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Clients’ participation in ad-
dressing their health and
mental health care needs is a

key element of health care practice
(1). Services provided by client-run
self-help agencies have become es-
sential components of mental health
care (2–4), and self-help agencies are
increasingly accountable for client
outcomes (5–8). Given that little at-
tention has been paid to determinants
of outcomes for clients of self-help
agencies, we looked at the relation-
ship between such outcomes and at-

tendance at the agency, client satis-
faction with the agency, organization-
ally mediated empowerment—that is,
involvement in decisions about one’s
own services and the way the organi-
zation delivers services—and psycho-
logical disability. The outcomes as-
sessed were independent social func-
tioning, assisted social functioning,
and personal empowerment.

Although self-help agencies vary
considerably in character, the agen-
cies we studied reflect the goals and
aspirations of the early leaders of the

self-help movement who founded
them. These self-help agencies have
been funded by the Substance Abuse
and Mental Health Services Adminis-
tration and various foundations partly
because they are organized around
the original principles of this move-
ment. First, the people who use the
services also run them and make all
decisions—the service providers and
recipients are one and the same. Sec-
ond, these groups strive to share pow-
er, responsibility, and skills and en-
dorse a nonhierarchical structure in
which people reach across to each
other rather than up and down a hier-
archy. Third, client-run programs are
based on choice: they are totally vol-
untary. Finally, the programs are
based on a nonmedical approach to
treating disturbing behavior, and they
address the economic, social, and cul-
tural needs of clients (9). 

The principles of empowerment
through shared governance and the
focus on ability rather than disability
are central. Self-help agencies offer
mutual support groups, drop-in
space, survival resources, and direct
services, including food, assistance
with temporary shelter and perma-
nent housing, financial benefits,
counseling and advocacy, job counsel-
ing, substance abuse counseling,
money management counseling and
payeeship services, case manage-
ment, peer counseling, information,
and referral. Most paid staff members
who are not former clients of the pro-
gram have had life experiences of
poverty, homelessness, and institu-
tionalization that are similar to those
of clients. Volunteer jobs provide
clients with opportunities to help oth-
ers in material ways, such as serving
food and distributing clothing; to ob-
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Objective: This study assessed the relationship between the outcomes of
clients of client-run self-help agencies and attendance at the agency, sat-
isfaction with the agency, psychological disability, and organizationally
mediated empowerment, that is, the provision of opportunities for clients
to meaningfully participate in decisions about their care and the care of
others in the agency. The outcomes assessed were independent social
functioning, assisted social functioning, and personal empowerment.
Methods: A total of 255 long-term users of four self-help agencies were in-
terviewed at baseline and six months later. Univariate descriptive analy-
ses as well as t tests describing changes in outcomes were conducted. The
relationship of each of the four determinants to the three outcomes, af-
ter controlling for baseline status on the given outcome and other co-
variates, was assessed with structural modeling using Amos software. Re-
sults: On average, personal empowerment among the clients of the self-
help agencies increased, independent social functioning remained the
same, and assisted social functioning decreased during the six-month fol-
low-up period. Multivariate analyses showed a positive association be-
tween organizationally mediated empowerment and all three outcomes.
Conclusions: The significant ingredient promoting positive outcomes for
clients of self-help agencies appears to be the provision of opportunities
for clients to meaningfully participate in decisions about their care and
the care of others in the organization. (Psychiatric Services 53:304–309,
2002)
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tain a work history; and to participate
in organizational decision making. 

The ideology and service package of
self-help agencies distinguish the
types of outcomes we examined in this
study and were the basis for specifying
factors that could determine such out-
comes. Self-help agencies offer a
strengths-based approach that focuses
on promoting personal empowerment
or greater control over one’s life situa-
tion, independent social functioning,
and assisted social functioning. Where-
as mental health professionals empha-
size independent and assisted social
functioning, clients of self-help agen-
cies emphasize the ability to partici-
pate in the community as a result of
having greater control over their own
situation and a better ability to com-
mand the help of others. The outcome
goals are the same (7–11).

Self-help agencies try to achieve
these outcomes by creating a more
hospitable and respectful and less stig-
matizing—and thus more accommo-
dating—environment. Whether cli-
ents use a disability model or a recov-
ery model, there is a common empha-
sis on providing a community that ac-
cepts and values the person (12).
Through the self-help agency, clients
gain resources, skills, and contacts.
They also learn to redefine their dis-
ability as something that is not neces-
sarily an impediment. Thus atten-
dance at the agency becomes a mech-
anism for increasing personal empow-
erment and improving one’s ability to
function outside the agency, either in-
dividually or through better use of per-
sonal and professional relationships. 

Increasing clients’ involvement in
organizational decisions about how
services are delivered—known as or-
ganizationally mediated empower-
ment and long hypothesized to be a
key factor in client outcomes (13,14)—
has been a motivating force in the de-
velopment of self-help agencies (7).
Clients are given an active role in run-
ning the agencies. At community
meetings, the entire membership is
given authority over important policy
decisions, including decisions about
staffing, services offered, and agency
rules. Governing boards are elected by
clients, and a majority of board mem-
bers are clients. When clients break
rules, decisions about what actions

should be taken are made either by
elected committees or by the agency’s
entire membership. These procedures
empower clients and minimize hierar-
chy within the agency, despite the exi-
gencies of maintaining organizational
structures (7). The exercise of this de-
cision-making power is thought to
translate to other areas of clients’ lives,
resulting in greater control over their
life situation and better social func-
tioning (15,16).

Client satisfaction is the most wide-
ly assessed outcome among users of
mental health services. Moreover, dis-
satisfaction with traditional mental
health services is one of the major rea-
sons for the development of self-help
agencies. Self-help agencies seek to

improve satisfaction by involving
clients in the helping process. The as-
sumption—although not consistently
supported in the literature (17)—is
that satisfaction with the self-help
agency, or at least reduced dissatisfac-
tion, will foster more personal com-
mitment to the helping process and
thus will be associated with better out-
comes.

Self-help agencies often differ in the
degree to which they accept the dis-
ease concept of mental illness. Howev-
er, most agencies agree that an individ-
ual’s psychological disabilities or prob-
lems may impede the person’s ability to
function and may be disempowering.
Self-help agencies assume that their ef-
forts will help control the negative ef-

fects of mental disabilities through en-
vironmental accommodations and thus
improve social functioning.

This study is the first to empirically
evaluate the relationship of the hy-
pothesized determinants of client out-
comes in self-help agencies to the ac-
tual experiences of agency clients. We
evaluated these relationships over six
months, taking into account the
clients’ baseline status and other pos-
sible confounding influences. The
study was part of a larger investigation
of users of mental health self-help
agencies and organizations (18–22).

Methods
Subjects
The participants were long-term
users of four self-help agencies in the
San Francisco Bay Area. We surveyed
the entire staff—who were them-
selves clients, all volunteers—and a
sample of nonstaff clients. We select-
ed clients randomly from those who
had attended the self-help agency at
least 12 times during the previous
three months and who were present
in the drop-in center when an inter-
viewer was available. This approach
ensured that study participants had
had a minimum level of exposure to
the agency and were not casual visi-
tors. The interviewers were former
mental health clients as well as men-
tal health professionals. They went to
the self-help agencies at different
times on different days, with no con-
sistent schedule. Data were gathered
in 1992 and 1993. Human subjects
protection procedures were approved
by the University of California, Ber-
keley, campus committee for the pro-
tection of human subjects and a simi-
lar committee of the Public Health
Institute.

Of the 321 baseline interviews at-
tempted, 310 (97 percent) were com-
pleted. All statistics are based on a
sample of 255 participants (82 per-
cent) who were interviewed both at
baseline and at six months. None of
the participants who could be located
at six months refused a follow-up in-
terview. On the basis of the records
that were available at two of the four
self-help agencies, no significant dif-
ferences in age, sex, or diagnosis were
observed between our sample and the
total clientele of the agencies.
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Measures
Scales and items were selected on the
basis of discussions between con-
sumer leaders—both members and
nonmembers of the agencies stud-
ied—and researchers as well as ob-
servations made at the self-help agen-
cies during the course of a year. A
panel of researchers and consumers
refined the items that were used to
measure organizational and personal
empowerment and satisfaction with
the self-help agencies. Summary sta-
tistics for all the measures are listed in
Table 1 along with statistics indicating
the measures’ conformity with meas-
urement requirements of the pro-
posed structural modeling.

Outcomes
The Personal Empowerment Scale
(PES) (19) contains 20 items that mea-
sure control over common life do-
mains, including shelter, income, serv-
ice provision, and an individual’s abili-
ty to minimize unwanted occurrences,
such as personal danger and homeless-
ness. Possible scores range from 20 to
100, with higher scores indicating
greater empowerment. This scale had
an internal consistency (alpha) of .84 at

baseline and .85 at follow-up and a sta-
bility coefficient (r) of .49.

The Independent Social Function-
ing Scale (ISFS) (23,24) contains 59
items that measure “the extent to
which an individual participated in
and made use of the community in a
self-initiated manner and without the
help of others.” The ISFS measures
the amount of time spent in commu-
nity-related activities; the ease with
which a person engages in social con-
tacts, uses community services, and
obtains basic resources; the amount
of contact with family, friends, and ac-
quaintances; involvement in income-
producing activities or educational
activities that might lead to employ-
ment; and the amount of time spent
in purchasing activities, such as shop-
ping. Possible scores range from 74 to
370, with higher scores indicating
better functioning. The ISFS’s inter-
nal consistency was .94 at baseline
and .95 at follow-up; its stability coef-
ficient was .58.

The Assisted Social Functioning
Scale (ASFS) (23,24) contains 37 items
that measure the types of community
involvement covered in the ISFS.
The scale assesses whether each be-

havior is in some way assisted by a
friend or helper. Possible scores
range from 37 to 185, with higher
scores indicating better functioning.
The scale’s internal consistency was
.97 at baseline and .97 at follow-up;
its stability coefficient was .49.

Determinants
Attendance was measured as the
client’s average number of contact
days at the self-help agency per week
during the three months before the
interview. This variable was normally
distributed, with a range of one to
seven days.

The Organizational Empowerment
Scale (OES) (19) is distinct from the
PES in that it considers members’ ex-
periences as being structured by the
organization of the agency. Concep-
tually, the scale draws from the Levi
Strauss Company’s definition of orga-
nizational power as an effort that in-
creases the authority and responsibil-
ity of those in the organization. It
measures the discretion exercised by
an individual in carrying out tasks
within the organization and the pow-
er of the individual to mobilize scarce
resources within the organization.
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Measures of outcomes and their determinants among 255 clients of four self-help agencies

Variable Mean SD Median Minimum Maximum Skewness SE Kurtosis SE

Outcome variables 
Personal Empowerment Scale

Initial 64.11 11.42 63.48 27 90 –.130 .153 –.162 .306
Follow-up 68.03 12.04 70 26 88 –.579 .153 –.034 .304

Independent Social Function-
ing Scale 

Initial 246.94 39.30 247 104 340 –.316 .153 .04 .304
Follow-up 245.66 36.86 248 144 348 –.203 .04 –.184 .304

Assisted Social Functioning
Scale

Initial 108.13 35.16 108.5 37 185 –.089 .153 –.587 .304
Follow-up 98.74 31.20 100 37 185 .114 .153 –.524 .305

Determinants
Days of attendance per week

in previous three months 4.14 1.45 4 1 7 .094 .154 –.36 .306
Organizational Empowerment

Scale 4.80 3.88 4 0 14 .518 .153 –.772 .304
Self-Help Agency Satisfaction

Scale 18.55 4.61 20 5 25 –.726 .164 .001 .327
Brief Psychiatric Rating Scale 41.09 11.27 40 24 82 .876 .153 .834 .304

Control factorsa

Total number of services 
received from all agencies
in previous six months 12.73 8.01 12 0 62 2.027 .153 5.542 .304

a Other variables controlled for were African-American ethnicity and whether the client was primarily seeking homelessness-related services. 
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This 17-item scale assesses the actual
exercise of responsibilities within the
organization that can empower the
individual with the skills necessary to
make responsible decisions in his or
her own life.

Items from the scale address for-
mal participation, such as voting for
officers or serving as an officer or a
board member; use of discretion, as
in helping organize a meeting or
planning a meal; the commitment of
resources, as in participating in an
employee or volunteer recruitment
process or selecting activities for
members of the self-help agency; and
defining situations, as in establishing
agency rules. Possible scores range
from 0 to 17, with higher scores indi-
cating greater participation. The in-
ternal consistency of the scale was .87
at baseline and .90 at follow-up; its
stability coefficient was .62 (13).

The five-item involvement subscale
of the Self-Help Agency Satisfaction
Scale (SHASS) measures member
satisfaction with decisions about serv-

ices, activities, rules, the process of
making suggestions, and access to
jobs at the self-help agency. Possible
scores range from 5 to 25, with high-
er scores indicating greater satisfac-
tion. The internal consistency of the
scale was .87 at baseline and .91 at
follow-up; its stability coefficient was
.44. Discriminant validity was estab-
lished through factor and cluster
analyses with quality-of-life satisfac-
tion scales and supported the hypoth-
esis that the SHASS subscale we used
represents a distinct construct, differ-
ent from indicators of general life sat-
isfaction (25).

The Brief Psychiatric Rating Scale
(BPRS), which measures current psy-
chological disability, is a frequently
used symptom-based index (24–27).
We used training films and dictionar-
ies to standardize assessments of
symptom ratings. Interviewers were
trained to complete an expanded 24-
item version of the BPRS. Possible
scores ranged from 7 to 168, with
higher scores indicating greater

severity of symptoms. Interrater reli-
abilities were around .9 during the
training; internal consistency was .79
at baseline and .74 at follow-up; the
stability coefficient was .49.

Control factors
African-American ethnicity versus
other ethnicity—coded as 1 and 0, re-
spectively—was selected as a control
for the purpose of generalizability,
given the high proportion of African-
American clients served by the agen-
cies. To address the unique contribu-
tion of self-help agencies to client
outcomes beyond the concrete serv-
ices that might be offered in any con-
text or by trained professionals, we in-
cluded a control for clients’ total serv-
ice use in the six months before the
baseline period. The total service use
score records the receipt of 25 differ-
ent services—for example, support,
advocacy, vocational services, housing
assistance, help with living skills, and
social activities—from four sources: a
social service agency, a mental health
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Relationships between indicated variables and three outcomes among 255 clients of four self-help agenciesa

Outcome

Independent social Assisted social
Personal empowermentb functioningc functioningd

Standardized Standardized Standardized
Variable coefficient t p coefficient t p coefficient t p

Determinant
Number of days of attendance

per week .07 1.19 ns .06 1.06 ns .04 1.15 ns
Organizationally mediated

empowerment .11 2.02 .043 .2 3.78 <.001 .12 2.09 .037
Satisfaction with the agency .01 .05 ns .09 1.51 ns –.02 –.37 ns
Brief Psychiatric Rating Scale

score –.09 –.17 ns –.03 –.66 ns –.04 –.71 ns
Baseline status

Personal empowerment .46 8.06 <.001
Independent social functioning .47 9.4 <.001
Assisted social functioning .45 8.46 <.001

Control factors
African-American ethnicity .09 1.69 .091 .14 2.54 .011 .11 2.03 .042
Total services received in

previous six months .04 .67 ns .04 .85 ns .07 1.26 ns
Primarily seeking homeless-

ness-related services .06 1.04 ns .01 .24 ns .14 2.55 .011

a Overall path model estimated by Amos (χ2=117.192, df=23, p<.001). Fit index scores were acceptable (minimal discrepancy function [CMIN]/df=5,
normed fit index=.99). The model included ten observed exogenous (determinant and control) variables, three observed endogenous (outcome) vari-
ables, and three unobserved exogenous (correlated errors of the outcomes) variables.

b Multiple R2=.270
c Multiple R2=.351
d Multiple R2=.268
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center, a self-help agency, or any oth-
er agency. Possible scores range from
0, indicating that no services had
been received from any source, to
100, indicating that all services had
been received at all settings. 

Finally, we controlled for clients
who were primarily seeking home-
lessness-related services at the self-
help agency, which is an indicator of
limited program involvement—for
example, such persons might show up
once a week to take a shower. Cases
were coded 1 if clients were primari-
ly seeking homelessness-related serv-
ices and 0 if they were seeking other
services.

Statistical methods
We conducted univariate descriptive
analyses and paired-sample t tests
that described changes in outcomes.
The relationship between each of the
four determinants and the three out-
comes—after controlling for baseline
status on the given outcome variable,
race, whether the client was primari-
ly seeking homelessness-related serv-
ices, and total service use score—was
assessed with structural modeling us-
ing Amos software (28).

Results
The mean±SD age of the follow-up
sample of 255 participants was 38.8±
8.31 years. A total of 186 participants
(73 percent) were men. A large pro-
portion were African Americans (179
participants, or 69 percent). A total of
224 (88 percent) had confirmed
DSM-III-R diagnoses. 

At baseline, 117 participants (46
percent) lived on the streets, in a car,
in a shelter, or in transitional housing.
The remaining 138 (54 percent) were
often precariously housed; 19 percent
of them had had to vacate their resi-
dence within two months of the base-
line interview and almost half within
two weeks. In addition, 199 respon-
dents (78 percent) had been home-
less at least once in the previous five
years, many for a considerable period;
the median duration of homelessness
was two years, and 20 participants (10
percent) had been homeless for the
entire five years. Thirty-seven partici-
pants (15 percent) were primarily
seeking homelessness-related servic-
es at the self-help agency. 

During the three months before
the initial interview, participants visit-
ed the self-help agency an average of
4.14 times per week. During the six-
month follow-up period, they visited
the agency an average of 3.24 times
per week. 

On average, the study participants
showed significant improvement in
personal empowerment over the six-
month study period, from a baseline
mean score on the PES of 64 to a
mean score of 68 at follow-up (t=5.39,
df=254, p<.001). The mean score on
the ISFS did not change significantly
during the study period. The mean

score on the ASFS decreased signifi-
cantly, from 108 at baseline to 99 at
six months (t=4.33, df=252, p<.001). 

The overall structural model as es-
timated by Amos was significant
(Table 2). The model indicated that
organizationally mediated empower-
ment was positively associated with
all three outcomes. The standardized
regression weights for the three out-
come variables are listed in Table 2.
Other than baseline status, the vari-
able that was most strongly associated
with each of the outcomes was orga-
nizationally mediated empowerment.

Psychological disability was not as-
sociated with any of the three out-

comes, nor was attendance at and sat-
isfaction with the self-help agencies.
Finally, among the control variables,
being an African American was posi-
tively associated with all three out-
comes, and seeking primarily home-
lessness-related services was positive-
ly associated with enhanced assisted
social functioning.

Discussion
Given that enhancing personal em-
powerment is the primary objective
of self-help agencies, the positive
change in this outcome among the
members of the self-help agencies in
this study is gratifying. Although the
presence of a control group would
have allowed us to more readily at-
tribute this finding to attendance at
the agency, the association we ob-
served is theoretically consistent with
self-help agencies’ claim that they
empower people through agency par-
ticipation.

It is a concern that we found no
change in independent social func-
tioning and that assisted social func-
tioning decreased significantly over
the study period. The decline in as-
sisted social functioning is disturbing
given that self-help agencies are
thought to offer clients the type of
support that enhances this mode of
functioning. Some might argue that
the emphasis of self-help agencies on
self-reliance means that people be-
come better able to conduct activities
without the help of others and thus
that clients’ assisted social function-
ing would be expected to decrease
during the course of the study. Al-
though the improvement in the par-
ticipants’ personal empowerment
supports this argument, the argu-
ment’s validity may be questioned be-
cause we did not find a significant and
compensating increase in independ-
ent social functioning. Perhaps the
fact that the study participants were
long-term users of self-help agencies
means that they were enrolled in the
study when they were at the top of
their assisted functioning curve and
that regression to the mean occurred.  

The results of the multivariate
analysis, although derived from a qua-
si-experimental design that limits in-
ferences about causation, seem to
demonstrate that an outcome-driven
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self-help agency should establish a
structure that promotes the active in-
volvement of clients in the agency’s
operation. It is through organization-
al empowerment efforts that self-help
agencies seem able to achieve posi-
tive outcomes for their members.
These outcomes are obtainable even
for clients who have significant psy-
chological disability, which is consis-
tent with the ideology of self-help
agencies. In fact, although we could
not accept the null hypothesis, the
usually apparent negative effects of
such disability on outcomes appear to
have been mitigated.

We did not find a positive associa-
tion between outcomes and atten-
dance at and satisfaction with the self-
help agencies. Thus the provision of a
user-friendly environment of peer-
controlled and -operated services that
ameliorate clients’ dissatisfaction with
mental health services may be desir-
able but not sufficient for achieving
positive results. 

Professionally led services have at-
tempted to provide a supportive envi-
ronment for many years. Proponents
of self-help agencies may argue that
such services are not supportive
enough, but it seems that the crucial
element lacking is the opportunity for
empowered decision making. Main-
stream community mental health
agencies can take an important lesson
from these results. Their efforts to in-
volve people in meaningful decision
making about their own care and the
care of others may be just as influen-
tial in the context of their own experi-
ence as they appear to be in the
client-run self-help agency.

It must again be emphasized that
our results apply to the model self-
help agencies studied and that there
is increasing variance in the philoso-
phy and operations of self-help agen-
cies nationwide. Our results may not
be generalizable beyond long-term
clients who have made the effort to
visit the agency at least once a week
on average for at least three months.
Furthermore, we had no control
group to enable further validation of
the importance of organizational em-
powerment to outcomes of clients in
self-help agencies. Nevertheless, these
empirical findings seem to offer ini-
tial confirmation of and insight into

the active ingredient of intervention
efforts of self-help agencies. Future
research should attempt to replicate
our model in a randomized clinical
trial. 

Conclusions
Our results support the hypothesis
that the significant ingredient for pro-
moting positive outcomes among
clients in self-help agencies is an or-
ganizational structure that allows
clients to meaningfully participate in
decisions about their care and the
care of others. Peer-controlled and
peer-operated service that is attitudi-
nally supportive may be desirable but
not necessarily sufficient for achiev-
ing such positive outcomes. ♦
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