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ABSTRACT 
People in recovery from substance use disorders seek peer 
support through online health communities like InThe-
Rooms.com (ITR). This community provides the unique op-
portunity to study video-mediated health peer support online, 
as it hosts over 100 weekly video meetings for fellowships 
like Alcoholics Anonymous (AA). We describe two syner-
gistic investigations of participants’ use, perceptions, and 
tensions around video meetings on ITR: an online question-
naire, and in-depth interviews with active site members. We 
discuss four themes that may be important to other peer-sup-
port health communities: opportunities for video-mediated 
support, synergy with face-to-face contact, challenge of 
transparency of norms, and the importance of constructive 
moderation.  
Author Keywords 
Online health community; peer support; recovery; twelve-
step fellowship; video-mediated communication. 
ACM CLASSIFICATION KEYWORDS 
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INTRODUCTION 
People rely on online health communities to exchange infor-
mation, receive and provide support, and find a social net-
work of others with the same condition. According to a 2014 
Pew Internet report, 40% of U.S. adult Internet users have 
sought or given advice about a chronic health condition 
online [10]. Peer support received in online health commu-
nities has been shown to provide benefits for people facing 
health conditions [13]. Users of these groups can communi-
cate with each other via available communication tools like 
forum posts, emails, chats, etc. whenever they need support 
or information regarding their specific health condition. 
CSCW researchers have been interested in exploring chal-

lenges and opportunities for design in these online peer sup-
port groups for people with physical or mental health condi-
tions, like cancer, autism, smoking, overeating, alcohol or 
other drug addictions, etc. (e.g., [21,32,41,55,57]). We con-
tribute to this body of work, expanding our understanding of 
the role of online peer support in recovery from substance 
use disorders and exploring new channels for support in this 
domain. 

Substance use disorders are characterized by the condition of 
clinically significant impairment caused by extensive use of 
alcohol or other drugs. According to a study by Substance 
Abuse and Mental Health Services Administration 
(SAMHSA), more than 23.5 million Americans abused drug 
and alcohol in 2009, which is more than nine percent of the 
population over the age of 12 [1]. These disorders are a med-
ical condition which is estimated to cost the United States 
$223.5 billion per year [1]. Substance use disorders are prev-
alent, high-impact health conditions, but there is always hope 
for recovery. Common treatments to support initial absti-
nence and prevent subsequent relapses are detox and hospi-
tal/treatment center intervention with professional-led after-
care programs. However, after this initial treatment (gener-
ally, 1-6 months) patients typically rely on one or more 
maintenance programs such as replacement therapy, cogni-
tive behavioral therapy (CBT), SMART recovery, or a 12-
step program for long-term recovery [27]. Twelve-step fel-
lowships (such as Alcoholics Anonymous and Narcotics 
Anonymous) have been shown to be equally effective as 
other maintenance approaches [48], but have the benefit of 
being free of cost and widely available anywhere in the 
world. AA and NA focus on providing face-to-face (f2f) 
meetings where people share and provide support. However, 
it is only recently that this approach has been expanded to 
online communities. Online 12-step fellowships use a num-
ber of unique peer-support practices to reach and help each 
other. Understanding how technology is used by these 
groups can inform other peer support health communities as 
well. 

One example of innovation in online communities for recov-
ery from substance use disorders is the use of video-mediated 
meetings for peer-led synchronous social support. In this pa-
per we investigate these meetings through two synergistic in-
vestigations: 
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x Questionnaire distributed to members of this online 
community to understand how video-mediated meetings 
fit into their support ecosystem. 

x In-depth interviews with active members of this online 
community to understand their lived experience with 
online meetings and how they manage inherent tensions 
involved in this style of recovery. 

Previous CSCW health support community investigations 
have focused on text-based support (e.g., [33,57,68]). Clini-
cal communities have examined video-based support in the 
past, but only as part of professionally-delivered clinical in-
terventions (e.g., [35–38,43]). However online recovery 
communities are unique in that they provide us with the op-
portunity to investigate synchronous video-mediated peer 
support in a naturalistic context. We aim to understand the 
role of this video-mediated peer support and identify under-
lying tensions in this type of communication to inform de-
sign of other peer support health communities. 

We begin by situating our work in the context of previous 
research on online health communities, peer support for sub-
stance use disorders, and video-mediated synchronous com-
munication. Next, we describe the specific online commu-
nity that is the setting for our investigations, as well as out-
line the situating quantitative characteristics of this commu-
nity. Then, we discuss the methods and results of two syner-
gistic investigations, including five vital tensions inherent in 
synchronous communication in this community. We con-
clude with a discussion connecting this work to key CSCW 
themes and by providing implications for other online peer-
support communities. 
RELATED WORK 
In this research, we build on the significant body of work 
regarding how people find peer support in online health com-
munities. We discuss this body of work and the new perspec-
tives that our study offers by focusing specifically on remote 
synchronous video-mediated peer-support for recovery from 
substance use disorders. 
Online Peer-Support Health Communities 
Dedicated online peer-support health communities are im-
portant because people may not be comfortable discussing 
health conditions on general-purpose social networking sites 
[45]. There have been many investigations of online peer-
support health communities focused on issues as diverse as 
weight loss [41], cancer [14], and infertility [61]. Such com-
munities may provide participants with information and 
trustworthy advice (e.g., [56]), as well as social support, 
friendship, and encouragement (e.g., [17,33]). However, 
there are also a number of common challenges as some of 
these communities struggle to maintain active engagement 
[40], find a good balance between those who provide support 
and those who receive it [50], negotiate divergent viewpoints 
and models of the condition in question [34], and maintain 
members’ privacy [51]. One limitation of this corpus is that 

the majority of this diverse body of work has focused on text-
based forums, chat rooms, or discussion boards. We build on 
this diverse body of work by considering many of the same 
underlying threads of anonymity, self-disclosure, identity, 
and mutual support in the unique context of online recovery 
from substance use disorders. Additionally, this work fo-
cuses on synchronous video-based peer support groups—a 
technology that has not been explored yet in other online 
peer-support health community in a naturalistic context. 
Peer Support in Recovery for Substance Use Disorders 
Substance use disorders are viewed as a chronic condition 
and a continued maintenance program is recommended for 
sustained recovery [53]. Unlike other chronic health condi-
tions, peer support is not just a meta-activity for people in 
recovery from substance use but is rather viewed a first-order 
activity in continued recovery [24,62]. The most common 
long-term maintenance programs in the United States are 
twelve-step based peer-support programs such as Alcoholics 
Anonymous (AA) and Narcotics Anonymous (NA) [19,48]. 
Synchronous peer support received in 12-step meetings and 
through one-on-one communication with one’s recovery 
sponsor are key activities for sustained recovery [58]. His-
torically, these activities have been conducted face-to-face, 
however recent work point to the potential for technology to 
augment and expand access to this form of support. 

For example, several investigations have examined how 
online forums can provide a venue for discussion and support 
individual abstinence from nicotine [68], opioids [32], and 
alcohol [9,57]. Most of these investigations have focused on 
predicting continued participation and self-reported absti-
nence based on specific linguistic features of the partici-
pants’ posts in the community. In clinical domains, several 
computer-based interventions have been considered for 
providing information, targeted feedback, or access to coun-
seling to supplement traditional interventions (e.g., 
[5,11,20]). These investigations typically focus on clinician-
led programs and examine efficacy outcomes. None of these 
investigations address why people turn to computer-based 
interventions and online forums, or how they view online re-
covery. 

Only three studies have looked at recovering people’s per-
ceptions of the role of technology in how they recover and 
connect with their support networks. In the first study, 
Campbell and Kelley showed that members of AA value mo-
bile phones as a way of connecting with each other outside 
of meetings [7]. In a second study, participants who used So-
berDiary—a mobile sensing system to track relapse—found 
that technology could provide an objective way of legitimiz-
ing their initial efforts to remain sober [60,67]. However, this 
study did not consider the role of technology in long-term 
abstinence and recovery. The third study showed that 12-step 
group members use a variety of technologies including 
phone, video-chat, and messaging technologies to augment 
face-to-face meeting attendance [65]. All three of these stud-
ies point to the continued importance of the 12-step meeting 



as a primary venue of recovery, but none investigated per-
ceptions or role of synchronous online 12-step meetings in 
individual recovery. While remote synchronous meetings us-
ing a telephone conference system have been available to 
members of 12-step programs for decades (e.g., [69]) and via 
video-chat more recently, there has been no scholarly work 
examining member participation in synchronous online 
meetings.  
Remote Synchronous Communication 
The field of CSCW has explored synchronous computer-me-
diated communication tools throughout its history. Much of 
this work has focused on the use of video-chat and novel syn-
chronous communication technologies in the workplace 
(e.g., [6,59]) and home (e.g. [3,26,66]). In the health and 
wellness domain, CSCW explorations of synchronous re-
mote communication tools have mostly focused on collabo-
rations between medical professionals (e.g., [42]) and pa-
tient-doctor telemedicine consultations (e.g., [30]). Simi-
larly, related fields outside of CSCW have generally focused 
on telemedicine and remote professional counseling interac-
tions when considering the role of remote synchronous com-
munication in health and wellness (e.g. [2,8]). Though the 
role of remote synchronous peer support has remained 
largely unexamined in CSCW, implications from these other 
contexts sensitized us to potential challenges for video-me-
diated peer support, for example: people are less trusting 
over video-chat [4]; people are more likely to give riskier ad-
vice [30]; joint attention is difficult [47]; and misbehavior is 
common in anonymous video-chat [64].  

Outside of CSCW, two sets of investigations have consid-
ered the potential efficacy of video-based support interven-
tions. One set of video-based investigations delivered the 
Healthy Relationships behavioral intervention to a group of 
women living with HIV [35–37]. Another video-based inter-
vention examined the deployment of a 10-session manual-
guided psychosocial support group for caregivers of older 
adults with neurodegenerative disease [38,43]. Both of these 
investigations found clinical benefits of such social support 
interventions deployed over video-chat. Our investigation 
contributes to this body of work but differs in three important 
ways. First of all, we are able to examine video-based social 
support in a naturalistic long-term context rather than as a 
short-term controlled intervention. Second, both of these in-
vestigations involved interventions that were delivered by a 
trained professional, whereas this investigation is able to pro-
vide insight on entirely peer-led support (thus, highlighting a 
different set of social support issues). Third,12-step pro-
grams are an exceptional cultural context [63], worthy of in-
vestigation in their own right. This context can provide 
unique insight, for example, our participants are able to ex-
plicitly compare in-person and video-chat meetings (the ma-
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jority having tried both). These differences allow us to con-
sider the novel perspectives that video-based 12-step meet-
ings can offer regarding video-based peer support. 
INTHEROOMS.COM 
InTheRooms.com1 (ITR) is the largest online community for 
recovering addicts, and their friends and families, hosting 
over 398 thousand members. This is a free public social net-
working site focused on connecting people in recovery and 
others affected by substance use disorders with peer support. 
Like other online communities, the ITR platform provides 
many features for social communication like profiles, wall 
posts, status updates, private messaging, instant messaging, 
blogs, discussion boards, and more. However, it also pro-
vides a unique mechanism for hosting and attending video-
mediated peer support groups and meetings. ITR hosts more 
than 100 video meeting groups at regularly scheduled weekly 
times. These meeting span 18 recovery fellowships (e.g., 
AA, NA, Al-Anon, etc.). Each meeting is led by a chairper-
son (a volunteer peer) who selects the topic and readings for 
each (typically) 60-minute meeting and guides others in shar-
ing their stories. Figure 1 shows the interface of an in-pro-
gress 12-step video meeting. 

In order to learn more about this website and its users, we 
created a timed web crawling framework to scrape data from 
ITR throughout a period of three months (February 2016 to 
April 2016). While the full discussion of this process and 
findings is outside of the scope of this paper, some parts of 
this process are important to situate our work. We collected 
a list of online users (as pseudonyms) every hour, a list of 
meeting attendees and chairpersons for every online video 
meeting, and users’ profile information. During the three-
month data collection period, 16,452 different users accessed 
the website. These users’ profiles revealed that these partici-
pants were more likely to be women, with 57% of those who 
revealed their gender reporting being female (overall statis-
tics: 39% female, 29% male, 32% unspecified). They were 
likely to be middle-aged (M=46, SD=13.6). Participants self-
reported an average of 7.4 years (SD=9.3) in continuous re-
covery. We were able to gather meeting attendance data for 
1,142 total meetings in the three-month period. Of the 16,452 
users who accessed ITR during the study, 5,508 (33%) at-
tended in at least one video meeting. On average, each meet-
ing had 99 audience participants (SD=39). For each person 
who attended at least one meeting, the average number of 
meetings attended in the three-month period was 8 
(SD=19.33). This situating quantitative process provided us 
with the context to conduct our mixed-methods and qualita-
tive investigations of online video meetings. 

There are two reasons why this is a community of interest to 
CSCW researchers. First, this community is a source of sen-
sitized participants who are able to discuss and articulate 



core topics, such as enacting anonymity, forming and main-
taining strong tie support networks, and group self-organiza-
tion around the sociotechnical issues of privacy, enforcing 
social norms, and more. Second, this is the first opportunity 
to study active video-mediated peer support meetings in an 
online health community in a naturalistic (rather than clinical 
intervention) setting. Understanding video-mediated meet-
ing practices in this community can inform the design of 
technologies in other health contexts.  
ETHICAL CONSIDERATIONS 
Recovery from substance use is a personal and private un-
dertaking for most people and we took steps to consider the 
ethical implications of our work and to protect the rights of 
ITR users. All research activity on this project was reviewed 
and approved by our university IRB as an investigation 
where potential benefits of the scientific work outweighed 
the risks to the participants. The approval covered three 
phases. 

First, in order to scrape basic quantitative characteristics of 
website use (described above), we created an account 
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marked as a research account and unaffiliated with any fel-
lowship. We confirmed that such scraping activity did not 
violate terms of service. ITR meetings are considered public 
online spaces since they are listed as “open” meetings (i.e., 
which may be attended by non-members as observers2). 
Since personal anonymity is part of the site’s terms of service 
(i.e., users are not to reveal their full names or phone num-
bers in public sections of the site, such as profiles or 
usernames), we were able to collect lists of pseudonymous 
usernames and timestamps for specific activities of interest 
without asking for informed consent from each site user (as 
that would have been impractical). 

Second, we worked with the ITR website founders and own-
ers to reach out directly to ITR users with a questionnaire. A 
link to the questionnaire was distributed as a paid banner ad-
vertisement on the ITR homepage for one month, as well as 
advertised in the weekly ITR newsletter with a message from 
the researchers explaining that we were interested in learning 
more about the role of technology in recovery. All users who 
completed the questionnaire, viewed and responded to an 

 
Figure 1. The Interface and Key Features of an InTheRooms.com Online 12-step Meeting 

 



online informed consent form, but documentation of in-
formed consent was waived in order to preserve participant 
anonymity. 

Third, we reached out to potential interview participants via 
email or on-site private message. Participants were provided 
with the opportunity to volunteer to be interviewed over 
phone or Skype with a broad solicitation to share their expe-
rience on ITR with a researcher. All participants viewed and 
verbally consented to an informed consent form, though 
again, documentation of informed consent was waived in or-
der to preserve anonymity. All interviews were audio rec-
orded only with the participant’s permission. 
TWO SYNERGISTIC INVESTIGATIONS 
In order to understand how video-based online 12-step meet-
ings are used by recovery communities, we conducted two 
synergistic investigations: an online questionnaire to under-
stand how video meetings fit into the participants’ recovery 
ecosystems and an in-depth interview study to understand the 
lived experience and inherent tensions experienced by the 
participants of these online meetings. Both of these investi-
gations focus on understanding participant perceptions of 
their naturalistic experience on ITR, rather than as feedback 
on a targeted intervention. 
STUDY 1: ONLINE QUESTIONNAIRE OF ITR USERS 
Previous studies have pointed out community worries about 
how video-mediated meetings may affect commitment to re-
covery and in-person meeting attendance [65]. ITR provides 
an excellent opportunity to investigate how online meeting 
may fit into the participants’ other recovery activity, as well 
as provide initial insight as to why they chose to attend (or 
not attend) online meetings. We conducted an online ques-
tionnaire to answer the following research questions: 

x RQ1: How do ITR users combine online and f2f 12-step 
meeting attendance in their recovery? 

x RQ2: What characteristics differentiate participants 
who currently attend online only, attend f2f only, or at-
tend both types of meetings? 

Methods 
We designed and deployed an online questionnaire to under-
stand how ITR users combined online and f2f meetings.  

Recruitment & Procedure 
As discussed earlier, a link to the questionnaire was distrib-
uted as a paid banner advertisement on the ITR homepage 
for one month, as well as advertised in the weekly ITR news-
letter. Participants were asked to complete a 10-minute ques-
tionnaire about their recovery. The survey included the fol-
lowing information requests: 

x Basic demographic information 
x Recovery history, including self-reported continuous 

clean/sober time 
x Commitment to recovery as measured by a modified 7-

item AAI (Alcoholics Anonymous Involvement) scale 
[23] (modification converted the word “alcohol” to the 
phrase “alcohol / drugs / my problem behavior”). 

x F2f and online meeting attendance frequency 
x Perceptions of one’s anonymity in (f2f, online, or both) 

meetings measured using a 5-item scale (included as an 
online appendix) 

We also included an opportunity for the survey taker to share 
additional contact information if they were willing to be in-
terviewed over phone or Skype about their experience. 

Overall, 285 members of ITR completed the entire question-
naire (another 100 started but did not complete the question-
naire). The age (M=49, SD=11.5) gender (61% F, 39% M), 
and geographic (72% from US and 28% from 15 other coun-
tries) breakdown of the participants was similar to the site 
use demographics scraped in the situating quantitative inves-
tigation. Survey participants had an average of 8.5 years of 
recovery time (SD=9.5 years), which also seems consistent 
with scraped data. 

Limitations 
While the ITR questionnaire allowed us to answer some im-
portant questions about the role of online meetings in partic-
ipants’ recovery, this method also had inherent limitations.  
As with all questionnaires, there was a self-selection bias to 
the participants who chose to respond. For example, respond-
ents with strong opinions were more likely to want to partic-
ipate, whereas respondents earlier or less confident in their 

 Only f2f Meeting 
N=64 

Only Online 
N=43 

Both 
N=148 

Age M = 49.7 (SD = 9.8) M = 56.21 (SD = 11.3) M = 56.54 (SD = 9.05) 
Gender (%F, %M) 68% F, 32% M  65% F, 35% M 56% F, 44% M 
Involvement Score (out of  40, higher 
score = greater involvement) 

M = 32.5 (SD = 4.1) M = 34.5 (SD = 4.7) M = 32.9 (SD = 3.5) 

Years in Recovery M = 12.2 (SD = 12.3) M = 7.7 (SD = 10) M = 8.3 (SD = 9.5) 
Self Anonymity Score in Group (out of 25, 
higher score = greater anonymity) 

M = 15.6 (SD = 6) M = 19.1 (SD = 5.6) F2f Online 
M = 14.6 (SD = 6.1) M = 18.6 (SD = 6.7) 

Number of meetings per month M = 15 (SD = 14.63) M = 19 (SD = 18) M = 10 (SD = 7.5) M = 17 (SD = 17.7) 
Table 1. Statistics of Meeting Attendees from Survey 

 



recovery may have chosen not to respond. Since our ques-
tionnaire and most of ITR meetings are in English, most of 
our participants were from the United States, Canada, or 
Western Europe, thus limiting our potential for cross-cultural 
insights. Additionally, the ITR website is an existing com-
munity which people use in a naturalistic setting as they see 
fit, rather than a controlled clinical intervention. Therefore, 
while we list self-reported continuous recovery time for each 
participant, these should not be interpreted as outcome vari-
ables of a controlled intervention, since a number of con-
founding factors likely affect both meeting attendance and 
recovery time (e.g., disorder severity, commitment to recov-
ery, etc.).  
Results 
Our survey results revealed three types of ITR participants: 
those who currently attend f2f meetings only (22%), those 
who currently attend online meetings only (15%), and those 
who attend both types of meetings (52%).3 Since only 15% 
of people exclusively attend online meetings, it was im-
portant to understand how and why ITR participants made 
use of both online and f2f recovery meetings.  Table 1 pre-
sents the descriptive statistics for each type of meeting at-
tendee on several key characteristics. Figure 2 provides 
meeting attendance statistics for each of the three types of 
ITR participants. We report the outcome statistic of average 
self-reported continuous recovery time for each group, which 
is highest (12.2 years) for people who only attend f2f meet-
ings and lowest for people who attend only online ones (7.7 
years). However, given that these are high averages with 
large variability, and a number of confounding variables 
(e.g., ability to drive, severity of condition), we recommend 
continued quantitative investigation of the efficacy of online 
meetings.  

We do not conduct statistical hypothesis testing since this 
work was exploratory and not driven by a priori hypotheses. 
However, it does suggest some possible hypotheses for fu-
ture exploration:  

                                                           
3 These should not be interpreted as the relative proportions 
of these behaviors in the general population. Our population 

x People who attend online meetings may be more likely 
to be new to recovery (but not younger in age). 

x People who attend only online meetings may have an 
increased chance of relapse (as they report less time in 
continuous recovery). 

x Participants are more likely to remain more anonymous 
in online meetings than in f2f meetings (which echo 
other studies of online anonymity (e.g., [46,49])) 

x People who attend both online and f2f meetings may at-
tend more meetings total per month than people who 
specialize and attend only one type of meeting. 

We asked people who have attended at least one meeting 
online and f2f about the perceived usefulness of each meet-
ing type. Figure 3 reveals a distribution of responses where 
the mode describes the two types of meetings as equally 
helpful, though a greater number of participants describe 
online meetings as less helpful than f2f meetings. 

Given that f2f meetings are still seen as an important part of 
people’s recovery, we also provided a free response field to 
allow people who did not attend these meeting regularly to 
share their reasons. On the questionnaire, 60 people men-
tioned that they no longer attend f2f meetings at all and 38 
mentioned that they were temporarily unable to attend meet-
ings. We conducted an inductive analysis to cluster the pro-
vided reasons into categories. The most common reasons 
were: 

x Lack of transportation (30% of the 98 participants), 
x Health problems and/or disability (19%), 
x Work scheduled during meeting times (12%) 

Other reasons were less common and included lack of child-
care (5%), disliking the people in local f2f meetings (8%), 
and philosophical disagreements with local 12-step ap-
proaches (9%). Clearly, online meetings filled an important 
gap for these participants, allowing them access to recovery 

was ITR users. People who use ITR are more likely to do so 
in order to attend online meetings. 

 
Figure 2. Statistics of meeting attendance for each type of attendees 
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options that otherwise would not have been available to 
them.  

Our finding suggested that online meetings served an im-
portant role in the recovery of the participants we surveyed. 
This lies in contrast to previous work which suggests that 12-
step members are wary of video-mediated and online meet-
ing participation [65]. To understand the lived experience of 
online recovery among ITR members, we conducted an in-
depth interviewing investigation. 
STUDY 2: IN-DEPTH INTERVIEWS WITH ITR MEMBERS 
To understand the lived experience of ITR members and the 
role that video-mediated meetings play in their recovery, we 
conducted in-depth interviews with influential members of 
ITR. We aimed to answer the following research questions:  

x RQ1: What tensions do participants face in their expe-
riences of meeting attendance? 

x RQ2: What strategies do they appropriate to address 
these tensions?  

Methods 
We conducted in-depth semi-structured phone/video-chat in-
terviews with fourteen members of ITR. We describe the par-
ticipants, procedure, analysis, and limitations below. 

Participants 
We followed an “abductive” qualitative sampling approach, 
by selectively reaching out to participants who may have in-
teresting perspectives on online recovery [44]. Reasons for 
selecting a potential participant included: 

1. Recent active participation in f2f meetings (from re-
sponses on study 1 questionnaire) 

2. Specific characteristics of ITR participation determined 
from the preliminary quantitative analysis, such as fre-
quent online activity, large number of ITR friends, and 
recent participation or chairing of an ITR meeting. 

Our goal was to be able to gather a diverse set of perspectives 
on online meetings and we actively sought divergent view-
points on online recovery through this selective recruitment 
process. Table 2 provides a description of the participants 
and the selection criteria for each participant. We continued 

recruiting participants until deemed that we had reached data 
saturation on the specific topic of interest. 

Procedure 
We reached out to potential participants via private message 
on ITR, email, or by phone. Potential participants were re-
ferred to the previous research activity of our group on ITR 
(the questionnaire and associated newsletter post) and asked 
to volunteer to be interviewed about “how to improve online 
recovery communities” and “how places like ITR.com can 
help people in recovery.” Eleven of the interviews were con-
ducted via video-chat and the other three via phone (based 
on participant preferences). All interviews were audio rec-
orded with participants’ permission. Interviews were each 
conducted by one of the two investigators, following a com-
mon protocol. Each interview lasted between 40 and 110 
minutes with an average of 53 minutes. Interviews were 
open-ended, prompting participants to share personal narra-
tives about their online recovery. Participants’ time was 
compensated with a $25 gift card. 

Analysis 
We transcribed all interviews and analyzed the transcripts us-
ing an inductive data-driven approach [31,54]. Analysis con-
sisted of two passes. In the first pass we generated open 
codes (over 1,500 total) to capture diverse individual view-
points. This high number of open codes is due to our effort 
to capture the nuance in the specific statements of each par-
ticipant and was significantly reduced through the process of 
memoing and clustering [31]. In the second phases of analy-
sis, we memoed and clustered the codes using a constant 
comparison method operationalized as affinity mapping. 
Each open code was compared to others and positioned to 
reflect its affinity to emerging themes and clusters. Through 
this process, we identified some major tensions in online 
meetings as themes which are presented in the following sec-
tion. The reported themes consisted both of ones that ap-
peared consistently across multiple interview participants, 
and also the ones that came from points of contention and 
represented divergent responses and opinions. 

Limitations 
We acknowledge that there is an unfortunate implicit sam-
pling bias in our recruiting approach as the people who vol-
unteered for the interviews were more likely to want to share 
their opinions about their experiences and thus perhaps hold 
stronger opinions (either positive or negative) than the larger 
body of their fellowships. Again, since the interviews were 
conducted in English, our participants represented mostly the 
United States, Canada, and Western Europe, limiting poten-
tial for cross-cultural comparison (we did not find any differ-
ence between tensions reported by US and non-US partici-
pants in this study). Additionally, nine of the fourteen partic-
ipants were female, presenting a gender bias. However, this 
may be close to a true representation of ITR members’ gen-
der (~60% of ITR members are female based on the quanti-
tative scraping in the situating study) and females are more 
likely to participate in voluntary service [70].  

 
Figure 3. Usefulness of f2f and online meetings 
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Results 
Our analysis revealed five major tensions inherent in syn-
chronous communication in this community.  

Self-Disclosure vs. Anonymity 
The choice between disclosing identifiable information and 
remaining anonymous is an important tension in attending 
online meetings. Many participants may want to keep their 
recovery private from employers and others, but at the same 
time need to share details about their personal lives in order 
to receive the support they need. This was an inherent tension 
found in many participants’ interviews and they were able to 
reflect on their choices and compromises. 

There were several views of anonymity espoused by the par-
ticipants. Some saw it as a spiritual principle embodied in the 
12th tradition as “principles before personalities,” meaning 
that all people in the room are equal and do not bear names. 
Others viewed it as a personal choice: “it’s okay for me to 
break mine” (P4) and “anonymity is not a big deal for me” 
(P2), but also clarified the importance of maintaining others’ 
anonymity: “it’s not okay for me to break somebody else’s” 
(P4) and “it’s also about sponsees’ anonymity” (P8). Given 
the public nature of ITR’s video meetings, participants en-
acted their anonymity in different ways. 

Six participants reported that they do not share key aspects 
of their experience on ITR. They were aware of the fact that 
ITR has a lot of members that they do not know and who may 
violate anonymity: 

If I have an argument with my sponsor, I wouldn’t come to the 
ITR meetings and talk about that. Even if she hadn’t been in the 
room, for sure somebody could be spreading it. (P9) 

One always needs to be mindful of anonymity being respected. 
So many people there that would take something that was per-
haps shared in the meeting under the 12th tradition of anonym-
ity and often share with someone else. For the joy of gossip, or 
trying to bad-mouth somebody, they may break your anonymity. 
(P8) 

Moreover, they were concerned about other possible harms 
caused to their and others’ offline lives by self-disclosure, 
such as “losing a job if employer knows about recovery” 
(P11), “losing self-esteem to other circle of friends who are 
not in recovery” (P9), “seeing guys in meetings who I have 
dated before” (P3) or, “celebrities who are members of the 
community, it is very important for them to be anonymous” 
(P2). P5 thinks non-recovering people (referring to them as 
“normies”) cannot comprehend what the addicts have gone 
through and may judge an addict’s past behavior.  
On the other hand, other participants considered self-disclo-
sure as a way of getting help and as a responsibility to let 
newcomers know that they are not alone. Many chose to 
share and be open about recovery as a way of letting others 
know that help is available and there are ways out of addic-
tion: 

I want them to know that I’m in AA and I want them to know 
that if they would ever get in same situation there is something 
they can turn to for help. And I try to set that example in all my 
actions, in all my daily affairs, just like it says in step 12. (P2) 
I feel like there’s so much addiction in the world and if we don’t 
start coming out of our anonymity, nobody is gonna know that. 
There are addicts everywhere. They are not just you know, some 
bomb on the street. It’s like illness, and it’s a problem and that 
we need to fix it. (P3) 

P1 described her life to be “kind of an open book”, so that 
anyone can ask questions and she can answer.  

# M/F Country Primary 
Fellowship 

Meeting Types Attended Recovery 
Time 

ITR Member 
For… 

Selection Cri-
teria 

P1 F USA AA AA, CoDA, Women’s Meetings, Dual Diagnosis 12 months 11 months 1, 3, 4, 5 
P2 M USA AA AA 393 months 20 months 1, 2, 5 
P3 F USA AA AA, ACA, OA, Dual Diagnosis, PTSD, CoDA, Al-Anon 11 months 37 months 1, 3 
P4 F USA AA AA 183 months 62 months 1, 2, 3, 4 
P5 M USA AA AA, NA 26 months 28 months 1, 2, 3, 5 
P6 F USA AA AA, CoDA, Al-Anon 228 months 39 months 1, 2, 5 
P7 M USA AA AA, NA 193 months 62 months 2, 4 
P8 F USA AA AA, NA 184 months 28 months 1, 2, 3, 5 
P9 F USA NA NA, AA 123 months 36 months 1, 2, 3 

P10 F Germany ACA ACA, Dual Diagnosis, CoDA, Al-Anon 8 months 46 months 1 
P11 M USA AA AA, NA 2 months 25 months 1, 2 
P12 F UK NA NA 57 months 65 months 1, 2, 3 
P13 F Canada NA AA, NA 24 months 10 months 2 
P14 M UK CA AA (Skype and Email Meetings) 11 months 24 months 2 
Table 2. Participants and features of their online recovery. Types of Meetings included: AA (Alcoholics Anon.), NA (Narcotics 
Anon.), OA (Overeaters Anon.), CoDA (Co-Dependents Anon.), Al-Anon (Families of Alcoholics), ACA (Adult Child in Alcohol-
ics), Dual Diagnosis (for mood disorder), Women’s Meeting, and PTSD (Post Traumatic Stress Disorder). Selection Criteria 
Included: 1. Recent active participation in online meetings, 2. Recent active participation in f2f meetings, 3. Frequent activity on 
ITR, 4. High number of friends on ITR, and 5. Chairing meetings on ITR 
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While most participants chose to either emphasize anonym-
ity or self-disclosure in their use of ITR, some participants 
described a mixed approach. For example, they only shared 
detailed stories and personal information with their sponsors 
or close friends on ITR, or through private messaging on or 
off the site, but not in public video meetings. 

To summarize, participants were cautious and made explicit 
decisions about their self-disclosure practices in ITR video 
meetings, balancing the desire to help others and to seek sup-
port with the risks of breaking own or others’ anonymity. 

Diversity vs. Like-Mindedness 
ITR attendees have the opportunity to interact with 12-step 
members around the world, as ITR hosts over 100 different 
online meetings with attendees from more than 70 countries. 
Our interview participants described an inherent tension be-
tween wanting to be exposed to people with diverse perspec-
tives on recovery and wanting to hear from like-minded oth-
ers who follow familiar practices. 

The diversity of personalities, people, and experiences 
makes online meetings different from f2f ones, as P5 high-
lighted: 

I guess the thing I really dislike about f2f is if you go to the same 
meeting week after week, you pretty much got their stories 
down. On ITR, you get the ability to hear from people from east 
to west coast, all over the world, different perspectives about 
the program as it is in different places. The variety of experi-
ence, strength, and hope is far greater. (P5) 

However, as a divergent narrative, P12 saw this level of di-
versity sometimes manifesting itself with people “jumping 
from one meeting to another and making the meetings a 
blurry mess.” Even P5 (who was generally positive about 
meeting diversity) admitted that it could be overwhelming or 
intimidating for a newcomer, causing an “information over-
load”. Indeed, several participants mentioned that they pre-
ferred to hear message of recovery from “other people hav-
ing similar problem” (P12), “somebody in their area” (P4), 
and “like-minded people that [she] trusted and shared with” 
(P6). 
There were several strategies participants used for managing 
this tension. Many of the participants mentioned specifically 
listening for the consistent purpose and message of recovery 
and support across the diverse meetings and members:  

So many different people and that’s what interesting for me 
that, all the different people that come together for one single 
purpose: to get sober, to stay sober. (P2) 
I mean feeling like that every day… I can sit and be alone in my 
trailer. But NO, I’m not ALONE because I have all these people 
all over the world. They know who I am and they care about 
me. (P1)  

As a second strategy, participants sought out alternative 
viewpoints and approaches and then picked the message that 
was right for them in their situation:  

It’s very interesting to see the perspectives of someone from 
Germany and what their f2f meetings are like, talking to them. 

Then hearing to somebody in Japan, it’s just what their experi-
ences have been in recovery is… when you have that group of 
people to choose from and to learn from. (P5) 
There’s this is old saying, and I’ll just say this, ‘how many meet-
ings do you need?’ I need one a week. The problem is I don’t 
know which one it is. You’ve got to hear which you need to hear. 
Just don’t know which one it at be, so hit all. (P9) 

In summary, video-mediated meetings on ITR provide their 
members with an opportunity to attend a 12-step meeting 
with diverse people with varied experiences. While this may 
be overwhelming to newcomers, participants dealt with this 
tension by listening for the common purpose and picking and 
choosing approaches from the diverse set of ideas that could 
best support their particular situations. 
Convenience vs. Contact 
While ITR members can attend a variety of online meetings 
easily, in online meetings they miss out on the f2f benefits of 
being together physically. The tension between convenience 
and physical contact is a vital aspect of how our participants 
managed their recovery. 

Nine participants expressed that the most positive and com-
pelling feature of f2f meetings is its physicality, for example: 
“smelling coffee” (P1, P2, P3, P7), “seeing others’ body lan-
guage” (P10), “touch, hugs, and handshakes” (P4, P7), 
“more personable” (P13), “better sense of emotion” (P2), 
etc. P6 considers this something that can never be achieved 
through computer-mediated communication: 

I wasn’t brought up with the technology. To me that physical 
contact is really really important. It makes me feel human. (P6) 

Nonetheless, the flexibility and convenience of being able to 
attend meetings from the comfort of one’s home was fre-
quently mentioned as a reasonable trade-off: 

But there happen days when the weather is really bad and I 
don’t feel comfortable driving because I have to drive at least 
25 minutes to get to a meeting in the morning. I’ll get what I 
need for my recovery that day through the online meetings. 
(P12) 

The ability to go online, the ability to introduce yourself from a 
camera, from the comfort of your own home, from a place of 
familiarity, makes someone much more susceptible, even if they 
choose not to show their face, or comment on a board. (P11) 

Online meetings are also more convenient in terms of time 
and can be portable, since one can join on a laptop, tablet, or 
smart phone: 

But there are few meetings at least [when I travel], I can attend 
the meetings in my browser on the tablet. (P9) 

Sometimes I’ll be out in sporting events, like with my husband 
and if I get bored and I know there’s a meeting coming or you 
know…when I’ve started to not feel comfortable with people 
I’m around, then I just take my iPad with me, and login, connect 
to people. It’s easy and available. (P12) 

These findings echo those of other online health communi-
ties (e.g., [16,22]), but important to establish for video-me-
diated meetings given that video may introduce new con-
straints on convenience. Individual preferences for f2f versus 



online meetings seemed to be influenced by the particular 
importance of physicality for the individual participant and 
their experiences of intimacy in f2f meetings. For example, 
P7 attends only f2f meetings and facetiously said he would 
attend online meetings only if technology can “make his 
computer emit the smell of coffee.” Some participants also 
resisted the necessity to “become more computer-literate” 
(P10) or “adopt new technology” (P14). On the other hand, 
P3 has decided not to go to anymore f2f meetings since “the 
intimacy isn’t there, like it is online, which is really odd.” 
However, many of the participants who preferred online 
meetings also acknowledged a potential danger, as going 
online to online meetings could “turn [us] into hermits” (P4), 
or “feed into [my] laziness” (P13).  
There were several strategies participants used to deal with 
this tension. The first strategy was to mix attending f2f and 
online meetings: 

I go to their online meetings, when I'm sick or can't get to f2f 
meeting. (P4) 
You’ll find a good meeting f2f, then a good meeting online. But 
you can also find a bad meeting f2f, and a bad meeting online 
… I think a combination of the two really is the best. Then you 
get the best of both worlds. (P8) 

As another strategy, people who attended only online meet-
ings sought specific opportunities to deepen their contact 
with their online support network, such communicating via 
other channels (e.g., one-on-one Skype) and taking opportu-
nities to meet in-person when possible. For example, one 
participant mentioned attending the AA international con-
vention to meet his ITR connections: 

We went to the conference and it was great because I actually 
met about ten people there from InTheRooms. And it was fan-
tastic! (P5) 

To summarize, f2f meetings provide a physicality that is dif-
ficult to replicate online and is important to some partici-
pants. On the other hand, others build strong online connec-
tions and appreciate the convenience of attending meetings 
from home. Participants managed this tension by combining 
f2f and online meetings when possible and seeking opportu-
nities for strengthening online connections through other 
channels. 

Immediacy vs. Awareness 
Online meetings are available on ITR almost every hour of 
every day, allowing participants to receive immediate sup-
port, but also creating meetings with a less consistent attend-
ance base and making it more difficult to recognize if a per-
son is in need of help. 

On one hand, the number and universal availability of online 
meetings allow newcomers to find immediate support in 
meetings “available around the clock” (P8). Additionally, 
meeting people online allowed participants to form a support 
network that could field a phone call for help even at really 
late or early local times: 

I needed people to call that would be available at anytime. A lot 
of the people around here aren’t available at any time. In Ari-
zona when it would be ten o clock in Arizona, versus being mid-
night in Georgia. So there were a lot of people that reached out 
and gave me their numbers. (P6) 

These findings replicated the findings of some previous 
online health community work (e.g., [16,22]), however they 
are also different from those of other online health support 
groups (e.g., [39]) – this may point to “immediacy” as a di-
mension that has to be established and measured for different 
online health communities.  
While immediacy is generally positive, in this community it 
seemed to conflict with the goal of awareness. F2f meetings 
typically have a consistent set of attendees, making it easy 
for attendees to become aware of a newcomer or somebody 
who is struggling: 

They might go to an online meeting and get great support. But 
if they don’t share, if they are not recognized, people can't ap-
proach them, whereas in a f2f meeting people will typically 
know if somebody is new and will go up and say “Hi how are 
you doing? Are you new or new to the area? (P11) 
You shake somebody's hand and it's a sweaty hand, they've got 
stuff going on in their mind, they're trying to get sober. (P7) 

This awareness is not possible in online meetings unless an 
individual chooses to identify as a newcomer in need of help, 
as the audience is abstracted as a set of still icons (i.e., “the 
individual is not visible, it’s a steady picture” (P10)). Even 
with known individuals, online meetings may provide fewer 
opportunities to be aware of their state on any given day since 
their video is only shown during their share. As P3 stated, 
“you only get small amount of time with them,” in contrast to 
the easy ability to gaze over at a friend during a f2f meeting. 

To resolve this tension, participants had to be willing to reach 
out to others outside of the video meetings to develop an 
awareness of others in their social circles. Nobody men-
tioned doing this for newcomers who did not self-identify. 
However, a few participants with established ITR friend 
groups mentioned checking in with each other during a meet-
ing through back-channels (e.g., IM and Skype text chat) or 
through private messaging after the meeting. 

Norms vs. Inclusion 
Twelve step fellowships generally follow a codified set of 
norms known as the “Twelve Traditions,” however specific 
interpretations and practices regarding the traditions may 
vary, leading to a tension between enforcing consistent 
norms versus being inclusive to diverse interpretations.  

One concrete example is in identifying oneself at the start of 
the meeting. Some fellowships interpret the traditions to 
mean that everybody should use the same language and refer 
to the common condition when identifying (i.e., “I am an al-
coholic” in AA, “I am an addict” in NA). However, this in-
terpretation is more flexible in some geographic regions than 
others (e.g., some AA meetings are fine with an attendee 
identifying as an addict, etc.). While the same tension exists 
in f2f meetings and online ones, the geographic diversity of 



norms can cause friction in meetings. Some participants de-
scribed getting corrected (or wanting to correct others) on 
language and program-specific norms: 

In NA, we have our own program and we don’t want you to 
come in and start talking about what stuff you do in AA and 
reading from AA literature, CoDA or any other fellowships … 
drives me nuts! (P12) 
Especially the old-timers, they are very hard core crusty, can 
be aggressive. It turns people off, it used to turn me off quickly. 
I think people are really sensitive when they are new and com-
ing in. (P3) 
I thought they were much better off when they just had a meet-
ing without attaching a fellowships name to it, just InTheRoom 
meetings. (P4) 

There were other examples of divergent norms that reflected 
geographic differences in the interpretations of the traditions, 
such as the use of the donation basket, cross-gender sponsor-
ship, etc. 

However, there were also some clear-cut examples of norm 
violation that were not specific to the interpretation of the 
traditions. Several participants who served as the chairperson 
of a meeting described a number of uncomfortable situations, 
such as people not wearing a shirt while sharing video, peo-
ple treating the meeting as an opportunity to flirt, and people 
not sharing on the topic of recovery. For example, some 
chairpersons mentioned: 

People get up there and they won’t shut up. Where five people 
are waiting on the box that want to talk, this person just talks 
about that really isn’t recovery related. (P6) 
Suddenly they all talk about relationship or something. What is 
the purpose of that meeting? Meeting should be literature and 
topic related. (P5) 

Each chairperson faced a trade-off. On one hand, they could 
allow the person to continue sharing (in the name of inclu-
sion but at the cost of maintaining a focus on recovery). Fre-
quently, this led to complaints from others after the meeting: 

When you don’t take other attendees’ advice and put it into use 
or into action, they get offended by that. (P2) 

On the other hand, they could ban the participant from the 
meeting which could result in a person in need not getting 
the help that they may desperately require. This approach 
was also criticized by participants: 

It does bother me that they take it to upon themselves to close 
the doors of AA to certain individuals over certain things and 
it’s not their group, it’s their site. Now I have never known a 
church to come up and say, so and so can’t come to our meet-
ings. (P5) 

Unlike other tensions, there seemed to be no established and 
clear-cut way for online meeting participants to determine 
appropriate norms and strategies around consistently enforc-
ing them. The tension of norms versus inclusion was left al-
most entirely up to the chairpersons and there seemed to be 
no solution that was acceptable to all members. 

DISCUSSION 
We conducted two synergistic investigations of video-medi-
ated peer support in an online recovery community. In this 
section, we bring together insights from these two studies to 
provide recommendations and future directions for online 
health communities in this and other contexts. 
Opportunity for Video-Mediated Support 
Our investigation points to the potential of video-mediated 
meetings to enhance the social peer support exchanged in 
online health communities. Our questionnaire revealed how 
these meetings fit into the participants’ recovery ecosystem. 
Many participants who used ITR combined f2f and online 
meetings, allowing them to increase the number of meetings 
attended monthly. Online meetings also expanded access to 
12-step meetings for participants who temporarily or perma-
nently could not attend f2f meetings in their area because of 
transportation, health/disability, or work schedule. Those 
who had tried both online and f2f meetings, generally re-
ported that online meetings were almost as useful as f2f ones. 
In interviews with participants, we learned that while online 
meetings were not always non-problematic, participants saw 
a number of advantages to having this opportunity to connect 
online. These advantages included the diversity of view-
points provided, the immediacy of support and feedback, and 
the convenience of being able to attend without physically 
going to a specific location. Overall, this points to significant 
potential benefits of including synchronous video-mediated 
meetings as a component in other peer support health com-
munities (as has already been shown for clinician-led social 
support interventions [e.g., 35–38,43]). As most online peer-
led health communities currently focus on text-based inter-
action, video-mediated support group meetings may provide 
a promising compromise between the intense interaction of 
f2f support groups and the diversity, convenience, and im-
mediacy of online support. 

Future Work 
While our investigations point to the potential of online 
video-mediated peer support, there are many unanswered 
questions about the efficacy of online meetings. For exam-
ple, due to a number of confounding variables, it is difficult 
to conduct a meaningful comparison between the self-re-
ported outcome measures (continuous recovery time) of par-
ticipants who do and those who do not use online meetings. 
One initial step in this direction could be conducting a larger 
scale propensity matching analysis on our scraped data set to 
better quantify the effect of online meetings on recovery 
time. A more rigorous and less confounded investigation 
would include a controlled trial with random assignment of 
participants to attend f2f meetings only, online meetings 
only, or both. However, given that we found that online 
meetings may be perceived as less effective by many partic-
ipants who have attended both online and offline meetings, 
it may be ethically questionable to assign participants to the 
“online only” condition. 



Opportunity for Synergy with Face-to-Face Support 
It is important to emphasize that participants did not gener-
ally think that online meeting should replace f2f interaction. 
In our questionnaire, we saw that a relatively small minority 
(15%) attended online meetings exclusively. Many of those 
participants were unable to attend f2f meetings because of 
life circumstances, rather than by choice. In interviews, 
many of the participants seemed conflicted about online 
meetings, citing worries about self-disclosing online, a lack 
of physicality, and loss of awareness of others’ states.  

When possible, many participants preferred hybrid strategies 
rather than relying exclusively on online meetings. They lim-
ited self-disclosure in video meetings, but sought out addi-
tional support through more private channels. They found 
opportunities to meet online friends in-person and to connect 
through other channels that provided more time and aware-
ness than a brief share in a meeting would allow. Finally, 
many seemed to prefer to combine both online and f2f meet-
ing attendance as part of their recovery to get “the best of 
both worlds” (P8). Taken together these findings highlight 
that online meetings should not try to replace f2f ones. For 
online peer support groups that currently meet exclusively 
online (as many of the groups studied in previous literature 
(e.g., [41,55,57])), this may point to the importance of 
providing periodic opportunities for f2f reunions, meetings, 
and conventions to create opportunities for the physicality 
and awareness that may otherwise be lacking in online 
groups. 

Future Work 
Our studies asked participants to reflect and discuss their cur-
rent experience on ITR and in f2f recovery. One important 
aspect that was not investigated in our study is that of recov-
ery as an ongoing and evolving journey. There may be phases 
in one’s recovery where f2f contact is more important (e.g., 
immediately following relapse, during major life changes). 
On the other hand, it is possible that online support may in-
crease participants’ willingness to seek f2f support if they 
seek a more anonymous venue before being willing to self-
identify as an addict/alcoholic in f2f meetings. Understand-
ing the role of f2f versus online support and recommending 
the appropriate solution given a person’s stage of recovery, 
personality, privacy concerns, etc. are important questions 
for supporting individual recovery. 
Challenge of Transparency of Norms 
Norms seemed to lie at the core of the conflict experienced 
by online video meeting participants. Our questionnaire re-
vealed that participants may be less likely to self-disclose in-
formation that could lead to a loss of anonymity in online 
meetings rather than f2f ones. Our interviews continued to 
probe this point, with some participants revealing that they 
were hesitant to self-disclose because it was not clear that 
other video meeting participants would follow the anonymity 
traditions and norms of 12-step recovery.  

Norms were also at the core of a tension that did not seem to 
have a clear resolution. Some online participants would be-
have in clearly inappropriate ways, such as soliciting dates 
or sharing non-recovery topics in meetings. Other tensions 
were subtler. Geographic differences in the interpretation of 
the traditions of each program led to strongly conflicting 
opinions as these variances intersected on the international 
stage of online meetings. Online meetings provided a diver-
sity of perspectives that was appreciated, but also a polyvo-
cality on norms that led to a loss of unity. Our participants 
did not have immediate strategies for resolving these prob-
lems, but this issue does lead to two implications for these 
and other online health support spaces.  

First, online health support groups need opportunities and 
spaces to discuss, work out conflict, and develop a consensus 
on specific group norms and policies (i.e., “storm and norm” 
[12]). While ITR currently does host two “business” video 
meetings, this is significantly less time than is typically spent 
in similar activities by f2f groups (which typically hold 
group business meeting monthly for each meeting and regu-
lar other meetings at the area, region, state, and national lev-
els, with a clear path for information in both directions). 
Other online health communities frequently provide little (if 
any) opportunity for meta-discussion and consensus build-
ing. As a second implication, once norms are established, 
they need to be made as transparent as possible to all of the 
participants in the community, as intuitions participants de-
velop in local f2f communities of the same fellowship may 
not translate to the online space. For example, as a person 
joins an online meeting, they may be asked to read the list of 
policies out loud and state that they agree (similar to the read-
ing portion in f2f meetings). 
Future Work 
The CSCW community has conducted significant work on 
how collaborative practices emerge, evolve, and get rein-
forced in peer production communities (e.g., [15,18,25,29]). 
There is also a fair amount of work at CSCW that focuses on 
identify specific norms expressed in online health communi-
ties (e.g., [33]). However, there is a need for additional re-
search in how norms in online communities are negotiated 
over time and made visible to new participants. One possible 
direction for this work in health communities is applying 
analysis methods used on Wikipedia discussion pages (e.g., 
[29]) to examining visible artifacts developed in group, area, 
and regional “business” meetings of 12-step fellowships 
(e.g., meeting notes, meeting logistics online forums). This 
may lead to a more process-oriented understanding of norm 
formation in health peer support groups which may inform 
the design of digital artifacts in this context. 
Challenge of Constructive Moderations 
Our interviews revealed that currently, the burden for form-
ing, interpreting, and enforcing the norms in online video 
meetings fell almost exclusively to the chairperson of each 
meeting. Several of the chairpersons shared that they felt 



caught between the desire to maintain the norms and recov-
ery atmosphere of a meeting and the desire to be inclusive to 
all participants. This tension may be an especially significant 
one in health peer-support communities, as the decision to 
ban an individual may result in that individual’s death. On 
the other hand, the decision to allow an individual to break 
the norms may reduce that group’s helpfulness to other par-
ticipants leading to them leaving the community. Online 
communities frequently maintain norms and reduce vandal-
isms through techniques like censorship and banning (e.g., 
[18]), but these may not be appropriate in life-critical online 
spaces like peer-support health communities. Certainly, it 
seems that site chairpersons, moderators, and administrators 
should receive significant training and support in making de-
cisions, if bans are employed in the community. However, 
we believe that this also points to the necessity of considering 
peer moderation that goes beyond bans. 

Future Work 
There is significant potential for future socio-technical work 
exploring constructive moderation in online communities. 
Constructive moderation approach in online peer support 
should consider a norm violation to be an opportunity to ed-
ucate the offending individual in the norms of the community 
and provide them with an opportunity to participate in more 
productive ways. Constructive moderation approaches have 
been previously used and found to be effective in online 
games (e.g., [28,52]). One concrete idea for supporting con-
structive moderation in online 12-step communities is to en-
courage groups to create explicit group policy documents 
(many in-person groups do so) and allow for anonymously 
referring individuals to specific sections of the policy (e.g., 
NA group policy may include the clarity statement4, so a per-
son using AA language may be sent a pointer to this policy). 
This and other approaches point to interesting potential di-
rections for constructive moderation in online peer-support 
communities.  
CONCLUSION 
InTheRooms.com (ITR) is an active online community for 
people seeking peer support for recovery from substance use 
disorders. It provides an underexplored feature of video-me-
diated online 12-step meetings. We conducted two investi-
gations to understand participants’ use and perceptions of 
video-mediated peer support on ITR. First, we deployed an 
online questionnaire showing that many people attended 
online meetings when no other options were available to 
them, but most people preferred to mix online and face-to-
face meetings and part of their recovery. Second, we con-
ducted in-depth semi-structured interviews with members of 
ITR, finding that they negotiated a number of tensions re-
garding their use of video meetings. From our findings, we 
conclude that video-mediated meetings may be a promising 
addition to other health peer-support communities, espe-
cially if combined with periodic face-to-face opportunities. 

                                                           
4 http://www.na.org.za/static_docs/clarity_statement.pdf 

However, we also found that two challenges will need to be 
addressed to support such meetings in this and other health 
communities: enabling forming and making visible of com-
munity norms and supporting constructive moderation. 
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