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Abstract

Background: Among the most studied evidence-based programs, the Chronic Disease Self-Management Program
(CDSMP) has been shown to help participants improve their health behaviors, health outcomes, and reduce
healthcare utilization. However, there is a lack of information on how CDSMP, when nationally disseminated,
impacts healthcare utilization and averts healthcare costs. The purposes of this study were to: 1) document
reductions in healthcare utilization among national CDSMP participants; 2) calculate potential cost savings
associated with emergency room (ER) visits and hospitalizations; and 3) extrapolate the cost savings estimation to
the American adults.

Methods: The national study of CDSMP surveyed 1,170 community-dwelling CDSMP participants at baseline,
6 months, and 12 months from 22 organizations in 17 states. The procedure used to estimate potential cost
savings included: 1) examining the pattern of healthcare utilization among CDSMP participants from
self-reported healthcare utilization assessed at baseline, 6 months, and 12 months; 2) calculating age-adjusted
average costs for persons using the 2010 Medical Expenditure Panel Survey; 3) calculating costs saved from
reductions in healthcare utilization; 4) estimating per participant program costs; 5) computing potential cost
savings by deducting program costs from estimated healthcare savings; and 6) extrapolating savings to national
populations using Census data combined with national health statistics.

Results: Findings from analyses showed significant reductions in ER visits (5%) at both the 6-month and
12-month assessments as well as hospitalizations (3%) at 6 months among national CDSMP participants. This
equates to potential net savings of $364 per participant and a national savings of $3.3 billion if 5% of adults with
one or more chronic conditions were reached.

Conclusions: Findings emphasize the value of public health tertiary prevention interventions and the need for
policies to support widespread adoption of CDSMP.
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Background
People living with prevalent chronic conditions such as
heart disease, cancer, diabetes, stroke, and chronic lung
disease account for 75% of healthcare expenditures in the
United States [1]. This disease burden profile will exacer-
bate with the rapid aging of the American population. The
number of Americans with chronic conditions is projected
to increase by 37% (i.e., 46 million people) from 2000 to
2030 [2].
The Patient Accountability and Affordable Care Act un-

derscores the potential of chronic disease management
for improving the efficiency of healthcare in the U.S. This
Act also recognizes the importance of community.
Helping people develop the knowledge, skills, and mo-
tivation needed to make healthier choices for better
self-management is seen as an essential part of the na-
tional prevention strategy [3]. Toward this end, there is
growing evidence that structured small group chronic
disease self-management education, such as Stanford’s
Chronic Disease Self-Management Program (CDSMP),
can help participants improve their health behaviors,
health outcomes, and reduce healthcare utilization
[4,5]. Although it has been more than 10 years since
positive findings from the initial randomized trial were
reported, there is no current information on how
healthcare utilization and associated healthcare costs
can be averted by a nationwide dissemination of
CDSMP.
Thus, the current study examines reductions in health-

care utilization among CDSMP participants to identify
potential cost savings to the health system as a result of
participating in the program. Three specific purposes of
this study were to: 1) document reductions in healthcare
utilization among participants of the national study of
CDSMP; 2) calculate potential cost savings associated
with emergency room (ER) visits and hospitalizations
using age-adjusted national cost estimates; and 3) ex-
trapolate the cost savings estimation to the American
adults with one or more chronic conditions. Drawing
upon findings from a parallel nationwide CDSMP study
[6], the current study proposes to inform policy makers,
state officials, healthcare providers, and community
agencies about potential healthcare cost savings.

Methods
CDSMP is an evidence-based, peer-led program consist-
ing of six sessions hosted over six consecutive weeks
that empowers participants to develop skills necessary
for medical, social role, and emotional management of
chronic conditions [4]. It is a public health intervention
delivered by trained facilitators in community-based set-
tings throughout the U.S. and around the globe. CDSMP
workshops are supported by various federal, state, and
local sources as well as healthcare organizations and
community agencies. As a translational research study, the
National Study of CDSMP surveyed 1,170 community-
dwelling CDSMP participants at baseline, 6 months, and
12 months from 22 organizations in 17 states. Approxi-
mately 77% (n = 903) and 71% (n = 825) of the 1,170 partic-
ipants completed the 6-month and 12-month assessments,
respectively [6,7]. Participants who completed assessments
at both time points tended to be older, and completers of
the 6-month assessment were more likely to be non-
Hispanic white [6]. Self-reported data using validated ques-
tionnaires were collected about health conditions, health
behaviors, and healthcare utilization from a multi-ethnic
population (55.2% were non-Hispanic white) [8].
The procedure used to estimate potential cost savings

started by examining the pattern of healthcare utilization
among CDSMP participants from self-reported healthcare
utilization (i.e., ER visits and hospitalizations) assessed at
baseline, 6 months, and 12 months. Generalized mixed
effects models (using Stata gllamm procedure; [9]) were
used to assess change for any ER visits and hospitalizations
(binary) from baseline to 6- and 12-month assessments
controlling for age, sex, race/ethnicity, education, and
number of chronic conditions. Demographic statistics and
coding schemes for these variables are documented previ-
ous studies [6,7]. These mixed effects models used
likelihood-based approaches to provide unbiased estimates
of the intervention effects assuming that responses are
missing at random.
Once the patterns of health care were documented, the

following procedure were undertaken to examine cost is-
sues: 1) calculating age-adjusted average costs for persons
with at least one chronic condition using weighted average
costs (using MEPS sampling weights) for ER visits and
hospitalizations from the Household Component of the
2010 Medical Expenditure Panel Survey (MEPS) [10]; 2)
calculating costs saved from reductions in healthcare
utilization adjusting for population distribution for three
age groups (18–44, 45–64, and 65+); 3) estimating per
participant program costs based on expert opinion from
program developers and budget calculations from agencies
offering the program; 4) computing potential cost savings
by deducting program costs from estimated healthcare
savings; and 5) extrapolating savings to national popula-
tions using Census data [11] combined with national
health statistics. Institutional Review Board approval was
obtained through Texas A&M University.

Results
Table 1 shows changes in ER visits from baseline (18%) to
6 months (13%) to 12 months (13%). The odds of ER visits
in the past 6 months among CDSMP participants was sig-
nificantly reduced from baseline to 6-month (Odds Ratio
[OR] = 0.68, p = 0.007) and 12-month (OR = 0.68, p =
0.009) assessments controlling for potential confounding



Table 1 Adjusteda ratios between baseline and follow-up means for ER visits and Hospitalizations among CDSMP
participants (N = 1,170)

%b Adjustedc change from
baseline to 6-month

Adjusted changed from
baseline to 12-month

Baseline
(n = 1,170)

6-Month
(n = 903)

12-month
(n = 825)

Adjusted ratio
change

P-value Adjusted ratio
change

P-value

Any ER visit 18% 13% 13% 0.68 0.007 0.68 0.009

Any hospitalization 14% 11% 14% 0.70 0.025 1.02 0.920
aAll changes are adjusted for sex, age, race/ethnicity, education, and number of chronic conditions.
bRaw percentage at baseline, 6-month, and 12-month.
cAdjusted odds ratio of any ER visit and hospitalization between baseline and 6-month from the logistic regression models.
dAdjusted odds ratio of any ER visit and hospitalization between baseline and 12-month from the logistic regression models.
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factors. Table 1 also shows changes in hospitalizations
from baseline (14%) to 6 months (11%) to 12 months
(14%). The adjusted odds of hospitalizations was signifi-
cantly reduced from baseline to 6-month assessment
(OR = 0.70, p = 0.025).
Table 2 describes calculated cost savings associated with

ER visits and hospitalizations among the national study of
CDSMP participants. As shown in Table 1, significant re-
ductions in ER use were observed at both the 6-month
and 12-month assessments (5% at each time point). There
was a significant reduction for hospitalizations at 6 months
(3%). The estimated average cost for ER visits and hospi-
talizations of those having at least one chronic condition
from 2010 MEPS data were $1,513 and $18,750, respect-
ively. Total estimated health care costs averted per partici-
pant were calculated as $713.80.
Table 2 also displays variation in the average per partici-

pant cost of CDSMP by number of enrolled participants
per workshop. Assuming a $3,500 per workshop cost, the
estimated per participant cost ranged from $583.33 (i.e., 6
participants) to $350 (i.e., 10 participants) to $218.75 (i.e.,
16 participants). In a previous national study of 145
CDSMP workshops, the workshops had an average size of
12.7 (±4.18), with the majority of workshops (66.2%) hav-
ing between 8 and 16 participants [12]. There were small
extremes at both ends with 17.9% of the workshops having
less than 8 participants and 15.9% having more than 16
participants [12]. When assuming $350 per participant
cost based on best estimates from experts and field re-
ports, potential cost savings were estimated to be $363.80
per person (i.e., $713.80 − $350.00). Extrapolating these
savings to the national level, potential savings of $65.7
billion could be achieved if CDSMP reached all individuals
with one or more chronic condition. More feasibly, poten-
tial savings of $3.3 billion could be achieved if the program
reached only 5% of this population (approximately 9
million people) or $0.7 billion reaching 1% of this popu-
lation (approximately 1.8 million people). When assum-
ing $218.75 per participant cost, national healthcare
savings were estimated $8.9 billion reaching 10% of this
population, $4.5 billion reaching 5%, and 0.9 billion
reaching 1%. If assuming $583.33 per participant cost,
national healthcare savings were estimated at $2.4 bil-
lion if the program reached 10% of this population, $1.2
billion reaching 5%, and $0.2 billion reaching 1%.

Discussion
This study reaffirms the importance and potential of
community-based self-management interventions rooted
in public health to control healthcare costs among adults
with chronic conditions. Extrapolating the estimated $364
cost saving per CDSMP participant results in meaningful
national savings (i.e., ~$3.3 billion), if program penetration
reaches only 5% of all individuals with one or more chronic
condition. Assuming a $350 average CDSMP cost per par-
ticipant, we could achieve potential national healthcare
savings from $0.7 billion to $65.7 billion by averting from
ER visits and hospitalizations if CDSMP reaches a mini-
mum of 1% of adults having at least 1 chronic condition
(i.e., the range of national savings depends on the level
of program penetration). The cost savings achieved herein
among heterogeneous populations served by diverse orga-
nizations were substantial; however, they were slightly
lower than those estimated in the original, more tightly
controlled, randomized trial which included controls
whose hospital-related healthcare costs increased [4].
Previous studies have documented the value of CDSMP

in improving participants’ health behaviors, disease-
related symptoms, communications with providers, and
overall health status [4,5]. With the addition of findings
from the current study, it is clear that this intervention
can influence all aspects of the Triple Aim (i.e., enhanced
care, improved health, and better value) [6,13]. Modest
past investments by the U.S. Administration on Aging, the
Centers for Disease Control and Prevention, and other
agencies have established a viable foundation for scaling
up this intervention. Within the past 5 years, over 150,000
people have participated in CDSMP workshops through
the Communities Putting Prevention to Work Initiative
and other public-private collaborations [12]. This high-
lights the probability of high-level CDSMP penetration to
reach populations with chronic conditions as long as
strong support and funding sources are available for this
initiative. As such, additional public sector resources are



Table 2 Cost savings estimation based on 2010 national CDSMP data and 2010 Medical Expenditure Panel Survey (MEPS)

Potential cost savings related to ER visits and hospitalizations among CDSMP participants

Potential annual health care savings per CDSMP participant (A) $713.80

Age-adjusted cost of ER visits among those having at least 1 chronic condition (CC)a $1,513

(Baseline = 18%; 6 month post = 13%) 5% Reduction of ER visits among CDSMP participants in the 1st 6-months $75.65

(Baseline = 18%; 12 month post = 13%) 5% Reduction of ER visits among CDSMP participants in the 2nd 6-months $75.65

Age-adjusted cost of hospitalizations among those having at least 1 CCa $18,750

(Baseline = 14%; 6 month post = 11%) 3% Reduction of hospitalizations among CDSMP participants in the 1st 6-months $562.50

(Baseline = 14%; 12 month post = 14%) 0% Reduction of hospitalizations among CDSMP participants in the 2nd 6-months $0.00

Estimated number of CDSMP participants (B) 6 10 16

Estimated CDSMP workshop costb (C) $3,500.00 $3,500.00 $3,500.00

Estimated average CDSMP costs per person varying by number of CDSMP participants and workshop costs (D = C÷B)b $583.33 $350.00 $218.75

Net cost savings per CDSMP participant (E = A-D) $130.47 $363.80 $495.05

Extrapolation to national savings using Census data combined with MEPS data

Number of Americans aged 18 and older from 2010 Census data (F) 234,564,071

Estimated % of Americans having at least 1 CCa (G) 77%

Number of Americans aged 18 and older having at least 1 CC (H = F × G) 180,614,335

Estimated number of CDSMP participants 6 10 16

Billion dollars

National health care savings if we could reach 100% of people having at least 1 CC (E × H) $23.6 $65.7 $89.4

10% $2.4 $6.6 $8.9

5% $1.2 $3.3 $4.5

1% $0.2 $0.7 $0.9

Note. aBased 2010 MEPS; bBased on reported data from two CDSMP national studies in the states of Oregon and Florida and expert’s opinions including CDSMP developers.
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needed to continue the momentum and leverage the exist-
ing infrastructure. At the same time, private insurers are
highly encouraged to provide benefits to their patients
with chronic conditions by discounting their premiums as
well as CDSMP workshop delivery agencies by providing
generous reimbursements.
A policy issue of interest surrounds how efficiencies in

CDSMP workshop delivery can increase overall savings. In
the current study, we have used an estimated $350 per par-
ticipant cost in our calculations assuming 10 participants
in a workshop and $3,500 workshop costs. To estimate this
average cost, we relied on experts’ opinions including the
program developers, field reports (ranging from $204 to
$375) [14,15], and an unpublished survey among state
CDSMP implementers conducted by the National Council
on Aging (ranging from $150 to $750) [16]. However, it is
worth noting that the cost estimation should vary by the
number of CDSMP participants in a workshop and the
administrative capacity of the delivering agencies. Never-
theless, we would expect costs to decrease with the effi-
ciencies gained through capacity building accompanying
widespread dissemination. A prior study projected lower
average CDSMP costs for agencies with higher numbers of
participants over time compared to the other agencies with
lower numbers of participants, which emphasizes the im-
portance of strong recruitment efforts and collaborating
with community partners [15]. Further studies are war-
ranted to identify how costs associated with marketing and
administration would be affected when scaling up for wide-
spread program delivery.
It is important to ensure that the cost-saving benefits of

CDSMP equitably reach various populations despite geo-
graphic location and demographic factors. The small enroll-
ment in some workshops highlights potential difficulties of
scaling up in rural areas as these areas typically have
smaller class sizes due to population dispersion and lack of
infrastructure supports. However, on the positive side,
CDSMP is being widely disseminated throughout the
United States (e.g., between 2010 and 2012 more than
100,000 participants enrolled in CDSMP programs spon-
sored by the Administration on Aging) [12]. A prior study
analyzing demographic factors and disease profiles among
more than 100,000 CDSMP participants (between 2010
and 2012) documented how representative CDSMP partici-
pants are of the adult population [12]. When comparing to
2010 U.S. Census, CDSMP participants tended to be more
female (77.7%) and older (mean age = 67 years) compared
to the Census (51%, 37 years) [11]. However, there were
similarities in terms of rural residence and race/ethnicity.
Approximately 25% of CDSMP participants resided in rural
areas (compared to 19.3% of Census) and had a similar ra-
cial/ethnic composition (white of CDSMP: 66.4% vs. 63.7%
of Census; African American: 21.5% vs. 12.2%; Hispanic:
17.0% vs. 16.3%; Asian/Pacific Islanders: 4.5% vs. 4.9%;
American Indians: 1.6% vs. 0.7%) [17]. These statistics are
encouraging, especially when considering the capacity of
evidence-based interventions to reach various populations
at risk of chronic conditions.
Additionally, the potential of CDSMP to contribute to

cost savings while improving health status provides a
strong incentive for alignment with Accountable Care
Organizations, models of enhanced primary care, initia-
tives for dually eligible beneficiaries, and State Innovation
Models. To better integrate and leverage CDSMP to im-
prove healthcare organization and financing, new initia-
tives are needed to design and test ways to: 1) strengthen
collaboration among healthcare organizations, community
partners, and public health agencies; 2) establish useful
quality measures related to self-management; and 3)
incentivize providers to further support evidence-based
approaches to self-management.
Study limitations
First, data were drawn from a national study with a pre-
post design appropriate for addressing translational re-
search questions. While the current study lacks a com-
parison group, improvements were generally similar as
those reported in the original randomized trial with
some attenuated cases [4]. Our current study design
does not permit the elimination of potentially con-
founding factors influencing study outcomes. Second,
healthcare utilization was self-reported resulting in the
possibility of recall bias. Nevertheless, a prior study
found high concordance between self-reported and ob-
jectively measured ER visits and inpatient use [18].
Third, the current 12-month study may require a longer
study duration to conclude definitively the healthcare
cost-saving effects of CDSMP; however, we expect to
see sustainable effects of reducing ER visits based on
prior 2-year study [4]. Last, the current study is based
on a critical assumption that we can extrapolate the
healthcare cost savings of the National CDSMP to the
national level using census data. Therefore, the cost-
saving effects of CDSMP should be further studied to
account for demographic changes in the Americans
population over time and variations by population’s dis-
ease profiles. Nevertheless, we caution that it will be dif-
ficult to accurately estimate cost-saving effects by
specific chronic condition types given the presence of
multiple chronic conditions and the multitude of differ-
ent disease clusters. To provide context, a previous
study reported that CDSMP participants have on aver-
age 2.2 chronic conditions (e.g., hypertension = 43.0%;
arthritis = 40.8%; diabetes = 30.3%; depression = 19.5%)
[12]. Future study is needed to examine the average per
participant cost of CDSMP based on geographic loca-
tions and capacities of agencies to deliver CDSMP.
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Conclusion
Future efforts should explore these issues in light of the
complexities of estimating costs and cost savings from exist-
ing field studies. However, the fundamental findings of the
current study (i.e., the potential of CDSMP type programs
to accrue cost savings through decreased ER visits and hos-
pitalizations) suggest that evidence-based self-management
programs are cost-saving and health-enhancing strategies
for dealing with the epidemic of chronic conditions, espe-
cially with workshops with 10 or more participants. We rec-
ommend immediate attention be given to initiate system
changes and policies that increase the awareness of self-
management programs among patients as well as physi-
cians, support the development of a delivery infrastructure,
and help defray the costs of widespread dissemination of
such programs. CDSMP delivers wide range of important
outcomes, with a return on investment of 1:1 – which
means this tertiary prevention intervention provides sub-
stantial value, more than paying for itself.

Abbreviations
CDSMP: Chronic disease self-management program; ER: Emergency room;
MEPS: Medical expenditure panel survey.

Competing interests
The authors declare that they have no competing interests, with one
exception that we are disclosing. Kate Lorig, the program developer, receives
royalties from the book used by participants in the CDSMP program.
However, independent analyses were conducted on all study outcomes by
Texas A&M Health Science Center.

Authors’ contributions
SA planned the study, analyzed the data, and wrote the article. RB analyzed
the data and wrote the article. MLS assisted in data interpretation and in
critical revision. LJ analyzed the data. KL assisted in data interpretation and
provided critical revisions. NW provided critical revisions. MGO conceived
and supervised the study, and provided critical content and revisions. All
authors read and approved the final manuscript.

Acknowledgements
We recognize grant support from the Administration on Aging through
American Recovery and Reinvestment Act funding for the Chronic Disease Self-
Management Program. This work was supported by the National Council on
Aging (NCOA) through contracts to Texas A&M Health Science Center (Principal
Investigator: Marcia Ory) and Stanford University (Principal Investigator: Kate
Lorig). Nancy Whitelaw served as the NCOA Principal Investigator. We thank the
22 delivery sites and the participants who enrolled in the National Study of
Chronic Disease Self-Management Program from 2010–2011. Diana Laurent,
Audrey Alonis, Maurice Green, Eileen Bradley, Angela Devlin, and Phillip Ritter
from Stanford Patient Education Research Center assisted in the data collection
and management. Additionally, funding was made possible (in part) from the
Centers for Disease Control and Prevention cooperative agreements to
Prevention Research Centers Programs in support of the Healthy Aging
Research Network (1U48/DP001924). We also acknowledge support from NIH
(1RC4AG038183-01) for funding of the Community Research Center on
Senior Health.

Author details
1School of Public Health, Division of Health Systems Management and Policy,
The University of Memphis, Memphis, TN, USA. 2Scott & White Healthcare,
Temple, TX, USA. 3Department of Health Promotion and Behavior, College of
Public Health, The University of Georgia, Athens, GA, USA. 4Department of
Epidemiology and Biostatistics, School of Rural Public Health, Texas A&M
Health Science Center, College Station, TX, USA. 5Department of Medicine,
Stanford University, Palo Alto, CA, USA. 6National Council on Aging,
Washington, DC, USA. 7Department of Health Promotion and Community
Health Sciences, School of Rural Public Health, Texas A&M Health Science
Center, College Station, TX, USA.

Received: 15 July 2013 Accepted: 8 November 2013
Published: 6 December 2013

References
1. Harris JR, Wallace RB: The institute of Medicine’s New report on living well

with chronic illness. Prev Chronic Dis 2012, 9:E148. DOI: 10.5888/pcd9.120126.
2. Anderson GF: Chronic care: making the case for ongoing care. Princeton, NJ:

Robert Wood Johnson Foundation; 2010.
3. National Prevention Council: National prevention strategy. Washington, DC:

US Department of Health and Human Services, Office of the Surgeon
General; 2011.

4. Lorig KR, Ritter P, Stewart AL, Sobel DS, Brown BW Jr, Bandura A, Gonzalez
VM, Laurent DD, Holman HR: Chronic disease self-management program:
2-year health status and health care utilization outcomes. Med Care 2001,
39(11):1217–1223.

5. Brady TJ, Murphy L, Beauchesne D, Bhalakia A, Chervin D, Daniels B,
Greenberg M, House M, O’Colmain B: Sorting through the evidence for
the Arthritis Self-Management Program and the Chronic Disease
Self-Management Program: Executive Summary of ASMP/CDSMP meta-
analysis. Atlanta: Centers for Disease Control and Prevention; 2011. http://
www.cdc.gov/arthritis/docs/asmp-executive-summary.pdf.

6. Ory MG, Ahn S, Jiang L, Smith ML, Ritter P, Whitelaw N, Lorig K: Successes of a
national study of the chronic disease self-management program: meeting
the triple Aim of health care reform. Med Care 2013, 51(11):992–998.

7. Ory MG, Ahn S, Jiang L, Lorig K, Ritter P, Laurent D, Whitelaw N, Smith ML:
National study of chronic disease self-management: six month outcome
findings. J Aging Health 2013, 25(7):1258–1274.

8. Whitelaw N, Lorig K, Smith ML, Ory MG: National Study of Chronic Disease
Self-Management Programs (CDSMP). 2013. from www.ncoa.org/cha.

9. Lee AH, Zhao Y, Yau KKW, Xiang L: How to analyze longitudinal multilevel
physical activity data with many zeros? Prev Med 2010, 51(6):476–481.

10. Agency for Health Research and Quality (AHRQ): Medical Expenditure Panel
Survey Household Component: 2010 Full Year Consolidated Data File. Rockville,
MD; 2010. http://meps.ahrq.gov/mepsweb/data_stats/
download_data_files_detail.jsp?cboPufNumber=HC-138.

11. Howden LM, Meyer JA: Age and sex composition: 2010. In 2010 Census
Briefs, US Department of Commerce, Economics and Statistics Administration
US Census Bureau. Washington, DC; 2010. Retrieved May 10, 2013, from
http://www.census.gov/prod/cen2010/briefs/c2010br-03.pdf.

12. Ory MG, Smith ML, Patton K, Lorig K, Zenker W, Whitelaw N:
Self-management at the tipping point: reaching 100,000 Americans with
evidence-based programs. J Am Geriatr Soc 2013, 61(5):821–823.

13. Berwick DM, Nolan TW, Whittington J: The triple aim: care, health, and
cost. Health Aff 2008, 27(3):759–769.

14. Bovbjerg VE, Kingston MSJ: Program Impact Report: Oregon’s living Well with
Chronic Conditions. Oregon State University College of Health and Human
Services; 2010. Retrieved May 11, 2013, from [http://public.health.oregon.
gov/DiseasesConditions/ChronicDisease/LivingWell/Documents/Living%
20Well%20Program%20Impact%20Report%20Final.pdf].

15. Page TF, Palmer RC: Cost analysis of chronic disease self-management
programmes being delivered in South Florida. Health Educ J 2013.
10.1177/0017896912471047.

16. National Council on Aging: Chronic Disease Self-Management Education Inte-
grated Services Delivery System Assessment Tool. Washington, DC; 2013.
http://www.ncoa.org/improve-health/center-for-healthy-aging/content-
library/CDSME-Sustainability-Tool.pdf.

17. US Census Bureau: United States Census 2010. Washington, DC: US
Department of Commerce; 2010. Retrieved May 15, 2013, from [http://www.
census.gov/2010census/].

18. Ritter PL, Stewart AL, Kaymaz H, Sobel DS, Block DA, Lorig KR: Self-reports
of health care utilization compared to provider records. J Clin Epidemiol
2001, 54(2):136–141.

doi:10.1186/1471-2458-13-1141
Cite this article as: Ahn et al.: The impact of chronic disease
self-management programs: healthcare savings through a community-based
intervention. BMC Public Health 2013 13:1141.

http://www.cdc.gov/arthritis/docs/asmp-executive-summary.pdf
http://www.cdc.gov/arthritis/docs/asmp-executive-summary.pdf
http://www.ncoa.org/cha
http://meps.ahrq.gov/mepsweb/data_stats/download_data_files_detail.jsp?cboPufNumber=HC-138
http://meps.ahrq.gov/mepsweb/data_stats/download_data_files_detail.jsp?cboPufNumber=HC-138
http://www.census.gov/prod/cen2010/briefs/c2010br-03.pdf
http://public.health.oregon.gov/DiseasesConditions/ChronicDisease/LivingWell/Documents/Living%20Well%20Program%20Impact%20Report%20Final.pdf
http://public.health.oregon.gov/DiseasesConditions/ChronicDisease/LivingWell/Documents/Living%20Well%20Program%20Impact%20Report%20Final.pdf
http://public.health.oregon.gov/DiseasesConditions/ChronicDisease/LivingWell/Documents/Living%20Well%20Program%20Impact%20Report%20Final.pdf
http://www.ncoa.org/improve-health/center-for-healthy-aging/content-library/CDSME-Sustainability-Tool.pdf
http://www.ncoa.org/improve-health/center-for-healthy-aging/content-library/CDSME-Sustainability-Tool.pdf
http://www.census.gov/2010census/
http://www.census.gov/2010census/

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Discussion
	Study limitations

	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


