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INTRODUCTION

Self-help groups are voluntary associations composed of persons who share a
common problem. The number of self-help groups and members has been growing in
many countries (Humphreys & Rappaport, 1994; Kessler, Mickelson, & Zhao, 1997;
Kichbusch & Hatch, 1983). Also, the effectiveness of self-help groups has been shown
in many outcome studies (Gould & Clum, 1993; Kyouyz & Humphreys, 1997). Thus,
self-help groups have become an important element in health and health services
(Jacobs & Goodman, 1989; Norcross, 2000), as a resource replaced for non-existent
service (Adams, 1990; Gartner, 1997). This background necessitates studies of the
relationship between self-help groups and professionals (Stewart, Bank, Crossman, &
Poel, 1994). Many of the studies on the relationship have focused on the roles of
professionals, or the mutual attitudes of professionals and members (Kurtz, 1997). The
results were that most of the professionals and members have mutually positive
attitudes and have been working together (Katz, 1993; Stewart, 1990b; Wilson, 1993).
In order to establish a positive working relationship, several studies have indicated that
a model guiding the establishment of the relationship is necessary (Auslander &
Auslander, 1988; Wollert, Knight, & Levy, 1980).

As a desirable relationship model between self-help groups and professionals,
several researchers have suggested a consultation model (Auslander & Auslander,
1988; Wollert et al., 1980), a shared leadership model (Gartner, 1997; Yoak & Chesler,
1985), and a partnership model (Katz, 1993; Miller, 1985; Srinivasan, 2000; Stewart et
al., 1994). In particular, the partnership between lay people and professionals has been
recognized as one of the essential subjects in the 21° century (Clark, 1997; Coulter,
1999; NHS Executive, 1996). Stewart (1990a) indicated that the partnership between
self-help groups and professionals is an interdependent alliance characterized by
cooperation, collegiality, balanced responsibilities, mutual respect, equality of status,
shared decision making, and linkage functions. The partnership model is different from

the consultation and the shared leadership models in terms of the following



characteristics. First, the partnership model allows for regular and frequent contact
with no time limitation (Miller, 1985), whereas the consultation model is limited
(Caplan, 1970). Second, the partnership model has dynamism to adapt flexibly to the
situation of each partner (Stewart et al., 1994; Towle & Godolphin, 1999), whereas the
shared leadership model always demands both self-help groups and professionals to
share leadership, no matter what the circumstances are. For these reasons, the author
has supported the partnership model.

Self-help groups of families with the mentally ill have addressed members to
reduce the feelings of guilt and self-blame (Medvene, 1989b; Kurtz, 1997), to alleviate
caregiver burdens (Cook, Heller, & Pickett-Schenk, 1999), to increase comfort in
parent-child relationships (Medvene, 1989a), to acquire knowledge and information
about mental illness (Norton, Wandersman, & Goldman, 1993), and to help families
cope (Gidron, Guterman, & Hartmen, 1990; Norton et al, 1993). ZENKAREN, which
is an acronym for the National Federation of Families with the Mentally Ill in Japan,
was initiated in 1965 as the sole nationwide self-help organization for families with the
mentally ill. The number of local groups belonging to the organization was 1,643 as of
March 2001 (ZENKAREN, 2001), and has been growing year by year. The purposes of
the local groups are to provide emotional support for families, to educate families
about mental illness, to lobby for more services, and to raise public awareness for
persons with mental illness. Most local groups were initiated and have been supported
by professionals (Kageyama, Kanagawa, Oshima, & Oketani, 2000), in part because of
local professionals’ public responsibility to support self-help groups in the mental
health and welfare fields (Ministry of Health and Welfare, 1997). In view of these
backgrounds, it is appropriate to apply the partnership model to the relationship
between local groups of families with the mentally ill and professionals in Japan.

Wollert et al. (1980) and Auslander & Auslander (1988) have conducted
intervention studies, which applied the consultation model to self-help groups and
professionals, in order to examine a desirable relationship between the parties. In these
studies, professionals were involved with the self-help groups as consultants

experimentally, with the result of positive effects for both the self-help groups (Wollert



et al., 1980) and professionals (Auslander & Auslander, 1988). Although Stewart et al.
(1994) proposed strategies for promoting partnership between self-help groups and
professionals based on their research findings, to my knowledge, no intervention study
has applied the partnership model to self-help groups and professionals. In addition, to
my knowledge, the effects of a program for promoting a positive working relationship
have never been assessed in a randomized controlled trial.

The purpose of this study was to examine the effects of a program for
promoting partnership, which was based on the partnership model proposed by Stewart
et al. (1994), among local self-help groups of families with the mentally ill and

professionals in Japan.

METHODS

Design

This study was an intervention study of family group “units” randomly
assigned to intervention conditions. The group randomization design was chosen
because of the very nature of this intervention, which promotes partnership between
family groups and professionals. The study involved three types of subjects; family
groups which were units of group randomization, members who belong to the groups,
and professionals who were involved with the groups. With regard to the analysis, the
author used a method based on an individual as unit of analysis, in addition to a
method based on a group as a unit.

The term of the intervention was 6 months. The subjects were assessed twice at
the baseline just before the intervention started and at 6 months just after the
intervention. Time schedules in the experimental group and the control group over the

intervention period are shown in Figure 1.

Conceptual framework

The conceptual framework of this study, which is shown in Figure 2, was



based on literature on self-help groups and discussions with local groups of families
with the mentally ill. The author understood family groups based on the ecological
framework proposed by Maton (1989): community-level, organizational-level, and
individual-level. At the individual-level, furthermore, individual members were
understood both in the nature of group involvement and in terms of personal
characteristics. Promoting partnership between family groups and professionals would
have some benefits for both the family groups and professionals (Comstock &
Mohamoud, 1989; Stewart et al., 1994). Those benefits are shown in the figure. The

benefits assessed in this study are marked with an asterisk.

Ethics

Tebes & Kraemer (1991) indicated that randomized controlled trials should not
be applied to self-help groups without consideration of the unique complexities of
self-help research. In addition to the general issues based on the Declaration of
Helsinki (World Medical Association, 1997), this study had ethical considerations
regarding the unique issues of the relationship between self-help groups and
professionals (Lavoie, Farquharson, & Kennedy, 1994). With regard to the general
issues, informed consent was obtained, and the control group was assured of almost the
same intervention after the intervention period. With regard to the unique issues, the
author took into account two points related to the nature of the self-help groups. First,
in order to respect autonomy, integrity, and group culture, the author never invaded the
right of self-determinations of both the groups and members (Lavoie et al., 1994), nor
controlled the intervention tightly because these actions might lead to distortion of the
nature of the self-help groups (Powell, 1993), and confirmed that the involvement of
professionals did not contribute to losing control of the groups. Second, in order to
respect confidentiality, the researcher did not obtain access to individual data such as
name, address, or telephone number.

The author discussed ethical issues of this study adequately with staff of
ZENKAREN, especially, with regard to how to identify members and how to record

activities in the meetings. Through the discussion, for instance, the following methods



of recording activities in the meetings were decided. Those were that all records of the
meetings must be in writing without operating a tape recorder, the researcher must not
write the members’ name in order not to publicly identify individuals, and the
researcher should obtain informed consent before recording. With due ethical
consideration, the author obtained the approval of the board of directors of

ZENKAREN.

Subjects and Procedures

The study involved three types of subjects; family groups, members who
belong to the groups, and professionals who were involved with the groups.

Family group subjects and professional subjects. Eligible criteria of the
family groups were: 1) an affiliate of ZENKAREN (meaning that a leader is a family,
even if only a leader on paper); 2) a community-based group; 3) frequency of meetings
of one or more per month (taken from another survey); 4) in the Kanto area (the
Capital and its neighboring prefectures). Two groups, which were the subjects of a
preliminary study for this study, were excluded. Professional subjects were those who
have public responsibility for supporting community-based self-help groups for
families of the mentally ill. Most of professional subjects were public health nurses
with formal qualifications or social workers with education in social welfare. In
addition, the author included clerks of the administrative welfare department among
professional subjects, because they have public responsibility to support self-help
groups for families of persons with disabilities.

To respect the right of self-determinations by groups, the author first informed
the family group subjects of this study. If the group wished to participate in this study,
next, the professionals who were listed by the group were informed. Of the 127 eligible
groups, 2 were excluded, 80 responded and 61 wished to participate in the intervention
(see Figure 3). The groups, which one or more professionals wished to participate in
the study, were 24 groups. The 24 groups were randomly assigned to either an
experimental group or a control group. Twelve family groups and 15 professionals

made up the experimental group, and 12 family groups and 14 professionals made up



the control group.

Member subjects. Members were informed of this study in a meeting before
the intervention or by mail and made an independent choice from the groups which had
already consented to participation in this study. After the intervention period, both
questionnaires at baseline and at 6 months were matched by demographic data of the
member and member’s relative with mental illness. Such a matching method has been
used among anonymous self-help groups (e.g., Koren, DeChillo, & Friesen, 1992). Of
the matched data, members who satisfied all of the following eligible criteria were
member subjects in this study: 1) attending 5 or more of a total of 7 meetings over the
intervention period; 2) belonging to the groups for one or more years at baseline.
Family members whose relatives with mental illness had already died were excluded

from the study samples.

Intervention program

A semi-structured program for promoting the partnership, which was based on
the strategies in the partnership model between self-help groups and professionals
proposed by Stewart et al. (1994), was developed for this intervention. Stewart et al.
proposed the following strategies: communication development; credibility
enhancement; trust building; role and goal clarification; education; and clearinghouse
(as a promoter of the partnership). Three of these strategies were selected as
components of this program: communication development; role and goal clarification;
and education. The reasons for selecting these were that communication would develop
credibility and trust between the parties, and also, in Japan, clearinghouses are scarce
and do not provide direct support, which the promoter should do, for local groups.
Therefore, in this program, the author had the intention of making the professionals the
promoters of the partnership and not the clearinghouses.

Communication development strategies develop and improve exchanges of
information and knowledge between the members and professionals such that each
respects and understands the language of the other (Stewart et al., 1994). In this

program, the professionals participated in the meetings regularly once a month in order



to develop communication over the intervention period.

Role and goal clarification strategies involve input from both parties which
elucidates and negotiates respective roles and establishes aims that respect each other’s
interests (Stewart et al., 1994). In this program, the members and professionals
discussed the roles and goals in the meetings in order to clarify them two or more times.
If they did not understand each other or did not develop positive attitudes, discussions
on resolving the issues involved were necessary to clarify the roles and goals. The
author described these discussions as the preceding discussions in this program. The
main themes were explanations about the professionals’ working, the members’
valuable experiences in the group, and expression attitudes toward each other. Next,
the members and professionals discussed to clarify the roles and goals of the family
groups and professionals. The author described these discussions as the main
discussions in this program. The main themes were what the group should be, and what
roles the group members and professionals expected of each other. The discussions
regarding the shared goals focused on the goals of family groups, because imbalances
of power between the self-help groups and professionals have been identified as
barriers to promoting the partnership (Cohen, 1998; Wilson, 1993). The contents of
these discussions have already been assessed with the members of two family groups
in the preliminary study, and all the members have reported these discussions as being
effective.

Educational strategies help the professionals to change their attitude, increase
information or knowledge, and develop skills (Stewart et al., 1994). In this program,
the professionals attended at a seminar for two days using the guidelines. The
guidelines were drawn up and were authorized by ZENKAREN. They included basic
principles and essential knowledge for when the professionals interacted with the
family groups.

The term of the intervention was 6 months from September 2000 to March
2001, because in Japan some professionals often change working locations in April
every year. The author played the role of the researcher. The researcher gave

instructions in program implementation to professional subjects. Professional subjects



followed the guidelines and instructions by the researcher. Concrete roles of the
researcher were education for the professionals in a seminar, formal and informal
advice for the professionals, observations and records of every meeting, and
monitoring professional support inside and outside of the meetings.

In the control group, over the intervention period, the professionals interacted

with the family groups the same as before the intervention started.

Variables

Organizational-level of family groups. The number of members was
counted.

Individual-level of family groups. Group appraisal by members was assessed
using the Group Appraisal Scale. This is a 10-item self-rating scale to assess the
member’s appraisal of the personal benefits that they have received from the group
involvement and their satisfaction with the group in general (Maton, 1988). The scale
consists of two subscales: the Group Satisfaction Scale and the Group Benefit Scale.
Each item ranges from 1 (not at all accurate) to 5 (completely accurate), with high
scores indicating higher appraisal. The validity and reliability of the original have been
shown (Maton, 1988). In this study, a modified Japanese version translated by the
author was used. Cronbach’s alpha coefficients for this study were .80 and .77.
Confirmatory factor analysis showed that the Goodness of Fit Index was .90.

Satisfaction with the professional services for family groups was assessed
using the Client Satisfaction Questionnaire (CSQ-8) (Larsen, Attkisson, Hargreaves, &
Nguyen, 1979). This is an 8-item self-rating scale to measure consumer satisfaction in
health and human service systems. Each item ranges from 1 to 4, with higher scores
indicating higher satisfaction. The validity and reliability of the original (Larsen et al.,
1979; Nyguyen, Attkisson, & Stegner, 1983) and a Japanese translated version
(Tachimori & Ito, 1999) have been shown. In this study, a modified Japanese version
translated by the author was used. Cronbach’s alpha coefficient for this study was .90.
Principle component analysis showed that the first component accounted for 58.3% of

the total variance.



Empowerment of the families was assessed using the Family Empowerment
Scale. This is a 34-item self-rating scale to assess empowerment in parents and other
family caretakers whose children have emotional disabilities (Koren et al., 1992). The
scale measures three levels of empowerment (Family, Service System, and
Community/Political) and a total score. Each item ranges from 1(not true at all) to 5
(very true), with higher scores indicating greater empowerment. The validity and
reliability of the original have been shown (Koren et al., 1992; Yatchmenoff, Koren,
Friesen, Gordon, & Kinney, 1998). In this study, a modified Japanese version
translated by the author was used. Cronbach’s alpha coefficients for this study
were .78, .80, .82, and .91, respectively. Test-retest reliability coefficients of the
subscales ranged from .73 to .92, when measured in another survey among members of
family groups with mentally ill patients in Japan. In addition to a dimension composed
of three subscales, the conceptual framework of the scale includes the other dimension,
which reflects the expression of empowerment as attitude, knowledge, and behavior.
Confirmatory factor analysis based on the conceptual framework showed that the
Goodness of Fit Index was .75.

Self-esteem of the families was assessed using the Self-Esteem Scale
developed by Rosenberg (1965). This is a 10-item self-rating Guttman scale to assess
self-esteem. It yields a 7-point scale with lower scores indicating higher self-esteem.
The validity and reliability of the original have been shown (Rosenberg, 1965). In this
study, a Japanese translated version (Hoshino, 1970) was used. Cronbach’s alpha
coefficient for this study was .52.

Professionals. Professional knowledge and skills were assessed using the
Knowledge and Skills Subscale from the Social Worker Empowerment Scale (Frans,
1993). This is a 9-item self-rating scale to assess empowerment about knowledge and
skills of social work practitioners. Each item ranges from 1 (strongly agree) to 5
(strongly disagree), with higher scores indicating greater empowerment. The validity
and reliability of the original have been shown (Frans, 1993). In this study, a modified
Japanese version translated by the author was used. Cronbach’s alpha coefficient for

this study was .87. Principle component analysis showed that the first component



accounted for 51.9% of the total variance.

Control of groups. The author confirmed that the involvement of
professionals did not contribute to losing control of the groups, using an item: “Group
members lose control of the group if professionals are involved” (Lotery & Jacobs,
1994). This item was converted into a 5 points scale from 1 (strongly disagree) to 5
(strongly agree), with higher scores indicating greater loss of control of the groups.

Process evaluation. Process evaluation was conducted in conjunction with
an outcome evaluation. The program implementation was assessed from three aspects:
additional time of the professionals’ participation in the meetings, time of discussions
to clarify the roles and goals between the family groups and professionals, and
professional support related to the program outside of the meetings.

With regard to appropriateness of the modified Japanese version scales
translated by the author, the equivalence of the Japanese version to the original was

ascertained by back-translation.

Statistical analysis

First, the demographic data and baseline scores of subjects were tested to
assess comparability between the experimental group and the control group. Regarding
the community-level and organizational-level of family groups, ¢ test, chi-square test,
or Fisher’s exact test was used. This study was of a group randomization design
allocating randomly intact groups. Therefore, regarding the individual-level of family
groups and professionals, mixed model analysis of variance or generalized estimating
equations with family groups as a random effect, which took into account the extra
component of variation due to the nested design (Donner, Brown, & Brasher, 1989),
was used.

Second, main effects of the intervention on each of the outcome variables were
assessed using analysis of covariance (ANCOVA) or mixed model ANCOVA to test
whether there was any difference between the experimental group and the control
group, after adjusting for the baseline scores, and demographic data with significant

difference between the groups.
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Third, interactions of the intervention by the baseline scores were analyzed by
adding the interaction to the analysis of main effect. A statistically significant
interaction means that the intervention has different effects according to the baseline
score. When a statistic showed a significant interaction, the subjects were divided into
two groups on the median of the baseline score. Thus, an interaction of the intervention
by the two groups was analyzed once again.

Also, the program implementation was assessed using Pearson correlation to
examine the relationships between the process variables of the program and the
outcome variables. The outcome variables were used as a summary statistic for each
family group.

All of the data analyses were conducted using SAS version 6.12.

RESULTS

Member subjects

In addition to the family group subjects and professional subjects, member
subjects were identified after the intervention period as shown in Figure 3.

In the experimental group, at baseline, 203 members were informed of this
study, and 168 members responded and provided their questionnaires. Twelve members
did not complete the questionnaires for reasons that 7 did not know about the group
activities, and 5 included missing data. Of the 168 members, 156 members completed
them. At 6 months, 199 members were informed of this study, and 167 members
responded and provided their questionnaires. Twelve members did not complete the
questionnaires for reasons that 6 did not know about the group activities and 6
included missing data. Of the 167 members, 155 members completed them.

Of 156 questionnaires at baseline and 155 at 6 months, 96 matched both
questionnaires. Of the 96 members, 20 were excluded for reasons that 16 had attended
less than 5 meetings, and 7 had belonged to the group for less than one year (some

overlapped). Accordingly, 76 satisfied all the eligible criteria.

11



In the control group, at baseline, 219 members were informed of this study,
and 174 members responded and provided their questionnaires. Eight members did not
complete the questionnaires for reasons that 6 did not know about the group activities
and 2 included missing data. Of the 174 members, 166 completed them. At 6 months,
179 members were informed of this study, and 149 responded and provided their
questionnaires. Eleven members did not complete the questionnaires for reasons that 5
did not know about the group activities, 5 included missing data, and 1 wrote
inaccurate demographic data. Of the 149 members, 138 members completed them.

Of 166 questionnaires at baseline and 138 at 6 months, 103 matched both
questionnaires. Of the 103 members, 30 were excluded for reasons that 19 had attended
less than 5 meetings, 12 had belonged to the group for less than one year, and 1
because her relative with mental illness had died (some overlapped). Accordingly, 73
satisfied all the eligible criteria.

The average number of member subjects per group was 6.2 members. The
average number of times which member subjects attended the meetings over the
intervention period was 6.5 times of a total of 7 times. The average number of all the
members who attend a meeting was 12.1 members per group. That of the member

subjects was 5.8 members per group.

Characteristics of the experimental and control groups

The community-level and organizational-level demographic variables of the
family groups did not differ significantly between the experimental and control groups,
with the exception of a younger leader in the experimental group (see Table 1).
Therefore, this was controlled for in the multivariate analysis of the outcome of
organizational-level. The demographic variables of member subjects, which were the
individual-level of the family groups, did not differ significantly between the groups
(see Table 2). The demographic variables of the professionals did not differ
significantly between the groups, with the exception of a higher rate of having had
education about the family groups in the experimental group (see Table 3). Therefore,

this was controlled for in the multivariate analysis of the outcome of professionals.
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The outcome variables of the family groups and professionals did not differ

significantly between the groups (see Table 4).

Program implementation

Free participating professionals.  Sixteen professionals participated in
addition to 15 professional subjects in the experimental group, because of requests
from both the family groups and professionals. The professional subjects participated
regularly in the meetings of family groups, attended at a seminar, and promoted
partnership with the family groups. The additional professionals were free to
participate in the meetings of family groups and attend at a seminar. Therefore, the
effects of the intervention on free participating professionals were not assessed. Of the
16 free participating professionals, 9 were public health nurses, 4 were social workers,
and 3 were clerks of the administrative welfare department.

Professionals’ participation in the meetings. As shown in Table 5, before
the intervention, the mean rates of professionals’ participating in the meetings were
62.9 percent in the experimental group and 55.0 percent in the control group. Over the
intervention period, the mean rates were 100.0 percent in the experimental group and
53.6 percent in the control group. Thus, the professionals in the experimental group
participated in the meetings for more time than in usual support. The average time
which the professionals participated in the meetings for the program, in addition to
usual care before the intervention started, was 350.4 minutes. The average number of
professionals who participate in the meetings was 2.0 in the experimental group and
0.5 in the control group.

Discussions to clarify the roles and goals. The average number of times,
which the members and professionals discussed in order to clarify the roles and goals
between the family groups and professionals, was 3.4 times. Also, the total average
time required for the discussions was 227.3 minutes, that of the preceding discussions
was 64.7 minutes, and that of the main discussions was 162.6 minutes.

Professional support outside of the meetings. With regard to the average

number of times which professionals supported the family groups outside of the

13



meetings, support related to this program was 5.6 times, and usual support was 26.1

times (SD=12.7).

Effects of the intervention

Main effects of the intervention. With regard to the organizational-level of
the family groups, ANCOVA showed that the number of members in the experimental
group was significantly more than the control group (see Table 6). With regard to the
individual-level of the family groups, the mixed model ANCOVA showed that the
CSQ-8 in the experimental group was significantly higher than the control group. Also,
with an alpha level of .10, the Service System score and the total score of the Family
Empowerment Scale in the experimental group were higher than the control group.
There were no significant differences between the experimental and control groups in
the other outcome variables of the individual-level of family groups. With regard to the
Knowledge and Skills Subscale of the professionals, the mixed model ANCOVA
showed no significant difference between the groups.

Interactions of the intervention by the baseline scores. With regard to the
organizational-level of the family groups, ANCOVA showed that there was no
significant interaction of the intervention by the baseline scores (see Table 7). With
regard to the individual-level of the family groups, the mixed model ANCOVA showed
that only the CSQ-8 had a significant interaction of the intervention by the baseline
score. The author divided the subjects into two groups on the median of the baseline
score, and showed each change in the CSQ-8 between at baseline and at 6 months (see
Figure 4). The mixed model ANCOVA, which analyzed interaction, showed that the
intervention had a significant effect on only those subjects with lower baseline CSQ-8.
With regard to the Knowledge and Skills Subscale of the professionals, the mixed
model ANCOVA showed that there was a significant interaction of the intervention by
the baseline score. The author divided the subjects into two groups on the median of
the baseline score, and showed each change in the Knowledge and Skills Subscale at
baseline and at 6 months (see Figure 5). The mixed model ANCOVA, which analyzed

interaction, showed that the intervention had a significant effect on only those subjects
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with lower baseline scores of the Knowledge and Skills Subscale. In addition, the
author explored the characteristics of those subjects with lower baseline scores on the
Knowledge and Skills Subscale. As a result, the average duration of their supporting
the family group subjects before the intervention started was 0.43 years. This was
significantly shorter than the average duration of 2.07 years for those with higher

baseline scores on the Knowledge and Skills Subscale (p<0.001).

Control of groups

The mixed model ANCOVA, which controlled the baseline score and
accounted for between-family group variation, showed that there was no significant
main effect of the intervention (£=0.36, p= .56), and showed no significant interaction
of the intervention by the baseline score (F=0.00, p=.94) on whether the groups were

able to maintain control.

Process evaluation

Pearson correlations between the program variables and the outcome variables
showed the following. There were significantly positive correlations between the
length of time that professionals participated additionally in the meetings and the
increase in the CSQ-8 or the Service System score of the Family Empowerment Scale

(see Table 8).

DISCUSSION

Significance of the study

This study demonstrated the effects of a program for promoting partnership
between local self-help groups of families with the mentally ill and professionals in
Japan. To my knowledge, this is the first report on a randomized controlled trial of a
program for promoting a positive working relationship between self-help groups and

professionals. There have been only a few true experimental studies among actual
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community-based self-help groups because of the limitations occurred when an
experimental design is applied to self-help groups (Kurtz, 1997; Humphreys &
Rappaport, 1994; Powell, 1993; Tabes & Kaemer, 1991). This study could be

conducted with consideration for the unique complexities of self-help research.

Effects of the intervention

This intervention had some effects on the family groups. Those were increase
in members, more satisfaction with professional services for family groups, and higher
Service System score and total score of the Family Empowerment Scale (with an alpha
level of .01).

The finding, which the intervention had a significant increase in members, is
consistent with previous reports that professional interactions contributed to increasing
new members of self-help groups (Kurtz, 1997; Wilson, 1995). Kurtz (1997) indicated
that recruiting the membership is the most important and stressful issue which
self-help group leaders face, because the groups cannot remain in existence without
new members. In this intervention, the increase in members was recognized as shared
goals of the family groups and professionals among 5 of 12 family groups in the
experimental group. Wilson (1995) indicated that linking people with self-help groups
is the most effective way in which professionals can help the groups. The number of
members might increase with each role of members and professionals, such as making
leaflets about group activities by members and referral by professionals.

When professionals support self-help groups, professionals must ensure that
groups have a real choice of accepting support or not (Wilson, 1995). In short, on a
program for promoting a positive relationship between self-help groups and
professionals, professionals should respect members’ acceptance and satisfaction. This
intervention had a significant effect on the CSQ-8, particularly on those members with
lower CSQ-8 at baseline. This finding was consistent with the previous report (Stewart
et al., 1994), which most members of self-help groups believed that the partnership
was desirable. Also, this finding means that members were satisfied with the program,

in particular with members who had not been satisfied with professional involvement.
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There was a positive correlation between the increase in the CSQ-8 and length of the
time that the professionals participated additionally in the meetings. It is suggested
that members desired professionals’ participation in the meetings. Thus, the program
was enough to be accepted and satisfied by members of family groups.

With an alpha level of .10, the intervention had significant effects on the
Service System score and the total score of the Family Empowerment Scale. Also there
was a positive correlation between the length of the time that professionals participated
additionally in the meetings and the increase in the Service System score. The Service
System score primarily involves the family’s activities working with the professionals
and agencies to obtain services that are needed by their relative with mental illness
(Koren et al., 1992). Through communication with professionals over the intervention
period, members may acquire abilities to negotiate with the professionals about the
services received by their relative.

On the other hand, the intervention did not have significant effects on
members’ group appraisal, the Family score and the Community/Political score of the
Family Empowerment Scale, and self-esteem.

There is one possible reason why the intervention did not have a significant
effect on the Group Appraisal Scale. That is that the term of this intervention was not
sufficient to have a significant effect on perceived group appraisal. Most members had
little concern about the group activities at baseline. Through the discussions to clarify
the roles and goals of the family groups and professionals, critical thinking about the
group activities, which are necessary for solving problems (Nickerson, 1985), may
have grown among members. In contrast, most goals of the family groups were not
attained within 6 months, even though the goals were clarified. Therefore, a longer
intervention may be necessary for members to attain their goals and to appraise their
group activities more highly.

In terms of the Self-Esteem Scale, the intervention did not have a significant
effect. However, the scores were lower at 6 months, which means a higher self-esteem,
than at baseline in both the experimental group and control group. The member

subjects were regular attendees in the meetings. This is consistent with the previous
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report that more intense participation contributes to better outcomes (Kurtz, 1997).
Also, the intervention did not have a significant effect on the Family score and the
Community/Political score of the Family Empowerment Scale. Wollert et al. (1980)
reported that the atmosphere in meetings of a self-help group was warmer with
professional support. If the groups function effectively with professional support, the
members will gain more benefits related to the nature of the family groups such as
empowerment (Gidron, Gutterman, & Hartman, 1989; Kurtz, 1997; Segal, Silverman,
& Temkin, 1993) and self-esteem (Katz, 1993), rather than a goal of psychotherapy or
treatment aiming at a reduction of psychological symptoms (Kurtz, 1997; Powell,
1993). A longer intervention will help to make the family groups function effectively.

With regard to the professionals, on the Knowledge and Skills Subscale of
Social Worker Empowerment Scale, the intervention showed a significant interaction
with the baseline score, indicating that the program had an effect only on those
professionals with lower scores at baseline. Also, those professionals with lower scores
at baseline have not had enough experience to support family group subjects, even if
they have accumulated experience as professionals. After the intervention period, those
professionals with lower scores at baseline gave their impression of the intervention
that they became more understanding of the family groups and gained confidence in
their ability to support the family groups. Thus, professionals who have little
knowledge and skill in supporting family groups, and those who have not had enough
experience in supporting the family group subjects, may gain knowledge and skill
through basic education with guidelines, participation in the meetings, and discussions
with members. This finding is consistent with a previous report that involving self-help
groups and members in professional training regarding self-help groups potentially
empowered professionals, thus making it more likely to produce an effective
partnership (Meissen, Mason, & Gleason, 1991). Also, the finding suggests that the
program empowers professionals who lack knowledge and experience in supporting
family groups, despite the short-term intervention. Also, this change in the
professionals could be demonstrated in only an intervention study.

Furthermore, the intervention, which has the effects mentioned above, did not
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contribute to losing control of the groups. However, Katz (1993) indicated that group
members might welcome professional help but be afraid of losing control of what they
have worked so hard to build. Whenever professionals promote partnership between
self-help groups and themselves, they must evaluate whether their own interaction with
the groups contributes to losing control of the groups or not.

Given these findings, the program for promoting partnership between self-help
groups and professionals can be effective for both self-help groups of families with the

mentally ill and professionals involved with the groups.

Applicability in practice

The program is applicable generally in practice because of the following. First,
the subjects of this intervention were true community-based self-help groups of
families with the mentally ill, and professionals who work in the truly practical fields.
Second, there were broad varieties of family groups and professionals. Third, the
intervention could be conducted within a normal budget. Finally, if professionals use
the guidelines, they will be able to conduct the program. ZENKAREN will distribute
the guidelines to all municipalities over the country. However, the intervention was
conducted with support of the researcher, in particular, with advices from the
researcher when professionals could not find a solution to a problem even if they used
the guidelines. It is necessary to build up a system to advise professionals who have

such problems.

Limitations and perspectives

This study has some limitations. First, the intervention was conducted on a
variety of relationships. On the one hand some of the professionals had never
participated in the group meetings, but on the other hand some of professionals had
already participated regularly in the group meetings. It was not clear on which
relationships between the parties the program had effects on. Second, the program
included three components. Despite the fact that process evaluation was conducted, the

effectiveness of each component could only be clarified by additional studies. Third,
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because this study included members who attend regularly, the member subjects are
not necessarily representative of all members of the family group subjects. However,
the author could not find another ways of sampling members, because members of
self-help groups are free to attend in the meeting and researcher should not handle it
(Adams, 1990; Luke, Robert, & Rappaport, 1993). Forth, family groups and
professionals were not blinded as to the group assignment. However, a double blind to
family groups and professionals is not feasible because of ethical issues. Finally, the
modified Japanese versions of the original scales used in the study require further
examination of the validity and reliability.

The author did not conduct a follow-up assessment of the intervention.
Because the partnership was characterized with continuous interaction, the author has
been considered that not a follow-up assessment but a long-term intervention is
necessary in future studies. Also, the author did not assess the community-level of
family groups because the term of the intervention was short of 6 months. However, in
previous reports, it has been indicated that the partnership between self-help groups
and professionals provides some benefits as shown in Figure 1 (Humphreys & Ribisl,
1999; Penny, 1997; Srinivasan, 2000). In order to assess the effects of this program at
the community-level, a long-term intervention is needed. Although this intervention
did not have any effects on the Group Appraisal Scale, two subscales of the Family
Empowerment Scale, and the Self-Esteem scale, a longer intervention may have effects

on these measurements.
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CONCLUSIONS

The purpose of this study was to examine the effects of a program for
promoting partnership between self-help groups and professionals based on the
partnership model proposed by Stewart et al., among local self-help groups of families
with the mentally ill and professionals in Japan, in a group-randomized trial. The
author assessed the effects of the program on the family groups, members who belong
to the groups, and professionals involved with the groups.

As a result, the number of members in the experimental group increased more
significantly than that of the control group. Also, the CSQ-8 in the experimental group
was significantly higher than the control group. With an alpha level of .10, the Service
System score and the total score of the Family Empowerment Scale in the experimental
group were higher than the control group. Furthermore, the author explored the
interactions of the intervention by the baseline scores, with the result that the program
had significant effects on those members with lower baseline CSQ-8 scores and on
those professionals with lower baseline scores of the Knowledge and Skills Subscale.

Given these findings, the program for promoting partnership between self-help
groups and professionals can be effective for both self-help groups of families with the

mentally ill and professionals involved with the groups.
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Figurel. Time schedules in the experimental group and the control group over the intervention period
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Figure4. Interaction of the intervention by the baseline score of CSQ-8
Member subjects were divided into two groups on the median of baseline score, and these figures show change of each group.
Vertical lines depict standard deviations of the means.

F statistics are in mixed model ANCOVA, with baseline score as covariate.
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F statistics are in mixed model ANCOVA, with baseline score and having had or not education about family groups as covariates.



Tablel. Characteristics of the community-level and the organizational-level of the family group subjects

Experimental Control
n=12(100.0%) n=12(100.0%) P value

Characteristics mean=+ SD mean=+SD

Community-level

Population (thousand people) 245+188 16144 0.16
Population density (thousand people / km?) 54+438 7.5£5.5 0.34
Number of psychiatric hospitals (per 100,000 population) 1.0*=1.1 0.6+0.5 0.28
Number of psychiatric clinics (per100,000 population) 3.2%£35 29%3.2 0.81
Number of rehabilitation facilities for the mentally ill 3.5£27 2.8%£1.7 0.45

(per100,000 population)

Organizational-level

Number of members 50.2%36.1 38.1£22.0 0.33
Number of committees 7.9£49 93142 0.36
Sex of the leader
Man 7(58.3) 7(58.3) 1.00
Woman 5(41.7) 5(41.7)
Age of the leader (yrs) 65.1£7.6 70.7£4.4 0.04
Number of members’ attending the meetings * 17.5+10.1 154=*7.8 0.57
Social activities (have done the action in 1999)
Public policy activities 8(66.7) 8(66.7) 1.00
Establishment and operation sheltered workshops 6(50.0) 7(58.3) 0.68
Official peer counseling 3(25.0) 7(58.3) 0.21
Charity bazaars and fundraising activities 10(83.3) 10(83.3) 1.00
Rate of professional’s participating in the meeting (%) * 62.9+42.3 55.0£42.7 0.65

SD: standard deviation; NS: not significant.
Fisher’s exact test: categorical data.
¢ test: continuous data.

“ Data are from April to August in 2000.



Table2. Characteristics of the member subjects

Experimental Control

n=76(100.0%) n=73(100.0%)

Characteristics mean=SD mean=SD P value
Group involvement
Length of membership (yrs) 59+4.2 6.7£4.3 0.30
Role in the group (committee) 53(69.7) 47(64.4) 0.62
Personal characteristics
Members
Age (yrs) 63.618.3 65.0%=7.6 0.26
Sex (woman) 61(80.3) 53(72.6) 0.53
Relation to person with mental ill (parent) 71(93.4) 67(91.8) 0.44
Persons with mental il
Age (yrs) 359%+9.5 37.5+9.8 0.28
Sex (man) 57(75.0) 47(64.4) 0.79
Diagnosis (schizophrenia) 59(77.7) 66(90.4) 0.60
Length of the mental illness (yrs) 14.8+8.9 16.3*£9.7 0.12
Treatment (outpatient treatment) 63(82.9) 66(90.4) 0.19

SD: standard deviation; NS: not significant.
Mixed model ANOVA: continuous data.

Generalized estimating equations: binary data.



Table3. Characteristics of professional subjects

Experimental Control
n=15(100.0%) n=14(100.0%)
Characteristics mean=SD mean=*SD P value
Sex (woman) 10(66.7) 10(71.4) 0.76
Discipline (public health nurse) 7(46.7) 8(57.2) 0.48
Discipline (social worker) 7(46.7) 5(35.7) 0.54
Discipline (clerk of welfare department) 1(6.6) 1(7.1) 0.94
Agency or department (related to public health) 13(86.7) 12(85.7) 0.93
Agency or department (related to public welfare) 2(13.3) 2(14.3) 0.93
Length of professional (yrs) 13.69.3 13.9+6.6 0.98
Length of professional in mental health fields (yrs) 10.2£9.6 8771 0.83
Length of supporting the family group subject (yrs) 1.5£1.5 1.0£1.0 0.26
Length of supporting the other family groups (yrs) 4.0+6.9 2.6£5.0 0.51
Length of supporting the other self-help groups (yrs) 32%£52 5,073 0.31
Education about family groups (have had) 8(53.3) 2(14.3) 0.05
Education about self-help groups (have had) 10(66.7) 6(42.9) 0.28

SD: standard deviation; NS: not significant.
Mixed model ANOVA: continuous data.

Generalized estimating equations: binary data.



Table4. Baseline scores of outcome variables

Categories (n= experimental/ control) Experimental Control
Outcome variables (range) mean (SD) mean (SD) P value
Family groups
Organizational-level (n=12/12)
Number of members 50.2(36.1) 38.1(22.0) 0.33
Individual-level (n=76/73)
Group Appraisal Scale
Group Satisfaction Scale (5-25) 15.7(3.4) 15.7(3.7) 0.91
Group Benefit Scale (5-25) 19.5(2.7) 19.4(3.2) 0.94
CSQ-8 (8-32) 22.4(4.0) 23.9(3.5) 0.16
Family Empowerment Scale
Family (12-60) 42.6(6.6) 42.8(7.2) 0.97
Service System (12-60) 43.7(7.8) 44.0(8.1) 0.92
Community/Political (10-50) 34.6(7.0) 34.1(7.0) 0.52
Total Score (34-170) 120.8(18.5) 120.8(20.6) 0.82
Self-Esteem Scale (0-6) 2.2(1.4) 2.4(1.6) 0.36
Professionals (n=15/14)
Knowledge and Skills Subscale (9-45) 26.9(5.2) 22.9(6.4) 0.14

SD: standard deviation; NS: not significant.
t test: number of members.

Mixed model ANOVA: the other variables.



Table5. Comparisons between the program implementation and usual support

Experimental Control
n=12 n=12
Usual support The program Usual support Usual support
April-August September-March April-August September-March
Rate of professionals’ participating in the meetings
0% (not at all) 3 0 3 3
1-99% 4 0 5 5
100% (every meeting for one time per month) 5 12 4 4
mean=® SD(%) 62.9+42.3 100.0 55.0+£42.7 53.6140.5
Number of professionals’ participating in the meetings mean=SD ND 2.0*£1.0 ND 0.5%0.1
Additional time of professionals’ participating in the meetings (min) mean=SD - 350.4£478.3 - -
Number of times of the discussions mean=SD - 34+09 - -
Total time of discussions to clarify the goals and roles (min) mean=*SD - 227.3£80.5 - -
The preceding discussions mean=SD - 64.71£50.7 - -
The main discussions mean=SD - 162.6£68.2 - -
Professional support related to the program outside of the meetings
(number of times) mean=+SD - 5.624.0 - -

Dashes indicate no applicable data.

ND: no data measured.



Table6. Main effects of the intervention

Experimental Control Effect
Categories (n= experimental/ control) At 6 months At 6 months
Outcome variables (range) LSmean (SE) LSmean (SE) F(p)
Family groups
Organizational-level (n=12/12)*
Number of members 47.2(1.0) 43.8(1.0) 5.38(0.03)
Individual-level (n=76/73)"°
Group Appraisal Scale
Group Satisfaction Scale (5-25) 15.8(0.4) 15.4(0.4) 0.33 (0.58)
Group Benefit Scale (5-25) 19.0(0.2) 19.0(0.4) 0.00(1.00)
CSQ-8 (8-32) 24.8(0.2) 22.5(0.5) 15.59(0.0007)
Family Empowerment Scale
Family (12-60) 44.2(0.4) 43.2(0.4) 2.44(0.15)
Service System (12-60) 45.2(0.6) 43.1(0.9) 3.55(0.08)
Community/Political (10-50) 35.5(0.4) 34.5(0.5) 2.37(0.13)
Total Score (34-170) 124.9(1.2) 121.0(1.5) 4.35(0.06)
Self-Esteem Scale (0-6) 2.0(0.1) 1.8(0.1) 0.69(0.43)
Professionals (n=15/14) ¢
Knowledge and Skills Subscale (9-45) 27.1(1.0) 24.9(1.3) 2.03(0.17)

SE: standard error.

* F statistic in ANCOVA, with baseline score and age of the leader as covariates.

® F statistic in mixed model ANCOVA, with baseline score as covariate.

¢ F statistic in mixed model ANCOVA, with baseline score and having had or not education about family groups as covariates.



Table7. Interactions of the intervention by the baseline scores

Experimental Control Intervention Intervention
Categories (n= experimental/ control) At 6 months At 6 months X baseline scores
Outcome variables (range) LSmean (SE) LSmean (SE) F(p) F ()
Family groups
Organizational-level (n=12/12)*
Number of members 47.2(1.0) 43.9(1.0) 2.27(0.15) 0.06(0.80)
Individual-level (n=76/73)"°
Group Appraisal Scale
Group Satisfaction Scale (5-25) 15.8(0.4) 15.4(0.4) 0.03(0.9) 0.00(1.0)
Group Benefit Scale (5-25) 19.0(0.3) 19.0(0.4) 1.53(0.2) 1.55(0.2)
CSQ-8 (8-32) 24.7(0.3) 22.3(0.5) 9.85(0.002) 5.96(0.02)
Family Empowerment Scale
Family (12-60) 44.2(0.4) 43.2(0.4) 0.03(0.97) 0.01(0.93)
Service System (12-60) 45.2(0.6) 43.1(0.9) 1.44(0.23) 0.62(0.43)
Community/Political (10-50) 35.5(0.4) 34.5(0.5) 0.95(0.33) 0.53(0.47)
Total Score (34-170) 124.9(1.2) 121.0(1.5) 0.18(0.67) 0.0(0.98)
Self-Esteem Scale (0-6) 2.0(0.1) 1.8(0.1) 0.23(0.64) 0.99(0.32)
Professionals (n=15/14) ¢
Knowledge and Skills Subscale (9-45) 27.7(0.8) 25.8(1.1) 13.00(0.007) 10.86(0.01)

SD: standard deviation.

* F statistic in ANCOVA, with baseline score and age of leader as covariates.

® F statistic in mixed model ANCOVA, with baseline score as covariate.

¢ F statistic in mixed model ANCOVA, with baseline score and having had or not education about family groups as covariates.



Table8. Correlations between the process variables of the program and the outcome variables in the experimental group

Outcome variables (n=12)

Organiza- Individual-level Professionals
tional- level
Group Group CSQ-8 Family Empowerment Scale Knowledge
Number of  Satisfac- Benefit Family Service Commu- Total Self- and Skills
members tion Scale System nity/ Score ~ Esteem  Subscale
Process variables (n=12) Scale Political Scale
Additional time of professionals’
participating in the meetings (min) -.333 307 -.056 .705%* - 426 J722%* 223 .390 397 - .094
Time of discussions to clarify
the roles and goals  (min)
Total discussions -.267 242 -.357 382 - .385 .206 552 .249 116 131
The preceding discussions -.334 222 155 376 -.084 - .130 125 .050 .199 241
The main discussions -.066 120 -.536 A71 - .392 .340 558 331 - .012 - .024
Professional support related to the
program outside of the meetings -.167 513 240 268 - .209 .106 322 142 437 - .146

(number of times)

Pearson correlations; *P<0.05, **P<0.01.

All outcome variables are differences between scores at baseline and at 6 months.

As outcome variables of the individual-level of family groups and professionals, a mean for each family group is calculated.
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Family Empowerment Scale

(Koren, P. E., DeChillo. N., & Friesen, B. J., 1992)
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Self-Esteem Scale

(Rosenberg, M., 1965)
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Group Appraisal Scale

(Maton, K. I, 1988)
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CSQ-8

(Larsen, D. L., Attkisson, C. C., Hargreaves, W. A., & Nguyen T. D., 1979)



BHPE (REME - A - 7—h—) [TLBXEICDOWT, =FHLET,
HTIFFEBZRED—2120%DIFTLFEELY,

1) RESNZITHEFABICLAXIEDCEICDOWT., HLEEIXFEDKSIZFHE L FIH.,

DETHRW @RW OFIFX @DEL W
2) FEEAZIT-EMBICESXER., HLEEIPHFLTLEBYDOLOTY D,
O&<E) @% 5 TiEAw Q@RELITHD @D ZOWBY TH D

3) HEMBIZ L AREEANDXIEIL., HEEARKOTVELDEEDEEFH-LTULETH,
DIFFETHWZT QBB W1t @b iH-S72n @< il &0

4) L LHMORESD. HLEEOREESZITTVWEIXELRLLSGXRIEEZZTondELT:
b, ENZEMDRESDAIZTTOHETH.,
ORI T TR QESATTORY QIESAT IO @iz T T 5

5) L. REESAEMABNSOZITETIEBOEICDODVTENLSLSWERLTLWWETH,
D4 < AN @R OIEIEI P @& THmE

6) RESNEFEMABNORTEXER., RERAVRMISEFHL TS ETRISTHET A,
DIEWA~AEEZD QWK ESARKRILD QEARAKILERY @QFRELEES

7) 2FMIC. RESAFEFABILZITEXEICOVWTHLELFEDS GWERLTULET M,
D& THlE @I 2 @Al @772 i

8) RIEFEMNIMhLESL. SEFBILXBEINTLIDLRALLSICHIESND L E,
BEIEEHETH,
Otz E 220 @HEFE B @ie b 5 @ L




Knowledge and Skills Subscale of

Social Worker Empowerment Scale

(Frans, D. J., 1993)
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