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This study involves the investigation of the basis and validity of considering health 

information as therapeutic, the definition of Information Therapy, and whether the 

therapeutic nature of information can be measured empirically. The purpose of the study is 

to determine if there are any significant differences in the therapeutic effect of Information 

Therapy through the different delivery modes of support groups communicating face-to-

face and those utilizing computer-mediated communication on the Internet. The 

comparison of these groups revealed no significant differences on three measures of 

health: physical, mental, and social support. Because one communication medium is not 

found to be advantageous over the other, the use of the computer can extend the benefits 

of Information Therapy to the home-bound, to those in remote areas, to people with time 

restraints, and those who may be shy. The validity of the therapeutic nature of 

information was verified by participant report of the effect of a health information search. 

Results demonstrated that the primary source for information is the physician, followed by 

the Internet, and 77% of participants reported a positive or therapeutic effect when health 

information was found. These results are significant because individuals who are in 

positions to deliver Information Therapy can better meet needs by identification of the 

sources to which people look for information and can have a major impact on patient care 



and the general health of the population. Providing people with information can empower 

them to take an active role in their health, can increase confidence in self-care, and should 

provide coping and disease management skills thus decreasing the utilization of healthcare 

resources and preventing costly acute and chronic health complications. 
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CHAPTER 1 

INTRODUCTION 

"In life, there are few things more precious than your health, because it 

contributes so greatly to the quality of your day-to-day life." (America Online, 1995) 

This dissertation will study the differences in the therapeutic effect of Information 

Therapy through the different delivery modes of support groups communicating face-to-

face and those utilizing computer-mediated communication on the Internet. 

Background of the Study 

The health of individuals can have a direct effect on their perception of the quality 

or meaning their life has for them. A person who is ill may experience less happiness and 

sense of well-being which causes them to have a diminished estimate of the quality of their 

life, whereas a person in good health will have a higher estimation of the worth of their 

life, experiencing more satisfaction with life. Polls have shown that Americans list health 

before love, work, or money as their main source of happiness (Ignatieff, 1988). It 

becomes important, then, for us to preserve or maintain our health in order to be happy. 

Preservation and maintenance of our nation's health is the focus of "Healthy People 

2000," a national health promotion and disease prevention program, which includes not 

only prevention of premature death, disability, and disease, but also an enhancement of a 

person's quality of life (Healthy People 2000. 1990). The term quality of life is 
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frequently spoken of and written about and is understood to encompass a large number of 

personal and social variables, some of which (education, employment, leisure, etc.) do not 

relate to public health. However, in the public health context, quality of life corresponds 

with the 1947 World Health Organization's definition of health that encompasses physical, 

mental and social functions (Hennessy, Moriarty, Zack, Scherr & Brackbill, 1994). In 

order to narrow the focus of this paper, only the physical, mental and social aspects of 

health and quality of life will be utilized. 

The maintenance of public health has become a costly endeavor. The costs of 

medical care are spiraling upward at a pace that challenges leaders to keep current 

statistics on them. Over the last several decades, personal expenditures on medical 

services have increased more rapidly than expenditures in most other goods and services in 

the U.S. Annual expenditures of $35.9 billion in 1966, comprising 5% of the GNP, have 

risen in three decades to $988 billion in 1995, making up 13% of the GNP. These figures 

are expected to rise to $1.4 trillion by 2000, and become 15% of the GNP (Feldstein, 

1993; Vincenzino, 1995, 1997). See Figures 1-1 and 1-2. 

BHomff) 800 GNr, 1995 

1565 1975 1985 1995 2000 

Figure 1-1. U.S. Health Expenditures Figure 1-2. U.S. Health Expenditures 
(as % of GNP) 
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Even accounting for inflation, the increase in the price of medical services has risen more 

sharply than the economy's inflation rate. Controlling these costs, or just controlling then-

upward rise, is another challenge to healthcare leaders. 

These increases in medical expenditures are not solely due to increases in the 

quantity of services per capita. A considerable portion of the increase has been due to an 

increase in the price of services, as well as a change in the type of services provided. 

It would seem logical that with these increases in health expenditures, and with the 

increase in the quantity of services per capita, the health of people would be improving. 

However, studies have indicated that increased use of medical services does not 

necessarily correspond to increased health status. Statistical results of a study by Auster, 

Leveson and Sarachek (1969) indicated that environmental and personal factors had a 

greater effect on mortality rates than medical services. For example, a 10% increase in 

medical services would lead to a 1 % decrease in mortality, whereas a 10% increase in 

educational level would lead to twice as great (a 2%) decrease in mortality, and a 10% 

increase in cigarette consumption would lead to a 1% increase in mortality. The total 

effects of the environmental factors of income, education, and cigarette consumption 

outweigh the marginal contribution of medical services to health status. Several other 

studies have shown similar results, and the conclusion by Benham and Benham (1975) is 

that the increased use of medical services did not result in an improvement in health status. 

Results from a RAND Health Insurance Experiment (Brook, 1983) demonstrated that 

greater medical care use did not have a statistically significant effect on health habits 

associated with cardiovascular disease, certain kinds of cancer, or on five other general 
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measures of health. Fuchs (1974) concluded that increased use of medical services has a 

smaller impact on health than the way in which people live, and that the major causes of 

death are attributed to behavioral factors and lifestyle. The greatest potential for reducing 

coronary disease, cancer, and the other major killers lies in altering personal behavior. 

This corresponds with an examination of death rates by Vickery, Kalmer and Lowry 

(1982), who determined that more than 75 percent of the decline in deaths between 1875 

and 1975 occurred before the advent of modern medicine. After the discovery of 

antibiotics in the 1930s, there was no decrease in the death rate and no increase in life 

expectancy until the 1970s when death rates began to decline again. This was due to a 

decrease in heart disease and stroke resulting from reductions in smoking, decreased fat 

consumption, and increased exercise. The study suggests that improvements in health 

were not due to rapidly developing technology, but only came through a better educated 

and informed public taking more responsibility for their own health. 

According to the Council on Scientific Affairs of the American Medical 

Association (1990), health education programs should be provided because they believe 

that "by providing information on linkages between health and behavior, individuals will 

choose to engage in behaviors that have beneficial effects on their health and selectively 

avoid those with deleterious effects." (p. 1816) 

All of these studies suggest that if policy makers have as their objective to increase 

the health status of people, an increase in the provision of medical services is not likely to 

have a great impact. The medical model must experience a paradigm shift from a focus on 

disease to a focus on health, well being, and prevention. An effort towards this paradigm 



shift is seen in the medical community by the emergence of Health Maintenance 

Organizations (HMO), and the concept of managed care to replace the traditional fee-

for-service practice. Figure 1-3 shows the rise in HMO enrollment in the US. over the 

last several decades (Vincenzino, 1994). 

SO 
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Figure 1-3. U.S. HMO Enrollment 

It is thought that by shifting the focus to preventive care we can decrease the 

utilization of scarce healthcare resources, and help decrease costs (Fries et al., 1993). 

However, a focus on prevention alone cannot attain the necessary results. Although 

consumers are becoming much more knowledgeable concerning health issues, the vast 

majority of people still rely upon their physicians in order to make the key decisions 

concerning their treatment (Vincenzino, 1994). The traditional medical model supports 

this dependence by doctors who do not encourage their patients to show an interest in 

learning about their illnesses, thus allowing them to be passive recipients of medical care. 

Ferguson (1992) describes three types of health consumers. The first, passive 

patients, are individuals who feel that there is nothing they can do to manage their illness. 
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These people are satisfied to allow their doctor to give them little or no information 

concerning their illness. The second type of health consumer is the concerned patient. 

These individuals occasionally ask questions, but will simply do whatever their doctor 

recommends, and rarely, if ever, seek information from an outside source. The third type 

of individual Ferguson calls "the health-active, health-responsible patient". These patients 

are motivated to play an active role in their own care, and will seek health information 

from a variety of sources. They will be partners with their physicians and share in the 

decision making process concerning their health and care, which can increase their 

physical and mental health and well being, thus improving their quality of life, and 

increasing their happiness. However, the problem with this type of consumer in a 

managed care environment is that this type of delivery of healthcare is counterproductive 

to an information exchange in the physician's office. 

Hjelm-Karlsson (1989) purports that many problems encountered by patients are 

derived from deficiencies in the process of information sharing and communication which 

takes place in this setting. Thornton and Kreps (1993) list several obstacles to 

interpersonal understanding in medical settings: ego involvement, differences in 

knowledge, social status, communicative purposes, emotional distance, one-way 

communication, verbal manipulation, ambiguity of language, jargon, and pressures of time. 

This time pressure is seen especially in managed care, where physicians being cost-

conscious spend relatively few minutes in an encounter with the patient. A multivariate 

research model by Waitzkin (1985) demonstrated that doctors spend little time in 

informing their patients, and that the doctor tends to overestimate the actual time they did 
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spend. The actual mean time spent in information transmittal during an encounter was 

1.3 minutes, and yet the physician's mean perception of time spent was 8.9 minutes. In 

addition, the study demonstrated that physicians underestimated the patient's desire for 

information 65% of the time. A recent study showed that a topic as important as 

Advance Directives received a mean discussion time of only 5.6 minutes (Tulsky, Fischer, 

Rose, & Arnold, 1998). The latest study by Marvel, Epstein, Flowers, and Beckman 

(1999) replicated an earlier work and demonstrated that physicians redirected a patient's 

opening statement after a mean of only 23 seconds. Physicians, especially those in a 

managed care practice, do not encourage patients to ask questions or seek information 

because it would lengthen the time spent with each patient, thereby decreasing the number 

of patients seen. This has effectively reduced access to the primary and possibly the most 

specific source of information, the doctor, and has caused an informational gap for the 

patient. 

This information gap has been described by many authors as a rising trend in 

consumerism and an increased societal pressure for health information as people feel a 

need for an emphasis on health promotion instead of a focus on short-term acute care 

(Naisbitt, 1982). Consumers are displaying a greater interest in preventive health 

measures and greater health care information with a shift from institutional reliance to self-

reliance. In order for consumers to become self-reliant, they must have access to accurate 

and reliable information. There is a large self-care movement, but a paradox occurs when 

patients need and want information to care for themselves, but physicians do not have time 

to provide that information. Gann (1986) states that "information is the first step to every 
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healthy choice", and that active participation demands full and continuing access to 

information about the body, about health and illness, and about the services available for 

treatment, care and support. Ferguson (1996) reveals that a Louis Harris poll showed 

that Americans listed health information as their number one choice when asked about 

emerging computer systems and the Internet. Pingree et al. (1993) state that "for people 

diagnosed with life-threatening illnesses, obtaining necessary information, making effective 

plans and decisions, and locating sources of support can play a key role in coping with the 

crisis." (p.22) Supplying people with information about their health, or about prevention 

and wellness can enable them to make informed decisions about their care, and thus 

participate in their own well-being. 

In 1978, the World Health Organization (WHO) held the International Conference 

on Primary Health Care, which was noted for the Declaration of Alma Ata, and the goal of 

"health for all by the year 2000" (WHO, 1978). One item in this declaration states that 

"people have a right and a duty to participate individually and collectively in the planning 

and implementation of their health care." This position by the WHO was reiterated again 

in 1981 and in 1983 by the statement: 

.. .health science and technology have come to a point where their 

contribution to the further improvement of health standards can 

make a real impact only if the people themselves become full 

partners in health protection and promotion. 

(WHO, 1983) 

Over the last several decades, interest in health information has increased not only 



due to consumer demands, but because of federal mandates (i.e., informed consent), 

litigation, earlier hospital discharges, more complex treatment options, and a higher 

incidence of chronic diseases (Luker & Caress, 1989; Fernsler & Cannon, 1991). There 

is the belief in most medical circles that educating the patient improves compliance with 

treatments, thus improving health and well-being. 

Sonnenberg (1997) believes that the trend toward patients seeking information on 

their own may be caused by the increase in managed care. "Patients, fearing that their 

insurers and health care providers do not have their best interests in mind, may seek 

independent sources of information to be sure they are being presented with all reasonable 

alternatives" (p. 151). Widman and Tong (1997) present that patients in HMOs are 

concerned that they may be receiving "cost-effective but suboptimal" medical care. In a 

recent case, a managed care organization made efforts to keep a patient from learning 

about a specific expensive treatment, chastised physicians for telling the patient about it, 

and attempted to convince a medical center not to provide the treatment (Larson, 1996). 

Under these kinds of circumstances, patients and their families have a strong incentive to 

look for health information and other sources of medical opinions. In addition, some 

patients with traditional insurance plans often must pay a portion of tests and treatments, 

and are thereby motivated to seek information in order to verify that the tests or 

treatments are necessary, cost-effective, and the best available. 

A new term for supplying people with medical information was introduced by 

Lindner (1992) in a column called "A Piece of My Mind" from The Journal of the 

American Medical Association. She described an informational gap between what 
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physicians were providing to patients and what patients want to know, stating that "every 

scrap of information" people obtain in order to learn more about their disease becomes 

"information therapy". Although she gave no formal definition for the term information 

therapy, Lindner advocates the use of the medical library by patients in order to further 

their knowledge of their disease process, thereby giving them a sense of control and 

empowerment. In this way, information itself becomes therapeutic to the patient. 

Lindner's admonition in the title of the article was that we should "Encourage Information 

Therapy". 

Possibly inspired by Lindner's article, a symposium on Information Therapy was 

held at Columbia-Presbyterian Medical Center in New York City in 1993. This 

symposium advanced various aspects of what might be called Information Therapy, but 

still no formal definition existed. In 1994, a formal definition proposed during the 

Eighteenth Annual Symposium on Computer Applications in Medical Care in Washington, 

D.C. stated that Information Therapy is "the therapeutic provision of information to 

people for the amelioration of physical and mental health and well-being" (Mitchell, 1994). 

Information which could be considered therapeutic may be obtained in many ways. 

Printed information concerning health and wellness is abundant, and as a person reads this 

information it can be said to be providing Information Therapy. Another frequent 

provider of Information Therapy is the personal physician, who is able to supply limited 

amounts of information because of time constraints. Possibly the most overlooked 

sources of information are friends, family and other patients. These people, because of 

their experience may have pertinent, often reliable information to share which could be 
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therapeutic, thus serving as Information Therapy. It is this sharing of information which 

frequently occurs in small groups, sometimes called self-help groups, focus groups, or 

support groups, which will be the subject of this study. 

The questions surrounding this study involve the construct of Information Therapy 

and its application in an empirical model. Does providing people with information act as a 

therapy for them? Must the information given cause a measurable change in behavior, or 

can the information act therapeutically to improve the patient's outlook, attitude, and sense 

of self-worth? What are the sources of information which can act therapeutically? Is 

there a difference in the method of delivery of information which would affect its 

therapeutic nature? Can the computer be utilized to provide information to people? Are 

there any significant differences in the provision of information in a face-to-face manner 

versus information shared through a computer-mediated channel, such as the Internet? 

Statement of the Problem 

The problem this investigation is concerned with is the basis and validity for 

defining information as therapeutic, and whether this therapeutic nature of information can 

be measured empirically. No research studies have been identified which address this 

therapeutic effect of information, nor attempt to look at outcome measures which could be 

associated with the possession of health information. 

Purpose of the Study 

The purpose of this study is to determine if there are any significant differences in 

the therapeutic effect of Information Therapy through the different delivery modes of 
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support groups communicating face-to-face and those utilizing computer-mediated 

communication on the Internet. In addition, the differences in support groups are 

considered as the topic of the group is changed. 

Significance of the Study 

This study is significant because individuals who are in positions to deliver 

Information Therapy would benefit by having a greater understanding of how to meet the 

health information needs of people. Identification of those information needs, and the 

sources to which people look for health information will allow those needs to be met in a 

more efficient manner. 

Self-reported measurements of social health, physical health, mental health, and 

quality of life can be used to assess the differences in support groups who meet face-to-

face and those who utilize a computer-mediated form of communication, such as the 

Internet. If there are no statistically significant differences in these measurements between 

the two groups, one method would not have advantageous outcomes over the other, i.e. 

better mental or social health. The implications of this finding would apply especially to 

those who are unable to meet in a face-to-face manner to communicate with others, and 

would give the benefits of Information Therapy to those who would otherwise be unable 

to enjoy them. Those who are home-bound as caretakers of patients, such as Alzheimer's 

patients, would have the opportunity to relate and share with other caretakers through the 

computer, thereby obtaining information to assist in the care of their loved one. The 

patient who is too ill or physically unable to leave home, such as the AIDS patient or the 
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cancer patient, would be able to log onto a discussion group through a computer and be 

encouraged by the help and sympathy of others. Patients could also access the latest 

developments in treatments, medications, and research, especially at a time that is 

convenient to them. The patient who has a chronic disease, such as diabetes, can learn 

from home or the office how other people with diabetes cope with the day-to-day task of 

maintaining a proper diet to preserve their health. An encounter with another person 

having the same struggles can occur at any time the patient logs on to the computer to 

access that help, rather than waiting for a scheduled meeting to take place. 

This study could have a major impact on the delivery of Information Therapy, 

making it easier for people to obtain the therapeutic effects of information through the 

computer. The Internet and World Wide Web can provide people with information links 

to various health sites and access to groups of people with similar circumstances, in a 

more efficient and rapid manner than obtaining Information Therapy face-to-face. 

Ultimately this research could have an impact on the delivery of patient care, and the 

general health of the population. 

Hypotheses 

Four hypotheses for this study are stated in such a way as to look at the similarities of the 

groups, and assumes that there are no significant differences in the groups based on the 

dependent variables measured and the demographic data collected. The hypotheses are: 

Hi: There are no significant differences in the means of the social support 

scores for the face-to-face and the computer-mediated support groups. 
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H2: There are no significant differences in the means of the physical health 

scores for the face-to-face and the computer-mediated support groups. 

H3: There are no significant differences in the means of the mental health 

scores for the face-to-face and the computer-mediated support groups. 

EU: There are no significant differences in the means of the quality of life 

scores for the face-to-face and the computer-mediated support groups. 

An additional hypothesis is concerned with the beneficial nature of information: 

H5: Health information has a therapeutic effect on the health or well-being 

of a person. 

Limitations of the Study 

Several limitations can be seen in this study because of the selection of the 

particular support groups included. The purposeful inclusion of three groups with 

differing topics in this study is an attempt to investigate whether the therapeutic effects of 

information differ as the nature of the disease or the topic of the group changes. The 

limitation occurs in this study because the groups chosen, i.e., breast cancer, diabetes, and 

caregivers, may not represent the complete spectrum of diseases and life situations in 

which people need informational support. An additional limitation is that the collection of 

data occured only in the Dallas-Fort Worth Metroplex. Although there is no reason to 

believe that people living in this geographical region differ from people in any other area in 

their information needs, the results of the study will be limited by this assumption. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Defining Information Therapy 

In developing the definition of Information Therapy, concepts from five areas of 

focus need to be considered. These include areas not only in the health care field, but 

involve library and information science, consumerism, and the legal system. 

Bibliotherapv 

One of the principle aspects of defining Information Therapy comes from 

bibliotherapy, a term combining biblio, meaning book, and therapeia, which means to 

serve and to help medically. One of the early practitioners of bibliotherapy, Sadie P. 

Delaney, defined it as "the treatment of a patient through selected reading" (Brown, 

1975). Several other definitions of bibliotherapy include: 

•helping with books 

•the use of selected reading materials as therapeutic adjuvant in 

medicine and psychiatry 

•the use of reading as an ameliorative adjunct to therapy 

(Stephens, 1981; Brown, 1975) 

Bibliotherapy is generally regarded by most authors as directed reading with a therapeutic 

dialogue or interaction between the patient and a facilitator, often a librarian, who has 

15 
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received special training. Although the term bibliotherapy did not exist, the early Greeks 

recognized the value of reading and placed inscriptions over their library entrances which 

meant "places of healing for the soul". Even the Bible has been recommended as 

therapeutic reading. Just as reading can have a therapeutic benefit in bibliotherapy, the 

possession of information can have a therapeutic effect on the physical and mental health 

and well-being of a patient, and the definition of Information Therapy should contain some 

reference to this therapeutic nature of information. 

Patient Education 

The second concept forming the basis for defining Information Therapy is patient 

education. There have been many terms used for the delivery of information to a patient 

concerning their health: health education, patient education, patient teaching, education 

for health, patient counseling, etc. The definitions for these terms vary according to the 

authors. 

The term patient education is probably the more widely used term and has been 

defined by many sources: 

• a series of structured or nonstructured experiences that are designed 

to assist patients to cope voluntarily with the immediate crisis response 

to their diagnosis, with long-term adjustments, and with symptoms; 

to gain needed information about sources of prevention, diagnosis, and 

care; and to develop needed skills, knowledge, and attitudes to maintain 

or regain health status. (Johnson & Blumberg 1984, p. 9) 
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• a planned learning experience using a combination of methods such as 

teaching, counseling, and behavior modification techniques which influence 

patients' knowledge and health behavior. (Bartlett, 1985, p. 323) 

• a process of assisting people to learn and incorporate health-related behaviors 

into everyday life.. .assisting people to change behavior. (Smith, 1989, p.584) 

• the process of influencing patient behavior, producing changes in knowledge, 

attitudes, and skills required to maintain and improve health. (Simonds, 1979) 

Luker and Caress (1989) make a distinction between patient teaching and patient 

education. Patient teaching implies a didactic information giving approach, often without 

consideration as to how or if the information was received. Whereas patient education 

implies something more comprehensive, assumes an interaction between the patient and 

the information giver, and may incorporate an assessment of whether the information was 

received and understood. 

Health education has been described by Green (1986) as "any combination of 

learning experiences designed to predispose, enable, and reinforce voluntary adaptations 

of individual or collective behavior conductive to health in individuals" (p. 1089). Ellis, 

Raines and Hakanson (1982) also describe health education as a combination of learning 

experiences designed to "facilitate voluntary adoption of behavior conducive to health" 

(p.212). Squyres (1983) has suggested a differentiation between health education and 

health information. Health education is a formal program designed to produce behavioral 

changes in patients that will lead to an improvement in health, whereas health information 

alone is not designed to change behavior. In addition, his definition of health education 
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encompasses both patient education and health promotion. Health promotion programs 

aim to increase the knowledge of the general public, and patient education is the 

preparation of patients for medical procedures and provision of information about health 

problems. 

All of these differing terms convey similar meanings. The term health education 

appears to be the broadest term in the sense of delivering health information to the patient, 

including the general public, with the express purpose of increasing knowledge and 

affecting some voluntary lifestyle changes in order to increase wellness. In this sense, the 

major impact of health education is centered in the patient and serves to create a sense of 

responsibility in the patient for preserving and maintaining their own wellness, thus 

decreasing the costs of medical care. 

Health education supplies three central tenets which should be included in the 

definition of Information Therapy. The first idea is the provision of information to a 

person, regardless of whether it is intended simply to inform or whether it is meant to 

change behavior. The second tenet is that Information Therapy can be centered either on 

an individual patient, or directed toward the general public. Last, Information Therapy 

should not be limited to information directed toward a specific disease, but should also 

include information of a preventive nature. In this way, the aim of Information Therapy is 

to increase the knowledge of the general public and to create a sense of responsibility in 

people for preserving and maintaining their own wellness. A buzz word seen frequently 

in this subject is enable, which also means to empower. By providing people with 

information, we are enabling or empowering them to take an active role in their own 
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healthcare. By utilizing information received through Information Therapy, people can 

provide some self-care and accept responsibility for their health. 

Consumerism 

A third basis for defining Information Therapy comes from the current consumer 

trends and societal pressures for health information. Consumers are displaying a greater 

interest in preventive health measures and requesting more health care information. 

Sinclair (1985) states that "consumers appear eager to learn about health promotion due 

to a heightened social awareness of the relationship between lack of exercise, stress, and 

inappropriate dietary patterns, to a variety of common maladies" (p. 213). 

A new field is emerging, called Consumer Health Informatics, which recognizes 

the patient as a consumer of health care, and attempts to integrate the patient and 

physician in the decision-making process concerning health care. This new field studies 

the development and implementation of computer and communication systems designed to 

be used by consumers themselves. 

Ferguson (1992) speaks of one type of consumer whom he calls "health-active, 

health-responsible patients". These are individuals who are motivated to play an active role 

in their own care. They will actively ask questions and seek information from sources 

outside their physician. He states that they will be "the most enthusiastic and tireless 

seekers of health information" (p. 10). These people refuse to relinquish control of their 

lives to their physician, and demand to take part in the decisions that have to do with their 

care. He estimates that by the year 2000, one in four people will be active information 
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seekers. It is these people who will benefit most from Information Therapy 

In order to include the consumerism concept in Information Therapy, its definition 

should refer to people in general as consumers of health care, rather than the narrower 

focus seen in patient education as patients who are under a physicians' care. The use of 

the term people, instead of patient, implies those who are healthy as well as those who are 

continually in the healthcare system, and is the term preferred by people rather than 

consumer or patient. 

Patient Rights 

The fourth basis in defining Information Therapy is the patient's right to be 

informed. Even though society is demanding health information, the most fundamental 

need for providing information is the patient's right to be informed. Recognizing this 

need, the American Hospital Association developed A Patient's Bill of Rights in 1972. Of 

this list of rights, half of them relate to receiving information about diagnosis, treatment, 

prognosis, procedures, medical consequences, personnel, or the hospital itself (Fernsler & 

Cannon, 1991). Informed consent requires that the patient be provided with the 

necessary information to make decisions about their health care, and involves a written 

legal document verifying that the patient has received information and has had the 

opportunity to ask and receive answers to any questions. Patient education has become 

mandated by the Joint Commission on Accreditation of Healthcare Organizations 

(JCAHO, 1989), who requires that instructional objectives and desired learner outcomes 

be identified and documentation be provided of teaching and outcomes (Bell, 1986). 
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Requirements for patient education have also been specified by the Health Care Financing 

Administration for agency participation in Medicare and Medicaid programs (HCFA, 

1988). 

The provision of information is a moral as well as a legal obligation of health care 

providers, and although this concept of patient rights may not have any specific reference 

in the definition of Information Therapy, it certainly is one of the underlying reasons for 

the provision of information to patients. 

Freedom of Information Act 

The roots of Information Therapy must also lie in the Freedom of Information Act, 

which guarantees that people have access to information. To deny a person health 

information would be a breach of this act, and would be a limitation of their right to know 

as specified above concerning informed consent. Hafiier (1994) states that in democratic 

societies today, "it is well established that the individual, as a patient, family member, or 

concerned consumer, is entitled to free and unrestricted access to information" (p.44). 

Legal obligations to provide information are well established in other consumer 

arenas such as the Truth in Lending laws, and labeling of food products, and toys. 

Recently legal obligations have been instituted in the pharmaceutical industry to provide 

information to patients concerning the medications they are taking and the possibilities of 

drug interactions with other medications they might be taking. Again, although there may 

be no specific reference to the legalities of providing information in defining Information 

Therapy, it is certainly a foundation upon which Information Therapy can be built. 



22 

Information Therapy Definition 

The definition of Information Therapy is derived from these five interrelated 

concepts of bibliotherapy, patient education, consumerism, patient rights and the Freedom 

of Information Act. A definition of this new term, Information Therapy, proposed at the 

American Medical Informatics Association's Eighteenth Annual Symposium on Computer 

Applications in Medical Care in 1994 is that Information Therapy is" the therapeutic 

provision of information to people for the amelioration of physical and mental health and 

well-being" (Mitchell, 1994). This definition incorporates the beneficial concepts of 

bibliotherapy and patient education, but uses a more inclusive term people, referring to 

both patients and the public in general. The definition also delineates that the purpose of 

Information Therapy is to ameliorate or improve both the physical as well as the mental 

health of people. In this way, information can be seen to have some beneficial or 

therapeutic effects. The idea of information becoming therapy may be a new use of the 

term therapy. This term has been applied to various types of interventions in the 

healthcare setting, such as physical therapy, occupational therapy, psychotherapy and 

speech therapy. Whatever form it takes, the essential purpose of all these departments is 

to help the individual resume or maintain the normal activities of independent living. The 

usage of the term therapy has increased dramatically over the last decade to include 

settings outside the healthcare arena, such as massage therapy, dance therapy, art therapy, 

aroma therapy, and vitamin therapy. While these uses of the term therapy may not fit the 

traditional definition, their intent is also to help the patient maintain normal activities, often 

in the absence of any disease. Brown (1975) made this application to bibliotherapy, 
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stating that "reading guidance can be regarded as bibliotherapy even though there is no 

physical or mental disorder requiring help" (p.9). Thus, there is justification for 

considering information as a therapy, and its therapeutic nature can be seen when 

exploring the benefits of Information Therapy. 

Benefits of Information Therapy 

Self-Care 

One of the most important benefits to a person receiving Information Therapy is 

the ability to provide self-care. Levin, Katz and Hoist (1979) define self-care as "an 

intentional behavior that a lay person takes on his or her behalf, or on behalf of the family, 

friends, or community to promote health or to treat illness". According to other authors 

(Kemper, Lorig & Mettler, 1993; Gann, 1986; Fries et al., 1998), the practice of self-care 

includes a variety of activities such as: self-diagnosis based on previous experience, 

seeking advice from friends and family, self-medication with over-the-counter medicines 

and home remedies, consulting books and magazines, asking the advice of pharmacists, or 

consultation with a healthcare professional. 

Ferguson (1994) proposed the two models of Western medicine shown in Figures 

2-1 and 2-2, to describe the changes that must occur in the medical model in order to 

promote self-care to take place. In the Industrial Age model, self-care was not recognized 

nor considered by healthcare professionals to be important. Sobel (1995) suggests that 

the much larger system of lay health care or self-care which lies underneath 
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(OFF THE MAP) 

INDIVIDUAL SELF-CARE 

FRIENDS AND FAMILY 

SELF-HELP NETWORKS 

PROFESSIONAL AS FACILITATOR 

PROFESSIONAL AS PARTNER 

PROFESSIONAL A8 AUTHORITY 

Figure 2-1. Industrial Age Medicine Figure 2-2. Information Age Healthcare 

professional care makes up as much as 80% of all health care. As the Information Age 

has arrived, the medical model must experience the represented paradigm shift from a 

focus on professional care, to a focus on self-care. In the Information Age model, 

Ferguson describes the top three levels of care as self-care, assistance from friends and 

family, and care provided by self-help networks. In the first level, a person attempts to 

find information necessary to care for themselves, even before consulting a physician or 

other healthcare professional. The Planetree Health Resource Center, located on the 

campus of California Pacific Medical Center, was founded on the belief that giving people 

access to medical information will enable them to face health and medical challenges 

(Cosgrove, 1994). Studies by Dunnell and Cartwright (1972), Elliott-Binns (1973) and 

Bradshaw (1977) showed that 75 percent to 85 percent of all care is self-diagnosed and 

illnesses are self-managed without doctor consultation. Thus, this form of self-care makes 

up the largest portion of the Information Age healthcare. If a person is unable to acquire 
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the necessary information to help their health problem, one of the first places they look is 

to family and friends. Although there is no evidence in the literature to support this step 

of the model, it seems like a logical progression in a person's attempt at self-care. 

Frequently, the necessary information can be supplied by others a person is in contact with 

on a daily basis, so that Information Therapy can take place and the person can provide 

self-care even though a physician or other healthcare professional is not consulted. The 

third step of the model involves the use of self-help groups, or support groups for the 

provision of information. There is evidence in the literature concerning the beneficial 

effects that support groups can have on a persons health and outlook, and these will be 

explored in the section on support groups. 

The last three steps of the model involve interventions with healthcare 

professionals. In the fourth step, the professional as a facilitator serves only as an advisor 

and realizes that with the appropriate Information Therapy and support, patients can 

effectively manage their own care. The fifth step utilizes the professional as a partner, and 

occurs when the patient and healthcare provider as equal partners decide on the 

appropriate treatment options. The last level uses the professional as an authority, who 

manages treatment for the patient who is unable to make decisions on their own. 

According to Ferguson, this level of the model is appropriate in less than 0.1% of all 

health problems. 

Self-efficacy 

A second benefit of Information Therapy is self-efficacy, which is the confidence, 
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empowerment, and strength to care for self. Self-efficacy is believed to be shaped by past 

and present behavior and by the social environment through observation of behaviors in 

others and verbal support and persuasion (Berkman, 1995). According to Hagopian 

(1991) simply receiving information and increasing knowledge may be a way of coping 

with illness. This information reduces anxiety, minimizes the feeling of helplessness, and 

fosters hope. Thornton and Kreps (1993) state that "Information is powerful! Accurate 

and timely information can liberate health care consumers by helping them make 

enlightened choices" (p.43). Empowerment appears to be the buzzword of the nineties in 

the areas of consumer health and patient information (Jimison, Chaffee, & Lansky, 1993). 

People who feel empowered have a higher sense of their ability to care for themselves, and 

thus will be more willing to attempt self-care. 

An arthritis study by Lorig, Seleznick and Lubeck (1989) showed that after 

administration of a self-management course, the people who improved were not 

necessarily the ones who knew more about arthritis or changed their behavior. Those who 

improved had a positive outlook and felt an enhanced sense of control regarding their 

arthritis, i.e. self-efficacy. Those who did not improve, despite exercise, pain management 

or diet modifications, were the ones who felt that there was nothing they could do about 

their disease. The key difference appeared to be the person's perception of his or her own 

capacity to control or change the symptoms. 

This perception in the mind may be far more effective than a new miracle drug or 

medical technology, and has dramatic effects on the onset of a disease, the course of a 

disease, or the management of nearly all diseases (Sobel, 1995). Educational 
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interventions do more than provide information to patients, they increase confidence and 

compliance with therapeutic regimens, reduce isolation and anxiety, and encourage 

patients to take on an active role in their own health care. This concept may have 

important implications in the delivery of Information Therapy within the framework of a 

support group, because of the reduced feelings of isolation, and the emotional support, 

encouragement and confidence people receive in that setting. Sobel (1995) also states 

that these effects hold true whether the person is involved in an "acute illness, 

psychosomatic complaints, chronic disease, cancer, surgery, or childbirth" (p.237). This is 

the rationalization for comparing different types of support groups in the present study. 

Decreased Use of Medical Services/Decreased Costs of Medical Care 

A third benefit that Information Therapy can provide is to allow people to care for 

themselves in order to decrease the use of medical services and thus decrease the costs of 

medical care. Bryan, Huffman, Kahn, O'Donnell, and Renner (1982) state that "health" 

care is more cost-effective than "illness" care, and that a key component of "health" care is 

patient education, i.e. Information Therapy. Tougaard, Krone, Sorknaes, and Ellegaard 

(1992) demonstrate in a study that providing instruction to patients in how to deal with 

chronic obstructive pulmonary disease, financial demands on health services are reduced. 

This reduction in health services was due to an improvement in the patient's awareness of 

their disease, which resulted in fewer consultations of general practitioners and fewer 

readmissions to the hospital. In a similar study, Robinson (1989) reported decreased 

ambulatory health-care visits and increased self-efficacy for prevention of herpes and other 
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sexually transmitted diseases in college students who utilized a computer health 

information system. 

Fries et al. (1993) state that "providing medical consumers with information and 

guidelines about self-management can lower rates of use of services, often by 7 to 17 

percent, in association with modest interventions" (p.322). The information supplied gives 

the consumer objective guidelines to help decide whether medical assistance is required for 

a particular problem, and also can provide information about home treatments available. 

According to them, these interventions appear to work through two mechanisms: better 

information and increased confidence, i.e. self-efficacy as mentioned above. Their analysis 

of various health promotion programs showed that cost savings can occur immediately in 

the first year and over long term interventions, and that some of them produced savings of 

three to four times greater than the cost of the program. 

Sobel (1995) states that it is estimated that 25% of physician office visits are for 

problems that patients could treat themselves. By increasing people's ability to provide 

self-care, it is possible to improve health while at the same time reducing health care costs. 

This is demonstrated in the Rhode Island Group Health Association's randomized, 

controlled trial (Vickery, Kalmer, & Lowry 1983). Patients were offered a self-care book, 

a telephone information service, and individual counseling by a trained nurse. The 

program as a whole reduced visits for minor illness by 35%, and total ambulatory care was 

decreased by 17%. There was no evidence of ill effects for the patient following self-care 

information and visiting the doctor less often. The program saved $2.50 in medical costs 

for every $1 spent on self-care education. A similar study at Kaiser Permanente, involving 
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fever in children, demonstrated a 35% reduction in physician visits for fever with a modest 

self-care education intervention (Robinson, Schwartz, & Magwene, 1989). 

In a study by Bolton, Tilley, Kuder, Reeves, and Schultz (1991) the cost 

effectiveness of patient education efforts were evaluated using adults who have asthma. 

They utilized a self-management training program in an effort to decrease emergency 

department visits and thus reduce the healthcare costs. Their results showed that the 

$85/person cost for the educational sessions was offset by a $628/person reduction in 

emergency room charges. 

In the previously mentioned arthritis study (Lorig et al., 1989), a four-year follow-

up assessment demonstrated a 43% decrease from baseline in physician visits. The cost of 

the intervention was $54 per person, and based on the reduction in physician visits over 

the 4 year period, health care savings were $648 person. Expanding this to the general 

public, if only 1% of the patients with rheumatoid arthritis participated in the self-

management program, total savings over 4 years would equal $13.6 million (Lorig, 

Mazonson, & Holman 1993). 

Evidence of the benefits of support are also demonstrated in five studies conducted 

in various countries during labor and delivery of healthy women with normal pregnancies 

giving birth for the first time (Klaus, Kennell, & Berkowitz, 1992). These studies 

demonstrated that the presence of a doula (a trained lay person who provides emotional 

support, praise, reassurance, physical contact, explanations of what was happening, and a 

continuous presence) provided beneficial results for the mother and baby. The length of 

labor was reduced by 25%; the number of cesarean sections was reduced by 34%-67%; 
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reduction in the need for epidural analgesia by l%-47%; the length of the hospital stay 

was reduced; and the rate of complications was reduced. 

By providing Information Therapy to people, we can prevent costly complications 

of many diseases, both acute and chronic types. People who know more about their 

disease are able to recognize these complications and are able to provide self-care to 

prevent them. 

Enhancement of the Doctor-Patient Relationship 

By providing Information Therapy to people, and by increasing their knowledge, 

the relationship between the patient and the doctor will be enhanced. This was alluded to 

by C. Everett Koop, M.D., in addressing the American Medical Informatics Association's 

Eighteenth Annual Symposium on Computer Applications in Medical Care in 1994. He 

presented an example of a physician sending a cardiac patient to the drugstore to check 

out a video on cardiac angina. The patient views the video at home, as many times as 

necessary to fully comprehend the topic, and then returns to the physician for a discussion 

of possible treatments. This type of information exchange empowers patients, and allows 

the physician and patient to be partners in the decision making process for treatment. 

The doctor-patient relationship can also be enhanced by the patient obtaining 

information and returning to the physician with a list of questions, allowing a more 

focused discussion in the medical encounter. This question-answer time is assisted by the 

Information Therapy received by the patient, either during their own search, or by therapy 

recommended by the physician. 
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Delivery Mechanisms for Information Therapy 

Written Materials 

A variety of written materials are available to deliver information which can act in 

a therapeutic manner. Books, journals, pamphlets, flyers, instruction sheets provided by 

physicians, are all examples of how health information can be disseminated. This type of 

information can be mailed directly to the persons home, can be available for perusal in a 

physicians office waiting room, or can be given personally to the patient by the physician. 

A survey by Shank, Murphy and Schulte-Mowry (1991) showed that 90% of 

patients reported wanting a pamphlet at some or all of their office visits, 67% reported 

reading or looking through and saving pamphlets received, and 30% read or looked 

through the pamphlet and then threw them away. Their conclusions were that more 

patients desire pamphlets than are receiving them, that most patients read the pamphlets 

they receive, and that patients need encouragement to ask for pamphlets. 

Aukerman (1991) demonstrated that a patient education newsletter was an 

effective tool in family practice and allowed the physician direct communication with 

patients, as well as their family members, friends, and other people in the community. He 

discovered that he was spending a substantial amount of patient care time discussing 

similar health topics with various patients, and the newsletter fulfilled the need for an 

easily disseminated method for reliable health information. 

The delivery of Information Therapy to a person through written materials has 

several disadvantages. Simply the giving of information in this manner does not ensure 
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that the person will take the time to read it, nor does it guarantee understanding of the 

information. Although the study by Shank et al. (1991) demonstrates that patients want 

written materials, their conclusion was that the "efficacy of using educational pamphlets, 

either along or in addition to other patient education techniques, is controversial" (p.429). 

One of the disadvantages demonstrated by their study was that some patients may be too 

shy or embarrassed to ask for health information. Another disadvantage given by Mullen, 

Green and Persinger (1985) is that written material on its own is of no measurable benefit 

to the chronically ill, who may have a need for ongoing informational support. Wartman, 

Morlock, and Malitz (1983) demonstrate that neither understanding of verbal instructions 

nor patient satisfaction with communication is a predictor of increased compliance. 

Hagopian (1991) showed that although subjects who read a weekly newsletter on 

radiation therapy increased knowledge, there were no significant differences in self-care 

behaviors, or severity of side effects of the radiation therapy as a result of simply reading 

the newsletter. Although written materials can be provided in different languages and 

written at different levels of comprehension (Ley, 1982; Webber, 1990; Sumner, 1991), 

the results demonstrate that the use of office computers to match the complexity of health 

promotion materials to the individual's self-reported educational level did not have a 

significant effect on completion of preventive health measures. 

Multimedia 

Various media types other than written materials are available to deliver 

information. Cassette tapes, video tapes, and videodiscs have been developed for the 
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delivery of health information. These delivery mechanisms may be able to give 

information in a more efficient and entertaining manner than written material, but have 

many of the same disadvantages of written material. Gagliano (1988) concludes after a 

literature review that video is as good as traditional methods of patient education in 

increasing short-term knowledge, but does not appear to increase long-term knowledge or 

compliance. 

One of the major disadvantages of both written materials and multimedia materials 

for delivery of Information Therapy is, according to Sinclair (1985), the interactive factor, 

who states that "without dialogue, health care providers cannot respond to the individual 

needs of the patient, and there is no assurance that the instructions are read, understood or 

followed" (p. 213). Mullen, Green and Persinger (1985) used meta-analysis of health 

education programs and demonstrated that the most beneficial interventions were those 

providing an interactive process of learning between patients and health professionals. 

Belcher (1990) describes a 5 year trial which found that neither a control group nor two 

educational methods effected a change in prevention rates for twelve age-specific 

prevention activities. However, a health promotion clinic where interactive dialogue was 

available was effective, tripling prevention rates for all 5 years of the study. The 

conclusion of the study was that the interactive nature of the clinic and the opportunity for 

self-referral were important factors in getting patients involved in preventive health 

services. It is this important interactive factor that can be supplied in the following 

delivery mechanisms of the telephone, the computer workstation, support groups or the 

Internet. 
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Telephone 

The telephone has been used as a medium to deliver information in a variety of 

contexts including health information. This method utilizes the information highways that 

are already in place. Most homes in the United States have a telephone, and most people 

know how to use and are very comfortable with the telephone. An example of this type of 

method for delivery of Information Therapy is TelePractice (Alemi, 1993). This is a 

telecommunications system for integrating patient self-care with clinic care, and empowers 

the patient to do self-care while having the guidance of the physician. Some of the options 

in this system include: Community Rap - a talk show format for questions and answers; 

Care Mail - a voice mail system designed specifically for health care; and TalkNet - a 

discussion group similar to a computer bulletin board. 

Schneider, Schwartz and Fast (1993) utilized a computerized, telephone-based 

stress management program to provide information and coping skills for those in terminal 

illnesses. In this system, an inquiry and response method was used very similar to those in 

use by financial systems for checking account balances. These systems can be 

programmed to carry out complex personalized calls based on the caller's response to 

inquiries. 

There are several advantages of using the telephone to deliver Information 

Therapy. The systems are available 24 hours a day so that the person can call when they 

feel the most receptive to the program. There is no need to schedule appointments, travel, 

or to make a public commitment to participate. These types of systems might attract those 
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individuals who cannot or will not join a face-to-face program. In addition, this type of 

system can allow the person to drop out for a while if they choose, or to call several times 

a day if they wish to intensify their involvement, and to continue their participation on a 

long-term basis if needed. 

Computer Workstations 

The computer as an ally in the delivery of Information Therapy has many 

advantages and unique characteristics which can promote health. Several of the 

advantages of computers as used for health education listed by the literature (Sinclair, 

1985; Hannah et al., 1989; Bell, 1986; Cohen, 1985) are: self-paced instruction, active 

learning, mastery learning, individualized content, prompt reinforcement, individualized 

evaluation, entertaining instruction, opportunity for testing ideas, privacy in the learning 

environment, non-threatening environment, easy access and constant availability, 

standardized instructional delivery, uniform evaluation of performance, cost-effectiveness, 

use of different instructional strategies, record keeping and documentation of instruction. 

A computer can assist in the delivery of Information Therapy because it can 

present information without tiring, and repeat the information endless times, which can 

relieve physicians and nurses of the tedious task of repeatedly teaching the same 

information to patients, and ensures that all patients get the same amount and quality of 

information regardless of the provider's mood or time constraints. 

One of the uses of the computer in health education which was previously 

mentioned (Sumner, 1991), uses the office computer to match written health messages to 



36 

the individual patients' reading skills. This can overcome the problem of readability of 

written materials discussed earlier. Another similar application by the same author 

(Sumner, 1990) uses a Macintosh computer to generate single-page aftercare instruction 

sheets for patients leaving an emergency department which are specifically tailored to the 

individual patient and their diagnosis. 

Stanley and Tongue (1991) describe the use of a patient-dedicated computer 

terminal for delivery of health promotion information in a general practice waiting area. 

Their conclusion is that the waiting room provides a forum for communication that might 

include some individuals who are not in contact with health care professionals. 

With the dramatic increase in sales of home computers, has come an equal plethora 

of software for retail purchase in the area of health information. Titles are available such 

as: HealthDesk, the Mayo Clinic Family Health Handbook, Body Works and others, 

which can provide therapeutic information to people. 

Probably one of the most effective and frequently employed uses of computers in 

patient education is that of computer-assisted instruction (CAI). CAI has been extensively 

studied and evaluated in elementary and university educational settings, but less frequently 

evaluated in the arena of health promotion or patient education. 

There are a variety of instructional modes available with CAI, most of which are 

appropriate for use with health information. Tutorials can present information to the user 

and test for comprehension using feedback and supplementary material if necessary. 

Simulations mimic real-life situations, and are especially appropriate for patient education, 

as they can allow the patient to make healthcare decisions and experience the outcomes of 
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those decisions in a safe environment. Cohen (1985) states that this type of application is 

especially important to those patients with chronic conditions, such as diabetes, who need 

to learn self-care skills. The physician or staff can print a permanent record of the 

responses during the CAI lesson, which can serve as documentation of the educational 

process, or can pinpoint areas of learning deficit which need to be addressed. 

An early study in this field by Fisher, Johnson, Porter, Bleich, and Slack (1977) 

showed that computer based instructions for collection of a specimen from patients was 

superior to both verbal and written instructions in promoting recall and improving 

performance. Deardorff (1986) compared CAI delivery of patient information with face-

to-face and written methods, measuring the effects of the delivery method on the retention 

of health information and on participant evaluation of the method. The results of the study 

showed that participants in the computer and written conditions freely recalled at an 

equivalent rate which was superior to the face-to-face format The computerized format 

was rated in positive terms, similar to the face-to-face method, whereas the written 

condition was assessed as a more negative experience. 

Computers and CAI have been reported to be used in a variety of settings, 

including primary care or clinic setting. (Ellis, Raines & Hakanson, 1982; Chen, Houston, 

Burson & Comer, 1984; Stanley & Tongue, 1991; and Peterson & Rippey (1992). The 

conclusions of these authors showed that patients were enthusiastic with computer use, 

satisfied with information presented, the waiting room is an important forum for 

communication, and that the public would utilize an unattended system with only the 

simplest of instructions. 
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C AI has been demonstrated as having improved motivational attributes over 

traditional teaching formats (Perez & White, 1985), and has been found to be acceptable 

to patients who might be anxious about using computers, including the elderly (Fisher et 

al., 1977; Rippey et al., 1987). The computer offers the potential to recapture or sustain 

the interest of people who would not utilize written materials (Luker & Caress 1989), and 

has been reported by patients to be preferable to human instruction when embarrassing 

topics are discussed (Ellis et al., 1982). 

Computer Networks. Systems. Services, and the Internet 

Computers can be linked together through networks, hospital or clinic information 

systems, Information Services, or the Internet to provide information which may be 

therapeutic to people. 

Snider (1991) describes the development of an online patient education catalog on 

a hospital computer system. This catalog is accessed and staff can search for materials by 

keyword, MESH headings, title, or a global list of materials available. Although no data 

were provided for frequency-of-use, unit nurses seem to utilize the system, suggesting 

additional titles and relying on the catalog to locate material. Along a similar line, Gibson, 

Ruby, and Craig (1991) describe a health/patient education database for use in the family 

practice setting developed by The American Academy of Family Physicians Foundation. 

The Foundation reviews materials and enters them into a database accessible through their 

libraiy, and may be used to request material about a particular subject, targeted to specific 

age groups, or written on a certain reading level. Another similar, but more 
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comprehensive online system has been described by Schofer and Ward (1990), which 

indexes and documents delivery of instruction sheets, booklets, audio-visual aids, 

videotapes, films, and slide-tape programs. 

Peterson and Rippey (1992) describe various computer bulletin boards for health 

information which have become available: a personal health information system developed 

and tested in California; a cancer encyclopedia developed in Germany; and a bulletin board 

for patients has been developed at Case Western Reserve University. 

Various information services vendors are providing access to the medical literature 

to remote users through the computer, such as MEDLINE, GrateFul Med and other health 

sciences databases. Access to the medical literature is not seen as a viable option for the 

general public, as many articles referenced there are not written for consumers but rather 

for providers of health services and very few of these information service vendors have 

electronic access to consumer-oriented health information. The public libraries, hospital 

libraries, medical center libraries, and academic health science center libraries are not 

equipped to meet the increasing informational needs by providing consumer-oriented 

materials. Morris et al. (1996) describe NetWellness, a community-based consumer-

defined program supporting the delivery of electronic health information to residents of a 

wide region of Ohio, regardless of the socioeconomic or geographic situation. The 

content of this "electronic consumer health library" fall into five primary groups: 

commercial products, World Wide Web resources, consumer pamphlet series, locally 

designed and developed resources, and expert electronic bulletin boards. Access to 

NetWellness can be obtained through three avenues: Free-Nets and community networks 
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in the Ohio valley region; forty-three public access workstations found in libraries, health 

clinics, hospital lobbies, senior centers, pharmacies, community centers and a mobile 

cancer-education van; and through the Internet. NetWellness is currently being evaluated 

using an online self-selected survey, which collects individual user information needs, 

encounters with the system, and demographics information. Compilation and publication 

of this data would be a useful comparison for this present study. 

The Internet, or information superhighway as it is sometimes called, is a rapidly 

growing means of worldwide public communication particularly the segment known as the 

World Wide Web. Neilson Media Research reported in 1996 that nearly one-fourth (24%) 

of people in the United States aged 16 and older had access to the Internet (Lewis, 1996). 

The graphical interface supported by the Web browsing programs have made access 

available to the masses, including those with little computer knowledge or skill. 

A growing amount of medical information can be accessed through the Web as 

reported by Sonnenberg (1997), who searched the Web with keywords medical and 

health and retrieved nearly 4 million documents. The scope of these documents is as 

broad as medicine itself, with Web sites from hospitals and medical schools, sites intended 

specifically for physicians and physician education, sites for healthcare providers to 

communicate with each other in the course of patient care, sites serving as repositories of 

specialized knowledge maintained by researchers, sites serving community service needs 

and public health information, sites for discussion groups for patients to discuss health 

related problems with other patients or health care providers, and sites that advertise 

health-related products and services. Through the Internet a person can obtain 
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information which previously was available only through medical libraries, they can search 

databases, retrieve information about specific diseases and conditions, and connect with 

people worldwide with similar medical problems. 

The 1996 Symposium on Computer Applications in Medical Care sponsored by 

the American Medical Informatics Association, had as its theme "Beyond the 

Superhighway: Exploiting the Internet with Medical Informatics". Of the 330 papers and 

abstracts published in its Proceedings, nearly one-third dealt with the Internet and/or the 

Web (Cimino, 1997). The continued growth and interest in the Internet from a medical 

standpoint can be seen from the literature indexed in MEDLINE, where the word 

"Internet" did not appear until 1992 (with only 8 citations), to over 400 citations in 1996. 

The importance of the Internet as a means of exchanging medical information is 

clearly recognized by the U.S. government, who has numerous Web sites. The National 

Institute of Health (www.nih.gov), the National Cancer Institute (www.nci.nih.gov), the 

National Library of Medicine (www.nlm.nih.gov), the National Institute of Environmental 

Health Sciences, the Centers of Disease Control and Prevention, the Food and Drug 

Administration, and Physician Data Query (PDQ), all use the Internet to publish vast 

amounts of health related information. 

OncoLink is a multimedia oncology information resource on the Internet, which 

focuses on cancer information for both the health care professional and the patient (Buhle, 

Goldwein & Benjamin, 1994). OncoLink's purposes include: the dissemination of 

information relevant to cancer treatments, education of health care personnel, education of 

patients and families, posting of clinical trials and eligibility criteria, and to provide access 

http://www.nih.gov
http://www.nci.nih.gov
http://www.nlm.nih.gov
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to other cancer information resources on the Internet. During the first year in place, 

OncoLink averaged more than 36,000 accesses per month from around the world, and 

given the growth of the Internet over the last three years, this number is now likely to be 

doubled or tripled. 

One particular Web site which is of interest to the present study, described by 

Widman and Tong (1997), is devoted to management of cardiac arrhythmias, was 

designed specifically for physicians, but was located by nonmedical individuals who 

requested additional information from the site. Over a period of twelve months, seventy 

unsolicited inquiries were received from 39 patients and 29 family members, from 20 U.S. 

states and 9 foreign countries. The goals of the inquiries were diagnosis (n=15), therapy 

(48), prognosis (1) and patient education (6). Replies were sent by e-mail to these 

inquiries, and follow-up was possible in 22 of these cases. According to Sonnenberg 

(1997), this is one of the first sites to examine the use of the Internet by patients, and more 

studies are needed in this area to determine what information patients are seeking, what 

they find and where they find it, and how it affects their health care. These questions are 

included in the survey for the present study. 

Commercial Internet providers, such as America OnLine (AOL), CompuServe, and 

Prodigy, have been in use for a number of years, and are growing astronomically. In a 

communication with users on November 17,1997, America OnLine CEO Steve Case 

reported that AOL now has 10 million members, which makes it "the biggest and most 

vibrant community in cyberspace". AOL offers many resources for accessing health 

information in their Health Channel, which has the subtitle of Information and Support 
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You Need. This channel contains Hot Topics of the day and various departments such 

as : Illness & Treatments, Healthy Living, Support Groups & Experts, Medical 

Reference, the Personal Empowerment Network, and InteliHealth - Fast Facts from Johns 

Hopkins. Because of its popularity, market share and extensive roster of scheduled 

support group meetings, AOL was chosen to be the provider for the online support groups 

in this present study. 

Social Support as a Channel for Information Therapy 

Antonucci and Jackson (1990) define social support as interpersonal transactions 

involving affect (liking, loving, admiration, respect), affirmation (agreement, 

acknowledgement of appropriateness of action, statement or point of view), or aid (things, 

money, information, advice, entitlement). Individuals live in a social environment, and are 

enmeshed in series of social relationships. There is a body of evidence that indicates that 

the extent to which these relationships are strong and supportive and people are integrated 

in their communities, is related to the health of those individuals. A review of 

community-based research over the last 20 years consistently showed that people who are 

isolated are at increased mortality risk from a number of causes (Berkman, 1995). 

For social support to be health promoting, it must provide a sense of belonging 

and intimacy, and must help people be more competent and self-efficacious. For this 

reason, social support is often carried out in small groups, called anything from self-help 

groups, advocacy groups, support groups, to psychotherapy groups. These are groups of 

individuals, generally with a common concern, who come together to contribute 
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experiences and form a cohesive, supportive system. Schopler and Galinsky (1995) place 

these groups on a continuum with self-help groups on one end, psychotherapy groups on 

the other end, and support groups somewhere in between. The major differences in these 

groups are: the role of the professional in the group activities, the size of the group, 

whether change is a goal of the group, the group's autonomy, and the complexity of the 

organization's program and philosophy (Kurtz, 1997). The term self-help group generally 

refers to a supportive, educational, usually change-oriented mutual-aid group, which is 

composed completely of lay people, with no leader or healthcare professional involved. 

The group is self-managing and self-directing, discussing things of importance to 

members. The term support group generally refers to a group which meets for the 

purpose of giving emotional support and information to persons with a common problem. 

They are often facilitated by the use of a health professional, counselor, or other 

experienced leader, who leads the group in a discussion on a particular topic or subject 

which lends a little more structure and rigidity to the group. A psychotherapy group is 

one that is lead by a professional therapist, and like self-help groups, seeks to effect 

individual growth and change. In addition to these three types of groups, many hybrid 

type of groups have evolved, which have a combination of characteristics of these groups. 

Many practitioners have difficulty distinguishing among self-help, support, or 

psychotherapy groups, and despite numerous definitions and classifications in the 

literature, Kurtz (1997) states that many people continue to use the terms support, self-

help and therapy in ways that confuse them with each other. 

In looking at leadership of the group, Toseland, Rossiter and Labrecque (1989) 
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compared a control group with both a peer-led group and a group led by a professional. 

Their study found significant differences in the control group versus the support groups, 

but no significant differences between the two types of support groups with regard to 

measures such as psychological status, social support and personal change. Therefore, 

rather than debate the differences of a self-help group (peer led) versus a support group 

(professionally led), it will be assumed for the remainder of this document that the two 

terms can be used interchangeably, regardless of their purpose, organization, leadership, or 

affiliation, and that they both exist for the purpose of helping or mutual aid. 

The proliferation of support groups over the past two decades is associated with 

an increasing need for both formal and informal sources of support because of social 

change, geographic dispersion of families, and cutbacks in funding for human services. 

The prevalence of these groups is widespread: a 1993 study estimated that there were 7.6 

million self-help group members in the U.S. (Goodman & Jacobs 1993). Both in the 

literature and through the Internet, support groups can be found on topics spanning a wide 

spectrum from life-threatening diseases such as cancer or AIDS, to chronic conditions 

such as pain management or diabetes, or to situations which are merely supportive such as 

Alzheimer patient caregivers or Moms-To-Be. 

Schopler and Galinsky (1995) review successful experiences with support groups 

for: survivors of a heart attack, open-heart surgery patients, cancer patients, Alzheimer's 

patients and families, survivors of domestic violence, burn victims and their families, 

people with ADDS, sexually abusive parents, renal patients, patients with chronic pain, 

grief work with widows. Their review suggests that the success of these groups can be 
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explained by both internal (individual characteristics) and external (environmental) factors 

that affect the group and their interactions. Yalom (1995) identified 11 therapeutic factors 

of psychotherapy groups, many of which are also found in self-help and support groups. 

These factors are: 

• instillation of hope 

• universality 

• information or direct advice 

• altruism 

• corrective recapitulation of the primary family group 

• basic social skills 

• imitative behavior 

• interpersonal learning 

• group cohesiveness 

• catharsis 

• existential factors 

These factors may not be present in every group, and within the same group individual 

members may benefit from different therapeutic factors. 

An analysis of research on group processes reveals five processes that are common 

to both self-help groups and support groups (Kurtz, 1997). They are: giving support, 

imparting information, conveying a sense of belonging, communicating experiential 

knowledge, and teaching coping methods. In addition, change mechanisms recognized by 

Kurtz include: identity transformation, empowerment, insight, reframing, and formation 
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of a new way of life. 

Stewart (1990) reviewed theories used in the literature on self-help groups, and 

found theories of affiliation, attribution, change, coping, deviance, loneliness/social-

isolation, and self-esteem have been included with the predominant ones being equity, 

reference group, social comparison, and social movement Hinrichsen, Revenson and 

Shinn (1985) summarize that research suggests that persons encountering stressful life 

circumstances are protected from potential declines in physical and mental health simply 

by the presence of supportive relationships, and that the opportunity to meet others with 

similar problems is the most beneficial aspect of group participation. 

Evaluations of groups and outcomes usually view self-help and support groups as 

alternative human service agencies, and most studies are cross-sectional designs that 

requested self-reports from convenience samples (Kurtz, 1997; Schopler & Galinsky, 

1995). Some of the outcomes employed in these studies include: 

• reduced psychiatric symptomatology 

• greater social resources 

• reduced use of professional services 

• increased coping skills 

• a sense of relief and assurance 

• increased life satisfaction 

• greater self esteem and self-confidence 

• decreased fear 

• acceptance of illness 
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• reduced helplessness 

• shorter hospital stays 

Current research is increasingly realizing that self-help is not a treatment, and that 

outcome evaluations and clinical trials may not be the best measurements in these groups 

(Borkman & Schubert, 1995). Therefore, many studies now focus on the factors that 

contribute to affiliation and participation in self-help and support groups, recognizing that 

these groups continually have new members, and that members do not benefit from group 

membership without attendance (Luke, Roberts & Rappaport, 1993). Thornton and 

Kreps (1993) discuss therapeutic communication in a relational context and although the 

approaches and conclusions in therapeutic communication studies are diverse, their 

conclusion is that "all studies support the contention that establishing and maintaining 

supportive and caring communication relationships increases therapeutic outcomes" (p. 

52). 

Hinrichsen, Revenson and Shinn (1985) found three significant benefits of adult 

participants in scoliosis support groups: a more positive outlook on life, more satisfaction 

with the medical care received, and severity of outcome variables such as psychosomatic 

symptoms, self-esteem, and feelings of shame were lessened. 

Trojan (1989) surveyed members from 65 different disease related groups, and 

found that one-half to three-fourths of the respondents showed reduction of emotional 

stress, a stronger feeling of being safe and sheltered, a reduction of fear of the disease, and 

less stress through stigmatizing reactions of others. This may be mediated through contact 

with fellow sufferers which provides social support, the opportunity to compare oneself 
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with others and to enhance self-efficacy. 

Information can alleviate insecurity, by giving scenarios of possible courses of the 

disease, treatment options, and problem solving capabilities. In a study of a Dutch 

association for patients with a neuromuscular disease, van Haastregt et al. (1994) found a 

significant positive relationship between the amount of information received and 

membership in the group, and that receiving information was the most frequently cited 

advantage of membership. Through membership, 90% learned more about the 

characteristics of their disease, 64% knew more about treatment options, and 60% 

reported knowing more about coping with the disease in daily life. 

A five year collaborative study sponsored by Stanford and Kaiser, demonstrates 

the effect of the addition of group sessions to a self-management handbook for persons 

with chronic diseases (Lorig, Sobel & Bandera, 1993). Weekly small group sessions were 

led by lay leaders, many of whom have one or more chronic conditions. Group interaction 

helped patients reduce feelings of isolation, and improved their self-efficacy by social 

comparison. The desired outcomes focus primarily on quality of life, functional status, 

emotional well-being, and health care utilization. 

According to several authors, there is little doubt that psychosocial support groups 

for patients with cancer can reduce emotional distress and pain and enhance coping and 

quality of life (Sobel, 1995; Spiegel, Bloom & Kraemer, 1991; Fawzy, Fawzy & Hyun, 

1993). The study by Fawzy et al. (1993) provides strong evidence for the impact of 

support groups on survival of malignant melanoma patients. The patients who 

participated in psychiatric group sessions had improved coping ability, reduced 
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psychological distress, and improved immune function. However, the most striking results 

appeared 6 years after the initial diagnosis and participation in group sessions. Only three 

of the 34 patients who participated in the support group died compared with 10 of 34 in 

the control group, a 60% reduction in death rate. The group patients also tended to have 

fewer instances of recurrence of the melanoma. Possible explanations for these results 

include: improved health habits, effective coping, improved communication and 

adherence to treatment and followup, stress management techniques, changing attitudes, 

social support, freely expressing feelings, feedback from others, and more active coping 

skills. 

Although the growth in support groups over the last two decades has been 

dramatic, only a small proportion of potential users actually attend such groups (Taylor, 

Falke, Shoptaw & Litchman, 1986). There are several barriers to the use of support 

groups to deliver Information Therapy. Among those listed are: time, distance, education, 

finances, physical mobility, and individual characteristics of the person such as shyness, 

embarrassment, or physical disabilities (Gustafson et al., 1993; Weinberg, Uken, Schmale 

& Adamk, 1995; Brennan, Ripich & Moore, 1991). Logistic factors such as lack of 

transportation, geographic distance, and inconvenient meeting times may prevent a person 

from attending sessions. Certain people often need informational and social support at 

times when meetings are not taking place (such as at two a.m. when pain prevents sleep). 

In addition, many times the disease itself and the treatments necessary, leave very little 

time for socializing. People in rural areas have less access to treatment options, libraries, 

or support groups. The educational level of the patient may prevent the understanding of 
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complex material that is necessary in order to make difficult treatment decisions. Those 

persons who are poor, uninsured or underinsured often lack access to second opinions, or 

other sources of social comparison. Certain patients, because of disabilities or life-support 

equipment, may not be physically able to travel to a designated meeting place to encounter 

social support. Many people find that it is not easy to discuss embarrassing topics or 

sensitive problems in a face-to-face group setting, and some find the experience upsetting, 

depressing and illness-focused. Many of these barriers to the use of face-to-face support 

groups can be overcome with the use of a computer to connect to other people and thus 

deliver social support. 

Computer Mediated Information Therapy 

The computer can be used to assist in the delivery of Information Therapy through 

computer-mediated communication. Brennan et al. (1992) state that "offering social 

support via the technology of computers is a natural outgrowth of the increased use of 

technology in the service of patient care" (p.663). These technological approaches to 

computer use in health care include not only computer-assisted instruction as mentioned 

above, but computerized assessment of individual characteristics, computer network 

services, and most recently self-help health-focused interest groups. 

Through the computer and networks, people can link to others in similar 

circumstances to provide the benefits of a "support group without walls" (Brennen et al., 

1991). This can be accomplished through two different, yet similar methods. The first 

method is through a bulletin board or newsgroup or echo conference where individual 
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messages are posted for all members to read and respond to. These groups often operate 

through LISTSERVs, where users subscribe because of a shared interest, or are available 

through bulletin board systems or online service providers such as America OnLine. This 

type of communication is called asynchronous, because the sender and receiver are not 

present simultaneously. One disadvantage of this type of communication is the 

unavailability of immediate feedback. It may be no more beneficial than writing a chain 

letter, except that it is transmitted electronically. The second method of computer-

mediated communication is simultaneous participation in a group, often called chats, 

where members of a group come together online at a specified time in a virtual room and 

have a discussion more like that which would occur in a face-to-face setting. This affords 

the advantage of immediate responses, feedback, clarification, and continued discussion 

based on responses. America OnLine was chosen as the provider for the present study 

because frequently their scheduled support group meetings (simultaneous) are linked 

formally or informally with a support forum or message board (asynchronous) on the same 

topic. 

A complete area of study, computer-mediated communication, has grown as 

interest in interpersonal communication has focused on the social, cognitive, interpersonal, 

and psychological processes that affect the way people exchange messages through this 

medium. Several authors list differences between computer-mediated communication 

(CMC) and face-to-face (FTF) communication (Kerr & Hiltz, 1982; Kiesler, Siegel & 

McGuire, 1984; Parks & Floyd, 1996): time and information processing pressures, the 

absence of regulating feedback, dramaturgical weakness, few social context cues, social 
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anonymity, computing norms and immature etiquette, and efficiency. Self-paced 

participation allows users to communicate at a time that is convenient to them. 

Information processing pressures are not present in CMC because the person has time to 

process the information provided and to compose a response, unlike FTF where a 

response is expected immediately. In CMC there is the possibility of a lack of immediate 

feedback, which in FTF can help clarify and promote understanding. There is inherent in 

CMC a dramaturgical weakness as seen by the unavailability of nonverbal cues such as 

taking the head seat, speaking loudly, facial expressions, staring, touching, gesturing and 

body language. In addition, social status cues are absent in CMC, and anonymity is 

available if the person prefers it. CMC is much less efficient than FTF because the user 

must type rather than speak, and much less information can be shared in CMC in the same 

amount of time. CMC discriminates in favor of the literate, educated, and higher 

socioeconomic class because it requires the ability to read and write and the possession of 

a computer. 

People have found ways to overcome some of these differences in CMC, such as 

the development of emoticons or keyboard characters to imitate facial expressions, i.e., a 

smiley face :-) , a sad face :-( , a wink ;-) , sticking tongue out :-P. They can also 

express emotion and metacommunicative intent by embedding words in text such as grin, 

ha-ha, and LOL (laughing out loud). Another way people overcome the limitations of 

CMC is to supplement it with additional channels of communication, such as mail, 

telephone, and face-to-face contact. In some cases, online groups have organized social 

events in order to meet in person (Parks & Floyd, 1996). 
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Early research in CMC focused on the absence of nonverbal and social context 

cues, and found that CMC users tend to become depersonalized, i.e. they may lose sight of 

the fact that they are addressing other people and not the computer itself (Kieser, Siegel & 

McGuire, 1984), and may cause users to become impersonal, interpersonally hostile and 

uninhibited (Walther, 1994). However, field investigations and case studies have shown 

contradictory results, and the literature is replete with studies examining one aspect or 

another of CMC in various settings which give conflicting conclusions. Walther (1994) 

suggests that the differences in CMC and FTF are not so great in the two media but that 

CMC tends to "retard normal impression development and relational communication" (p. 

476), and that the differences in media dissipate over time. Cerulo (1997) describes an 

"instant intimacy" that occurs in online communication settings. Sociologists typically 

define intimate ties as connections that result from interpersonal contact and disclosure 

which is gradual and progressive. However, many online dialogues exhibit a deep level of 

involvement characteristic of long-term relationships, even on a first-time encounter. 

Thus, information regarding an individual's character is exchanged prior to mundane facts 

- a reversal of expectations in face-to-face communication. Walther (1994) suggests that 

this phenomenon is linked to the anticipation of a long-term relationship rather than the 

promise of anonymity. His conclusion is that "CMC appears to be more interpersonally 

positive when used by members who at least think that their association will have some 

longevity" (p.495). Rheingold (1993) describes that in FTF encounters people meet other 

people and then choose to get to know them, whereas in CMC people get to know other 

people and then choose to meet them. This expectation of long-term use is generally 
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present in computer-mediated support groups. 

There are several advantages of computer-mediated communication over face-to-

face communication for the delivery of Information Therapy. Kiesler, Siegel and McGuire 

(1984) found more equal and uninhibited participation of group members having 

computer-linked discussions by electronic mail than those in face-to-face meetings. 

Zimmerman (1987) found that computer communication was more expressive of feelings 

and users made more frequent mention of interpersonal issues than in face-to-face 

sessions. Online messages can be reflected on and comments can be thoughtfully prepared 

off-line before being posted and thus are often richer communication than face-to-face 

(Madara, 1995). Computer networks can increase the degree of personal and social 

connectedness with others, in terms of the number and scope of relationships (Kerr & 

Hiltz, 1982). Forgotten populations and the disenfranchised, such as the homebound 

caregiver, can use an in-home computer to locate both prompt support and specific 

information because the bulletin board is available 24 hours a day (Brennan et al., 1992). 

Because discussions on boards remain for a period of time, a person who has had to 

suspend participation, can catch up by reading all messages posted since their last 

connection (Weinberg et al., 1995a). The protectiveness of anonymity may encourage 

some individuals to participate in a discussion through the computer and to be more open 

than they would be in a face-to-face group, especially in groups dealing with stigmatized 

issues. Lucas, Mullins, Puna, and Mclnroy (1977) found that patients reported 30% 

higher levels of alcohol consumption to a computer than to a psychiatrist. Ferguson 

(1996) suggests that potential communication barriers such as appearances, age, gender, 
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ethnic origin, and disabilities seem to disappear online. Parks and Floyd (1996) suggest 

that people can create an identity workshop in which they learn and test new social skills. 

Another potential advantage of computer-mediated groups is the greater number of 

participants from a wide geographical area from which information and perspectives may 

be drawn. The study by Parks and Floyd (1996) demonstrated that personal relationships 

were common in online communities and evolve naturally as a function of time and 

experience online. 

There are a variety of applications of computer-mediated communication to deliver 

Information Therapy. Furlong (1989) describes the development of SeniorNet, the first 

telecommunication network designed specifically for older adults. In a survey, 

information access was the most frequently cited reason for joining the network, and 

communicating with others is the network's most popular activity. This network had a 

conference area where users talk with each other live, although no formal evaluation of its 

use took place. SeniorNet is now available through America OnLine, and received a 

commendation as best support forum for seniors from Dr. Tom Ferguson (1996). 

A report by Feenberg, Licht, Kane, Moran and Smith (1996) describes the ALS 

Digest, an online journal published on the Internet, which has more than 800 subscribers, 

primarily patients, caregivers, and physicians who also serve as correspondents. E-mail 

messages sent to the editor are compiled and selected for publication, with the emphasis 

being on the distribution and exchange of information. Patients or caregivers post difficult 

questions concerning symptomology or care in hopes that a subscriber will have previous 

experience to share. This is very much akin to a support group, however, the 
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communication is in the asynchronous manner, and has the disadvantages previously 

mentioned. 

Online service providers such as CompuServe, Prodigy, and America OnLine have 

discussion groups or bulletin boards concerning various health topics. These groups are 

unmoderated or moderated conversations between people who post messages, with the 

emphasis on social support and exchanging of feelings. Sproul and Kiesler (1991) purport 

that this type of computer messaging diminishes the sense of vulnerability that can inhibit 

discussion and behavior in face-to-face settings. Tom Ferguson (1996) suggests that these 

self-help forums can be genuine, meaningful communities, and that while information itself 

is important, it is "information shared in the context of community" that is the foundation 

of these new online support networks. The participants in these forums are more than a 

collection of random strangers; they come together because of a common shared concern 

for the topic of the discussion group. The information shared is much more than factual 

material such as that in a pamphlet, but rather as a kind of information-plus-involvement 

found only in self-help communities. 

Brennan, Ripich and Moore (1991) report the results of a pilot study using a 

home-based computer and a computer network called ComputerLink for persons living 

with AIDS. This network consists of three functional elements: a electronic encyclopedia 

to provide information, a decision support system to help with problem solving, and a 

communication pathway to provide social and/or professional contact. This 

communication pathway included e-mail, a bulletin board, and a question/answer section, 

all of which belong to the asynchronous type of communication. Fifteen subjects 
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completed the 4 month pilot, and data was collected from self-report logs of usage, which 

showed that the electronic encyclopedia was used the most and the subjects used that 

information to participate more actively in their care. A project nurse served as chief 

moderator, group facilitator, and clinical expert. Although the study lacked a control 

group, and did not report any measurements other than usage logs and interviews, the 

conclusion of their study was that "the computer network intervention appears to provide 

the balance necessary to promote social support while providing access to information and 

strategies necessary to maintain self-care" (p. 13). 

A later study by some of the same researchers described the use of ComputerLink 

for caregivers of persons with Alzheimer's Disease (Brennan, Moore & Smyth 1992). In 

this application of ComputerLink, a passive monitoring system was used to create a 

continuous electronic record of each subject's use of the three components, measuring the 

number of log-ins and time on-line. Electronic recordings were analyzed using descriptive 

statistics and content analysis. The use pattern that emerged demonstrated that subjects 

logged into the network several times a week, and used several features of the system 

during a single log-in session, offering a variety of options for social contact and support. 

In contrast to the previous ComputerLink study, the results from caregivers showed that 

they were more likely to use the components that fostered interaction with others rather 

than the information section or the decision support section. However, the limitation of 

the lack of a comparison group makes both of these studies less weighty. A later study by 

the same researchers (Brennan, Moore & Smyth 1995) used more outcome measures and 

the use of a control group with no intervention as a comparison. Of the three outcomes 



59 

measured (decision confidence, decision-making skill, and social isolation), only the 

decision confidence scale showed significant results. Although subjects reported that 

ComputerLink was perceived as a social support service, the authors believe that 

measurement problems may have obscured the impact on social isolation (i.e. the scale 

chosen, the population of subjects, and perhaps the time period) 

Another group who has extensively studied computer-mediated support systems is 

the Center for Health Systems Research and Analysis at the University of Wisconsin, 

(Gustafson et al., 1992,1993,1994; Pingree et al., 1993) and their development and 

implementation of CHESS (the Comprehensive Health Enhancement Support System). 

CHESS is an interactive, computer-based system to support people facing health-related 

crises or concerns. This system has been developed in five topic areas: Academic Crisis, 

Adult Children of Alcoholics, AIDS/HIV Infection, Breast Cancer, and Sexual Assault. It 

has been designed around three desired outcomes: improving the emotional health status 

of users, increasing the cost-effective use of health and human services, and reducing the 

incidence of risk-taking behaviors that can lead to injury or illness. The computer is used 

to provide information and social support in a manner that is convenient, comprehensible, 

timely, non-threatening, anonymous and controlled by the user. A PC based workstation 

is used in the homes of subjects with an integrated set of services which allow the user to 

talk anonymously with peers, question experts, leam where to get help and how to use it, 

read stories of people who have had similar crises, read relevant articles, examine risks, 

think through difficult decisions, and plan how to regain control over their lives. CHESS 

contains three major classes of service with 9 different modules, which are: 
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Information Services 

• Questions and Answers - a compilation of answers to commonly 

asked questions 

• Instant Library - a database of articles, brochures, and pamphlets 

• Getting Help/Support - gives information on sources of social 

services, how they work, and how to utilize them 

• Personal Stories - real-life accounts of people who are living and 

coping with the same crises 

Communication Services 

• Ask an Expert Mail - experts answer questions submitted from 

users and receive confidential answers 

• Discussion Group - an anonymous message board used to share 

information, experiences, hopes and fears, give and receive 

support 

Analysis Services 

• Decision Aid - a decision support system that helps users with both 

specific and general decisions 

• Action Plan - helps users implement a new decision 

• Assessments - allows users to assess lifestyle risks and situations 
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This system has been extensively tested with people with AIDS/HIV and with women who 

have breast cancer. The outcome measurements for CHESS included frequency of use, 

usefulness of the system, emotional outcomes, health status, health risk behaviors, and 

health service utilization. In the analysis of CHESS usage, the communication services 

were the most frequently used, which may be evidence that formal reference materials may 

be secondary to an interactive information exchange. The significant effects of CHESS 

after two months in the initial study (Gustafson et al., 1992), showed decreased negative 

emotions, increased cognitive functioning, and decreased interference of the disease in 

daily life. Pingree et al. (1993) demonstrated the use of CHESS varied by gender (women 

used it more), age (younger used it more), living arrangements (those living alone used it 

more), and those who had a need for health care information used it more. Gustafson et 

al. (1994) report the use of CHESS in a random controlled experiment with HIV-infected 

people. Quality of life measures in this last study, shown in Figure 2-3, demonstrated that 

CHESS users scored significantly higher on five of eight dimensions of quality of life, and 
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lower on none. CHESS users reported improved cognitive functioning, and increased 

sense of social support, led a more active life, participated more in their care, and 

experienced decreased levels of negative emotions than the control group. In addition to 

quality of life scores, the CHESS study analyzed the utilization of health services for all 

subjects, including the number of visits to health care providers, time spent with providers, 

satisfaction with visits, the number of admissions to hospitals and the length of stay. 

Although not a statistically significant difference, the total charges for ambulatory care 

were decreased by 17% in the CHESS group, versus 7% in the control group. CHESS 

users had a statistically significant reduction in time spent with primary care, HIV and 

mental health providers as compared to the control group. The probability of hospital 

admission was increased 42% in the control group versus 16% in the CHESS; and when 

admitted the control group had a 61% increase in average length of stay versus a 29% 

decrease in the CHESS group. By combining admission rate and average length of stay, 

the effect of CHESS on the costs of inpatient care were analyzed as shown in Figure 2-4. 
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In the study with women who have breast cancer, the subjects were asked to 

compare preferences for CHESS to forms of support services. Eighty-eight percent stated 

they would prefer CHESS to talking with a visiting nurse in their home, because of the 

anonymity, the ability to proceed at their own pace, and the availability of the system at 

any time. Seventy-five percent stated that they preferred CHESS over talking to a cancer 

survivor in their home, because of the support available from many women, the 

comprehensiveness of CHESS, and the freedom to express emotions. The preferences for 

utilization of computer-mediated social support expressed in the CHESS study are with a 

limited sample size (20), however, it is expected that this preference for online support 

will be supported by the present proposed study. 

Further studies using CHESS are planned looking at costs of care, comparison 

with non-technology based interventions, use in different settings such as clinics and 

HMOs, or interactive TV, and in other disease manifestations such as diabetes, depression 

and substance abuse. 

Weinberg et al. (1995b) describe a pilot study of a computer-mediated support 

group for women with breast cancer to measure the previously mentioned Yalom's 

therapeutic factors (1995). This study attempted to determine if non-face-to-face groups 

offer the same therapeutic dynamics as a face-to-face group. As stated, their primary 

research question was "whether participants perceived the computer group as providing 

the same type of assistance that cancer patients typically perceive face-to-face support 

groups as providing" (p.58). However, in an examination of the research methodology, 

their subjects participated only in a computer-mediated support group, and not in a 
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face-to-face group. They were asked to complete a questionnaire concerning their 

perceptions of the helpfulness, universality, group cohesion, instillation of hope, altruism, 

and catharsis of the computer group. The findings reported in the study were compared to 

literature findings in face-to-face groups. This appears to be a major limitation of this 

study, in that there was no comparison group who participated in a face-to-face manner. 

The other significant factor which sets this study apart from the present proposed study is 

that the computer-mediated group was one of asynchronous communication (bulletin 

board type) rather than simultaneous communication (such as the chat rooms). 

A pilot project by Finn (1995) at Arizona State University used a computer-based 

self help group as an adjunct to a face-to-face support group for sexual abuse survivors. 

At the time of the article, Finn only had 2 participants in the project, which severely limits 

its usefulness as a representative study and generalizability to larger populations. Students 

in an on-going face-to-face support group were told about a computer-based group and 

were offered the opportunity to participate. The students participating accessed a 

computer-based self-help group on the Internet, alt.sex.abuse.recovery. This group carries 

several hundred messages per week and has participants from the U.S. and some foreign 

countries; however, it represents the asynchronous communication which may have some 

limitations as mentioned above. The methodology in this particular project is severely 

limited as measurements consisted of only an open-ended interview with subjects. The 

students' initial reaction to the computer-based group was mixed. One student found the 

computer-based group particularly useful, in that it facilitated her willingness to discuss 

experiences that she would not be willing to discuss in the face-to-face group. The only 
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other participant stated that she preferred the face-to-face group, although no reason was 

stated in the article. The comparison of experiences in a face-to-face format and a 

computer-based group which will be available through the survey instrument of the 

present study should help to further elucidate Finn's findings. 

The studies reviewed here have utilized computer-mediated social support based 

on asynchronous communication, i.e. bulletin board type support groups, and in a few 

cases have been random controlled experiments. However, none of these studies have 

looked at or measured computer-mediated social support as seen in the simultaneous 

communication in chat rooms such as those on AOL. The present proposed study will 

attempt to measure social health, physical health, mental health, and quality of life for 

support groups, and will compare these measures in a face-to-face group with those in a 

computer-mediated group. 



CHAPTER 3 

METHODOLOGY 

This chapter describes the methodology used to determine if there are any 

significant differences in the therapeutic effect of Information Therapy through the 

different delivery modes of self-help groups communicating face-to-face and those 

utilizing computer-mediated communication on the Internet. In addition, the differences 

in support groups are considered as the topic of the group is changed. The following 

topics are covered: the design of the study, the population for the study, the variables 

used, the hypotheses for the study, a description of the survey instruments, and the data 

analysis methodology. 

Design 

The design of this study is static group comparisons as described by Campbell and 

Stanley (1963). This design was chosen because the groups under consideration are 

intact groups and random assignment of subjects to groups is not possible. In addition, 

there can be no pretest because the groups are collections of subjects who are currently 

members of a support group. An experimental treatment is not applied to one group and 

withheld from the other. However, the two groups will differ in their makeup of subjects 

because one will be utilizing face-to-face communication and the other will be utilizing 

computer-mediated communication and the communication medium could be considered a 
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type of treatment. The basic weakness in this design is that if there is no pretest, there is 

no statistical method to demonstrate that the groups are equivalent outside of the 

communication medium. If the dependent measures of the two groups differ, that 

difference could come about through recruitment, or that the groups would differ without 

the treatment, or that those in the computer-mediated group differ because they have 

sought out using the computer to communicate. This self-selection occurs when members 

of groups are in the group because they possess traits that are extraneous to the research, 

or they possess characteristics which may influence the variables of the study. This 

weakness of the study, as suggested by Kerlinger (1986), can be compensated for by 

assuming that the two groups are equal in independent variables other than the 

communication medium, and it may be possible to check the equality of the groups by 

comparing them on other variables such as gender, age, ethnic background, educational 

level, marital status, and income. In this study, demographic data of all the groups is 

collected in the survey and is compared with respect to these variables in an attempt to 

control the selection threat to internal validity. 

Population Sampling 

Because random selection of subjects from the population is not possible, a 

nonprobability sampling method must be used. In this study a purposive sampling method 

as described by Kerlinger (1986) was selected because of the deliberate effort to obtain a 

representative sample by including presumably typical groups in the sample. 

The population sample for this study was a selection of six types of support 



68 

groups, three groups of two, matched by the topic discussed in the group. As mentioned 

above, one group of subjects are those who use the computer (i.e., the Internet) to 

communicate in a support group, and the other group of subjects are those who 

communicate in a face-to-face manner. The topics discussed in the support groups chosen 

for this study differ because of the relevance and significance it has to the individual 

person and their health information needs. The three different topics are: 

1) a topic that is a life-threatening disease, i.e. breast cancer; 

2) a topic that is a chronic disease with daily struggles that are not 

generally life-threatening, i.e. diabetes; and 

3) a topic that is not a personal disease process, but is one that is 

informational and encouraging, i.e. caregivers to Alzheimer's disease 

patients. 

The particular support groups used for the computer-mediated communication 

group are subjects which meet in a chat room through an Internet provider, America 

Online. This provider was chosen because of the wide availability of services, because of 

the numerous groups meeting there, and because it is one of the more popular Internet 

providers. The members of the specific groups in America Online were identified during 

online meetings and were then asked to volunteer to participate in the study, (see 

Appendix B for specific groups and meeting times) 

The groups which were used for the face-to-face communication groups were 

local support groups meeting on a regular basis in the Dallas-Fort Worth metroplex and 

were contacted through agencies such as the American Cancer Society, American 
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Diabetes Association, local hospitals, and the Heritage Alzheimer's Clinic, (see Appendix 

B for specific groups and meeting times) These meetings were visited in person and 

volunteers were recruited to participate in the study by completing the survey during or 

after their meeting, or returning it through the mail. 

Data Collection 

Data was collected from the participants in the study through contact during their 

group meetings. The participants were asked to complete an anonymous survey 

questionnaire. The questionnaire for both groups is identical except for question 15, 

which asks if the participant has ever used the other kind of communication medium, (see 

Survey Instrument in Appendix A). 

The face-to-face groups were contacted in person and asked to complete an 

anonymous paper-and-pencil survey. The particular method of data collection differed in 

the computer-mediated communication group because the nature of their meetings did not 

allow the survey to be administered in person. In addition, because persons in the online 

groups may not be willing to give out mailing addresses to protect their anonymity, the 

administration of a paper-and-pencil questionnaire to these subjects is prohibitive. 

Therefore, the Web is seen as an optimum method for data collection for these subjects. 

After online contact with these groups, a URL Web address was communicated to 

participants so that they could connect at a time convenient to them and complete the 

questionnaire through the Internet. Because of their membership in America OnLine, 

these subjects have access to the Internet, and it is assumed that they are somewhat 
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computer literate and would be able to complete this process with no additional 

instructions or training. The URL Web site was located at the University of North Texas 

and utilized the software located there called Question Mark to administer, collect and 

save the data from participants. The data saved from the Web site was imported into 

database software for analysis. 

The use of a different mode of administration of the questionnaire survey is not 

seen to be a confounding factor in this study, as computerized version of standard 

psychological tests have been in use for several years and are widely accepted as 

equivalent to paper-and-pencil instruments (Nurius, 1990). Helgeson and Ursic (1989) 

conclude in their study that electronic and pencil-and-paper data collection provide data 

that is "equivalent and interchangeable in many if not all ways" (p. 296). A study by 

Millstein (1987) demonstrated that less than 1% of the variance in response was due to the 

mode of administration of a questionnaire (computerized vs face-to-face). The results of 

a study by Booth-Kewley, Edwards and Rosenfeld (1992) showed that computer and 

paper-and-pencil modes of administration of questionnaires yield no systematic difference. 

In addition, two studies involving noncognitive measures (King & Miles, 1995; Potosky 

& Bobko, 1997) demonstrated no effect of the administration of a computer vs paper-and-

pencil survey. 

Data was collected from both face-to-face groups and the online groups from 

August, 1998 through March, 1999. 
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Description of the Variables 

The independent variable was the use of the computer or the Internet for 

communication within a support group. The dependent variables measured for individuals 

in each group were in five areas: 

1) social health - the subject's social health is measured by The 

Medical Outcomes Study Social Support Survey (MOS-SS) 

2) physical health - the physical health of each subject is measured by 

The Short-Form-36 Health Survey (SF-36) 

3) mental health - mental health is measured by a depression scale, 

The Center for Epidemiologic Studies Depression Scale (CES-D) 

4) general health status or quality of life - a measure of the subject's quality 

of life is measured by the Health Related Quality of Life (HRQOL). 

5) preferences for self-treatment and information in health care - a 

measure of preferences for different treatment approaches is 

assessed using the Krantz Health Opinion Survey (HOS). 

In addition to measuring the aforementioned dependent variables, demographic data was 

collected from individuals in order to make a judgement concerning the equality of the 

groups. This demographic data includes gender, age, marital status, educational level, 

ethnic background, income, and occupation. Nine questions concerning support groups 

and the subject's attitude and usage of them were included in the survey. 
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Description of the Survey Instrument 

The survey instrument (see Appendix A) administered consisted of 32 objective 

questions, and four open-ended questions. 

The first seven questions collect demographic data about the subject in order to 

compare the similarity of the groups. Ten questions (Survey Instrument numbers 8-17) 

collect data concerning the support group the subject attends and their feelings concerning 

their participation in the group. One open-ended question (number 16) asked for a 

comparison of a face-to-face support group with an Online group in those subjects who 

are currently using both means of communication. Although the data collected from this 

question was not used to support a specific hypothesis, content analysis was used to 

identify advantages of one type of communication medium over the other for delivery of 

Information Therapy as a basis for further research. Three open-ended questions 

(numbers 34-36) sought data concerning the subject's search and acquisition of health 

information, and the impact that information had on them. These three open-ended 

questions were used to support hypothesis five, H5. 

The first dependent variable scale was used to support hypothesis one, H„ which 

measures the subject's social support network, and is called The Medical Outcomes Study 

(MOS) Social Support Survey (Sherbourne & Stewart, 1991) (Survey instrument 

questions 28 and 33) The MOS was derived by the Rand Corporation of Santa Monica in 

its Health Insurance Experiment to compare the impact of alternative health insurance 

systems on health status and utilization. Several outcome measures were developed for 

their study and have been widely used in research. The Social Support Survey is one of 
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these outcome measures, which looks at the functional aspects (perception of support) 

rather than the structural aspects (the size of social network). Functional support is 

measured with the use of four subscales: (1) tangible support, (2) affectionate, (3) 

positive social interaction, and (4) emotional and informational support. These scales do 

not ask about who provides the support, but rather asks about how often each form of 

support is available to the subject. A total score is calculated from the mean of the 

subscale scores, with high scores indicating more support. McDowell and Newell (1996) 

report the reliability of this scale to have an internal consistency of a=0.97, and a one year 

test-retest reliability of 0.78. Criterion validity measures showed that the instrument had 

significant convergent correlations with other measures of social support and functioning. 

The subject's physical health was used to support hypothesis two, H2, and is 

measured by the Short-Form-36 (SF-36) survey which was also derived from the Rand 

Medical Outcomes Study. (Ware & Sherbourne, 1992) (Survey instrument questions 18, 

19,21-27) It was designed as a generic indicator of health status in both the general 

population and in chronic medical and psychiatric patients. McDowell and Newell (1996) 

classify this instrument as a generic instrument, which is useful for monitoring patients 

with multiple conditions, for comparing the health status of patients with different 

conditions, and for comparing patients to the general population. Because of this ability 

of the SF-36 for comparisons across groups, it is especially appropriate for this study. 

The SF-36 utilizes multi-item scales to measure eight dimensions of health: 

1) physical functioning 

2) role limitations due to physical health 
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3) bodily pain 

4) social functioning 

5) general mental health, covering psychological distress and well-being 

6) role limitations due to emotional problems 

7) vitality, energy or fatigue 

8) general health perceptions 

Several of these dimensions, (i.e., social functioning, general mental health, and general 

health perceptions) can be used as a validity check for other scales used in the survey 

instrument. The scores for items in each of these dimensions are averaged to create 8 

scale scores, with the higher scores representing better health. Ware, Snow, and Kosinski 

(1993) reports a median alpha internal consistency from 14 studies for all scales exceeds 

0.76. Test-retest reliability for the scales at six months ranged from 0.60 to 0.90, except 

for the pain dimension, which had a correlation of 0.43. (Note: bodily pain might be 

expected to change significantly over this length of time) They also report the criterion 

validity for the scales, comparing them to ability to work, symptoms, utilization of care, to 

several criteria for the mental health scale, and to 15 other health measures. Each scale 

had significant and consistent associations. 

The third measurement in this study, used to support hypothesis three, H3, is the 

mental health of the subject, utilizing the Center for Epidemiologic Studies Depression 

Scale (CES-D), which is designed to measure depressive symptomatology in the general 

population. (Survey instrument question 20) It has been designed to cover the major 

components of depression identified in the literature: depressed mood, feelings of guilt 
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and worthlessness, feelings of helplessness and hopelessness, psychomotor retardation, 

loss of appetite, and sleep disorders. This 20 item scale utilizes both positive and negative 

statements which are scored and summed to obtain an overall score, with a higher score 

indicating greater depression. This scale instructs subjects to indicate how frequently they 

have experienced the symptoms in the past week. However, because the terminology used 

in another scale for this study (the SF-36) requests subjects to consider the time period of 

the past month, for consistency sake in the survey instrument this scale also utilizes the 

term past month. This minor deviation from the published scale is not expected to have 

any adverse effect on results. Internal consistency coefficients of 0.85 for general 

population samples and 0.90 for a patient sample have been reported. (Radloff, 1977) 

Test-retest reliability correlations reportedly are lower than other scales, but this may be 

reflected in the concentration on recent symptoms. McDowell and Newell (1996) report 

significant validity correlations of the CES-D with a variety of other scales. 

The fourth measurement in the survey instrument used to support hypothesis four, 

H4, is a general health assessment, as measured by the Behavioral Risk Factor Surveillance 

System Health-Related Quality of Life (HRQOL). (Hennessy et al., 1994) This scale 

consists of four items (Survey instrument questions 18,30-32) which measures self-

perceived health, recent physical health, recent mental health, and recent activity 

limitation. The authors examined the validity of the questions with 2,900 respondents, and 

although no coefficients were given, reported significant associations and co-occurrences. 

The fifth scale used in this survey instrument is the Krantz Health Opinion Survey 

(HOS) (Survey Instrument number 29). This is a measurement of the subject's preferences 
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for information and self-care in treatment situations. The question gives a total score, and 

two relatively independent subscales that measure behavioral involvement of patients and 

the desire for information about medical decisions, with high scores indicating favorable 

attitudes toward self-care or informed treatment. Krantz, Baum and Wideman (1980) 

report three related studies which demonstrated the ability of the HOS to predict group 

membership (clinic users and enrollees in a self-care course), use of clinic facilities, and 

overt behavior (inquisitiveness, self-diagnosis) in a medical setting, with a reliability of 

0.77. This scale is used for data gathering purposes rather than support of a hypothesis, 

and is predicted to correlate well with membership in a support group. The data collected 

here could also possibly be used for further studies. 

The survey instrument was pilot tested with a small group of individuals (n=12) 

who completed the survey in a mean time of 16 minutes, with no difficulty in the 

mechanisms of answering the questions. This demonstrates that the instructions in the 

survey were clear, and that the survey could be completed in a relatively short period of 

time. Some minor modifications were made in the wording of a few of the demographic 

questions as a result of this pilot test. 

Hypotheses 

Four hypotheses for this study are stated in such a way as to look at the similarities 

of the groups, and assumes that there are no significant differences in the groups based on 

the dependent variables measured and the demographic data collected. The hypotheses 

are: 
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H,: There are no significant differences in the means of the social 

support scores for the face-to-face and the computer-mediated 

support groups. 

H2: There are no significant differences in the means of the physical 

health scores for the face-to-face and the computer-mediated 

support groups. 

H3: There are no significant differences in the means of the mental 

health scores for the face-to-face and the computer-mediated 

support groups. 

H4: There are no significant differences in the means of the quality 

of life scores for the face-to-face and the computer-mediated 

support groups. 

An additional hypothesis concerns the beneficial nature of information and is: 

H5: Health information has a therapeutic effect on the health or well-being 

of a person. 

Data Analysis Methodology 

A statistical analysis computer program was used to analyze the data, and 

included the mean and standard deviation of dependent measures for each group, and a t-

test for independent samples. The demographic data was analyzed using the Chi square 

statistic with examination of residuals for those cells showing significance. The 

demographic data and the five measurement scales for the dependent variables were tested 
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for statistical significance using a 0.05 alpha level. Content analysis from question 16 was 

be used to find common factors important to subjects in each type of group. Content 

analysis was also used to identify health information needs from question 34, the sources 

of information from question 35, and the therapeutic effects of information from question 

37. 

The statistical power of the tests for significant differences can be estimated a 

priori according to Hinkle, Wiersma and Jurs (1988). Assuming a medium standardized 

effect size of 0.50, an alpha level of significance of 0.05, and a sample size of 30 for each 

group, the estimated power for the dependent variable t-test is 0.84. Therefore, beta, the 

risk of a Type II error is estimated at 0.16. It should be noted that a sample size of greater 

than 30 would decrease the standard error and thus increase the power of the test. 



CHAPTER 4 

DATA ANALYSIS 

The data for this study, collected from the time period of August, 1998 through 

March, 1999, was obtained from both face-to-face groups and groups which meet through 

a computer-mediated communication channel, the Internet. The face-to-face groups 

surveyed were those which meet in the Dallas-Fort Worth metroplex (see Appendix B for 

specific groups used). Although these groups are located within one geographic location, 

and results will be generalizable only to this geographic area, there is no reason to expect 

that these groups would differ significantly from those which meet in other geographic 

locations. 

The computer-mediated groups are those which meet online in chat rooms through 

the Internet service provider America Online (AOL), and are not expected to differ 

significantly from those which would meet through other providers or services on the 

Internet (see Appendix B for specific times and rooms). In an effort to determine that the 

online participants in this study are similar to other Internet users, demographic data for 

the study participants is compared to statistics gleaned from the World Wide Web. The 

gender of the online participants differs markedly with American Internet users (Pew 

Research Center, 1999): 
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Study participants Internet Users 
Male 12% 52% 

Female 86% 48% 

The average age of the Internet user is 35 (Websolve, 1999), whereas the median age for 

online participants in this study is 40 to 49; however, 50% of Internet users fall in the age 

group 30-49, and 52% of the online participants are in the same age group. Thus, the 

online participants are rather typical Internet users with respect to age. According to the 

Pew Research Center (1999), 71% of Internet users have education beyond high school; 

whereas 82% of the participants in this study have education beyond high school. 

Websolve statistics (1999) show that the average household income of the typical Internet 

user is $60,800; whereas 40% of the online participants showed income over $50,000. 

This statistic might demonstrate that the online participants differ somewhat from average 

Internet users. However, ZD Market Intelligence (1998) reports that 47% of AOL users 

have incomes over $60,000/year. In addition, this report states that "when looking at 

demographic factors such as age, gender, and income, it becomes nearly impossible to tell 

AOL and ISP [other Internet Service Providers] users apart." The inference that can be 

seen in these statistics, is that the online participants in AOL for this study may differ 

slightly from the typical Internet user in age (older), income (less), education (more 

educated), and differ markedly in gender (more females). 

The Diabetes and Breast Cancer face-to-face groups were visited personally by the 

researcher and members of the groups were solicited for voluntary participation in the 

study. The participants were administered a paper-and-pencil survey which were 

completed and returned to the researcher. Because the Alzheimer's Association of Tarrant 



81 

County Guidelines and Procedures for Research prohibits visitors to their support groups 

for the purpose of requesting participation in a study, the Alzheimer's Caregivers 

participants had to be contacted in a different manner. The facilitators for these groups 

were contacted and asked if they would announce the study in their meeting, and request 

volunteers to complete the survey. Surveys, along with a self-addressed stamped envelope 

for participants to return the survey directly to the researcher, were distributed to those 

facilitators who agreed to assist in data collection. It is felt that the lack of a personal visit 

by the researcher to the groups directly contributed to the poor response rate from the 

Alzheimer's Caregivers face-to-face group, thus the number of participants in that group is 

slightly less than in the other groups. 

The online groups contacted through the Internet service provider America Online 

were support groups already in progress who meet at a specific day and time. The 

researcher connected to America Online and visited the three types of groups on repeated 

occasions, tracking the online names of those who were active users. These people were 

sent an initial email by the researcher requesting participation in the study (see Appendix 

C). A total of499 initial email requests were sent. If a response was not received within a 

few weeks, a second follow-up email was sent (see also Appendix C). A total of 346 

follow-up email letters were sent, giving a total of 845 email requests for participation in 

the study. In these emails, the participant was directed to connect to a web site at the 

University of North Texas in order to fill out the survey while online. A software 

package, Question Mark, was utilized to develop the survey questionnaire, post it on the 

web site, and collect the responses to the questions. A total of 121 survey responses 
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were received at the web site, giving a response rate of 14%. However, 3 signed 

responses were deleted because they were duplicates, and one anonymous response was 

unusable because the group type question was unanswered and too many of the dependent 

variable questions were unanswered. Of the 117 remaining responses, 9 had missing data 

from one or more questions; however, it was felt that these should be retained in the 

results because they could contribute in other variables. 

Analysis of the surveys received from the study participants, both face-to-face and 

online, was performed using the statistical software package SPSS. The total number of 

surveys received were 260, distributed as shown in Table 4-1. 

Support Group Topic Face-to-Face Online Total 

Breast Cancer 45 40 85 

Diabetes 69 37 106 

Alzheimer's Caregivers 29 40 69 

Total 143 117 260 
Table 4-1. Distribution of Surveys Received 

One of the basic weaknesses of this research design as described in Chapter 3, is 

that because the groups used in the study are intact groups, there is no method to pretest 

the subjects, and there is no statistical method to demonstrate that these groups are 

equivalent outside of the communication medium (face-to-face versus online). According 

to Kerlinger (1986), this weakness can be compensated for by comparing the groups on 

variables other than the dependent variables, such as gender, age, ethnic background, 

education level, marital status, income, and occupation. This demographic information 

was collected in the survey so that the face-to-face and online groups for each support 
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group topic can be compared. The chi-square statistic is used to determine significant 

differences, with examination of the standardized residuals (those residuals greater than 2 

demonstrate which cells are major contributors to statistical significance). 

Demographic Data 

Breast Cancer 

For the breast cancer support group topic, chi-square tests revealed that there is no 

statistical significance in the face-to-face versus online group for the demographic data of 

gender, marital status, educational level, ethnic background, or occupation (refer to the 

summary chi-square SPSS output in Appendix D). However, the chi-square tests were 

significant (p < .05) for age and income. Although the chi-square test for age was 

significant, examination of the standardized residuals shown in Table 4-2 reveals no single 

cell as a major contributor to this significance. A look at the counts for the individual cells 

Breast Cancer Age Face-to-Face Online Total 

20 to 29 Count 1 0 1 
Residual .6 -.7 

30 to 39 Count 3 9 12 
Residual -1.4 1.5 

40 to 49 Count 10 15 25 
Residual -.9 1.0 

50 to 59 Count 21 13 34 
Residual .7 -.7 

60 to 69 Count 5 2 7 
Residual .6 -.7 

over 70 Count 5 0 5 
Residual 1.4 -1.5 

Table 4-2. Breast Cancer Age Frequencies (chi-square = 12.805, p = .025) 



84 

demonstrates that there are no participants for the online group in each of the extreme age 

cells (20 to 29, and over 70). The graph for the age distribution, as shown in Figure 4-1, 

illustrates that overall the face-to-face group has a larger variance, that the online group is 

clustered in the 30-60 age group, and has more subjects in the 30-50 age range than the 

face-to-face group. It was expected that subjects in all the online groups would be 

^Online 
20 to 29 30 to 39 40 to 49 50 to 59 60 to 69 over 70 

Age 

Figure 4-1. Breast Cancer Age Distribution 

younger than those in the face-to-face groups because older individuals (over age 60) did 

not grow up with computers and are less likely to be computer users than younger people 

and because of the typical Internet user statistics presented above. 

The second demographic data showing significance for the Breast Cancer group is 

income. This could possibly be due to a clerical error in the paper-and-pencil survey 

administered to the face-to-face group, which was discovered toward the end of the data 

collection stage. The possible choices for answers to question 6 of the paper survey 

differed from the online choices in the following manner: 
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Choices for question 6 in the paper form: 

(1) under $10,000 (4) $40,000-$50,000 

(2) $10,000420,000 (5) over $50,000 

(3) $20,000-$30,000 

Choices for question 6 in the online form: 

(1) under $10,000 (4) $30,000-$40,000 

(2) $10,000-$20,000 (5) $40,000-$50,000 

(3) $20,000-$30,000 (6) over $50,000 

When this error was discovered, it was thought that it would be easier to handle after data 

collection was finished, rather than have two different paper-and-pencil surveys. 

Therefore, when data collection was completed, the responses (4) and (5) for the face-to-

face group were recoded as (5) and (6) respectively, to match the online categories, which 

accounts for the count for income cell (4) $30,000-$40,000 for all the face-to-face groups 

being zero, as shown in Table 4-3. Although examination of the standardized residuals, 

also shown in Table 4-3, showed no single cell as a major contributor to the 

Breast Cancer Income Face-to-Face Online Total 

under $10,000 Count 0 4 4 
Residual -1.5 1.7 

$10,000-$20,000 Count 1 2 3 
Residual -.5 .6 

$20,000-$30,000 Count 7 3 10 
Residual .6 -.6 

$30,000-$40,000 Count 0 4 4 
Residual -1.5 1.7 

$40,000-$50,000 Count 10 6 16 
Residual .3 -.4 

over $50,000 Count 25 14 39 
Residual .6 -.7 

Table 4-3. Breast Cancer Income Frequencies (chi-square = 12.944, p = .024) 

significant chi-square statistic, it is thought that this clerical error could have made a 
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difference in the statistical significance for income. For this reason, the income choices for 

both online and face-to-face groups were combined in the following manner: 

(2) $10,000-$20,000 and 

(3) $20,000-$30,000 were recoded as (2) $10,000-$30,000 

and 

(4) $30,000-$40,000 and 

(5) $40,000-$50,000 were recoded as (4) $30,000-$50,000 

A chi-square test with these new categories reveals a test statistic of 6.593, which is not 

statistically significant (p=.086), and thus the conclusion is that there is no difference in 

income for the two groups. 

The inference of this comparison of the demographic variables in the Breast 

Cancer face-to-face group and the online group is that the two groups do not significantly 

differ in their demographic characteristics except with respect to age. 

Diabetes 

The demographic data for the face-to-face and online Diabetes groups were 

analyzed in the same manner as the Breast Cancer groups. The chi-square test 

demonstrated a statistical significance (p < .05) in more demographic variables than the 

Breast Cancer groups, (see Appendix D for chi-square tables) Significance was seen in 

gender, age, marital status, income and occupation; and no statistical significance in 

educational level, and ethnic origin. The crosstabulation data for gender is presented in 

Table 4-4, and shows no cell as a major contributor to the significant statistic, however, it 
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is evident from the table that the face-to-face group has a higher number and proportion of 

males than the online group. A possible explanation for this finding, noted because 

Diabetes Gender Face-to-Face Online Total 

Male Count 35 9 44 
Residual 1.1 -1.6 

Female Count 34 27 61 
Residual -1.0 1.3 

Table 4-4. Diabetes Gender Frequencies (chi-square= 6.431, /?=.011) 

the surveys were delievered to the meeting in person, is that there were a large number of 

couples, husbands and wives, who came to the meeting together. There were no 

questions in the survey addressing the possibility that someone at the meeting who filled 

out the survey might not be the person with the disease, but just a visitor to the group. 

This phenomenon is probably not true of the online group as they would tend to be 

individuals who were sitting at the computer. This phenomenon was not observed in the 

Breast Cancer group as it is not likely that husbands of those participants would be present 

in a support group meeting. (However, one male online did fill out a survey and state that 

the group topic was Breast Cancer.) Because the researcher was not allowed to visit the 

Alzheimer's Caregivers face-to-face groups, it was not possible to observe if the same 

phenomenon (husbands and wives in attendance) occurred in that group, although the data 

presented below does not suggest that it did occur. One possible reason for this 

phenomenon to occur only in the Diabetes group is the chronic nature of the disease and 

the daily testing and meal planning necessary makes this more of a family disease; i.e., that 

husbands and wives must work together even if only one of them has the disease. It is 

unfortunate that this possible explanation for the gender differences could not measured 
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statistically, as this might be a confounding factor for the dependent variables. 

The second demographic data which was statistically significant for the Diabetes 

group is age. The age differences in the face-to-face versus online groups could 

theoretically be accounted for in the same manner as the Breast Cancer groups. However, 

unlike the Breast Cancer topic, the examination of the residuals reveals cells at both ends 

of the age distribution in the online group contributing to the significance, as shown in 

Table 4-5. 

Diabetes Age Face-to-Face Online Total 

below 20 Count 0 1 1 
Residual -.8 1.1 

20 to 29 Count 1 5 6 
Residual -1.5 2.1 

30 to 39 Count 3 9 12 
Residual -1.7 2.4 

40 to 49 Count 11 9 20 
Residual -.6 .8 

50 to 59 Count 23 9 32 
Residual .4 -.6 

60 to 69 Count 19 3 22 
Residual 1.2 -1.7 

over 70 Count 12 0 12 
Residual 1.5 -2.0 

Table 4-5. Diabetes Age Frequencies (chi-square = 29.134, p<.05) 

The graphic distribution for age data is presented in Figure 4-2. It can be seen from this 

graphic representation that the face-to-face group has more participants in the 50 to 59, 

60 to 69, and over 70 age ranges, i.e., they are older overall than the online group. As in 

the Breast Cancer groups, the most plausible explanation for these differences is that the 

online participants tend to be younger and are more likely to be computer users. 
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Figure 4-2. Diabetes Age Distribution 

The differences in the marital status between the Diabetes face-to-face and online 

groups was initially thought to be due to the differences in gender, however, the residuals 

for the chi-square statistic, presented in Table 4-6, demonstrate that the significant cell is 

the online divorced/separated cell with a residual of 2.3. This implies that the number of 

online participants who are divorced/separated is contributing more to the significance of 

Diabetes Marital Status Face-to-Face Online Total 
Never Married Count 

Residual 
5 

-1.2 
8 

1.7 
13 

Married Count 
Residual 

59 
.9 

21 
-1.2 

80 

Divorced/Separated Count 
Residual 

1 
-1.7 

6 
2.3 

7 

Widowed Count 
Residual 

4 
.8 

0 
-1.2 

4 

Live-in Companion Count 
Residual 

0 
-.8 

1 
1.1 

1 

Frequencies (chi-square = 18.799, p = .001) 
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the chi-square statistic. In addition, the number of married participants face-to-face 

appears to be considerably more than those online, which implies that the explanation 

given above that more couples attended the face-to-face meetings is probable. The 

Pearson correlation coefficient calculated for marital status and gender for the face-to-face 

Diabetes group shows a significant statistic of r = .311 (p = .009) indicating that these two 

demographic variables have a positive relationship. The Pearson correlation coefficient is 

not significant for the online group in the Diabetes topic, nor for any of the groups in the 

Breast Cancer or Alzheimer's Caregivers groups. 

The demographic data for income was initially significant for the Diabetes groups 

as it was in the Breast Cancer groups; however, because of the clerical error in the paper 

survey administered to the face-to-face group, the data was recoded as discussed above in 

regards to the Breast Cancer group. Chi-square analysis of the recoded income data for 

the Diabetes groups indicated no statistically significant differences in the face-to-face 

versus online group. 

Also, there was a statistically significant difference in the face-to-face versus online 

group for occupation. Analysis of the residuals, as shown in Table 4-7, shows significant 

residuals in the cells for both face-to-face and online occupation of other. The paper 

survey supplied a blank space to fill in when the occupation chosen was other, and the 

single participant who selected that choice put caregiver in the blank. It is unfortunate 

that the online survey did not have the capability to collect this piece of data Assumptions 

can only be made concerning what the 8 online participants considered to be an other 

occupation; possibly caregiver, military, healthcare worker, or blue-collar worker. 
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Diabetes Occupation Face-to-Face Online 

Count 
Residual 

Homemaker Count 
Residual 

Student Count 
Residual 

Unemployed Count 
Residual 

Retired Count 
Residual 

Laborer Count 
Residual 

Office/Clerical Count 
Residual 

Count 
Residual 

Professional Count 
Residual 

Management Count 
Residual 

Count 
Residual 

Table 4-7. Diabetes Occupation Frequencies (chi-square = 27.978, p = .002) 

It is also noted that although the residual is not statistically significant, there are more 

participants in the face-to-face group who are retired, which might also contribute to a 

difference in age in that group. 

In summary, there are statistically significant differences in the Diabetes fece-to-

face versus online groups in the demographic variables of gender, age, marital status, and 

occupation. It can be suggested that the gender and marital status are correlated variables 
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and may be statistically significant because of the number of couples present in the group. 

The conclusion, then, is that the Diabetes topic groups and the Breast Cancer topic groups 

differ mainly only in the demographic variables of occupation, as the age difference is seen 

in both groups. 

Alzheimer's Caregivers 

The demographic data for the Alzheimer's Caregivers group was analyzed using 

the chi-square statistic in the same manner as used for the Breast Cancer and Diabetes 

groups, with statistically significant findings for age and income. Examination of the 

standardized residuals for age are shown in Table 4-8, and reveals three cells as 

Alzheimer's Caregivers Age Face-to-Face Online Total 

20 to 29 Count 0 1 1 
Residual -.6 .5 

30 to 39 Count 1 5 6 
Residual -.9 .7 

40 to 49 Count 1 13 14 
Residual -2.0 1.6 

50 to 59 Count 6 16 22 
Residual -1.0 .8 

60 to 69 Count 11 3 14 
Residual 2.3 -1.9 

over 70 Count 8 2 10 
Residual 2.0 -1.6 

Table 4-8. Alzheimer's Caregivers Age Frequencies (chi-square = 25.092, p = .000) 

contributors to the significant chi-square statistic: face-to-face age 40 to 49 is significantly 

less than online, and face-to-face age 60 to 69 and over 70 both have more participants 

than online. The graph for age distribution, as shown in Figure 4-3, demonstrates that 
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overall the online group is younger with significantly more participants in the 30 to 39, 

40 to 49, and 50 to 59 age brackets, and that the face-to-face group has significantly more 

HOnnne 
20to29 30to39 40to49 50to59 60to69 over70 

Age 

Figure 4-3. Alzheimer's Caregivers Age Distribution 

participants in the 60 to 69 and over 70 age brackets. This is consistent with findings from 

both the Breast Cancer, and Diabetes groups, that overall the online group is younger that 

the face-to-face group for the reasons presented above. 

The income data was initially significant for the Alzheimer's Caregivers topic, as it 

was for both Breast Cancer and Diabetes, and was recoded into combined income 

categories in the same manner as the other two groups. However, in the case of the 

Alzheimer's Caregivers topic, the income was still statistically significant (p < .05) after the 

recoding. Examination of the standardized residuals, as shown in Table 4-9, reveals more 

participants in the face-to-face income bracket of $10,000 - $30,000 than in the online 

group, and although not a major contributor, the online group has markedly more 

participants having incomes over $50,000. This significant finding might be accounted 
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Alzheimer's Caregivers Income Face-to-Face Online Total 

under $10,000 Count 0 2 2 
Residual -.9 .8 

$10,000-$30,000 Count 12 4 16 
Residual 2.0 -1.7 

$30,000-$50,000 Count 9 8 17 
Residual .7 -.6 

over $50,000 Count 5 21 26 
Residual -1.8 1.6 

Table 4-9. Alzheimer's Caregivers Income Frequencies (chi-square = 14.901, p =.002) 

for in the overall lower age of online users, who might be caregivers who are children of 

the Alzheimer's patient, whereas the face-to-face group might be made up of caregivers 

who are spouses of the Alzhiemer's patient. This would account for differences in income, 

as the face-to-face participants would be more likely to be both older and retired. It is 

unfortunate that those pieces of information (whether the caregiver is the child or spouse 

of the Alzheimer's patient) were not collected from either the face-to-face or the online 

group and could not be accounted for statistically. 

Summary of Demographic Data 

Summary demographic chi-square data are presented in Table 4-10, and 

demonstrate statistically significant differences in all three group topics in age, in the 

Diabetes group in gender, marital status, and occupation, and in the Alzheimer's 

Caregivers in income. 

Some interesting observations in the demographic data that were compared across 

all groups (n = 260) revealed that there are more female (79%) than male (21%) 



95 

Chi-square statistic Breast Cancer Diabetes Alzheimer's Caregivers 

Gender ns 6.431* ns 

Age 12.805* 29.134* 25.092* 

Marital Status ns 18.799* ns 

Educational Level ns ns ns 

Ethnic Background ns ns ns 

Income ns ns 14.901* 

Occupation ns 27.978* ns 
Table 4-10. Chi-square for demographic variables (*significantp<.05, ns-not significant) 

participants. Excluding the Breast Cancer group participants because they are female, the 

percentage of other participants who are female (69%) outweigh the males (31 %) by more 

than 2-to-l. Could this indicate that females are more interested or take a more active 

role in their health than males? Other interesting observations include: 76% of the 

participants are married; 61% have some college or completed a Bachelor's degree; 45% 

have incomes over $50,000; as for occupation, 23% are retired, and 32% are professional 

or management; and 88% are Caucasian. 

From this summary data, it can be seen that the face-to-face and online groups are 

comparable cross sections of those populations in support groups and there are very few 

demographic differences which would confound the comparison of the dependent 

variables in the group topic of Breast Cancer and Alzheimer's Caregivers. However, due 

to the statistical significance in four demographic variables in the Diabetes group topic, the 

dependent variables might appear significant when they might not be if the face-to-face 

and online groups were more matched demographically. This can be seen as a Type I 

error or rejection of a true null hypothesis. For this reason, analysis of covariance was 
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used with the Diabetes data to control for these statistically significant demographic 

characteristics of the groups. 

Support Group Characteristics 

Survey questions 9 through 13 ask the participant for characteristics of the support 

group meeting and opinions about membership in the support group. The responses to 

these questions are not related either to the demographic variables nor the dependent or 

independent variables, but were collected as a means to identify characteristics of support 

groups in general. These questions were analyzed using the chi-square statistic (see 

Appendix D) and are summarized in Table 4-11. 

Chi-square statistic Breast Cancer Diabetes Alzheimer's Caregivers 

Q 9: How often do you meet? 59.734* 58.202* 36.060* 

Q10: How long have you been using? 9.635* ns 9.208* 

Q11: How long is meeting ? 30.691* 8.373* 14.229* 

Q12:How much information received? 14.375* 16.978* ns 

Q13: What was objective for joining? ns 46.999* ns 
Table 4-11. Chi-square for Support Group Characteristics 

(•significant p < .05, ns - not significant) 

The frequency of meetings is statistically significant in all three topic groups, as is 

the length of the meeting. An examination of the standardized residuals (see Appendix D) 

for frequency of meetings reveals major contributors in the "several times a week" and 

"once a week" cells for the online group, and "once a month" cell for the face-to-face 

group. This is likely due to the communication medium of face-to face versus online. The 
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face-to-face meetings are generally scheduled for once a month, whereas the online 

meetings are generally scheduled once a week or several times a week. Overall analysis of 

the face-to-face groups regardless of group topic reveals that 78% of the face-to-face (and 

only 9% of the online) participants meet once a month; likewise 70% of the online (and 

only 8% of the face-to-face) participants meet more frequently than once a month. 

The participant's history of meeting with a support group showed significant 

differences in the Breast Cancer topic and the Alzheimer's Caregivers topic, but not in the 

Diabetes topic group. For the Breast Cancer topic, residuals reveal no cell as a major 

contributor to the significant chi-square statistic; however, more face-to-face than online 

participants have been meeting for over one year, and more online than face-to-face have 

been meeting less than six months. For the Alzheimer's Caregivers topic, residuals also 

show no single cell as a major contributor, and cells are approximately equal in count 

except for the online frequency of less than a month has more participants than the face-

to-face group. Both of these significant findings could be due to the fact that many 

people are not aware of the availability of the online chat rooms to provide support, and 

are just recently beginning to utilize this means of communication for support groups. Of 

note here also, is the fact that 53% of overall face-to-face participants have been using a 

support group for more than one year, where only 33% of online participants have been 

using a group for more than one year. 

The length of a support group meeting is statistically significant in all three groups, 

which could also be a function of the communication medium. The online groups are 

scheduled for only one hour, and overall 81% of the online participants selected one hour 
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or less for the meeting length, whereas 93% of the face-to-face selected one hour or more 

for the meeting length. There are significant residuals in the Breast Cancer face-to-face 

group for meeting length of more than one hour (91% of participants selected this length), 

suggesting that this group may have some informational needs that require more time or 

discussion than those in the other topic groups. This would appear to be intuitive since 

the topic of Breast Cancer is seen to be an acute, life-threatening illness, whereas Diabetes 

is more of a chronic disease (although it can be life-threatening as well). 

The amount of useful information received at a meeting was significant for both 

the Breast Cancer topic and the Diabetes topic. For the Breast Cancer topic, a significant 

cell is the online cell for "very little", and for the Diabetes topic the "some" cell is 

significant for both the face-to-face and online groups. Analysis of the useful information 

available, depicted graphically in Figure 4-4, for both the Breast Cancer and Diabetes 

\ V % 
\ * X 

Useful Information 

Figure 4-4. Useful Information Distribution 
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topics combined shows that less information is available in the online group than the face-

to-face group. This may be a function of the length of the meeting, as the length of the 

online meeting is less than the face-to-face and the amount of information that could be 

shared in a smaller amount of time is less. However, it may also be a function of the 

communication medium as tangible items such as books, pamphlets or videos would not 

be available in the computer-mediated communication. Calculation of the Pearson 

correlation coefficient (r = .257) shows that the meeting length and the amount of 

information received are positively correlated and significant at the/? < .01 level. The 

amount of information received was not significant in the Alzheimer's Caregivers topic, as 

most participants, both face-to-face and online, selected "an adequate amount". The 

finding of significance to this question in the Breast Cancer and Diabetes topic groups but 

not in the Alzheimer's Caregivers topic suggests that informational needs may be different 

for those with a diagnosed disease. They may require specific information or information 

of a different nature, such as side effects of medication, or complications of the disease, 

than those who are caregivers. Caregivers may have informational needs that are as 

important but of a less specific nature, such as how to cope with caregiving, or affirmation 

that what they are doing is acceptable, or finding comfort and receiving support. 

The objective for joining a support group was significant only in the Diabetes 

group topic, and residuals show significant cells of "to gather information" and "to 

associate with similar people" in both the face-to-face and online groups. The face-to-face 

group frequency analysis demonstrates that 74% of participants joined "to gather 

information", whereas 62% of the online group joined "to associate with similar people". 
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The conclusion is that the face-to-face and online groups have different objectives for 

joining a support group when the topic is Diabetes. This can be supported by the fact that 

most of the face-to-face groups are very organized with a facilitator providing personal 

information at meetings in the form of question and answer sessions, and frequently guest 

speakers are present to provide information. It was noted that at several of these face-to-

face meetings, various healthcare products were on display and sometimes were given 

away as samples. The objective for the online group appears to be quite different and is 

simply to associate with others who have Diabetes, possibly getting information from the 

other members of the group rather than from the facilitator or from guest speakers. This 

finding has implications, as was suggested above, that the information needs of 

participants may vary according to the topic of the group. Diabetes patients, especially 

those newly diagnosed, have many questions which need specific and personal answers, 

and those needs might be better met in a face-to-face meeting, which is oftentimes 

recommended by physicians and Diabetes educators. Those people who have had 

Diabetes for a period of time and have learned more about how to cope with their disease, 

would possibly have a need to simply associate with other diabetics and can be 

accomplished just as well online. 

The question concerning the types of information received at a meeting was 

included mostly for the face-to-face meetings to find out how and in what form 

information is distributed, and is somewhat nonsensical to ask an online participant if they 

received a video, book, or pamphlet at their meeting. However, a few of them answered 

that they did receive this type of information, and may have implied that they received the 
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title of a book or referred to a particular book rather than received the book itself. 

Therefore, the analysis for this question will be the combined results of face-to-face and 

online, but still separated by group topic. Frequency analysis of the number of participants 

receiving each type of information by group topic is shown in Table 4-12. («=259) 

Information Type Overall Breast Cancer Diabetes Alzheimer's Caregivers 

Flyer ns 129 47 52 30 

Pamphlet ns 139 47 62 30 

Video * 46 23 13 10 

Book ns 54 22 19 13 

Lecture * 129 46 65 18 

Other * 101 39 22 40 
Table 4-12. Information Type Frequencies (* significant, p<.05, ns - not significant) 

Results from this table demonstrate that the Breast Cancer topic group more often receive 

(or watch) a video than the other topic groups; the Alzheimer's Caregivers are less likely 

to receive a lecture or have a guest speaker than the other topic groups; and the Diabetes 

topic group are less likely to receive "other" types of information. It is unfortunate that 

the specific type of "other" information was not collected in the online groups; however, a 

blank space was provided in the face-to-face surveys to collect answers to "other" 

information. Types of information written in by the face-to-face groups include: group 

discussion, shared problems and solutions, personal advice, support, verbal information, 

slide presentation, and products and samples. From these written in responses, both the 

Breast Cancer and Alzheimer's Caregivers groups "other" information was more often in 

the form of personal discussion of problems and issues. This is less likely to occur in the 

Diabetes topic because, as stated above, it is a more structured group and they recorded 
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"other" information such as "samples" and "products" of a healthcare nature which would 

be more important to people with that disease. 

Participants using both Face-to-Face and Online groups 

Question 15 on the survey asks if the participant has used the other communication 

medium to access a support group. For the face-to-face group, the question is worded 

"Have you ever used a computer to access a support group such as those on the 

Internet?". For the online group, the question is worded "Have you ever attended a face-

to-face support group?". Frequency analysis for this question, presented in Table 4-13, 

Face-to-Face Online Total 

Breast Cancer 3(0) 27 (17) 30 (17) 

Diabetes 5(1) 20(8) 25(9) 

Alzheimer's Caregivers 1(0) 23 (13) 24 (13) 

Total 9(1) 70 (38) 79 (39) 
Table 4-13. Participants who have used both groups (are currently using both) 

shows that of the 259 participants in the study, 79 (30.5%) have used both a face-to-face 

and an online support group, with the greater proportion of them coming from the online 

groups (89%). The implication for this finding is that possibly the face-to-face 

participants are not aware that there are online support groups available, whereas more of 

the online participants know of and have attended face-to-face groups. Table 4-13 also 

presents the number of participants who are currently using both groups, signified by the 

numbers in parenthesis. This shows that nearly half of the participants (39 of 79) who have 

ever used both groups, are currently using both groups; and of those who are currently 

using both groups, only one is from the face-to-face group. These 39 participants who are 
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currently using both groups may confound the results for the dependent variables when 

comparing face-to-face and online groups; therefore, the dependent variables are 

measured both with these participants included and with them filtered out. 

The next question in the survey asks the participants who have used both groups 

an open ended question of which group they prefer and why. From the 79 participants 

who answered that they have used both groups, 44 (56%) answered this question. Table 

4-14 shows the crosstabulation for the preference question. 

Preferences Face-to-Face Online Total 

Breast Cancer no preference 4 4 
prefer face-to-face 8 8 
prefer online 4 4 

Diabetes no preference 3 3 
prefer face-to-face 2 3 5 
prefer online 2 2 

Alzheimer's Caregivers no preference 4 4 
prefer face-to-face 1 5 6 
prefer online 8 8 

Total 3 41 44 
Table 4-14. Group Preferences Frequencies 

Of these 44 responses, 41 (93%) were from the online group. Analysis of the preferences 

showed that 43% prefer the face-to-face group, 32% prefer the online group, and 25% 

had no stated preference. Of the three face-to-face participants who answered this 

question, none of them preferred the online group, giving the same basic reason of 

personal interaction. Content analysis was used to divide the responses into advantages 

or disadvantages of using the online group or the face-to-face group, and are summarized 

in Table 4-15. 
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Face-to-Face 

Advantages 

• leader / facilitator 
• more personal interaction / 
form local affiliations / friendships 

• develop trust 
• group for specific topics or children 

Disadvantages 

• inconvenient/infrequent meeting times 
• small group / less diverse 
• must follow topic of group 
• less open discussion 
• must leave home/loved ones 

Online 

Advantages 

• more convenient/more frequent meetings 
• private / less embarrassing 
can be more open 

• can join from home 
• larger, more diverse group 
• more specific groups 

Disadvantages 

• absence of strong leader 
• no coordination of discussion / direction 
• conversations chaotic 
• hard to establish relationships 
• computer interface may be difficult 
• email address available 

Table 4-15. Advantages and Disadvantages of Face-to-Face and Online Groups 

Most responses were stated in a positive reference (advantages) either to online or face-

to-face; however, more negative (disadvantages) were stated for the online group than the 

face-to-face group. 

The advantageous responses concerning the face-to-face communication medium 

for support groups includes: 1) there is the presence of a leader or facilitator who guides 

the conversation and dialogue, and often recruits guest speakers to address specific topics; 

2) meeting in person allows for more interaction, development of better rapport and 

opportunities to form friendships and local affiliations outside of the group meeting; 3) 

face-to-face interaction helps in getting to know people and can help the participant judge 

who is credible, honest and trustworthy; 4) groups for specific topics or age groups are 

available, i.e., children with diabetes, as one participant says: "Both are interesting, but our 
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face-to-face group really meets our needs for our child with Juvenile Diabetes because it is 

only children with Diabetes." 

Some of the disadvantageous responses concerning the face-to-face groups are: 

1) they do not meet at a convenient time or often enough; 2) they have fewer participants 

in each group and would thus be a less diverse group; 3) participants must follow the 

topic of the group, and may not get individual information; and 4) they must physically 

attend the meeting, which implies travel, and leaving loved ones (patients and/or children). 

A statement made by an online participant states: 

The drawback to face-to-face is that they generally meet only once 

a month, which is not enough. Also they seem to always be held during 

the day. Right now I am unemployed because of a recent relocation to 

help my mother, 76 and with AD. But when I get back to work the online 

group will be the only way I can attend a support group. 

The most common advantageous responses concerning the online group includes: 

1) more convenient meeting times with scheduled meetings occurring more often than the 

face-to-face groups; 2) more private responses, less embarrassing, easier to be open, 

easier to show emotion; 3) can join in group without leaving home; 4) more people 

participating, with more diversified backgrounds and more information available; and 5) 

a wider variety of specific kinds of groups. The privacy issue is stated by one participant: 

"sometimes I prefer online so that I can cry without worrying about being seen as 'weak'", 

and by another participant as: 
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Really, I like both, but I feel more at ease asking questions online, 

because if my question sounds stupid, no one knows who I am and 

I do not have to be embarrassed. 

Some of the disadvantages of the online groups proposed are: 1) the lack of a 

strong leader or facilitator to coordinate or guide the discussion may allow the online 

group's focus to wander and may become chaotic with everyone talking at once; 2) 

simultaneous conversations are hard to keep up with and some people can monopolize 

conversations so that a participant can be ignored or forgotten; 3) it is hard to establish 

lasting friendships, names of others in the group are forgotten, the membership of the 

group changes frequently, and people can form cliques; 4) human-computer interactions 

are unique to this group and can include disadvantages such as the script on the screen 

rolls too fast, information can be missed when typing a response, and inadequate typing 

skills hinder usage. Two respondents indicated that anonymity is not assured because as 

one stated: "you can never tell who is taking down your email address and will be sending 

you trash mail and harass you to no end." 

When comparing the advantages and disadvantages of the face-to-face versus 

online groups, it is easy to see that the disadvantages of using one group sometimes 

become the advantages of the other group. For instance, one participant might state that 

the meeting times of face-to-face are infrequent (disadvantage) whereas another 

participant might state that the online times are more frequent and convenient (advantage). 

In addition, some participants stated a disadvantage of the online group, and other 

participant would state that same characteristic calling it an advantage. For instance, one 
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participant states "The online group oftentimes gets off-track, comparing weather in 

various parts of the country, etc." and another states that" Not only are the chat rooms a 

place to learn and teach, they are great for just acting silly sometimes and 'lighten up' a 

little". Where one participant wants the group to be serious all the time, another feels that 

its an advantage to be "silly" sometimes. 

Of those who responded to the preference question, 25% stated no preference, 

such as "I do not prefer one over the other as I benefit from both in different ways." This 

is an important concept to keep in mind when considering that the percentages indicate 

only slightly more participants prefer face-to-face over online, and one-fourth of the 

participants stated no preference or ambilvence preference. If then, in preferences, as well 

as the dependent variables the face-to-face groups do not have an outstanding advantage 

over the online groups, there are times and cases and for specific persons when one or the 

other would be helpful, as one participant stated: "Actually I feel both types of contact are 

good." 

Support Group Importance 

Question 17 asks the importance of a series of 15 statements concerning the 

support group on a scale of 1 (not important) to 5 (very important). These factors were 

first analyzed by comparing the means for each statement using all the participants not 

divided into groups, in order to determine which are the most important factors 

concerning support groups, regardless of topic or communication medium. The factors are 

listed in Table 4-16 in descending order of importance as determined by the means for all 
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participants. The factors were compared with all the face-to-face and online groups 

combined, and a t-test reveals that overall, regardless of group topic, there are significant 

differences in five of these factors. A t-test also reveals that face-to-face versus online, 

different factors are significant depending on the group topic, (see Appendix D for SPSS 

tables) These results are summarized in Table 4-16. 

Important Factors Mean Overall Breast Cancer Diabetes Alz. Caregivers 

give/get information 4.54 ns ns ns ns 

helpful 4.45 ns ns ns ns 

similarity to others 4.43 * ns ns ns 

honest 4.39 • • ns ns 

express feelings 4.24 ns ns ns ns 

reduce uncertainty 4.17 ns ns ns ns 

sense of belonging 4.12 ns * ns ns 

not feel threatened 4.06 ns ns ns ns 

not inhibited 4.05 ns ns ns ns 

display emotion 3.94 * ns * ns 

have more control 3.90 ns ns ns ns 

more confidence 3.86 ns * ns ns 

personal closeness 3.5 ns * ns ns 

intimacy 3.34 * ns * ns 

anonymity 2.19 • * * * 

Table 4-16. Importance Factors of the Group (* significant, p < .05, ns - not significant) 

As can be seen from this table, the most important factor in a support group for all the 

participants overall is to "give and receive information". This finding supports Dr. 

Ferguson's model (presented earlier) of Information Age Healthcare (1994), that beyond 

self and family, people look to support groups and self-help networks for health 
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information. It is surprising that "personal closeness" and "intimacy" are close to the 

bottom of this importance list, and yet these same concepts of face-to-face personal 

interaction were frequently listed in question 16 of the survey as a reason for preferring 

the face-to-face group over the online group in those participants who have used both 

groups. It is also interesting to note that the least important factor concerning support 

groups is "anonymity", and yet this factor was significant overall and the only one of the 

15 that was significant across all three topics. In addition, a look at the means for the 

face-to-face versus online groups reveals that in all three topics the online participants 

rated this factor more important than the face-to-face participants. This may indicate that 

although anonymity is a less important factor than others, it is an important factor in the 

use of the online communication medium. 

Another factor which gave overall significance, "knowing there are others like me" 

(similarity), was not significant in any topic for face-to-face versus online. However, a 

look at the means for all three topics reveals that Breast Cancer participants rated this 

higher than Alzheimer's Caregivers, and Alzheimer's Caregivers rated it higher than the 

Diabetes participants. Therefore, it is more important to the Breast Cancer and 

Alzheimer's Caregivers to find and identify with those who have the same disease or 

situation. The factor "able to be honest" was also significant overall and in the Breast 

Cancer topic, with the online group rating this factor more important than the face-to-face 

group. The "sense of belonging" factor, although not significant overall, was significant in 

the Breast Cancer group with the face-to-face group rating it more important than the 

online group. This is fairly intuitive that a group that meets in person would feel more of a 
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kinship with other members, and was stated this way by many respondents to the 

preference question. 

The factors "able to display emotion" and "intimacy" were significant overall and in 

the Diabetes topic, with the online group rating it higher in both cases. It would appear 

that people with Diabetes in a face-to-face support group do not feel a necessity for 

displaying emotions and being intimate, possibly due to the chronic nature of their disease. 

In both the other two topics, the face-to-face groups rated "able to display emotion" factor 

more important. This would also seem to be intuitive that Breast Cancer patients and 

caregivers would rate this higher in the face-to-face group as participants in both of these 

topics are likely to experience more emotion and talk about emotional subjects. 

The "more confidence" and "personal closeness" factors were not significant 

overall, but were significant in the Breast Cancer topic, and in both instances the face-to-

face group rated this factor as more important. The Breast Cancer topic demonstrated 

significance in the most factors (5), with Diabetes significance in three, and Alzheimer's 

Caregivers only one. This may be due to the very personal nature and the severity of the 

Breast Cancer disease, and the fact that the Alzheimer's Caregivers is not a disease at all. 

The main conclusion from analysis of these individual importance factors is that 

each factor may differ in importance to the group depending on the topic of the support 

group, and they may also differ in importance depending on whether the group meets in 

person or online. 

The 15 factors were also summed to give a total group importance score for each 

participant. Analysis of the means of these scores was performed using an independent t-
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test for the groups within each support group topic, and are summarized in Table 4-17. 

Importance Means Overall Breast Cancer Diabetes Alzheimer's Caregivers 

Face-to-Face 57.18 62.98 51.74* 60.73 

Online 59.12 60.90 57.32* 59.00 
Table 4-17. Importance Means (* significant, p < .05) 

From this table it can be seen that there are no statistically significant differences in the 

overall importance scores for the face-to-face versus online groups in the topics of Breast 

Cancer and Alzheimer's Caregivers. There was statistical significance in the Diabetes 

groups, and it can be seen that the means are inversed over the other two groups, i.e., the 

face-to-face participants gave less importance to the group than the online participants. 

As in the case of gender, and marital status, this finding may also be due to the presence in 

the face-to-face group of spouses of patients who might rate the importance of the group 

less than a person who has Diabetes. Because of the significant demographic variables for 

the Diabetes topic, the importance scores were compared using analysis of covariance 

(ANCOVA), with a resulting F statistic of 0.958 (p=.555), which is not statistically 

significant. 

Therefore, the means of the group importance suggests, as does most of the 

demographic data, that the face-to-face and online groups for each topic are not radically 

different from each other, and implies that the comparison of the groups on the dependent 

variables can be assumed to be valid. 

Dependent Variables 

Five dependent variables were measured in this study between the face-to-face and 
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online support groups, and were compared across three support group topics. Statistical 

analysis of these five variables was performed using the statistical software package SPSS, 

with performance of independent t-tests between the face-to-face and online groups for 

each variable within each support group topic (see Appendix D for SPSS tables). Because 

the analysis of question 15 revealed that 79 of the 259 participants (30.5%) have used 

both a face-to-face and an online group, the t-tests for the dependent variables were 

performed both including and excluding these 79 participants. The t-tests including the 

participants gave the same statistical significance as the t-tests excluding these 

participants; therefore, a participant's use of both an online and a face-to-face support 

group does not appear to confound the results in measuring the dependent variables. 

Hypothesis One 

Hypothesis one states that there are no significant differences in the means of the 

social support scores for the face-to-face and the computer-mediated support groups. The 

social support is measured using The Medical Outcomes Study Social Support Survey 

(MOS), and is derived from questions 28 and 33 of the survey instrument. The total score 

is calculated from the sum of the responses to the phrases scored as 1,2,3,4, or 5 with 1 

representing "none of the time" and 5 representing "all of the time". This total score 

represents functional support and is added to the response for question 33 ("How many 

close friends and relatives do you have?"), which represents structural support. Thus, the 

MOS score represents total social support with higher scores indicating more support. 

The means for the MOS are given in Table 4-18, and the t-test for equality of means for 
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the face-to-face versus online group in each topic shows no statistically significant 

differences in the two groups in any support group topic. 

MOS, Social Support Breast Cancer Diabetes Alzheimer's Caregivers 

Face-to-Face 89.66 (n=44) 81.45 (n=60) 81.32 (n=28) 

Online 81.81 (n=36) 73.81 (n=36) 76.22 (n=37) 
Table 4-18. Means for MOS, Socal Support (* significant, p < .05) 

Thus, H, is not rejected, and there is no statistically significant differences in the two 

groups (across all three topics) for social support. 

Hypothesis Two 

Hypothesis two states that there are no significant differences in the means of the 

physical health scores for the face-to-face and the computer-mediated support groups, and 

is measured by the Short-Form-36 (SF-36). The SF-36 is derived from survey questions 

18,19, and 21-27, and is calculated by averaging eight subscales: 1) SF1, the average of 

questions 18 and 27; 2) SF2, question 19; 3) SF3, the average of items in question 21; 4) 

SF4, the average of items in question 22; 5) SF5, the average of items in question 23; 6) 

SF7, score for question 24; 7) SF8, score for question 25; and 8) SF9, the average of 

items in question 26. For the SF-36, a higher score represents better health. The means 

for the SF-36 are given in Table 4-19, and significant t-tests between the face-to-face and 

online groups for each support group topic are noted. Only the Diabetes topic groups 

demonstrated a statistically significant difference in the face-to-face and online groups, 

with the face-to-face group having a higher mean score, and therefore appearing more 

healthy. 
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SF-36, physical health Breast Cancer Diabetes Alzheimer's Caregivers 

Face-to-Face 72.49 (n=44) 68.72 (n=68)* 65.99 (n=27) 

Online 67.70 (n=40) 62.09 (n=36)* 68.72 (n=38) 
Table 4-19. Means for SF-3 6, Physical Health (* significant, /K.05) 

Because of the statistical significance of the demographic variables in the Diabetes group, 

an analysis of covariance (ANCOVA) was performed for the SF-3 6 in an attempt to 

statistically control the variation in the two groups attributed to gender, marital status, and 

occupation. The ANCOVA for SF-36 resulted in an F value of 1.237 (p=.222) which is 

not statistically significant. Therefore the conclusion is that H2 is not rejected, and that for 

all three group topics there are no statistically significant differences in the face-to-face 

and online groups. 

Hypothesis Three 

Hypothesis three states that there are no significant differences in the means of the 

mental health scores for the face-to-face and the computer-mediated support groups, and 

is measured by the Center for Epidemiologic Studies Depression Scale (CES-D), derived 

from survey question 20. The statements in question 20, worded both positively and 

negatively, are scored from 0 (rarely) to 3 (most times) for the negatively worded 

statements and the reverse scores for the positively worded statements. The scores for 

each statement are summed to obtain an overall score, with a higher score indicating more 

symptoms, i.e., greater depression. Scores of 16 or more are commonly taken as 

indicative of depression. The means for the CES-D are given in Table 4-20, and reveal 
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CES-D, mental health Breast Cancer Diabetes Alzheimer's Caregivers 

Face-to-Face 11.51 (n=45) 11.41 (n=66)* 13.44 (n=27) 

Online 14.25 (n=40) 18.36 (n=36)* 15.63 (n=40) 
Table 4-20. Means for CES-D, Mental Health (* significant, p < .05) 

that the CES-D scores across all three topic groups are higher among the online 

participants. These results may be a confirmatory finding for the 1998 study which 

suggested that greater use of the Internet was associated with an increase in depression 

and loneliness. (Kraut, et.al., 1998) From the table, it can be seen that statistically 

significant differences between the face-to-face and online groups occurs only in the 

Diabetes topic groups. For the same reasons presented above for the SF-36, ANCOVA 

was performed for the CES-D, with a F-test of 1.649, £>=.039, which indicates that even 

controlling for the differences in the demographic data, there are significant differences in 

the face-to-face group and the online group in the support group topic of Diabetes. In 

addition, the online Diabetes group has a higher mean which indicates a higher level of 

depression. The lower scores for the Diabetes face-to-face group may be indicative of the 

fact that more of those participants are males or that more of that group are married 

(85.5% of the face-to-face participants are married, whereas 58.3% of the online 

participants are married), or that as discussed previously, there may be participants in that 

group who filled out a survey but do not have Diabetes. By filtering out the 9 

participants in the Diabetes topic who are currently using both a face-to-face and an online 

group and re-running ANCOVA, the F-test becomes 1.561,/?=.067. This would indicate 

that, controlling for demographic differences in the face-to-face and online groups and 

using only those participants who are currently using only one type of group, there is no 
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statistically significant differences in the face-to-face versus online groups. Therefore, the 

conclusion is that H3 is not rejected with respect to all three topic groups. 

Hypothesis Four 

Hypothesis four states that there are no significant differences in the means of the 

quality of life scores for the face-to-face and the computer-mediated support groups, and 

is measured by the Health Related Quality of Life (HRQOL). The HRQOL is made up of 

four questions, survey questions 18, 30, 31, and 32. The choice of this measure for the 

present study as an overall indicator of health may have been a poor one, because the 

HRQOL is not calculated as a scaled score, but rather as a correlation between the self-

reported health status and days of limited activity due to physical or mental health. Thus, 

for the present study, an arbitrary overall HRQOL score was obtained by averaging the 

score for question 18 with a calculated score for each of questions 30-32. These 

calculated scores were derived as a percentage of days in which the participant's health 

was good, or activity was not limited. For instance, question 30 asks "for how many days 

during the past 30 days was physical health not good?" The response was turned into a 

positive response by subtracting the number given from 30, thus giving the number of days 

the respondents health was good. The percentage was calculated by dividing the number 

of days health was good by 30. The percentage scores for questions 30,31, and 32 were 

averaged with the score for question 18 to obtain an overall HRQOL score. Because this 

overall score was arbitrarily calculated it has not been proven to have internal consistency 

nor validity; however, Pearson correlation coefficient between the SF-36 (a measure of 
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overall health) and this calculated HRQOL score reveals r= 694 which is significant at the 

.01 level. Thus, the SF-36 score and the HRQOL correlate well with each other. 

Using this calculated HRQOL score, t-tests of the equality of means for the face-

to-face and online groups were performed with the means and results presented in Table 

4-21. Because of the significant results in the demographic data for the Diabetes topic 

groups, ANCOVA was performed to control for these demographics differences 

HRQOL Breast Cancer Diabetes Alzheimer's Caregivers 

Face-to-Face 78.42 (n=45) 78.03 (n=60)* 77.84 (n=28) 

Online 72.76 (n=38) 62.45 (n=36)* 74.18 (n=37) 
Table 4-21. Means for HRQOL (* significant, p<.05) 

in the two groups, and revealed an F-test of 2.186, p = .004. ANCOVA was also 

performed with the 9 participants using both groups filtered out, with an F statistic of 

2.380, p = .003. This would indicate that with the dependent variable HRQOL, there are 

statistically significant differences between the face-to-face and online groups in the topic 

of Diabetes. The implication of this significant finding should be diluted by the fact that 

the scaled score for HRQOL used in this study has not been demonstrated to have internal 

consistency nor external validity, and that the calculation of it may have resulted in a Type 

I error, the rejection of a true null hypothesis. The conclusion is that H4 is not rejected for 

two groups, Breast Cancer and Alzheimer's Caregivers, but with respect to the Diabetes 

group H4 is rejected. 

Krantz Health Opinion Survey 

The fifth dependent variable in this study was not related to one of the hypotheses, 
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but was included in the survey for further studies of the importance of support groups, and 

participants preferences for information and for behavioral involvement in self-care. The t-

tests for equality of means for this variable revealed no significant differences in the face-

to-face and online groups for the Breast Cancer and Diabetes topic groups, but 

significance in the Alzheimer's Caregivers. The means for each group are presented in 

Table 4-22. The significance in the Alzheimer's Caregivers groups may be due to 

Krantz HOS Breast Cancer Diabetes Alzheimer's Caregivers 

Face-to-Face 9.18 (n=45) 8.53 (n=66) 8.59 (n=27)« 

Online 10.21 (n=39) 9.83 (n=36) 11.30 (n=37)* 
Table 4-22. Means for Krantz HOS (* significant, p<.05) 

the fact that this group is not dealing with a disease in which self-care is important, but is 

interested in caregiving. Because the Krantz HOS attempts to measure attitudes about 

self-care, it may have be inappropriate/unapplicable for this support group topic, thus 

giving significance to the statistic. In addition, because the Krantz HOS is predicted to 

correlate well with membership in a support group, it may be inappropriate to compare 

face-to-face with online support groups. However, the HOS could be used to compare 

those who are in a support group to those who are not a member of a support, to 

determine the extent of self-care and the need for health information. 

In summary, statistical comparison of the dependent variables between the face-to-

face and online support groups revealed no significant differences in the groups across 

different topics, except for the HRQOL in the Diabetes group and the Krantz HOS in the 

Alzheimer's Caregivers group. 
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Hypothesis Five 

Hypothesis five states that "health information has a positive effect on the health or 

well-being of a person". In order to support this hypothesis, three open ended questions 

(survey questions 34,35, and 37) and one objective question (number 36) were asked of 

participants. The first question asked them to "describe a recent instance or situation in 

which you needed health information". Of the 259 study participants, 194 (75%) 

responded to this question, some describing illnesses or health problems for which they 

needed help or information, others describing a need for information about a particular 

topic. Some typical responses to this question follow: 

• Two weeks ago I suffered from what seemed to be an allergy -

runny nose and fever, since I seldom get fever I was anxious about 

the best way to treat the fever 

• I was trying to lose weight and I was having trouble controlling my 

insulin 

• I started tamoxifen, wanted to know more about the drug, its side 

effects, and how it works 

• I am caring for my mother who is suffering from dementia as a result 

of multiple TIAs. This has been occurring for less than 6 months, so 

there are still many questions or situations that arise in caring for her 

• The hardest time was the first three days of therapy, things were 

overwhelming and stressful. I always had to prod medical personnel 

to get information 
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• My wife has EOAD and I am the only caregiver. She has been having 

problems taking her medicine and also swallowing. I called our family 

doctor and he gave me some suggestions mostly reconfirming what I 

already knew. I just needed to know I was doing the right thing and 

not missing something that could be done to help her 

• My doctor told me my bone density test indicated osteoporosis and 

I needed to be on posamax. He was very vague as to what the test 

results meant and seemed too eager for me to be on rx. So I needed 

information on bone growth w/o hormone therapy 

• I needed information on Hepatitis C. Found out I had antibody for 

it and wanted to know what exactly that meant 

• I recently needed information on treatment of deep vein thrombosis. 

My mother (an Alzheimer's patient) has a blood clot in her leg, and 

I needed to understand options for care and risks 

These are only a few of the 194 responses to this question, however, it can be seen that 

the responses range from specific information regarding a particular drug or blood test to 

more general information regarding the disease process, and even information which is just 

encouragement and reassurance. 

The second open ended question (number 35) asked the participant where they 

went to seek the health information they needed. The responses to this question were also 

quite varied. Content analysis was used to categorize the sources and to count the 

frequency of each type listed, and identified 329 discrete responses to the question. Often 
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participants listed more than one source, thus the total number of sources is more than the 

number of participants responding. Eighteen different categories or types of sources were 

identified, some were placed together in logical groupings, such as pharmacy / pharmacist 

/ drug manufacturer, Professional Associations (Alzheimer's's Association, American 

Cancer Society, etc.), books/printed material, journals/magazines/newspaper, and medical 

personnel. This latter grouping refers to personnel other than doctors, nurses or 

pharmacists, and included such people as support group facilitator, dietician, physical 

therapist, Diabetes educator, and assisted-living staff. The frequencies or number of times 

each of these categories were mentioned was summed first over all the participants who 

responded to the question, and are listed in Table 4-23 in descending order of counts. 

The frequencies of the categories were also calculated separately for the face-to-face and 

online groups (regardless of topic), and are listed in Table 4-23 in rank order for each 

group. From these rank order listings, several observations can be made. The top two 

sources of health information, for the participants overall as well as the face-to-face and 

online groups individually, were the doctor and the Internet. The same four sources were 

also found at the bottom of each rank order listing. The online group rated their support 

group higher than did the face-to-face group, possibly because it meets more often than 

the face-to-face groups. The face-to-face group rated both hospitals and medical 

personnel higher than did the online group, possibly because they prefer to communicate 

through the face-to-face personal method. It is interesting that libraries, journals, and 

professional associations were in the middle of the list for both the face-to-face and online 

groups. 
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Overall Face-to-Face Online 

Doctor Doctor Doctor 

Internet Internet Internet 

Support Group Hospital/clinic Support Group 

Hospital/clinic Books/printed material Nurse 

Books/printed material Medical personnel Hospital/clinic 

Friends/neighbors Support Group Friends/neighbors 

Nurse Friends/neighbors Books/printed material 

Medical personnel Family Medical personnel 

Library Nurse Library 

Profession Associations Library Other patients 

Journals/magazines Professional Associations Professional Associations 

Other patients Journals/magazines Journals/magazines 

Pharmacy/drug mfr Pharmacy/drug mfr Pharmacy/drug mfr 

Family Other patients Family 

Insurance co./booklet Insurance co./booklet Insurance co./booklet 

Medical meetings Medical meetings Medical meetings 

Church Church Church 

Audio/video Audio/video Audio/video 

Table 4-23. Sources of Information 

The frequencies for all the participants regardless of group or topic are shown 

shown graphically in Figure 4-5. The top two sources, doctor and Internet, make up 

nearly 60% of all the sources listed; and doctors outweigh the second choice, the Internet, 

by a margin of nearly three-to-one. This finding implies that overwhelmingly doctors are 

still seen by most people as the repository for health information, which is in direct 

opposition to Dr. Ferguson's (1994) Information Age Healthcare model presented earlier. 
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Figure 4-5. Sources of Information Distribution 

This would imply that we have not yet achieved the paradigm shift from reliance on the 

medical community for health information needs. 

The next question of the survey asks the participant if they found the health 

information they needed. Of 193 responses to this question, 175 (91%) replied that they 

did find the information, and only 16 (8%) said that they did not find the information. 

The last open ended question of the survey asked the participant to describe how 

finding (or not finding) the information they needed affected them. The responses to this 

question were coded as "positive", "negative", or "none" , meaning that finding the 

information affected them in a positive manner, a negative manner or did not affect them 

one way or the other. Of the 16 participants who stated that they did not find the 

information they needed, 15 answered this last question, and all of them (100%) stated 

that not finding the information affected them in a negative way, with responses such as: 

"made me worry more", "discouraging", "irritated", "still wondering", "at wit's end", 
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"angry and upset", "nervous", and "very disappointing". Because all of the responses for 

this question coded negative, this finding supports the therapeutic nature of information, 

because not finding health information has a negative (or non-therapeutic) effect. 

Of the 175 participants who did find the information they needed, 136 (77%) 

stated that finding the information affected them in a positive way, while only 9 

participants (5%) stated that finding the information affected them in a negative manner. 

However, 30 participants (17%) either did not respond to this question or reported that 

the information did not affect them either positively or negatively. These effects of health 

information, compared across the comunication medium, are shown in Table 4-24. 

Effects of Information Overall Face-to-Face Online 

Positive 77% 78% 77% 

Negative 5% 4% 7% 

No effect 17% 18% 16% 
Table 4-24. Effects of Information 

Of the 9 participants who stated that finding the information affected them in a 

negative way, 3 participants related feeling "sad and confused", "shock and disbelief', 

"very scary" because of a particular diagnosis they had just received. Two respondents 

stated that the information was the problem: "I was worried that I didn't get the correct 

information" or "I couldn't get enough information". Three respondents stated: "I was 

denied by the insurance company", "made me realize that all doctors cannot be trusted", 

and "made me want to beat my surgeon up". One participant stated that "too much 

information is overwhelming". A single respondent seemed to have a true case of finding 

health information which did not have a therapeutic effect says: 



125 

I needed to know whether Herceptin, a newly FDA approved drug for 

metastatic Breast Cancer might also be eventually be used in early stage 

Breast Cancer. I sought information from my oncologist, from the Internet 

and from the maker of the drug. The information I found was not 

particularly encouraging. It appears that further study will be required to 

determine whether there is any benefit from the drug in earlier Breast 

Cancer cases. 

Three-fourths of the respondents to this last question stated that the information 

had some positive therapeutic effect on them. Content analysis was used to categorize 

these positive effects of information, and the frequencies were determined for each 

category, as shown in Table 4-25 in rank order from highest frequency to lowest The 

Therapeutic effects, frequencies Overall Face-to-Face Online 

Helped, confirmed, comforted 52 17 35 

Decrease negative emotions 40 23 17 

Disease better or symptoms relieved 26 11 15 

Increase confidence in self-care 25 12 13 

Empower to make informed decisions 21 12 9 

Increase perceived control 20 7 13 

Increase understanding 17 6 11 

Provide coping and disease management skills 14 7 7 

Enhance doctor-patient relationship 10 3 7 

Other resources, knowing there are others 8 1 7 

give hope 4 2 2 
Table 4-25. Therapeutic Effects of Information Frequencies 
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frequencies for the face-to-face and online groups are also given. It can be seen from this 

table that the two most often listed positive effects of information is to help, confirm or 

comfort and to decrease negative emotions. It can also be seen that the rank order for the 

face-to-face participants and the online participants differ very little. Typical participant 

responses for these top two categories include such comments as: "very helpful", "getting 

the information confirmed that I had made the best choice", "made me feel more 

comfortable", "relieved my anxiety", "alleviated my distress", "calming effect" and "it 

broke down the fear and denial I have regarding going to find out what is wrong with me". 

Several participants listed more than one effect, such as: "Finding the information made 

me feel much better, gave me more confidence and more peace of mind. Being in control 

is very important to me." It was also interesting to note that numerous participants used 

some of the same terminology used in the literature as benefits of patient education such 

as "empowered me to take control", "gave me more confidence", "given me information 

on how to cope", and "helped me to better take care of myself'. This last comment was 

one of the major benefits of Information Therapy listed earlier; however, judging from the 

frequency list above, that is not one of the most frequently cited effects listed by 

participants. This is not seen as contradictory because these were open ended questions 

and are the participants own words rather than a list of effects that they ranked. The rank 

order for these therapeutic effects of information might have been different had the effects 

been listed for the participants. 

Another observation from Table 4-25 is that five of the top six therapeutic effects 

listed by participants have to do with mental health. This was a suspected therapeutic 
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effect of information, i.e., not necessarily to make a change in behavior, but to improve the 

patient's outlook, attitude, and sense of self-worth, which has now been confirmed by the 

data analysis. 

Because of the participant response to the question "how finding (or not finding) 

the information " affected them was overwhelmingly positive, it can be inferred, that 

Hypothesis five is supported, i.e. there is a therapeutic effect of information on the health 

or well-being of a person. 

SUMMARY 

The five hypotheses for this study given earlier and reiterated here are: 

H,: There are no significant differences in the means of the social support 

scores for the face-to-face and the computer-mediated support groups. 

H2: There are no significant differences in the means of the physical health 

scores for the face-to-face and the computer-mediated support groups. 

H3: There are no significant differences in the means of the mental health 

scores for the face-to-face and the computer-mediated support groups. 

H4: There are no significant differences in the means of the quality of life 

scores for the face-to-face and the computer-mediated support groups. 

H5: Health information has a therapeutic effect on the health or well-being 

of a person. 

A summary of the analysis of the data collected in this study revealed the following results: 
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H,: supported (not rejected) across all three support group topics 

H2: supported (not rejected) across all three support group topics 

H3: supported (not rejected) across all three support group topics 

H4: supported (not rejected) for Breast Cancer and Alzheimer's Caregivers groups 

rejected for Diabetes support group topic 

H5: supported, there is a therapeutic effect of health information on a person's 

health or well-being 



CHAPTER 5 

CONCLUSIONS, IMPLICATIONS AND FURTHER RESEARCH 

Conclusions from Data Analysis 

Demographic data 

From the analysis of the demographic variables presented earlier, it can be seen 

that across all three support group topics there are very little differences in the face-to-

face support groups and the computer-mediated support groups. The significant 

differences in age across all three support group topics is likely due to the newness of the 

computer technology. If this study were replicated in a few years, this significance would 

likely be diluted and become insignificant because the elderly population would be more 

familiar with the use of computers. Therefore, it is not felt that this is a confounding 

factor for this study. The significant differences in the Diabetes support group topic are 

thought to be a factor of individuals present at the meeting who filled out a survey but do 

not have Diabetes. If these participants were able to be identified and filtered out, the 

statistical significance of the demographic variables would likely also be filtered out. 

Thus, there is no reason to believe that the face-to-face and online groups differ greatly in 

demographic data from each other. The single significant difference in the Alzheimer's 

caregivers support group topic was demonstrated to be income. This is thought to be a 

function not only of the age of the participant, but that the caregiver may be children of 

the Alzheimer's patient and their incomes would differ from those caregivers who are 

129 
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spouses of the Alzheimer's patient and are more likely to be retired with fixed incomes. 

Therefore, the conclusion of the analysis of the demographic data revealed no 

major differences in the face-to-face versus online groups, so that they can be (with some 

reservation) assumed to be equivalent groups, and can be compared to each other with 

respect to the dependent variables. 

Support Group Characteristics 

The primary objectives for joining a support group stated by participants in this 

study were "to gather information" and "to associate with similar people". This supports 

the findings of Gustafson et al. (1992,1993,1994) and Tetzlaff (1997) that people prefer 

a live interactive exchange of information and support rather than text based, especially in 

computer-based systems. 

Of those participants in this study who have used both a face-to-face and an online 

support group, 43% stated a preference for the face-to-face group, 32% preferred the 

online group, and 25% did not state a preference or were ambivalent concerning the 

groups. This would indicate that face-to-face support groups are appropriate for certain 

situations/people/diseases and the online supports groups are appropriate in other 

situations or diseases. Nearly one-third of the participants in this study have used both a 

face-to-face and an online support group, which suggests that the different groups might 

fill different needs. 

The highest ranking factors concerning support groups which were identified in 

this study were "to give and receive information" and "the group is helpful to me". This 
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finding correlates well with the most often listed primary objective for joining a group "to 

gather information". In addition, these two results from the data would indicate that 

information does have a therapeutic nature and can help the person in some way. 

Dependent Variables 

The conclusion of the analysis of the dependent variables for the Breast Cancer 

support group topic revealed no significant differences in the face-to-face and online 

groups for any of the five dependent variables measured. 

The conclusion of the analysis of the dependent variables for the Diabetes support 

group topic revealed no significant differences in four of the five dependent variables when 

using ANCOVA to control for the differences in the demographic data. The significant 

variable was the HRQOL, and as was proposed earlier, this significance may be due to the 

arbitrary calculation of the HRQOL score. Although the HRQOL demonstrated 

significance, it is a measure of overall health, as is the SF-36 which did not show 

significance in this support group topic. The SF-36 is a widely used and verified measure 

of overall health and is likely to be a more valid measure than the HRQOL. This suggests 

that the significance of the HRQOL may be less important than the non-significance of the 

SF-36. Thus, the Diabetes groups do not differ significantly on four of the dependent 

measures. 

The conclusion of the analysis of the dependent variables for the Alzheimer's 

caregivers support group topic is that there are no significant differences in the face-to-

face and online groups in four of the five dependent variables. All four of the dependent 
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variables supporting hypotheses one through four demonstrated no differences in the 

groups. The dependent variable demonstrating significance in this support group topic is 

the Krantz Health Opinion Survey, and although it is not used to support one of the 

hypotheses, will be used in further studies of participant's preferences for information. 

Therefore, with some reservation, in the three support group topics studied, there 

appears to be no major differences in the face-to-face and online support groups. 

Therapeutic Nature of Information 

The health information seeking behavior of the participants in this study 

demonstrated that the doctor is the most often cited source for information (43%). This 

supports the findings of Tetzlaff (1997) that 42 of 103 (40%) participants in that study 

preferred to get information from physicians. However, a previously unmeasured source 

of health information, the Internet, was determined to be utilized quite frequently, second 

only to doctors in this study. Results from this study indicate that 91% of the participants 

did find the information they needed. 

The conclusion of the analysis of the data for Hypothesis five is that information 

does have a beneficial or positive effect on a person. This was demonstrated in the 

content analysis of the open ended questions pertaining to the participants need for health 

information, and how finding (or not finding) that information affected them. Therefore, 

there is a basis and validity for defining information as therapeutic, and this therapeutic 

effect, can be measured empirically. The evidence in this study demonstrates that 

Information Therapy can provide emotional support and does not necessarily cause a 
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measurable behavior change in the person but can ameliorate (improve) the mental health 

or well-being of the person. The conclusion then is that the present study supports the 

proposed theory and definition of Information Therapy as "the therapeutic provision of 

information to people for the amelioration of physical and mental health and well-being." 

Implications of the Findings 

There are three important implications in the findings of this research study. First, 

it has been demonstrated that there are no significant differences in the physical health, 

mental health, or social support of persons who obtain Information Therapy in a face-to-

face group and those who obtain Information Therapy through a computer-mediated 

communication channel such as the Internet. The implication of finding no differences is 

that one method of delivery of Information Therapy is not advantageous over the other. 

This has far reaching implications for many people who are unable, unwilling or find it 

inconvenient to attend face-to-face groups, in that they can benefit from Information 

Therapy through a different delivery mode, the Internet. There is the potential of these 

online support groups to change the accessibility, scope and speed of information 

exchange. Those people who are home-bound through caretaking or illness, can take 

advantage of the computer-mediated Information Therapy and receive the benefits from it. 

Those people who are in isolated or rural areas can also connect with a support group 

through the Internet and can have their informational needs met. As was demonstrated in 

this study by participant comments, the computer-mediated support groups were available 

at more convenient and more frequent times than face-to-face meetings. In addition, those 
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persons in small communities with access to a limited number of people with the same 

disease, can now access large self-help communities online with hundreds of members, and 

can benefit from the Information Therapy provided there. 

The second important implication found in this study is that the benefits and effects 

of Information Therapy are consistent across the different support group topics used in 

this study. It was hypothesized that persons with a life-threatening disease might have 

different informational needs than those with a chronic disease, or those who are 

caregivers to a patient with a debilitating disease such as Alzheimer's. However, even 

though their informational needs may be different, the beneficial effects of Information 

Therapy were reported by participants in this study regardless of support group topic. 

The third and possibly the most important implication resulting from this study is 

that, although Information Therapy is a new construct, it is a valid one. In addition, this 

study implies that health information can have a therapeutic or beneficial effect on people, 

and that the definition of Information Therapy includes providing information to people to 

improve their physical and mental health. Because health information can be therapeutic, 

people seek out information and the doctor is the source most participants go to for that 

information. The problem, however, is that access to physicians is limited to several 

minutes, maybe only seconds (Marvel et al., 1999). Therefore, the informational needs of 

people will continue to remain unmet, and the benefits of Information Therapy will not be 

available to them. The conclusion is that the medical community must experience a 

paradigm shift in order for people to experience the therapeutic effects of Information 

Therapy. 
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Further Research 

Extensions of this study should be undertaken in order to substantiate these 

findings. One possibility would be to replicate this study with some minor changes. 

Those changes would provide a means to check the significant findings of this study and 

would include: 

1) a means to verify (whether oral or written on the survey) of solicited 

participants from a face-to-face meeting to ensure that they are the 

person with the disease, and are not just a visitor to the group or the 

spouse of a patient 

2) a listing of possible therapeutic effects in information for the 

participants to rank order 

3) a listing of possible sources of information for the participants to rank order 

4) the capability of collecting additional data online (for instance, the 

ability to fill-in a blank for "other" occupation) 

The finding of no significant differences in the face-to-face versus online support 

groups for the delivery of Information Therapy could be corroborated by choosing 

different support group topics other than the ones used in this study. A terminal illness, as 

well as one that has a stigma associated with it such as AIDS, might have different results 

in the area of support group importance and also in the therapeutic effect of information. 

A different chronic disease, such as Rheumatoid Arthritis, would likely not have radically 

different informational needs, but might be able to demonstrate that the significant findings 

here for the Diabetes group were the result of the confounding demographic data, A 
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different choice for a support group that is not an illness might be a support group for the 

parents of children with cancer. This would be an extension of the study by Tetzlaff 

(1997) who used only an online group, and would compare a face-to-face group with an 

online group. It is not expected that these parents would have different characteristics 

from the Alzheimer's caregivers in the present study. 

Further research for establishing the validity of the definition of Information 

Therapy and the empirical measurement of its therapeutic effects would support the 

hypothesis demonstrated in this study that health information can improve the physical 

and/or mental health of a person. This could be done in a study of individuals rather than 

support groups, and would compare Information Therapy obtained from the Internet with 

information obtained from sources other than the Internet. In addition, since Information 

Therapy is a new construct, there may be other observations that can be made concerning 

its beneficial effects, such as whether Information Therapy can take place in a single event 

or whether it is an ongoing process such as physical therapy or psychotherapy. 

Dr. Tom Ferguson's model of Information Age Healthcare (1994) was partially 

supported in this study, however, further research needs to be undertaken in order to 

demonstrate that individuals performing self-care are the largest segment of the model, 

and that the steps or levels of the model are in the appropriate sequence. For instance, the 

present study demonstrated that participants sought information from their support group 

more frequently than from friends/family/neighbors; however, the Information Age 

Healthcare model suggests that friends and family are utilized more frequently than 

support groups. 
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A further development of the Information Therapy construct should examine the 

nature of information which can provide therapy. As discussed by Brennan (1992) and 

Gustafson et al. (1993), information in their computer-mediated systems which was 

accessed most often by patients were the components which had interactive (discussion 

groups, bulletin boards) rather than static information (encyclopedias, dictionaries). It is 

unknown whether this difference is in the inherent value of the information or that the 

information is constantly changing. This could possibly be measured in a controlled pilot 

study comparing the provision of static information with the provision of information in a 

discussion group. 

Concluding Remarks 

There are few things in life more precious than health. The preservation of health 

has been the focus of the medical community for centuries. In our modern medicine of the 

20th century we have gone to battle with many diseases and illnesses, some of which we 

have conquered (smallpox), others have yet to be conquered (HTV). The modern 

medicine of the new millennium will require in its arsenal the traditional, proven therapies 

such as physical therapy, occupational therapy, or antimicrobial therapy. Now, a new 

therapy can be added to the arsenal - Information Therapy. Providing people with 

information about their health can serve as therapy for them, to improve their physical and 

mental health and well-being and improve their quality of life. Not only should 

Information Therapy be encouraged, it should be PRESCRIBED. 
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Dear Participant, 

I am a Ph.D. student at the University of North Texas, and I am conducting research to 
determine the differences in support groups which meet face-to-face and those who meet 
through a computer. 

I am asking that you look over this questionnaire, and if you choose to do so, please 
complete it, and return it to me. Please DO NOT put your name on the survey. Your 
participation in this research project is strictly voluntary and your responses will be 
completely anonymous and confidential. 

Thank you for your participation in this research which will allow us to understand the 
ways support groups are able to help individuals such as yourself. You may keep this 
page with my attached business card. If you have any questions regarding this research or 
wish to contact me further, you may reach me using the information on the card. 

Sincerely, 

Donna J. Mitchell, MBA MT(ASCP)SM 

This project has been reviewed and approved by the University of North Texas Committee 
for the Protection of Human Subjects, application number 98-123. 
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SUPPORT GROUP SURVEY INSTRUMENT 

Do you agree to participate in this survey, and understand that your responses are voluntary, 
anonymous, and confidential? 

(1) Yes (2) No 

1. Gender 
(a) Male (b) Female 

2. Age 
(1) below 20 years 
(2) 20 to 29 years 
(3) 30 to 39 years 

3. Marital Status 
(1) never married 
(2) married 
(3) divorced/separated 

(4) 40 to 49 years 
(5) 50 to 59 years 
(6) 60 to 69 years 

(7) over 70 years 

(4) widowed 
(5) live-in companion 

4. Educational Background 
(1) did not complete high school 
(2) high school graduate or GED 
(3) entered college, did not complete degree 

5. Ethnic Origin 
(1) Hispanic 
(2) African-American 
(3) Caucasian 

(4) completed Bachelor's degree 
(5) some graduate studies 
(6) completed graduate degree 

(4) American-Indian 
(5) Asian/Oriental 
(6) Other 

6. Yearly household income 
(1) under $10,000 
(2) $10,000 - $20,000 
(3) $20,000 - $30,000 

(4) $40,000 - $50,000 
(5) over $50,000 

7. Occupation 
(1) self-employed 
(2) homemaker 
(3) student 
(4) unemployed 

(5) retired 
(6) laborer 
(7) office/clerical 
(8) sales 

(9) professional 
(10) management 
(11) other 

8. What type of support group do you attend? 
(1) breast cancer 
(2) diabetes 
(3) Alzheimer caregivers 
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9. How often do you meet with a support group? 
(1) several times a week (4) once a month (7) other 
(2) once a week (5) several times a year 
(3) several times a month (6) quarterly 

10. How long have you been meeting with a support group? 
(1) less than a month (3) less than one year 
(2) less than 6 months (4) more than one year 

11. When you meet with a group, how long is the meeting? 
(1) less than 30 minutes (3) one hour 
(2) 30 minutes to one hour (4) more than one hour 

12. How much useful information did you receive at your last meeting? 
(1) none (4) an adequate amount 
(2) very little (5) all that I wanted 
(3) some (6) more than I wanted 

13. What was your primary objective for joining a support group? 
(1) to meet people (6) curiosity 
(2) to gather information (7) for personal growth 
(3) to associate with similar people (8) doctor's recommendation 
(4) recreation/entertainment (9) other 
(5) to socialize 

14. What types of information have you received at a support group meeting? (Circle all 
answers that apply) 
(1) flyer (4) book 
(2) pamphlet (5) lecture 
(3) video (6) other 

15. Have you ever used a computer to access a support group such as those on the Internet? 
(1) Yes 
(2) No 

16. If you answered yes to question 15, are you currently using both a face-to-face group and 
an online group? 

(1) Yes 
(2) No 

If you have used both, describe which type of group you prefer and why. 
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17. How important are the following statements to you concerning your support group? 
Not Very 

Important Important 
1 2 3 4 5 

I am able to give and receive information 

I am able to display my emotions without fear 

I do not feel threatened in the group 

I feel a sense of belonging 

I feel a closeness; I am able to touch another person 

I have anonymity, no one knows who I am 

I feel a sense of intimacy with other members 

I am able to be honest 

The group is helpful to me 

I am able to express feelings openly 

Knowing there are others like me 

I feel less inhibited; I am able to talk freely 

The group helps me feel like I have more control 

I can have more confidence in myself 

The group helps reduce my uncertainty 

18. In general, would you say that your health is: 
(1) excellent 
(2) very good 
(3) good 
(4) fair 
(5) poor 

19. Compared to one year ago, how would you rate your general health now? 
(1) much better than one year ago 
(2) somewhat better than one year ago 
(3) About the same now as one year ago 
(4) somewhat worse now than one year ago 
(5) much worse now than one year ago 
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20. During the past month, how often did you feel each of these ways? 
' MostTimes 

I was bothered by things that usually don't bother me 1 
I did not feel like eating; my appetite was poor 

I could not shake off the blues even with help from 
family or friends 

I felt that I was just as good as other people 

I had trouble keeping my mind on what I was doing 

I felt depressed 

I felt that everything I did was an effort 

I felt hopeful about the future 

1 thought my life has been a failure 

I felt fearful 

My sleep was restless 

I was happy 

I talked less than usual 

I felt lonely 

People were unfriendly 

I enjoyed life 

I had crying spells 

I felt sad 

I felt that people dislike me 

I could not get "going" 
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21. The following items are about activities you might do during a typical day. Thinking about 
the past month, how much did your health limit you in these activities? 

Yes, Yes, No, Not 
Limited Limited Limited 
A Lot A Little At Ail 

Vigorous activities, such as running, lifting, or participating in 
sports 

Moderate activities, such as moving a table, pushing a vacuum 
cleaner, bowling, or golfing 

Lifting or carrying groceries 

Climbing several flights of stairs 

Climbing one flight of stairs 

Bending, kneeling, or stooping 

Walking more than a mile 

Walking several blocks 

Walking one block 

Bathing or dressing yourself 

22. During the past month, have you had any of the following problems with your work or other 
regular daily activities as a result of your physical health? 

Yes No 

Cut down on the amount of time you spent on work or other activities 

Accomplished less than you would like 

Were limited in the kind of work or other activities 

Had difficulty performing the work or other activities (for example, it took 
extra effort) 

23. During the past month, have you had any of the following problems with your work or other 
regular activities as a result of any emotional problems (such as feeling depressed or anxious)? 

Yes No 

Cut down on the amount of time you spent on work or other activities 

Accomplished less than you would like 

| Didn't do work or other activities as carefully as usual 



[145] 

24. How much bodily pain have you had during the past month? 
(1) None (4) Moderate 
(2) Very mild (5) Severe 
(3) Mild (6) Very severe 

25. During the past month, how much did pain interfere with your normal work (including both 
work outside the home and housework)? 

(1) Not at all (4) Quite a bit 
(2) A little bit (5) Extremely 
(3) Moderately 

26. For each question, indicate how much of the time you were affected during the past month. 
None A little Some Half Most All 
of the of the of the of the of the of the 
Time Time Time Time Time Time 

Did you feel full of pep? 

Have you been a very nervous person? 

Have you felt so down in the dumps that 
nothing could cheer you up? 

Have you felt calm and peaceful? 

Did you have a lot of energy? 

Have you felt downhearted and blue? 

Did you feel worn out? 

Have you been a happy person? 

Did you feel tired? 

Did your physical health or emotional problems 
interfere with your social activities (like visiting 
with friends, relatives, etc.)? 

27. How true or false is each of the following statements for you? 
Definitely Mostly Don't Mostly Definitely 

True True Know False False 

11 seem to get sick a little easier than other people 

11 am as healthy as anybody I know 

11 expect my health to get worse 1 
1 My health is excellent | 
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28. People sometimes look to others for companionship, assistance, or other types of support. 
How often is each of the following kinds of support available to you if you need it? 

None A little Some Most All 
of the of the ofthe of the ofthe 
Time Time Time Time Time 

Someone to help you if you were confined to bed 

Someone you can count on to listen when you need to talk 

Someone to give you good advise about a crisis 

Someone to take you to the doctor if you needed it 

Someone who shows you love and affection 

Someone to have a good time with 

Someone to give you information to help you understand a 
situation 

Someone to confide in or talk to about yourself or your 
problems 

Someone who hugs you 

Someone to get together with for relaxation 

Someone to prepare your meals if you were unable to do it 
yourself 

Someone whose advise you really want 

Someone to do things with to help you get your mind off 
things 

Someone to help with daily chores if you were sick 

Someone to share your most private worries and fears with 

Someone to turn to for suggestions about how to deal with a 
personal problem 

Someone to do something enjoyable with 

Someone who understands your problems 

Someone to love and make you feel wanted 
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29. Mark your agreement or disagreement with the following statements regarding your feelings 
concerning the routine aspects of medical care, those that are NOT considered severe or traumatic 
illnesses. 

I usually dont ask the doctor or nurse many questions about what they're doing 
during a medical exam. 

Except for serious illness, it's generally better to take care of your own health 
than to seek professional help. 

I'd rather have doctors and nurses make the decisions about what's best than 
for them to give me a whole lot of choices. 

Instead of waiting for them to tell me, I usually ask the doctor or nurse 
immediately after an exam about my health. 

It is better to rely on the judgements of doctors (who are the experts) than to 
rely on "common sense" in taking care of your own body. 

Clinics and hospitals are good places to go for help since it's best for medical 
experts to take responsibility for health care. 

Learning how to cure some of your illnesses without contacting a physician is a 
good idea. 

I usually ask the doctor or nurse lots of questions about the procedures during 
a medical exam. 

It's almost always better to seek professional help than to tiy to treat yourself. 1 
It is better to trust the doctor or nurse in charge of a medical procedure than to 
question what they are doing. 

Learning how to cure some of your illnesses without contacting a physician 
may create moreharm than good. 

Recovery is usually quicker under the care of a doctor or nurse than when 
patients take care of themselves. 

If it costs the same, Td rather have a doctor or nurse give me treatments than to 
do the sametreatments myself. 

It is better to rely less on physicians and more on your own common sense 
when it comes to caring for your body. 

I usually wait for the doctor or nurse to tell me the results of a medical exam 
rather than asking them immediately. 

I'd rather be given many choices about what's best for my health than to have 
the doctor make the decisions for me. 
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30. Thinking about your physical health, which includes physical illness and injury, for how 
many days during the past 30 days was your physical health not good? 

days 

31. Thinking about your mental health, winch includes stress, depression, and problems with 
emotions, for how many days during the past 30 days was your mental health not good? 

days 

32. During the past 30 days, for about how many days did poor physical or mental health keep 
you from doing your usual activities, such as self-care, work, or recreation? 

_ _ _ _ _ _ days 

33. About how many close friends and close relatives do you have (people you feel at ease with 
and can talk to about what is on your mind)? 

34. Describe a recent instance or situation in which you needed health infonnation. 

35. Where did you go to seek that infonnation? 

36. Did you find the information you needed? 
(1) Yes 
(2) No 

37. Describe how finding (or not finding) the information you needed affected you. 



APPENDIX B 

SUPPORT GROUPS UTILIZED 

149 



150 

APPENDIX B 

SUPPORT GROUPS UTILIZED 

FACE-TO-FACE GROUPS 

1. Alzheimer Caregivers 

Fort Worth 
First Methodist Church 

801 West 5th St 

Renaissance Park Care 
4252 Bryant Irvin Road 

1st & 3rd Thursday at 10:00 a.m. 
Frances Cooper 379-5416 

1st & 3rd Wednesday at 12:00 noon 
AmyNafziger 738-2975 

Garden Terrace 
7500 Oakmont 

3rd Thursday at 2:00 p.m. 
Linda Bradford 346-8080 

Heritage Center, 
St. Jospeh Gardens 
1401 S. Main 

Hurst 
St. Stephens Episcopal 

2716 Hurstview 

2nd & 4th Wednesday at 11:00 am 
JaneOderberg 820-5356 

2nd Monday at 7:30 p.m. 
Neal Hanebutt 656-4461 

Burleson 
St. Mathews Presbyterian Church 

1800 Tarrant St 
3rd Tuesday at 7 pm 
NatherOwen 817-447-7870 

2. Breast Cancer 

Harris Methodist Southwest 
6100 Harris Parkway 
Fort Worth 

Mondays 5:30 p.m. 
Lee Anne Vandegriff 346-5900 

Edwards Cancer Center 
1600 Hospital Parkway 
Bedford 

2nd Tuesday 7:30-9:30 p.m. 
Jenny Ellis 685-4759 

American Cancer Society 
3301 West Freeway 
Fort Worth 

3rd Tuesday at 5:30 
Linda Stanco 737-9996 
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M.D. Anderson Moncrief 
1450 Eighth Ave 
Fort Worth 

2nd Thursday at 6:00 
Valerie Oxford 

Columbia Medical Center 
Lewisville 

4th Monday at 7:00 
Joyce Ashton 972-420-1036 

3. Diabetes 

Diabetes Education Program 
Columbia Plaza Medical Center 
Fort Worth 

1st Monday at 12:30 
Delilah Riley 336-2100 

Harris Methodist HEB Hospital 
1600 Hospital Parkway 
Bedford 

1st Tuesday at 7 pm 
Meg Thompson 685-4829 

Baylor Medical Center 
Grapevine 

Columbia Medical Center 
Lewisville 

2nd Monday at 7 pm 
PJ.Pugh 481-1588 

3rd Tuesday at 7 pm 
Sharron Buntyn 972-420-1012 

ONLINE GROUPS THROUGH AMERICA ONLINE 

1. Alzheimer Caregivers 
Tuesdays 8 p.m. ET in Positive Reflections Room 

2. Breast Cancer 
Mondays 9:00 p.m. ET in Thrive@healthlive Room 

3. Diabetes 
Mondays 10:00 p.m. ET in Thrive@healthlive Room 
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APPENDIX C 

EMAIL LETTERS 

Initial Email Sent to Online Participants 

Subj: Support Group Survey 
Date: 11/3/98 8:59 PM Central Standard Time 
From: DJBurnes 
To* 

Hello, 

My name is Donna Burnes Mitchell, and I am a Ph.D. student at the University of North 
Texas. I am currently conducting research for my dissertation on support groups which 
meet on the Internet, such as the chat rooms on AOL. 

I am asking for your help in my research by filling out a survey concerning your attitudes 
and feelings about support groups, your health, and a few questions concerning your 
background. It will take about 10-15 minutes and you can complete the survey online by 
connecting to my Web site at: 

http://www.coxirses.unt.edu/dmitchell/hello.htm 
(if you have AOL 4.0 you can click on this address) 

or tby typing in the above address in any Web browser such as Internet Explorer. 

Please be assured that this survey is for research purposes only, your answers are 
confidential, and you may fill out the survey anonymously if you wish. You will not be 
contacted further concerning your answers. 

Thank you for your consideration and help in furthering our knowledge of support groups 
and how they help people like yourself. 

Sincerely, 
Donna Burnes Mitchell (DJBurnes@aol.com) 

http://www.coxirses.unt.edu/dmitchell/hello.htm
mailto:DJBurnes@aol.com
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Follow-up Email sent to Online Participants 

Subj: Support Group Survey 
Date: 11/3/98 8:59 PM Central Standard Time 
From: DJBurnes 
To* 

Hello, 
My name is Donna Burnes Mitchell, and I emailed you recently concerning my dissertation 
research on support groups which meet in the Chat rooms on AOL. 

If you completed the survey using the name "guest" or "anonymous", thank you very 
much. Please pardon this additional plea. I will not contact you again. 

If you did not fill out the survey, I would like to ask one final time for your help in my 
research. The online survey concerns your attitudes and feelings about support groups, 
and can be completed in about 10-15 minutes. You can do this by connecting to my Web 
site at: 

http://www.courses.unt.edu/dmitchell/hello.htm 
(if you have AOL 4.0 you can click on this address) 

or by clicking on the Internet Icon and typing in the above address. 

Please be assured that this survey is for research purposes only, and your answers are 
completely confidential. You may fill out the survey anonymously if you wish, and I will 
not contact you further. 

Thank you for your consideration and help in furthering our knowledge of support 
groups and how they help people like yourself. 

Sincerely, 
Donna Burnes Mitchell (DJBurnes@aol.com) 

http://www.courses.unt.edu/dmitchell/hello.htm
mailto:DJBurnes@aol.com
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Cases 
Valid Missing Total 

N Percent N Percent N Percent 
Group Type * Group 260 100.0% 0 .0% 260 100.0% 

Group Type * Group Crosstabulation 

Count 

Grou 
Total Face-to-Face Online Total 

Group Breast Cancer 45 40 85 
Type Diabetes 69 37 106 

Alzheimer caregivers 29 40 69 
Total 143 117 260 
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Case Processing Summary 

Cases 
Valid Missing Total 

N Percent N Percent N Percent 
Gender * Group * Group 
Type 258 99.2% 2 .8% 260 100.0% 

Age * Group # Group Type 257 98.8% 3 1.2% 260 100.0% 
Marital Status * Group * 
Group Type 259 99.6% 1 .4% 260 100.0% 

Education * Group * Group 
Type 259 99.6% 1 .4% 260 100.0% 

Ethnicity # Group * Group 
Type 258 99.2% 2 .8% 260 100.0% 

Income * Group * Group 
Type 236 90.8% 24 9.2% 260 100.0% 

Occupation * Group * 
Group Type 258 99.2% 2 .8% 260 100.0% 

Often Meet# Group * 
Group Type 260 100.0% 0 .0% 260 100.0% 

Meeting History # Group * 
Group Type 258 99.2% 2 .8% 260 100.0% 

Meeting Length # Group * 
Group Type 258 99.2% 2 .8% 260 100.0% 

Useful information * Group 
* Group Type 254 97.7% 6 2.3% 260 100.0% 

Joining Objective # Group # 

Group Type 259 99.6% 1 .4% 260 100.0% 
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Crosstab 

Count 

Grou P 
Group Type Face-to-Face Online Total 
Breast Cancer Gender Male 1 1 

Female 45 38 83 
Total 45 39 84 

Diabetes Gender Male 35 9 44 
Female 34 27 61 

Total 69 36 105 
Alzheimer caregivers Gender Male 5 4 9 

Female 24 36 60 
Total 29 40 69 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Breast Cancer Pearson Chi-Square 1.168b 1 .280 
Continuity Correction* .005 1 .943 
Likelihood Ratio 1.548 1 .213 
Fisher's Exact Test .464 .464 
Unear-by-Unear 
Association 1.154 1 .283 

N of Valid Cases 84 
Diabetes Pearson Chi-Square 6.431c 1 .011 

Continuity Correction8 5.417 1 .020 
Likelihood Ratio 6.668 1 .010 
Fisher's Exact Test .013 .009 
Unear-by-Unear 
Association 6.369 1 .012 

N of Valid Cases 105 
Alzheimer caregivers Pearson Chi-Square .777d 1 .378 

Continuity Correction* .270 1 .603 
Likelihood Ratio .766 1 .381 
Fisher's Exact Test .477 .299 
Unear-by-Unear 
Association .766 1 .381 

N of Valid Cases 69 
a. Computed only for a 2x2 table 

b. 2 cells (50.0%) have expected count less than 

c. 0 cells (.0%) have expected count less than 5. 

d. 1 cells (25.0%) have expected count less than 

5. The minimum expected count is .46. 
The minimum expected count Is 15.09. 
5. The minimum expected count Is 3.78. 
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Crosstab 

Count 

Group 
Group Type Face-to-Face Online Total 
Breast Cancer Age 20 to 29 1 1 

30 to 39 3 9 12 
40 to 49 10 15 25 
50 to 59 21 13 34 
60 to 69 5 2 7 
over 70 5 5 

Total 45 39 84 
Diabetes Age Below 20 1 1 

20 to 29 1 5 6 
30 to 39 3 9 12 
40 to 49 11 9 20 
50 to 59 23 9 32 
60 to 69 19 3 22 
over 70 12 12 

Total 69 36 105 
Alzheimer caregivers Age 20 to 29 1 1 

30 to 39 1 5 6 
40 to 49 1 13 14 
50 to 59 7 16 23 
60 to 69 11 3 14 
over 70 8 2 10 

Total 28 40 68 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 12.8053 5 .025 

Likelihood Ratio 15.263 5 .009 
Linear-by-Linear 
Association 9.154 1 .002 

N of Valid Cases 84 
Diabetes Pearson Chi-Square 29.134b 6 .000 

Likelihood Ratio 33.033 6 .000 
Linear-by-Llnear 
Association 28.124 1 .000 

N of Valid Cases 105 
Alzheimer caregivers Pearson Chi-Square 24.284c 5 .000 

Likelihood Ratio 26.704 5 .000 
Unear-by-Llnear 
Association 19.460 1 .000 

N of Valid Cases 68 
a. 6 cells (50.0%) have expected count less than 5. 
b. 6 cells (42.9%) have expected count less than 5. 
c. 5 cells (41.7%) have expected count less than 5. 

The minimum expected count is .46. 

The minimum expected count is .34. 

The minimum expected count is .41. 
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Crosstab 

Count 

Grou P 
Group Type Face-to-Face Online Total 
Breast Cancer Marital Never Married 3 3 

Status Married 31 31 62 
Divorced/Separated 5 8 13 
Widowed 4 1 5 
Live-in companion 2 2 

Total 45 40 85 
Diabetes Marital Never Married 5 8 13 

Status Married 59 21 80 
Divorced/Separated 1 6 7 
Widowed 4 4 
Live-in companion 1 1 

Total 69 36 105 
Alzheimer caregivers Marital Never Married 1 4 5 

Status Married 25 31 56 
Divorced/Separated 2 5 7 
Widowed 1 1 

Total 29 40 69 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 7.223a 4 .125 

Likelihood Ratio 9.263 4 .055 
Linear-by-Linear 
Association .430 1 .512 

N of Valid Cases 85 
Diabetes Pearson Chi-Square 18.799b 4 .001 

Likelihood Ratio 19.842 4 .001 
Linear-by-Linear 
Association .050 1 .823 

N of Valid Cases 105 
Alzheimer caregivers Pearson Chi-Square 3.053c 3 .384 

Likelihood Ratio 3.525 3 .318 
Linear-by-Linear 
Association .446 1 .504 

N of Valid Cases 69 
a. 6 cells (60.0%) have expected count less than 5. 
b. 7 cells (70.0%) have expected count less than 5. 
c. 6 cells (75.0%) have expected count less than 5. 

The minimum expected count is .94. 
The minimum expected count is .34. 
The minimum expected count is .42. 
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Group Type 
Breast Cancer Education Did not complete high 

school 
High School graduate/GED 

Some college/Did not 
complete degree 
Completed Bachelor's 
degree 
Some graduate studies 
Completed graduate 
degree 

Total 
Diabetes Education Old not complete high 

school 
High School graduate/GED 

Some college/Did not 
complete degree 
Completed Bachelor^ 
degree 
Some graduate studies 
Completed graduate 
degree 

Total 
Alzheimer caregivers Education Did not complete high 

school 
High School graduate/GED 

Some college/Did not 
complete degree 
Completed Bachelor's 
degree 
Some graduate studies 
Completed graduate 
degree 

Total 

Group 
Face-to-Face Online 

6 

17 

14 

2 

6 

45 

1 

9 

16 

7 

4 

3 

40 

4 

17 

31 

6 

6 

5 

6 

23 

5 

2 

36 

1 

6 

8 

4 

2 

8 

29 

4 

19 

9 

1 

7 

40 

Chi-Square Tests 

Group Type 
Breast Cancer Pearson Chi-Square 

Likelihood Ratio 
Unear-by~Unear 
Association 
N of Valid Cases 

Diabetes Pearson Chi-Square 
Likelihood Ratio 
Linear-by-Unear 
Association 
N of Valid Cases 

Alzheimer caregivers Pearson Chi-Square 
Likelihood Ratio 
Unear-by-Unear 
Association 
N of Valid Cases 

Value 
5.355a 

5.804 

1.685 

85 
8.268* 

11.405 

.010 

105 
6.619® 
7.022 

.138 

69 

df 
5 
5 

Asymp. Sig. 
(2-sided) 

.374 

.326 

.194 

.142 

.044 

.922 

.251 

.219 

.710 

Total 

1 

15 

33 

21 

6 

9 

85 

4 

23 

54 

11 

6 

7 

105 

1 

10 

27 

13 

3 

15 

69 
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Crosstab 

Count 

Grou p 
Group Type Face-to-Face Online Total 
Breast Cancer Ethnicity Hispanic 1 1 2 

African-American 2 1 3 
Caucasian 40 36 76 
American Indian 1 1 
Other 1 1 2 

Total 45 39 84 
Diabetes Ethnicity Hispanic 9 t 10 

African-American 3 3 
Caucasian 54 34 88 
American Indian 1 1 
Asian/Oriental 2 2 
Other 1 1 

Total 69 36 105 
Alzheimer caregivers Ethnicity Hispanic 1 1 2 

Caucasian 27 38 65 
American Indian 1 1 
Other 1 1 

Total 29 40 69 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 1.12ta 4 .891 

Likelihood Ratio 1.508 4 .825 
Linear-by-Linear 
Association .000 1 1.000 

N of Valid Cases 84 
Diabetes Pearson Chi-Square 8.404b 5 .135 

Likelihood Ratio 11.101 5 .049 
Linear-by-Linear 
Association 2.818 1 .093 

N of Valid Cases 105 
Alzheimer caregivers Pearson Chi-Square 2.163c 3 .539 

Likelihood Ratio 2.882 3 .410 
Linear-by-Linear 
Association .225 1 .635 

N of Valid Cases 69 
a. 8 cells (80.0%) have expected count less than 5. 
b. 9 cells (75.0%) have expected count less than 5. 
c. 6 cells (75.0%) have expected count less than 5. 

The minimum expected count is .46. 
The minimum expected count is .34. 
The minimum expected count is .42. 
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Income * Group * Group Type 

Crosstab 

Count 

Group 
Group Type Face-to-Face | Online Total 
Breast Cancer Income under $10,000 4 4 

$10,000 -$30,000 8 5 13 
$30,000 - $50,000 10 10 20 
over $50,000 25 14 39 

Total 43 33 76 
Diabetes Income under $10,000 5 1 6 

$10,000-$30,000 12 4 16 
$30,000 -$50,000 17 17 34 
over $50,000 30 12 42 

Total 64 34 98 
Alzheimer caregivers Income under $10,000 2 2 

$10,000-$30,000 12 4 16 
$30,000 - $50,000 9 8 17 
over $50,000 6 21 27 

Total 27 35 62 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 6.593a 3 .086 

Likelihood Ratio 8.069 3 .045 
Linear-by-Linear 
Association 2.329 1 .127 

N of Valid Cases 76 
Diabetes Pearson Chi-Square 5.735b 3 .125 

Likelihood Ratio 5.734 3 .125 
Linear-by-Linear 
Association .023 1 .879 

N of Valid Cases 98 
Alzheimer caregivers Pearson Chi-Square 13.586® 3 .004 

Likelihood Ratio 14.808 3 .002 
Linear-by-Linear 
Association 7.747 1 .005 

N of Valid Cases 62 
a. 2 cells (25.0%) have expected count less than 5. 
b. 2 cells (25.0%) have expected count less than 5. 
c. 2 ceils (25.0%) have expected count less than 5. 

The minimum expected count Is 1.74. 
The minimum expected count is 2.08. 
The minimum expected count is .87. 
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Group 
Group Type Face-to-Face Online Total 
Breast Cancer Occupation Sett-employed 3 3 6 

Homemaker 4 7 11 
Unemployed 4 4 
Retired 9 3 12 
Laborer 1 1 
Office/Clerical 7 3 10 
Professional 15 13 28 
Management 5 5 10 
Other 1 2 3 

Total 45 40 85 
Diabetes Occupation Self-employed . 2 3 5 

Homemaker 8 2 10 
Student 2 2 
Unemployed 1 1 
Retired 25 4 29 
Laborer 4 1 5 
Office/Clerical 9 7 16 
Safes 2 2 
Professional 11 4 15 
Management 7 4 11 
Other 1 8 9 

Total 69 36 105 
Alzheimer caregivers Occupation Self-employed 4 2 6 

Homemaker 5 6 11 
Unemployed 2 2 
Retired 13 6 19 
Office/Clerical 1 3 4 
Sales 1 2 3 
Professional 3 11 14 
Management 1 4 5 
Other 1 3 4 

Total 29 39 68 

Chi-Square Tests 

Grouo Type Value df 
Asymp. SJg. 

(2-sided) 
Breast Cancer Pearson Chi-Square 10.637* 8 .223 

Likelihood Ratio 12.734 8 .121 
Unear-by-Unear 
Association .302 1 .582 

N of Valid Cases 85 
Diabetes Pearson Chl-Square 27.978* 10 .002 

Likelihood Ratio 29.973 10 .001 
Unear-by-Unear 
Association Z483 1 .115 

N of Valid Cases 105 
Alzheimer caregivers Pearson Chi-Square 12.849* 8 •117 

Likelihood Ratio 13.928 8 .084 
Unear-by-Unear 
Association 5.327 1 .021 

N of Valid Cases 68 
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Crosstab 

Count 
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Grou p 
Group Type Face-to-Face Online Total 
Breast Cancer Often Several times a week 9 9 

Meet Once a week 14 14 
Several times a month 1 5 6 
Once a month 39 4 43 
Several times a year 4 2 6 
Quarterly 1 1 2 
Other 5 5 

Total 45 40 85 
Diabetes Often Several times a week 11 11 

Meet Once a week 2 11 13 
Several times a month 2 4 6 
Once a month 54 5 59 
Several times a year 7 3 10 
Quarterly 2 2 
Other 2 3 5 

Total 69 37 106 
Aizheimer caregivers Often Several times a week 13 13 

Meet Once a week 1 10 11 
Several times a month 6 5 11 
Once a month 19 2 21 
Several times a year 1 4 5 
Other 2 6 8 

Total 29 40 69 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 59.734® 6 .000 

Likelihood Ratio 75.108 6 .000 
Linear-by-Linear 
Association 12.294 1 .000 

N of Valid Cases 85 
Diabetes Pearson Chi-Square 58.020b 6 .000 

Likelihood Ratio 65.142 6 .000 
Linear-by-Linear 
Association 24.879 1 .000 

N of Valid Cases 106 
Alzheimer caregivers Pearson Chi-Square 37.208® 5 .000 

Likelihood Ratio 44.823 5 .000 
Linear-by-Linear 
Association 5.306 1 .021 

N of Valid Cases 69 

a. 10 cells (71.4%) have expected count less than 5. The minimum expected count is .94. 

b. 9 cells (64.3%) have expected count less than 5. The minimum expected count is .70. 

c. 6 ceils (50.0%) have expected count less than 5. The minimum expected count Is 2.10. 
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Meeting History * Group * Group Type 

Crosstab 

Count 

Group Type 
Group 

Total Group Type Face-to-Face Online Total 
Breast Cancer Meeting Less than a month 3 4 7 

History Less than 6 months 8 15 23 
Less than one year 5 8 13 
More than one year 29 12 41 

Total 45 39 84 
Diabetes Meeting Less than a month 8 5 13 

History Less than 6 months 18 9 27 
Less than one year 10 9 19 
More than one year 33 14 47 

Total 69 37 106 
Alzheimer caregivers Meeting Less than a month 1 14 15 

History Less than 6 months 6 7 13 
Less than one year 8 7 15 
More than one year 13 12 25 

Total 28 40 68 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 9.635a 3 .022 

Likelihood Ratio 9.844 3 .020 
Linear-by-Linear 
Association 7.153 1 .007 

N of Valid Cases 84 
Diabetes Pearson Chi-Square 1.942b 3 .584 

Likelihood Ratio 1.902 3 .593 
Linear-by-Linear 
Association .293 1 .588 

N of Valid Cases 106 
Alzheimer caregivers Pearson Chi-Square 9.633c 3 .022 

Likelihood Ratio 11.501 3 .009 
Linear-by-Linear 
Association 6.721 1 .010 

N of Valid Cases 68 
a. 2 cells (25.0%) have expected count less than 
b. 1 cells (12.5%) have expected count less than 
c. 0 cells (.0%) have expected count less than 5. 

5. The minimum expected count is 3.25. 
5. The minimum expected count is 4.54. 
The minimum expected count is 5.35. 
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Crosstab 

Count 

Grou 
Group Type Face-to-Face Online Total 
Breast Cancer Meeting Less than 30 minutes 3 3 

Length 30 minutes to 1 hour 1 8 9 
One hour 3 15 18 
More than one hour 41 13 54 

Total 45 39 84 
Diabetes Meeting Less than 30 minutes 2 2 

Length 30 minutes to 1 hour 8 7 15 
One hour 50 27 77 
More than one hour 11 1 12 

Total 69 37 106 
Alzheimer caregivers Meeting Less than 30 minutes 2 2 

Length 30 minutes to 1 hour 10 10 
One hour 13 21 34 
More than one hour 15 7 22 

Total 28 40 68 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 30.6913 3 .000 

Likelihood Ratio 33.912 3 .000 
Linear-by-Linear 
Association 25.493 1 .000 

N of Valid Cases 84 
Diabetes Pearson Chi-Square 8.373" 3 .039 

Likelihood Ratio 9.754 3 .021 
Linear-by-Linear 
Association 7.208 1 .007 

N of Valid Cases 106 
Alzheimer caregivers Pearson Chi-Square 15.145c 3 .002 

Likelihood Ratio 19.384 3 .000 
Linear-by-Linear 
Association 14.271 1 .000 

N of Valid Cases 68 
a. 4 ceils (50.0%) have expected count less than 5. 
b. 3 cells (37.5%) have expected count less than 5. 
c. 3 cells (37.5%) have expected count less than 5. 

The minimum expected count Is 1.39. 
The minimum expected count is .70. 
The minimum expected count is .82. 
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Crosstab 

Count 

Group Type 
Grou 

Total Group Type Face-to-Face Online Total 
Breast Cancer Useful None 1 1 

Information Very little 7 7 
Some 6 8 14 
An adequate amount 20 17 37 
All that I wanted 16 5 21 
More than I wanted 2 1 3 

Total 44 39 83 
Diabetes Useful Very little 3 3 6 

Information Some 8 17 25 
An adequate amount 36 11 47 
All that I wanted 18 5 23 
More than I wanted 2 1 3 

Total 67 37 104 
Alzheimer caregivers Useful None 1 1 2 

Information Very little 1 3 4 
Some 3 12 15 
An adequate amount 18 16 34 
All that I wanted 5 7 12 

Total 28 39 67 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 14.375® 5 .013 

Likelihood Ratio 17.718 5 .003 
Linear-by-Linear 
Association 12.298 1 .000 

N of Valid Cases 83 
Diabetes Pearson Chi-Square 16.978" 4 .002 

Likelihood Ratio 16.684 4 .002 
Linear-by-Linear 
Association 8.966 1 .003 

N of Valid Cases 104 
Alzheimer caregivers Pearson Chi-Square 5.185° 4 .269 

Likelihood Ratio 5.467 4 .243 
Linear-by-Linear 
Association 1.203 1 .273 

N of Valid Cases 67 
a. 6 cells (50.0%) have expected count less than 5. 
b. 4 cells (40.0%) have expected count less than 5. 
c. 4 cells (40.0%) have expected count less than 5. 

The minimum expected count Is .47. 
The minimum expected count is 1.07. 
The minimum expected count is .84. 



Joining Objective * Group * Group Type 
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Crosstab 

Count 

Grou P 
Group Type Face-to-Face Online Total 
Breast Cancer Joining to meet people 2 2 

Objective to gather information 14 12 26 
to associate with similar 

20 19 39 people 20 19 39 

for personal growth 4 3 7 
doctor's recommendation 2 2 
other 5 4 9 

Total 45 40 85 
Diabetes Joining to meet people 1 1 

Objective to gather information 51 8 59 
to associate with similar 

23 27 peopie 4 23 27 

curiosity 1 1 
for personal growth 5 1 6 
doctor's recommendation 6 2 8 
other 1 3 4 

Total 69 37 106 
Alzheimer caregivers Joining to gather information 16 24 40 

Objective to associate with similar 
8 12 20 peopie 8 12 20 

curiosity 1 1 
for personal growth 2 1 3 
doctor's recommendation 1 1 
other 2 1 3 

Total 28 40 68 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Breast Cancer Pearson Chi-Square 4.1548 5 .528 

Likelihood Ratio 5.685 5 .338 
Linear-by-Linear 
Association .194 1 .659 

N of Valid Cases 85 
Diabetes Pearson Chi-Square 46.999b 6 .000 

Likelihood Ratio 48.747 6 .000 
Lin ear-by-Lin ear 
Association 1.585 1 .208 

N of Valid Cases 106 
Alzheimer caregivers Pearson Chi-Square 3.044° 5 .693 

Likelihood Ratio 3.740 5 .587 
Linear-by-Linear 
Association .412 1 .521 

N of Valid Cases 68 

b. 9 ceils (64.3%) have expected count less than 5 

c. 8 cells (66.7%) have expected count less than 5. 

The minimum expected count Is .94. 

The minimum expected count is .35. 

The minimum expected count Is .41. 
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Group Statistics 

Std. Std. Error 
Group N Mean Deviation Mean 

Give/get information Face-to-Face 136 4.53 .74 6.34E-02 
Online 118 4.55 .75 6.87E-02 

Display emotion Face-to-Face 131 3.79 1.33 .12 
Online 118 4.12 1.26 .12 

Not feel threatened Face-to-Face 134 4.03 1.19 .10 
Online 118 4.11 1.25 .12 

Sense of belonging Face-to-Face 135 4.11 1.13 9.73E-02 
Online 118 4.14 1.16 .11 

Personal closeness Face-to-Face 135 3.53 1.32 .11 
Online 118 3.45 1.46 .13 

Anonymity Face-to-Face 132 1.76 1.09 9.51 E-02 
Online 117 Z71 1.41 .13 

Intimacy Face-to-Face 134 3.13 1.32 .11 
Online 117 3.56 1.25 .12 

Honest Face-to-Face 135 4.28 .94 8.05E-02 
Online 117 4.52 .90 8.29E-02 

Helpful Face-to-Face 135 4.42 .76 6.52E-02 
Online 117 4.49 .76 7.04E-02 

Express feelings Face-to-Face 134 4.13 1.07 9.28E-02 
Online 118 4.36 .98 9.05E-02 

Similarity to others Face-to-Face 135 4.31 .97 8.38E-02 
Online 115 4.57 .85 7.92E-02 

Not inhibited Face-to-Face 135 4.06 1.15 9.91 E-02 
Online 118 4.03 1.23 .11 

More control Face-to-Face 134 3.93 1.19 .10 
Online 118 3.88 1.06 9.79E-02 

More confidence Face-to-Face 134 3.97 1.07 9.23E-02 
Online 118 3.75 1.21 .11 

Reduce uncertainty Face-to-Face 134 4.11 1.01 8.71 E-02 
Online 118 4.24 .90 8.31 E-02 
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Independent Samples Test 

t-test for Equality of Means 

Sig. Mean 
t df (2-taiied) Difference 

Give/get information Equal vanances assumed -.229 252 .819 -2.14E-02 
Equal variances not 
assumed -.229 246.336 .819 -2.14E-02 

Display emotion Equal variances assumed -1.972 247 .050 -.32 
Equal variances not 
assumed -1.978 246.526 .049 -.32 

Not feel threatened Equal variances assumed -.522 250 .602 -8.03E-02 
Equal variances not 
assumed -.520 242.162 .603 -8.03E-02 

Sense of belonging Equal vanances assumed -.170 251 .865 -2.45E-02 
Equal variances not 
assumed -.169 244.588 .866 -2.45E-02 

Personal closeness Equal variances assumed .482 251 .630 8.42E-02 
Equal variances not 
assumed .478 237.953 .633 8.42E-02 

Anonymity Equal variances assumed -5.994 247 .000 -.95 
Equal variances not 
assumed -5.904 217.804 .000 • (0

 
U

l 

Intimacy Equal vanances assumed -Z587 249 .010 -.42 
Equal variances not 
assumed -2.596 247.371 .010 -.42 

Honest Equal variances assumed -2.070 250 .040 -.24 
Equal variances not 
assumed -Z076 247.480 .039 -.24 

Helpful Equal variances assumed -.677 250 .499 -6.50E-02 
Equal variances not 
assumed -.677 244.605 .499 -6.50E-02 

Express feelings Equal variances assumed -1.700 250 .090 -.22 
Equal variances not 
assumed -1.709 249.629 .089 -.22 

Similarity to others Equal variances assumed -2.180 248 .030 -.25 
Equal variances not 
assumed -Z204 247.846 .028 -.25 

Not inhibited Equal variances assumed .170 251 .865 Z54E-02 
Equal variances not 
assumed .169 241.543 .866 2.54E-02 

More control Equal variances assumed .360 250 .719 5.15E-02 
Equal variances not 
assumed .363 249.943 .717 5.15E-02 

More confidence Equal variances assumed 1.561 250 .120 22. 
Equal variances not 
assumed 1.548 234.940 .123 .22 

Reduce uncertainty Equal variances assumed -1.034 250 .302 -.13 
Equal variances not 
assumed -1.041 249.930 .299 -.13 
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Group N Mean 
Std. 

Deviation 
Std. Error 

Mean 
Give/get information Face-to-Face 44 4.75 .44 6.60E-02 

Online 39 4.69 .52 8.34E-02 
Display emotion Face-to-Face 44 4.48 .76 .11 

Online 39 4.41 1.04 .17 
Not feel threatened Face-to-Face 44 4.48 . .98 .15 

Online 39 4.36 1.06 .17 
Sense of belonging Face-to-Face 44 4.75 .53 8.05E-02 

Online 39 4.26 .94 .15 
Personal closeness Face-to-Face 43 4.44 .77 .12 

Online 39 3.54 1.50 .24 
Anonymity Face-to-Face 42 1.33 .79 .12 

Online 38 Z53 1.39 .23 
Intimacy Face-to-Face 43 3.74 1.14 .17 

Online 39 3.74 1.35 .22 
Honest Face-to-Face 44 4.48 .79 .12 

Online 38 4.84 .37 5.99E-02 
Helpful Face-to-Face 44 4.64 .53 8.02E-02 

Online 39 4.59 .72 .11 
Express feelings Face-to-Face 44 4.64 .61 9.25E-02 

Online 39 4.54 .68 .11 
Similarity to others Face-to-Face 44 4.75 .53 8.05E-02 

Onfine 39 4.74 .55 8.78E-02 
Not inhibited Face-to-Face 44 4.57 .70 .10 

Online 39 4.33 1.08 .17 
More control Face-to-Face 44 4.20 1.02 .15 

Online 39 3.95 1.19 .19 
More confidence Face-to-Face 43 4.37 .87 .13 

Online 39 3.64 1.31 .21 
Reduce uncertainty Face-to-Face 44 4.30 .90 .14 

Online 39 4.31 .89 .14 
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Independent Samples Test 

t-test for Equality of Means 

t df 
Sig. 

(2-tailed) 
Mean 

Difference 
Give/get information Equal variances assumed 

Equal variances not 
assumed 

.548 

.542 

81 

74.653 

.585 

.589 

5.77E-Q2 

5.77E-02 

Display emotion Equal variances assumed 
Equal variances not 
assumed 

.337 

.330 

81 

68.801 

.737 

.742 

6.70E-02 

6.70E-02 

Not feel threatened Equal variances assumed 
Equal variances not 
assumed 

.528 

.526 

81 

77.672 

.599 

.601 

.12 

.12 

Sense of belonging Equal variances assumed 
Equal variances not 
assumed 

2988 

2.897 

81 

58.670 

.004 

.005 

.49 

.49 

Personal closeness Equal variances assumed 
Equal variances not 
assumed 

3.479 

3.380 

80 

55.242 

.001 

.001 

.90 

.90 

Anonymity Equal variances assumed 
Equal variances not 
assumed 

-4.783 

-4.660 

78 

57.192 

.000 

.000 

-1.19 

-1.19 

Intimacy Equal variances assumed 
Equal variances not 
assumed 

.002 

.002 

80 

74.580 

.998 

.998 

5.96E-04 

5.96E-04 

Honest Equal variances assumed 
Equal variances not 
assumed 

-2604 

-2.731 

80 

62.772 

.011 

.008 

-.36 

-.36 

Helpful Equal variances assumed 
Equal variances not 
assumed 

.339 

.333 

81 

69.638 

.735 

.740 

4.66E-02 

4.66E-02 

Express feelings Equal variances assumed 
Equal variances not 
assumed 

.688 

.684 

81 

77.018 

.493 

.496 

9.79E-02 

9.79E-02 

Similarity to others Equal variances assumed 
Equal variances not 
assumed 

.054 

.054 

81 

79.229 

.957 

.957 

6.41E-03 

6.41 E-03 

Not inhibited Equal variances assumed 
Equal variances not 
assumed 

1.188 

1.158 

81 

63.327 

.238 

.251 

.23 

.23 

More control Equal variances assumed 
Equal variances not 
assumed 

1.052 

1.042 

81 

75.506 

.296 

.301 

.26 

.26 

More confidence Equal variances assumed 
Equal variances not 
assumed 

3.002 

2946 

80 

65.306 

.004 

.004 

.73 

.73 

Reduce uncertainty Equal variances assumed 
Equal variances not 
assumed 

-.062 

-.062 

81 

80.035 

.951 

.951 

-1.22E-02 

-1.22E-02 
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Group Statistics 

Std. Std. Error 
Group N Mean Deviation Mean 

Give/get information Face-to-Face 65 4.40 .88 .11 

Online 37 4.35 .75 .12 

Display emotion Face-to-Face 60 3.05 1.40 .18 

Online 37 3.84 1.36 .22 

Not feel threatened Face-to-Face 64 3.63 1.25 .16 

Online 37 3.86 1.25 .21 

Sense of belonging Face-to-Face 65 3.62 1,25 .15 

Online 37 3.84 1.40 .23 

Personal closeness Face-to-Face 65 2.77 1.22 .15 

Online 37 3.27 1.48 .24 

Anonymity Face-to-Face 65 Z08 1.12 .14 

Online 37 2.89 1.37 .23 

Intimacy Face-to-Face 64 Z59 1.18 .15 

Online 37 3.22 1.25 .21 

Honest Face-to-Face 64 4.05 1.03 .13 

Online 37 4.19 1.02 .17 

Helpful Face-to-Face 64 4.27 .82 .10 

Online 37 4.38 .76 .12 

Express feelings Face-to-Face 64 3.61 1.19 .15 

Online 37 4.03 1.14 .19 

Similarity to others Face-to-Face 64 3.94 1.14 .14 

Online 36 4.33 1.10 .18 

Not inhibited Face-to-Face 64 3.56 1.26 .16 

Online 37 3.78 1.25 .21 

More control Face-to-Face 63 3.67 1.26 .16 

Online 37 3.76 .95 .16 

More confidence Face-to-Face 64 3.56 1.11 .14 

Online 37 3.68 1.25 .21 

Reduce uncertainty Face-to-Face 64 3.86 1.10 .14 

Online 37 4.00 1.00 .16 
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Independent Samples Test 

t-test for Equality of Means 

t df 
Sig. 

(2-tailed) 
Mean 

Difference 
Give/get information Equal variances assumed 

Equal variances not 
assumed 

.282 

.295 

100 

84.871 

.778 

.769 

4.86E-Q2 

4.86E-02 

Display emotion Equal variances assumed 
Equal variances not 
assumed 

-2.724 

-2.739 

95 

77.682 

.008 

.008 

-.79 

-.79 

Not feel threatened Equal variances assumed 
Equal variances not 
assumed 

-.927 

-.928 

99 

75.416 

.356 

.356 

-.24 

-.24 

Sense of belonging Equal variances assumed 
Equal variances not 
assumed 

-.827 

-.801 

100 

67.826 

.410 

.426 

-.22 

-.22 

Personal closeness Equal variances assumed 
Equal variances not 
assumed 

-1.840 

-1.744 

100 

63.793 

.069 

.086 

-.50 

-.50 

Anonymity Equal variances assumed 
Equal variances not 
assumed 

-3.251 

-3.078 

100 

63.543 

.002 

.003 

-.81 

-.81 

Intimacy Equal variances assumed 
Equal variances not 
assumed 

-2.502 

-2.462 

99 

71.657 

.014 

.016 

-.62 

-.62 

Honest Equal variances assumed 
Equal variances not 
assumed 

-.671 

-.672 

99 

75.713 

.504 

.504 

-.14 

-.14 

Helpful Equal variances assumed 
Equal variances not 
assumed 

-.683 

-.698 

99 

80.274 

.496 

.487 

-.11 

-.11 

Express feelings Equal variances assumed 
Equal variances not 
assumed 

-1.724 

-1.743 

99 

77.845 

.088 

.085 

-.42 

-.42 

Similarity to others Equal variances assumed 
Equal variances not 
assumed 

-1.691 

-1.710 

98 

75.093 

.094 

.091 

-.40 

-.40 

Not inhibited Equal variances assumed 
Equal variances not 
assumed 

-.854 

-.855 

99 

75.680 

.395 

.395 

-.22 

-.22 

More control Equal variances assumed 
Equal variances not 
assumed 

-.376 

-.404 

98 

91.541 

.707 

.687 

-9.01 E-02 

-9.01 E-02 

More confidence Equal variances assumed 
Equal variances not 
assumed 

-.471 

-.457 

99 

68.323 

.638 

.649 

-.11 

-.11 

Reduce uncertainty Equal variances assumed 
Equal variances not 
assumed 

-.641 

-.657 

99 

81.055 

.523 

.513 

-.14 

-.14 
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Std. Std. Error 
Group N Mean Deviation Mean 

Give/get information Face-to-Face 27 4.48 .70 .13 

Online 39 4.59 .91 .15 
Display emotion Face-to-Face 27 4.33 1.07 .21 

Online 39 4.05 1.34 .21 
Not feel threatened Face-to-Face 26 4.27 1.04 .20 

Online 39 4.03 1.42 .23 
Sense of belonging Face-to-Face 26 4.27 1.00 .20 

Online 39 4.26 1.12 .18 
Personal closeness Face-to-Face 27 3.93 1.17 .23 

Online 39 3.54 1.47 .23 
Anonymity Face-to-Face 25 1.64 1.22 .24 

Online 39 2.67 1.51 .24 
Intimacy Face-to-Face 27 3.44 1.42 .27 

Online 38 3.66 1.15 .19 
Honest Face-to-Face 27 4.52 .80 .15 

Online 39 4.49 1.05 .17 
Helpful Face-to-Face 27 4.44 .85 .16 

Online 39 4.49 .82 .13 
Express feelings Face-to-Face 26 4.58 .76 .15 

Online 39 4.44 1.05 .17 
Similarity to others Face-to-Face 27 4.48 .75 .14 

Online 37 4.57 .83 .14 
Not inhibited Face-to-Face 27 4.41 1.01 .19 

Online 39 3.90 1.31 .21 
More control Face-to-Face 27 4.11 1.19 .23 

Online 39 3.92 1.06 .17 
More confidence Face-to-Face 27 4.30 .91 .18 

Online 39 3.87 1.10 .18 
Reduce uncertainty Face-to-Face 26 4.42 .81 .16 

Online 39 4.38 .78 .13 
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Independent Samples Test 

t-test for Equality of Means 

t df 
Sig. 

(2-taiied) 
Mean 

Difference 
Give/get information Equal variances assumed -.520 64 .605 -.11 

Equal variances not 
assumed -.546 63.212 .587 -.11 

Display emotion Equal variances assumed .911 64 .366 .28 
Equal variances not 
assumed .948 62.489 .347 .28 

Not feel threatened Equal variances assumed .748 63 .457 .24 
Equal variances not 
assumed .796 62.385 .429 .24 

Sense of belonging Equal variances assumed .047 63 .963 1.28E-02 
Equal variances not 
assumed .048 57.580 .962 1.28E-02 

Personal closeness Equal variances assumed 1.142 64 .258 .39 
Equal variances not 
assumed 1.189 62.554 .239 .39 

Anonymity Equal variances assumed -2.852 62 .006 -1.03 
Equal variances not 
assumed -2.988 58.582 .004 -1.03 

Intimacy Equal variances assumed -.669 63 .506 -.21 
Equal variances not 
assumed -.645 48.259 .522 -.21 

Honest Equal variances assumed .131 64 .896 3.13E-02 
Equal variances not 
assumed .137 63.284 .891 3.13E-02 

Helpful Equal variances assumed -.205 64 .838 -4.27E-02 
Equal variances not 
assumed -.204 55.005 .839 -4.27E-02 

Express feelings Equal variances assumed .591 63 .557 .14 
Equal variances not 
assumed .630 62.508 .531 .14 

Similarity to others Equal variances assumed -.424 62 .673 -8.61 E-02 
Equal variances not 
assumed -.431 59.172 .668 -8.61 E-02 

Not inhibited Equal variances assumed 1.698 64 .094 .51 
Equal variances not 
assumed 1.781 63.229 .080 .51 

More control Equal variances assumed .674 64 .503 .19 
Equal variances not 
assumed .660 51.840 .512 .19 

More confidence Equal variances assumed 1.645 64 .105 .42 
Equal variances not 
assumed 1.704 61.922 .093 .42 

Reduce uncertainty Equal variances assumed .192 63 .849 3.85E-02 
Equal variances not 
assumed .190 52.468 .850 3.85E-02 
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Std. Std. Error 
Group N Mean Deviation Mean 

Group importance Face-to-Face 45 62.98 8.20 1.22 
Online 40 60.90 12.13 1.92 

MOS Face-to-Face 44 89.66 20.82 3.14 
Online 36 81.81 20.30 3.38 

SF36 Face-to-Face 44 72.49 14.67 2.21 
Online 40 67.70 18.08 2.86 

CESD Face-to-Face 45 11.51 10.45 1.56 
Online 40 14.25 10.35 1.64 

HRQOL Face-to-Face 45 78.42 21.04 3.14 
Online 38 72.76 22.64 3.67 

KRANT2 Face-to-Face 45 9.18 2.41 .36 
Online 39 10.21 2.96 .47 

Independent Samples Test 

t-test for Equality of Means 

t df 
Sig. 

(2-taiied) 
Mean 

Difference 
Group Importance Equal variances assumed .934 83 .353 2.08 

Equal variances not 
assumed .913 67.256 .364 2.08 

MOS Equal variances assumed 1.697 78 .094 7.85 
Equal variances not 
assumed 1.702 75.603 .093 7.85 

SF36 Equal variances assumed 1.340 82 .184 4.80 
Equal variances not 
assumed 1.327 75.211 .188 4.80 

CESD Equal variances assumed -1.211 83 .229 -2.74 
Equal variances not 
assumed -1.212 82.014 .229 -2.74 

HRQOL Equal variances assumed 1.178 81 .242 5.66 
Equal variances not 
assumed 1.171 76.456 .245 5.66 

KRANTZ Equal variances assumed -1.755 82 .083 -1.03 
Equal variances not 
assumed -1730 73.265 .088 -1.03 
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Group N Mean 
Std. 

Deviation 
Std. Error 

Mean 
Group Importance Face-to-Face 

Online 
65 
37 

51.74 
57.32 

11.61 
10.12 

1.44 
1.66 

MOS Face-to-Face 
Online 

60 
36 

81.45 
73.81 

16.59 
24.04 

2.14 
4.01 

SF36 Face-to-Face 
Online 

68 
36 

68.72 
62.09 

16.32 
14.15 

1.98 
2.36 

CESD Face-to-Face 
Online 

66 
36 

11.41 
18.36 

7.16 
11.14 

.88 
1.86 

HRQOL Face-to-Face 
Online 

60 
36 

78.03 
62.45 

17.11 
22.49 

2.21 
3.75 

KRANTZ Face-to-Face 
Online 

66 
36 

8.53 
9.83 

3.66 
3.56 

.45 

.59 

Independent Samples Test 

t-test for Equality of Means 

t df 
Sig. 

(2-tai led) 
Mean 

Difference 
Group Importance Equal variances assumed 

Equal variances not 
assumed 

-2.445 

-2.539 

100 

83.684 

.016 

.013 

-5.59 

-5.59 

MOS Equal variances assumed 
Equal variances not 
assumed 

1.841 

1.682 

94 

55.181 

.069 

.098 

7.64 

7.64 

SF36 Equal variances assumed 
Equal variances not 
assumed 

2061 

2.154 

102 

80.706 

.042 

.034 

6.63 

6.63 

CESD Equal variances assumed 
Equal variances not 
assumed 

-3.830 

-3.383 

100 

51.171 

.000 

.001 

-6.95 

-6.95 

HRQOL Equal variances assumed 
Equal variances not 
assumed 

3.831 

3.581 

94 

59.287 

.000 

.001 

15.58 

15.58 

KRANTZ Equal variances assumed 
Equal variances not 
assumed 

-1.734 

-1.749 

100 

73.888 

.086 

.084 

-130 

-1.30 
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Group N Mean 
Std. 

Deviation 
Std. Error 

Mean 
Group Importance Face-to-Face 

Online 
27 
40 

60.85 
59.00 

10.13 
14.15 

1.95 
2.24 

MOS Face-to-Face 
Online 

29 
37 

81.17 
76.22 

18.26 
19.30 

3.39 
3.17 

SF36 Face-to-Face 
Online 

28 
38 

66.56 
68.72 

14.48 
15.79 

2.74 
2.56 

CESD Face-to-Face 
Online 

28 
40 

13.04 
15.63 

9.81 
10.39 

1.85 
1.64 

HRQOL Face-to-Face 
Online 

29 
37 

78.60 
74.18 

18.28 
20.13 

3.39 
3.31 

KRANTZ Face-to-Face 
Online 

28 
37 

8.61 
11.30 

3.39 
3.46 

.64 

.57 

Independent Si imples Test 

t-test for Equality of Means 

t df 
Sig. 

(2-tailed) 
Mean 

Difference 
Group Importance Equal variances assumed 

Equal variances not 
assumed 

.586 

.624 

65 

64.738 

.560 

.535 

1.85 

1.85 
MOS Equal variances assumed 

Equal variances not 
assumed 

1.060 

1.067 

64 

61.706 

.293 

.290 

4.96 

4.96 
SF36 Equal variances assumed 

Equal variances not 
assumed 

-.569 

-.577 

64 

60.915 

.571 

.566 

-2.16 

-2.16 
CESD Equal variances assumed 

Equal variances not 
assumed 

-1.035 

-1.045 

66 

60.292 

.305 

.300 

-2.59 

-2.59 
HRQOL Equal variances assumed 

Equal variances not 
assumed 

.921 

.932 

64 

62.565 

.361 

.355 

4.42 

4.42 
KRANTZ Equal variances assumed 

Equal variances not 
assumed 

-3.129 

-3.138 

63 

58.904 

.003 

.003 

-2.69 

-2.69 
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Case Processing Summary 

Cases 
Valid Missinq Total 

N Percent N Percent N Percent 
Effect* Group * Group 
Type 174 99.4% 1 .6% 175 100.0% 

Effect * Group * Group Type Crosstabulation 

Count 

Grou p 
Group Type Face-to-Face Online Total 
Breast Cancer Effect none 6 6 12 

positive 27 19 46 
negative 2 5 7 

Total 35 30 65 
Diabetes Effect none 5 6 11 

positive 24 26 50 
negative 1 1 2 

Total 30 33 63 
Alzheimer's caregivers Effect none 4 3 7 

positive 13 26 39 
Total 17 29 46 

Chi-Square Tests 

Group Type Value df 
Asymp. Sig. 

(2-sided) 
Exact Sig. 
(2-sided) 

; Exact Sig. 
(1-sided) 

Breast Cancer Pearson Chi-Square 2.306° 2 .316 
Likelihood Ratio 2342 2 .310 
Unear-by-Linear 
Association .364 1 .546 

N of Valid Cases 65 
Diabetes Pearson Chi-Square .028® 2 .986 

Likelihood Ratio .028 2 .986 
Unear-by-Linear 
Association .027 1 .868 

N of Valid Cases 63 
Alzheimer's caregivers Pearson Chi-Square 1.444d 1 .229 

Continuity Correction* .603 1 .437 
Likelihood Ratio 1.394 1 .238 
Fisher's Exact Test .397 .216 
Linear-by-Linear 
Association 1.413 1 .235 

N of Valid Cases 46 
a. Computed only for a 
b. 2 cells (33.3%) have 
c. 2 cells (33.3%) have 
cf. 2 cells (50.0%) have 

2x2 table 
expected count less than 5. The minimum expected count is 3.23. 
expected count less than 5. The minimum expected count is .95. 
expected count less than 5. The minimum expected count is 2.59. 
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