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ABSTRACT

PURPOSE Studies suggest peer-led self-management training improves chronic
iliness outcomes by enhancing illness management self-efficacy. Limitations

of most studies, however, include use of multiple outcome measures without
predesignated primary outcomes and lack of randomized follow-up beyond 6
months. We conducted a 1-year randomized controlled trial of Homing in on
Health (HIOH), a Chronic Disease Self-Management Program variant, addressing
these limitations.

METHODS We randomized outpatients (N = 415) aged 40 years and older and
who had 1 or more of 6 common chronic illnesses, plus functional impairment,
to HIOH delivered in homes or by telephone for 6 weeks or to usual care. Pri-
mary outcomes were the Medical Outcomes Study 36-Item short-form health
survey’s physical component (PCS-36) and mental component (MCS-36) summary
scores. Secondary outcomes included the EuroQol EQ-5D and visual analog scale
(EQ VAS), hospitalizations, and health care expenditures.

RESULTS Compared with usual care, HIOH delivered in the home led to signifi-
cantly higher illness management self-efficacy at 6 weeks (effect size = 0.27;
95% (I, 0.10-0.43) and at 6 months (0.17; 95% Cl, 0.01-0.33), but not at 1
year. In-home HIOH had no significant effects on PCS-36 or MCS-36 scores and
led to improvement in only 1 secondary outcome, the EQ VAS (1-year effect
size = 0.40; Cl, 0.14-0.66). HIOH delivered by telephone had no significant
effects on any outcomes.

CONCLUSIONS Despite leading to improvements in self-efficacy comparable to

those in other CDSMP studies, in-home HIOH had a limited sustained effect on
only 1 secondary health status measure and no effect on utilization. These find-
ings question the cost-effectiveness of peer-led illness self-management training
from the health system perspective.

Ann Fam Med 2009;7:319-327. doi:10.1370/afm.996.

INTRODUCTION

nterventions to help patients manage health conditions have potential

as cost-effective ways to improve chronic illness outcomes.!* Research

supports the peer-led Chronic Disease Self-Management Program
(CDSMP), which aims to enhance self-efficacy or confidence to execute
illness management behaviors, regardless of specific diagnosis.* In random-
ized controlled trials (RCTs), the original CDSMP>¢ and several variants”"!
improved illness management self-efficacy and some subfacets of health
status. In 2 studies, the program also reduced hospitalizations.>*

Prior studies of the CDSMP have several limitations, however. Most
used multiple outcomes without predesignated primary outcomes. Thus,
the varied and inconsistent effects observed among studies may, in part,
reflect chance findings as a result of multiple outcomes testing. Addition-
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ally, only 1 study observed participants in a randomized
fashion for more than 6 months. That study, involving
an Internet variant of the program, found a small effect
on health distress at 1 year but no significant effects on
self-efficacy, health status, or utilization.'’ Finally, not
all RCTs of the CDSMP had positive findings.'*'?

Thus, it is unclear whether the CDSMP improves
utilization beyond 6 months, or whether it improves
scores on robust measures of overall mental and physi-
cal health status at any interval. Such outcomes are
important to the clinicians, policy makers, and admin-
istrators who must decide whether to allocate limited
resources to peer-led self-management programs.

To address these questions, we conducted a 1-year
RCT of Homing in on Health (HIOH), a one-on-one,
home-delivered variant of the CDSMP. The original
CDSMP is provided to small groups in centralized
locations. We aimed to make its content available to
those less able to participate because of functional
limitations, transportation problems, and/or discomfort
with groups. We explored telephone delivery because
it has been used to provide other successful peer inter-
ventions at reduced cost.'*'

We hypothesized that, compared with a control
group receiving usual care, patients receiving HIOH
would have significantly better illness management
self-efficacy for 1 year, leading to more effective self-
management and, therefore, better overall physical and
mental health status and fewer hospitalizations and
health care expenditures at 1 year. We also hypoth-
esized there would be no significant differences in
outcomes between the intervention groups. Based

h,'>172¢ we also explored whether

on previous researc
HIOH patients who had a greater number of depres-
sive symptoms would experience greater improvements
in these outcomes at 1 year than would those with

fewer depressive symptoms.

METHODS

Study activities were conducted from July 2004
through February 2008. The local Institutional Review
Board approved the study.

Setting, Recruitment, and Randomization
Power calculations were based on a minimal clinically
important difference of 3 points in the Medical Out-
comes Study 36-item short-form health survey (SF-36)
physical component (PCS-36) and mental compo-
nent (MCS-36) summary scores.”’” We conservatively
assigned a 2-point minimal clinically important dif-
ference in calculations, approximating an intervention
effect size of 0.2 (small effect).?® Accounting for possi-
ble attrition up to 10%, with an & of .05, we estimated

that 120 patients per group would provide an 80%
power to detect a 2-point difference in scores.

Study patients were recruited from the 12 offices
of a university-affiliated primary care network in
Northern California. Our target study population was
patients aged 40 years or older who had 1 or more of
the following: arthritis, asthma, chronic obstructive
pulmonary disease, congestive heart failure, depres-
sion, and/or diabetes mellitus. We recruited patients
with these criteria by means of announcements and
telephone calls.

The study coordinator screened interested patients
for additional eligibility criteria: ability to speak and
read English, residence in a private home with an
active telephone, eyesight and hearing adequate to par-
ticipate, and at least 1 activity impairment assessed by
the Health Assessment Questionnaire (HAQ)?*® and/or
a score of 4 points or greater (at least mild depressive
symptoms) on the 10-item Center for Epidemiologic
Studies Depression Scale (CES-D).3°

A study nurse visited eligible participants at their
homes to obtain informed consent, administer the
baseline study questionnaire, and implement random-
ized allocation in blocks of 12 participants using sealed
opaque envelopes containing group assignments. Par-
ticipants received a $25 retail store gift card after each
of 5 scheduled follow-up data collection telephone calls.

Procedures

Study Intervention

The CDSMP has been described in detail previ-
ously.“““
interactive format, participants’ peers who were not

Using a standardized script and highly

health care clinicians and who had personal experi-
ence with chronic conditions delivered the CDSMP
to groups of 10 to 15 participants in 6 weekly sessions
lasting approximately 2 hours each. The overall aim
was mastery of fundamental self-management tasks,?
with frequent opportunities provided to practice and
receive feedback on performance of various tasks,

as a way of fostering increased illness management
self-efficacy, the putative mediator of the CDSMP’s
effects.?' Specific topics included exercising safely,
coping with difficult emotions, and using cognitive
symptom management techniques.

HIOH was almost identical to the CDSMP in
content. The developers of the CDSMP provided
the study investigators with an electronic copy of
the CDSMP intervention script to which only few
and minor content changes were made. Whereas the
CDSMP is provided by pairs of peer facilitators to
small groups of participants in central facilities, HIOH
was delivered one-on-one in patients’ homes or by
telephone. Four peers underwent week-long training
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before delivering the HIOH intervention. The training
was analogous to that provided to peers before deliver-
ing the original CDSMP.

Each peer provided all 6 intervention sessions to
their assigned participants. The same intervention
script was used for both intervention groups. The
study nurse audited the fidelity of intervention sessions
on a scheduled, quarterly basis, providing formative
feedback as indicated. Peers also completed a written
log indicating whether and for how long they covered
each scripted teaching point.

Usual-Care (Control) Group

These participants were initially visited in their home
by the study nurse, as described for intervention par-
ticipants, and completed the same follow-up telephone
questionnaires. They otherwise received care from
their usual clinicians.

Measures

At baseline, participants answered various sociodemo-
graphic questions. Unless noted, other measures were
administered at baseline, 6 weeks, 6 months, and 1 year.

We assessed illness management self-efficacy as a
measure of the effectiveness of delivery of the inter-
vention content by means of a validated 33-item mea-
sure (composite Cronbach's a =.96).32 Respondents
rated their confidence for performing social activities,
coping with symptoms, and dealing with other tasks on
a 10-point Likert scale.

Health status was primarily assessed using the SF-
36.333* The main study outcomes were the MCS-36
and PCS-36 summary scores.* Both were designed so
a representative population sample would have a mean
score of 50 with a standard deviation of 10.

We also explored intervention effects on several
secondary health status measures. The first was the
Medical Outcomes Study 5-item general health (GH)
subscale,*® included to facilitate comparisons with
previous CDSMP studies, most of which used similar
health status measures. Scores for all 3 SF-36 measures
range from 0 to 100 (higher scores = better health).

Participants also completed 2 EuroQol (EQ) health
status measures.’” We included the first, the prefer-
ence-based EQ-5D, to facilitate potential cost-effec-
tiveness analyses. Respondents rated problems with
mobility, self-care, usual activities, pain/discomfort,
and anxiety/depression as of the day of assessment
using a 3-category scale (no, some, extreme problems).
Responses were summed and converted into a sum-
mary index by applying scores from population-based
valuation sets.’® We included the second, the Visual
Analog Scale (EQ VAS), because it appears more
responsive to small, yet possibly clinically significant,

changes than to other health status measures.3*** Par-
ticipants indicated their overall health on the day of
assessment from O to 100 (worst to best imaginable).

Other secondary measures included functional
ability, measured with the 20-item HAQ (composite
a =.92).% Respondents rate difficulty in perform-
ing various activities (eg, dressing and grooming)
on a 4-point Likert scale. [tem scores were summed
and divided by 60 to yield a total score (range 0-1,
higher scores = poorer ability); depressive symptoms
were measured with the 10-item CES-D (composite
a =.87).3° Though no depressive symptom burden
categories exist for chronically ill individuals, earlier
studies suggest the following: 0 to 9 (low), 10 to 14
(moderate), and 15 to 30 (high).*4#

Using a validated questionnaire,**8

we assessed
medication adherence for the 7 days preceding data
collection. Finally, we examined hospitalizations and
total health care expenditures through 14 months

from baseline. Office and emergency room visits,
hospitalizations, and skilled nursing facility stays were
ascertained from resource management reports. Expen-
ditures were calculated using Medicare reimbursement

49,50

formulas***° and, for medications, manufacturers’ aver-

age wholesale prices.”!

Analyses

Stata version 10.0 (StataCorp, College Station, Texas)
was used for analyses. We examined intervention effects
on outcomes measured at more than 1 time-point using
a series of mixed-effects linear models for repeated
measures.”? The outcome of interest at each time point
was the dependent variable; study group, time of each
outcome measurement (baseline, 6 weeks, 6 months,
and 1 year), and the interaction between time and study
group were the independent variables. The mixed-
effects model adjusted for nesting of each outcome
within each participant by means of random intercepts.
Because we were primarily examining change in out-
comes, no fixed baseline covariates were included.

For the hospitalization outcome, logistic regression
was used, with group as the key independent variable,
and age, sex, race/ethnicity, education, insurance sta-
tus, baseline MCS-36, and PCS-36 as covariates. For
the total expenditures outcome, a generalized linear
model was used, with a +y distribution and log link, and
the same independent variables as for the hospitaliza-
tion outcome.

RESULTS

Figure 1 displays the flow of participants through
the RCT. Table 1 displays a summary of participants’
baseline characteristics. Other than sessions missed by
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Figure 1. Flow of participants through the study.

782 Individuals assessed for eligibility

367 Excluded
119 Did not meet inclusion criteria
96 CES-D <4 and no impairment on HAQ
17 No longer patients of participating offices
11 Unable to read/speak English
9 No eligible diagnosis
8 Resided in an institution

5 Severe hearing impairment
25 Other
100 Declined to participate
78 Failed to respond to follow-up calls
18 Other

\
415 Randomized

Y Y Y
138 Randomized to receive HIOH 139 Randomized to receive HIOH 138 Randomized to receive usual
via home visits, once weekly for via phone calls, once weekly for care control)
6 weeks 6 weeks 131 Completed 6 weeks
119 Completed all 6 visits 122 Completed all 6 calls 7 Withdrew

11 Completed some visits before 9 Completed some calls before
withdrew withdrew

4 Completed 1 visit
4 Completed 2 visits

5 Completed 1 call
2 Completed 2 calls
3 Completed 3 visits

8 Completed 0 visits before 8 Completed O calls before
withdrew withdrew

2 Completed 3 calls

Y Y Y

119 Completed SF-36 at baseline

\4

121 Completed SF-36 at baseline

120 Completed SF-36 at 2 weeks

\4

131 Completed SF-36 at baseline

\4

116 Completed SF-36 at 2 weeks

\4

114 Completed SF-36 at 4 weeks

\4

Y

118 Completed SF-36 at 4 weeks

119 Completed SF-36 at 6 weeks

Y

Y

122 Completed SF-36 at 6 weeks

118 Completed SF-36 at 6 months

Y

\4

122 Completed SF-36 at 6 months

116 Completed SF-36 at 1 year

\4

119 Completed SF-36 at 1 year

130 Completed SF-36 at 2 weeks

\4

127 Completed SF-36 at 4 weeks

Y

129 Completed SF-36 at 6 weeks

Y

130 Completed SF-36 at 6 months

\4

128 Completed SF-36 at 1 year

CES-9 = Center for Epidemiologic Studies Depression Scale, 10-item version; HAQ = Health Assessment Questionnaire; HIOH = Homing in on Health; SF-36 = Medical

Outcomes Study 36-item short-form health survey (SF-36).
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early dropouts, 100% of HIOH intervention sessions
were completed. Table 2 summarizes outcomes by

study group.

lliness Management Self-efficacy
The home group had significantly higher
mean scores than the other groups at 6
weeks (effect size [change score/standard
deviation] vs control =0.27; 95% confi-
dence interval [CI]=0.10-0.43; P=.001;
effect size vs telephone =0.22;, 95% CI,
0.05-0.38; P=.01). The significant differ-
ences persisted at 6 months, though with
attenuation (effect size vs control = 0.17;
95% CI, 0.01-0.33; P = .04, effect size

vs telephone = 0.17; 95% CI, 0.00-0.34;

P =.05), but they were no longer present
at 1 year.

Health Status

There were no significant differences
among groups in PCS-36 or MCS-36
scores, the primary outcomes. At no point
were the scores for either intervention
group significantly higher than for the
control group. Of secondary health status
measures, there was a significant overall
effect of the intervention on EQ VAS
score (x% = 13.10; P=.04). Home group
scores were higher than in the control
group at 6 weeks (effect size =0.41; 95%
Cl, 0.15-0.67; P = .002); 6 months (0.31;
95% CI, 0.05-0.57: P=.02), and 1 year
(0.40;, 95% CI, 0.14-0.66; P=.003), and
higher than in the telephone group at 1
year (0.30; 95% CI, 0.03-0.56; P=.03).
There were, however, no significant effects

on the EQ-5D or GH subscale scores.

Other Outcomes

There were no significant differences
between groups in HAQ scores (func-
tional ability), CES-D scores (depressive
symptoms), pills taken/pills prescribed
ratios (medication adherence), hospitaliza-
tions, or total health care expenditures at
any follow-up point.

Depressive Symptoms

Moderator Analyses

The sample median CES-D score was 9.
Among individuals with scores greater
than 9 (moderate or greater symptoms),
in-home HIOH was significantly more

effective than usual care in improving PCS-36 scores at
6 months (3.1, 95% CI, 0.3-5.9; P=.03) and 1 year (3.0;

95% CI, 0.1-5.8; P=.04). Similar findings were noted
for the EQ VAS at 6 weeks (effect size =0.57, 95% CI,
0.12-1.03; P=.01) and 1 year (0.55; 95% CI, 0.09-1.01;

Table 1. Characteristics of Participants by Study Group

Home Telephone  Usual Care

Characteristic (n=138) (n=139) (n=138)
Age, years, mean (SD) 59.8 (11.2) 61.2 (11.6) 60.1 (11.7)
Sex, n (%)

Female 108 (78) 109 (78) 104 (75)
Race/ethnicity, n (%)

Non-Hispanic White 103 (75) 110 (79) 115 (83)

Black 20 (15) 11(8) 15 (1)

Other 14 (9) 14 (10) 7 (5)

Declined to answer 1(1) 4 (3) 1(1)
Education level, n (%)

High school or less 19 (14) 20(14) 22 (16)

Some college 53 (38) 50 (36) 58 (42)

College graduate or greater 66 (47) 65 (47) 57 (41)

Declined to answer 0 (0) 4 (3) 1(1)
Income level, n (%)

<40,000 41 (30) 42 (31) 44 (32)

40,000-79,999 42 (30) 37 (27) 43 (31)

>80,000 22 (16) 27 (20) 22 (16)

Declined to answer 33 (24) 33 (24) 29 (21)
Married, n (%) 79 (57) 79 (57) 76 (55)
Chronic conditions, n (%)

1 55 (40) 72 (51) 43 (31)

2 51 (37) 40 (29) 65 (47)

3 18 (13) 21 (15) 21 (15)

>4 14 (10) 6 (4) 9(7)
Self-reported diagnoses, n (%)*

Arthritis 83 (60) 73 (52) 77 (55)

Depression 59 (43) 64 (46) 70 (51)

Diabetes 64 (46) 50 (36) 58 (42)

Asthma 34 (25) 25 (18) 39 (28)

Chronic lung disease 15 (11) 11 (8) 17(12)

Congestive heart failure 17 (12) 17 (12) 4 (10)
Uninsured, n (%) 3(2) 5 (4) 2@
Baseline status of outcomes,

mean score (SD)

Self-efficacy 7.0 (1.8) 7.0 (1.7) 7.1 (1.8)

PCS-36 33.6 (12.0) 33.3 (12.4) 34.4(11.0)

MCS-36 45.6 (14.2) 453 (13.7) 45.8 (13.7)

GH 47.2 (22.0) 48.1 (24.9) 50.2 (23.2)

EQ-5D 0.74 (0.18) 0.73 (0.18) 0.75 (0.16)

EQ VAS 64.3 (18.5) 66.6 (19.1) 68.4 (18.6)

HAQ 0.92 (0.68) 0.85 (0.74) 0.82 (0.65)

CES-D 9.5 (7.1) 9.8 (6.5) 9.5 (7.1)

CES-D = Center for Epidemiologic Studies Depression Scale, 10-item version; EQ-5D = EuroQol-
5D; EQ VAS = EuroQol Visual Analog Scale; GH = Medical Outcomes Study 36-item short-form
health survey (SF-36) general health subscale; HAQ = Health Assessment Questionnaire; PCS-
36 = SF-36 physical component summary score; MCS-36 = SF-36 mental component summary
score; PT/PP = pills taken/pills prescribed during the 7 days before data collection.

2 Percentages exceed 100 because many participants had more than 1 condition.
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Table 2. Six-Week, 6-Month, and 1-Year Self-Efficacy and Primary
and Secondary Outcome Scores by Study Group
Home Telephone Usual Care

Outcome (n=138) (n=139) (n=138)
Intervention content delivery effectiveness
Self-efficacy score, mean (SD)

6 Weeks 7.6 (1.5) 7.2 (1.8) 7.2 (1.9)

6 Months 7.5 (1.6) 7.2 (1.8) 7.2 (1.7)

1 Year 7.4 (1.6) 7.3 (1.7) 7.2 (1.8)
Primary outcome
PCS-36 score, mean (SD)

6 Weeks 34.9 (11.9) 36.3 (11.6) 37.3 (11.1)

6 Months 36.2 (12.0) 37.5 (11.8) 37.2 (11.4)

1 Year 35.1 (12.2) 36.4 (12.3) 37.0 (11.6)
MCS-36 score, mean (SD)

6 Weeks 51.6 (12.1) 48.9 (12.3) 48.6 (12.8)

6 Months 49.6 (13.7) 46.1 (13.6) 48.0 (13.0)

1 Year 51.2 (12.1) 48.3 (12.0) 48.5 (12.9)
Secondary outcome
GH score, mean (SD)

6 Weeks 54.1 (21.4) 54.4 (23.4) 54.6 (25.0)

6 Months 53.8 (22.5) 53.5 (23.5) 54.4 (25.0)

1 Year 54.2 (23.1) 54.3 (22.9) 54.2 (24.1)
EQ-5D score, mean (SD)

6 Weeks 0.80 (0.17) 0.80 (0.17) 0.80 (0.17)

6 Months 0.82 (0.16) 0.81 (0.18) 0.80 (0.20)

1 Year 0.79 (0.18) 0.77 (0.20) 0.81 (0.17)
EQ VAS score, mean (SD)

6 Weeks 75.7 (18.5) 73.5 (18.9) 72.4 (19.7)

6 Months 74.6 (17.5) 73.0 (20.4) 72.9 (18.9)

1 Year 75.7 (15.2) 72.3 (20.1) 72.3 (18.9)
HAQ score, mean (SD)

6 Weeks 0.89 (0.70) 0.84 (0.71) 0.76 (0.64)

6 Months 0.88 (0.67) 0.85 (0.74) 0.80 (0.68)

1 Year 0.91 (0.71) 0.85 (0.71) 0.77 (0.64)
CES-D score, mean (SD)

6 Weeks 7.1 (6.0) 7.6 (5.4) 8.3 (6.5)

6 Months 7.5 (5.9) 9.2 (6.5) 8.2 (6.6)

1 Year 7.4 (6.3) 8.6 (6.1) 8.2 (6.9)
PT/PP, mean % (SD)

6 Weeks 93 (11) 92 (15) 93 (11)

6 Months 91 (16) 89 (18) 93 (13)

1 Year 94 (10) 93 (12) 91 (15)
Health care utilization at 1 year
Hospitalization, % 16 () 11 (=) 15 (-)
Expenditures, $, mean (SD) 14,105 (20,279) 12,422 (14,241) 11,493 (10,972)
CES-D = Center for Epidemiologic Studies Depression Scale, 10-item version; EQ-5D = EuroQol-5D; EQ
VAS = EuroQol Visual Analog Scale; GH = SF-36 = Medical Outcomes Study 36-item short-form health survey
(SF-36) general health subscale; HAQ = Health Assessment Questionnaire; MCS-36 = SF-36 mental component
summary score; PCS-36 = SF-36 physical component summary score; PT/PP = pills taken/pills prescribed during
the 7 days preceding data collection.

P=.02). There was, however, no significant interaction
between CES-D level, intervention group, and time in

either analysis. There were no significant intervention

effects on other outcomes for participants with CES-D
scores above 9.

Intervention Characteristics
Peers' written logs indicated
100% coverage of scripted top-
ics for all 6 encounters in both
intervention groups. The mean
minutes per encounter was
shorter for the telephone group
(64.0 minutes, SD 11.9 minutes)
than for the home group (73.5
minutes, SD 15.1 minutes),
however. Mean ratings of the
overall usefulness of HIOH were
similarly favorable in both groups
(home = 1.92 minutes, SD 0.97
minutes; telephone = 1.91 min-
utes, SD 0.82 minutes).

DISCUSSION

Ours was the first 1-year RCT

of a face-to-face variant of the
CDSMP, and only the second
RCT of any variant of the pro-
gram to utilize the robust MCS-
36 and PCS-36 measures of over-
all mental and physical health
status as predesignated primary
outcomes.

We found a significant over-
all effect of in-home (but not
telephone) HIOH on a second-
ary health status measure, the
EQ VAS, at 1 year. There were,
however, no significant effects of
HIOH delivered in the home at
any follow-up point on PCS-36 or
MCS-36 scores, our primary out-
comes, or other secondary out-
comes, including hospitalizations
and health care expenditures.
Finally, there were no significant
effects of HIOH delivered by
telephone at any time. The single
prior CDSMP study to use the
PCS-36 and MCS-36 as primary
outcome measures also found no
significant effects."

Other studies of the program
instead found improvements in

scores on the single-item Medical Outcomes Study
health status assessment, and on energy/fatigue, social
role/activities, and health distress subscales.’!' Effects
on these outcomes were not consistent among stud-
ies, however, and the only previous 1-year RCT of the
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CDSMP, involving an Internet variant, found a small
effect on health distress, but no effects on health sta-
tus, functional ability, or utilization at 1 year.'’

Thus, we secondarily explored effects of HIOH
on the SF-36 GH subscale, because it is similar to the
health status measures employed in most prior RCTs of
the CDSMP. Again, we found no effects. The incon-
sistent effects on these various health status measures
among short term studies may reflect differences in
study populations and/or program implementation.
They may also reflect chance effects that were due
to multiple outcomes testing, however, particularly as
most studies did not predesignate primary outcomes.
Given the lack of 1-year effects of HIOH on our other
health status measures, the effect we found on EQ VAS

39-43

could reflect its greater sensitivity***3 or again could

represent a chance finding.

Effects of the CDSMP on utilization have also
been notably mixed, with a small reduction in hospi-
talizations at 4 to 6 months in a minority of studies.>*
We found no effect of in-home HIOH deliver on
hospitalizations at 1 year, as was the case in the prior
Internet-based CDSMP RCT,'® and no effect on total
expenditures at 1 year.

We did find a significant effect of in-home HIOH
on illness management self-efficacy after the interven-
tion, with an effect size comparable to that in earlier
CDSMP studies. Thus, it is unlikely that the lack of
effect of in-home HIOH on most outcomes stemmed
from unsuccessful implementation of the intervention.
The group format of the original CDSMP may pro-
vide benefits beyond one-on-one delivery, but such a
hypothesis remains to be tested.

In summary, research suggests that peer-led chronic
illness self-management programs result in small to
moderate, short-term (4 to 6 month) effects on health
outcomes, primarily subfacets of health status and pos-
sibly hospitalization, with no apparent effect on overall
mental or physical health status or health care expendi-
tures. A Cochrane review of RCTs of peer-led chronic
illness self-management programs reached similar con-
clusions.”® One-year effects of the CDSMP and its vari-
ants thus far appear even more limited. Neither 1-year
RCT involved the group-format CDSMP, however. Fur-
ther evaluation of the effects of peer-group interaction
afforded by the original CDSMP may be warranted.

These findings raise questions regarding the
cost-effectiveness of such peer-led self-management
programs as the CDSMP from the perspective of the
health care system, particularly given the considerable
resources required to offer and continuously moni-
tor the fidelity of such interventions as HHOH and
the original CDSMP. Studies to examine which ele-
ments of the multicomponent CDSMP most influence

outcomes and to explore the usefulness of booster
sessions may be helpful in achieving stronger and/or
more sustained effects. The impact of the program
might also be enhanced by identifying effect modera-
tors—uvariables that specify for whom or under what
conditions it works.”* We found modest yet persistent
effects of HIOH on PCS-36 scores at 1 year among
participants with a greater number of depressive
symptoms. Adequately powered RCTs that stratify
participants by depressive symptoms appear warranted
to examine this issue further.

Although it is unclear why telephone HIOH had
no effects, the absence of effect is consistent with the
findings of a recent systematic review of telephone-
based peer-support interventions.>® Face-to-face peer
interaction may produce a more powerful therapeutic
alliance than is possible by telephone.

Our study had some limitations. Most participants
were white, female, married, and well-educated, so the
extent to which our findings generalize to others is
unclear. In studies of the CDSMP involving less well-
educated minority participants, findings were similar
to ours.”"3 [t is also possible that many participants
with the least favorable baseline status of the study
outcome variables did not volunteer for this study:.
Nonetheless, the diseases, disease-related morbid-
ity, and baseline status of outcome measures in our
study sample were all highly similar to those in prior
CDSMP studies. Finally, participant dropout was
greater in the intervention groups, presumably reflect-
ing the greater burden of their participation, a finding
also observed in other studies of the program.

In conclusion, in a RCT of the one-on-one HIOH
variant of the group format CDSMP, we found in-
home (but not telephone) HIOH was effective in
improving illness management self-efficacy for up to
6 months and scores on a secondary health status
measure at 1 year. Neither intervention, however,
had significant effects on either the primary out-
comes of overall mental and physical health status at
any interval or on other secondary study outcomes,
including utilization. These findings challenge the
suggestion, forwarded in several influential blueprints
for health system redesign,'* that wider application of
peer-led illness self-management programs would be
cost-effective.

To read or post commentaries in response to this article, see it
online at http:/lwww.annfammed.orgl/cgilcontent/full/7/4/319.

Submitted August 8, 2008; submitted, revised, November 29, 2008;
accepted December 29, 2008.

Key words: Chronic disease; self care; chronic disease self-management
program; health status; randomized controlled trial; self-efficacy; quali-
tative research
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