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Objective: The objective of this study was to develop and evaluate a low-
cost, strengths-based group intervention led jointly by peer counselors
and professional counselors to foster recovery among adults with serious
mental illnesses. Methods: Cohort 1 included development of materials
and a feasibility pilot, with participants recruited from community
mental health centers (CMHCs). Cohorts 2 and 3 included a small ran-
domized controlled trial with participants recruited from members of
a not-for-profit, integrated health plan. Cohorts 4 and 5 involved evalu-
ation of the most appropriate length for the intervention with a pre-post
design that allowed intervention length to vary between 12 and 18 ses-
sions; participants and peer leaders were recruited from two CMHCs
(N=82). Results: Participants were very satisfied with the recovery-
focused group intervention, preferred a greater number of weekly
sessions (17 or 18 sessions), and reported improved outcomes across
multiple domains. Conclusions: Using peer-developed materials and a
combination of peer and professional counselors as group leaders is
feasible to offer and valuable to participants. Outcomesmeasures suggest
that the intervention has potential to facilitate recovery in multiple
domains. (Psychiatric Services 64:1211–1217, 2013; doi: 10.1176/appi.
ps.201200546)

Mental health care continues
to move toward recovery-
oriented, consumer-directed

services (1–4). Central to this trans-
formation are services that promote
self-determination and mental health
care–related activation, hope, and
belief in recovery; are based on
respect; and recognize that individ-
uals have different needs, prefer-
ences, goals, and recovery pathways
(1).

Few conventional mental health
services can be characterized asmeeting
these objectives; thus new approaches
are being developed. Peer-provided
services represent one promising ap-
proach (5), with recovery supported by
both providers and consumers, includ-
ing through processes of experiential
learning, natural supports, and peer role
models (6). Recent systematic reviews
suggest that peer-provided services can
be as effective as conventional services

for many outcomes (7,8); however,
high-quality evidence remains lim-
ited, and randomized controlled trials
(RCTs) are needed (8).

We report results of a project to
develop and evaluate a group recovery
intervention led jointly by peer and
professional counselors. The inter-
vention was based on the consumer-
developed self-help recovery workbook
Pathways to Recovery: A Strengths
Recovery Self-Help Workbook (9). The
goal was to promote recovery by pro-
viding a safe, supportive community
environment and an atmosphere of
acceptance; by fostering self-worth,
dignity, and respect; and by facilitat-
ing learning from others with relevant
knowledge and experience (10).

Methods
We first developed a facilitator’s man-
ual (available at www.kpchr.org/RGP),
although a different manual has since
been published (11), and conducted
a six-week feasibility study (cohort 1).
We then conducted a small RCT of
a ten-week intervention (cohorts 2
and 3), using a delayed-intervention
control group that received the in-
tervention immediately after the first
follow-up assessment point (after com-
pletion of the intervention by partic-
ipants in the intervention group). Both
intervention and delayed-intervention
control groups received the same as-
sessments; the only difference be-
tween the two groups was the timing of
the intervention. With the findings
from these efforts, we obtained fund-
ing for a study to examine optimal
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intervention length (cohorts 4 and 5).
All phases were approved andmonitored
by the Kaiser Permanent Northwest
(KPNW) Institutional Review Board.

Intervention content

Groups were cofacilitated by a pro-
fessional mental health counselor and
a study-trained peer counselor. The
leaders’ manual and group materials
were informed by key features of
successful adult learning (12,13) and
are available from the lead author
(CAG). Participants received the
Pathways to Recovery workbook and
participated in six weekly two-hour
sessions; healthy snacks were pro-
vided. Weekly discussion topics fol-
lowed the structure of the workbook
and included opportunities to share

recovery-related experiences, com-
plete exercises to reinforce concepts,
and engage in group problem solving.
Workbook chapters and topics cov-
ered are shown in the box on this
page. For cohorts that met for longer
periods, workbook materials were
spread out over the extended number
of sessions to allow in-depth discus-
sion of each chapter.

Group leaders and training

Two peer counselors were recruited
through participating community
mental health centers (CMHCs); the
third was a project consultant and
mental health care consumer activist.
One professional counselor was a
study staff member, and two were
employed by participating CMHCs.

Research staff provided eight hours of
initial training for using the workbook
and manual. Additional supervision
and training were provided in weekly
meetings in which participant evalua-
tions and ideas for improving the
intervention and manual were dis-
cussed. Peer and professional counse-
lors were expected to function as a
team; the one difference in roles was
the expectation that the peer coun-
selor brought relevant personal expe-
rience to the role and served as a role
model for participants.

Study settings, recruitment,

and retention

For cohort 1 (feasibility pilot conducted
in six weekly sessions) we distributed
flyers to participating CMHCs and

Pathways to Recovery chapters and key concepts of recovery group curriculum

Introduction to Strengths Recovery Approach
' Defining the strengths approach
' Recovery and resilience
' Pluses and minuses of taking on the “sick role”
' Pluses and minuses of being hopeful
' Adopting a strengths orientation
' Awareness about “recovery whiplash”
' Reflection

Gearing Up for the Journey
' The ABCs of attitudes, behavior, and cognition
' Hope
' Courage
' Taking risks

Setting Ourselves in Motion
' Motivation
' Self-responsibility for recovery
' Recovery turnarounds

Recovery Is Self-Discovery
' Changing orientation from negative to positive
' Identifying strengths
' Strategies for identifying strengths
' Making the most of strengths

Setting a Course for the Recovery Journey
' Personal recovery vision
' Forming long-term goals
' Setting successful short-term goals
' Managing expectations
' Reassessing goals

Moving Forward on the Journey
' Living situations
' Education, work, and career paths
' Finances
' Leisure and recreation
' Health and wellness
' Sexuality and intimacy
' Spirituality

Travel Companions and Social Support for the Journey
' Social support
' Benefits of social support
' Expanding social support
' Roadblocks in relationships
' Dependence versus interdependence versus independence

Developing Your Personal Recovery Plan
' What makes personal recovery plans successful
' Practice decision making
' Setting measurable goals
' Personal recovery planning

Making It Past Detours and Roadblocks
' Common pitfalls, detours, and roadblocks
' Driving using the rear-view mirror
' Taking someone else’s path rather than your own
' Pushing too hard or having low expectations
' Filtering messages
' Setting higher expectations
' Managing and reassessing goals and progress

Rest Stops and Travel Tips
' Stress management
' Flexibility and adaptability

Supercharging the Recovery Journey
' Creativity
' Gratitude
' Meditation
' Visualization
' Exercise
' Affirmations
' Humor
' Celebrating achievements

Sharing Our Stories of Recovery
' The value in sharing
' Pluses and minuses of sharing our recovery stories
' Limiting what is shared
' Reasons for sharing

1212 PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' December 2013 Vol. 64 No. 12

ps.psychiatryonline.org


clinicians and placed a brief story
about the project in the local National
Alliance on Mental Illness newsletter.
We planned to enroll 20–25 partic-
ipants, received inquiries from 34
individuals, and successfully enrolled
22. Of those enrolled, 21 (95%) com-
pleted postintervention follow-up in-
terviews and 20 (91%) completed
follow-up questionnaires. Nineteen
attended the first group session, and
an average of about 15 people at-
tended remaining sessions (range 13–
16 attendees).
Cohorts 2 and 3 were recruited

for the RCT from KPNW, a not-
for-profit integrated health care sys-
tem serving about 480,000 members
in Oregon and Washington State.
Participants were assigned to either
the intervention group (cohort 2) or
the delayed-intervention control group
(cohort 3).
We used health plan databases to

identify individuals ages 18–65 with
diagnoses of bipolar disorder, schizo-
phrenia, or schizoaffective disorder
who lived in the local area (14). [Re-
cruitment outcomes are presented in
a CONSORT diagram, available online
as a data supplement to this article.]We
mailed invitation letters with return
postcards and followed up with tele-
phone calls. Recruitment was stopped
after 38 eligible persons agreed to
attend group orientation meetings. Of
these, 32 were enrolled and randomly
assigned to a cohort, although two
persons dropped out before the study
began and were not included in
analyses. For cohort 2, attendance
over the ten sessions ranged from zero
to ten sessions (mean6SD sessions
attended=6.363.8). For cohort 3, at-
tendance also ranged from zero to
ten sessions, with 6.363.1 sessions
attended. Twenty-eight participants
completed questionnaires at follow-up
1 (93%); 30 participants (100%) com-
pleted questionnaires at follow-up 2.
Participants in cohorts 4 and 5 (pre-

post design) were recruited by dis-
tributing flyers at two CMHCs, which
resulted in 36 calls from potential
participants. Of these, three refused
to participate, three called after re-
cruitment closed, and 30 were eligible
and enrolled in the study (23 women
and seven men). Participants were in-
formed that the group would last from

ten to 18 weeks and that they would
determine the length and pace. Co-
hort 4 continued for 17 weeks, and
attendance ranged from zero to 16
sessions (with 10.4364.9 sessions at-
tended). Cohort 5 continued for 18
weeks, and attendance ranged from
zero to 15 sessions, with 10.1166.25
sessions attended.

Data collection

Data were collected from 2005 through
2007. Assessments included semistruc-
tured qualitative interviews and paper-
and-pencil questionnaires at baseline
and follow-ups. For cohort 1 (feasibility
study), data were collected at baseline
and after completion of the interven-
tion (95% follow-up rate). For cohorts
2 and 3 (the RCT), assessments were
completed at baseline, about three
months later (after the intervention
group completed the intervention;
93% follow-up), and six months later
(after the delayed-intervention con-
trol group completed the intervention;
final follow-up=100%). For cohorts 4
and 5 (pre-post design), assessments
were completed at baseline and ten
months after enrollment (final follow-
up=83%,N=25). Participants completed
evaluation forms for each session and
overall evaluations after final sessions.

Assessments and measures

Qualitative assessments and analyses.
Baseline interviews were conducted in
person and averaged 30 minutes. In-
terviewers entered responses to ques-
tions on laptop computers, recording
salient quotes verbatim. Interview
topics included physical and mental
health and feelings about health
care, psychiatric diagnoses and feel-
ings about diagnoses, problems with
alcohol and other substances, men-
tal health–related symptoms, qual-
ity of life and happiness, desired
changes and life improvements, goals
for the year, barriers to attaining goals
and help needed to achieve them, feel-
ings about the cofacilitator arrange-
ment, and expectations for the group.

Follow-up interviews were con-
ducted by telephone. Participants
were asked about changes in their
lives since the previous interview,
particularly quality of life and hap-
piness, and progress with goals. Af-
ter group participation, we asked

participants about their perceptions of
the program, whether participating
helped or did not help them make
changes and pursue long-term goals,
what was most and least helpful,
whether they would recommend the
group to others, suggestions for im-
provement, feelings about the cofacili-
tator arrangement, and reactions to the
workbook. Thosewho did not attend the
group or who dropped out were asked
to describe their reasons for doing so.

The team read interview responses
and generated a list of preliminary
descriptive codes. Codes were tested,
refined, and defined by having team
members code the same interview
responses and discuss agreements and
disagreements. Responses were coded
by using Atlas.ti (15), and queries were
generated and reviewed for common
themes, for contradictory cases, and
for ideas and feedback that appeared
important for intervention development.

Quantitative assessments. Ques-
tionnaires collected sociodemographic
information and measures of recovery,
mental health, quality of life, patient
activation, and functioning. Measures
were selected that measured factors
associated with recovery, including the
Colorado Symptom Index (CSI) (16,17),
the Wisconsin Quality of Life Index
(W-QLI) general life satisfaction sub-
scale (18–20), the Recovery Assess-
ment Scale (RAS) (21,22), the Patient
Activation Measure–Mental Health
(PAM-MH) (23), and the 24-item
Behavior and Symptom Identification
Scale (BASIS-24) (24).

Results
Participants

Across all cohorts, 82 people partici-
pated in the study (27 men and 55
women). Table 1 provides demo-
graphic information. Cohorts 2 and 3
(from the RCT) did not differ sig-
nificantly at baseline on sociodemo-
graphic, diagnostic, or mental health
functioning characteristics, although
cohort 2 appeared to have slightly
better scores than cohort 3 on mea-
sures of recovery, functioning, and life
satisfaction.

Cohort 1 (feasibility pilot

and six-week intervention)

Qualitative analyses of postinterven-
tion interviews provided information
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about participants’ feelings about the
workbook, the group, and the session
format. Participants liked the work-
book and group but wanted the group
to last longer than six weeks to allow
more time for reflection, for working
through exercises, and for in-depth
discussions about key topics. Partic-
ipants reported finding fellowship in
the group and validation of experi-
ences, and they liked learning from
others with experiences similar to their
own. They appreciated the strengths-
based focus, contrasting this to other
groups they had attended that focused
more on symptoms or problem solving.
Several reported feeling more hopeful
about their future, and some reported
feeling sad when the group ended.
About a third of participants indicated
that they would prefer a smaller group.
Leader observations suggested that

the group stimulated important think-
ing about recovery processes and
about taking personal responsibility
and control of recovery. Many partic-
ipants reported they had not encoun-
tered support for empowerment or
personal activation before their par-
ticipation. Group leaders agreed that
the group should be longer and noted

differences in participant functioning
and recovery stage that affected needs
for additional time with the material.
In particular, those with poorer func-
tioning and in earlier stages of re-
covery appeared to need more time
than others. A few participants reported
that a more homogeneous group (with
respect to functional status or recovery)
would be helpful; a few wanted the
consumer cofacilitator to share fewer
personal experiences.

Pre-post intervention quantitative
measures showed statistically signifi-
cant improvements in hope for im-
proved quality of life, perceived control
over important areas of life, symptom
scores, and increased willingness to rely
on others (an item on the RAS sub-
scale). No change was observed in
general life satisfaction or happiness.
On the basis of these findings, we
concluded that the intervention was
feasible and acceptable and that six
weeks was inadequate to cover the
material in the workbook. On the basis
of this assessment, we increased the
length of the intervention to ten weeks
to provide additional time to cover
materials while minimizing interven-
tion costs.

Cohorts 2 and 3 (RCT

with ten-week intervention)

Baseline assessment. When partici-
pants (N=30) were asked about hopes
and expectations for the recovery group,
the most common reasons given were
wanting to help others (N=11, 37%),
learning new ways to cope with men-
tal health problems (N=7, 23%), im-
proving symptom management (N=5,
17%), establishing an identity beyond
that of the mental health diagnosis
(N=4, 13%), and acquiring social con-
nections and support (N=4, 13%).
When asked about goals and desired
changes, participants mentioned in-
creasing activities (N=11, 37%), obtain-
ing paid employment (N=9, 30%), and
achieving education goals (N=6, 20%).

Follow-up 1 qualitative assessment.
After group participation, interven-
tion group members reported primar-
ily positive reactions. Among the 28
participants who responded, the most
common theme (N=7, 25%) centered
on the feeling that group interactions
stimulated new ideas for coping with
mental illness and new perspectives
on recovery. One participant stated,
“What has been lacking from my
experience as a patient were concrete
examples of success. It [the group]
made mental illness seem workable
in a way that it had not seemed to me
previously.” Ten of 12 participants
voiced strongly positive opinions about
the value of having both professional
and peer cofacilitators. “I actually liked
that part of the group. The co-leader
seemed very knowledgeable, and it
was nice to know that she had been in
our shoes but she also wasn’t looking
down on us. I felt like they did a good
job of going back and forth.”

When asked what they did not like
about the program, many participants
noted difficulties with group dynamics;
more talkative members dominated
some discussions. Another commonly
expressed concern was that ten weeks
was insufficient time to complete the
workbook.

Follow-up 1 quantitative assessment.
Twenty-eight (93%) participants com-
pleted questionnaires at follow-up 1.
Significant improvements were seen
over time in the intervention group
in scores on the CSI, the RAS general
scale, the RAS personal confidence
and hope subscale, and the W-QLI

Table 1

Sociodemographic characteristics of participants with serious mental illness
in the recovery group projecta

Cohort 1
(N=22)

Cohorts
2 and 3
(N=30)

Cohorts
4 and 5
(N=30)

Characteristic N % N % N %

Female 15 55 17 57 23 77
Married or living with domestic partner 5 23 13 43 4 13
Hispanic ethnicity 1 5 1 3 3 10
Race
White 17 77 29 97 16 53
African American 0 — 0 — 9 30
Other 5 23 1 3 4 13

Currently employed 3 14 13 43 2 7
Receives SSI or SSDIb 11 50 13 43 22 73
High school graduate or below 3 14 5 17 15 50
Some college or above 19 86 25 83 14 47
Primary diagnosis
Bipolar disorder 11 50 11 37 5 17
Schizophrenia spectrum disorder 0 — 15 50 6 20
Depression 4 18 3 10 5 17
Posttraumatic stress disorder 4 18 0 — 10 33
Other 2 9 0 — 2 7

a The question about age was inadvertently omitted from the questionnaire for cohort 1, although
cohort 1 participants appeared to be of ages similar to those in the other cohorts. Mean6SD age
was 44.269.8 for cohorts 2 and 3 and 47.2611.9 for cohorts 4 and 5.

b SSI, Supplemental Security Income; SSDI, Social Security Disability Insurance
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relationships scale (Table 2). Margin-
ally significant improvements were
seen in theRAS subscale for willingness
to ask for help, the W-QLI general life
satisfaction scale, and the PAM-MH. In
contrast, for the delayed-intervention
control group (which had not yet re-
ceived the intervention), participants
showed improvement on only the RAS
willingness to ask for help subscale, and
that improvement was marginal.
Results from analysis of covariance

models that were adjusted for base-
line values showed net improvements
in the intervention group compared
with the delayed-intervention control
group. The initial intervention group
improved by a net 6.2 points on the
RAS overall scale, by a net 2.2 points
on the RAS not dominated by symp-
toms subscale, and by a net .44 points
on the W-QLI general life satisfaction
scale. No significant between-group
differences were found for other
outcomes.
Follow-up 2 qualitative assessment.

After participation in the intervention,
cohort 3 (delayed-intervention con-
trol group) reported favorable reac-
tions, noting that the group’s “positive
approach” was helpful (comments
indicated that the group focused on
being “happy instead of just coping.
Not just trying to get through and not
hurt[ing] yourself, but asking what
does it mean to lead a normal life and
be happy?”) Members liked the
cofacilitator model but felt there was
too little time to cover the material.
A few cohort 3 members suggested
allowing greater flexibility during
group discussions rather than fol-
lowing a topical outline; two partic-
ipants were uncomfortable with the
topic of sexuality in a mixed-gender
group.
Follow-up 2 quantitative assessment.

Thirty participants (100%) completed
questionnaires after the delayed in-
tervention. Analyses focused on tra-
jectories from follow-up 1 rather than
on group differences at the final time
point. In cohort 2 (intervention group)
there was a marginal worsening of
social relations on the W-QLI social
relations subscale; no other differences
were found compared with the first
postintervention follow-up assessment.
In cohort 3 (delayed-intervention con-
trol), significant improvements were

seen for the RAS personal confidence
and hope subscale and for the BASIS-
24 depression and functioning subscale
and the substance abuse subscale.
Marginally significant reductions were
seen in the CSI and the BASIS-24
overall scales (Table 2).

Cohorts 4 and 5 (pre-post

study of intervention length)

Feedback from participants in the
RCT that the ten-week group was still
not long enough to adequately cover
the workbook material, together with
additional evidence that the interven-
tion was feasible and effective, led us
to conduct two additional groups to
determine optimal intervention length.
For both, we allowed a range of ten to

18 weeks, which we based on partic-
ipants’ comfort with the pace of work-
ing through the workbook.

Baseline qualitative analyses. Con-
sistent with previous cohorts, the most
common baseline goal and desired
change among the 30 respondents
was to increase activities (N=13,
43%). This was followed by improve
mental health (N=9, 30%); increase
education (N=8, 27%); and improve
finances (N=5, 17%), housing (N=5,
17%), or employment (N=5, 17%).
Common expectations were to learn
self-help methods by learning from
others (N=10, 33%); to improve sense
of self, self-confidence, and self-
direction (N=9, 30%); and to learn
coping skills, particularly for controlling

Table 2

Changes over time among recovery group participants, by cohort

Measurea t df p

Cohort 1 (baseline to postintervention follow-up)
W-QLI general life satisfaction 2.37 19 ,.03
Perceived control over important life domains 2.52 19 ,.04
Colorado Symptom Index –2.20 19 ,.05
RAS willingness to rely on others 2.24 18 ,.04

Cohort 2 (intervention group)
Baseline to follow-up 1 (postintervention)b

Colorado Symptom Index –2.57 9 ,.03
RAS overall 2.99 9 ,.02
RAS personal confidence and hope 3.28 9 ,.01
W-QLI social relationships 2.72 9 ,.02

Between-group differences at follow-up 1,
adjusted for baseline values

RAS overall –1.96 25 ,.06
RAS not dominated by symptoms –2.56 25 ,.02
W-QLI general life satisfaction –1.78 25 ,.09

Cohort 3 (delayed intervention control group,
follow-up 1 to follow-up 2)c

Colorado Symptom Index –2.03 16 ,.06
RAS personal confidence and hope 2.24 16 ,.04
BASIS overall functioning –2.09 14 ,.06
BASIS depression and anxiety –2.28 16 ,.04
BASIS substance abuse –2.30 15 ,.04

Cohorts 4 and 5 (baseline to 10-month follow-up)
Colorado Symptom Index –2.58 21 ,.02
BASIS overall functioning –4.31 20 ,.001
BASIS depression and functioning –2.86 21 ,.001
BASIS interpersonal relationships –1.92 21 ,.07
BASIS self-harm –2.15 21 ,.05
BASIS emotional lability –2.96 21 ,.01
W-QLI social relationships 2.41 13 ,.05
RAS overall 2.25 21 ,.04
RAS not dominated by symptoms 2.91 21 ,.01
RAS personal confidence and hope 1.78 21 ,.09
RAS goal and success oriented 1.80 21 ,.09

a W-QLI, Wisconsin Quality of Life Index; RAS, Recovery Assessment Scale; BASIS, 24-item
Behavior and Symptom Identification Scale

b There were no significant changes from baseline to follow-up 1 in the delayed-intervention control
group.

c There were no significant changes from follow-up 1 to follow-up 2 in the intervention group.
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emotions and redirecting oneself
(N=5, 17%).
Follow-up 1 qualitative analyses.

After group participation ended,
when participants (N=26) were asked
what they liked about it, some (N=10,
39%) indicated that they liked having
a place to meet others with similar
problems, because they felt less alone;
some (N=9, 35%) reported liking
learning new skills, gaining perspec-
tives on managing mental health, and
advocating for themselves. Partici-
pants appreciated support and nur-
turing from others (N=7, 37%); five of
26 (58%) participants responded that
they liked the strengths and problem-
solving focus of the group. Finally, 17
of 26 (65%) reported that they liked
having a peer cofacilitator. Some
participants (N=5, 19%) mentioned
that sensitive topics (such as sexuality
and spirituality) made them uncom-
fortable, four (15%) indicated the
pace was too fast, and three (12%)
felt that sessions were too short for in-
depth exploration.
Quantitative analyses. Analyses of

changes from baseline to the ten-
month follow-up showed significant
reductions in mental health symptoms
on the CSI and significant improve-
ments in functioning, as indicated
on the BASIS-24 overall functioning
measure and the depression and
functioning, interpersonal relation-
ships, self-harm, and emotional labil-
ity subscales. We found significant
improvements in social relationships,
as indicated on the W-QLI subscale,
and in overall recovery as indicated on
the RAS and the RAS not dominated
by symptoms subscale. We found mar-
ginally significant improvements in per-
sonal confidence and hope and in being
goals and success oriented, as measured
with RAS subscales (Table 2).

Discussion
Results suggest that recovery-focused
group interventions that include
peer-developed materials and a com-
bination of peer and professional
coleaders have potential to facilitate
recovery across multiple dimensions
among people with a range of psychi-
atric diagnoses. Qualitative analyses
show that the intervention was feasible
and acceptable, valuable, and helpful
to participants and that the consumer-

developed workbook was useful. Par-
ticipants also reported that they liked
having a consumer coleader and found
these coleaders helpful as role models.

The duration of the intervention was
also important. Our results suggest
that interventions based on lengthy
materials, such as the Pathways to
Recoveryworkbook (which runs nearly
450 pages), should be long enough to
allow for extended reflection and to
work through exercises and delvemore
deeply into key topics. For this in-
tervention, participants indicated that
17 or 18 weeks was adequate. This may
be particularly important because group
attendance on a week-to-week basis was
affected by instability in participants’
lives; the longer intervention period
allowed people to attend more ses-
sions overall.

Difficulties with group dynamics
and personal disclosures by peer
facilitators suggest that leader training
should specifically address these
topics. Positive responses to interven-
tion content, combined with evidence
that the intervention facilitated re-
covery across multiple domains, sug-
gest that interventions of this type
have value in a patient-centered ser-
vice system. In addition, the findings
across the different cohorts, drawn
from different settings and with differ-
ent diagnoses, were similar. We
approached the project with the
assumption that people with different
diagnoses have more in common than
their diagnoses might suggest. The
consistency between our qualitative
and quantitative findings suggests this
assumption was correct and that a
strengths-based approach, designed
for a wide range of individuals with
different psychiatric symptoms and
diagnoses, can be effective. More-
over, making such interventions avail-
able to a broader range of individuals
could reduce costs compared with
providing a variety of more narrowly
targeted programs. Finally, our find-
ings are especially promising given the
limited duration of the intervention
and the stability of outcomes over
moderately long follow-up periods.

Conclusions
Inmental health systems with shrinking
resources, the availability of less expen-
sive yet effective recovery interventions

is increasingly important. Programs
with professional counselor and peer
counselor coleaders could be valuable
adjuncts to mental health care.

The sample sizes for the cohorts
were small and the number of sessions
in cohorts 1–3 limited. Thus our results
may underestimate effects. Small sam-
ples also prevented us from examining
differences based on participant char-
acteristics, such as diagnosis. Future
research is needed to evaluate effec-
tiveness of the 17- or 18-week inter-
vention, to examine differences by key
participant characteristics (including
age, gender, and diagnosis), and to
assess long-term outcomes. Women
were overrepresented; thus informa-
tion is needed regarding engaging men
or adapting the intervention to meet
men’s needs. Finally, research on the
relative effectiveness of leadership
configurations (led by a consumer, a
professional, or both) could help de-
termine the most cost-effective allo-
cation of resources.
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