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ABSTRACT 

	Aims: Mental health disorders are a growing global crisis, disproportionately affecting vulnerable populations with limited access to care. In Zambia, services remain predominantly biomedical, under-resourced, and lacking formalized psychosocial interventions. Support groups, grounded in group psychotherapy and peer support theory, have shown promise in reducing symptom severity and improving quality of life. This study examined the impact of community‑based mental health support groups on clinical and functional outcomes within this context. Methods and Materials:  A prospective cohort design was used to examine the impact of community-based mental health support groups. A total of 263 participants from 21 groups were assessed at baseline and nine months using the AUDIT, PHQ-9, and WHOQOL-BREF. Non-parametric analyses and regression models were applied to evaluate changes in symptom severity and predictors of wellness outcomes.
Results: Symptom severity significantly decreased from baseline (M = 3.992, SD = 0.829) to follow-up (M = 2.209, SD = 1.691), with a large effect size (rrb = .888). Attendance correlated weakly but significantly with symptom reduction, while facilitator type showed minor associations with quality of life. Regression analysis identified symptom severity at follow-up as the strongest predictor of wellness outcomes. 
Structured support groups demonstrated therapeutic value in reducing distress and enhancing coping. Conclusion: Findings highlight the need for tailored interventions for individuals with persistent high severity and suggest that integrating support groups into primary care could strengthen Zambia’s mental health system, reduce stigma, and expand access to psychosocial support.
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1. INTRODUCTION 
The increasing impact of mental illness aggravated by imbalance in accessing quality care across vulnerable groups highlight a global health crisis, (Krausz et al., 2019; Chauhan et al., 2020). In the 2019 Global Burden of disease (GBD, 2022) the Institute of Health Metrics and Evaluation (IHME), estimated that 1 in every 8 people, or 970 million people around the world were living with a mental disorder, with anxiety and depressive disorders ranking as the most common while in 2020, it was estimated that close to 1 billion people globally were living with a mental disorder (WHO 2020). Specifically, mental health and substance use disorders remain the leading causes of disability globally, affecting approximately 450 million people (Vos et al., 2020; Uddin et al., 2019).	Comment by Ibrahim Dauda: report incidences of mental health disorders in Zambia I here the study target population would increase the quality of the background.
 
Mental health support groups are increasingly recognized as a vital component of holistic mental healthcare, particularly within low- and middle-income countries (LMICs) (Kohrt et al., 2018; Mabunda et al., 2022). These non-pharmacological interventions offer unique benefits by leveraging shared experiences, fostering social support networks, and reducing the isolation often associated with mental illness. Literature consistently highlights the promising effect of support groups on long-term positive outcomes such as improved quality of life, enhanced coping skills, reduced symptom severity, and decreased rates of hospital readmissions (Markowitz, 2015; Smit et al., 2023; Worrall et al., 2018). By providing a structured, empathetic environment where individuals can share recovery strategies, support groups serve as a critical, cost-effective adjunct or alternative to traditional clinical treatments, which often prioritize pharmacological interventions (Huhn et al., 2014; Rangel et al., 2025). The success of these groups in promoting recovery and sustaining effectiveness underscores the importance of community-based approaches in strengthening overall mental health systems (Goedendorp et al., 2017; Munakampe, 2020).
Despite their proven effectiveness globally, the implementation and advocacy for non-pharmacological interventions in Zambia remain poorly developed. Mental health services within the country primarily focus on biological treatments, leading to comprehensive 2022 Treatment Guidelines for Mental Disorders and 2022 Mental Health Nursing Protocols centered around medication management. Conversely, existing mental health facilities in Zambia often do not formally operate or provide structured support groups for mental health patients, leaving a significant gap in the continuum of care (Munakampe, 2020). This gap is compounded by pervasive mental health stigma within Zambian communities (Milanzi et al 2023; Bansal et al., 2025), which frequently acts as a substantial barrier, hindering individuals from accessing available services or even acknowledging their conditions (Fendt-Newlin et al., 2019; Kohrt et al., 2018). 
Given the clear bias toward pharmacological approaches and the absence of formal support group structures presented a rigorously need to investigate the potential impact and experiences of participants in support groups that might exist informally and through non-governmental organizations. Understanding how these groups influence illness prognosis and wellness in a local context provides the necessary evidence base to advocate for their formal integration into national mental healthcare protocols as advocated by Musanje et al., (2025). The lack of accessible, destigmatized, community-oriented interventions like support groups means that many individuals may not achieve optimal long-term recovery outcomes. In this study, we address this significant gap in the Zambian mental health landscape. 
2. material and methods 
2.1 Study Design
This study employed a prospective cohort design using a predictive correlational quantitative research approach. The design was selected to enable examination of temporal relationships between baseline characteristics, facilitator competence ratings, and participant outcomes over a 9‑month period. The prospective nature of the study allowed for observation of changes in symptom severity and quality of life while minimizing recall bias.
2.2 Participants 
Participants were recruited from 21 support groups linked to community-based mental health and substance use services. Eligibility criteria included being aged 18 years or older, having a documented diagnosis of substance use disorder, depression, or anxiety, and willingness to participate in both baseline and follow‑up assessments. Recruitment procedures adhered to established ethical standards, and written informed consent was obtained from all participants prior to enrolment. Participants were informed of their right to discontinue at any given time for whatever reasons and would not discriminated. Due to drop outs, our sample reduced from 489 to 263 participants that completed both the baseline and follow-up assessment. The sample reflected the typical clinical profile of service users within the participating groups, with the majority presenting with co‑occurring mental health and substance use challenges. The sample was predominantly male 69% (184 respondents) and less than 25 years of age 71% (186 respondents). 119 Respondents (45%) were attending the support groups on account of alcohol and substance use disorders while 31% (82 participants) attended for depression and 24% (62 respondents) attended for anxiety.
2.3 Data Collection Procedures	Comment by Ibrahim Dauda: name the instrument, author and date for it publication.
report scale used to measure each of the instruments.
report psychometric support for validity and reliability 
Data were collected at two time points: at baseline (T1) and at a 9‑month follow‑up (T2). Trained research assistants administered a structured questionnaire during both assessment periods. The questionnaire captured sociodemographic characteristics including age, gender, primary diagnosis; service engagement indicators including session attendance logs extracted from program records and facilitator competence assessed using a newly developed Likert‑scale instrument designed to measure participants’ perceptions of facilitator skill, clarity, empathy, and consistency. 
In addition to these variables, validated psychometric instruments were administered to assess clinical and functional outcomes including the Patient Health Questionnaire‑9 (PHQ‑9): a widely used measure of depressive symptom severity and the WHO Quality of Life – BREF (WHOQOL‑BREF): assessing physical, psychological, social, and environmental domains of quality of life. All instruments were administered in their standard formats, and scoring procedures followed published guidelines.
2.4 Data Management and Statistical Analysis
Data were entered, cleaned, and analyzed using IBM SPSS Statistics (version 21). Descriptive statistics were computed to summarize participant characteristics and baseline measures while associations between facilitator competence, symptom severity, and quality‑of‑life outcomes, were calculated using the Pearson’s correlation coefficients. we further explored these relationships using linear regression analyses, with follow‑up PHQ‑9 and WHOQOL‑BREF scores entered as dependent variables and baseline characteristics, attendance, and facilitator competence ratings included as predictor variables. Statistical significance was set at p < .05.
2.5 Ethical Considerations
Ethical approval for the study was obtained from the Blue University of Excellence Research Ethics Committee. All procedures complied with the ethical principles outlined in the Declaration of Helsinki. Participant confidentiality was maintained through anonymized data handling and secure storage of all research materials.

3. results and discussion
Table 1 Paired Samples T-Test
	Measure 1
	 
	Measure 2
	W
	z
	df
	p
	Rank-Biserial Correlation
	SE Rank-Biserial Correlation

	Severity at baseline
	
	-
	
	Severity at 9 Months
	
	23576.000
	
	11.496
	
	
	
	< .001
	
	0.888
	
	0.077
	

	

	Note.  Wilcoxon signed-rank test.


Table 1 revealed a significant decrease in symptom severity from baseline (M = 3.992, SD = 0.829) to the 9-month follow-up (M = 2.209, SD = 1.691). Due to significant deviations from normality observed in the Shapiro-Wilk tests for both measurements (p < .001), a non-parametric Wilcoxon signed-rank test was utilized. The results indicated a highly statistically significant reduction in symptom severity after 9 months (Z = 11.496, p < .001). The large rank-biserial correlation (rrb = 0.888) suggests a strong effect of the support group intervention.

Table 2 Pearson correlation between variables 
	Variable
	1
	2
	3
	4
	5
	6

	1. Severity at Baseline
	—
	
	
	
	
	

	2. Severity at 9 Months
	.124*
	—
	
	
	
	

	3. Session Attendance
	-.043
	-.226***
	—
	
	
	

	4. WHOQOL-BREF at 9 Months
	.075
	-.375***
	.084
	—
	
	

	5. Facilitators’ Competence
	.045
	-.064
	.033
	.138*
	—
	

	6. Nature of facilitator
	-.090
	.080
	-.122*
	-.159**
	.301***
	—



Table 2 presents the Pearson Product-Moment Correlation showing the linear relationships between demographic and disorder prognosis variables. Notably, attendance was found to have a significant, though weak negative correlation with severity at 9 months (r = -0.226, p < .001), suggesting that higher attendance levels are associated with slightly lower severity scores and vice versa. This supports the hypothesis that participation in mental health support groups may improve clinical outcomes. A similar significant, weak negative correlation was observed between the quality of life measured using the WHOQOL-BREF at 9 months and the nature of the facilitator (r = -0.301, p < .001), indicating a minor association between the type of facilitator and perceived quality of life. Conversely, facilitator competence was found to have a significant, weak positive correlation with the nature of the facilitator (r = 0.138, *p < .01), implying that specific types of facilitators may be perceived as more competent by support group participants. The findings suggest that while some associations exist, the relationships are generally modest in strength, which is common in studies involving human behavior and self-reported measures.

Table 3 regression analysis coefficients
	Model
	 
	Unstandardized
	Standard Error
	Standardizedᵃ
	T
	p

	M₀
	
	(Intercept)
	
	65.935
	
	1.038
	
	
	
	63.523
	
	< .001
	

	M₁
	
	(Intercept)
	
	63.594
	
	7.263
	
	
	
	8.756
	
	< .001
	

	 
	
	Attendance
	
	-0.128
	
	2.098
	
	-0.004
	
	-0.061
	
	0.951
	

	 
	
	Facilitator Competence
	
	3.670
	
	1.932
	
	0.108
	
	1.900
	
	0.059
	

	 
	
	Severity Baseline (3)
	
	-0.470
	
	6.619
	
	
	
	-0.071
	
	0.943
	

	 
	
	Severity Baseline (4)
	
	2.754
	
	6.555
	
	
	
	0.420
	
	0.675
	

	 
	
	Severity Baseline (5)
	
	4.077
	
	6.591
	
	
	
	0.618
	
	0.537
	

	 
	
	Severity 9M (1)
	
	0.272
	
	3.139
	
	
	
	0.087
	
	0.931
	

	 
	
	Severity 9M (2)
	
	0.840
	
	2.886
	
	
	
	0.291
	
	0.771
	

	 
	
	Severity 9M (3)
	
	-7.731
	
	3.397
	
	
	
	-2.276
	
	0.024
	

	 
	
	Severity 9M (4)
	
	-12.270
	
	3.369
	
	
	
	-3.642
	
	< .001
	

	 
	
	Severity 9M (5)
	
	-18.691
	
	3.395
	
	
	
	-5.505
	
	< .001
	

	



The multiple regression analysis in table 3 demonstrated that while severity of the mental disorder at baseline and attendance at support group sessions did not significantly influence the quality of life measured at 9 months using the WHOQOL-BREF, the severity of the mental disorder at 9 months was a potent predictor. Specifically, individuals experiencing higher levels of severity at 9 months (levels 3, 4, and 5) reported significantly worse outcomes. Specifically, attendance’s unstandardized coefficient was (-0.128, SE = 2.098, p = 0.951) indicating no significant effect. Similarly, facilitator’s competence unstandardized coefficient of (3.670, SE = 1.932 and p-value of 0.059 above the alpha =0.05 threshold, had no statistically robust impact. On the contrary, the severity of the disorders after the 9-month mark, specifically categories 3, 4 and 5 had strong, highly significant negative coefficients (-7.731), (-12.270), and (-18.691)   respectively with p-values all (<.001) indicating that the most significant factor determining the prognosis appears to be the severity of the condition itself at the time of measurement, rather than the level of engagement with the support group intervention as measured by these specific variables. These findings imply that the intervention, as measured by attendance and facilitator competence, may not be sufficient to mitigate the long-term impact of the condition's severity. Future research and clinical practice should focus on developing more intensive or tailored interventions for individuals who continue to experience high severity levels after the 9 months to improve their quality of life outcomes.

3.1 Symptom Reduction Over Time
The significant reduction in symptom severity from baseline to the nine‑month follow‑up, supported by a large effect size (rrb = .888), suggests that participation in the support group intervention was associated with substantial clinical improvement. This aligns with extensive evidence showing that group‑based psychosocial interventions can meaningfully reduce symptoms of common mental disorders (Burlingame & Strauss, 2021; Worrall et al., 2018). Peer‑led and community‑based interventions have similarly demonstrated effectiveness in low‑resource settings, where shared lived experience and social cohesion enhance therapeutic engagement (Kohrt et al., 2018; Smit et al., 2023).
The observed improvement is also consistent with research indicating that structured group interventions such as interpersonal psychotherapy groups can facilitate emotional processing, social support, and adaptive coping, leading to symptom reduction (Musanje et al., 2025). Moreover, the findings resonate with global evidence that scalable, non‑specialist‑delivered interventions can be effective when appropriately adapted to local contexts (Rangel et al., 2025; Mabunda et al., 2022).
However, the magnitude of improvement observed in this study is notably larger than that reported in some meta‑analyses of peer support interventions, which often find small to moderate effects (Shorey & Chua, 2023; Lyons et al., 2021). This discrepancy may reflect contextual factors such as cultural relevance, group cohesion, or the severity profile of participants at baseline.
3.2 Correlational Findings: Attendance, Facilitator Characteristics, and Outcomes
The weak but significant negative correlation between attendance and symptom severity at nine months suggests that more consistent participation may contribute to better outcomes. This aligns with prior studies showing that engagement and session attendance are modest but reliable predictors of clinical improvement in group‑based interventions (Phalen et al., 2020; Saunders et al., 2019). Support groups often rely on continuity and repeated exposure to therapeutic processes, which may explain why even small increases in attendance can have cumulative benefits (Goedendorp et al., 2017).
Similarly, the weak negative correlation between facilitator type and quality of life suggests that certain facilitator backgrounds may be associated with slightly better participant experiences. This finding is consistent with literature emphasizing the importance of facilitator qualities such as empathy, cultural competence, and lived experience in shaping group dynamics and perceived support (Sutton et al., 2017; King & Simmons, 2023). Peer facilitators, for example, are often perceived as more relatable and less hierarchical, which can enhance trust and engagement (Simmons et al., 2020).
The weak positive correlation between facilitator competence and facilitator type further suggests that participants may attribute higher competence to certain facilitator categories. This is consistent with research showing that facilitator training, role clarity, and supervision influence perceived competence and group effectiveness (Pedersen et al., 2021; Sanchez‑Moscona & Eiroa‑Orosa, 2021). However, the modest strength of these correlations reflects the complexity of human behavior and self‑report measures, where multiple unmeasured factors such as personality, group cohesion, or external stressors may influence outcomes.
3.3 Regression Findings: Severity as the Dominant Predictor of Quality of Life
The regression analysis revealed that neither attendance nor facilitator competence significantly predicted quality of life at nine months. Instead, the severity of the mental disorder at nine months emerged as the strongest predictor, with higher severity levels associated with markedly poorer quality of life. This finding is consistent with global evidence showing that symptom severity is one of the most robust determinants of functional outcomes and well‑being (Vos et al., 2020; WHO, 2021). Persistent or severe symptoms often impair social functioning, productivity, and physical health, thereby reducing overall quality of life regardless of intervention exposure.
The lack of significant effects for attendance and facilitator competence contrasts with some prior studies that have found these variables to be meaningful predictors of outcomes (Worrall et al., 2018; Smit et al., 2023). However, other research suggests that while support groups can reduce symptoms, their impact on broader quality‑of‑life domains may be limited, especially for individuals with chronic or severe mental health conditions (Markowitz, 2015; Lee et al., 2016). This aligns with the present findings, indicating that support groups alone may not be sufficient to overcome the entrenched effects of high symptom severity.
Furthermore, studies in low‑resource settings emphasize that structural barriers such as poverty, stigma, and limited access to specialized care can constrain the long‑term impact of psychosocial interventions (Munakampe, 2020; Bansal et al., 2025). Thus, even when attendance is high and facilitators are competent, external factors may limit improvements in quality of life.
3.4 Implications for Practice and Future Research
The findings suggest that while support groups can significantly reduce symptom severity, their ability to improve long‑term quality of life may be constrained for individuals with persistent high severity. This underscores the need for: more intensive or tailored interventions for participants with severe or treatment‑resistant symptoms, such as stepped‑care models or adjunctive psychotherapy (Huhn et al., 2014). Enhanced facilitator training, particularly in managing complex cases and adapting interventions to diverse participant needs (Delisle et al., 2016; Pedersen et al., 2021). Integration of support groups into broader mental health systems, ensuring referral pathways, continuity of care, and access to specialist services (Kohrt et al., 2018; Krausz et al., 2019) and culturally adapted approaches, which have been shown to improve engagement and outcomes in low‑ and middle‑income countries (Fendt‑Newlin et al., 2019; Mabunda et al., 2022).
4. Conclusion
This study demonstrated that participation in mental health support groups was associated with a substantial reduction in symptom severity over a nine‑month period, indicating that group‑based psychosocial interventions can play a meaningful role in improving mental health outcomes. Although attendance and facilitator competence showed weak correlations with symptom severity and quality of life, the regression analysis revealed that the most powerful determinant of quality of life at nine months was the severity of the mental disorder at that time. These findings suggest that while support groups contribute to symptom improvement, their capacity to influence broader quality‑of‑life outcomes may be limited for individuals who continue to experience high levels of severity. This underscores the need for more intensive, tailored, or multi‑component interventions for participants with persistent or severe symptoms. Overall, the results align with global evidence supporting the value of community‑based and peer‑supported mental health interventions, while also highlighting the structural and clinical limitations that must be addressed to optimize long‑term outcomes. Future research should explore moderators of intervention effectiveness, such as group cohesion, facilitator style, and participant motivation, as well as structural determinants that may influence quality‑of‑life outcomes.
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