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Abstract
Objective: To quantify the benefits that people receive from participating in self-management courses and identify subgroups that benefit

most.

Methods: People with a wide range of chronic conditions attending self-management courses (N = 1341 individuals) were administered the

Health Education Impact Questionnaire (heiQ). Baseline and follow-up data were collected resulting in 842 complete responses. Outcomes

were categorized as substantial improvement (effect size, ES � 0.5), minimal/no change (ES �0.49 to 0.49) and substantial decline

(ES � �0.5).

Results: On average, one third of participants reported substantial benefits at the end of a course and this ranged from 49% in the heiQ

subscale Skill and technique acquisition to 27% in the heiQ subscale Health service navigation. Stratification by gender, age and education

showed that younger participants were more likely to benefit, particularly young women. No further subgroup differences were observed.

Conclusion: While the well-being of people with chronic diseases tends to decline, about one third of participants from a wide range of

backgrounds show substantial improvements in a range of skills that enable them to self-manage.

Practice implications: These data support the application of self-management courses indicating that they are a useful adjunct to usual care

for a modest proportion of attendees.

# 2006 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Chronic diseases are an increasing burden for health care

systems worldwide. The World Health Organization

ascribes about 60% of global deaths and close to 50% of

disability to chronic diseases [1]. It has become imperative

to reduce this burden at the individual and societal levels as

projections indicate that national health systems, in their

current form, will not be able to cope [2]. One approach to
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reduce the burden associated with chronic conditions is the

provision of group-based education and the active engage-

ment of patients in their own care. Hence self-management

courses have been developed to empower participants,

increase their confidence, teach them skills and techniques

and improve their interaction with the health care system to

enable them to improve the management of their chronic

condition [3].

In Australia, several formal courses for chronic disease

self-management are offered through both government and

non-government agencies. Such courses usually run 2–2.5 h

per week over a 4–10 week period and are delivered in a
.
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group setting (8–15 participants). They are facilitated by lay

leaders and/or health professionals who often use psycho-

educational approaches to facilitate problem-solving, goal-

setting, decision-making and individual action plans [3–6].

A rapid growth in application of self-management

courses has occurred in recent years. The UK National

Health Service has implemented the Expert Patient

Programme [7], a lay-led self-management intervention,

as part of health care reform and about 31,000 patients have

undertaken the program [8]. In the USA the chronic disease

self-management program has been implemented within a

large health care organisation [9]. Using a different

approach, the Australian Commonwealth Department of

Health and Ageing implemented the Sharing Health Care

Initiative, which involved several large demonstration

projects across a variety of settings [10].

As self-management courses are now being applied in a

variety of settings and implemented at the government policy

level, there is an urgent need to understand and document the

impact of self-management courses across settings. Numer-

ous controlled trials have been conducted across disease

groups and have been summarised in meta-analytic and

narrative reviews [3,11,12]. These studies, however, suggest

that self-management courses might not be suitable for all

types of chronic conditions and population subgroups.

In this paper, we investigate impacts of self-management

courses undertaken across settings and demographic groups

in Australia. Specifically, we set out to identify if gender, age

and educational background are associated with lesser or

greater benefits.
2. Methods

2.1. Courses and participants

From August 2004 to September 2005 a total of 142 self-

management courses were evaluated. The types of courses

included 94 chronic disease [13], 22 arthritis [14], 10

osteoporosis [6] and 16 other self-management courses.

These were fibromyalgia, pulmonary/heart failure rehabi-

litation, pain and stress management courses.

For recruitment, all major providers of self-management

courses across Australia were identified and contacted

(including non-government organisations such as the

Arthritis Foundation, Diabetes Australia, etc., Community

Health Centres and hospitals) and ‘‘snowball’’ recruitment

techniques were then used. The sampling was therefore

‘‘convenience’’ and while it was not possible to ascertain the

total number of self-management courses, it is likely that the

majority of courses run across all states in Australia were

recruited into the study.

Once a course was registered with the Centre for

Rheumatic Diseases, course leaders were sent baseline and

follow-up Health Education Impact Questionnaires (heiQ)

as well as a questionnaire to collect information about
courses and participant attendance. Participants were

administered questionnaires before the start of the self-

management course (baseline) and at the end of the last

session (follow-up), which was generally 4–10 weeks later.

Participation in the study was voluntary with no active

follow-up. To ensure participants’ confidentiality they were

provided with a sealable envelope before returning the

follow-up heiQ to the course leaders who then posted the

questionnaires to the researchers. A course report was

provided to the course leaders and their respective organisa-

tion as the only inducement for participation in the study.

2.2. Health Education Impact Questionnaire (heiQ)

The heiQ is a generic eight scale questionnaire

specifically designed to measure outcomes of health

education courses for chronic disease self-management

[15]. Scale construction was through a wide range of

stakeholder consultations (from patients, health profes-

sionals to policy makers) including the development of a

program logic model [16,17]. Relevant stakeholders were

further involved in concept mapping exercises and inter-

views to identify specific item content and underlying

constructs. The heiQ consists of 42 items, of which four to

seven items describe one of the following eight scales [15]:
(1) P
ositive and active engagement in life. Getting engaged

in life, intent for actions, indicators of now being

engaged and involved in life.
(2) H
ealth-directed behaviour. Healthy behaviours includ-

ing prevention, exercise, relaxation.
(3) S
kill and technique acquisition. Symptom relief skills,

skills and techniques to manage own health.
(4) C
onstructive attitudes and approaches. Minimising the

illness—‘‘I am not going to let this disease control my

life’’.
(5) S
elf-monitoring and insight. Self-monitoring of (sub-)

clinical indicators, self-management, setting reasonable

limits or targets, insight into living with a health

problem.
(6) H
ealth service navigation. Communication, relation-

ships with health care professionals, interaction and

negotiation with the health care system including the

confidence to talk with health care professionals, the

understanding of ways to access health care to get needs

met.
(7) S
ocial integration and support. Social interaction,

feelings of social isolation as a result of the illness,

‘‘kinship’’ in group leading to sense of support, seeking

support from others.
(8) E
motional well-being. Overall health-related negative

affect; attitude to life; anxiety, stress, anger and

depression.
Respondents were asked to rate items on a six-point

Likert scale, ranging from ‘‘strongly disagree’’ to ‘‘strongly
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Table 1

Demographic characteristics of participants and comparison of those who

provided heiQ baseline data only vs. those who provided complete data

(baseline and follow-up)*

Subgroups Total

n = 1169

Baseline

only n = 327

Complete

data n = 842

N % N % N %

Age group

<50 years 207 17.9 66 20.6 141 16.9

50–59 231 20.0 65 20.2 166 19.9

60–69 312 27.0 75 23.4 237 28.3

70 and above 407 35.2 115 35.8 292 34.9

Gender

Female 871 75.2 248 77.0 623 74.4

Male 288 24.8 74 23.0 214 25.6

Education

Primary education 136 12.7 38 12.7 98 12.8

Up to year 8 296 27.7 80 26.7 216 28.1

Year 9–12 281 26.3 83 27.7 198 25.8

TAFE 196 18.4 54 18.0 142 18.5

University 159 14.9 45 15.0 114 14.8

* No differences were observed between groups ( p > 0.05 for x2 tests).
agree’’. One scale (Emotional well-being) is a reversed

scale. In ascending order the reliability of each heiQ

subscale is as follows: 0.70 Self-monitoring and insight, 0.80

Health-directed behaviour, 0.81 Skill and technique

acquisition, 0.81 Constructive attitudes and approaches,

0.82 Health service navigation, 0.86 Positive and active

engagement in life, 0.86 Social integration and support and

0.89 Emotional well-being. Further information on the

psychometrics is available elsewhere (see http://www.crd.u-

nimelb.edu.au/) [15].

2.3. Statistical analysis

Some of the participants of the self-management courses

provided baseline data only. Therefore we applied descrip-

tive and univariate x2 analyses to explore whether

differences in characteristics existed between those with

baseline data only and those with complete data (baseline

and follow-up). The data were moderately skewed in most

heiQ scales and five heiQ scales showed significant

homogeneity of variances hence the data violated some

assumptions for parametric tests. We therefore applied

analysis of variance (ANOVA) with the Brown-Forsythe

robust option for all mean comparisons. This robust option

does not assume variances to be homogeneous [18]. The

non-parametric Kruskal–Wallis test was also applied.

ANOVA (Brown-Forsythe) and Kruskal–Wallis were

applied to explore baseline differences between those

participants with incomplete and those with complete data.

For subgroup analyses we again explored baseline differ-

ences stratifying the sample by age, gender and level of

education.

The impact of self-management courses on the partici-

pants was represented by three categories of change derived

from baseline and follow-up course assessments: substantial

improvement (effect size, ES � 0.5), minimal/no change

(ES�0.49 to 0.49) and substantial decline (ES � �0.5). The

within-person individual ES was defined as the individual

change score divided by the standard deviation of the

baseline score of the sample [19]. The distribution-based

cut-off of 0.5 ES was chosen as a standardised cut-off and

approximates a minimal important difference (MID) derived

from several methodologies [19–22]. For the heiQ scales, a

threshold of 0.5 ES on the six-point Likert scale means that

participants had to indicate at least three state changes in

each heiQ scale (apart from the Emotional well-being scale

requiring four state changes because of a higher number of

items and a relatively high standard deviation) to be

classified as having benefited substantially. One state change

is defined as the minimum change people can indicate on a

scale [23]. To explore whether differences existed between

the number of participants who overcame the threshold of

0.5 ES per described subgroup after having attended a self-

management course, descriptive and univariate x2 analyses

were applied.

For all analyses SPSS Version 14 was used.
3. Results

3.1. Demographics

In total, 1341 individuals were identified in 142 courses.

One thousand one hundred and sixty-nine participants

entered the study. Of these, 842 (72%) individuals provided

follow-up data.

Of the 1169 participants, 75% were female and the

median age was 64 years (range from 18 to 92). Thirteen

percent of participants had primary school or less education

and about 15% had a university degree. Two thirds of

participants reported they had at least one (31%) or two or

more (36%) comorbidities apart from their main health

problem. Most frequently reported diseases were osteoar-

thritis (46%), depression (28%), asthma (20%), osteoporosis

(19%), diabetes (19%), rheumatoid arthritis (17%) and

coronary heart disease (15%). Age, gender and educational

levels did not differ between participants who provided

baseline data only compared with those who provided both

baseline and follow-up data (Table 1).

3.2. Baseline scores

The mean (S.D.) baseline scores per heiQ scale ranged

from 3.33 (1.21) in Emotional well-being to 4.73 (0.65) in

Self-monitoring and insight. Baseline scores of participants

who provided baseline data only and those for whom we

received both baseline and follow-up data differed

significantly in seven of the eight heiQ scales with the

latter group reporting higher baseline scores than those who

did not provide follow-up data (Table 2). Equivalent results

were obtained with the Kruskal–Wallis test.

http://www.crd.unimelb.edu.au/
http://www.crd.unimelb.edu.au/
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Table 2

Mean baseline heiQ scores of people entering the self-management programs and comparison of starting values of those who provided baseline data only vs.

those who provided complete data (baseline and follow-up)

heiQ scales Total n = 1169 Baseline only n = 327 Complete data n = 842

Mean S.D. Mean S.D. Mean S.D.

1. Positive and active engagement in life 4.47 (0.99) 4.33* (1.07) 4.52 (0.95)

2. Health-directed behaviour 4.31 (1.21) 4.14* (1.25) 4.37 (1.19)

3. Skill and technique acquisition 4.14 (0.92) 3.98* (0.98) 4.20 (0.88)

4. Constructive attitudes and approaches 4.55 (0.95) 4.39* (1.02) 4.61 (0.92)

5. Self-monitoring and insight 4.73 (0.65) 4.66* (0.70) 4.75 (0.63)

6. Health service navigation 4.69 (0.88) 4.56* (0.98) 4.74 (0.84)

7. Social integration and support 4.13 (1.20) 3.98* (1.28) 4.18 (1.17)

8. Emotional well-being 3.33 (1.21) 3.27 (1.20) 3.35 (1.21)

* Differences between ‘‘baseline only’’ and ‘‘complete data’’ significant at the p < 0.05 level for Robust ANOVA Brown-Forsythe.
3.2.1. Age

In all heiQ scales participants 49 years and younger

reported significantly lower baseline scores (range 2.77

(1.05) in Emotional well-being to 4.50 (0.73) in Self-

monitoring and insight) than participants between 50 and 59

years (range 3.09 (1.21) in Emotional well-being to 4.68

(0.71) in Self-monitoring and insight), 60 and 69 years

(range 3.39 (1.18) in Emotional well-being to 4.82 (0.55) in

Self-monitoring and insight) and 70 years and above (range

3.72 (1.18) in Emotional well-being to 4.87 (0.75) in Health

service navigation, Table 3). The Kruskal–Wallis test

confirmed these results.

3.2.2. Gender

Baseline gender differences were observed in three heiQ

scales. Women were found to report higher baseline scores

than men in Positive and active engagement in life (4.51

(0.96) for women versus 4.36 (1.02) for men). Men reported

higher scores than women in Health service navigation and

Social integration and support (4.66 (0.89) versus 4.78

(0.85) and 4.06 (1.22) versus 4.32 (1.13), respectively,

Table 3). Results were equivalent when applying the

Kruskal–Wallis test.

3.2.3. Education

Participants with the lowest education had higher Health

service navigation and Social integration and support scores

at baseline when compared with people with higher levels of

education (in education ascending order 4.87 (0.84), 4.75

(0.84), 4.72 (0.86), 4.55 (1.00), 4.60 (0.81) for Health

service navigation and 4.40 (1.16), 4.19 (1.25), 4.10 (1.19),

3.95 (1.25), 4.05 (1.11) for Social integration and support,

respectively). In contrast participants with higher education

tended to report higher Emotional well-being baseline

scores than participants with less education (3.15 (1.21),

3.34 (1.18), 3.36 (1.17), 3.26 (1.20), 3.60 (1.34), Table 3).

The Kruskal–Wallis test showed identical results.

3.3. Improvement and decline from baseline

Overall, about one third of participants were found to

have a substantial improvement (i.e. an improvement of 0.5
ES or greater) from baseline to follow-up. Across scales the

largest proportion of people who improved was observed in

Skill and technique acquisition (49%) and Self-monitoring

and insight (41%). The scales where the smallest proportion

of participants reported substantial benefits were Construc-

tive attitudes and approaches, Social integration and support

(each 32%) and Health service navigation (27%). Decline

ranged from 7% in Skill and technique acquisition to 12% in

Social integration and support and 15% in Emotional well-

being (Table 4).

When the impact of the self-management courses was

stratified by age, gender and education, some subgroups

were found to have larger benefits than others.

3.3.1. Age

In seven heiQ scales more younger participants showed

improvements compared with older participants. In six,

there was a clear monotonic decline in the proportion of

participants with increasing age. The largest difference

between age groups was observed in Skill and technique

acquisition. Other large age differences were observed in

Self-monitoring and insight and Social integration and

support (Table 4).

3.3.2. Gender

Only few differences between women and men were

observed. Significantly more women showed a substantial

improvement in Social integration and support (Table 4).

3.3.3. Age and gender

Age group analyses had shown that fewer older

participants tended to improve. While a relatively high

percentage of male participants (49%) were 70 years and

older and small gender differences had been observed as

well, further analyses were undertaken to identify whether

age effects were associated with gender. We found that

observed age effects were mainly apparent in women in five

of the eight heiQ scales with a monotonic decline from

youngest to oldest. The largest differences between the

youngest and the older categories were observed in Self-

monitoring and insight (57%, 46%, 41%, 33%; x2(6) = 19.4,

p = 0.004), Skill and technique acquisition (62%, 54%, 49%,
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Table 3

Baseline (n = 1169) heiQ scores per subgroup age, gender, education

N % Positive and

active

engagement

in life

Health-directed

behaviour

Skill and

technique

acquisition

Constructive

attitudes and

approaches

Self-monitoring

and insight

Health service

navigation

Social

integration

and support

Emotional

well-being

Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D.

Total 4.47 (0.99) 4.31 (1.21) 4.14 (0.92) 4.55 (0.95) 4.73 (0.65) 4.69 (0.88) 4.13 (1.20) 3.33 (1.21)

Age group

<50 years 207 17.9 3.99* (1.08) 3.84* (1.32) 3.75* (0.95) 4.00* (1.05) 4.50* (0.73) 4.30* (1.04) 3.56* (1.28) 2.77* (1.05)

50–59 231 20.0 4.44 (1.02) 4.28 (1.24) 4.13 (0.97) 4.42 (1.02) 4.68 (0.71) 4.58 (0.91) 3.97 (1.21) 3.09 (1.21)

60–69 312 27.0 4.64 (0.87) 4.56 (1.09) 4.23 (0.88) 4.73 (0.84) 4.82 (0.55) 4.80 (0.80) 4.24 (1.15) 3.39 (1.18)

70 and above 407 35.2 4.62 (0.89) 4.37 (1.14) 4.29 (0.85) 4.78 (0.79) 4.80 (0.60) 4.87 (0.75) 4.42 (1.08) 3.72 (1.18)

Gender

Female 871 75.2 4.51* (0.96) 4.27 (1.21) 4.13 (0.92) 4.58 (0.95) 4.72 (0.65) 4.66* (0.89) 4.06* (1.22) 3.32 (1.21)

Male 288 24.8 4.36 (1.02) 4.42 (1.17) 4.20 (0.91) 4.47 (0.98) 4.74 (0.65) 4.78 (0.85) 4.32 (1.13) 3.34 (1.21)

Education

Primary education 136 12.7 4.61 (0.78) 4.46 (1.16) 4.25 (0.90) 4.70 (0.77) 4.81 (0.64) 4.87* (0.84) 4.40* (1.16) 3.15* (1.21)

Up to year 8 296 27.7 4.43 (1.02) 4.34 (1.11) 4.17 (0.89) 4.57 (0.97) 4.76 (0.60) 4.75 (0.84) 4.19 (1.25) 3.34 (1.18)

Year 9–12 281 26.3 4.48 (1.01) 4.42 (1.19) 4.15 (0.92) 4.56 (0.96) 4.78 (0.61) 4.72 (0.86) 4.10 (1.19) 3.36 (1.17)

TAFE 196 18.4 4.44 (0.97) 4.21 (1.26) 4.06 (1.00) 4.45 (1.03) 4.67 (0.72) 4.55 (1.00) 3.95 (1.25) 3.26 (1.20)

University 159 14.9 4.56 (1.00) 4.14 (1.35) 4.09 (0.94) 4.62 (0.92) 4.64 (0.71) 4.60 (0.81) 4.05 (1.11) 3.60 (1.34)

* Significant at the p < 0.05 level for Robust ANOVA Brown-Forsythe.
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Table 4

Proportion of participants (n = 842) with substantial improvement, no change or substantial decline stratified by age, gender, education

Positive

and active

engagement

in life

Health-

directed

behaviour

Skill and

technique

acquisition

Constructive

attitudes and

approaches

Self-

monitoring

and insight

Health

service

navigation

Social

integration

and support

Emotional

well-being

N % N % N % N % N % N % N % N %

Substantial improvement 309 36.9 287 34.6 404 48.9 266 32.2 338 40.7 223 27.0 267 32.2 277 33.7

No change 451 53.9 461 55.5 365 44.1 476 57.6 399 48.1 514 62.3 463 55.8 424 51.6

Substantial decline 77 9.2 82 9.9 58 7.0 84 10.2 93 11.2 88 10.7 100 12.0 120 14.6

Age group

Substantial improvement

<50 years 62 44.0* 50 35.7 85 60.7* 53 38.1* 74 52.5* 52 37.1* 58 41.1* 58 41.4*

50–59 75 45.2 69 42.1 93 56.7 62 37.6 76 46.1 47 28.7 63 38.0 55 33.5

60–69 80 34.2 75 32.1 108 46.6 75 32.5 88 37.9 58 25.2 74 32.0 84 36.5

70 and above 89 30.7 92 32.2 115 40.4 72 25.3 97 33.9 64 22.5 69 24.0 79 28.1

No change

<50 years 71 50.4 78 55.7 51 36.4 76 54.7 54 38.3 68 48.6 73 51.8 74 52.9

50–59 77 46.4 81 49.4 59 36.0 84 50.9 67 40.6 105 64.0 83 50.0 83 50.6

60–69 131 56.0 135 57.7 101 43.5 129 55.8 119 51.3 147 63.9 123 53.2 110 47.8

70 and above 170 58.6 162 56.6 151 53.0 185 64.9 156 54.5 190 66.7 182 63.4 153 54.4

Substantial decline

<50 years 8 5.7 12 8.6 4 2.9 10 7.2 13 9.2 20 14.3 10 7.1 8 5.7

50–59 14 8.4 14 8.5 12 7.3 19 11.5 22 13.3 12 7.3 20 12.0 26 15.9

60–69 23 9.8 24 10.3 23 9.9 27 11.7 25 10.8 25 10.9 34 14.7 36 15.7

70 and above 31 10.7 32 11.2 19 6.7 28 9.8 33 11.5 31 10.9 36 12.5 49 17.4

Gender

Substantial improvement

Female 222 35.9 217 35.3 306 50.1 200 32.7 263 42.8 169 27.7 212 34.6* 208 34.3

Male 85 39.9 69 32.7 96 45.5 63 30.0 73 34.8 53 25.4 53 24.9 68 32.4

No change

Female 342 55.3 341 55.5 267 43.7 346 56.6 284 46.2 379 62.0 327 53.3 315 52.0

Male 107 50.2 116 55.0 95 45.0 128 61.0 112 53.3 131 62.7 134 62.9 106 50.5

Substantial decline

Female 55 8.9 56 9.1 38 6.2 65 10.6 68 11.1 63 10.3 74 12.1 83 13.7

Male 21 9.9 26 12.3 20 9.5 19 9.0 25 11.9 25 12.0 26 12.2 36 17.1

Education

Substantial improvement

Primary education 41 42.3 31 32.3 41 42.7 30 31.6 33 35.1 17 18.1 22 22.4 36 38.7

Up to year 8 85 39.7 77 36.3 98 46.9 56 26.3 80 37.6 61 28.6 68 32.2 70 33.2

Year 9–12 69 34.8 60 30.8 95 48.2 61 31.4 80 40.6 51 26.3 65 33.2 65 33.7

TAFE 52 36.9 60 42.6 78 55.3 50 35.7 62 44.0 49 35.0 48 34.0 50 35.7

University 38 33.3 34 30.1 60 54.1 40 35.7 51 45.5 27 24.1 33 29.2 30 26.8

No change

Primary education 47 48.5 56 58.3 45 46.9 51 53.7 51 54.3 65 69.1 63 64.3 47 50.5

Up to year 8 108 50.5 112 52.8 94 45.0 134 62.9 101 47.4 132 62.0 118 55.9 107 50.7

Year 9–12 112 56.6 112 57.4 87 44.2 112 57.7 96 48.7 122 62.9 107 54.6 100 51.8

TAFE 74 52.5 73 51.8 55 39.0 81 57.9 67 47.5 72 51.4 77 54.6 68 48.6

University 68 59.6 68 60.2 47 42.3 58 51.8 48 42.9 76 67.9 66 58.4 70 62.5

Substantial decline

Primary education 9 9.3 9 9.4 10 10.4 14 14.7 10 10.6 12 12.8 13 13.3 10 10.8

Up to year 8 21 9.8 23 10.8 17 8.1 23 10.8 32 15.0 20 9.4 25 11.8 34 16.1

Year 9–12 17 8.6 23 11.8 15 7.6 21 10.8 21 10.7 21 10.8 24 12.2 28 14.5

TAFE 15 10.6 8 5.7 8 5.7 9 6.4 12 8.5 19 13.6 16 11.3 22 15.7

University 8 7.0 11 9.7 4 3.6 14 12.5 13 11.6 9 8.0 14 12.4 12 10.7

* p < 0.05 for x2 tests.
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41%; x2(6) = 15.6, p = 0.016) and Health service navigation

(42%, 29%, 24%, 22%; x2(6) = 22.0, p = 0.001). For men,

age differences were observed in two of the eight heiQ

scales: Health-directed behaviour (12%, 47%, 41%, 30%;

x2(6) = 15.8, p = 0.015) and Skill and technique acquisition

(54%, 69%, 39%, 39%; x2(6) = 16.6, p = 0.011). Differ-

ences were not monotonic.

3.3.4. Education

Level of education was not associated with change

(Table 4).
4. Discussion and conclusion

4.1. Discussion

A higher proportion of younger women reported benefits

across most heiQ scales. The pattern in younger men was

less clear and was limited to more practical concepts (health

behaviours and skills). The absence of clear effects in men

with regard to age group differences may be due to the small

sample size. In general, younger people in our sample appear

to have a greater capacity to benefit as they entered the

courses with lower scores across all heiQ scales. These

differences in baseline scores suggest that younger people

were worse off and their motivation may have been focused

on improving their well-being while it is possible that some

older people may have joined a course for other, perhaps

more social reasons. We also found that a smaller proportion

of men reported benefits in the Social integration and

support scale than women. This area has not been well

investigated but the observed gender differences may also be

a result of motivation to attend a course. Overall, men appear

to benefit equally to women, although men are a much

smaller proportion of the participants, which is a frequent

observation in this area [10,24]. These observations provide

new insights into the value of courses for specific subgroups

in this greatly under-researched area [3].

It is interesting to note that outcomes for people across

educational levels were similar. Many previous studies have

used convenience samples that included individuals with

higher education relative to the communities in which the

studies were undertaken [14,25–29]. In the present study

only about 15% of the course participants had university

education while 13% of the sample had primary education or

less. Additionally, there was sufficient statistical power to

observe small differences across educational levels if they

had existed. Given that no differences were observed, this

finding suggests that the self-management courses that we

studied may be broadly appropriate for a wide range of

educational backgrounds. However, missing from our

analyses is information on health status. This is important

given that the greatest burden of disease exists in the lower

socio-economic subgroups [30]. It is likely that people with

poor to very poor health had substantial difficulty attending
the programs and therefore are underrepresented in our

analyses. Further work is required to understand the effects

of the programs in key target groups such as those with poor

health and functioning. It is also noteworthy that survey-

based studies such as this do exclude the more disadvantaged

subgroups that may not be able to complete questionnaire

assessments.

Few people reported a decline related to participation in a

self-management course. Declines ranged from 7% in Skill

and technique acquisition to 15% in Emotional well-being.

Generally, the well-being of people with chronic conditions

waxes and wanes but the data suggest that decline is the least

common event. It is conceivable that participants may

experience a decline in emotional well-being as a result of

pre-existing conditions or events during the course, but it is

somewhat more difficult to suggest how the scores on

dimensions such as skills and techniques might decline as a

result of either course participation or from concomitant life

events. It is conceivable that participants acquire a different

perspective on item content such that they temper their post-

test scores relative to their pre-test scores. For example,

some participants may have overrated themselves at pre-test

and then provided a moderated or better informed post-test

score resulting in an apparent decline. This phenomenon has

been described as response shift and may lead to an

overestimation or underestimation of outcomes in indivi-

duals [31].

Recent reviews and meta-analyses have documented the

effectiveness of self-management courses where a wide

range of measures have been used according to disease

group [3,11]. The size of the impact from these summaries

has been quite small. For arthritis, the measures often

included are knowledge, psychological well-being as well as

subjective clinical outcomes such as pain and disability. The

latter assessments, in particular, have been associated with

nil or small effects [11,12,32]. Summaries of the impact of

self-management courses on conditions such as type 2

diabetes, hypertension and asthma have been larger and have

included clinical measures such as glycosylated haemoglo-

bin, systolic blood pressure and number of asthma attacks,

respectively [3,11,32]. While the average impact of self-

management courses on individuals has been found to be

modest across settings, previous studies have provided little

insight into the proportion of individuals who receive

substantial changes as a result of participation.

In this study we applied the heiQ, which was derived

from extensive consultation with a wide range of consumers

and other stakeholders to obtain comprehensive information

on what are valued outcomes from self-management

courses. Each scale is designed to identify pertinent

proximal outcomes and thus provide a clear indication of

whether the intended impacts of the course were delivered.

These scales are expected to be antecedents to better

physical health. It is hoped that behaviour change (Health-

directed behaviour) in conjunction with improved self-

management skills (Self-monitoring and insight, Skill and
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technique acquisition) as well as enhanced skills and

knowledge to access health care resources (Health service

navigation) lead to improvements in health and increased

effectiveness in using health services. Several scales also

broadly cover personal and psychological well-being

(Positive and active engagement in life, Constructive

attitudes and approaches, Social integration and support,

Emotional well-being) which are also vehicles for improved

clinical outcomes. Overall, the heiQ sub scales provide a

profile of immediate subjective outcomes that should

provide insights into the mechanisms by which self-

management courses result in clinical outcomes.

We have chosen to report outcomes using the categories

of substantial change (decline or improvement) and no

change. Presentation using this method simplifies inter-

pretation, is more statistically conservative and tends to be

more meaningful for clinicians if the thresholds approximate

a minimal clinically important difference (MCID). The field

of MCID and like measures (e.g. minimal important

difference, minimal detectable difference) is rapidly

advancing [19,33–35] and recommendations regarding the

preferred methods for developing them are becoming more

evidence-based. While the 0.5 ES used in the present study is

somewhat arbitrary it is at least a reasonably large threshold

and individuals who improve or decline this amount have

moved a considerable distance across items. The more

common method used to ascertain change uses average

change score. The main limitations of averages are that

many researchers rely on the p-value to gauge impact of a

program. This value is highly dependent on study sample

size and while it may be significant it may mislead the

unwary reader. A statistically significant change may

represent a minor average change across individuals and

have no clinical utility. Averages may also obscure clinically

relevant information from subsets of individuals who report

very large benefits and may even hide adverse effects.

Finally, the proportion of people who have substantial

change is easier to communicate to stakeholders (e.g.

researchers, course leaders, policy makers).

This research has some potential limitations. First, we

have taken a broad approach to outcomes of self-manage-

ment courses. The types of courses included in the analyses

covered generic chronic disease, arthritis, osteoporosis,

fibromyalgia, pulmonary/heart failure, pain and stress.

These have different educational objectives and intensities

and could therefore be expected to have different outcomes

in addition to attracting attendees with different character-

istics. These pooled analyses provide an overview of the

impact of the courses on demographic subgroups but future

analyses that focus on specific course types are necessary,

particularly matching course objectives with outcomes.

Missing data has the potential to introduce systematic

bias. In total, about one quarter of participants who provided

baseline data did not fill out follow-up questionnaires, which

is a common observation even in controlled trials of patient

education with active follow-up procedures [28,36–38]. It is
possible that this group comprised people who received

fewer benefits resulting in our findings being overestima-

tions of the true effects. While we found no demographic

differences between those who did and did not provide

complete data, baseline scores of those without follow-up

data were significantly lower in seven of the eight heiQ

scales. The reasons for drop-out or non-participation are

likely to be complex, but these data suggest that this group

may have had worse health status and therefore greater

capacity to benefit from courses.

An important systematic bias in the evaluation of

programs is the desire to appease or reward the group

leader. This effect may be linked to social desirability

[39,40]. Through the group process and sharing of personal

information, strong positive relationships between partici-

pants and leaders may develop during the course.

Furthermore, participants may be conscious that they are

evaluating the course and participation may have required

considerable personal effort. The combined effects of these

experiences may lead to an ‘‘artificially’’ high endorsement

of questionnaire items resulting in an overestimate of the

outcomes for individuals. These effects are difficult to

identify and control and have been found to be more

common in women, older people and people of lower socio-

economic status [41].

A further challenge in the evaluation of group courses is

the potential change in an individual’s perspectives on health

and disease during the intervention. This phenomenon is

commonly referred to as response shift [31] and may well be

regarded as an intended outcome of courses [42]. Response

shift has been defined as a change in the meaning of one’s

self-evaluation of a target construct as a result of (a)

recalibration (a change in a person’s internal standards of

measurement), (b) reprioritization (a change in a person’s

values) and (c) reconceptualization (a change in the way a

person defines a target construct; e.g. quality of life) [43].

The group-based course may stimulate social comparisons

[44], improved knowledge of issues around self-care and

understanding of symptoms. Response shift has been found

to occur in most people who take part in self-management

courses [42]. Although its effect on measurement of

outcomes assessment in this area has not been well defined

it is likely to be an important area for future research.

4.2. Conclusion

This research demonstrates that substantial improve-

ments occur in about one third of participants who attend

self-management courses. The largest improvements were

observed in Skill and technique acquisition and Self-

monitoring and insight (49% and 41%, respectively). This is

an important and reassuring finding given that at the very

least self-management courses should broadly improve

participants’ ability and capacity to self-manage their

condition. Given that the assessment occurred immediately

post course, the most immediate impacts would be expected
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to relate to knowledge and skills, which are antecedents of

important attitude, behaviour and health changes. While the

least frequent improvements were in Health service

navigation, Constructive attitudes and approaches and

Social integration and support (�27%), these still appear

to be reasonable impacts at the program level.

4.3. Practice implications

The results imply that current self-management programs

are broadly applicable and younger women appear to receive

greater benefits. The findings are reassuring in that a wide

range of participants appear to gain an important range of

skills particularly an ability to self-manage their condition.

These results support the application of self-management

courses suggesting that they are a useful adjunct to usual

care for a modest proportion of attendees.

We confirm all patient/personal identifiers have been

removed or disguised so the patient/person(s) described are

not identifiable and cannot be identified through the details

of this research.
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