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Abstract: The Louisiana Governor’s Office of Elderly Affairs (GOEA) implemented the Stanford Chronic Disease Self-
Management Program (CDSMP) called Your Life, Your Health! (YLYH) which provides patient education for self-
management of chronic disease. YLYH was provided to more than 500 adults over age 60 through Louisiana’s aging 
network. More than 75% of the participants completed the program. The program reached 25 of Louisiana’s 64 parishes. 
Program fidelity was maintained. The infrastructure and many partnerships were created during implementation. The 
participant outcomes were encouraging, given that results reveal the benefits of chronic disease self-management. The 
system, program, and participant outcomes for YLYH were mostly achieved. Expected participant outcomes for improved 
self-rated health, increased energy levels, reduced health distress, increased endurance exercises, and fewer 
hospitalizations were all obtained. The expected increase in anaerobic (stretching or strengthening) exercises was not 
obtained. Health care utilization among participants decreased. This includes a reduction in emergency room visits and 
hospitalizations. This program should reduce costs for the delivery of health care services. 

Keywords: Chronic Disease, Self-management, Patient Education 

Introduction 

The older adult population is increasing rapidly. Due to technological and advances in 
medicine, we are now living longer. However, not all older adults will be free of 
disabilities and disease. Since life expectancy is increasing worldwide, an increasing 

number of older adults can be expected to suffer a decline in health. Approximately 60% of 
adults aged 55+ years have more than one chronic disease (Schram et al. 2008). Further, those 
who face deteriorating health may also have decreased well-being and feel a loss of control over 
their lives (Landau & Litwin, 2001; Jonker, Comijs, Knipscheer & Deeg, 2009). 

The Chronic Disease Self-Management Program (CDSMP) was developed by Dr. Kate 
Lorig at the Stanford University Patient Education Center to address these losses. The program is 
a structured intervention which emphasizes increased patient self-management in individuals 
with multiple chronic conditions to empower them to stay in control of their health, body, and 
life (Lorig, 1996; Lorig et al., 1999, 2001 a, b). It is one of the most widely implemented 
community – based patient management education programs. CDSMP is an in-person, peer-led 
health education program delivered in 6 weekly 2-hour sessions by trained program leaders; 
developed and validated by the Stanford University Patient Education Research Center. Dr. Lorig 
created the Program to handle the increasing amount of individuals who have multiple chronic 
conditions; prior programs focused on one condition or disease. These key assumptions underlie 
the CDSMP: (1) patients with different chronic diseases have similar self-management problems; 
(2) patients can learn to take responsibility for daily management of their diseases; and (3) 
confident, empowered patients practicing self-management will experience improved health 
status and utilize fewer health resources (Lorig et al., 1999). Other assumptions noted by Lorig 
and colleagues (1999) include: Patient self-management education should be widely available 
and inexpensive and trained lay persons with chronic conditions could effectively deliver this 
program. 
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The evidence is overwhelmingly positive for CDSMP as showing beneficial effects to 
individuals in increasing personal health, decreasing health utilization and health distress, and 
decreasing problems associated with the disease such as fatigue, pain, and anxiety. The CDSMP 
has been evaluated in multiple randomized clinical trials (see Jonker et al., 2009; Ritter, Lee, & 
Lorig, 2011), pre-post workshops designs (e.g., Harris and Kopera-Frye, 2013), and research on 
diverse methods of delivery, including delivery of the program using different languages (Lorig, 
Ritter, & Jacquez, 2005). Out of 700 articles on the CDSMP, the majority of studies have shown 
excellent validity. 

Project Description 

The Chronic Disease Self-Management Program (CDSMP) was funded by the U.S. 
Administration on Aging (AoA), under the American Recovery and Reinvestment Act (ARRA), 
section for Communities Putting Prevention to Work. The project began on July 1, 2010 and 
ended on March 31, 2012. The Louisiana Governor’s Office of Elderly Affairs (GOEA), in 
partnership with several state agencies implemented the Stanford Chronic Disease Self-
Management Program (CDSMP) that GOEA named Your Life, Your Health! was a 6-session 
workshop for older and disabled adults with chronic diseases and their caregivers who want to 
“feel better, be in control and do the things they want to do.” 

In workshops, participants sought support, found practical ways to deal with the pain and 
fatigue, discovered better nutrition and exercise choices, learned of new treatment choices and 
better ways to talk with healthcare providers and family members about health. The workshops 
met for 2 ½ hours each week at the same time and location for 6 consecutive weeks. Each session 
provided new topics and practices for setting personal health goals. The workshops were 
facilitated by two volunteer lay leaders, who either had a chronic condition themselves, or had 
previously cared for someone with a chronic condition. The workshop participants had a wide 
spectrum of chronic diseases, including: diabetes and arthritis. The workshops were meant to 
complement, rather than replace, other wellness programs such as disease-specific education, 
nutrition, and exercise classes. 

The purpose of the project was to provide the CDSMP to disabled adults over age 18 years 
and older adults aged 60+ years through the Louisiana aging network. The overall goals were to: 
deliver the Stanford University Patient Education Center curriculum to at least 500 older adults; 
create the infrastructure and partnerships needed to embed this program for older and disabled 
adults into statewide delivery systems for health care and long term care; and evaluate program 
effectiveness of by assessing the outcomes. 

The outcomes of the project included: improved quality of life for the participants; improved 
health status; change in behavioral risk factors; reduction of the use and cost of health care; and 
at the state level, integration of the CDSMP into the larger scope of existing prevention programs 
to creation of a sustainable infrastructure for its delivery. 

Implementation 

Two sites were selected for program implementation: Capital Aging and Disability Resources 
Center (ADRC) and Central Louisiana Area Agency on Aging (CENLA) Aging and Disability 
Resources Center. These geographic areas are mapped in Figure 1 (Appendix). The Capital Area 
Agency on Aging (CAAA) implemented the Your Life, Your Health! Program (CDSMP) at 
Capital ADRC. CAAA has a service area that covers 10 parishes including: Ascension, 
Assumption, East Feliciana, Iberville, Pointe Coupee, St. Helena, Tangipahoa, Washington, West 
Baton Rouge, and West Feliciana. The East Baton Rouge Council on Aging is a single parish 
independent Area Agency on Aging (AAA) that is co-located with the Capital Area Agency on 
Aging. Cenla ADRC is located at the CENLA, which is another multi-parish Area Agency on 
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Aging (AAA). CENLA has a service area that covers seven parishes: Avoyelles, Catahoula, 
Concordia, Grant, LaSalle, Rapides, and Winn. 

Both sites hired Coordinators to manage the CDSMP who wrote progress reports monthly 
and took responsibility for scheduling workshops and ensuring that tracking data for “Participant 
Information” was entered in a web portal. 

The Master Trainers had to certify according to CDSMP’s model. Training was provided to 
twelve Master Trainers, during the startup phase of the program. Later, volunteer coaches were 
recruited, mostly from among participants, to deliver the program. This approach is consistent 
with the statewide sustainability plan. The Master Trainers received both The Chronic Disease 
Self-Management Program Master Trainer’s Manual and The Chronic Disease Self-Management 
Program Leader’s Manual (Stanford Patient Education Research Center, 2006). The manuals 
allowed the Master Trainers to conduct workshops initially and train lay leaders (volunteer 
coaches) to help sustain the program later on. Additional materials used in the workshops 
include: Living a Healthy Life with Chronic Conditions, 3rd Ed. (Lorig, et al., 2006) and Time for 
Healing: Relaxation for Mind and Body (Regan, C. 1994). The Master Trainers adopted the Five 
Wishes brochure (Aging with Dignity, 2001) for use during CDSMP workshops. Training 
workshops were held at both sites to prepare volunteers for leadership roles in expanding the 
CDSMP. Upon completion of training, Lay Leaders signed an agreement, describing their role 
and responsibilities. This included maintaining the program fidelity. 

Recruitment 

An effective recruitment tool was the video “Health for a Lifetime,” released from the Center for 
Healthy Aging (2006). The video quickly summarized the advantages of the CDSMP for those 
interested in hosting or joining the program. A useful approach to reach the targeted number of 
participants in the workshops was the “zero session” which was an initial session used to solicit 
interest among members of the target population. The workshop sessions began after 10 or more 
participants signed up. This approach was necessary to reach the targeted number of participants 
(10 -16), recommended by the Stanford Model to maintain program fidelity. 

Fidelity Monitoring 

During the startup phase, the project director and principal investigator studied the Program 
Fidelity Manual (Stanford Patient Education Research Center, 2010). The sites were visited as 
part of the evaluation and key interviews were conducted, during startup, to insure that program 
fidelity was maintained across sites and among Master Trainers. Care was taken to insure that 
Master Trainers followed the scripts in manuals. 

Evaluation 

The evaluation involved a mixed method approach including both qualitative and quantitative 
measures. The qualitative approach used focus groups, structured interviews and surveys of 
participants to capture information. The quantitative approach involved participant progress data, 
records, and attendance logs tracked by administrators along with surveys of participants 
administered at repeated intervals. 

Instrumentation 

A survey packet was developed for leaders of workshops, following Center for Healthy Aging 
(2010) guidelines. The Center for Healthy Aging Participant Information Survey” included 
demographic details about the participants. Additional forms included: the cover sheet and an 
attendance log to track participation. Instruments were adapted from the Sample Questionnaire: 
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Chronic Disease and Chronic Disease Self-Management Program Questionnaire Codebook 
(Stanford Patient Education Research Center, 2007). Additional items were selected from 
Stanford’s website to measure participant outcomes and the principal investigator consulted with 
Dr. Kate Lorig of Stanford Patient Education Research Center about item selection. 

We wanted to include questions on substance use, given the local culture which encourages 
the consumption of alcoholic beverages. But, we were advised against this, because it was going 
beyond the program curriculum. We used the follow-up surveys to capture information on 
substance abuse; by asking items from the NMAssist (National Institute of Drug Abuse, 2009) 
and CAGE Assessment. NMASSIST screens for alcohol and tobacco abuse, while CAGE 
screens for alcohol addiction. The research results for participant substance abuse in CDSMP are 
in a separate study (Harris & Kopera-Frye, 2013). 

Data Collection 

An evaluation database was developed from the participant survey records at the two 
implementation sites and with follow-up surveys conducted by telephone interviews. 

Data were collected at baseline, post-workshop completion, and at six month follow-up 
period after the workshop. Site visits were conducted by evaluators and GOEA administrators at 
selected program locations in Capital ADRC at Capital Area Agency on Aging (Baton Rouge, 
Louisiana) and Cenla ADRC at Central Louisiana Council on Aging (Alexandria, Louisiana). 
Data collection was done at the site visits and via file transfer protocol (ftp) using the internet. 
The Master Trainers and Lay Leaders were trained on administration of the instruments. 
Participant information was entered by ADRC staff at sites into the National Council on Aging 
(NCOA) web portal. 

Outcomes 

The program outcomes were measured at the system, program, and participant levels. The 
Primer for Evaluating Outcomes (Stanford Patient Education Research Center, 2007) was 
utilized to develop participant outcome measures for the program. 

System outcomes included: reduced costs for health services delivery, program 
sustainability, and tracking linkages to physician practice by program participants. The original 
proposal had a role for Office of Aging and Adult Services (OAAS) to provide Medicaid data 
and eQHealth to share Medicare data with evaluators. Since the activities were not funded, 
expected reduced costs for health services delivery were not evaluated. We studied health care 
utilization using self-reports from participants. The results are discussed in Participant Outcomes. 

The project sought sponsors to sustain the program. Potential partnering organizations 
approached included: Peoples Health, Well-Care, Blue Cross Blue Shield of Louisiana, VA 
Hospital, St. Elizabeth’s Hospital, Federally Qualified Health Centers (FQHCs), The United 
Way, Medicaid, and Ochsner Health Systems. For example, Well-Care provided textbooks and 
other selective incentives for workshop participants. Unfortunately, sustaining sponsors were 
scarce given the economic downturn and fiscal health of the State. 

A sustainability plan was developed to continue the program beyond the funding cycle. Both 
sites contributed to a plan to cover program costs that could be presented to potential hosts. 
Among the many ideas in circulation from leaders was that participants could be charged a 
nominal fee, such as $5 per session that would sustain the program. Another idea was to charge 
for books. Sponsors were successfully recruited for some workshops to cover the costs of books, 
while at other workshops a lending library was practiced that allowed participants the option of 
purchasing their books or soundtracks at graduation. NCOA is working with Stanford Patient 
Education Research Center to develop an online version of the Chronic Disease Self-
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Management Program, called: Better Choices, Better Health. Facilitators are being recruited from 
among the Master Trainers. This was well-received among the leaders. 

Program Delivery Outcomes 

The program delivery outcomes included: the number of sites, number of trainers, and number of 
those trained. Retention rates are determined by comparing enrollment with completion. The goal 
was to have a 75% retention rate. Among 535 participants in the program, 411 (76.8%) 
graduated. Less than a quarter (23.2%) of the participants did not meet the graduation 
requirements, which required attending 4 of 6 sessions during a workshop. There were 12 Master 
Trainers (38.7%) and 19 Lay Leaders (61.3%) for a total of 31 program leaders who conducted 
the CDSMP workshops. 

Sample 

There were 51 participants under age 60 years and 461 participants aged 60 and over, which was 
the target population for the program. The age data are missing for 23 participants. The average 
age of participants was 71.28 years (Table 1, Appendix). Most participants (86%) were 60 and 
over; nearly 10 percent were under 60 years old. Most of the participants were female (82%); a 
finding represented in 12 other studies (Jaglal et. al., 2013). Nearly 15 percent of participants 
were male. Having a primarily female subsample of participants is commonly seen in 
gerontological health-related research. There are known sex differences in longevity where the 
females live longer. 

Most of the participants were white (59%). About 36 percent were black, with the remaining 
participants identified as Asian, Asian-American (0.6%), American Indian or Alaskan Native 
(1.5%), Other Race or Multi-Racial (2.8%). Less than one percent of the participants were 
Hispanic or Latino. The characteristics are representative of the state. 

The CDSMP served participants in 25 of Louisiana’s 64 parishes. As expected, most 
participants resided in East Baton Rouge Parish near Capital ADRC or Rapides Parish near Cenla 
ADRC. Although the sites have jurisdiction over 17 parishes together, they were able to reach 
into another 7 parishes, using satellite facilities and leveraging Louisiana’s aging network. 

Results 

The participant outcomes included: improved health literacy, health behaviors, and health status. 
It was expected that, of the total participants, 15% would report improvements in self-rated 
health, 40% would experience increased energy levels, 40% would experience decreased health 
distress, 30% would report increased stretching or strengthening exercise, 25% would increase 
the minutes they do endurance exercise, and 5% would report fewer hospitalizations. 

The results of analysis are reported in Table 2 (Appendix). They reveal that all of the 
participant outcomes were obtained, except for increased stretching or strengthening exercise. It 
is encouraging that participants increased their self-rating of health, reported greater energy and 
communication with physicians, and decreased health distress and healthcare utilization post-
workshop. This finding is in line with numerous prior studies (Jaglal et al., 2013). 

Methodology 

The evaluation methods utilized in this research are primarily quantitative, but also qualitative. 
Data were collected and variables measured, using both face-to-face administered and telephone 
interview surveys with repeated measures. This analysis makes use of a pretest-posttest research 
design. Paired Samples t-tests of means were conducted to measure pretest-posttest change in 
participant outcomes. The means for participants were compared at baseline (pretest) against a 
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follow-up telephone survey (posttest) with a paired samples t-test. The cutoff value for accepting 
the probabilities as outside of chance (alpha) is less than or equal to (L.E.) 0.05 for statistical 
significance. 

Statistical Analysis 

Standardized evaluation instruments were obtained from the Stanford Patient Education Research 
Center. Survey scales and items were used to assess change in outcomes from program 
participation. The Stanford instruments include: Self-Rated Health, Energy/ Fatigue, Health 
Distress, Exercise Behaviors, Communication with Physicians, and Health Care Utilization. 
During the post workshop surveys, follow-up questions were asked on whether the respondent 
felt the CDSMP project was useful. 

The data included measurements on the variables at baseline with a participant information 
survey and a follow-up questionnaire, conducted as a telephone interview. Status variables 
include: age, gender (female) and race (Caucasian), among others to be reported in future studies. 
The number of sessions attended by the participants was used to determine graduation and 
measures the treatment provided by the program. 

Descriptive statistics for participant variables are reported in Table 1 (Appendix). The 
interval between a participant’s start date and their post workshop survey date is the elapsed time 
they can learn and implement chronic disease self-management. The survey response rate at the 
first follow-up juncture is 57.31%, which means that among 506 enrollees, 290 responded. The 
response rate is a limitation of the evaluation data. 

Self-rated Health 

The outcome of interest is an expected increase by 15% of participants reporting improved self-
rated health. Self-Rated Health is an item that asks respondents to rank their health with numbers, 
ranging from 1 = “poor” to 5 = “excellent”. Prior research has found that subjective overall 
health ratings are highly related with objective physician ratings. Results of the paired samples t-
tests are shown in Tables 3 and 4 (Appendix). The analysis indicates statistically significant 
improvement among participants in self-rated health, when measured from pretest (baseline) to 
posttest (after the workshop). 

Energy/Fatigue 

It was proposed that post-workshop reports would show evidence of a 40% increase in energy 
levels among the program participants. The Energy/Fatigue scale consists of five items rated on a 
6-point Likert scale with response options ranging from 0 = “none of the time” and 5 = “all of the 
time”. Sample items included: “How much time during the past 6 weeks did you feel you had a 
lot of energy” or “How much time during the last 6 weeks did you feel full of pep”? The five 
item response values were summed to obtain an overall energy (or fatigue) level score. Paired 
samples t-test analysis was used to compare the mean score from pretest to posttest (Tables 3 and 
4). The results show there is a statistically significant improvement in energy level among 
participants. 

Health Distress 

It was expected that there would be a decrease in health distress of 40% among the participants. 
The Health Distress scale contains 4 items, e.g., “How much in the past 6 weeks were you 
discouraged by your health problems” and response options on a 6-point Likert scale ranging 
from 0 = “none of the time” to 5 = “all of the time”. The 4 items response frequencies were 
summed to yield total scores on this Health Distress scale. Paired samples t-test analysis has 
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compared mean differences from pretest to posttest (Tables 3 and 4). The results show a 
statistically significant decrease in health distress. 

Exercise Behaviors 

The Exercise Behaviors scale measures how frequently, within the past week, the respondent 
engages in six types of exercise. Anaerobic exercises include stretching or strengthening 
exercises, while aerobic or the endurance exercises include walking, swimming, bicycling, other 
aerobic exercise with equipment, and other aerobic exercise. The response options are categorical 
and record number of minutes per week these exercises are performed, 0 = “none” through 4 = 
“more than 3 hours per week”. The frequencies were analyzed by item, e.g. stretching, 
endurance, and a total physical activity score. A paired samples t-test of mean responses on the 
Exercise Behaviors scale, from pretest to posttest, was found not statistically significant (Tables 
3 and 4). 

Communication with Physicians 

The Communication with Physicians scale is very important for this evaluation, because it 
captures an aspect of patient education, namely health literacy. Participants in YLYH were 
encouraged to communicate with their health providers by making lists of questions and asking 
them, taking lists of medications to be reviewed at appointments, and other activities. Analysis 
using a paired samples t-test shows that the means are significantly different, from pretest to 
posttest (Tables 3 and 4). As expected, program participants increased their communication with 
physicians. This shows that patient education is effective for increasing communication. Whether 
it results in increased prevention associated with reduced health care costs is worthy of further 
investigation. 

Health Care Utilization 

The Health Care Utilization scale includes questions to measure: (1) physician visits, (2) 
emergency room visits; and (3) total nights spent in the hospital. These items showed a 
statistically significant decrease, from pretest to posttest. Hence, health care utilization decreased 
after the program was implemented (Tables 3 and 4). Therefore, this type of program (YLYH) 
should reduce costs for delivery of health care services. 

Discussion 

The goals of the Your Life, Your Health! program were met in Louisiana. More than 500 older 
adults participated in the CDSMP and more than 75% of the participants completed the program. 
The demographic characteristics of the participants reflect the target population of the State. 
CDSMP was delivered in 25 of Louisiana’s 64 parishes. Program fidelity was maintained 
throughout implementation. The infrastructure, as well as many partnerships were created to 
deliver the program. Sustaining the program proved more difficult, given government 
streamlining activities in Louisiana. Participant outcomes were especially encouraging, given 
that the evaluation results showed the benefits of the program for self-managing personal health 
by disabled and older adults. 

The system, program, and participant outcomes for the CDSMP were achieved, except for 
anaerobic (stretching or strengthening) exercises. In line with other research (Jaglal et al., 2013), 
health care utilization decreased among participants, including a reduction in emergency room 
visits and hospitalizations. The CDSMP should help to reduce costs for the delivery of health 
care services in Louisiana. Concerns about particular behaviors, like tobacco and alcohol 
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consumption remain. We recommend development of chronic disease self-management 
programs that deal with drug use. 

What have we learned? There is a need for careful implementation and fidelity to ensure 
integrity of program delivery. The trainers and participants alike reported this to be an extremely 
worthwhile program which could greatly benefit the elders in the U.S. Louisiana, in some 
respects, brings unique challenges to the situation. Our health care quality and educational levels 
are particularly low; often ranking in the second to the bottom as compared to the rest of the 
United States. Further, our poverty levels are extremely high—one town in northeastern 
Louisiana has now been ranked the poorest place in the United States. When working with 
extremely impoverished, lower educated, primarily rural elders, resources are scarce. The cost of 
books was prohibitive for some elders. Many did not have phones, thus mailed outcome survey 
response rates were low. Finally, the degree of geographic isolation and extreme rurality made 
recruitment and completion of workshops problematic for rural-dwelling, low-resourced elders 
who do not have transportation. Louisiana still lacks efficient public transportation systems. 

A second issue involves the cultural specificity and sensitivity of this evidence-based 
program for ethnically diverse elders. While it has been translated to Spanish, there are nuances 
inherent when implementing this Program with Native Americans and/or African Americans. 
Oftentimes, individuals’ perspectives on healthy lifestyle behaviors differ dramatically based on 
the sociocultural climate in which one is raised. Further, health is often “personal business” in 
some ethnic groups, thus workshop sharing is not enthusiastically received. 

Finally, the rates of disabilities rise in individuals after reaching 80 years of age. The 
curriculum of the CDSMP may need to be modified to deal with the challenges of participants 
over age 80 years, including visual changes due to macular degeneration. While the model has 
been extensively validated, only smaller numbers of 80+ year olds were included in these 
samples. 

Conclusions 

This project demonstrated an efficient and effective working partnership among State agencies, 
AAAs, higher education institutions, among others. A well-run, much needed program was 
provided to a population in great need. Networking opportunities with advocates for health care 
and elderly programming were invaluable; partnerships with medical and physician partners were 
a bit more difficult. It would be beneficial to explore the best way to engage the medical 
professionals and hospitals in future efforts such as this to a greater extent; this Program has 
everything to do with their patients. 
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APPENDIX 

Figure 1. Your Life, Your Health: Louisiana Map 

Table 1. Descriptive Statistics 
Variable Mean Minimum Maximum Standard Deviation N 
Age 71.02 27 93 10.179 285 
Gender (Female) 0.85 0 1 0.359 285 
Race (Caucasian) 0.67 0 1 0.471 290 
Sessions Attended 4.70 1 6 1.465 290 
Pre-Post Interval (Days) 136.53 37 284 70.041 290 

10



  

 
    

    
    
    

     
    

    
 

 
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

 
 

    
 

   

 
       

       
       

       
       

       
 
 

 

      
      

     
    

 

 
 

HARRIS ET AL.: YOUR LIFE, YOUR HEALTH! 

Table 2. Participant Outcomes 
Outcome Decreased % No Change % Increased % 
Self-Rated Health 11.4 49.3 39.3 
Energy/Fatigue 33.4 7.3 59.3 
Health Distress 74.0 13.4 12.6 
Stretching or Strengthening Exercises 20.6 57.0 22.4 
Endurance Exercise 28.0 42.0 30.0 
Hospitalizations 14.9 84.3 0.8 

Table 3.Stanford Instrument-Paired Samples Statistics 
Stanford Instrument Mean Std. Dev. Std. Error Mean N 
Self-Rated Health 

Pretest 1.83 0.876 0.052 282 
Posttest 2.16 1.003 0.060 282 

Energy/Fatigue 
Pretest 12.28 4.482 0.277 262 

Posttest 13.69 4.018 0.248 262 
Health Distress 

Pretest 6.80 4.656 0.280 276 
Posttest 3.70 3.585 0.216 276 

Exercise Behaviors 
Pretest 3.47 2.944 0.187 249 

Posttest 3.37 2.826 0.179 249 
Communication with Physicians 

Pretest 8.28 3.775 0.303 155 
Posttest 9.99 3.971 0.319 155 

Health Care Utilization 
Pretest 4.23 5.363 0.337 253 

Posttest 1.20 2.315 0.146 253 

Table 4.Stanford Instrument-Paired Samples T-Tests 
Stanford Instrument Mean Std. Dev. Std. Error 

Mean 
t df Sig. 

(2-
tailed) 

Self-Rated Health -0.333 0.890 0.053 -6.288 281 0.000 
Energy/Fatigue -1.405 4.831 0.298 -4.706 261 0.000 
Health Distress 3.101 4.109 0.247 12.539 275 0.000 
Exercise Behaviors 0.100 2.496 0.158 0.635 248 0.526 
Communication with Physicians -1.710 4.412 0.354 -4.824 154 0.000 
Health Care Utilization 3.028 5.125 0.322 9.397 252 0.000 

ABOUT THE AUTHORS 

Dr. Ronald A. Harris: Ronald A. Harris, Ph.D. is an associate professor in the Department of 
Public and Nonprofit Administration, School of Management at the University of San Francisco 
in San Francisco, California, United States of America. His research includes health policy, 
sustainable development, and evaluation research. He is currently conducting research on chronic 
disease self-management education. 

11



   

         
      

    
    

        
      

   
   

    
   

   
  

     

       
  

 
 

THE INTERNATIONAL JOURNAL OF HEALTH, WELLNESS, AND SOCIETY 

Dr. Karen Kopera-Frye: Dr. Karen Kopera-Frye received her Ph.D. in psychology (clinical and 
developmental) from Wayne State University (WSU). She earned her M.A., specialization in 
aging, and B.A. in Psychology, also from WSU in Detroit, MI. She completed a Postdoctoral 
Fellowship at the University of Washington, Seattle, WA. She has taught at four prior higher 
education institutions, recently moving from the University of Nevada—Reno, Social Work, to 
the University of Louisiana at Monroe in the fall of 2009. She holds the Joseph A. Biedenharn 
Endowed Chairship in Gerontology and is a professor in Gerontology. Her areas of specialization 
include: working with ethnically diverse elders, primarily Native Americans and African 
Americans, health promotion among older adults, needs assessment and evaluation, substance 
abuse among older adults, older adult inmates, and rural health issues. Additionally, she is 
working on projects involving intergenerational intervention programming for children at risk for 
learning disabilities in elementary schools and truant teens. 

Matthew Estrade: Grants Management Specialist, Ochsner Health Systems, USA. 

Dr. W. Joseph Hicks: Manager, Medicaid Managed Care, Louisiana Department of Health and 
Hospitals, USA. 

12



 

   

    

 

  

-

-

—
-

-

-

The International Journal of Health, Wellness, and 
Society offers an interdisciplinary forum for the 
discussion of issues at the intersection of human 
physiology and the social life conditions. It is a focal 
point for scholarly and practice based discussion in 
a time of growing public and research awareness of 
the relations between health and social well being. 
The concept of “health and wellness” impacts all 
members of society, whether at a personal level in the 
positive senses of life-satisfaction and exhilaration, 
or problematically through the cost and availability of 
remedial healthcare. Contributions to the journal range 
from broad scientifc, sociological, philosophical and 
policy explorations, to detailed studies of particular 
physiological and social dynamics. 

As well as papers of a traditional scholarly type, this 
journal invites case studies that take the form of 
presentations of practice including documentation of 
socially engaged practices and exegeses analyzing the 
effects of those practices. 

The International Journal of Health, Wellness, and 
Society is a peer reviewed scholarly journal. 

ISSN 2156 8960 


	TypesetProofInstructions
	W13_40873_FrontCover
	W13_CopyrightPage
	W13_40873_Body
	W13_BackCover



