : overcoming depression’ (Wollersheim, 1980).
Additional initial contact in the first treatment week,
once midway the treatment, and a final contact.

1 v. 2
1 v. 3

11
11

0.36
0.36 37 0.05

(2) Control condition (n=8). Delayed treatment control. 1 v. 4 11 0.31 37 x0.25
(3) Treatment condition (n=8). Cognitive behavioural therapy, weekly 2-h

sessions.
(4) Treatment condition (n=8). Supportive therapy, weekly 2-h sessions.

No., Research number; T1, T2 in weeks; dT1=d post-treatment; dT2=d follow-up, whereas d=unbiased standardized mean difference, a
positive sign means that the effect size ‘d ’ of the self-help condition is greater than the effect size of the control condition; a negative sign means
that the difference is in the opposite direction.
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revealed an opposite pattern of effects on the
Self-report Social Avoidance and Distress Scale
(DACL) on the one hand and the three
measures of depression on the other. Since
depression is a main focus of this study, the
DACL could have been excluded giving an in-
creased average mean difference between trial
arms. Study 9 (Scogin et al. 1987) had several
weaknesses : (1) a very small sample size (n=24)
was randomized to three conditions; (2) baseline
differences between group characteristics were
found, for instance on the Self-report Geriatric
Depression Scale (GDS); (3) the contrast
‘placebo’ manual could have been of thera-
peutic value ; (4) an unusually short treatment
and follow-up period (1 month) was used. We
conclude that the inclusion of the DACL in
study 8 and the study characteristics of study
9 may account for the heterogeneity between
the studies. Correction for the mean average of
study 8 and exclusion of study 9 would increase
the mean effect sizes of the meta-analysis of the
self-help v. control conditions comparisons, and
of the follow-up mean effect sizes as well.

The follow-up comparisons of self-help with
contrast treatment conditions revealed a mean
effect size of x0.07 (95% CI x0.33 to 0.19;
n=236; where 100% of the variance could
be explained by sampling error), implying that
there is no difference between the effect of self-
help and contrast treatment during follow-up.

Does treatment or the follow-up period
modify the results? The treatment period varied

between 4 and 12 weeks for 16 self-help v. con-
trol conditions comparisons with a median of
8 weeks. The average mean difference for com-
parisons of a short treatment episode (4 weeks:
n=5; 5 weeks: n=2) is 0.74; for 8 weeks (n=3)
it is 0.92 and for more than 8 weeks (10 weeks:
n=2; 11 weeks: n=1; 12 weeks: n=3) it is 0.91.
A treatment period of 8 weeks or more seems
to be somewhat more effective than a shorter
treatment period.

Does severity of illness influence the results?
A subset of 8 studies (Schmidt & Miller, 1983;
Brown & Lewinsohn, 1984; McNamee et al.
1989; Al-Kubaisy et al. 1992; Tyrer et al. 1993;
White, 1995; Landreville & Bissonette, 1997;
Bright et al. 1999) reported on referred patients,
people who had had prior treatment or whose
illness had lasted more than 2 years. Eight post-
treatment and only 3 follow-up comparisons
were available for self-help v. placebo control
conditions, and there were also 9 post-treatment
and 6 follow-up comparisons for self-help v.
contrast treatment conditions. The mean effect
size of the self-help v. placebo control conditions
comparisons is 0.88 (95% CI 0.63–1.12, n=
288). A test for homogeneity indicated that
100% of the variance could be attributable to
sampling error. Orwin’s fail safe n reveals that
27 new studies are needed to reduce the effect
to 0.20. Three follow-up comparisons are too
few for re-analysis. However, the mean effect
sizes are 1.15, 0.28 and 0.43, indicating a posi-
tive trend. The post-treatment mean effect

Table 3. Meta-analysis on the effectiveness of self-help in the treatment of emotional disorders :
summary of the results

Comparison conditions
Number of
comparisons n

Effect size
difference

95%
Confidence
interval

Orwin’s
fail safe n

Test for
homogeneity

(%)

Total study sample (14 studies) :
Clinically significant emotional disorders

Self-help v. control condition post-treatment 16 490 0.84 0.65 to 1.02 50.8 100
Self-help v. contrast treatment post-treatment 16 543 x0.03 x0.20 to 0.14 100
Self-help v. control condition follow-up 5 130 0.76 0.09 to 1.42 35.9
Self-help v. contrast treatment follow-up 9 236 x0.07 x0.33 to 0.19 100

Subsample (8 studies) :
Severity of disease defined as (1) prior treatment, or
(2) illness duration >2 years
Self-help v. control condition post-treatment 8 288 0.88 0.65 to 1.12 27 100
Self-help v. contrast treatment post-treatment 9 373 x0.15 x0.36 to 0.06 100
Self-help v. control condition follow-up 3
Self-help v. contrast treatment follow-up 6 181 x0.03 x0.32 to 0.27 100
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size of the self-help v. contrast treatment con-
ditions comparisons is x0.15 [95% reliability
interval (RI)=x0.36 to 0.06, n=373]. A test
for homogeneity indicated that 100% of the
variance could be attributed to sampling error.
The mean effect size of the self-help v. contrast
treatment conditions follow-up comparisons
is x0.03 (95% RI x0.32 to 0.27, n=181). A
test for homogeneity indicated that 100% of
the variance could be attributed to sampling
error.

Are the results affected by whether outcomes
are self-rated or not? Mood and anxiety affect
cognitive functioning and therefore might
bias self-assessment. Study 4 (Landreville &
Bissonette, 1997) found a moderate to high
correlation between participants’ and significant
other persons’ ratings. We examined differences
in the estimated mean effect sizes for self v.
rater-assessed measures by analysing all studies
(n=6) using self and rater-assessed measures.
Five studies (Schelver & Gutsch, 1983; Scogin
et al. 1987, 1989; Selmi et al. 1990; Al-Kubaisy
et al. 1992) reported a post-treatment self-help
v. control conditions comparison and two
(Al-Kubaisy et al. 1992; Bright et al. 1999) a
post-treatment self-help v. contrast treatment
conditions comparison. We recalculated out-
comes for post-treatment self-help v. waiting list
(or placebo) conditions. The mean effect size of
6 comparisons (n=197) is 0.69 for self-assess-
ment and 1.40 for rater assessment, a significant
difference (T=2.84; p<0.005). Exclusion of
self-rated assessments would therefore improve
the overall results of self-help.

DISCUSSION

This meta-analysis shows a robust effect for bib-
liotherapy as a self-help treatment for emotional
disorders such as anxiety and depression which
might be chronic and remitting. Bibliotherapy
is significantly more effective than placebos or
waiting lists (ES=0.84) and may be as effective
as professional treatment of relatively short
duration (ES=x0.03). The effect size is re-
markably similar to those reported in previous
meta-analyses on self-help (ranging from 0.59
to 0.96), all except one concerning miscellaneous
targets, mainly minor problems for samples
recruited by media advertisements. Our effect
size equals the results of cognitive therapy in

depressed patients (ES=0.82; Gloaguen et al.
1998) and is larger than the effect size of anti-
depressants (ES=0.50; Joffe et al. 1996).

The methodological limitations of our study
are the restrictions of the search and the quality
of the trials included. We presumed the searches
of former meta-analyses to be comprehensive,
covering the literature from the 1970s to the
1990s, and performed an additional search
for the 1990–2000 period in several electronic
databases. However, systematic reviews based
on a search of the English language literature
accessible in the major bibliographic databases
will often produce results that are close to those
obtained from reviews based on more compre-
hensive searches free of language restrictions.
The search was not restricted to the English
literature, which is important in psychiatry.
Controlling for the influence of unpublished
trials (Orwin’s fail safe n), 50.8 studies with
non-significant results would need to be found
in order to reduce the effect size to absence of
effect. It is unlikely that a more comprehensive
search would profoundly alter the results.
Moreover, hard to locate and unpublished trials
may be of lower quality and bias the meta-
analysis (Egger et al. 2003). In contrast to pre-
vious meta-analyses on bibliotherapy, a strong
aspect of the study was the restriction to ran-
domized trials. However, trials in which con-
cealment is either inadequate or unclear (lack
of information), as was the case in most of the
studies included, yield larger estimates of treat-
ment effects compared with trials in which
authors report adequately concealed treatment
allocation (Schultz et al. 1995). Most studies
did not blind the assessor or include intention-
to-treat analysis, which can bias the results as
well. Sensitivity analyses of these aspects were
not performed because of the small number of
studies. Further limitations included the small
sample sizes, the relatively short duration of
treatment of 4–20 weeks (the acute phase of
treatment only according to APA guidelines)
and the restriction to mainly bibliotherapy,
usually based on the principles of cognitive
behavioural treatment. Strong aspects of the
study include the inclusion criteria and the re-
sults of sub-analyses. Inclusion was restricted to
populations of adults with established emotion-
al disorders. Disorders such as arachnophobia
and acrophobia, which are unlikely to be of
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clinical significance, were excluded. Referral for
psychiatric treatment as a method for recruit-
ment and chronic duration of illness do not
seem to have affected the results, as shown by a
sub-analysis of eight studies with patient popu-
lations with a duration of illness of more than
two years and/or previous treatment. This sub-
set produced a similar result (ES=0.88). The
significantly higher effect size for observer-rated
assessments as compared to self-reports adds
to the strength of our meta-analytical findings.
The five meta-analyses on self-help mentioned
earlier concerned patient populations mainly
based on media recruitment and all conclude
that self-help modalities for these ‘pre-clinical ’
patients are effective. In our sub-analysis of
referred patients we found a similar effect size
for a specified clinical population. This suggests
that any potential bias of recruitment method
is of minor importance. Because there is a lack
of information about loss of social functioning
due to psychiatric disorder, we confined our
conclusion to a clinical population of emotional
disorders of potentially severe outcome. More
trials need to be performed on this subject.
Hopefully new trials will perform adequately
and report concealment of randomization. The
development of the standardizing meta-analysis
methodology and quality assessment of trials
and the rapidly extending hand-searched data-
base of randomized controlled trials in the
Cochrane Library would make it worthwhile
starting a meta-analysis on bibliotherapy ac-
cording to the methodology of the Cochrane
Library with periodically performed updates.
We found only one study on self-help groups.
The effectiveness of self-help groups for
emotional disorders still remains under-
researched in controlled studies. What is the
reason for this? The history of the twentieth
century reveals two different developments.
Patients whowere dissatisfiedwithmental health
care initiated self-help groups. These were stud-
ied by sociologists with their own methodology
but not explored by controlled studies (Katz,
1981). Self-help groups did not enter the field
of evidence-based medicine. Bibliotherapy, de-
veloped as therapeutic manuals by psychologists
and psychiatrists, became a subject of random-
ized controlled studies as an alternative for
professional treatment. It is generally felt to be
unethical to refer patients to self-help when

treatment by professionals is called for. Never-
theless, self-help groups do have an important
role to play in mental health care. Data from the
National Comorbidity Survey reveal that the
self-help sector was used in conjunction with
other sectors of outpatient mental health care
facilities in 63% of cases (Kessler et al. 1994).
Kessler et al. (1994) suggest that the system-
atic incorporation of self-help groups as part of
a comprehensive treatment programme could
reduce the number of visits to mental health
professionals.

Cost-effectiveness was not the object of the
studies included in this or earlier meta-analyses.
They do, however, suggest that bibliotherapy
and self-help groups will be of interest in this
respect. Further research in this area is necess-
ary. This also applies to the long-term effects
of bibliotherapy. Like other types of treatment,
bibliotherapy or self-help groups may not suit
or benefit all patients. Therefore, research is
needed on patient characteristics predicting
outcome.

Two more issues deserve to be mentioned.
First, psycho-education is part of many treat-
ment strategies. This may be considered as a
kind of bibliotherapy, for example Lewinsohn’s
‘Coping with depression’ course, containing
12 sessions and 2 booster sessions (Lewinsohn
et al. 1986). According to Cuijpers (1998),
Lewinsohn’s course is an effective treatment
for unipolar depression and useful in an active
outreach approach for people recruited by
media who might not otherwise seek treatment.
Second, how effective are trained volunteers or
lay workers in using specific treatment models
as paraprofessionals? Christensen & Jacobson
(1994) concluded that paraprofessionals usually
produce effects that are greater than those of
control conditions and comparable to those
of professional therapists. A controlled study
(Bright et al. 1999) suggests that paraprof-
essionals are as effective as professionals in
reducing the symptoms of depressed patients
by cognitive-behavioural group therapy. It
seems a worthwhile avenue to study the effects
of courses led by paraprofessionals. Training
lay people in giving courses on how to use
therapeutic manuals is an interesting field for
future exploration.

Is it time for doctors to reconsider their
professional role in the treatment of emotional
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disorders? Do psychiatrists underestimate the
value of the acquisition of knowledge by
patients? Do psychiatrists and psychotherapists
overestimate the importance of the therapeutic
relationship and of their own level of experi-
ence? The results of our meta-analysis suggest
that these are issues that need more attention
from researchers.
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APPENDIX

Meta-analysis on the effectiveness of self-help in the treatment of emotional disorders : excluded studies and

reasons of exclusion

Study Reason for exclusion by absence of

1 Becu et al. 1993 Randomized controlled design
2 Jerrell et al. 1994 Anxiety or depression symptom measures
3 Kassinove et al. 1980 Anxiety or depression symptom measures
4 Katon et al. 1995 Self-help comparison condition
5 Keller et al. 1975 Assessment of a diagnosis or cut-off score to establish caseness
6 Kelly et al. 1993 Self-help comparison condition
7 Kuhns, 1997 Assessment of a diagnosis or cut-off score to establish caseness
8 Lang et al. 1970 Assessment of a diagnosis or cut-off score to establish caseness
9 McClaskey, 1970 Anxiety or depression symptom measures

10 Monti et al. 1979 Anxiety or depression symptom measures
11 Robinson et al. 1997 Self-help comparison condition
12 Salaberria & Echeburua,

1998
Self-help comparison condition

13 Schmidt, 1980 Assessment of a diagnosis or cut-off score to establish caseness
14 Schmidt & Miller, 1983 Self-help comparison condition
15 Schulze et al. 1997 Self-help comparison condition
16 Scogin et al. 1985 Assessment of a diagnosis or cut-off score to establish caseness
17 Telch et al. 1995 Self-help comparison condition
18 Tyrer, 1996 Anxiety or depression symptom measures
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