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Objectives: Interventions to support patient self-care of their condition aim to improve
patient health and reduce health service costs. Consequently, they have attracted
considerable policy interest. There is some evidence of clinical effectiveness but less
attention has been paid to whether these interventions are cost-effective. This study
examines the quality and quantity of existing evidence of the cost-effectiveness.
Methods: A systematic review was carried out to assess the extent and quality of
economic evaluations of self-care support interventions. Thirty-nine economic evaluations
were assessed against a quality checklist developed to reflect the special features of
these interventions.
Results: The majority of the studies claimed that self-care support interventions were
cost-effective or cost saving. The overall quality of economic evaluations was poor
because of flaws in study designs, especially a narrow definition of relevant costs and
short follow-up periods.
Conclusions: The current evidence base does not support any general conclusion that
self-care support interventions are cost-effective, but ongoing trials may provide clearer
evidence.

Keywords: Cost-effectiveness, Economic evaluation, Self-care support,
Self-management

Self-care support interventions are defined as those inter-
ventions that enhance patients’ ability to make decisions in-
tended to alter the effect of their conditions on their health, by
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means of their responses to symptoms, or monitoring their
condition, or self-treatment. As a result of this broad def-
inition, the term “self-care support interventions” covers a
wide range of other commonly used terms, including self-
management and self-help.

There is considerable policy interest in interventions to
support patients’ self-care, to improve patient health, to em-
power patients, and to release the time of health professionals
for other activities (11). In the United Kingdom, there is a
national movement toward supporting patients’ self-care of
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chronic conditions (10). The Expert Patients Programme,
based on the Chronic Disease Self-management Program
intervention developed in the United States (33) aims to in-
troduce lay-led self-management training for patients with
chronic conditions. This intervention currently is being rolled
out across the National Health Service (NHS), and there is
increasing interest in self-care interventions for chronic con-
ditions elsewhere (55).

Most completed evaluations of these interventions have
been studies of effectiveness (changes in outcomes) rather
than cost-effectiveness. There is no logical reason for privi-
leging either cost or effectiveness data in a choice between
interventions. Both are required. Interventions with favor-
able effects may have high costs. Interventions with worse
effects may be worthwhile if they reduce costs and release
resources that can be used to produce higher valued outputs
elsewhere. Assessing the cost-effectiveness of interventions
requires a full economic evaluation: the intervention must be
compared with an appropriate alternative, and all the relevant
costs and effects of both interventions should be considered
(11). In this study, we assess the published evidence on cost-
effectiveness of self-care support interventions and discuss
some of the issues arising in economic evaluations of such
interventions.

METHODS

Literature Search

Defining self-care support interventions is problematic (2).
We adopted a working definition of self-care support as pa-
tients making decisions intended to alter the effect of their
conditions on their health, by means of their responses to
symptoms, or monitoring their condition, or self-treatment.
The definition is broad, and the range of interventions is
correspondingly wide, ranging from use of oral anticoag-
ulants, by means of education programs for diabetes pa-
tients, to making it easier for patients to self-medicate
by relaxing restrictions on the sale of certain types of
drugs.

A systematic literature search and review of published
economic evaluations of self-care support interventions was
carried based on the above definition. Full details are
provided elsewhere (20). Eleven specialist databases were
searched, including NHS Economic Evaluation Database,
Health Economic Evaluations Database, Database of Ab-
stracts of reviews of effects, Health Technology Assessment
database, and the National Research Register. Most of these
databases were started in 1995, but some contained studies
dating from 1993. They were searched without date restric-
tions to April 2003. In addition, MEDLINE was searched
from 1966 to 1994. We also had an initial purposive sample
of 27 studies, provided by an expert in the field. The stud-
ies identified as economic evaluations are listed in Table 1,
whereas the paper selection method is shown in Figure 1.

Studies were included if they were considered to be full eco-
nomic evaluations, that is, the intervention was compared
with an appropriate alternative, and all the relevant costs and
effects of both interventions were considered (12). Hence,
study type was not restricted to randomized controlled trials,
although this study design was the most frequently encoun-
tered.

Checklist Development

A checklist was developed to quality assess the identi-
fied economic evaluations. Chiou et al. (6) identified nine-
teen published guidelines, checklists, and criteria lists for
economic evaluations after a systematic search of the
English language literature since 1990. We obtained copies
of the nineteen lists and adapted them in the light of the spe-
cial features of self-care support interventions. Our check-
list is available elsewhere (20) and draws mainly on Drum-
mond et al. (12), NHS Centre for Reviews and Dissemination
(40), and Forbes et al. (15). Quality criteria were included
in the checklist if they were either important in assessing
the quality of economic evaluations in general (for example,
the perspective of the study) or particularly relevant to the
evaluation of interventions to support self-care (for instance,
the measurement of costs to include patients’ out-of-pocket
expenditure).

As with the Drummond checklist, there are sev-
eral subquestions under some of the main questions. For
these questions, an assessment (subjective in nature) was
made to assess whether the paper met the quality cri-
teria. Such subjective assessments are a feature of most
quality assessment checklists in the economic evaluation
literature.

Why Self-Care Support Is Different

Economic evaluations of self-care support interventions tend
to be more difficult than evaluations of more conventional
interventions.

Comparator Intervention

Assessment of interventions requires a comparator. Unfortu-
nately, the comparator is often less well-defined in self-care
support interventions than in other interventions for which
the comparator is a placebo or another intervention. The usual
comparator in self-care support interventions is no active in-
tervention (54). This strategy has several drawbacks. First, it
makes it more difficult to compare interventions against each
other and, hence, to choose the best one. Second, patients
will in most cases already be practicing some form of self-
care that may take a variety of forms with differing resource
implications. For example, some individuals may respond
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Table 1. Summary of Economic Evaluation Papersa

Date of Economic
Publication clinical Origin Setting for evaluation

Author (Ref.) date data of data Condition intervention type Intervention

Albisser et al. (1) 2001 NS USA Diabetes Mixed model CCA Education, self-management
mellitus HMO training & computer-assisted

self-management on outcomes
in diabetes disease management

Berg and Wadhwa (3) 2002 2000 USA Diabetes Community CCA Diabetes disease management
Cline et al. (7) 1998 1991–1993 Sweden Heart disease Hospital CCA Education and self-management, plus

easy access outpatient clinic
Lafata et al. (8) 2000 NS USA Heart Hospital CCA Anticoagulation clinics & patient

self-testing for patients on chronic
Warfarin therapy

Engh et al. (9) 2001 NS USA Hip Community CCA Self-testing of prothrombin time after hip
arthroplasty

Fitzmaurice 2002 NS UK CV disease Primary care CCA Self-management of oral anticoagulation
et al. (14) treatment compared with primary care

management
Gallefoss and 2001 1994–95 Norway Asthma Outpatient CEA Self-management education programme

Bakke (17) department
Gallefoss and 2002 1994–1995 Norway COPD Outpatient CEA Self-management education programme

Bakke (16) department
Ghosh et al. (18) 1998 1991–1994 India Asthma Hospital CCA Self-management training for asthmatics
Glasgow et al. (19) 1997 NS US Diabetes Primary Care CEA Behavioural dietary intervention
Gray et al. (21) 2000 NS UK Type 2 Hospital CEA Intensive blood glucose control policy vs

diabetes conventional dietary control
Groessl and 2000 NS USA Chronic HMO CCA Social support and/or education

Cronan (22) illness
Humphreys and 2001 NS USA Substance Hospital CCA Comparison of professional

Moos (23) abuse encouragement of participation in 12
step self-help groups vs cognitive
behavioural therapy

Jacobsen et al. (24) 2002 NS USA Cancer Hospital CCA Professionally administered stress
management training or
self-administered stress management
training

Kauppinen et al. (26) 1998 1991–1993 Finland Asthma Hospital CEA Intensive vs conventional patient
education & supervision for
self-management

Kauppinen et al. (25) 1999 1991–1993 Finland Asthma Hospital CCA Intensive vs conventional patient
education & supervision for
self-management

Kauppinen et al. (27) 2001 NS Finland Asthma Hospital CEA Intensive vs conventional patient
education & supervision for
self-management

Kruger et al. (28) 1998 NS USA Arthritis Community CEA Arthritis self-help course as adjuvant to
conventional therapy

Lahdensuo et al. (29) 1998 NS Finland Asthma Community CEA Guided self-management
Lord et al. (30) 1999 1995–1997 UK Osteoarthritis Primary care CEA Nurse led education programme

of knee
Lorig et al. (31) 1993 1984–1989 USA Arthritis Community CCA Arthritis self-management program
Lorig et al. (33) 1999 NS USA Chronic Community CCA Chronic disease self-management

disease program (CDSMP)
Lorig et al. (32) 2001 NS USA Chronic Community CCA Chronic disease self-management

disease program (CDSMP)
Lorig et al. (34) 2001 1997 USA Chronic Hospital CCA Chronic disease self-management

disease program (CDSMP)
Mattson Prince (36) 1997 1993 USA Tetraplegia Community CCA Self-managed versus agency-provided

personal assistance care
Mazzuca et al. (37) 1999 1993–1995 USA Osteoarthritis Hospital CCA Individualized self-management education

of knee versus standard public education
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Table 1. Continued

Date of Economic
Publication clinical Origin Setting for evaluation

Author (Ref.) date data of data Condition intervention type Intervention

Meier et al. (38) 2002 1997–1998 USA Type 2 Hospital CCA Modification of guidelines to reduce the
diabetes number of self-monitoring tests of blood

glucose
Neri et al. (39) 1996 1993–1994 Italy Asthma Hospital CEA Teaching programs for asthma

Robinson et al. (42) 2001 NS UK Ulcerative Hospital CCA Guided self-management & patient-directed
colitis follow-up of ulcerative colitis

Rubin and 1996 NS USA Urinary tract Community CEA Making oral antibiotics for urinary tract
Foxman (44) infection infection treatment available over the counter

Salkeld et al. (45) 1997 1990–1991 Australia Heart disease Primary care CUA General-practice based lifestyle change
programs for people with risk factors for
CV disease

Schermer et al. (46) 2002 1996–1999 Holland Asthma Health care CUA Guided self-management of asthma in primary
health care

Sinclair et al. (47) 1999 NS UK Smoking Community CEA Training of community pharmacists to
cessation pharmacy deliver advice to customers on smoking

cessation based on “state of change” model
Starostina et al. (48) 1994 NS Russia Type 1 Hospital CCA Intensive treatment and teaching programmes

diabetes for type 1 (insulin dependent) diabetes
mellitus comparing blood glucose to urine
glucose self-monitoring

Taborski et al. (49) 1999 NS Germany Heart Hospital CCA Self-managed anticoagulant therapy
Tschopp et al. (50) 2002 NS Switzerland Asthma Health care & CCA Self-management education booklet

community
Volsko (51) 1998 NS USA Pediatric asthma Hospital CCA Education for self-management
Von Korff et al. (52) 1994 1989–1990 USA Back pain Primary care CCA Practice style in managing back pain
Watson et al. (53) 2002 2000 UK Antifungals Community CCA Educational outreach for community

pharmacists to promote evidenced-based
practice

a CCA, cost consequences analysis. Costs and effectiveness (consequences) are presented separately. CEA, cost-effectiveness analysis. Costs are expressed in
monetary units and effectiveness is expressed in some single unit of effectiveness. When comparing two interventions the difference in cost and effectiveness
between the two interventions is expressed as a incremental cost-effectiveness ratio, with the difference in cost in the numerator and the difference in
effectiveness in the denominator. CUA, cost utility analysis. A form of CEA in which the units of effectiveness are quality-adjusted life-years.
COPD, chronic obstructive pulmonary disease; CV, cardiovascular.

to their condition by self-medication or self-treatment, oth-
ers may take time off work, and others may soldier on with
reduced productivity. Evaluators need to consider all such
possible resource effects.

Placebo and Hawthorne Effects

When outcomes are heavily affected by patient expectations
and beliefs, care must be taken to avoid Hawthorne effects:
at least part of any change in outcomes from an intervention
would arise for any intervention compared with an alternative
of no active intervention. For example, in one study, the con-
trol group (which had been called for an interview to explain
the trial and to have baseline measurement taken but received
no active intervention) had improved health and self-efficacy
(22). In more-conventional interventions, it is possible to
allow for these effects by administration of placebo thera-
pies to patients who are blinded to their allocation to the
control and intervention groups. But, although it is feasi-
ble to blind those assessing the effects of an intervention
(35), neither placebo controls nor blinding subjects to their

allocation are possible in the case of self-care support inter-
ventions. Hence, because Hawthorne effects are potentially
present, it is better to compare active interventions against
each other rather than against a passive usual-care control
group.

In addition, studies of group-based self-care support in-
terventions do not allow for the potentially beneficial effect
of being a member of a group of individuals with similar
conditions.

Control Group Contamination

There is a higher risk of control group contamination. Access
to conventional drug or other clinical interventions typically
requires the consent of the health professionals running the
intervention. Such controlled access is more difficult to en-
sure with self-care support interventions that are designed to
reduce the role of the professionals in the care of the individ-
ual patient. For example, with patient education materials,
patients in the control group may get access to the materials
if they are published or from members of the intervention

426 INTL. J. OF TECHNOLOGY ASSESSMENT IN HEALTH CARE 21:4, 2005

https://doi.org/10.1017/S0266462305050592 Published online by Cambridge University Press

https://doi.org/10.1017/S0266462305050592


Cost-effectiveness of self-care support

Figure 1. Selection of papers for assessment against criteria list.

group. Randomization by center rather than by individual
can reduce the risk of contamination.

Specification of the Intervention

Trials of interventions to support self-care are more likely
to be pragmatic i.e. to take place in a normal health service
setting. Given the complexities of health-care systems, more
care is required in specifying the likely consequences of the
intervention to ensure that they are measured. For example,
a self-care intervention for a chronic condition may reduce
the demand for general practitioner (GP) consultations by
patients with the condition. It is necessary to measure the
number of consultations. But a reduced demand for consul-
tations for a set of conditions will have knock-on effects. For
example, in a health service such as the English NHS with
no copayments, the demand for GP consultations is rationed
by waiting time for appointments. A reduced demand for
one type of consultation will reduce the waiting time for all
types of consultation if the total number is held fixed. Hence,
the reduced waiting time is an effect of the intervention that
should be measured (4). The specification of such system

effects can often be subtle and require the construction of
formal theoretical models to guide the collection of relevant
data.

Heterogeneity and Subgroup Analysis

Analysis of the effects of the intervention for subsets of the
control and intervention populations can be an ex post ex-
ercise in data mining. However, if there are subgroups for
whom the intervention is particularly beneficial or harmful,
then this should be taken into account in the implementa-
tion and targeting of policy. There are a number of reasons
why there are likely to be policy-relevant differences within
the populations exposed to interventions to support self-care.
First, the baseline of no active intervention control may dif-
fer for different groups in terms of how actively they are
already self—managing their conditions and how successful
they are. Second, the effect of the intervention may vary with
observable characteristics of patients, such as education or
age. Third, some self-care support interventions, such as the
Expert Patients Programme (10) in the United Kingdom, are
designed to assist patients to manage a wide range of chronic
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conditions, and it is possible that their effect may vary across
conditions. Thus, evaluations of self-care support interven-
tions may require fuller socioeconomic data on individuals
than is usual in trials of conventional interventions.

Range of Outcomes

Self-care support interventions are likely to have a wider
range of outcomes, because they are often intended both to
improve patient health and to empower patients by giving
them greater control of health-affecting decisions. Hence,
evaluations need to include a wider range of outcome mea-
sures. For example, the evaluation of the Expert Patients
Programme includes measures of self-efficacy to exercise
regularly, to manage disease, to manage symptoms, and to
manage depression, a measure of communication with health
professionals, and subjective well being in several domains,
in addition to a battery of more conventional physical and
mental health measures (43).

Patient Costs

Evaluations should adopt a societal perspective and take
account of costs wherever they fall, including on patients.
Patient costs, which include time off work, out-of-pocket ex-
penses, and travel are often difficult to measure. Given that
self-care support interventions are designed to alter the way
patients manage their conditions, patient costs are likely to be
more important than with more-conventional interventions.

Length of Follow-Up

There is some evidence that beneficial effects of interventions
last for quite short periods (41). One study we reviewed re-
ported that a beneficial effect of intensive self-management
education for asthma patients apparent at 1 year was not
apparent at 2 and 5 years (27). Hence, results from stud-
ies with short follow-up periods may not be reliable guides
to long-term effects. Many self-care support interventions
involve patients with chronic conditions so that long-term
consequences are important.

There are fundamental tradeoffs in choosing the length
of follow-up in trials of self-care support interventions.
Longer follow-up periods may provide information on the
time path of effects, but it increases the risk of control group
contamination in the absence of any barriers to control group
patients adapting the same self-care techniques as the inter-
vention group. Thus, a reduction in the difference in out-
comes between control and intervention groups over time
may reflect a genuine reduction in the effect of the interven-
tion on the intervention group, or it may reflect an improve-
ment in the condition of members of the control group who
adopt the same self-care practices as the intervention group.
It may be possible to distinguish these explanations by ex-
amining the trend in the levels of outcome of the two groups,
in addition to the difference between their trends.

Transferability of Results

The transferability of results to other settings is crucial (13).
In studies of conventional interventions, issues of transfer-
ability are most usually raised for cost estimates. Differences
in unit costs of resources between countries or over time
mean that disaggregated data (volume and unit costs for dif-
ferent types of resource) are more likely to be useful in other
settings. Differences in unit costs across settings may sug-
gest that cost minimizing input mixes may differ; therefore, a
simple recalculation of costs using the original study volume
data but local unit costs can be misleading.

Transferability of outcome effects may be more of an is-
sue for self-care support interventions than other types of in-
tervention. Cultural factors that affect patients’ receptiveness
to self-care may influence both the no intervention baseline
and the effect of an intervention. Thus, it is important that
the context of the intervention is clearly specified.

RESULTS

Literature Search

The systematic literature search produced 573 papers. The
abstracts were read independently by two members of the
team. Sixty-seven full papers were obtained if both review-
ers considered them likely to be economic evaluations of
self-care support interventions. These papers were then read
independently by two members of the team to determine
whether they were economic evaluations of self-care support
interventions. Thirty-six of these papers were identified as
being suitable for review. A similar procedure applied to the
twenty-seven papers in the initial purposive sample identified
eight economic evaluations, two of which were not found
from the literature search. A further study (39) was found
from the citations of one of the papers from the literature
review, bringing the total number of papers to thirty-nine.

The total of thirty-nine papers considered to be full eco-
nomic evaluations were separately assessed against the cri-
teria list by two reviewers, with six being assessed by two
reviewers. For two (21;27) of the six studies, there was com-
plete agreement between both reviewers. For two other stud-
ies (42;46), mean agreement was 95 percent. For the Lorig
et al. (34) study, mean agreement was 86 percent, and for the
study by Kruger et al. (28), it was 77 percent.

Geographical Location

Nineteen of the thirty-nine evaluations of self-care sup-
port interventions were US-based. Scandinavian countries
(Norway, Finland, Sweden, and Denmark) provided data for
seven studies, whereas six of the studies were UK-based.

Publication Date

All the studies were published after 1993, and we think it
unlikely that the search missed many earlier studies, because
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MEDLINE was also searched back to 1966. Older studies
are also likely to be less relevant.

Study Type

The most common form of clinical study used was the ran-
domized controlled trial (n= 22).

Of the thirty-nine studies identified, thirteen could be
considered cost-effectiveness analyses or cost utility analy-
ses, where costs and consequences of at least two alternatives
were formally compared. The remainder were cost conse-
quence analyses where the incremental costs and outcomes
were not formally calculated and/or compared.

Condition

Self-care support interventions were applied across a range
of (mainly chronic) conditions. Asthma (n= 10), diabetes
(n= 6), arthritis (n= 3), and heart disease (n= 2) were the
most commonly specified conditions, whereas “chronic dis-
ease” was evaluated in a further four studies. Self-care sup-
port interventions in acute conditions (including patient self-
testing) were examined in four studies.

Follow-Up Period

Four studies did not report the length of the follow-up period.
Of the remainder, 12 months was the most common follow-
up period (n= 16), with ten studies having a follow-up period
in excess of 1 year.

Quality Assessment

Most of the studies conclude that the self-care support in-
tervention was either cost saving or cost-effective (or both)
(n= 29). Only two studies showed that the intervention was
not cost-effective, and the remainder (n= 8) were incon-
clusive. Although this may appear to broadly promote the
concept of the self-care support interventions, the majority
of the studies had significant flaws that limit both the internal
and external validity. The most common flaws were: (i) Poor
costing methodology. Only 26 percent of studies had a soci-
etal perspective. The rest defined costs narrowly, for instance
only considering the impact on primary care or ignoring pa-
tient expenditure. Several had a limited assessment of costs
with, for example, unit cost data not presented so that replica-
tion of results is not possible. (ii) Inappropriate comparison
group. Several studies used a simplistic design comparing
costs/outcomes in one period with costs/outcomes in the fol-
lowing period without any adjustment for external factors
that may have influenced changes. For example, regression
to the mean may be an important factor where costs are high
in one period and lower in the next.

Inadequate handling of uncertainty. Few performed sen-
sitivity analyses or presented confidence intervals around
mean estimates of cost or effect.

Missing data were either ignored or dealt with inappro-
priately. None of the studies reviewed handled missing data

using recommended techniques (such as multiple imputa-
tion).

Short period of follow-up. The majority of studies
(n= 25) had a follow-up (or time horizon) of 1 year or less.

As the quality of papers was generally poor, and the
interventions, the conditions, the setting, and geographical
locations were so heterogenous, it was not appropriate to
synthesize the data. It is difficult to make any robust infer-
ences from these studies.

DISCUSSION

The literature around self-care support interventions is wide
ranging. Different terminology was used between countries,
settings, and over time. We have used the term self-care
support interventions but are aware that other terminology
has been used previously and that the terminology is likely
to change in the future.

Interventions to support patient self-care are very di-
verse and take place in many types of settings, so draw-
ing general conclusions about the cost-effectiveness of such
interventions is problematic. There were clear differences
in the results from studies in different countries. The two
studies that showed that these interventions were not cost-
effective were both UK-based (14;30). Only one UK-based
study claimed the self-care support intervention was cost-
effective (42), whereas the remaining three UK studies were
inconclusive. Despite this finding, the implementation of a
self-management program has recently been rolled out across
the United Kingdom.

Of the nineteen US-based studies, fifteen claimed the
self-care support intervention was cost-effective, only one
claimed that the intervention was not cost-effective (44),
with the remaining three studies showing inconclusive re-
sults (1;19;51). Of the seven studies based in Scandinavia,
four demonstrated the self-care support intervention to be
cost-effective (7;16;17;29), with the remaining studies being
inconclusive (19–21;25–27).

The effectiveness of interventions may also differ be-
tween conditions. For example, there were four evaluations
of chronic illness (22;32–34), all claiming that the interven-
tions were cost-effective. However, for osteoarthritis of the
knee, there were two studies (30,37): one of which showed
equivocal results (37), the other demonstrating that the self-
care intervention was not cost-effective (30). Similarly, the
type of intervention is likely to impact on effectiveness and
cost-effectiveness. For example, groups providing training in
self-care (32–34) may be very different in their effectiveness
and cost-effectiveness to pharmacists providing information
for individuals (47).

Resource and unit cost data may not be readily transfer-
able between systems. It is also likely that the outcome effects
of these interventions may be culturally dependent. Some in-
terventions concentrate on a very narrow patient population
others consider all chronic conditions. It is not surprising
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that the conclusions of studies based on these diverse popu-
lations are different. There may also be more control group
contamination in some studies than in others (for example
where the intervention is based on a published guidebook,
it may be possible for control group patients to access that
information).

Most of the studies reviewed were of poor quality, most
having one or more major drawbacks. A previous review of
evaluations of self-management interventions (2) was also
critical of the methodology and of the lack of consideration
of the cost-effectiveness of self-management interventions.
Bower et al. (5) noted that there were no data on long-term
clinical or cost-effectiveness for these interventions and
“available evidence is limited in quantity and quality and
more rigorous trials are required to provide more reliable
estimates of the clinical and cost-effectiveness of these treat-
ments.”

Although the studies reported results that are largely in
favor of interventions to support self-care, their generally
poor quality limits their usefulness for policy. Costs were
often measured from a narrow perspective, follow-up periods
were short, and little allowance was made for uncertainty in
important cost and outcome parameters.

While the current evidence base is limited, there is much
research being conducted in this field in the United Kingdom
and in the United States. These ongoing evaluations are likely
to improve the knowledge base and provide better data for
decision-makers to determine whether self-care support in-
terventions are cost-effective.

POLICY IMPLICATIONS

Current evidence does not support the hypothesis that these
interventions are cost-effective. Thus, there is little evidence
from the economic evaluation literature supporting the in-
creased uptake of these interventions. Trials that are ongo-
ing may provide better estimates of the cost-effectiveness
of certain interventions across a range of conditions. Cost-
effectiveness may vary between condition, setting, and
geographical location and results may lack generalizability.
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