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development of 
action plans. 
 
Didactical educatio
was defined as 
education in a 
passive lecture 
format. 

Patient education
 
Patient-centred 
behavioural 
interventions 
focusing on 
counseling, 
structured training 
courses, and patie
self-monitoring of 
blood pressure (BP
Counseling was 
defined as individu

Chronic care

Description of 
interventions

ion 

h 

on 

into self-
management 
education and 
didactical 
education. 

ent 

P). 

ual 

Both counseling
and training 
interventions we
multidimensiona
nature, primarily
advocating 
general, commo
accepted lifesty
practice change
encouraging 
healthy diet, we
loss, exercise, a
tobacco cessati

e

Main positive
reported 

function, hospi
length of stay, 
costs, pulmona
HRQoL or anx
depression. 
 
Health-care u
Two studies sh
benefit in decre
visits in the inte
group with one
showing signif
participants in 
group attended
greater than on
month period (
group vs 84% 
p<0.0001). Thi
intervention wa
group sessions
days, then follo
2 patients with
 

g 

ere 
al in 
y 

only 
yle 
es: 

eight 
and 
ion. 

Self-efficacy
Counseling plu
favored over c
affording more
hypertension c
95% CI, 87 to 
receiving coun
95% CI, 34 to 
alone (64%, 95
 
Clinical 
(i) Pooled resu
counseling wa

Results 

e results from 
outcomes 

Ov
con

ital admissions, 
health care 

ary function, 
xiety and 

se 
howed some 
easing GP 
ervention 

e meta-analysis 
icantly more 
the control 

d their GP 
nce in a 12 
(26% education 
control group, 
is study the 
as 2 x 2hr 
s on 2 separate 
ow up with 1 or 
 nurse. 

Like
unc
pro
del
Dis
did
like
ben
com
ma

us training was 
ounseling in 

e patients 
control (95%, 
99) than those 

nseling (51%, 
66) or training 
5% CI, 48 to 77).

ults revealed that 
s favored over 

Fin
sug
offe
ove
add
trai
cou
imp
 
It s
an 
pha
give

erall study 
nclusion 

ewise there is 
certainty as to which 
ofessional should be 
ivering the education. 

sease specific 
actical education is 

ely to be of less 
nefit to COPD patients
mpared with self-
nagement education.

dings from 15 RCTs 
ggests that counseling
ers BP improvement 
er usual care, and that
ding structured 
ning courses to 

unseling may further 
prove BP.  

eems counseling is 
important adjunct to 

armacologic therapy 
en the reduction of 
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HQoL except for a
decrease of GP vi
the intervention gr
(from 2 RCTs). 
 

g 

t 

This review focuse
the outcome of red
blood pressure rat
than self-efficacy 
outcomes. There i
insufficient eviden
suggest whether s
monitoring of BP o
training courses a
offer consistent 
improvement in BP
counseling or usu
care. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Boyde et 
al. 2011 
 
Australia 

Heart
 
Mean
years
male

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

t failure 

n age 70.6 
s, 55.3% 

primar
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry and 
dary 

19 RCTs 

n criteria 

Type of 
intervention and 
definition 

or group discussio
and teaching with 
personalised 
approach, set in a 
non-classroom 
format in which 
individuals or grou
members might 
often share their 
personal 
experiences. 
 
Self-monitoring of 
BP was defined as
home BP monitorin
performed by the 
patient for the 
purposes of 
recording or 
monitoring BP. 

Patient education.
 
Educational 
interventions defin
as a prespecified 
learning activity an
the intervention wa
evaluated either 
directly by 
knowledge or self-
care abilities or 
indirectly by 
readmission rates,
mortality or QoL. 

Chronic car

Description of 
interventions

on 
a 

up 

s 
ng 

 
Included studies
were primarily 
“patient-centred
that is studies th
were designed t
detect the effec
of changes in 
patient behavio
on BP as a resu
of the interventi
not intervention
which the health
care provider w
the unit of analy

ned 

nd 
as 

-

, 

One on one 
didactic patient 
education (12 
studies) with 
supplementary 
follow up educa
such as home 
visits, written 
materials, video
and telephone c
delivered by nu
predominantly.
Or take home 
educational vide
(2 studies) or C
ROMs (5 studie
 

e 

Main positive
reported 

s 

d,” 
hat 
to 

cts 

ur 
ult 
on, 
s in 
h-

was 
ysis. 

usual care in im
diastolic blood
(3.2 mmHg, 95
5.3), and systo
pressure (SBP
95% CI, 4.1 to 
 
(ii) Pooled resu
counseling wa
training course
improvement i
mmHg, 95% C
 
(iii) Counseling
was favored ov
improvement i
mmHg, 95% C
 
 

ation 

os 
calls 
rse 

eo 
D-

es). 

Self-efficacy
Self-efficacy ha
significantly sig
improvement r
study only (1 h
session with w
calls for 1 mon
monthly for 6 m
Self-care show
statistically sig
improvement i
studies (Video
one education 
follow up) 
Knowledge 
Knowledge lev

Results 

e results from 
outcomes 

Ov
con

mprovements in 
 pressure (DBP) 

5% CI, 1.2 to 
olic blood 
P) (11.1 mmHg, 

18.1),  

ults revealed that 
s favored over 

es in 
n DBP (10 

CI, 4.8 to 15.6). 

g plus training 
ver counseling in 
n SBP (4.7 

CI, 1.2 to 8.2). 

BP 
inte

ad a 
gnificant 
reported in one 
hour education 
weekly phone 
nth, then 
months).  
wed a 
nificant 
n 6 out of 8 
, nurse one on 
with telephone 

vels showed a 

The
var
edu
stu
out
for 
diff
mo
edu
Ver
mo
pat
was
ind
com
typ
mu

erall study 
nclusion 

shown with these 
erventions. 

ere was much 
riation in the 
ucational interventions
died as well as the 
tcome measures used
evaluation making it 

ficult to establish the 
ost effective 
ucational strategy. 
rbal teaching is the 

ost common form of 
tient education but 
s the least effective, 
icating it needs to be 

mbined with a second 
e of medium such as 
ltimedia. 

Abacus summ

s 

d 

Self-efficacy show
significant improve
but was only repo
one study where t
intervention was 
continued with 
telephone contact
months post 
intervention. 
Patient knowledge
levels improved 
however there is n
evidence from this
review that this the
improves self-care
self-efficacy. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Bussey-
Smith and 
Rossen 
2007 
 
USA 

Asthm
 
RCTs
Engli
langu
evalu
use o
intera
comp
educ
progr
asthm
of an

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ma 

s in the 
sh 

uage that 
uated the 
of an 
active 
puterised 
ational 
ramme for 
ma patients 
y age 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

9 RCTs 

n criteria 

Type of 
intervention and 
definition 

Patient education v
computer 
 
The computerised 
asthma patient 
educational 
programme 
(CAPEP) makes u
of computer game
and programmes 
tailored to the 
specific features o
the asthma in the 
individual playing t
game.  
This is made 
possible by 
incorporating the 

Chronic care

Description of 
interventions

Educational 
interventions we
guided by a 
theoretical mod
in 7 studies. 

via 

use 
s 

of 

the 

Patient educatio
had to involve th
use of interactiv
computerised 
programme.  
 
This may includ
didactic educati
programme that
provides 
information abo
the basics of 
asthma, asthma
medication, inha
use, asthma 
triggers/allergen
or the use of an
educational 

e

Main positive
reported 

ere 

el 

statistically sig
improvement i
that evaluated 
knowledge. 
Clinical 
Three studies 
significantly de
mortality. 
QoL improved 
studies. 
Health –care u
Four out of 12 
reported signif
decreased rea
 
NB: actual res
reported in pub

on 
he 
ve 

de a 
ion 
t 

out 

a 
aler 

ns, 
n 

Self-efficacy
Asthma knowle
Four studies o
associated wit
improvements 
knowledge 
 
Clinical 
Improvement i
Five out of a to
were significan
with improvem
symptoms.  
 
(i) Lung functio
Two studies (a

Results 

e results from 
outcomes 

Ov
con

nificant 
n the 8 studies 
patient 

reported 
ecreased 

in 2 out of 12 

use 
studies 

ficantly 
admission rates. 

ults not 
blication. 

Pat
on 
with
ben
pat

edge: 
ut of 9 were 
h significant 
in asthma 

n symptoms  
otal of 9 studies 
ntly associated 

ment in asthma 

on improvement 
a didactic 

Inte
app
pat
kno
sym
evid
sup
obj
out
hos
car
me
fun

erall study 
nclusion 

tient education based 
educational theory 
h evaluation may 
nefit heart failure 
tients. 

eractive CAPEPs 
pear to improve 
tient asthma 
owledge and 
mptoms. However less
dence exists to 
pport their effect on 
ective clinical 
tcomes, including 
spitalizations, acute 
re visits, use of rescue
dications, and lung 
ction 
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Computerised ast
education may im
asthma knowledge
symptoms. Studie
had repeated expo
to using the CAPE
reported significan
improvement in as
knowledge. 
Further research i
however needed t
justify its use in cli
outcomes includin
health care utilisat
and patient self-ef
 

192S 

mary 

hma 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Coster 
and 
Norman 
2009 
 
UK 

Peop
from 
healt
or co
includ
the c
vulne
or ch
  
Includ
popu

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ple suffering 
a chronic 
h problem 
ndition, to 
de carers in 
ase of 

erable adults 
ildren. 

ded 
lations 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

30 
Cochrane 
reviews 

n criteria 

Type of 
intervention and 
definition 

patient’s own 
medication, 
allergens and/or 
triggers, peak flow
data, and/or 
symptoms into the
game to make the 
experience more 
relevant for the us

Educational and se
management 
interventions by 
nurses. 
 
This review adopte
a broad definition o
patient education t
include all 
interventions 
designed to improv

Chronic car

Description of 
interventions

w 

e 

er 

website as part 
a video and 
computer patien
management 
system, or use o
computer game
which teaches 
users how to ta
appropriate 
medications and
avoid triggers 
using an on-scr
nurse. 
 
 

elf-

ed 
of 
to 

ve 

Patient educatio
ranged from ge
advice or was 
tailored for indiv
patients. 
Self-manageme
programmes 
provided both 
education and 
practical self-
management sk
with some 

e 

Main positive
reported 

of 

nt 

of a 
e 

ke 

d 

reen 

education, and
interactive prog
associated wit
in lung function
each study) 
 
Health-care u
(i) Number of h
One study whi
multimedia com
was associated
decrease in ho
(p=0.02) 
(ii) Acute care 
One study whi
computerised a
was associated
in acute care v
(iii) Rescue inh
One study whi
interactive com
programme wa
with decrease 
bronchodilator 

on 
neral 

vidual 

ent 

kills 

Asthma interv
There was goo
reviews) that s
education redu
utilization such
hospitalisation
emergency vis
showed improv
in children (Wo
There is incons
as to whether a

Results 

e results from 
outcomes 

Ov
con

d a personal 
gramme) were 
h improvements 
n (p=0.02 in 

se 
hospitalizations 
ch used a 
mputer game 
d with a 

ospitalizations 

visits  
ch used 
asthma lessons 
d with reduction 

visits (p<0.01) 
haler use 
ch used 

mputerised 
as associated 
in short-acting 

r use (p=0.02)  

ventions 
od evidence (3 
self-management 
uced health care 
h as reduced 
s and 

sits. One review 
ved self-efficacy 
olf 2002).  
sistent evidence 
action plans 

-ov
jud
rev
ina
evid
inte
effe
pro
-few
con
with

erall study 
nclusion 

ver half the reviews : 
ged by the Cochrane 

viewers to provide 
dequate 
dence for the 
erventions’ 
ectiveness (design 
oblems) 
w SR reached 
nclusions 
h regard to the key 

Abacus summ

Fewer than half th
reviews were foun
be effective so ove
educational and s
management prog
cannot be strongly
recommended alth
the diversity acros
programs makes i
difficult to general
The majority of 
outcomes focusse
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ise. 

ed on 



 

118 

 

 

Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

were
COP
rheum
arthri
eczem
schiz
bipola
strok
pain, 
hype

Deakin et 
al. 2009 
 
UK 

Type
 
Adult
diagn
diabe
regar
gend
ethni

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

: 
D, epilepsy, 
matoid 
itis, atopic 
ma, 

zophrenia, 
ar disorder, 
e, HIV, back 

rtension 

 2 diabetes 

ts with 
nosed type 2 
etes 
rdless of 
er or 
city 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

11 RCTs 
(14 
publications)

n criteria 

Type of 
intervention and 
definition 

patients’ knowledg
and skills to mana
chronic health 
problems. 
 
Excluded: 
-Psychological 
interventions such
as psychotherapy 
CBT 
-interventions 
delivered by lay 
people 

) 

Group-based patie
education 

Chronic care

Description of 
interventions

ge 
ge 

 
or 

programmes 
containing 
behavioural 
treatments. 
 
Interventions we
delivered throug
written or multi-
media materials
interactive sess
with professiona
lectures or a 
combination of t
approaches. 

ent Group-based 
educational 
programmes wh
met the followin
criteria: 
• specific for 
people with type
diabetes; 
• delivered in 
primary or 

e

Main positive
reported 

ere 
gh 

s, 
sions 
als, 

these 

(help patients w
monitoring of a
medication) ca
isolation or onl
optimal self-ma
programme. 
Diabetes 
Only one (Dea
five reviews on
positive result 
education prog
effective at imp
outcomes and 
psychosocial o
Epilepsy 
Group educatio
reduce numbe
improve knowl
but evidence is
number of trial
COPD : Interve
improve knowl
reduce hospita
low number of 
trials available

hich 
ng 

e 2 

Results of met
favour of group
diabetes educa
programmes w
 
Self-efficacy
(i) One RCT, D
assessed the l
empowerment 
months there w
difference in to

Results 

e results from 
outcomes 

Ov
con

with self-
asthma 
an work in 
ly as part of an 
anagement 

akin 2005) out of 
n diabetes had 
of group 

grammes were 
proving clinical 
some 

outcomes. 

on might help 
er of seizures and 

edge of epilepsy 
s limited by low 
s available. 
entions may 
edge, QoL and 

al admission but 
good quality 
. 

com
inte
Edu
hav
pat
ast
pro
inte
dia
me
It is
wha
nee
suc
How
clea
whe
ind
sup
Few
effe

ta-analyses in 
p-based 
ation 

were 

Deakin 2003 
evel of 
 and found at 4 
was a significant 
otal 

Gro
or t
ma
in p
dia
imp
glu
and
and
blo
and

erall study 
nclusion 

mponents of 
ervention programmes
ucational programmes
ve some benefits for 
tients suffering from 
hma and are 

omising for 
erventions for 
betes, epilepsy and 
ntal health.  

s difficult to describe 
at elements are 
eded to make a 
ccessful intervention. 
wever, there is no 
ar evidence as to 
ether group or 
ividual education is 

perior. 
w data on cost-
ectiveness 

oup-based education 
training for self-
nagement strategies 

people with type 2 
betes is effective by 

proving fasting blood 
cose levels, HbA1c 
d diabetes knowledge 
d reducing systolic 
od pressure levels, 
d the requirement for 

KCE Report 1

Abacus summ

s 
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improvement in di
symptoms and he
care utilisation rat
than self-efficacy. 
Interventions for 
asthma, diabetes 
epilepsy were foun
be effective often 
because self-
management 
programmes are a
at symptom monit
such as blood gluc
which can empow
patient to manage
condition. 

There was strong 
evidence from one
that group-based 
diabetes educatio
significantly impro
empowerment. 
 
Most of the outcom
used in the meta-
analysis resulted f
two or three studie
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her 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

n criteria 

Type of 
intervention and 
definition 

Chronic car

Description of 
interventions

secondary care
• based on 
learner/patient-
centred educati
• included or 
excluded family
and friends; 
• had a minimum
six participants 
each group; 
• was a minimum
of one session 
lasting for one 
hour. 

e 

Main positive
reported 

; 

on; 

y 

m of 
in 

m 

empowerment 
of the group ed
programme (d
0.3;95% CI 0 t
(ii) Diabetes kn
Improvement a
(standardised 
SMD: 1.0; 95%
1.2) from 4 RC
 
Clinical 
(i) HbA1c 
Reduction at 4
(1.4%; 95% CI
at 12-14 month
CI: 0.7 to 1.0) 
(1.0%; 95% CI
3 RCTs. 
 
(ii) Fasting bloo
Reduction at 1
mmol/L; 95% C
RCTs.  
 
(iii) Systolic blo
Reduction at 4
mmHg: 95% C
RCTs. 
 
Health-care u
(i) Need for dia
medication 
Reduction in n

Results 

e results from 
outcomes 

Ov
con

 score in favour 
ducation 
ifference 
o 0.6;p<0.001) 
nowledge 
at 12-14 months 
mean difference 

% CI: 0.7 to 
CTs. 

4-6 months 
I: 0.8 to 1.9),  
hs (0.8%; 95% 
and at two years 
I: 0.5 to 1.4) from 

od glucose 
2 months (1.2 

CI: 0.7 to 1.6); 2 

ood pressure 
4-6 months (5 
CI: 1 to 10), 2 

se 
abetes 

eed for diabetes 

dia

erall study 
nclusion 

betes medication. 

Abacus summ

Therefore more st
are needed to con
whether group 
education program
are more efficacio
based on patient 
education incorpo
empowerment. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Dennis et 
al. 2008 
 
Australia 

Adult
years
with o
of the
chron
cond
hype
coron
disea
diabe
disor
asthm
arthri
RA) a
osteo

Ditewig et 
al. 2010 

Chro
failur

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ts aged 18 
s and over 
one or more 
e following 
nic 
itions: 
rtension, 
nary heart 
ase, type 2 
etes, lipid 
ders, 

ma, COPD, 
itis (OA and 
and 
oporosis. 

Primar
care 

nic heart 
e (CHF) 

Primar
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 141 studies 
(study types 
not 
reported) 
and 23 SRs.
 
Only studies 
>1990 and 
undertaken 
in Australia, 
Canada, 
The 
Netherlands
, New 
Zealand, 
Scandinavia
, UK and 
USA. 

ry, 
dary 

19 RCTs 

n criteria 

Type of 
intervention and 
definition 

 

Chronic disease 
management 
interventions. 
 
The Chronic Care 
Model (Wagner 
1996) was used as
framework for 
analysis, 6 elemen
of the model: self-
management 
support, delivery 
system design, 
decision support, 
clinical information
systems, commun
resources and hea
care organisation.

Self-management
 

Chronic care

Description of 
interventions

s a 

nts 

n 
ity 

alth 

Organisational, 
professional or 
financial 
interventions fo
chronic disease
delivered by no
hospital 
professionals. 
 
Patient-mediate
interventions su
as distribution o
educational 
materials, 
education sessi
motivational 
counselling, brie
intervention, 
community 
programs, self-
management an
call-back remind
notices. 

Studies had to 
describe and 
compare 

e

Main positive
reported 

medication (od
95% CI: 5.2 to 
trials 

r 
e 
n-

ed 
uch 
of 

ion, 

ef 

nd 
der 

This review fou
management i
effective in imp
process of care
outcomes, with
evidence for d
hypertension, s
for arthritis and
less clear evid
 
According to th
care model, ef
interventions 
1. Self-manage
element 

• Patie
sess

• Patie
coun

• Educ
2. Delivery sys

• Mult
team

• Mos
effec
deliv
desi
hype
diso
dise

Self-efficacy
NR 

Results 

e results from 
outcomes 

Ov
con

dds ratio 11.8, 
 26.9) from 5 

und self-
nterventions are 
proving both 
e and patient 
h the most 
iabetes and 
some evidence 
d asthma with 
ence for COPD.

he of the chronic 
ffective 

ement support 

ent education 
sions 
ent motivational 
nselling 
cational material

stem design 
tidisciplinary 
ms 
st evidence for 
ctiveness of 
very system 
gn for diabetes, 
ertension, lipid 
rders and heart 
ase 

Evi
rev
dise
the
hea
inte
to b
eng
self
sup
edu
for 
nur
ma
car

Thi
fou
ava

erall study 
nclusion 

dence from this 
view on chronic 
ease management in 
 Australia primary 

alth care showed the 
erventions most likely 
be effective were 
gaging primary care in
f-management 
pport through 
ucation and training 
GPs and practice 

rses and linking self-
nagement support in 

re plans.  

s systematic review 
nd that current 

ailable published 
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n 

The focus of this r
was on effective c
disease managem
Australian primary
health care. It iden
some important fin
based on the Chro
Care Model but de
on effective self-
management 
interventions were
reported making it
difficult to assess 
aspects make up 
successful interve

Although there we
some positive find
of self-manageme
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mary 

review 
chronic 
ment in 
y 
ntified 
ndings 
onic 
etails 

e not 
t 
what 
a 

ention.  

ere 
dings 
ent 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

 
The 
Netherlan
ds 

 
Adult
years
diagn
CHF,
of sev
disea
level 
group

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ts aged >18 
s and 
nosed with 
, regardless 
verity of the 

ase, literacy 
or ethnic 

p 

and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ertiary 

n criteria 

Type of 
intervention and 
definition 

Self-management 
refers to the 
individual’s ability t
manage symptoms
treatment, physica
and psychosocial 
consequences and
lifestyle changes 
inherent to living w
a chronic condition
to affect the 
cognitive 
behavioural and 
emotional respons
necessary to 
maintain a 
satisfactory QoL, s
a dynamic and 
continuous proces
of self-regulation is
established. 

Chronic car

Description of 
interventions

to 
s, 

al 

d 

with 
n, 

ses 

so 

ss 
s 

effectiveness of
self-manageme
interventions (in
any format, i.e. 
written, verbal, 
visual, audio) w
standard care 
designed for CH
patients 
implemented by
any health 
professional or 
leader. Self-
management 
interventions 
could be integra
in a formal CHF
(disease-
management) 
program. 

e 

Main positive
reported 

f 
ent 
n 

with 

HF 

y 

lay 

ated 
F 

Clinical 
(i) mortality 
One study out 
assessed mort
significant redu
of the interven
the rate of dea
observation ye
(ii) quality of lif
Only 6 out of 1
measured QoL
significant imp
QoL in interven
compared with
 
 
 
Health-care u
(I) All-cause ho
readmissions
Two studies (A
Giordiano 2009
assessed all-c
readmissions r
significant dec
of the interven
Another study 
2008) reported
lower proportio
intervention pa
readmitted. 
(ii) CHF-hospit
Two studies (s
outcome) out o
assessed CHF

Results 

e results from 
outcomes 

Ov
con

of 9 that 
tality reported a 
uction in favour 
tion group on 

aths per 
ear (p=0.006). 
fe 
4 studies that 

L reported 
rovements in 
ntion groups 

h controls.  

se 
ospital 

Atienza 2004, 
9) out of 8 that 

cause hospital 
reported 

crease in favour 
tion-group. 
(Wakefield 

d a significantly 
on of combined 
atients were 

talization rate 
same as above 
of 4 that 
F-

stu
me
wea
vali
effe
ma
inte
mo
hos
chr
hos
qua
with

erall study 
nclusion 

dies show 
thodological 
aknesses making 
idation of the 
ectiveness of self-
nagement 

erventions on 
ortality, all-cause 
spital readmissions, 
ronic heart failure 
spitalization rate and 
ality of life in patients 
h chronic heart failure

Abacus summ

. 

interventions for C
such as reduced 
hospital readmissi
and improved QoL
difficult to make st
recommendations
self-management 
interventions for th
chronic disease gr
Many of the includ
studies had short 
up periods and the
instruments used 
assess self-
management (QoL
tools) may not be 
adequately validat
measure an effect
improved or worse
self-efficacy. 
 
In future, well-des
studies on CHF ar
required to determ
the independent e
of self-manageme
interventions and 
different combinat
interventions on c
and patient report
outcomes 
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L 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Dorn et al 
2010 
 
USA 

Irritab
syndr
 
Adult
years

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ble bowel 
rome (IBS) 

ts (>18 
s) with IBS 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

11 studies 
(9 RCTs, 2 
non-RCTs) 

n criteria 

Type of 
intervention and 
definition 

Self-management
 
Self-management 
strategies typically
include educationa
materials, as well a
cognitive 
behavioural 
approaches to 
increase patients’ 
knowledge, bolste
self-efficacy, and 
encourage self-
management 
behaviours.  

Chronic care

Description of 
interventions

y 
al 
as 

r 

Comparison of o
or more self-
management 
related interven
(IBS education 
programme with
weekly sessions
single education
class, audio CD
based home 
hypnosis sessio
self-administere
cognitive 
behavioural 
therapy, self-he
guide book, 
support groups)
a control (includ
standard medic
treatment and/o
wait list group).
Psychological 
therapies which
may or may not
considered a 
component of s
management w
excluded unless
the psychologic
therapy was 
primarily self-
administered as
means of 
strengthening 

e

Main positive
reported 

hospitalization
significant redu
favour of the in
group. 

one 

ntion 

h 6 
s, 
nal 

D-

ons, 
ed 

elp 

) to 
ding 
cal 
or 

h 
t be 

elf-
were 

s 
cal 

s a 

Self-efficacy
 
(i) IBS knowled
One RCT (Rin
reported greate
improvements 
knowledge in p
received a stru
education com
education boo
74 on VAS vs 
months 73 vs 4
 
Clinical 
(i) IBS Sympto
Score (IBS-SS
One RCT (Rin
reported greate
improvements 
patients who re
structured IBS 
compared with
booklet (3 mon
-21 vs. -6; p=0
change of -32 
p=0.04). 
Another RCT a
greater sympto
patients assign
care plus self-m
compared with

Results 

e results from 
outcomes 

Ov
con

 rate described 
uctions in 
ntervention-

dge 
gstrom 2009) 
er 
in IBS 

patients who 
uctured IBS 

mpared with IBS 
klet (3 months: 
40, p<0.001; 6 
40, p<0.001)  

om Severity 
SS) 
gstrom 2009) 
er 
in IBS-SSS in 

eceived a 
 education 

h IBS education 
nths: change of 
0.06; 6 months: 
vs -13, 

also reported 
om relief in 
ned to usual 
management 

h usual care 

Sel
sup
app
pat
adm
beh
ach
ben
usu
ach
reli
hel
evid
sup
hom
inco
 
Ma
stu
me

erall study 
nclusion 

lf-management 
pport interventions did
pear to benefit IBS 
tients with a self-
ministered cognitive 
havioural intervention 
hieving the largest 
nefit compared with 
ual care (72% vs 7% 
hieved adequate 
ef) followed by a self-
p guidebook. The 
dence for patient 
pport groups and 
me hypnosis was 
onclusive. 

ny of the included 
dies were limited by 
thodological flaws. 

KCE Report 1

Abacus summ

 
This review showe
some promising s
management 
interventions for IB
such as self-
administered cogn
behavioural therap
self-help guideboo
structured patient 
education, howeve
many studies were
under-powered wi
small patient num
and at risk of bias 
due to a lack of bl

192S 

mary 

ed 
elf-

BS 

nitive 
py, 
ok and 

er 
e 
ith 
bers 
often 

inding. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

n criteria 

Type of 
intervention and 
definition 

Chronic car

Description of 
interventions

self-care. 
 

e 

Main positive
reported 

alone. 
 
(ii) IBS Severit
One non-RCT
2006, n=25) re
decrease in the
Scale (53% vs
at 3 months re
patients who re
home hypnosis
compared with
(standard med
 
(iii) Adequate r
One RCT (Lac
reported super
relief (respond
7.4%; p< 0.05)
respectively as
administered c
behavioural the
self-monitoring
Another RCT r
relief (76.7% v
0.05) in patien
usual care plus
management c
usual care alon
 
(iv) Clinical glo
improvement 
One RCT(Lack
reported highe
improvements 
assigned to se
cognitive beha

Results 

e results from 
outcomes 

Ov
con

ty Scale 
(Palsson 

eported a 
e IBS Severity 

s. 26%, p<0.05) 
espectively in 
eceived a 
s programme 

h controls 
dical care) 

relief  
ckner 2008) 
rior adequate 
ers 72.0% vs. 
) in patients 
ssigned to self-
cognitive 
erapy (CBT) vs 

g control. 
reported higher 
vs. 21.2%; p< 
ts assigned to 
s self-
compared with 
ne. 

obal 

kner 2008) 
er clinical global 

in patients 
elf-administered 
avioural therapy 

erall study 
nclusion 

Abacus summ
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Du et al 
2011 
 
China 

Musc
pain 
 
Adult
years
chron
musc
pain 
which
arthri
or fib
back 
shou
neck 
and t
symp
persi
than 

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

culoskeletal 
conditions  

ts (aged ≥18 
s) with 
nic 
culoskeletal 
conditions 
h include 
itis(OA, RA 
romyalgia), 
pain, 
lder pain, 
pain, etc., 

the 
ptom of pain 
sts for more 
3 months 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

19 RCTs 

n criteria 

Type of 
intervention and 
definition 

Self-management
 
Studies of 
interventions that 
integrated 
systematic therapi
into a self-
management or se
care program were
included. 
 
Comparison was 
usual care or 
waiting-list control

Chronic care

Description of 
interventions

es 

elf-
e 

. 

Self-manageme
programmes 
selected should
emphasis on 8 
elements: (a) se
efficacy 
building; (b) self
monitoring; (c) 
goal-setting and
action-planning
(d) decision-
making;  
(e) problem-
solving; (f) self-
tailoring;  
(g) partnership 
between the vie
of patients and 
health 
professionals; 
and  
(h) community-
based and close
home.  
The trials in whi
interventions 
primarily focuse
on managing pa
and minimizing
disability were 
qualified for 
inclusion 

e

Main positive
reported 

(CBT) or stand
versus self-mo

ent 

d lay 

elf-

f-

d 
; 

ews 

e to 

ich 

ed 
ain 

Results of met
favour of self-m
compared with
 
Self-efficacy
(i) Arthritis-rela
Significant red
at 4 months fro
(SMD= -0.23, 9
to -0.1, p=0.00
months from 3
-0.29, 95% CI:
p=0.0003), at 1
from 3 RCTs (S
95% CI: -0.23 
p=0.008) using
analogue scale
numeric scale.
 
(ii) arthritis-rela
Significant red
disability at 12 
RCTs(SMD= -
0.27 to -0.07, p
 
(iii) Chronic ba
intensity 
None of the 3 s
showed signific
effect in reduc
 
(iv) Disability a

Results 

e results from 
outcomes 

Ov
con

dard CBT 
onitoring control 

ta-analyses in 
management 
h control were 

ated pain 
uction in pain 
om 7 RCTs 
95% CI: -0.36 

003), at 6 
3 RCTs (SMD= 

 -0.41 to -0.17, 
12 months 
SMD= -0.14, 
to -0.04, 

g visual 
e and visual 
. 

ated disability 
uction in 
 months from 3 
0.17, 95% CI: -
p=0.0006). 

ack pain 

studies 
cant positive 
ing back pain. 

associated with 

Thi
self
pro
a b
pai
chr
con
for 
me
self
pro
to m
red
yea
nee
ma
bac

erall study 
nclusion 

s study shows that 
f-management 

ograms probably have 
eneficial effect on 
n and disability for 

ronic musculoskeletal 
nditions. Particularly 
arthritis, results of 
ta-analyses show that
f-management 

ograms have a small 
moderate effect in 
ducing pain within 1 
ar. Further research is
eded on self-
nagement for chronic 

ck pain. 

KCE Report 1

Abacus summ
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There is evidence
self-management 
small to moderate
benefit for arthritis
related pain and 
disability. Howeve
chronic back pain,
evidence is insuffi
Further research o
self-management 
improving and dis
is needed. 
The authors ensur
that included RCT
evaluated self-
management 
interventions that 
designed to give t
patient effective p
management strat
such as relaxation
exercise advice, 
medication advice
problem solving, 
decision making, a
planning and self-
tailoring. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Duke et al. 
2009 
 
Australia 

Type
 
Adult
2 dia
defin
Amer
Diabe
Asso
 
Exclu
matu
diabe
young
gesta
diabe

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

 2 diabetes 

ts with type 
betes as 
ed by WHO, 
rican 
etes 
ciation. 

uded 
rity onset 

etes of the 
g and 
ational 
etes. 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

9 RCTs 

n criteria 

Type of 
intervention and 
definition 

Individual patient 
education. 

Chronic car

Description of 
interventions

The intervention
was individual 
face-to-face pat
education (not 
telephone or 
computer-based
while control 
individuals 
received usual 
care, routine 
treatment or gro
education. 
Only studies tha
assessed outco
measures at lea
six months from
baseline were 
included. 
 
Six studies 
compared 
individual 
education to us
care and three
compared 
individual 
education to gro
education 

e 

Main positive
reported 

chronic back p
Only one study
short-term (3 m
significant pos
improving disa
size: -2.30, 95
-0.39)). 
 

n 

tient 

d) 

oup 

at 
ome 
ast 

m 

ual 

oup 

Clinical 
(i) HbA1c 
In the six studi
individual face
education to us
individual educ
significantly im
(WMD= -0.1%
to 0.1, p=0.33)
18 month perio
there was a sig
benefit of indiv
education on H
subgroup of th
involving patie
baseline HbA1
8% (WMD -0.3
0.5 to -0.1, p=0
 
In the two stud
individual to gr
there was no s
difference HbA
(WMD=0.03%
to 0.1) at 12 to
 
(II) BMI and blo

Results 

e results from 
outcomes 

Ov
con

pain 
y reported a 
months) 
itive effect in 

ability (effect 
% CI:(-4.21 to 

es comparing 
-to-face 
sual care, 
cation did not 

mprove HbA1c 
, 95% CI: -0.3 
) over a 12 to 
od. However 
gnificant 
vidual 
HbA1c in a 
ree studies 
nts with higher 
c greater than 

3%, 95% CI: -
0.007) 

dies comparing 
roup education, 
significant 
A1c 
, 95% CI: -0.02 

o 18 months 

ood pressure 

Thi
sug
ind
glyc
com
car
tho
HbA
 
How
did 
sign
bet
edu
car
 
In t
stu
and
the
imp
to 1
Add
nee
the

erall study 
nclusion 

s systematic review 
ggests a benefit of 
ividual education on 
caemic control when 
mpared with usual 
re in a subgroup of 
ose with a baseline 
A1c greater than 8%. 

wever, overall there 
not appear to be a 

nificant difference 
tween individual 
ucation and usual 
re. 

the small number of 
dies comparing group
d individual education,
re was an equal 

pact on HbA1c at 12 
18 months.  
ditional studies are 
eded to delineate 
se findings further. 

Abacus summ

 

p 
, 

There were too few
studies as well as 
few outcomes rep
to perform a meta
analysis on the eff
individual educatio
diabetes knowledg
psycho-social outc
and diabetes 
complications or h
service utilization 
cost analysis in th
studies. 
 
The focus of the fi
of this review was
glycaemic control 
than patients’ 
knowledge, self-ef
and health care 
utilisation so the o
benefit from indivi
patient education 
diabetes is limited
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mary 

w 
too 
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-
fect of 
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overall 
dual 
in 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Effing et 
al. 2009 

chron
obstr
pulm
disea
 
Patie
clinic
of CO
asthm
focus
on pu
rehab
studie
usua
contr
were 

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

nic 
ructive 
onary 

ase (COPD) 

ents with a 
cal diagnosis 
OPD (not 
ma). Studies 
sing mainly 
ulmonary 
bilitation and 
es without 
l care as a 

rol group 
excluded 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

15 group 
comparison
s drawn 
from 14 
controlled 
trials 
(randomised
and non-
randomised)

n criteria 

Type of 
intervention and 
definition 

 

) 

Self-management 
education. 
 
The interventions 
were categorised 
into COPD 
education and/or 
self-treatment 
guidelines. 
 
COPD education 
was a programme 
which transfers 
information about 
COPD and treatme
of COPD in any of
the following forms
written, verbal, vis
or audio. 
 
Self-treatment 
guidelines included
written plan 
produced for the 
purpose of patient 
self-management 
COPD 
exacerbations.  

Chronic care

Description of 
interventions

ent 
f 
s: 
ual 

d 

of 

The educationa
programmes too
the format of gro
or individual 
education ± 
media/written 
communication
exercise sessio
± follow up 
sessions or 
telephone calls.
With interventio
directed toward
COPD 
management su
as smoking 
cessation, 
improving exerc
nutrition, self-
treatment of 
exacerbations, 
inhalation 
technique or 
coping with 
activities of daily
living, or a 
combination of 
these. 
 
Self-treatment 
guidelines (actio
plan) might info

e

Main positive
reported 

There was no 
difference in th
individual vers
or group educa
and systolic or
pressure. 

al 
ok 
oup 

, ± 
ns 

. 
ons 
s 

uch 

cise, 

y 

on 
rm 

Self-efficacy/H
(i) Significantly
reduction in tot
St George’s Re
Questionnaire 
(WMD= -2.58; 
-0.02) respecti
management e
usual care from
 
Clinical 
(i) A small but 
reduction was 
dyspnoea mea
BORG-scale (W
95% CI: -0.96 
(ii) No significa
found in either 
or exercise cap
 
Health-care u
(i) Significant r
probability of a
hospital admis
patients receiv
management e
compared to th
usual care (OR
0.47 to 0.89).

Results 

e results from 
outcomes 

Ov
con

significant 
he impact of 
us usual care 
ation on BMI 
r diastolic blood 

HQoL 
y higher 
tal score on the 
espiratory 
(SGRQ) 
95% CI: -5.14 to 
vely in self-

education vs 
m 7 studies. 

significant 
detected in 

asured with the 
WMD= -0.53; 
to -0.10) 

ant effects were 
r lung function 
pacity 

se 
reduction in the 
at least one 
ssion among 
ving self-
education 
hose receiving 
R= 0.64; 95% CI 

It is
ma
is a
red
adm
ind
det
oth
par
in it
eno
rec
ma
in C
How
het
inte
pop
tim
me
still
form
rec
reg
con
ma
pro
CO

erall study 
nclusion 

s likely that self-
nagement education 

associated with a 
duction in hospital 
missions with no 
ications for 
trimental effects in 
er outcome 

rameters. This would 
tself already be 
ough reason for 
commending self-
nagement education 

COPD.  
wever, because of 
terogeneity in 
erventions, study 
pulations, follow-up 
e, and outcome 
asures, data are 
l insufficient to 
mulate clear 

commendations 
garding the form and 
ntents of self-
nagement education 

ogrammes in 
OPD 

KCE Report 1

Abacus summ

There is need for 
large RCTs with a
term follow-up, be
more conclusions 
be drawn. Addition
many studies were
designed to meas
self-efficacy so 
conclusions on thi
measure are limite
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Gibson et 
al. 2009 
 
Australia 

Asthm
 
Adult
years
asthm

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ma 

ts over 16 
s of age with 
ma 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

36 RCTs 

n criteria 

Type of 
intervention and 
definition 

1.Patient educatio
for self-manageme
2. self-monitoring
3.regular medical 
review 
4.written action pla
 
Patient asthma 
education is a 
programme which 
transfers informati
about asthma in an
of these forms: 
written, verbal, vis
or audio. 
 
It may be interactiv
or non-interactive, 
structured or 
unstructured.  
The content of the
education must be
related 
to asthma and its 

Chronic car

Description of 
interventions

patients about 
when and how t
adjust and/or st
medication in ca
of an exacerbat

n 
ent  

an 

on 
ny 

ual 

ve 

e 
e 

Patient self-
management 
education was 
either minimal o
maximal. 
 
Minimal educati
was characteris
by the provision
of written mater
alone or the 
conduct of a sh
unstructured 
verbal interactio
between a healt
provider and a 
patient where 
the primary goa
to improve patie
knowledge and 
understanding
of asthma.  
 
Maximal educat
is considered to

e 

Main positive
reported 

to 
tart 
ase 
tion. 

 
(ii) No significa
found in numb
exacerbations 
emergency de
 
(ii) No significa
found in numb
from work 
 

or 

ion 
sed 
n 
rial 

ort 

on 
th 

al is 
ent 

tion 
o be 

QoL 
Compared with
self-managem
reduced  
(i) quality of life
mean differenc
0.11 to 0.47) (6
(ii) days off wo
(RR 0.79, 95%
0.93) 
 
Clinical 
(I) Self-manag
reduced noctu
0.67, 95% CI: 
(ii) Positive effe
self-managem
education on im
peak expirator
measure of lun
that achieved s
significance at
 
Health-care u

Results 

e results from 
outcomes 

Ov
con

ant effects were 
er of 
and 
partment visits 

ant effects were 
er of days lost 

h usual care, 
ent education 

e (standard 
ce 0.29, 95% CI: 
6 RCTs) 

ork or school 
% CI: 0.67 to 

ement education 
rnal asthma (RR 
0.0.56 to 0.79) 
ect of asthma 
ent 
mprovement in 
ry flow (a 
ng function) 
statistical 
t p < 0.05 

se 

Edu
self
invo
by 
flow
cou
me
writ
imp
out
ast
Tra
tha
to a
usin
pla
effe
form
ma

erall study 
nclusion 

ucation in asthma 
f-management which 
olves self-monitoring 
either peak expiratory
w or symptoms, 
upled with regular 
dical review and a 
tten action plan 
proves health 
tcomes for adults with 
hma.  

aining programmes 
t enable people 

adjust their medication
ng a written action 
n appear to be more 
ective than other 
ms of asthma self-
nagement 

Abacus summ

y 

n 

Self-management
education that inv
a written action pla
self-monitoring an
regular medical re
(based on 
recommendations
current asthma 
guidelines) result 
improvements in s
efficacy, clinical 
outcomes and red
health care use in
with asthma. 
 
Interventions that 
not contain a writt
asthma plan were
effective. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Guevara 
et al 2003 
 
USA 
 
Duplicate 
Cochrane 
Wolf 
 
 
 
 
 

Child
adole
asthm
to 18

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

dren and 
escents with 
ma, aged 2 
 years 

Setting
reporte
assum
be ma
primar
care. 

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

g not 
ed 

med to 
ajority 
ry 

32 RCTs 
 
15 RCTs 
Adolescents 
13 to 18 
years. 
12 RCTs 
children 2 to 
5 years 

n criteria 

Type of 
intervention and 
definition 

management. 
Self-monitoring 
regular 
measurement of 
PEF or symptoms
Regular review-
consult with doctor
on regular basis 
Written action plan
individualised writt
plan for the purpos
of self-manageme
Self-management 
was compared wit
usual care. 

Educational 
interventions for se
management 

Chronic care

Description of 
interventions

r 

n- 
ten 
se 
nt. 

h 

structured with t
use of both 
interactive and 
non-interactive 
modes of 
information 
transfer.  
 

elf 
Educational 
programmes mo
with multiple 
sessions and 
symptom based
strategies. 
Educational 
interventions in 
self-manageme
related to the 
prevention of 
asthma, 
management of
asthma attacks 
development of
social skills. 
Detailed 
descriptions of 
interventions we
not reported. 

e

Main positive
reported 

the Self-managem
reduced 
(i) hospitalisati
95% CI: 0.50 t
RCTs) 
 (ii) emergency
0.82, 95% CI: 
RCTs) 
(iii) unschedule
doctor (RR 0.6
to 0.81) (11 RC

ost 

d 

ent 

f 
or 

f 

ere 

Self-efficacy
Self-efficacy m
reported as co
health locus of
There was a m
improvement i
with a standard
mean differenc
0.36 (95% CI: 
p=0.0007) from
 
Clinical 
A moderate im
lung function. R
meta-analysis 
patients) on lu
outcomes tran
0.24 litre increa
a 9.5% increas
predicted peak

Results 

e results from 
outcomes 

Ov
con

ment education 

ons (RR 0.64, 
o 0.82) (12 

y room visits (RR 
0.73 to 0.94) (20 

ed visits to the 
68, 95% CI: 0.56 
CTs) 

measures were 
oping scores or 
f control scales. 

moderate 
n self-efficacy 
dised weighted 
ce (WMD) of 
0.15 to 0.57, 

m 7 RCTs. 

mprovement in 
Results from 
of 4 RCTs (258 
ng function 
slated into a 
ase in FEV1 and 
se in percentage 
k expiratory flow 

Edu
inte
ma
in c
ado
ass
to m
imp
effi
and
an 
dep
 
pro
the
gre
mo
pro
targ
the

erall study 
nclusion 

ucational 
erventions for the self-
nagement of asthma 

children and 
olescents were 
sociated with modest 
moderate 
provement in self-
cacy, lung function, 
d number of visits to 
emergency 

partment. 

ogrammes targeted at 
 individual :  

eatest reductions in 
orbidity measures, 
ogrammes 
geted at a group had 
 greatest reduction 

KCE Report 1

Abacus summ

-
This systematic re
and meta-analysis
showed statistical
significant 
improvements in f
of most study outc
Multiple sessions 
the greatest succe
improving self-effi
and group interven
had the greatest 
reduction in 
hospitalisations. 
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mary 

eview 
s 
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favour 
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had 

ess at 
cacy 
ntions 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Hampson 
et al. 2001 
 
 
U.K 

Type
 
Patie
type 
aged
(mea
of dia
4.9 ye
 
 

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

 1 diabetes  

ents with 
1 diabetes 
 9–21 years 

an duration 
abetes was 
ears) 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

62 studies 
(25 RCTs) 
reported in 
64 
publications

n criteria 

Type of 
intervention and 
definition 

Educational and 
psychosocial 
interventions for se
management. 
 
Education was 
defined broadly 
to include any 
intervention aimed
changing 
diabetes-related 
behaviour as well 
those 
related more 
specifically to 
knowledge 
 
Psychosocial 
interventions are 
diverse and provid

Chronic car

Description of 
interventions

elf-

d at 

as 

de 

Most of the stud
used family 
therapy, followe
by behavioural 
principles and th
third largest use
social learning 
theory.  
Minority of the 
studies used 
interventions th
could not be 
categorised as 
family therapy,
behavioural 
therapy or socia
learning theory,
such as anchor
instruction or 
social support.

e 

Main positive
reported 

rate. 
 
Health-care u
Educational int
associated wit
reduction in nu
an emergency 
WMD -0.21 (95
0.09, p=0.0007
(1899 patients
 
 
 
 

dies 

ed 

he 
ed 

at 

al 
 
ed 

Self-efficacy
(i) Group-base
intervention im
to control (usu
diabetes speci
(p < 0.05) (Boa
1993). 
 
(ii) Patients in 
efficacy improv
coping skills tra
intensive diabe
management, 
were less upse
(p < 0.001), fou
less hard (p < 
diabetes had le
their quality of 
compared with
(intensive man
 

Results 

e results from 
outcomes 

Ov
con

se 
terventions were 
h a modest 

umber of visits to 
y department 
5% CI; -0.33 to -
7) from 18 RCTs 
). 

in h
pro
sing
ses
gre
mo
 tho
mu
the
imp
effi
red
ED

ed behavioural 
mproved relative 

al care) on 
fic stress levels 
ardway et al. 

diabetes self-
ved more in 
aining plus 
etes 
(p < 0.05), and 

et with coping 
und coping 
0.01) and 
ess impact on 
life (p < 0.04) 

h control 
nagement only) 

Edu
soc
sm
ben
var
ma
 
Qu
nar
evid
inte
like
the
inte
var
dia

erall study 
nclusion 

hospitalisations.  
ogrammes comprising 
gle 
ssions had the 
eatest reductions in 
orbidity measures, 
ose comprising 
ltiple sessions had 
 greatest 

provement in self 
cacy and the greatest

duction in n visits to 
 

ucational and psycho-
cial interventions have
all to medium 
neficial effects on 
rious diabetes 
nagement outcomes. 

antitative and 
rrative analysis of the
dence suggested that 
erventions are more 
ely to be effective if 
y demonstrate the 

er-relatedness of the 
rious aspects of 
betes management. 

Abacus summ

t 

-
e 

 

Combining both m
and non-medical 
aspects of diabete
management was
successful for 
adolescents than 
interventions that 
on one aspect.  
 
The evidence in th
review arise mainl
studies in the USA
hence it provides 
starting point for th
design of interven
for other countries
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

n criteria 

Type of 
intervention and 
definition 

training and suppo
in such areas as 
social skills, 
diabetes-related 
problem-solving an
coping skills, 
communication 
skills, and individu
and family based 
counselling.  
 

Chronic care

Description of 
interventions

ort 

nd 

al 

e

Main positive
reported 

Clinical 
(i) Diabetic con
(combination o
doctor ratings)
family therapy 
of nine control 
patients improv
12 months (Ry
 
(ii) multi-family
of adolescents
discuss diabet
showed signific
HbA1c at 3 mo
with no interve
(p<0.05) (Satin
 
(iii) Control (us
showed a sign
decline in meta
over the 18 mo
(Anderson et a
 
(iv) Self-monito
glucose trainin
lower HbA1 at 
0.01) and at 2
than control (u
(Dalamater et 
 
(v) Both coping
plus intensive 
management a
(intensive man
patients had im
HbA1c over tim

Results 

e results from 
outcomes 

Ov
con

ntrol 
of HbA1c) and 
): eight of nine 
patients and two 
(usual care) 

ved (p< 0.05) at 
yden et al. 1994).

y group therapy 
s and parents to 
es management 
cant decrease in 
onths compared 
ention (control) 
n et al. 1989). 

sual care) group 
ificantly greater 
abolic control 
onths (p < 0.04) 
al. 1989). 

oring of blood 
ng patients had a 

1 year (p < 
years (p < 0.05) 
sual care) 
al. 1990). 

g skills training 
diabetes 
and control 
nagement only) 
mproved  
me in both 

erall study 
nclusion 

KCE Report 1
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Hawthorne 
et al. 2008 
 
 
U.K 

Type
 
Ethni
with t
diabe
of an
durat
diagn
or wit
comp
diabe

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

 2 diabetes 

ic minorities 
type 2 
etes mellitus 
y 
tion of 
nosis, with 
thout 
plications of 
etes 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

11 RCTs 

n criteria 

Type of 
intervention and 
definition 

Culturally 
appropriate health
education 
 
Culturally 
appropriate health
education is define
here as education
that is tailored to th
cultural or religious
beliefs and linguist
skills of the 
community being 
approached, taking
into account 
likely literacy skills

Chronic car

Description of 
interventions

 

 
ed 

he 
s 
tic 

g 

s 

Culturally 
appropriate hea
education could
include adapting
established hea
education to 
innovative deliv
methods, such
as using 
community base
health advocate
or delivering it t
same gender 
groups, or adap
dietary advice to
in with the likely
diet of a particu
community 

e 

Main positive
reported 

groups (p < 0.0
for IG1 (p < 0.0
1998). 
 

Health-care u
(i) Individual-ba
may be more c
staff involveme
based interven
permit a more 
approach that 
individual’s pa
which may be 
effective in the

alth 
d 
g 

alth 

very 

ed 
es, 
o 

pting 
o fit 
y 
lar 

Self-efficacy
(i) Knowledge 
in the intervent
months, 4 RCT
95% CI: 0.4 to 
5 RCTs (SMD 
to 0.7) and twe
RCTs (SMD 0.
to 0.6) post int
from 10 RCTs
(ii) no significa
compared with
in patient-base
(quality of life m
attitude scores
of patient emp
self-efficacy) 
 
Clinical 
(i) Glycaemic c
showed an imp
following cultu

Results 

e results from 
outcomes 

Ov
con

001) but more so 
04) (Grey et al. 

se 
ased education 
costly in terms of 
ent than group-
ntions, but they 
targeted 
meets the 
rticular needs, 
more cost-

e long term. 

scores improved 
tion groups at 3 
Ts (SMD 0.6, 
 0.7), six months 
0.5, 95% CI: 0.3 

elve months 2 
.4, 95% CI: 0.1 
ervention results 

ant improvement 
h control groups 
ed outcomes 
measures, 
s and measures 
owerment and 

control (HbA1c), 
provement 
rally appropriate 

Cul
dia
edu
hav
on 
kno
Non
lon
clin
term
be 

erall study 
nclusion 

lturally appropriate 
betes health 
ucation appears to 
ve short term effects 
glycaemic control and

owledge of diabetes. 
ne of the studies were
g-term, and so 

nically important long-
m outcomes could not
studied 

Abacus summ

d 

e 

t 

Only two RCTs 
measured patient 
empowerment and
efficacy outcomes
found no significan
differences betwe
intervention and c
groups. 
There is a need fo
term RCTs that 
compare different 
and intensities of 
culturally appropri
health education w
defined ethnic min
groups 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Jones et 
al. 2011 
 
 
U.K 

Strok
 
Post-
patie
 
Mean
range
to 78

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ke 

-stroke 
nts 

n age 
ed from 55 
 years 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

22 studies in
total. 
19 single-
arm studies, 
many 
community 
sample of 
<100 stroke 
patients, 2 
RCTs and I 
non RCT 

n criteria 

Type of 
intervention and 
definition 

n Self-efficacy and 
self-management
 
Self-efficacy is 
defined as `people
beliefs about their 
capabilities to 
produce designate
levels of 
performance that 
exercise influence 
over events that 
affect their lives'. 
 
 
 
 

Chronic care

Description of 
interventions

e's 

ed 

Self-efficacy an
social cognition
theory as basis 
self-manageme
programmes for
post-stroke 
patients. 
 
 

e

Main positive
reported 

health educatio
(WMD - 0.3%, 
-0.01), and at s
(WMD -0.6%, 9
0.4), compared
groups who re
care’. This effe
significant at 1
intervention (W
CI: -0.4 to 0.2)
(ii) no significa
compared with
in lipid levels a
pressure 

d 
 
of 

ent 
r 

Self-efficacy
There is evide
efficacy is an i
variable assoc
various outcom
including quali
perceived hea
depression, AD
certain extent, 
functioning. 
 
Evidence from
(Johnson 2007
manual-based 
designed to inc
perceived cont
showed signific
recovery from 
compared to a
control group.
 
A small non RC

Results 

e results from 
outcomes 

Ov
con

on at 3 months 
95% CI: -0.6 to 

six months 
95% CI: -0.9 to -
d with control 
ceived ’usual 

ect was not 
2 months post 

WMD -0.1%, 95% 
) 
ant improvement 
h control groups 
and blood 

nce that self-
mportant 

ciated with 
mes post-stroke 
ty of life or 
lth status, 
DL and, to a 
physical 

 one RCT 
7) evaluating a 

intervention 
crease 
trol ( n=203) 
cantly better 
disability 

a decline in 

CT (Huijbregts 

The
res
tog
sta
and
tha
ma
con
con
stro
Thi
red
neg
of s
red
and

erall study 
nclusion 

ere is a need for 
earchers, to work 
ether with other 
keholders to develop 
d test interventions 
t can support self-
nagement skills and 

nfidence to make 
ntinued progress after 
oke.  
s could help to 

duce some of the 
gative consequences 
stroke such as 
duced quality of life 
d social isolation 

KCE Report 1

Abacus summ

Further research o
self-management 
programmes that 
self-efficacy as an
underlying constru
needed. 
 
The majority of ev
from this review is
based on small sin
arm studies makin
difficult to assess 
effectiveness of an
intervention as the
was no control 
comparison. Furth
RCTs evaluating s
efficacy interventio
stroke patients are
required to determ
what is effective in
patient group. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Jovicic et 
al. 2006 
 
Canada 

Heart
 
patie
of ag
or old
were 
with h

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

t failure 

nts 18 years 
e 

der who 
diagnosed 

heart failure 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

6 RCTs 

n criteria 

Type of 
intervention and 
definition 

Self-management
 
Self-management 
was defined as 
"decisions and 
actions taken by 
someone who is 
facing a health 
problem or issue in
order to cope with 
and improve his 
or her health.” 

Chronic car

Description of 
interventions

n 
it 

Self-manageme
interventions 
included 
programmes aim
at enabling 
patients to assu
responsibility fo
managing one o
more aspects o
heart failure (e.g
symptom 
monitoring, 
weight monitorin
medication dosa
adjustment and
decision-making
Group or individ
education sessi
with home visit 
phone call follow
ups. One RCT 
(Ross) used an 
educational 
software with 
messaging 
communication 
between patient
and staff. 

e 

Main positive
reported 

2008) (n=30) s
weekly 6 week
intervention, sh
participant gro
significantly on
balance scale 
independence 
 
 

ent 

med 

ume 
or 
or 
f 
g. 

ng, 
age 
/or 
g). 
dual 
ions 
or 
w 

ts 

Self-efficacy
One study (Ko
that patients in
group were sig
likely to have a
perform daily w
monitor sympto
and not smoke
(Ross) reporte
improvement i
general medica
of self-manage
adherence to p
medical advice
there was no s
difference in fu
capabilities, sy
and quality of l
 
Clinical 
The effect of s
on mortality wa
(OR = 0.93; 95
1.51) 
Health-care u
(i) Self-manage

Results 

e results from 
outcomes 

Ov
con

studying a twice 
k group based 
howed the 
up improved 

n living index, 
and functional 
scale. 

oelling) showed 
n the intervention 
gnificantly more 
an action plan, 
weighing, 
oms, exercise 
e. Another RCT 
ed a significant 
n adherence to 
al advice. Effect 
ement on 
prescribed 
e improved, but 
significant 
unctional 
ymptom status 
life 

elf-management 
as not significant 
5% CI 0.57 to 

se 
ement 

Sel
pro
pat
dec
rea
rea
failu
 
Res
stu
tha
ma
inte
inte
com
like

erall study 
nclusion 

lf-management 
ograms targeted for 
tients with heart failure
crease overall hospita
admissions and 
admissions for heart 
ure. 

sults from individual 
dies seem to indicate 
t the self-
nagement 

erventions with more 
ensive education 
mponents are more 
ely to show benefits 

Abacus summ

e 
l 

Future research is
needed to assess 
whether 
improvements in 
mortality and qual
life can be achieve
self-management 
 
The pooled results
3 RCTs showed a
significant reductio
hospital readmissi
due to heart failure
Results from othe
outcomes such as
mortality and QoL
less conclusive ba
on results from the
out of six RCTs th
reported these 
outcomes. 

133 

mary 

s 

ity of 
ed with 

s from 
a 
on in 
ions 
e. 
r 

s 
 were 

ased 
e three 

hat 



 

134 

 

 

Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Korpersho
ek et al. 
2011 
 
 
The 
Netherlan
ds 

Strok
 
Adult
strok
phas
strok

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ke 

ts with 
e in all 
es after 
e  

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

17publicatio
ns 
  
4 RCTs but
majority 
cross-
sectional 
studies with 
< 100 
patients 

n criteria 

Type of 
intervention and 
definition 

Self-efficacy 
 
The concept self-
efficacy is describe
as the confidence 
one’s ability to 
perform a task or 
specific behaviour
high sense of 
self-efficacy leads 
desired outcomes,
such as improved
health. 

Chronic care

Description of 
interventions

ed 
in 

r. A 

to 
, 

Self-efficacy 
included situatio
and task-related
behaviour spec
concept. The 
strongest way o
influencing self-
efficacy was 
mastery 
experience 
through succes
performance of 
task 
 
 

e

Main positive
reported 

decreased all-c
readmissions (
CI: 0.44 to 0.80
failure readmis
95% CI: 0.27 t
(ii) Self-manag
failure on repo
from reduced r
utilization rang
to $7515 per p

on- 
d, 
ific 

of 
-

sful 
a 

Self-efficacy
Self-efficacy w
associated wit
daily living as s
chronic model 
management c
(Kendall 2007)
showed positiv
care as measu
self-efficacy sc
social roles (p<
productivity (p<
 
Four self-effica
interventions w
but the evidenc
interventions w
 
Clinical 
Self-efficacy w
associated wit
quality of life a
associated wit
 

Results 

e results from 
outcomes 

Ov
con

cause hospital 
(OR 0.59; 95% 
0) and heart 
ssions (OR 0.44; 
o 0.71). 

gement of heart 
orted savings 
resource 
ged from $1300 
patient per year 

was positively 
h activities of 
shown by a 
self-

course in a RCT 
) (n=110) 
ve effect of self-
ured by the QOL 
cale: (p<0.001), 
<0.001), work 
<0.001) . 

acy enhancing 
were identified 
ce of these 

was inconclusive.

was positively 
h mobility, 

and negatively 
h depression 

Pat
effi
bet
tha
self
The
con
det
influ
and
inte
clea
can
self
inte
clin
peo

erall study 
nclusion 

tients with high self-
cacy are functioning 
tter in daily activities 
n patients with low 
f-efficacy.  
e evidence 
ncerning the 
terminants 
uencing self-efficacy 
d the self-efficacy 
erventions makes 
ar how nurses 
n develop and tailor 
f-efficacy 
erventions for the 
nical practice of 
ople with stroke 

KCE Report 1

Abacus summ

This review was li
by a lack of RCT 
evidence. Positive
findings on self-eff
outcomes were 
demonstrated by o
RCT. Overall, the 
variety of study de
inclusion criteria a
instruments used 
it impossible to po
findings.  
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Mason et 
al 2008 
 
UK 

Chro
disea
 
Patie
of the
stage
kidne
early
dialys
dialys
Mean
years
Kidne
trans
recip
exclu
beca
group
addit
educ
need
beyo
scope
review

McGillion 
et al. 2004 
 
Canada 

chron
angin
 
CSA 
expe
class
angin
to the

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

nic kidney 
ase (CKD) 

ents in any 
e following 
es of chronic 
ey disease: 
, pre-
sis, and 
sis.  
n age 55 
s. 
ey 
plant 
ients were 

uded 
use this 
p has 
ional 
ational 
s that are 
nd the 
e of this 
w 

Primar
secon
and te

nic stable 
na (CSA) 

outpatients 
riencing 

s I, II or III 
na according 
e Canadian 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

22 RCTs 
 
Sample 
sizes 
ranging from
10 to 335 
participants.

ry, 
dary 

ertiary 

4 RCTs 

n criteria 

Type of 
intervention and 
definition 

m 

Patient education
 
Educational 
interventions for 
people with a 
chronic disease 
typically incorpora
informational 
components to 
improve knowledg
along with a variet
of psychological 
methods to empow
patients and chang
behaviour. 

Psycho-educationa
 
Psycho-educationa
interventions are 
educational 
treatment 
programmes 
featuring multi-mo

Chronic car

Description of 
interventions

te 

e, 
ty 

wer 
ge 

Interventions 
involved 
components aim
at improving bo
knowledge and 
motivation. The
components we
used in various 
combinations an
formats ranging
terms of 
complexity. 
Most studies us
an individual rat
than a group 
format to delive
the intervention
and all 
interventions to
place in hospita

al 

al 

dal 

One study used
stress 
management 
training for angi
symptoms and 
medication use
Another focusse
on the impact o

e 

Main positive
reported 

med 
th 

se 
ere 

nd 
g in 

sed 
ther 

r 
, 

ok 
als. 

Self-efficacy
Results from 4
indicated signi
improvements 
knowledge rete
dialysis care 
 
Clinical 
(i) One study w
that involved 7
an estimated g
filtration rate le
mL/min/1.73 m
mL/s/1.73 m2)
period in pre-d
(ii) Results from
pre-dialysis ca
20 years, there
significant incr
rates. 
 
Health-care u
Results from 4
dialysis care in
significant imp
long-term dela
dialysis therap

d 

ina 

. 
ed 
f 

Self-efficacy
(i) Patients in t
small group se
stress manage
relaxation tech
reported being
(p<0.001), less
(p<0.05), and h

Results 

e results from 
outcomes 

Ov
con

4 studies 
ficant 
in long-term 

ention in pre-

was identified 
70 patients with 
glomerular 
ess than 30 
m2 (<0.5 
) during a 4-week 
dialysis care 
m 4 studies in 

are indicated at 
e were 
reases in survival 

se 
4 studies in pre-
ndicated 
rovements in 

ayed onset of 
py 

Mu
stru
inte
effe
and
qua
was
Effe
dev
eva
inte
req
tho
with
chr
Thi
pos
del
kidn

three biweekly 
essions on 
ement and 
hniques 
g more relaxed 
s stressed 
having fewer 

Alth
sho
effe
with
sym
sym
dist
fun

erall study 
nclusion 

lticomponent 
uctured educational 
erventions were 
ective in pre-dialysis 
d dialysis care, but the
ality of many studies 
s suboptimal.  
ective frameworks to 
velop, implement, and
aluate educational 
erventions are 
quired, especially 
ose that target patients
h early stages of 
ronic kidney disease. 
s could lead to 

ssible prevention or 
ay in progression of 
ney disease. 

hough these trials 
owed some positive 
ects for CSA patients 
h respect to angina 
mptoms, angina 
mptom-related 
tress and physical 
ctioning, 

Abacus summ

e 

 

s 

This review showe
need for better de
RCTs evaluating s
efficacy interventio
chronic kidney dis
The included stud
this review lacked
rigorous study des
and consistency 
between intervent
terms of theories a
methods used and
they are delivered

There were some 
positive findings fr
the included studie
the intervention of
psycho-education
interventions in CS
resulting in fewer 
episodes, angina 
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ies in 
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d how 
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f 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Card
Socie
class
syste
angin

Monninkh
of et al. 
2003 
 
Netherlan
ds 

chron
obstr
pulm
disea
exclu
studie
patie

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

iovascular 
ety 
sification 
em for rating 
na severity 

nic 
ructive 
onary 

ase (COPD), 
uding 
es with 
nts 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

12 studies 
(8 RCTs) 

n criteria 

Type of 
intervention and 
definition 

self-help treatmen
packages; 
employing both 
information-based 
material and 
cognitive-
behavioural 
strategies 

Self-management 
education 
 
COPD education 
was defined as a 
programme which 
transfers informati

Chronic care

Description of 
interventions

t three biweekly 
small group stre
management an
relaxation sessi
on chest pain 
discomfort and 
stress. A third 
focussed on 
group/individua
rehabilitation 
programme, and
the fourth 
evaluated effect
of a 3-week sm
group stress 
management an
relaxation 
programme.  

on 

Included studies
focussed on gro
or individual 
education 
with/without the
following; patien
brochure, action
plan, smoking 

e

Main positive
reported 

ess 
nd 
ions 

l 

d 

ts 
all 

nd 

angina episode
compared with
months (Gallac
1997). 
Clinical 
(i) Group progr
stress and lifes
management r
angina attacks
duration than c
weeks (p<0.05
1994). 
(ii) Combined g
individual reha
programme res
improved score
frequency (p<0
severity (p<0.0
and the use of 
nitrates (p<0.0
with controls a
months (Lewin
(iii) Three-wee
angina manag
programme im
for depression
frequency at 6 
(p<0.01) comp
or usual care (

s 
oup 

e 
nt 
n 

Meta-analysis 
management e
compared with
indicated the fo
 
Clinical 
(i) St. George’s

Results 

e results from 
outcomes 

Ov
con

es (p=0.017) 
h controls at 6 
cher et al. 

ramme on 
style 
resulted in 
s of shorter 
controls at 8 
5) (Bundy et al. 

group and 
abilitation 
sulted in 
es for 
0.001) and 
05) of angina, 
f short acting 
001) compared 
after 4–12 
n et al. 1995). 
ek small group 
ement 

mproved scores 
 and angina 
 months 

pared to control 
(Payne 1994). 

me
rela
con
and
pre
gen
 
Fut
edu
req
rob
red
enh
gen
find
ma

of self-
education 
h usual care 
ollowing; 

s Respiratory 

Ins
obt
rec
bec
var
me
oth
gen

erall study 
nclusion 

thodological problems
ated to experimental 
ntrols, interventions, 
d measurement 
ecluded 
neralisation. 

ture RCTs of psycho-
ucational programmes
quire methodologically 
bust methods to 
duce biases and to 
hance the 
neralizability of 
dings for CSA 
nagement. 

ufficient data were 
tained to make 
commendations 
cause of the wide 
riation in outcome 
asures used and 
er limitations to 

neralisations in the 
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s 

s 

attacks of shorter 
duration, and patie
having more relax
and less stressed
However, these re
have to be interpre
with caution given
small number of R
the small number 
patients included i
the trials and a lac
pooled common e
because of 
heterogeneity prev
any meta-analysis

Self-management
education reduced
need for rescue 
medication and le
increased use of 
courses of oral ste
and antibiotics for 
respiratory sympto
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mary 

ents 
xation 
. 
esults 
eted 

n the 
RCTs, 

of 
in 3 of 
ck of 
effect 

vented 
s. 

t 
d the 

d to 

eroids 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

havin
as th
diagn
 

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ng asthma 
e primary 

nosis 

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

n criteria 

Type of 
intervention and 
definition 

about COPD and 
treatment of COPD
in written, verbal, 
visual, or audio 
forms. 

Chronic car

Description of 
interventions

D 
cessation, 
audiotape, 
exercise, and 
nutrition .  

e 

Main positive
reported 

Questionnaire 
indicated bette
related quality 
(HRQoL); WM
CI: –18.5 to –2
 
(ii) Percentage
who used oral 
showed increa
1.39 (95% CI: 
 
Health-care u
(i) Number of p
one or more ad
showed reduct
(95% CI 0.43 t
 

(ii) Number of 
visits per year 
reduction, WM
(95% CI –0.75

Results 

e results from 
outcomes 

Ov
con

(SGRQ) 
er health-
of life 
D = –10 (95% 

2.0). 

e of patients 
steroids 

ased use; RR 
1.02 to 1.91). 

se 
patients with 
dmissions 
tion; RR 0.80 
to 1.50) 

emergency 
showed 

MD = –0.36 
5 to 0.03) 

cur
liter
res
nee

erall study 
nclusion 

rrent published 
rature. Further 
earch in this area is 

eded. 

Abacus summ

However various s
management educ
programmes from
education to indivi
education were inv
making it difficult t
generalise the res
 
This review is sim
the Cochrane revi
Effing et al. 2007. 
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self-
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 group 
idual 
volved 
to 
sults. 

ilar to 
ew by 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Niederma
nn et al 
2004 

Rheu
arthri
 
 

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

umatoid 
itis (RA) 

Not 
reporte

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ed 
11 RCTs 

n criteria 

Type of 
intervention and 
definition 

Educational or 
psycho-educationa
interventions 
 
Any combination o
learning experienc
designed to facilita
voluntary adoption
behaviour conduci
to health (Green 
1978) 

Chronic care

Description of 
interventions

al 

of 
ces 
ate 
n of 
ive 

Seven RCTs 
provided classic
education to tea
knowledge and 
specifically 
needed skills , 
whereas 4 stud
offered cognitiv
behavioural 
therapy with foc
on coping 
strategies and 
psychological 
support. Only 1 
study, testing th
effects of mailed
educational 
leaflets, was no
organised as gr
therapy 

e

Main positive
reported 

c 
ach 

ies 
e- 

cus 

he 
d 

ot 
roup 

Self –efficacy
(i) improve kno
In seven RCTs
significant imp
patients’ know
its manageme
al 1995; Hamm
Helliwell et al 1
1993; Lindroth
Barlow et al 19
1998; Scholter
 
(ii) Coping 
Out of 6 studie
coping, only 3 
significant imp
(Kraaimaat et a
et al 1995; Par
 
(iii) compliance
Out of 6 studie
compliance, 5 
significant imp
et al 1998; Ham
1999; Taal et a
et al 1997; Sch
1999). 
 
Clinical 
All RCTs exce
al 1993) evalua
psychological 
including depre
anxiety. Two s
significant imp

Results 

e results from 
outcomes 

Ov
con

y 
owledge: 
s, there was 
rovement in 

wledge of RA and 
nt (Kraaimaat et 

mond et al 1999; 
1999; Taal et al 
 et al 1997; 

997; Barlow et al 
rn et al 1999). 

es that examined 
reported 
rovements 
al 1995; Parker 
rker et al 1988). 

e 
es that evaluated 
reported 
rovements (Brus 
mmond et al 
al 1993; Lindroth 
holtern et al 

pt one (Taal et 
ated 
health status 
ession and 

studies showed 
rovements in 

Me
des
mo
dem
out
Sho
pro
gen
whe
cha
are
dem
nee
stra
the
effe
hea

erall study 
nclusion 

thodologically better-
signed studies had 

ore difficulties 
monstrating positive 
tcome results. 
ort-term effects in 

ogram targets are 
nerally observed, 
ereas long-term 
anges in health status 
e not convincingly 
monstrated. There is a
ed to find better 
ategies to enhance 
 transfer of short-term

ects into gains in 
alth status. 
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a 

m 

No clear conclusio
the effectiveness o
educational or psy
educational 
interventions can 
made from this rev
as many of the stu
outcomes were po
defined and study
effects were not 
measured long-ter
Overall, judging fro
evidence presente
this review, self-
management with
psychological 
component in add
purely education 
programmes appe
be more beneficia
improving knowled
coping, complianc
psychological hea

192S 

mary 

ons on 
of 
ycho-

be 
view 
udy 
oorly 
y 

rm. 
om the 
ed in 
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ears to 
al in 
dge, 
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alth. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Powell et 
al. 2003 
 
Australia 

Asthm
 
Predo
adult
years
asthm
by do
diagn
objec
or ac
Amer
Thora
guide

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ma in  

ominantly 
s (>16 
s old) with 
ma (defined 
octor’s 
nosis or 
ctive criteria 
ccording to 
rican 
acic Society 
elines. 

Primar
secon
and te

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

15 RCTs 
describing 
26 
intervention
s 

n criteria 

Type of 
intervention and 
definition 

Self-management 
education 
 
Self-management 
education is 
considered to be 
necessary “to help
patients gain the 
motivation, skills a
confidence to cont
their asthma. 

Chronic car

Description of 
interventions

p 

and 
trol 

Six studies 
compared optim
self-manageme
allowing self-
adjustment of 
medications 
according to an
individualised 
written action pl
to adjustment o
medications by 
doctor.  
 
Three studies 
compared self-
management 
options. One tha
provided optima
therapy but test
the omission of 
regular review. 
Another compa
high and low 
intensity educat
In a third, no 
difference in he
care utilisation o
lung function wa
reported betwee
verbal instructio
and written actio
plans. 

e 

Main positive
reported 

depressive dis
et al 1997; Sch
1999), and one
improvements 
(Bradley et al 1

mal 
ent 

 

lan 
f 
a 

at 
al 
ted 

red 

tion. 

alth 
or 
as 
en 
on 
on 

Clinical 
Pooled results
which reported
forced flow (PE
significantly fav
peak flow self-
over medicatio
via regular me
(SMD=0.16, 95
0.31) from 3 R

Results 

e results from 
outcomes 

Ov
con

sorders (Barlow 
holtern et al 
e significant 
in anxiety 

19987) 

 of three studies 
d peak expiratory 
EF) data 
voured optimal 
-management 
ons adjustment 
dical review 
5% CI: 0.01 to 

RCTs. 

Opt
ma
for 
ast
adj
me
con
adj
of a
or b
rev
writ
bas
equ
pla
sym

erall study 
nclusion 

timal self-
nagement allowing 
optimisation of 
hma control by 
ustment of 
dications may be 

nducted by either self-
ustment with the aid 
a written action plan 
by regular medical 

view. Individualised 
tten action plans 
sed on PEF are 
uivalent to action 
ns based on 

mptoms.  

Abacus summ

-

This review focuss
clinical outcomes.
PEF data significa
favoured optimal p
flow self-managem
over medications 
adjustment via reg
medical review. 
That is interventio
include a written a
plan were more 
efficacious. 
 
Due to the small n
of trials in each 
subgroup analysis
the way in which d
were reported the
were few studies t
could provide data
meta-analyses.  
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antly 
peak 
ment 

gular 
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re 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Riemsma 
et al. 2003 
 
Multination
al 

rheum
arthri
 
Adult
aged
with c
confir
the d
RA.

Saksena 
2010 

≥ 18 
diagn
healt
profe
havin
hype

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

matoid 
itis (RA) 

t patients 
 >18 years 
clinical 
rmation of 
iagnosis of 

Primar
secon
and te

years  
nosed by a 
hcare 

essional as 
ng 
rtension 

Not 
reporte

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry, 
dary 

ertiary 

50 studies 
from 47 
trials (31 
RCTs with 
relevant 
data were 
included) 

ed 
4 RCTs and 
1 non-RCT 

n criteria 

Type of 
intervention and 
definition 

Patient education
 
Patient education 
intervention was 
defined as one tha
includes formal 
structured instructi
on rheumatoid 
arthritis and on wa
to manage arthritis
symptoms 

Computer-based 
education 
 
Interventions have
be computer base
Computers have to
be used by patient
with hypertension

Chronic care

Description of 
interventions

at 

ion 

ays 
s 

Patient educatio
in the review 
focussed on 
teaching patient
to adjust their d
activities as 
dictated daily by
disease sympto
It included 
elements of 
information only
counselling, and
behavioural 
treatment 

e to 
d 
o 
ts 

Interactive 
computer learni
tool 
 
Standard 
education plus 
computer 
programme 

e

Main positive
reported 

on 

ts 
aily 

y 
oms. 

y, 
d 

Self-efficacy
(a) At first follo
significant effe
education for s
disability (SMD
CI: -0.25, -0.09
(ii) joint counts
95% CI: -0.24,
(iii) pain: (SMD
-0.16, 0.00). 
(b) At final follo
significant effe
education were
 
Clinical 
a) At first follow
significant effe
education for s
(i) patient glob
(SMD = -0.28, 
0.07) 
(ii) psychologic
-0.15, 95%CI: 
(iii)depression 
95% CI: -0.23,

ing 
Several interve
demonstrated 
components of
could be influe
computer-base
interventions.
Self-efficacy
Two studies m
changes in sel

Results 

e results from 
outcomes 

Ov
con

ow-up there were 
ects of patient 
scores on (i) 
D = -0.17, 95% 
9) 
s (SMD = -0.13, 
 -0.01), 

D= 0.08, 95% CI: 

ow up no 
ects of patient 
e found.  

w-up there were 
ects of patient 
scores on  
al assessment 
95% CI: -0.49, -

cal status (SMD= 
-0.27, -0.04) 
(SMD = -0.14, 
 -0.05) 

Pat
pro
rev
sho
disa
pat
ass
psy
dep
The
of l
adu
arth

entions 
that different 
f the HBM 

enced through 
ed 

measured 
f-efficacy and 

Non
com
inte
to d
in h
itse
sho
inte
use
pro

erall study 
nclusion 

tient education as 
ovided in the studies 
viewed had small 
ort-term effects on 
ability, joint counts, 
tient global 
sessment, 
ychological status and
pression.  
ere was no evidence 
ong-term benefits in 
ults with rheumatoid 
hritis. 

ne of the studied 
mputer-based 
erventions were able 
demonstrate a change
health behaviours by 
elf , but this research 
ows that these 
erventions must be 
ed in concert with 
ovider-based health 
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Significant effects 
patient education 
follow-up for score
disability, joint cou
patient global 
assessment, 
psychological stat
and depression. 
 
Patient education 
review was provid
addition to standa
medical care so th
effects of patient 
education as 
supplementary to 
benefits of standa
medical care must
taken into account

e 

No direct effect on
health behaviour c
be demonstrated. 
results neverthele
indicate that comp
based education m
have the potential
play an important 
self-management 
subjects with 
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mary 

of 
at first 

es on 
unts, 

tus, 

in the 
ded in 
rd 
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rd 
t be 
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could 
The 
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puter-
may 
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role in 
of 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Smith et al 
2007 

Seve
difficu

92S

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

ere or 
ult asthma 

Secon
or terti
care, 
resear
facility

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ndary 
iary 

rch 
y. 

13 RCTs, 4 
controlled 
observation
al studies 

n criteria 

Type of 
intervention and 
definition 

The intent of the 
programme is to 
educate patients 
about their chronic
disease. 

Psycho-educationa
interventions 
 
Interventions 
deemed to be a 
psycho-education 
the basis that a 
major component 
it 
(i) involved 
interaction betwee
patient and provide
(ii) involved taking 
an educational, 
cognitive, 
behavioural, and/o

Chronic car

Description of 
interventions

c 

 
Pamphlet, webs
registration and
orientation, acc
to different utilit
plus home bloo
pressure 
monitoring 
 
Internet-based 
chronic disease
self-manageme
programme 
 
Online internet 
community with
new information
posted weekly a
email newslette

al 

on 

of 

en 
er 

or 

All studies 
evaluated a sing
psycho-educatio
program of whic
three were 
classified as 
educational, fou
as self-
management, 
three as psycho
social, and seve
as multi-faceted

e 

Main positive
reported 

site 
d 
ess 
ies 
d 

e 
ent 

h 
n 
and 

er 

self-care beha
non randomise
that used an o
community (Yu
8.7% improvem
efficacy compa
in controls , p=
Clinical 
One study sho
combining a w
educational int
pharmacist car
improve BP co
p<0.001). 

gle 
onal 
ch 

ur 

o-
en 
d . 

Self-efficacy
NR 
Clinical 
(i) Asthma-spe
Psycho-educa
interventions h
significant effe
specific QoL (S
CI: -0.07 to 0.9
sensitivity ana
significant effe
95% CI: 0.00 t
 
Health-care u
(i) Accident an

Results 

e results from 
outcomes 

Ov
con

viours. One 
ed control trial 
nline internet 
u) found a 
ment in self-
ared with -1.5% 
=0.027. 

owed that 
web-based 
tervention with 
re could 

ontrol( 

edu
cre
hea
ord
of c
inte
rea
pro
fully
gen
del

ecific QoL 
tional 

had non-
ect on asthma-
SMD=0.45, 95% 
98), but 
lysis indicated 

ects (SMD=0.36, 
o 0.72) 

se 
d emergency (A 

The
furt
any
car
can

erall study 
nclusion 

ucation in order to 
ate lasting changes in

alth behaviours. In 
der for the full benefits 
computer-based 
erventions to be 
alized, these 
ogrammes must be 
y integrated into 
neral healthcare 
ivery. 

ere is a need for 
ther research before 
y changes to standard
re in this patient group
n be recommended. 
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n 
hypertension. 

d 
p 

Positive effects 
admissions and Q
after sensitivity an
were only short-te
and did not includ
most at-risk patien
outliers. 
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Reference 
(author, 
year, 
country) 

Patie
popu
(inclu
criter

Sarkisian 
et al. 2003 
 
USA 

Diabe
 
Older
years
Amer
Latin
with d
mellit

Shin et al. 
2010 
 
USA 

Osteo
(OA)
 
Adult
years

ent 
ulation 
usion 
ria) 

Settin
(prima
care, 
secon
care) 

etes Mellitus 

r (>55 
s) African 
rican and 
o adults 
diabetes 
tus 

Primar
and 
secon

oarthritis 

ts aged ≥65 
s with OA 

Primar
and 
secon

Inclusion

ng 
ary 

ndary 

Types and 
number of 
studies 
identified 

ry 

dary 

12 studies 
(8 RCTs, 4 
pre/post 
intervention
s) 

ry 

dary 

12 studies 
(rated as 
level A: 
high-quality 
RCT) 

n criteria 

Type of 
intervention and 
definition 

social approach 
(iii) addressed 
educational, 
cognitive and/or 
social issues 
affecting asthma o
being a 
consequence of 
asthma 

Self-management 
education 
 
Self-management 
education 
programmes aime
to improve 
knowledge and, to
variable degree, 
improve biophysic
markers of health 
(e.g. weight and 
glycaemic control)
and psychosocial 
markers of health 
(e.g. self-reported 
quality of life) 

Psychosocially 
focused non-
pharmacologic 
therapies (NPT) 
(includes patient 
education, self-
management, cop
skills, and social 

Chronic care

Description of 
interventions

or 

d 

o a 

al 

) 

Interventions in 
review included
educational gro
sessions led by
physician or nur
or dietician 
with/without wee
support groups,
and exercise 
sessions. Eleme
of self-
management 
included behavi
oriented, cultura
tailored, one to 
counselling, gro
counselling, 
supervised 
exercise and fa
involvement.  

ing 

Nine out of the 
RCTs used 
education and s
management as
their interventio
whilst 3 provide
comprehensive 
interventions us

e

Main positive
reported 

& E) admission
Psycho-educa
interventions h
significant effe
admissions (R
0.55 to 1.14), b
analysis indica
effects (RR=0.
0.56 to 0.99) 

the 
d 
up 

y a 
rse 

ekly 
, 

ents 

iour 
ally-
one 

oup 

mily 

Self-efficacy
Improved QoL
the interventio
(Gideon et al 1
 
Clinical 
(i) Of the 8 RC
significant imp
glycaemic con
intervention co
control arm (Ag
1997; Falkenb
Jaber et al 199
al 1986 Brown

12 

self-
s 
ns, 

ed 

sing 

Self-efficacy
(i) Four RCTs 
significant imp
efficacy (Busze
2006,Hughes e
2006; Keefe et
used different 

Results 

e results from 
outcomes 

Ov
con

ns 
tional 

had non-
ect on A & E 
R=0.79, 95% CI: 
but sensitivity 
ated significant 
75, 95% CI: 

 was reported in 
n arm of I study 

1992). 

CTs, 5 reported 
rovements in 
trol in the 

ompared with 
gurs-Collins et al 
erg et al 1986; 

96; Mazzuca et 
 et al 1995). 

Lar
des
cult
spe
and
with
nee
how
gro
pro

showed 
rovement in self-
ewicz 
et al 2004 and 
t al 2004), all 
measures. 

Alth
stu
the
psy
NP
the
 
Hig

erall study 
nclusion 

rge-scale clinical trials
signed according to 
tural and age criteria 
ecific for older Latinos 
d African Americans 
h diabetes are 
eded to determine 
w best to address this 
owing public health 
oblem 

hough most of the 
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p telephone 
calls. 

ion of use of 
methods or 
esults 

Hig
could

trea
e

was lack of 
ding of 

nts and study 
el and use of 
ITT 

Non-
perso

ITT 
bo

inte

ding of study 
onnel and 
icipants 

Non-
pe

influ

ention of 
and drop-outs 

study
pat

blinde
affe

study group 
han control, 
rchers not 
o intervention 

No 
influe

signed study 
o blinding 

No 
influe

rchers not 
inded 

No 
influe

Overall assessment 

sed, how would 
affect results? 

R

q
a

h drop out rate 
d have influenced 
tment effects in 

either groups 

blinding of study 
onnel and lack of 

analysis could 
oth influence 

ervention effect 

blinding of study 
ersonnel could 
uence treatment 

effect 

y personnel and 
tients were not 
ed and this could 
ect intervention 

effect 

blinding could 
nce investigators 

blinding could 
nce investigators 

blinding could 
nce investigators 
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Study 

Appr
e 

cle
focu
ques

Wearden 
2010 

adeq
addr

Williams 
2011 

w
cov

Yoo 2009 
adeq
addr

† Methods to Bake
‡ online appendix s
¥ methods of Rosa

 

3.5.4. Data e
 
Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Baker 
2011 

 

heart fai
(HF) 

92S

 

ropriat
and 

early 
ussed 
stion? 

Randomis
d? 

quately 
ressed 

well covere

well 
vered 

well covere

quately 
ressed 

not reporte

r 2011 detailed in De W
supplement to Rice 20
l 2011 RCT were docu

extraction table o

f 
c 
e 

Population and
participants 

ilure Total: n = 605. 
Intervention =27
control =259 

 

e Observe
r 

blinded? 

Al
con

d 

ed 
not 

reported 
wel

ed 

adequate
ly 

addresse
d 

ad
ad

d 
not 

reported 
not

Walt 2009 publication
010 with additional stu
umented in a p 

of included RCTs

d Intervention  

72 
 
Self-manageme
 
BEI (see contro

Internal validity 

location 
ncealmen

t? 

Patien
group

compara
e? 

l covered 
well 

covered

equately 
ddressed 

adequate
addresse

t reported 
adequate
addresse

dy methods reported

Ts 

Control 

ent  

ol) 

 
Brief 
education 
intervention 

Chronic car

t 
p 
abl

Dropouts 
and 

intervals 
described

? 

A

c
e
p

d 
well 

covered 

ely 
ed 

adequately 
addressed 

ely 
ed 

adequately 
addressed 

Time of follow up 
and main study 
measure 

30 to 60 days 

HF knowledge and 
self-care 
behaviour: 

e 

Analyse
s 

conduct
ed in ITT 
populati

on? 

Bias min

no 
Resea

bl

yes 

Well des
although t

blin
rese

yes 

No d
rando

blinding o
conc

Results-self-
efficacy/self-
care/knowledge 

 

Self-efficacy: TTG 
group :significantly 
greater increase in 
self-efficacy than th
BEI group (change 

O

nimisation? If bias
bias 

rchers not 
inded 

No 
influe

signed study 
there was no 
ding of 

earchers 

No 
influe

etails on 
omisation, 
or allocation 

cealment 

rand
favo
No 

influe

Results-clinica
QoL 

e 

QoL improved in 
group compared 
BEI change from
baseline (6.7 vs -
p<0.001) 

Overall assessment 

sed, how would 
affect results? 

R

q
a

blinding could 
nce investigators 

blinding could 
nce investigators 

Improper 
omisation could 

our either group. 
blinding could 
nce investigators 

al and Results-he
care use 

TTG 
with 
 
-0.66, 

NR 

Researc
h 

uestion 
answere

d? 

Risk of 

yes low

yes low

yes high
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Promising re
for improving
patient’s self-
efficacy, and 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

USA 

 

4 sites 

Barlow 
et al 
2009  
UK 
1 site 
 
 

Multiple 
sclerosis
(MS) 

f 
c 
e 

Population and
participants 

Setting: 4 unive
hospitals 

Current use of l
diuretics 

Class II-IV 
symptoms in the
past 6 months  

 

Age: mean 61 
years 

52% male 

37% low literacy

31% serious HF

  

s 
Total n=216 

Intervention=78
waiting list 
group=64, 
comparison 
group=74 

subjects with M
mainly identified
through MS Soc
databases, to o
Chronic Disease
Self-Manageme
Course (CDSMC
intervention gro

Some patients 

d Intervention  

ersity 

oop 

e 

y 

F 

followed by Gro
Teach to Goal 
(TTG) educatio
specific instruct
on daily weight 
monitoring and 
recording, diure
self-adjustment
5 to 8 Follow up
phone calls in n
month to reinfo
education and 
guide patient 
toward better se
management sk
(based on socia
cognitive theory
 

8, 

S, 
d 
ciety 
r a 
e 

ent 
C; 

oup). 

The CDSMC 
consisted of six
weekly 2-hour 
group sessions
delivered by pa
of trained lay 
tutors. The cou
is largely 
interactive, 
encouraging 
participants to 
apply new skills

Control 

oup-

n: 
tion 

etic 
t.  
p 
next 
rce 

elf-
kills. 
al 
y) 

(BEI): 40 
minutes long 
review : daily 
self-
assessment 
and action 
planning in 4 
specific 
domains + 
educational 
manual + new 
digital scale 

x 

, 
airs 

rse 

s.  

 no 
intervention 
(waiting list; 
control group)

Chronic care

Time of follow up 
and main study 
measure 

adapted Improving
Chronic Illness 
Care Evaluation 
(ICICE) telephone 
survey 

 

QOL: Heart Failure 
(HFSS) 

 

 

Data 
(questionnaires) 
were collected at 
baseline, 4 months 
and 12 months. 
The primary 
outcomes were 
self-efficacy and 
depression; 
secondary 
outcomes were 
health status and 
self-management 
behaviours. Self-
efficacy was 
assessed both 

e

Results-self-
efficacy/self-
care/knowledge 

 

from baseline of 1.0
vs 0.4, p=0.006), on
10 items scale 
 
Self care: both 
groups improved - 
greater improvemen
in the TTG group (1
vs 3.2, p<0.001) on
10 items scale 
. 

Intervention improve
self-management 
self- efficacy (effect
size (ES) 0.30, 
p=0.009) and 
physical status (ES 
0.12, p=0.005). The
were no other 
statistically significa
changes. However,
trends towards 
improvement on 
depression (ES 0.2
p=0.05) and MS sel
efficacy (ES 0.16, 
p=0.04) were noted

Results-clinica
QoL 

0 
n a 

nt 
.8 
 a 

ed 

t 

ere 

ant 
 

1, 
lf-

d.  

NR 

al and Results-he
care use 

NR 
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Generalisable
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Well to most 
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Some improve
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statistical 
significance. T
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patients. Larg
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Berman 
et al 
2009 

 

USA 

 

Single 
site 

Chronic 
pain 

92S

f 
c 
e 

Population and
participants 

chose not to att
the CDSMC so 
formed a 
(comparison gro
these patients w
on average olde
had suffered fro
MS longer and 
were less anxio
than patients wh
chose to attend

Total: n=78 

intervention = 4
waiting list =37 

Setting: commu

Aged ≥55 years
with ≥1 day in th
previous 30 day
when pain made
difficult to do us
activities and/or
least moderate 
levels of pain on
average, had ba

familiarity with 
computers, and
could read and 

d Intervention  

end 

oup; 
were 
er, 
om 

ous 
ho 
. 

1 

unity 

s, 
he 
ys 
e it 

sual 
r at 

n 
asic 

 

The intervention
website compris
an introductory 
module describ
a problem-solvi
approach to 
planning for 
change, based 
the 6-stage mod
outlined by 
Prochaska et a
(reference 49 in
Berman). 
Participants we
asked to try eac
module at least
once and to use
the website at le
once a week fo
weeks. 

Control 

n 
sed 

bing 
ng 

on 
del 

l 
n 

ere 
ch 
t 
e 
east 
r 6 

Waiting list 

Chronic car

Time of follow up 
and main study 
measure 

specifically for MS 
(MS self-efficacy; 
reference 27 in 
Barlow) and by a 
generic measure 
(self-management 
self-efficacy; 
reference 26 in 
Barlow). Physical 
and psychological 
status was 
measured using 
the Multiple 
Sclerosis Impact 
Scale (reference 
28 in Barlow). 

6 weeks 

 

Self-efficacy , 

pain intensity, 

depression, 

anxiety, 

awareness of 
responses to pain, 
self-care and 
satisfaction with 
and use of the 
intervention  

e 

Results-self-
efficacy/self-
care/knowledge 

 

(i) Pain intensity 
decreased by -0.64 
±1.48 (p=0.01) in th
intervention vs -0.7±
1.82 (p=0.05) in the
comparison group 
 
(ii) (i) Pain interfe-
rence decreased by
1.21±2.44 in inter-
vention (p=0.01) vs 
0.88±2.08 (p=0.01) 
comparison group 
 
(iii) Self-efficacy 
(PSEQ) increased b
1.83±8.72 (p>0.05) 
intervention vs 0.56
12.4 (p>0.05) in 

Results-clinica
QoL 

he 
± 

e 

y -

-
in 

by 
in 

6± 

(i) depressive sco
decreased by -1.
5.82 (p>0.05) in 
intervention vs 0.
±5.14 (p>0.05) in
comparison grou
 
(ii) anxiety scores
decreased by -0.
4.74 (p>0.05) vs 
0.91±3.28 (p>0.0
comparison grou

al and Results-he
care use 

ores 
5± 

.37 
n 
p 

s 
64± 

05) in 
p 

 

ealth Interpretatio
value of RCT
decision ma

Findings confi
the feasibility 

6-week interne
self-care educ
programme in
adults with ch
pain but no str
evidence to 
recommend th
intervention. 

However it is 
difficult to 
generalise the
results given t
participants w
computer liter
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Boswort
h et al 
2009a 

(Am 
Heart J) 

 

USA 

 

1 site 

Hyperte
on 
 

f 
c 
e 

Population and
participants 

understand 

English. 
Patients with 
chronic pain due
arthritis, spinal 
problems, previ
injuries or surge
and sciatica 

nsi 2 level (primary 
care provider an
patient) cluster 
randomised tria
including 588 
patients with 
hypertension- h
filled a prescript
for hypertensive
medication in th
past year: 4 
groups. 

group 1: 

combined provid
decision suppor
plus patient 
behavioural 
intervention, n=

group 2: provide
decision suppor
patients usual c
n=151. 

d Intervention  

e to 

ous 
ery 

nd 

al, 

ad 
tion 
e 
he 

der 
rt 

150 

er 
rt , 
care, 

2 Interventions;
patient and 
provider 
1.Patient: 
bimonthly tailor
nurse-delivered
behavioural 
telephone 
intervention 
(delivering scrip
information draw
from 9 educatio
and behavioura
modules) to 
improve 
hypertension 
treatment. 
 
2. provider deci
support, primar
care providers 
received, at eac
visit, either 
computer-
generated decis
support (design

Control 

; 

red 
d 

pted 
wn 

onal 
al 

ision 
ry 

ch 

sion 
ned 

Patients: 
Usual care 
 
Providers: 
Hypertension 
reminder 
 

Chronic care

Time of follow up 
and main study 
measure 

Follow up at 6 and 
24 months. 

The primary 
outcome was 
proportion of 
patients who 
achieved a BP 
<140/90 mm Hg 
(<130/85 for 
diabetic patients) 
over the 24-month 
follow up.  

e

Results-self-
efficacy/self-
care/knowledge 

 

comparison group.
 
(iv) Increase in 
confidence in ability
to use self-care 
techniques to 
manage pain by 
0.81±1.27 (p=0.01) 
intervention vs -
0.16±1.8 (p>0.05) in
comparison group 
NR 

Results-clinica
QoL 

y 

in 

n 

no significant 
differences in am
of change in bloo
pressure control 
three intervention
groups compared
the hypertension 
reminder control 
In secondary ana
rates of blood pre
control for all pat
receiving the 
behavioural interv
improved more th
patients in the no
behavioural interv
group, but there w
between-group 
difference at the 
the study.  
There was 14.4%
improvement in b
(p=0.03) in the pa
behaviour interve
but no between-g
differences at the
of the study. 

al and Results-he
care use 

mount 
od 
in the 
n 
d with 

group. 
alyses, 
essure 
ients 

vention 
han for 
on-
vention 
was no 

end of 

% 
bp 
atient 
ention 
group 
e end 

The number 
primary 
healthcare v
over the 24 
months was 
similar betwe
the 4 groups
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and could rea
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of 

visits 

een 
s. 

Limited evide
to recommen
computer-ba
decision sup
management
system for pr
care provider
the nurse lea
telephone 
intervention. 
population w
retired vetera
and predomin
male so may
be generalisa
to general 
population. 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Boswort
h et al 
2009b 

(Ann 
Intern 
Med) 

USA 

 

2 sites 

hyperten
n 

92S

f 
c 
e 

Population and
participants 

group 3: patient
behavioural 
intervention, 
provider no 
hypertension 
reminder, n=144

group 4: provide
hypertension 
reminder, patien
usual care, n=1

 

mean age= 63 
years 

98% male 

25% smokers 

37% diabetes 

nsio hypertension 
diagnosed for a
least 12 months
hypertensive 
medication use.

n=636 

behavioural 
intervention, 
n=160, usual ca
n=159, home B
monitoring, n=1
combined home
monitoring and 
behavioural 

d Intervention  

t 

4. 

er 

nt 
43 

to improve 
guideline 
concordant med
therapy) The ac
intervention for 
primary care 
providers suppl
patient-specific 
recommendatio
about hypertens
decision suppo
delivered at the
point of care du
each patient vis

at 
s, 

. 

are, 
P 
58, 

e 

Tailored 
behavioural sel
management 
intervention 
(covered perce
risk for 
hypertension, 
memory, literac
social support, 
relationship with
health care 
providers, side 
effects of 
hypertensives, 
weight loss, 
reduced sodium
intake, exercise
smoking cessat

Control 

dical 
ctive 

ied 

ons 
sion 
rt 

e 
uring 
sit.  

f-

ived 

cy, 

h 

m 
e, 
tion, 

usual care or 
home BP 
monitoring 
(measure BP 
3 times a 
week) 

Chronic car

Time of follow up 
and main study 
measure 

Primary outcome 
was proportion of 
patients with 
adequate BP 
control at 6, 12, 18 
and 24 months. BP
control was 
defined as systolic 
< mm140Hg and 
diastolic < 90 
mmHg. Secondary 
outcomes were 
systolic and 
diastolic BP at 
each study time 

e 

Results-self-
efficacy/self-
care/knowledge 

 

 

NR 

Results-clinica
QoL 

 

The combined 
intervention had t
greatest increase
proportion of pati
with BP control (1
p=0.012), behavi
group (4.3%, p=0
home monitoring
(7.6%, p=0.096) 
compared with us
care. 

al and Results-he
care use 

the 
e in 
ents 
11%, 
oural 

0.34), 
 group 
all 
sual 

The number 
outpatient vis
were similar 
the 4 groups
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successful in
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Bucknall 
et al 
2012 

 

UK 

 

6 sites- 
hospital 

COPD 

Cadilhac 

et al 
2011 

 

Australia 

 

stroke 

f 
c 
e 

Population and
participants 

intervention, n=

49% African 
America, 66% 
female. Mean a
61 years 

Total = 464 

Intervention=23
control=232 

Patients with 
COPD admitted
hospital with an
acute exacerba
of COPD. 

FEV1 <70%. 

Excluded patien
with asthma or l
ventricular failur
malignant disea
or poor memory

mean age 69 ye

male 37% 

current smoker 
39% 

Stroke patients;

mean age  

69 years; 

78% had stroke
last 12 months, 
female 59% 

d Intervention  

159 

age 

reduce alcohol 
intake). 

32, 

d to 
 
tion 

nts 
left 
re, 

ase 
y. 

ears 

Self-support 
management 
programme 
delivered by tra
nurses in four 
fortnightly home
visits, each last
about 40 minute
All patients 
received a diary
card. 

; 

e in 

Stroke self-
management 
programme 
(SSMP)- 8 wee
The generic 
programme was
Stanford chroni
condition self-

Control 

ained 

e 
ting 
es. 

y 

Control group 
– managed 
by their GP or 
hospital 
based 
specialists. 

eks 

s a 
c 

generic 
intervention 
(range of 
topics – 
appropriate 
use of 
medicines, 
communicatio

Chronic care

Time of follow up 
and main study 
measure 

point. 

Primary end point 
– time to first acute 
hospital admission 
with COPD 
exacerbation or 
death due to 
COPD within 12 
months. 

Secondary 
endpoints: change 
in baseline in St 
George’s 
respiratory 
questionnaire and 
EuroQol 5D. 

Primary outcomes 
were recruitment, 
participation, and 
participant safety. 
Secondary 
outcomes were 
positive and active 

e

Results-self-
efficacy/self-
care/knowledge 

 

No significant 
differences in COPD
self-efficacy scales

Overall, 52% 
completed the SSM
and 38% completed
the generic 
intervention (p=0.18
There were no 
adverse events 
attributable to eithe

Results-clinica
QoL 

D 
No significant 
difference in risk 
hospital admissio
death due to COP

MP 
d 

8). 

r 

NR 

al and Results-he
care use 

of 
on or 
PD 

No significan
difference 

NR 
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should not be 
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as no effects o
outcomes wer
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patients to 
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No evidence 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

7 sites 
(hospital
) 

 

 

Chan et 
al 2009 

 

China 

 

1 site 

Schizop
nia 

 
 

92S

f 
c 
e 

Population and
participants 

hre schizophrenic 
patients, recruit
from the psychia
out-patient 
department of a
hospital, and the
caregivers. 
Participants wer
randomised to 
intervention, n=
or usual care n=

 

patients: 

male 66% 

d Intervention  

management 
programme. Th
SSMP differed 
the generic 
programme by 
includes stroke 
survivors, havin
greater contact 
time, only being
delivered by 
professions skil
in stroke and 
trained by the 
National Stroke
Foundation, 
providing target
stroke-specific 
information eac
week and revis
information 
 

ed 
atric 

a 
eir 

re 

36 
=37 

Psychoeducatio
psychoeducatio
programme 
(reference 18 in
Chan), which w
based on the 
framework 
advocated by th
Psychoeducatio
Working Party o
the EPPIC. 
10 sessions 
conducted wee
for 3 months, 
conducted by a
mental health 
nurse 

Control 

he 
from 

only 

ng 

g 

lled 

e 

ted 

ch 
iting 

n, nutrition) 
Usual care 
 

on 
onal 

n 
was 

he 
onal 
of 

kly 

a 

Usual care 

Chronic car

Time of follow up 
and main study 
measure 

engagement in life 
using the Health 
Education Impact 
Questionnaire (ref 
15 in Cadilhac), 
and characteristics 
of QoL (ref 16 in 
Cadilhac) and 
mood (ref 17 in 
Cadilhac) at 6 
months from 
programme 
completion 

Patient 
assessments: 
Rating of 
Medication 
Influences (ROMI), 
( 19-item 
questionnaire for 
patient’s subjective 
view of the 
reasons for taking 
antipsychotic 
medication); 

Brief Psychiatric 
Rating Scale 
(BPRS),(18-item 

e 

Results-self-
efficacy/self-
care/knowledge 

 

intervention.  

For caregivers, 
significant group 
differences were 
detected by the U-
test for the SES sco
at the post-1 
(p=0.007) and post-
(p<0.001) time poin
the level of 
satisfaction at the 
post-1 (p=0.033) an
post-2 (p<0.021) tim
points, and the FIBS
score at the post-2 
time point (p=0.043
 
For patients, 

Results-clinica
QoL 

ore 

-2 
nts, 

nd 
me 
S 

).  

 NR 

al and Results-he
care use 

NR 
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usual care. 

The PEP 
intervention 
improved patie
adherence to 
medication, br
psychiatric rat
and treatment
attitudes. Care
showed a 
significant 
improvement 
self-efficacy ra
but this effect 
declined after 
intervention to
match the con
group at 12 
months. The 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

f 
c 
e 

Population and
participants 

mean age 35.3 
years 

Chinese  

Caregivers: 

Female 89% 

Family member
97% 

d Intervention  

r 

Control 

Chronic care

Time of follow up 
and main study 
measure 

questionnaire - 
patient’s mental 
condition) 

 Insight and 
Treatment 
Attitudes 
Questionnaire 
(ITAQ),( 11 items 
to assess a 
patient's insight 
into his or her 
illness) 

Caregivers, 
assessments: 
Family Burden 
Interview Schedule 
(FBIS), a 24-item 
scale on the 
burden of care); 
General Perceived 
Self-efficacy Scale 
(SES) is a 10-item 
scale, a measure 
for a person’s 
competence in 
dealing with 
challenging and 
stressful life 
situations;  

6 item Social 
Support 
Questionnaire 

e

Results-self-
efficacy/self-
care/knowledge 

 

significant group 
differences were 
detected by the U-
test for the ROMI 
score at the post-1 
(p=0.003) and post-
(p=0.012) time poin
 the BPRS score at 
the post-2 (p=0.017
time point,  
the ITAQ score at th
post-1, post-2, and 
post-3 time points (a
p<0.01). 
 
 

Results-clinica
QoL 

-2 
nts,

7) 

he 

all 

 

al and Results-he
care use 

KCE Report 1

ealth Interpretatio
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generalisabilit
this study is lim
as it is set in a
China, the pat
were predomi
male and the 
caregivers 
predominantly
mothers. 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Chen et 
al 2011 
 
Taiwan  
1 site 

Chronic 
kidney 
disease 

92S

f 
c 
e 

Population and
participants 

 

54 incidental 
predialysis chro
kidney disease 
patients (CKD, 
stages III to V), 
recruited from a
outpatient clinic
Taiwan. Patient
were randomise
to either an SMS
n=27 programm
or not n=27 

d Intervention  

onic 

an 
c in 
ts 
ed 
S 

me 

The SMS 
programme 
included the 
provision of 
information, 
reinforced learn
incentives and 
encouraging se
care and 
maintenance of
therapy, 
implemented by
multidisciplinary
team of nurses,
dieticians and 
volunteers. The
were monthly fa
to-face meeting
weekly telephon
support and a 
support group t
a month. In 

Control 

ning 

elf-

f the 

y a 
y 
, 

ere 
ace-
gs, 
ne 

wice 

control 

Chronic car

Time of follow up 
and main study 
measure 

(SSQ-6), to assess 
the number of 
persons available 
as support 
providers and the 
level of satisfaction 
with available 
support. 

 Follow-up: 
immediately after 
the intervention 
(post-1), 6 months 
(post-2) and 12 
months (post-3) 

The primary 
endpoints were 
absolute eGFR 
change and 
number of 
hospitalisations. 
Secondary 
endpoints included 
eGFR decrease of 
up to 50% and all-
cause mortality. 
Duration of follow-
up was 12 months.

e 

Results-self-
efficacy/self-
care/knowledge 

 

CKD knowledge 
improved significan
compared with non-
SMS patients after 
months(10.13 vs 5.5
points, p<0.001) 

Results-clinica
QoL 

tly 
-
12 
51 

At the end of the 
the absolute eGF
significantly highe
the SMS group th
the control group
(29.11+/-20.61 vs
15.72+/-10.67 ml
p<0.05). There w
also fewer 
hospitalisations in
SMS group (18.5
44.47%, p<0.05)
EGFR reduction 
was seen in 3.7%
intervention grou
33.3% in the con
group (p<0.05). N
other significant 
differences were 

al and Results-he
care use 

study, 
FR was 
er in 
han in 

p 
s 
l/min, 

were 

n the 
50% vs 
. 
<50% 

% in the 
p vs 
trol 

No 

found. 

NR 

ealth Interpretatio
value of RCT
decision ma

SMS improved
patients know
of their diseas
improved eGF
and patients h
fewer 
hospitalisation
events compa
with the contro
group, howeve
theses results
be viewed with
caution as the
sample size m
the study was
powered suffic
to detect betw
group differen
 
 

159 

on of 
T for 

aking 

d 
wledge 
se, 
FR 
had 

n 
ared 
ol 
er 

s must 
h 

e small 
meant 
 not 
ciently 

ween 
nces.  



 

160 

 

 

Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Chow et 
al 2010 

 

Hong 
Kong 

 

multicen
tre 

 

 

peritone
dialysis 
patients

f 
c 
e 

Population and
participants 

eal Total: n=85 

Intervention =43

Control =42 

 

Setting: hospita

 

 

 

 

 

 

 

 

d Intervention  

addition, specif
measures were
implemented fo
patients by dise
stage, including
lectures or 
discussions. 

3 

al 

The intervention
consisted of a 
comprehensive
discharge plann
protocol (involv
family members
and a standard
6-week nurse-
initiated telepho
follow-up regim
(Brooten & 
Youngblut 2006
Chow), with the
aim of achieving
shared objectiv
and reinforcing 
health-related 
behaviours. 

Control 

ic 
e 
or 
ease 
g 

n 

e 
ning 
ing 
s) 
ised 

one 
en 

6 in 
e 
g of 
es 
of 

Patients in 
the control 
group 
received 
routine 
hospital 
discharge 
services 

Chronic care

Time of follow up 
and main study 
measure 

Kidney disease 
quality of life was 
measured for each 
patient at 

three time intervals: 
before the 
intervention, at 
completion of the 6-
week intervention 

and 6 weeks after 
completion of the 
programme 

e

Results-self-
efficacy/self-
care/knowledge 

 

NR 

Results-clinica
QoL 

The results of the
outcome measur
quality of life wer
mixed. A non-
statistically signif
main effect for 
intervention 
(between-groups
observed in all of
parameters. 
However, statistic
significant within-
(time) 
and interaction ef
were observed in
variables across
time, including 
Symptoms, Effec
Kidney Disease, 
Role-physical, Pa
Emotional Well-b
and Social Funct
(Table 3). To dete
the attribution of 
effects The varia
that demonstrate
interaction effects
(P < 0Æ05) were
Quality of Sleep, 

al and Results-he
care use 

e 
res of 
re 

ficant 

s) was 
f the 

cally 
-group 

ffects 
n some 

cts of 
Sleep, 

ain, 
being 
ion 
ermine 
time 
bles 

ed 
s 

e 
Staff 

NR 
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No between g
differences im
that standard 
is not significa
worse – regar
HRQoL – than
nurse-led case
management 
patient group.
Patients in this
study were 
recruited from
hospitals with 
specialized re
care facilities 
staff. Hence re
cannot be 
generalized fo
other patients 
non-specialize
clinical setting
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Ghahari 
et al 
2010  

 

Australia 

 

 

extreme
fatigue 
(Fatigue
Severity
Scale sc
of 4) and
neurolog
l diagno
(multiple
sclerosis
post-pol
Parkinso

92S

f 
c 
e 

Population and
participants 

e 

e 
y 
core 
d 
gica
sis 

e 
s, 
io, 
on)  

Total: n=95 

fatigue self-man
gement group (S
=34 

Self-manageme
information only
(IO) =28 

Control =33  

 

Aged ≥20 years
had self-reporte
access to the 
Internet three tim
per week for at 

d Intervention  

na-
SM) 

ent 
y 

s, 
ed 

mes 

Seven-week on
programme usi
deconstruction-
reconstruction 
process. Conte
included impor-
tance of rest, 
communication
body mechanic
rearranging act
stations, setting
priorities and 
standards and 
balancing a 
schedule)  
Information-only
group: weekly 
information via 
Internet. Conten

Control 

nline 
ng a 
-

nt 
-

, 
s, 
ivity 

g 

y 

the 
nt 

Participants 
continued to 
receive 
routine care 
ranging from 
nothing to 
specialist 
care and/or 
community 
care 

Chronic car

Time of follow up 
and main study 
measure 

Outcomes were 
pre/post-test QoL 
(Personal Well 
being Index), 
activity participa-
tion (activity card), 
impact of fatigue, 
depression 
(depression anxiety 
and stress scale) , 
social support, self-
efficacy 
(Generalised self-
efficacy scale) and 
essential computer 
skills  

e 

Results-self-
efficacy/self-
care/knowledge 

 

(i) The three groups
were significantly 
different (F(2,86) = 
3.797, p< 0.05) in 
their level of self-
efficacy. 
 
(ii) Both SM and IO 
groups had higher 
levels of self-efficac
than the control gro
at post- test althoug
after using Bonferro
for correction of 
multiple comparison
it showed the result
to be marginal 
(p=0.057 for the SM

Results-clinica
QoL 

Encouragement,
Patient Satisfacti
Social Functionin
interaction 
effect for Physica
Functioning show
trend towards 
statistically signif
(P = 0Æ06). 
 
The results confir
that the quality of
the intervention 
group patients wa
higher than that o
control group in 
about 50% of the
dimensions in KD

s 

cy 
oup 
gh 
oni 

ns 
ts 

M 

Post-hoc testing 
showed the differ
in well-being to b
between the 
information-only a
control groups wi
information-only g
having significant
better outcomes 
0.036) 

al and Results-he
care use 

on and 
ng. The 

al 
wed a 

ficance 

rmed 
f life of 

as 
of the 

e 
DQOL.  

rence 
be 

and 
ith the 
group 
tly 
(p= 

NR 

ealth Interpretatio
value of RCT
decision ma

No evidence 
recommend t
intervention d
very few 
significant 
improvement
compared wi
control group
There was 
improvement
the ‘informati
only’ group. L
of group 
differences m
be due the st
being under-

161 

on of 
T for 

aking 

to 
this 
due to 

ts 
th the 

p. 

t in 
ion 
Lack 

may 
tudy 



 

162 

 

 

Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Hochhalt
er et al 
2010 

 

USA 

 

Single 
site 

 

 

Multiple 
chronic 
illnesses
(MCI) 

f 
c 
e 

Population and
participants 

least 1 hour and
minimum  

 

 

 

 

 

s 

Total: n=79 

Intervention gro
=26 

Safety group =2

Usual care =26 

 

Setting: hospita

 

Aged ≥65 years
and pre- treated
≥2 of seven 
qualifying chron
illnesses; (1) 
arthritis, (2) lung
disease, (3) hea
disease, (4) 

diabetes, (5) 
hypertension, (6

d Intervention  

d a identical to the 
written material
used in the fatig
self-manageme
programme 

oup 

27 

al 

s 
d for 

nic 

g 
art 

6) 

Intervention and
safety groups 
attended a 2-ho
workshop and 
participated in 
medical encoun
phone calls. Th
Intervention Gro
discussed patie
engagement 
concepts from 
publicly distribu
content. The Sa
Group discusse
general safety 
(e.g., fire safety
identity theft) 
 
 

Control 

 
gue 
ent 

d 

our 

nter 
e 
oup 
ent 

uted 
afety 
ed 

y, 

Usual care as 
directed by 
physician or 
family doctor 

Chronic care

Time of follow up 
and main study 
measure 

6 months 

 

Health-related 
quality of life, Self-
Efficacy for 
Managing Chronic 
Disease, 
Communication 
with physicians 
scale, Patient 
Activation 
Measure, Self-
reported health 
care utilization 

e

Results-self-
efficacy/self-
care/knowledge 

 

and p=0.058 for the
IO group) 
 

(i) Patient Activation
Measure scores: 
Significant increase
standardized mean 
Patient Activation 
Measure score from
Baseline to Follow-U
in all 3 groups (p < 
0.0001).  
No difference 
between groups 
 
(ii) No significant 
effects or interaction
of Group or Time fo
Unhealthy Days afte
accounting for the 
significant effects of
Self-Efficacy (p < 
0.001) and Low Sel
Rated Health (p = 
0.018). 
A post-hoc analysis

Results-clinica
QoL 

e 

n 

e in 

m 
Up 

ns 
or 
er 

f 

f-

s 

NR 

al and Results-he
care use 

NR 
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powered. 
Additionally, 
control group
showed som
improvement
perhaps this 
was motivate
seek addition
help as 
participants w
not blinded to
groups. 

There was 
improvement 
self-efficacy in
intervention gr
but overall no 
conclusive find
to recommend
intervention. 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Jarrett et 
al 2009 

 

USA 

 

single 
site 

Irritable 
bowel 
syndrom
(IBS) 

92S

f 
c 
e 

Population and
participants 

depression, and
osteoporosis 

 

me 

Total n=188 

CSM-IP =58 

CSM-T/IP =58 

UC =60 

 

Setting: univers
based gastro-
enterology prac

 

>18 years of ag
current IBS 
symptoms (Rom
criteria), patient
with co-morbidit
excluded. 

d Intervention  

d (7) 

sity-

ctice 

ge, 

me-II 
ts 
ties 

self-manageme
by: 

1. sessions 
delivered in-per
(CSM-IP) 

2.sessions 
delivered by 
telephone (CSM
T/IP) apart from
2nd and last 
session. 

The intervention
was delivered in
one hour sessio
by psychiatric 
nurse practition
It covered 4 
themes – 

Control 

ent 

rson 

M-
m 1st, 

n 
n 9 
ons 

ners. 

usual care 
(UC) 
(continuation 
of treatment 
recommende
d by their 
health-care 
provider) 

Chronic car

Time of follow up 
and main study 
measure 

12-months 

 

Gastrointestinal 
symptom score 
and QOL, 
cognitive beliefs, 
IBS symptom 
score, 
psychological 
distress 

e 

Results-self-
efficacy/self-
care/knowledge 

 

showed a statistical
significant 
improvement in self
efficacy for self-
management in the
intervention group 
(p=0.042). 
(iii) Only the Safety 
Group showed a 
significant change 
from Baseline to 
Follow-Up in the 
percent of group 
members reporting 
High Self-Rated 
Health (p = 0.013)
At 12 months, there
was Significant 
improvements in 
cognitive beliefs in 
CSM-IP vs UC (-1.1
vs -0.46, p<0.001) 
and CSM-T/IP vs U
(-1.01 vs -0.46, 
p<0.001), but no 
difference between 
CSM-IP vs CSM-T/

Results-clinica
QoL 

lly 

f-

 

e 

11 

C 

IP 

At 12 months the
were significant 
improvements in;
(i) IBS symptom s
in both CSM-IP (-
p<0.001) and CS
(-28.4, p=0.006) v
(-9.5), but no diffe
in CSM-IP vs CS
 
(ii) IBS QoL in CS
(12.2, p=0.010) a
CSM-T/IP (11.90
p=0.029) vs UC (
but no difference
CSM-IP vs CSM-
 
(iii) in psychologic
distress in CSM-I
(0.05, p=0.009) b
CSM-T/IP (-0.08,

al and Results-he
care use 

ere 

; 
score 
-25.6, 

SM-T/IP 
vs UC 
erence 

SM-T/IP 

SM-IP 
and 
0, 
(7.4) 
 in 
-T/IP 

cal 
IP 
but not 
, 

NR 
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value of RCT
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Self-manage
programme 
delivered by 
telephone or 
totally in-pers
effective in 
improving IBS
symptoms an
Qol, however
study popula
not represen
of the genera
population as
subjects were
mainly femal
white and 
relatively wel
educated. 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Jerant et 
al 2009 

 

USA 

 

12 sites 

 

 

Chronic 
illness 

f 
c 
e 

Population and
participants 

Total n=415 

HIOH via home 
visits n=138, HI
via phone calls 
n=139, usual ca
n=138 

Setting: univers
affi liated primar
care network. 

 

Aged 40 years a
older and 

who had 1 or m
of 6 common 
chronic illnesse
(arthritis, asthm
chronic obstruct

pulmonary disea

d Intervention  

education, diet 
(identify problem
in their diet), 
relaxation 
(abdominal 
breathing, musi
relaxation)and 
cognitive 
behavioural (ba
on individual 
assessment) 
strategies. 

 

OH 

are 

sity-
ry 

and 

ore 

s 
a, 
tive 

ase, 

Homing in on 
Health (HIOH) 
delivered in  
(I homes or  
(ii) by telephone
 
HIOH is similar 
content to Chro
Disease self 
management 
program (CDSM
 
6 weekly sessio
that aim to mas
self-manageme
tasks such as 
exercising safe
coping with diffi
emotions and u
cognitive sympt
management 

Control 

ms 

ic 

ased 

e 

in 
onic 

MP). 

ons 
ster 
ent 

ly, 
icult 

using 
tom 

Usual-Care 
group were 
initially visited 
in their home 
by the study 
nurse, and 
completed the 
follow-up 
telephone 
questionnaire
s. They 
otherwise 
received care 
from their 
usual clinician

Chronic care

Time of follow up 
and main study 
measure 

6 weeks, 6 months 
and 1 year 

 

illness management 
self-efficacy, Health 
status, Medical 
Outcomes Study 5-
item general health,
EuroQol  

e

Results-self-
efficacy/self-
care/knowledge 

 

Compared with usu
care, HIOH delivere
in the home led to 
significantly higher 
illness managemen
self-efficacy at 6 
weeks (effect size =
0.27; 95% CI, 0.10-
0.43) and at 6 mont
(0.17; 95% CI, 0.01
0.33), but not at 1 
year 

Results-clinica
QoL 

p=0.457) vs UC (

al 
ed 

t 

= 
-
ths 
-

(i) In-home HIOH
no significant effe
Health survey‘s 
physical compon
(PCS-36) or men
component (MCS
summary scores,
 

(ii) For EQ-VA
home group scor
were higher than
control group at 6
weeks (0.41; 95%
0.15-0.67; p = 0 .
6 months (0.31; 9
CI, 0.05-0.57; p =
and 1 year (0.40;
CI, 0.14-0.66; p =
and higher than i
telephone group 
year (0.30; 95% C
0.03-0.56; p = .03

al and Results-he
care use 

(0.13). 

H had 
ects on 

ent 
ntal 
S-36) 
,  

AS, 
res 
 in the 
6 
% CI, 
.002); 
95% 
= .02), 
; 95% 
= .003), 
n the 
at 1 
CI, 
3) 
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This peer-led
chronic illnes
self-managem
programme l

Only one 
significant  ef
on only one 
secondary 
measure (Eu
health status
measure)at 1
months. Ther
no evidence 
recommend t
intervention. 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Luciano 
et al 
2011 

 

Spain 

 

3 sites 

 

 

Fibromy
a 

Mancus Asthma

92S

f 
c 
e 

Population and
participants 

congestive hear
failure, depress

and/or diabetes
mellitus) plus 
functional 
impairment. 

yalgi Total: n=216 

Intervention =10

Usual care = 10

 

Setting: GPs 

 

Aged 18 - 75 ye

contactable by 
telephone, and 
met the diagnos
criteria of FM 
established by t
ACR. 

 

 

Total: n=296 

d Intervention  

rt 
ion, 

s 

techniques. 

08 

08 

ears, 

who 
stic 

the 

psychoeducativ
program, nine 2
hour sessions (
sessions of 
education and 4
sessions of 
autogenic 
relaxation). 
Education sess
contained 
information abo
symptoms, 
comorbid medic
conditions, caus
of the illness, 
psychosocial 
factors on pain 
treatments. 
Autogenic 
relaxation 
sessions, pain 
relief, stress 
reduction. 

Intervention wa

Control 

ve 
2 
(5 

4 

sions 

out 

cal 
ses 

and 

usual care 
from their GP 
(pharmacolog
ic and is 
adjusted to 
the 
symptomatic 
profile 
of the patient)

as Three 

Chronic car

Time of follow up 
and main study 
measure 

2 months 

 

functional status 
(FIA), The State 
Trait Anxiety 
Inventory, The 
Marlowe-Crowne 
Social Desirability 
Scale 

Asthma quality of 

e 

Results-self-
efficacy/self-
care/knowledge 

 

Compared with the 
control group, the 
intervention group 
reported  
(i) better functional
status (FIQ) than th
control group 
(p=0.001) 
 
(ii) less physical 
impairment (p=0.00
 
(iii) less days not 
feeling well (p=0.00
 
(iv) less pain 
(p=0.001) 
 
(v) less general 
fatigue (p=0.005) 
 
(vi) less morning 
fatigue (p=0.001) 
 
(vii) less stiffness ( 
0.007) 
NR 

Results-clinica
QoL 

e 

01) 

01) 

p= 

Compared with th
control group, the
intervention grou
reported 
(i) less anxiety 
(p=0.001) 
 
(ii) less depressio
(p=0.001) 
 
 

For controls, the 

al and Results-he
care use 

he 
e 
p 

on 

NR 

During the fi

ealth Interpretatio
value of RCT
decision ma

Specific 
improvements
the short term
months) in this
psycho-educa
intervention : 
physical funct
days feeling w
pain, general 
fatigue, morni
fatigue, stiffne
anxiety, and 
depression. 
However, thes
results were 
reported at the
of the interven
no longer term
evidence avai
A placebo effe
(group dynam
cannot be exc

rst 8 A self-
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

o et al 
2011 

 

USA 

 

2 sites 

 

Oerlema
ns et al 
2011 

 

Netherla
nds 

 

Multi-
sites 

irritable 
bowel 
syndrom
(IBS) 

f 
c 
e 

Population and
participants 

Intervention =14

Control=148 

 

Setting: emerge
department (ED
1 university 
hospital, and 1 
church hospital.

 

Known diagnos
asthma, and ca

to the emergenc
department (ED
because of 
respiratory 
symptoms. 

 

Age: ≥18 years.

me 

Total =76 

Intervention =38

Control =38 

 

Setting: GP 
surgeries 

 

Suffering from I
according to the
International 
Classification of

d Intervention  

48 

ency 
D) of 

. 

is of 
me 

ce 
D) 

. 

based on socia
learning theory
implemented 
through the 
precede-procee
model of health
behaviour. At 
enrolment, 
intervention 
patients were g
a workbook 
containing 20 
chapters 
addressing asth
knowledge and
self-efficacy, the
contacted week
by telephone. 

8 

BS 
e 

f 

Standard care p
cognitive-
behavioural 
therapy (CBT). 
Intervention gro
received situatio
feedback focus
on IBS complai
catastrophizing
thoughts, 
dysfunctional 
cognitions, and
avoidance 
behaviorr, and w

Control 

l 

ed 
h 

iven 

hma 

en 
kly 

brochures 
from the 
American 
Lung 
Association, 
providing 
information 
about basic 
asthma 
pathophysio-
logy, triggers, 
and use of 
peak flow-
meters, 
followed by 
telephone 
follow-ups  

plus 

oup 
onal 
ed 
nts, 
 

 

was 

standard care 
only (details 
not reported) 

Chronic care

Time of follow up 
and main study 
measure 

life questionnaire 
(AQLQ)at 8 weeks 
and then at 1 year.

Repeated asthma 
ED visits at 4, 12 
and 16 weeks. 

 

 

4 weeks and at 3 
months 

 

dysfunctional 
complaint-related 
cognitions and 

behaviours 

 

 

e

Results-self-
efficacy/self-
care/knowledge 

 

Between-group 
comparison at 4 
weeks confirmed th
there was more 
improvement in 
catastrophizing 
thoughts (χ2= 9.33,
p<0.01, df=1). This 
improvement in the 
intervention group 
persisted at 3-mont
follow-up (χ2=7.06, 
p<0.01, df=1). 

Results-clinica
QoL 

change in AQLQ 
was 1.95 95% CI
to 2.16; p<0.001)
For intervention
patients the chan
AQLQ scores wa
(95% CI:1.64 to 2
p<0.001), and the
difference betwee
groups was 0.11 
CI –0.17 to 0.40; 
p=0.43) 

at 

 

h 

(i) At 4 weeks the
was more overall
improvement in t
intervention grou
4.08, p<0.05, df=
At long-term, no 
significant differe
between group e
were found on IB
quality of life. 
 
(ii) There was 
significantly more
improvement in t

al and Results-he
care use 

scores 
I: 1.74 
). 

nge in 
as 1.83 
2.03; 
e 
en 
(95% 

weeks, 33 
patients had
least 1 asthm
ED visit, with
difference 
between gro
(13% contro
11% interven
patients), an
patients were
hospitalized
for asthma (
controls, 4 
intervention 
patients). 

ere 
l QoL 
he 
p (χ2= 

=1). 

ences 
ffects 

BS 

e pain 
he 

NR 
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 at 
ma 
h no 

oups 
ls, 
ntion 

nd 14 
e 

10 

management
education 
programme 
delivered in t
ED and reinfo
by telephone
not provide a
benefit on pa
quality of life 
repeated ED 

A standard c
plus CB is 
efficacious fo
improving IBS
related comp
and cognition
the short-term
The study inc
only subgrou
IBS, e.g. diar
or constipatio
prone IBS, he
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on-
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Powell 
et al 
2010 

 

USA 

 

single 
site 

Heart 
failure (H

Rice et  Chronic

92S

f 
c 
e 

Population and
participants 

Primary 

Care (ICPC) or 
Rome III criteria
≥3 months 

 

Age: 18-65 year

HF) 
Total =902 

Intervention =45

Control =451 

 

Setting: hospita

 

HF with reduced
preserved systo
function, and 
receiving some 

form of active h
failure treatmen

including diureti
for the previous
months. 

 

Age: 63.6 years

Gender: 47% 
women 

c Total: n=761 

d Intervention  

a for 

rs 

mainly based o
cognitive–
behaviour thera

51 

al 

d or 
olic 

eart 
nt, 

ics, 
s 3 

s; 

Self-manageme
group: 

18 contacts and
HF educational
sheets during th
course of 1 yea
addition to tip 
sheets in group
and were taugh
self-manageme
skills to implem
the advice. 

disease 

Control 

n 

apy 

ent 

d 18 
tip 

he 
ar in 

ps 
ht 
ent 

ment 

Education 
group: 

18 contacts 
and 18 HF 
educational 
tip sheets 
during the 
course of 1 
year in 
addition to tip 
sheets in the 
mail and 
telephone 
calls to check 
comprehensio
n. 

usual care 

Chronic car

Time of follow up 
and main study 
measure 

2 - 3 years 

 

Death or heart 
failure 
hospitalization 
during a median 

of 2.56 years of 
follow-up. 

12 months 

e 

Results-self-
efficacy/self-
care/knowledge 

 

Self-efficacy scores
improved by 0.2 
points in both group
(p=.008 for time 
effect). 

NR 

Results-clinica
QoL 

intervention than 
control group at 4
follow-up (χ2=5.4
p<.05, df=1). 
 No significant lon
term between-gro
effects were foun

s 

ps 

 (i) Major depress
symptoms decrea
to 90 (20%) in the
management 
group and 99 (22
the education gro
(p =0.008 for time
effect) 
 
(ii) Restricting so
to ≤2400 mg/d 
occurred in 126 (
patients in the se
management gro
81 (18%) in the 
education group 
(p=0.01) 

There were 48 de

al and Results-he
care use 

in 
4-week 
44, 

ng-
oup 
nd 

sive 
ased 
e self-

2%) in 
oup        
e 

dium 

(28%) 
elf-
oup and 

(i) No benefi
self-manage
compared 
with educatio
(Wilcoxon 
p=0.46) in te
of death or h
failure 
hospitalizatio
 
 

eaths (i) After 1 ye

ealth Interpretatio
value of RCT
decision ma

the results m
not be 
generalizable

t of 
ement 

on 

erms 
heart 

on 

The addition 

of self-
management
counselling to
educational 
intervention d
not reduce de
or heart failur
hospitalizatio

in patients wi
mild to mode
compared to 
enhanced 
educational 
intervention a
Both groups 
experienced 
decrease of 
approx. 20% 
depressive 
symptoms an
both groups 
improved sel
efficacy score

ar, A relatively sim
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eath 
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alone. 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

al 2009 

 

USA 

 

5 sites 

 

 

obstruct
pulmona
disease 
(COPD)

Ringstro
m et al 
2010 

 

Sweden 

 

Irritable 
bowel 
syndrom
(IBS) 

f 
c 
e 

Population and
participants 

tive 
ary 

 

Intervention =37

Control =371 

 

Setting: Veteran
Affairs medical 
centers. 

 

Confirmed COP
at high risk for 
hospitalization a
predicted by ≥1 
the following 

during the previ
year: hospital 
admission or ED
visit for COPD, 

chronic home 
oxygen use, or 
course of system
corticosteroids f

COPD 

me 

Total: n=143 

Group educatio
=72 

Guidebook =71 

 

d Intervention  

72 

ns 

PD 

as 
of 

ous 

D 

a 
mic 
for 

management 
patients attende

a single 1- to 1 
education sess
including gener

information abo
COPD, direct 
observation of 
inhaler techniqu
smoking cessat
counselling, 
encouragement
regular exercise
an action plan a
monthly follow u
calls. 

n 

The IBS school
was designed o
the basis of the
self-efficacy 

theory, and the 
general theory o

Control 

ed 

ion 
ral 

out 

ues, 
tion 

t of 
e, 
and 
up 

patients 
received a 
one-page 
hand-out 
containing 

a summary of 
the principles 
of COPD care 
and the 
telephone 
number for 

the 24-hour 
VA nursing 
helpline 

 
on 
e 

of 

The IBS 
guidebook 
cover the 
areas such as 
pathophysiolo
gy, GI 

Chronic care

Time of follow up 
and main study 
measure 

 

COPD-related 
hospitalizations 
and ED visits, 
respiratory 
medication use, 
mortality, and 
change in Saint 

George’s 
Respiratory 
Questionnaire 

3 months, and 6 
months 

 

IBS symptom 
severity, 
gastrointestinal-

e

Results-self-
efficacy/self-
care/knowledge 

 

Significantly improv
ment in knowledge 
and the satisfaction
with that knowledge
in IBS group vs 
guidebook group bo
at 3 and 6 months 
follow-up compared

Results-clinica
QoL 

(13.8 per 100 pat
years) in the usua
group and 36 dea
(10.1 per 100 pat
years) in the dise
management gro
over the 1-year s
period (difference
per 100 patient-y
95% CI, 21.4 to 8
0.09) 

ve-

 
e 

oth 

d 

(i) Significant imp
ment in GI sympt
severity in the IBS
school group vers
guidebook group
month follow-up (
vs. – 13; p=0.04)

al and Results-he
care use 

tient-
al care 
aths 
tient-

ease 
oup 
study 
e, 3.7 
years; 
8.8; p= 

the mean 
cumulative 
frequency of
COPD-relate
hospitalizatio
and ED visits
0.82 per pati
in usual care
0.48 per pati
in disease 
managemen
(difference, 0
95% Cl, 0.15
0.52; p= 0.00
 
(ii) Disease 
managemen
reduced 
hospitalizatio
for cardiac o
pulmonary 
conditions ot
than COPD 
49%, hospita
tions for all 
causes by 28
and ED visits
all causes by
(p=0.05 for a

prove-
tom 
S 
sus the 
 at 6-
(– 32 
. 
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f 
ed 
ons 
s was
ient 
e and 
ient 

nt 
0.34; 
5– 
01) 

nt 
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or 

ther 
by 
alliza-

8%, 
s for 
y27% 
all).  

disease mana
ment program
for patients wi
severe COPD

significantly 
reduced the 
composite 
frequency of C
hospitalization

emergency vis
41% at 1 year
follow-up. Pat
population ma
be generalisab
all were vetera

A structured p
group educati

superior to wr
information to 
enhance know
ledge of IBS, a
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aking 

age-
mme 

ith 
D 

COPD 
ns and 

sits by 
r 
ient 

ay not 
ble as 
ans. 

patient 
on is 

itten 

w-
and 



 

KCE Reports 19

 

 

Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

single 
site 

 

 

Rosal et 
al 2011 

 

USA 

 

5 sites 

Type 2 
Diabetes

92S

f 
c 
e 

Population and
participants 

Patients ages 1
70, and with IBS
according to the
Rome II 

s 
Total: n=252 

Latinos en Cont
intervention (LE
=124 

Usual care (UC
=128 

 

Setting: commu
health centres 

 

Latino ethnicity,
age ≥18 years, 
diagnosis of typ
diabetes; last 
HbA1c (previou
months) ≥7.5k; 
type 1 diabetes 

d Intervention  

8-
S 
e 

nursing and it w
performed with 
cognitive–
behavioural 

approach 

trol 
ECI) 

) 

unity 

, 

pe 2 

s 7 
no 
or 

Literacy-sensitiv
culturally tailore
diabetes self-
management 
intervention. 

LECI consisted
12 weekly and 8
monthly session
and targeted 
knowledge, 
attitudes, and s
management 
behaviours. It u
social cognitive
theory as a 
framework. 
Addressed litera
needs by engag

Control 

was 
a 

symptoms, 
treatment 

options, food-
related 
issues, as 
well as 
psychological 

and lifestyle 
factors 

ve, 
ed 

 of 
8 
ns 

self-

uses 
e 

acy 
ging 

Participants in 
the usual care 
condition 
received no 
intervention 

Chronic car

Time of follow up 
and main study 
measure 

specific anxiety, 
satisfaction 

12 months 

 

HbA1c change, 
diabetes 
knowledge, blood 
glucose self-
monitoring, self-
efficacy 

 
 
 
 
 
 

e 

Results-self-
efficacy/self-
care/knowledge 

 

with baseline 
(p<0.001 for all 
comparisons). 

The intervention 
resulted in significa
change differences 
(i) diabetes know-
ledge at 12 months 
= 0.001) 
(ii) self-efficacy (p =
0.001) 
(iii) blood glucose 
self-monitoring (p =
0.02) 
(iv) diet, including 
dietary quality (p = 
0.01), kilocalories 
consumed (p< 0.00
percentage of fat (p
0.003), and percen-
tage of saturated fa
(p = 0.04). 
 

Results-clinica
QoL 

 
(ii) Significant red
tion in the severit
GI-specific anxiet
the IBS school gr
than in the guide
group, both at 3 (
vs. 1; p<0.001) a
months ( – 5 vs. –
p=0.02). 

nt 
in 

(p 

= 

 

1), 
p = 
-

at 

Significant differe
HbA1c change be
the groups was 
observed at 4 mo
(intervention −0.8
versus control −0
p< 0.01), althoug
difference decrea
and lost statistica
significance at 12
months (interven
−0.46 versus con
−0.20, p= 0.293).
No significant 
intervention effec
lipids, blood pres
weight, or waist 
circumference 
Both groups show
significant increa
medication intens
12 months 

al and Results-he
care use 

duc-
ty of 
ty, in 
roup 
book 
( – 5 
nd 6 
–1 ; 

ence in 
etween 

onths 
88 
0.35,  
gh this 
ased 
al 
2 
tion 

ntrol 
. 

cts on 
ssure, 

wed 
ses in 
sity at 

NR 

ealth Interpretatio
value of RCT
decision ma

improve GI 
symptoms and
specific anxiet
IBS patients a
months , 3 mo
post interventi
However majo
the participant
were from 
secondary and
tertiary care, h
results cannot
generalised fo
IBS patients 

This culturall
tailored 
intervention 
improved sho
term clinical 
outcomes in 
diabetes con
among low-in
minorities. Se
reported (die
glucose self-
monitoring) m
have favoure
intervention g
A short term 
on HbA1c is 
noted. . 
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elf-
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group 
effect 
still 
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

Sun et al 
2010 

 

China 

 

single 
site 

 

 

Asthma

Wakaba
yashi et 
al 2011 

 

Japan 

 

chronic

obstruct
pulmona
disease 
(COPD)

f 
c 
e 

Population and
participants 

history of 
ketoacidosis, low
income 

Total: n=374 

Intervention =22

Control =146 

 

Setting: asthma
hospital 

 

Aged 18-70 yea
with established
diagnosis of 
asthma 

 

tive 
ary 

 

Total: n=102 

integrated care 
(group I) =52 

Usual care (gro
U) =50 

 

d Intervention  

w 
subjects in 
activities such a
foods bingo, 
cooking lessons
using a step 
counter, glucos
meter. 

28 

a 

ars, 
d 

 education and 
psychological 
counselling. Ov
2 week period,

asthma educati
delivered in gro
of 20 in four 1 h
sessions, then a
individualised s
management p
developed for e
patient. 
Psychological 
counselling was
conducted by 
clinical 
psychologists in
1 hour sessions

up 

Group I underw
a programme o
educational 
sessions for 6 
months and the

repeatedly rece
an individually 

Control 

as 

s, 

se 

ver a 

on 
oups 
hour 
a 

self-
lan 

each 

s 

n six 
s 

conventional 

pharmacother
apy for 
asthma 

went 
of 

en 

eived 

Education 
was based on

the six 
domains of 
LINQ and 
performed by 
the same 

Chronic care

Time of follow up 
and main study 
measure 

2 weeks, and 3 
months 

 

QoL, asthma-
knowledge score, 
Psychological 
distress, patients’ 
understanding of 

asthma 

6 months, and 12 
months 

 

total Lung 
Information Needs 
Questionnaire 

e

Results-self-
efficacy/self-
care/knowledge 

 

Significant 
improvement in 
asthma knowledge 
intervention vs cont
(p<0.001) 
immediately after 
intervention, and 3 
months after 
intervention 
(p<0.001) 

(i) At 6-month 
evaluation, the mea
total LINQ score for
group I significantly
improved (p< 0.02),
including understan
ding of COPD and 
avoidance of exace

Results-clinica
QoL 

in 
trol 

(i) Mean QoL sco
intervention was 
compared with co
group immediate
intervention (p<0
and 3 months aft
intervention (p<0
 
(ii) significant low
scores for mean 
of mood state in 
intervention vs co
(p<0.001) immed
after intervention
months after 
intervention (p<0

an 
r 
 
, 

nd-

er-

(i) Significant imp
ment was noted i
severity of dyspn
(by Medical Rese
Council Dyspnoe
Scale, MMRC) at
months compare
the base-line in g

al and Results-he
care use 

ores in 
higher 
ontrol 
ly after 
.001), 
er 
.001). 

wer 
profile 

ontrol 
diately 
, and 3 

.001) 

NR 

prove-
in 
oea 

earch 
ea 
t 12 
d to 

group I 

There were n
significant 
changes in t
frequency of
emergency v
for either gro
No hospitaliz
tions were no
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An education
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intervention d
improve asth
patient’s 
knowledge a
QoL. The effe
from each 
intervention t
are not repor
making it diff
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relative effec
from educatio
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he 
f 
visits 
oup. 
za-
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Integrated car
focused on pa
information ne
for self-manag
ment in older 
patients with C
can improve p

192S 

on of 
T for 

aking 

nal 
ogical 
did 

hma 

nd 
ects 

type 
rted 
ficult 
the 

cts 
on or 

re 
atient 
eeds 
ge-

COPD 
patient 



 

KCE Reports 19

 

 

Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

single 
site 

 

 

Watson 
et al 
2009 

 

Asthma

92S

f 
c 
e 

Population and
participants 

Setting: second
referral clinic 

 

Aged >65 years
with history of 
cigarette smokin
(including both 
current and form
smokers); clinic

course, symptom
and laboratory d
had to satisfy th

criteria for the 
clinical diagnos
COPD, includin

airflow obstructi
assessed by 
pulmonary func

tests with post-
bronchodilator 
inhalation. 

Total: n=398 

Intervention =20

Control =197 

d Intervention  

ary 

s; 

ng 

mer 
cal 

ms 
data 
he 

is of 
g 

ion 

tion 

tailored educati
according to the
Lung Informatio

Needs Ques-
tionnaire score 
(LINQ) 

01 

Intervention 

group participat
in a small-group
interactive prog

Control 

on 
e 
on 

nursing team 
that taught 
group I.  

ted 
p, 

gram 

Usual care 
recommende
d by their 
primary care 

Chronic car

Time of follow up 
and main study 
measure 

score, Activities of 
daily living scores, 
dyspnea score and 
the BODE index, 
frequency of 
hospitalization 

12 month 

 

visits to the 

e 

Results-self-
efficacy/self-
care/knowledge 

 

bations (p< 0.01 an
p< 0.02, respective-
ly). No changes we
observed in group U
 
(ii) The total LINQ 
score at 12 months 
significantly improve
for group I compare
to the baseline (p< 
0.03), whereas a 
decline was noted 
for group U (p< 0.05
At 12 months, the tw
groups showed a 
significant differenc
in total LINQ score
(p= 0.003) 

NR 

Results-clinica
QoL 

d 
-
re 
U. 

ed 
ed 

5). 
wo 

e 

(p< 0.01), wherea
group U showed 
significant worse
MMRC at 12 mon
(p< 0.03). 
 
(ii) BODE (body m
index, airflow obs
tion, dyspnoea an
exercise capacity
index scores in g
were significantly
improved at 12 m
compared with th
baseline (p< 0.02
whereas they we
significantly wors
in group U (p< 0.
 
(iii) ADL (Activitie
daily living) was 
improved in grou
months (p< 0.03)
remained stable a
months 
 
(iv) There were n
significant chang
the total SGRQ (S
George’s Respira
Questionnaire (S
in either group 
In both the contro
intervention grou
observed signific
improvement in to
scores on the Pe

al and Results-he
care use 

as 
a 
ning in 
nths 

mass 
struct-
nd 
y) 
roup I 

y 
months 
he 
2), 
ere 
sened 
03). 

es of 

p I at 6 
) and 
at 12 

no 
es in 
St 
atory 

SGRQ) 

in group I du
the initial 6-m
period (p< 0
however, the
was no signi
difference 
between the
groups durin
follow-up pe

ol and 
ps, we 

cant 
otal 

ediatric 

(i) The numb
visits to the E
decreased in
groups but 
significantly 

ealth Interpretatio
value of RCT
decision ma

uring 
month 
.04); 
ere 
ificant 

 
ng the 
riod 

information ne
and health 
outcomes in 
medium to lon
term.  

Caveat in the 
interpretation 
health care us
emergency vis
and n 
hospitalization
were very low

ber of 
ED 
n both 

Education abo
asthma in a sm
group, interac
format, signific
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Referen
ce, 

country, 

N of 
sites  

Type of
chronic
disease

USA 

 

single 
site 

 

 

Wearde
n et al 
2010 

 

U.K 

 

186 
sites 

 

 

Chronic 
fatigue 
syndrom
(CFS) 

f 
c 
e 

Population and
participants 

 

Setting: univers
hospital. 

 

Aged 3–16 year
had physician-
diagnosed asthm

and had require
visit to the ED fo
acute asthma 
during the 
recruitment pha

me 

Total: n=296 

Pragmatic 
rehabilitation (P

 =95 

Supportive liste
(SL) =101 

General 
practitioner 
treatment as us
(GPT) = 100 

d Intervention  

sity 

rs, 

ma 

ed a 
or 

ase 

of education ab
asthma, and 
targeted to eithe
the parent or th
child, or both, 
depending on th
age of the child

PR) 

ning 

sual 

PR: A programm
of graded return
activity is desig

collaboratively b
the patient and 
therapist on the
basis of a 

physiological 
dysregulation 
model of CFS/M

 

Control 

bout 

er 
e 

he 
 

physician. 

me 
n to 
ned 

by 
the 

e 

ME. 

Usual care: 
GPs were 
asked to 
manage their 

cases as they 
saw fit, but 
not to 

refer for 
systematic 
psychological 

therapies for 

Chronic care

Time of follow up 
and main study 
measure 

emergency 
department, use of 
oral 
corticosteroids, 
pediatric asthma 

quality-of-life, 
caregivers’ quality 
of life 

Assessed at entry 
to the trial (week 0), 
after treatment 
(week 20), and one 
year after finishing 
treatment (70 
weeks from 
recruitment). 

 

Fatigue and 
physical 

e

Results-self-
efficacy/self-
care/knowledge 

 

Compared with 
patients allocated 
to GPT, PR patients
had significantly 
improved fatigue 
(treatment effect 
estimate −1.18, 95%
CI: −2.18 to 
−0.18; p=0.021), an
sleep (−1.54, −2.96
−0.11; p=0.035) at
20 weeks. 

Results-clinica
QoL 

Asthma QoL 
Questionnaire 
during the year a
enrolment. 

s 

% 

nd 
6 to 

Compared with p
allocated to GPT
patients had sign
cantly improved 
depression (treat
effect estimate (−
−2.16 to −0.20, 
p=0.018) 

al and Results-he
care use 

after 

greater redu
in the interve
group (p=0.0
 
(ii) Each gro
showed a 
significant dr
hospital 
admissions
but no signif
difference 
between gro
 
(iII) Compare
with the cont
the intervent
group used f
courses of o
corticosteroid
therapy per
patient durin
year after en
ment (p = 0.0

patients 
, PR 

nifi-

tment 
−1.18, 

NR 
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0037).

up 
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ficant 
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ed 
trol, 
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fewer 
ral 
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ng the 
nrol-
006). 

reduced the n
for hospital-ba
emergency vis

 

However fami
who participat
the program w
highly motivat

would therefor
difficult to ass
the impact of o
intervention in
less motivated
group 

PR delivered b
trained nurse 
therapists imp
fatigue in the s
term whilst 
intervention is
going compar
with unconstra
GPT or SL in 
patients with 
CFS/ME in pri
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« C’est très positif, 
peut-être pas envie

« Il y a des balises 

 

ansport and priv
ossier is ook een prob

mais ça posera beauc
e que ses données soi
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tuurlijk primary ca
rcuit.”(SGM1) 

of care 

sation is often a
ysteem wordt er wel he
kenhuis te kunnen gaa
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Develop/ revise individualizedp
of care with patient/family

Provide services and suppo

Monitor and evaluate progres

Provide care coordination

Conduct screeningactivitie
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