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Anxiety disorders are highly prevalent and are associ-
ated with a marked impairment in quality of life and a
huge economic cost to society. Unfortunately, a consid-
erable number of people who struggle with anxiety do
not seek or receive adequate treatment. Self-help inter-
ventions have been proposed to constitute a relatively
cheap, effective, efficient, and low-threshold interven-
tion for anxiety disorders. This paper offers a critical
discussion of their advantages and disadvantages and
the evidence for their effectiveness. We conclude that
guided self-help can play a major role in mental health
care for patients with anxiety disorders. However, sev-
eral research questions need to be answered before
broad-scale dissemination is possible. The Internet will
continue to play a prominent role in the further devel-
opment of this field of research and clinical practice.

Introduction

Anxiety disorders are highly prevalent, affecting approxi-
mately one in six people during their lifetime and one in
eight during 1 year [1,2]. These disorders are associated
with a marked impairment in the quality of life of patients
and their relatives [3,4] and incur huge economic costs [5].
A Dutch population study estimated the cost of anxiety
disorders in a population of 1 million to be approximately
$500 million per year [6].

Despite the availability of effective psychological and
pharmacologic treatments for anxiety disorders, a con-
siderable number of people suffering from anxiety do not
seek any professional help [7,8]. Furthermore, those who
do seek treatment are frequently confronted with long
waiting periods and often are not provided with evidence-
based treatments [9]. Thus, it is important to develop
evidence-based and cost effective treatments that are eas-

ily accessible for patients and that take up as little time of
therapists and researchers as possible [10¢].

Self-help interventions to constitute such an interven-
tion have been proposed. In this paper, we will address
the nature and different types of self-help interventions
and will provide a critical discussion of the available
evidence for their effectiveness and their advantages and
disadvantages.

What is a Self-help Intervention?

A self-help intervention can be defined as a psychological
treatment in which the patient takes home a standardized
psychological treatment protocol and works through it
more or less independently. This protocol involves a guide
that describes the steps that the patient can take in order
to apply a generally accepted psychological treatment to
himself or herself. The standardized psychological treat-
ment protocol can be written down in book form, but
it also can be available through other media, such as a
personal computer, CD-ROM, television, video, or the
Internet. Contacts with therapists are not necessary for
the patient to complete the therapy. If the protocol does
entail contacts with a therapist, these contacts are only
supportive or facilitative in nature and are not aimed at
developing a traditional relationship between therapist
and patient. Instead, any contact is aimed at providing
support and, if necessary, added explanation for working
through the standardized psychological treatment. Con-
tacts with therapists can be provided through personal
contact, by telephone, by e-mail, or by any other available
means of communication.

Other terms that have been used for self-help inter-
ventions include minimal contact psychotherapy [11],
bibliotherapy [12,13] and self-administered psychotherapy
or treatment [14-16]. Self-help interventions have been
developed for a variety of disorders and problems, including
problem drinking, anxieties, lack of social skills, migraine,
eating disorders, smoking, sexual dysfunction, and insom-
nia [13,17,18]. Most self-help interventions for anxiety
disorders are based on cognitive-behavioral techniques,
such as exposure, cognitive restructuring, and applied
relaxation. Cognitive-behavioral interventions represent
current state-of-the-art treatment for anxiety disorders,
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as they have been shown to be effective and often superior
to other modes of treatment for anxiety disorders in large
numbers of well-designed randomized studies and meta-
analyses [19,20]. A far more pragmatic reason for choosing
cognitive-behavioral techniques is the fact that these tech-
niques tend to be very straightforward and therefore can
be readily broken up into relatively easy steps, as opposed
to most other common psychological interventions, such as
psychodynamic or interpersonal therapies.

Different Types of Self-help Interventions
Self-help interventions can be delivered in a variety of dif-
ferent formats and settings. Although not exhaustive, the
following major types of self-help can be distinguished:

¢ Unguided self-help. First, many self-help books can
be bought in a bookstore by anyone who thinks
they may be of benefit. There is no professional
or paraprofessional support, and the “patient”
can discontinue “treatment” anytime he or she
chooses. It also is possible to deliver unguided self-
help through the Internet or through stand-alone
personal computer programs.

o Self-help as partial replacement of face-to-face
therapy. Self-help interventions also can be used
as part of a regular treatment. For example, a
therapist providing face-to-face treatment can
give a patient a self-help book in order to speed
up the treatment process or to give the patient the
opportunity to learn the principles of the therapy
outside therapy. The patient also could receive a
palmtop computer as part of a regular treatment,
in which the palmtop is used to prompt the patient
to practice one of the therapy components. It also
often happens that a therapist advises the patient
to buy a self-help book on a related problem, such
as a sleep problem or a mild alcohol problem that
is not the focus of the therapy but does interfere
with the patient’s functioning.

e Self-help as an independent intervention. Self-help
can be delivered as an independent intervention.
Usually, there is some support from a professional
or paraprofessional in this type of intervention.
Many studies that have focused on the effective-
ness and efficacy of self-help interventions have
chosen this format. In these studies, the patient
receives a self-help book and works through it
independently while a professional or paraprofes-
sional has contact with the patient by telephone
at regular times. These contacts are brief and are
not aimed at developing a traditional relationship
between patient and therapist. Instead, contacts
are aimed primarily at providing added explana-
tion about the method when necessary and at

supporting and stimulating the patient to continue
the treatment. In recent years, the Internet has
grown more and more important as a medium

for delivering guided and independent self-help
treatments. We will describe these developments in
more detail subsequently.

Most research has focused on this third type of self-
help, as it constitutes an independent minimal-contact
intervention that might be used as an alternative to psy-
chotherapy or medication. Therefore, our discussion of
the usefulness of self-help for the treatment of anxiety
will focus primarily on this type of intervention.

Common Components of Self-help
Interventions for Anxiety Disorders

Although the exact contents of self-help interventions dif-
fer for each intervention, several components are used in
most interventions:

¢ Psychoeducation. Information on anxiety disorders,
what they are, what causes them, the vicious cycle
that perpetuates anxiety, and what can be done
about it is part of most self-help interventions.

e Relaxation. Although the effects of relaxation
techniques on anxiety probably are not very
strong, except in generalized anxiety disorder, the
opportunity to learn these techniques is very much
appreciated by many patients. Several systematic
relaxation techniques are available, with applied
relaxation (originally developed by Ost [21] in
1986) being the most widely used. With these
techniques, the patient learns to relax his or her
body systematically and then to relax while enter-
ing anxious situations.

¢ Graded exposure. The principle of exposure is that
the patient makes a hierarchy of situations that are
increasingly anxious. The patient enters into the
situation that is somewhat frightening and remains
there until the anxiety diminishes and disappears.
Then a more frightening situation is chosen and
the procedure is repeated until the anxiety has
disappeared completely. Exposure has been proven
to be highly effective in all phobias (agoraphobia,
social phobia, and specific phobias) and also is
often incorporated into self-help for obsessive-
compulsive disorder.

e Cognitive restructuring. The basic idea of cogni-
tive restructuring is that anxiety disorders are
caused by dysfunctional cognitions. In cognitive
restructuring, the patient tries to discover which
dysfunctional cognitions related to anxiety he
or she has. Then the patient registers in which
situations the cognitions exist and how they can be
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challenged and changed in such a way that they do
not stimulate the anxiety.

e Anxiety management and other techniques.
Several other smaller techniques often are used in
self-help approaches, including positive self-talk,
imaginary exposure, contraconditioning, and sys-
tematic positive stimulation when an assignment
has been conducted. These smaller techniques
often are presented as anxiety management
together with elements of cognitive restructuring,
relaxation, and exposure.

Effects of Self-help Interventions

on Anxiety Disorders

The first randomized controlled studies examining the
effects of self-help interventions on anxiety disorders
date from the late 1960s and early 1970s [22,23]. Since
then, several dozen controlled and comparative studies
have been conducted. In the most recent and largest meta-
analysis, conducted by Hirai and Clum [10e], 33 studies
were included. The standardized effect size (Cohen’s d) as
compared with wait list conditions was 0.68 (95% CI =
0.57 ~ 0.79), indicating a moderate to large effect. This
finding is in concordance with findings from earlier meta-
analyses [24,25]. The meta-analysis by Hirai and Clum
[10¢] also examined different characteristics of the studies
and whether these were related to the effect size. No indi-
cation was found that the effect size was related to type
of anxiety disorder, although most research was aimed
at panic, social anxiety disorder, and phobias, whereas
few studies examined patients with generalized anxiety
disorder and post-traumatic stress disorder. Furthermore,
no differences in effect sizes were found among clinical,
community, and college student samples; for studies in
which a diagnostic interview was used to determine the
presence of an anxiety disorder compared with studies in
which only self-report measures were used; between stud-
ies that provided professional or paraprofessional support
versus unguided self-help; or for studies in which writ-
ten materials were used compared with studies in which
audio/video or computerized materials were used. Only
one factor was found to be related to effect size: estimates
of effect size were larger when self-report measures were
used (mean d = 0.75; 95% CI = 0.63 ~ 0.87) as compared
with clinician-rated measures (mean d = 0.17; 95% CI =
0.03 ~ 0.31).

With regard to relative effectiveness, this meta-analy-
sis showed that self-help treatments were less effective
than face-to-face treatments (standardized difference for
all studies was d =-0.42; 95% CI =-0.62 ~-0.22). How-
ever, this difference was only significant for studies in
which unguided self-help was provided (d = —0.62; 95%
CI=-0.86 ~-0.49). Studies in which regular support was
given during the self-help treatment did not significantly
differ from face-to-face therapies (d = -0.11; 95% CI =

-0.42 ~ -0.20). The mean effect size for this type of self-
help intervention was 0.68 (95% CI = 0.54 ~ 0.83).

Internet-based Self-help for Anxiety Disorders
In recent years, more and more self-help treatments
have become available through the Internet. Since 2001,
a considerable number of randomized controlled and
comparative trials examining the effects of Web-based
self-help interventions have been published, and most of
these were published after 2005 [26-31]. This rapidly
growing research area reflects the possibilities of the
Internet for researching and implementing Web-based
self-help interventions. The Internet facilitates the imple-
mentation of self-help interventions, it provides various
options to make the intervention more appealing (by add-
ing graphics, audio, and video), it facilitates the inclusion
of self-report questionnaires, and it can provide direct
(automated) feedback about the results to participants.
Furthermore, the Internet greatly simplifies the process
of effect research, as data collection can be conducted
automatically through the Internet. In the next few years,
it is expected that the exponential growth in the number
of trials on Internet self-help will continue. Recently, an
international organization of researchers examining the
effects of self-help interventions was founded [32]. In a
recent meta-analysis, the effects of Internet-based self-
help interventions for mood and anxiety symptoms were
examined [33e]. Twelve studies, with a total of 2334
subjects, were included in this meta-analysis, and seven
of them focused on subjects with anxiety disorders. The
overall mean effect (Cohen’s d) of the studies on anxiety
was 0.96 (95% CI = 0.69 ~ 1.22), which can be consid-
ered a large effect. This meta-analysis also made it clear
that some form of guidance or support is very important
in Web-based self-help. The mean effect size for studies
in which no support was given was 0.26 (95% CI = 0.08
~ 0.44), which is considered small, whereas the studies in
which some form of support was given resulted in a large
mean effect size of 1.00 (95% CI = 0.75 ~ 1.24).

Advantages of Self-help Interventions
One obvious advantage of self-help treatments is that
they may save therapist time. In the previous paragraph,
we discussed findings demonstrating the effectiveness of
self-help interventions. However, some form of guidance
does seem necessary in order to optimize treatment effect,
as unguided self-help interventions are significantly less
effective than face-to-face treatments. Self-help treatment
with regular support has demonstrated effectiveness, with
no significant differences in effect size when compared
with face-to-face treatments.

In light of these findings, it is only logical that clini-
cians and researchers frequently have suggested that
self-help treatments should be implemented in stepped care
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approaches to the treatment of anxiety disorders [24,34]. In
a stepped care approach, patients are provided with a low-
cost intervention in the first steps, with more intensive and
costly interventions reserved for those insufficiently helped
by the initial intervention [8]. Stepped care models repre-
sent attempts to maximize the effectiveness and efficiency
of decisions about allocation of resources in therapy. Not
all patients need the same type and intensity of interven-
tion, and for some, self-help interventions (with the support
of a trained paraprofessional) may be sufficiently successful
in reducing anxiety. When self-help proves to be insuffi-
ciently effective for a particular patient, a more intensive
treatment can be offered, such as a standardized individual
treatment by a highly trained professional therapist [35,36].
Although guided self-help interventions undoubtedly are
not successful for every patient, the available research find-
ings suggest that there are many patients for whom self-help
interventions are sufficient to treat their problems success-
fully. Therefore, self-help interventions seem to be a good
candidate for a first step in a stepped care intervention for
anxiety disorders. If a self-help intervention does not result
in satisfactory relief of anxiety, a more intensive interven-
tion such as a face-to-face or pharmacologic treatment can
be advised.

Another advantage of self-help interventions is that it
may be possible to reach populations with anxiety disor-
ders who cannot be reached with other, more traditional
forms of treatment. Population-based research has shown
that approximately 60% of patients with anxiety disor-
ders do not receive any treatment at all [7,37]. There are
several reasons why patients with anxiety disorders do
not seek professional help [38], including fear of stigma,
prejudices about therapists, lack of willingness to talk to
strangers about personal problems, or physical obstacles
such as walking problems or long distances. Help-seeking
in patients suffering from anxiety also may be complicated
by disorder-related aspects. Anxiety disorders tend to be
characterized by high levels of avoidance of those situa-
tions that provoke anxiety. Treatment almost inevitably
entails a confrontation with (an aspect of) the feared stim-
ulus. For example, patients with social anxiety disorder
often are reluctant to seek help because avoiding contact
with other people is part of their disorder. In summary, as
a large group of people with anxiety for whatever reason
seem reluctant to seek professional help for their problems
in a common mental health care setting, it is highly likely
that a subgroup of patients actually prefer to follow a less
stigmatizing and low-threshold self-help—based interven-
tion. Another reason patients do not receive professional
help is that professionals, such as general practitioners,
often do not recognize the disorder or have had negative
experiences with mental health care settings in the past
(eg, extensive waiting periods for treatment) and therefore
are reluctant to refer patients to mental health care.

It may be possible to reach a segment of this population
with self-help interventions. Internet-based interventions

are especially interesting for this population, as contact
with professionals and researchers often can be kept to a
minimum. Several studies have shown that Internet-based
treatments are very effective in the treatment of anxiety
disorders [33¢,39-42].

Self-help therapies may have several other advantages.
They may reduce waiting lists, allow patients to work at
their own pace, abolish the need to schedule appointments
with a therapist, save traveling time, reduce the stigma of
going to a therapist, and ease help for the hard of hear-
ing, as self-help treatments typically work more with
visual than auditory information [43]. When self-help
is delivered through a personal computer, it has several
more advantages. For example, computer-guided self-help
can quickly and automatically report patient progress and
self-ratings and may be programmed to enhance patients’
motivation by presenting a wide range of attractive
audiovisual information with voices giving instructions
in whichever gender, age, accent, language, and perhaps
game format the client prefers [43].

Disadvantages and Dangers

The evidence presented so far speaks for the immediate
and widespread implementation of guided self-help inter-
ventions for anxiety disorders. However, there are always
two sides to any coin, and self-help treatments are no
exception. This paragraph points out disadvantages and
dangers to the implementation of self-help treatments.
One important danger involves the lack of appropriate
diagnostic procedures when patients start working with a
self-help book (or Internet program) without the involve-
ment of a professional therapist. Without proper diagnosis,
patients may start with a self-help treatment targeted at a
particular mental disorder despite the fact that they actu-
ally suffer from another mental disorder or possibly do
not suffer from any mental disorder whatsoever. Anxiety
symptoms may be transitory and a normal part of reacting
to life’s stresses. More importantly, anxiety symptoms can
be produced by somatic causes such as hyperthyroidism.
Therefore, people may mistakenly involve themselves in a
particular self-help intervention when another treatment
may be more appropriate. Another risk is that patients
do not apply the treatment in an appropriate fashion.
These risks could entail a waste of time and energy for the
participant, but this might also result in the aggravation
rather than the amelioration of symptoms.

Another important danger of using self-help interven-
tions (without professional guidance) is that the patient
might not succeed in finishing the therapy. For example,
in an early study, it was found that only 50% of those
who started with a bibliotherapy program for phobia fin-
ished it [44]. A more recent study shows that open access
to a website for affective disorders often results in drop-
out rates of greater than 50% [33e]. Although there are
no indications that the dropout rates are higher in self-
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help interventions in which personal guidance is provided
than in traditional psychotherapies, dropout rates are
considerably higher for Internet therapy and in self-help
treatments without professional involvement. However, it
should be noted that the concept of dropout is difficult to
define within the context of unguided self-help treatments
and open-access websites. In fact, within this context, it
may constitute a completely different phenomenon than
“true” dropout in traditional psychotherapy.

One could argue that working through a self-help
intervention and dropping out early will not do any harm
to the patient. However, it is possible that this will have
negative effects. For example, not succeeding in working
through the intervention may be another disappoint-
ment that strengthens feelings of helplessness and a lack
of mastery, which in turn may exacerbate symptoms of
depression and anxiety. Furthermore, it may be possible
that a patient dropping out of a self-help cognitive-behav-
ioral intervention will then be reluctant to accept a
face-to-face cognitive-behavioral intervention because it
is based on the same principles as the therapy that did not
work for him or her.

Computer-aided self-help interventions may have other
disadvantages [43]. Technophobia may prevent patients
from using them: no computer program is equipped to
answer all possible questions users may ask, it can’t detect
subtle nonverbal and verbal clues to clients’ misunder-
standings, it may stimulate clients to cherry-pick from a
range of homework options presented, and not all clients
regard computer interventions as acceptable [43].

Whether self-help has negative consequences is an
empirical question, and as far as we know, this has not
been examined in empirical research. Before definite
conclusions can be drawn, we need research to examine
these questions. However, in light of the current state
of knowledge, it does seem clear that guided self-help
in which baseline symptomatology and progress during
treatment are well monitored should be preferred over
unguided self-help. Also, in light of the potentially harm-
ful effects described in this section, it should be advised
that self-help books and unguided self-help websites offer
a straightforward account of the dangers of early dropout
and guidelines for those who do choose to discontinue the
self-help intervention.

Discussion and Future Directions
In light of the available evidence, there is no doubt that
guided self-help can play a major role in mental health care
for patients with anxiety disorders. There is ample research
showing that it is effective and that it is feasible and accept-
able to patients. The Internet will play a major role in the
further development and research of guided self-help in this
area and definitely will speed up the developments.
However, there are several research questions that
have to be answered before broad-scale dissemination

is possible. Very little is known about the patients who
may benefit from self-help. It is clear that many patients
consider self-help interventions (through a book, through
the Internet, or through other media) to be an acceptable
alternative to face-to-face treatments. On the other hand,
it seems obvious that there also are many patients for
whom self-help is not an acceptable alternative to more
traditional treatments. However, we lack the knowledge
to appropriately distinguish these two groups of patients.

Another issue that has yet to be properly addressed is
the amount of therapist time needed to optimize self-help
interventions. Research in this area has clearly shown that
no guidance results in considerably smaller effects than
traditional psychotherapy and that guided self-help is as
effective as face-to-face treatments. However, this does not
answer the question as to the minimal amount of therapist
time needed for a self-help intervention to be effective.

A similar topic is the amount of experience and
expertise needed to optimize guided self-help interven-
tions. Although a direct comparison between guidance
by psychotherapists and guidance by paraprofessionals or
students has not been made in a randomized controlled
trial, self-help is coached by students and preregistra-
tion nurses in several studies, and results suggest that the
amount of experience of those delivering or coaching the
treatment does not constitute a decisive factor in treat-
ment effectiveness (eg, [43]).

A topic of concern that is often voiced by professional
therapists is the possible replacement of existing trained
psychotherapists by simple self-help protocols, for if self-
help is as effective as traditional face-to-face treatment,
why not apply it to all patients and abolish the more time-
consuming and costly face-to-face treatments altogether?
However, this is a very unlikely development. First of
all, the sheer number of patients with anxiety and other
common mental disorders is so high that the demand
for professional help probably will always exceed the
potential of existent mental health care settings. Self-help
treatments probably will help a large subgroup of people
who otherwise would receive no treatment whatsoever
for their ailment. In many countries there is a shortage of
well-trained cognitive-behavioral psychotherapists, and
waiting lists are not an uncommon phenomenon.

Probably the best way to implement self-help inter-
ventions in routine care is as one step in stepped care
interventions [45,46].

Limitations

In this article, we tried to present a comprehensive over-
view of self-help interventions for anxiety disorders. We
did not have sufficient space to present details of self-help
for specific disorders or to differentiate between interven-
tions for patients with formal diagnoses and participants
who score above the cutoff score on a self-report measure.
For a comprehensive review on self-help and minimal-
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contact therapies for specific anxiety disorders, the reader
may wish to consult the review by Newman et al. [47]
that was published in 2003.

Our review is also limited by the currently available
evidence, with several research questions still not being
answered adequately. For example, the long-term effects
of self-help are not yet very clear, and it is not known who
prefers to receive a (guided) self-help intervention instead
of a traditional treatment and who does not. As indicated
earlier, guided self-help may be best implemented through
stepped care interventions. Whether this is actually a
good approach is not yet very clear.

Conclusions

Self-help treatments have been developed and tested in
dozens of studies over almost 40 years. This research
has clearly shown that self-help for anxiety disorders is
effective, feasible, and acceptable for many patients. Fur-
thermore, self-help interventions may play an important
role in providing effective treatment to a large proportion
of people suffering from anxiety who are not adequately
treated. It is time to start implementing self-help treatment
in routine practice and to fulfill the promise of self-help
treatments in reducing the disease burden of anxiety dis-
orders in the population.
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