
	  

	   1	  

 

Diabetes Council Advocacy Committee Training: 
Demonstrating Value and Telling Your Story 

 

Select Key Abstracts 

Making the Case for Diabetes Self-Management Education (DSME):  
Reducing Costs and Improving Outcomes 

 
Fall 2012  

Burton W, Connerty C (1998).  Evaluation of a Worksite-Based Patient Education 
Intervention Targeted at Employees with Diabetes Mellitus. Journal of 
Occupational and Environmental Medicine, 40(8) 702-706. (abstract) 

 This article examines the results of the First Chicago NBD worksite–based patient 
education program for people with diabetes. A study of 44 employees was conducted. 
After 3 months on educational program, the average A1C dropped from 9.0% to 8.3%  

DSME can lower  A1C levels   

Robbins JM, Thatcher GE, Webb DA, Valdmanis VG (2008). Nutritionist Visits, 
Diabetes Classes, and Hospitalization Rates and Charges, Diabetes Care 31 
(4): 655-660. 

This article summarizes the Urban Diabetes Study.  Encounter data from eight 
Philadelphia Health Care Centers (public safety net primary care centers) for 7,839 
patients were examined from March 1993 to December 2001.  Having any type of DSME 
was associated with 9.18 fewer hospitalizations per 100 person years and $11,571 less in 
hospital charges per person. Each nutritionist visit was associated with 4.7 fewer 
hospitalizations per 100 person years and $6,503 reduction in total hospital charges.  

DSME can reduce risk of hospitalization, leading to cost savings  

Menzin J, Langeley-Hawthorne C., Friedman M, Boulanger L, Cavanaugh R (2001). 
Potential Short-Term Economic Benefits of Improved Glycemic Control. 
Diabetes Care 24 (1): 51-55. 

 A retrospective study used data from January 1994 to June 1998 for adults with diabetes 
who were members of the Fallon Clinic.  Over the three years, the adjusted rate of 
inpatient treatment ranged from 13 per 100 patients with good glycemic control, 16 per 
100 with fair glycemic control and 31 per 100 patients with poor control.  A1C levels 
positively correlated to medical changes in clinical practice.  

 Lower A1C levels can reduce hospitalizations 
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Gilmer TP, O'Connor P, Manning WG, Rush WA (1997) The cost to health plans of 
poor glycemic control. Diabetes Care 20 (12):1847–53. 

This study uses data for 3,017 adults with diabetes who were continuously enrolled in a 
large health maintenance organization (HMO) over a 4-year period (1993-1995). Medical 
care charges increased significantly for every 1% increase above A1C of 7%. For a 
person with an A1C value of 6%, successive 1% increases in A1C resulted in cumulative 
increases in charges of approximately 4, 10, 20, and 30%.  

Higher A1C levels increase medical costs 

 
Gilmer TP, O'Connor PJ, Rush WA, Crain AL, Whitebird RR, Hanson AM, Solberg LI 

(2005).Predictors of health care costs in adults with diabetes. Diabetes Care 
28(1):59-64. 

 
 This article discusses results of a prospective study with members of a Minnesota Health 

Plan. People with diabetes identified through diabetes specific diagnoses codes were 
surveyed on history of chronic disease, health behaviors, self-management skills and 
socioeconomic status. Medical records and claims data were reviewed and a generalized 
linear regression was run to estimate the relationship between 3-year costs and baseline 
A1c level, coronary heart disease, hypertension, dyslipidemia, and depression. The study 
found that in adults with diabetes, coronary heart disease, hypertension, depression, and 
A1c levels are significant independent predicators of health care costs. Three-year costs 
were 11 percent higher for people with diabetes with an A1C of 10 percent, relative to 
those with a baseline A1C of 6%.  

Controlling glucose and preventing and controlling heart disease, hypertension, and 
depression are essential to control costs  

 
Bartlett, EE (1995). Cost-Benefit analysis of patient education. Patient Educ Couns. 

995 Sep; 26(1-3):87-91 (Abstract) .See also Erratum Patient Educ Couns 
1996 Apr: 27(3):279.  

 
“This article summarizes studies of the cost-benefit of patient education studies in 
managed care and other settings, including comprehensive approaches to healthcare 
delivery that emphasize education. On the average, for every dollar invested in patient 
education, $3-4 were saved. The article concludes with recommendations for healthcare 
policy makers and administrators.” 

On average, the ROI for patient education is $3-$4 for every $1 invested 

 
 
 
 



	  

	   3	  

 
 
Kaplan RM, Davis WK (1986). Evaluating the Costs and Benefits 
 of Outpatient Diabetes Education and Nutrition Counseling.	   Diabetes Care 

9(1):81-86. (Special Paper) 
 
 Kaplan and Davis reviewed 13 studies cited in support of the American Diabetes 

Association policy statement. Only 4 accounted for program costs. Authors suggest that 
the rationale for DSME be based on improved health status. 

  
 Benefits of DSME should focus on improved health status 
 
Moss SE, Klein R, Klein BEK (1999).  Risk Factors for Hospitalization in People with 

Diabetes. Arch Intern Med 159:2063-2067. 
 
 Using data from the Wisconsin Epidemiologic Study of Diabetic Retinopathy, authors 

found that A1C was positively correlated with risk of hospitalizations. Statistical models 
suggest that reducing A1C by 1% could reduce hospitalizations by 14-20% and save as 
much as $5 billion in direct costs alone. 

 A 1% reduction in A1C can reduce risk of hospitalization by 14-20% 

 

Fishbein HA (1985).  Precipitants of Hospitalization in Insulin-dependent Diabetes 
Mellitus (IDDM): A Statewide Perspective. Diabetes Care 8(Supp 1):61-64. 

 Data from a Rhode Island registry of insulin-dependent diabetes mellitus were used to 
examine risk factors among people with diabetes who had been hospitalized. Subjects 
were followed for a three-year period following hospitalizations.  Of 1,123 admissions 
(691 people), almost half were due to poor diabetes control and infection.  An outpatient 
education program reduced admissions for acute care from 562 admissions to 281 
admissions. The cost of participating in the program was roughly $100 per patient. The 
author estimated the cost per hospitalization to be approximately $2,400.00 (average 
length of stay was 8 days times $300 charge per day).   

DSME can reduce the risk of hospitalization among previously hospitalized patients, 
especially for acute episodes, leading to substantial savings 

 

North Carolina DPCP, Department of Health & Human Services (2012). Benefit-
Cost Analysis, Conducted by Chenoweth & Associates, Inc. 

 The North Carolina Diabetes Prevention and Control Program assessed the impact of 
DSME on 310 adults. The net percentage drop in A1C was 17.17%.  Applied to the per 
capita annual medical costs for diabetes in the state, the cost-avoidance benefit was 
estimated to be $140,892, or a per capita cost of $454. The estimated cost for DSME was 
$375 per individuals. Dividing the benefits by the cost led to a 21% return on investment. 

  DSME generates $1.21 in medical care cost-avoidance benefits for every $1 spent. 
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Dall TM, Roary M, Yang W, Zhang S, Chen YJ, Arday DR, et al. Health care use and 
costs for participants in a diabetes disease management program, United 
States, 2007-2008. Prev Chronic Dis 2011;8(3):A53.  

 DSME, for this study, consisted of monthly telephone counseling calls and educational 
materials for members of TRICARE Management Activity (military personnel). This 
study followed more than 33,000 patients for 15 months and included those with any 
diabetes-related emergency department or hospital visit, more than 10 diabetes-related 
ambulatory visits, or more than twenty 30-day diabetes prescriptions.  Average annual 
savings for participants were $783. Patients with poorer diabetes control initially had 
higher per-person savings.   

 DSME saved an average of $783 per person in medical costs. 

 

REVIEW	  ARTICLES	   

Norris SL, Engelgau MM, Venkat Narayan KM. Effectiveness of Self-Management 
Training in Type 2 Diabetes: A systematic review of randomized controlled 
trials (2001). Diabetes Care 24(3):561-587 

 The authors used MEDLINE to find articles on the effectiveness of self-management 
training that were published between 1980 and 1999. Seventy-two studies were included 
in the search. None of the studies with economic evaluation included indirect costs; 
however, the article provides summaries of the interventions, outcomes, and brief critique 
of each article. Overall findings suggest that DSME improves knowledge, blood glucose 
self-monitoring, diet and, at least in the short term, glycemic control.  

 

Boren SA, Fitzner KA, Panhalkar PS, Specker JE (2009).  Costs and Benefits 
Associated with Diabetes Education: A Review of the Literature. The 
Diabetes Educator 35(1): 72-96. 

The authors conducted a search of MEDLINE and Google to identify 26 papers that 
addressed DSME.  More than half of the papers found an association between DSME and 
decreased costs, cost savings, cost-effectiveness, or positive return on investment. A table 
is provide that presents highlights of each paper, including author, study aims, study 
design, intervention, economic outcome, results and conclusions. Authors conclude, 
based on the literature, that the benefits of DSME outweigh the associated costs. 

 

 TOOLS 

   

ROI Calculator:  http://www.commonwealthfund.org/Newsletters/States-in-
Action/2008/Jun/June-July-2008/Feature/The-Return-on-Investment-Calculator--A-
New-Tool-for-States.aspx 

Chronic Disease Cost Calculator: www.cdc.gov/nccdphp/resources/calculator.htm 
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	   Diabetes Cost Calculator:	  	  http://www.diabetes.org/advocate/resources/cost-‐of-‐diabetes.htm	  


