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Preface 
 

The following report was commissioned by Vancouver Coastal Health Primary 
Care Network and produced through collaboration between Vancouver Coastal 
Health (VCH) and Vancouver Coastal Health Research Institute (VCHRI). This 
project was initiated with the goals of considering the provider perspective for 
chronic disease self-management support, looking at alternative approaches, 
and developing a population level framework.  Another goal was to explore the 
notion of a prototype for technological assessment; this project was viewed as a 
proof of concept with the hope of developing a methodology, founded on 
exchange between decision-makers and researchers, which might be applied to 
other questions in the future. 
 
While the anchor for this project was recognition of the value of research-based 
evidence as a key component of the decision-making process, the reality was 
one of short timeframe.  This resulted in the use of a novel “rapid response” 
review methodology, an approach that allowed the research team to address the 
task of synthesis of a complex and lengthy body of literature.  This was achieved 
through knowledge exchange with a panel of experts in the field, a focused 
literature search and ongoing synthesis and dialogue, and resulted in 
development of evidence statements and formulation of a series of key 
messages and recommendations.  Moving from the theoretical foundations for a 
population-based approach and building on the overarching model for self-
management and self-management support provided by the Expanded Chronic 
Care Model, the authors, expert panel and project sponsors developed a 
framework for population-based self-management support. 

The report is framed for planners and administrators within the policy and 
practice community and with the hope that it will provide a practical 
understanding of evidence-based interventions and offer a palette of approaches 
and techniques that might address population needs.  Next steps will include 
receiving feedback from those who make use of the report and initiating a 
process for development of an evaluation framework.  There is a desire for the 
report to become an integral part of strategy development and the planning 
process and to build upon the work begun here, in terms of development of 
effective, timely strategies and methodologies that enable collaboration between 
researchers and decision makers.  

By widely disseminating this work, VCH and VCHRI hope to demonstrate in 
concrete terms what the possibilities are for others who have considered, and 
wish to embark on similar relationships within their own contexts.  When 
referencing excerpts, or the whole of this document, it can be cited as:  
 

Best, Allan, et al. A Population-Based Framework for Chronic Disease 
Self-Management. Vancouver Coastal Health / Vancouver Coastal Health 
Research Institute. July 31, 2006. 
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I.  Executive Summary 
 
 
In March 2006, Vancouver Coastal Health contracted a team of researchers from 
the Vancouver Coastal Health Research Institute (VCHRI) to review literature in 
the area of outcomes related to chronic disease self management (SM) and self 
management support (SMS).  
 
The research team engaged a panel of four academic experts from the field of 
SM research, to help it synthesize the complex and lengthy body of SM literature 
within the short period of time available for the project, and to formulate key 
messages concerning SM and SMS as an outcome of this “rapid review” 
process.    
 
The overall goal of the project was to identify the most current view on effective 
models for SM and SMS, and to provide decision makers in the policy and 
practice community at Vancouver Coastal Health with a practical understanding 
of evidence-based interventions, within a population-based framework for self-
management support.  
 
The principal recommendation stemming from this review is that Vancouver 
Coastal Health should develop a “menu-based” approach to providing evidence-
based SM and SMS intervention options for patients living with chronic disease 
as well as the providers serving them. The menu of intervention options should 
include such evidence-based methods as the 5-A’s, motivational interviewing and 
the Lorig/Stanford approach.  
 
The review process also produced a series of key messages and further 
recommendations for Vancouver Coastal Health planners and providers. These 
include the following:   
 

• There is no evidence to support a “one size fits all” approach to SM and 
SMS. An effective approach must include a menu of patient-centred 
options that can be tailored to the capacities and circumstances of the 
clinical or community setting where they are offered, as well as to the 
individual’s and family’s capacities, circumstances and preferences. 

• The same basic menu of behaviour change strategies to build an 
individual’s ability to self manage can be used for all major chronic 
diseases, including heart disease, diabetes and arthritis. 

• Vancouver Coastal Health should develop a manageable number of 
flexible, evidence-based SM and SMS options. These options should 
range from broad – and ideally, centralized or automated – strategies that 
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can engage a large proportion of the population with chronic disease, to 
more individually focused and intensive strategies to build problem-solving 
and self-management skills.  

• It is recommended that an effective method be developed for tracking 
patient self-management goals and outcomes, and providing feedback 
loops for continuous systems improvement and evaluation. 

• The greatest challenge for SM and SMS intervention is not at the 
individual level – where there are effective, evidence-based strategies – 
but at the systems level, where the optimal mix of clinical, community, and 
informal/personal strategies is difficult to manage.  

• Important systems factors required for supporting effective population-
based SM and SMS include the provision of:  

! a range of delivery strategies or formats (e.g. primary care 
counselling, community-based services, telephone, email, Internet);  

! tools to evaluate alternative strategies for individuals;  
! system enhancements to provide Vancouver Coastal Health’s 

information systems with the capability for tracking patient 
outcomes and prompting interventions; 

! an approach that involves tracking population-based data and 
adapting procedures over time. 

• Following review of a preliminary draft of this report with the client, a 
series of further recommendations were added. Among other things, it 
was recommended that Vancouver Coastal: 

! develop the capacity to acquire specific, evidence-based guidance 
as required for further SM and SMS program development and 
implementation; 

! develop population-level performance indicators for its SM and 
SMS initiatives; 

! collaborate with other jurisdictions to develop a more 
comprehensive approach to SMS; 

! explore options for enhancing the BC HealthGuide to provide better 
SMS.
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III.  Introduction/Purpose of Review 
 
 
Dr. Chris Rauscher of Vancouver Coastal Health contracted with a team of 
researchers from the Vancouver Coastal Health Research Institute (VCHRI) led 
by Allan Best, Ph.D., to conduct a “rapid realist review” of literature in the area of 
outcomes related to self management (SM) and self management support 
(SMS).  The goal of this review was to merge knowledge from expert opinion and 
evidence from published and grey literature, to identify the most current view on 
effective models for SM and SMS.  
 
Dr. Best invited four international experts from the field of self-management 
research to participate as members of an expert advisory panel. Expert panel 
members agreed to work with the research team over a period of eight weeks to 
conduct a literature review using an adaptation of the realist review methodology. 
This methodology was originally outlined in a 2005 article by Pawson et al and 
published in the Journal of Health Services Research and Policy.1  The realist 
review methodology is designed to help guide decision makers through the 
complexity of issues within the health services realm toward developing 
evidence-based policy 
 
It is important to note that the need for adapting the realist review methodology 
was in response to the requirements of the decision makers associated with this 
project. With only a short period of time available for synthesizing a complex and 
lengthy body of literature, we engaged in a “rapid response” version of the realist 
review.  This adapted approach included a focused literature review and a 
modified e-Delphi2 method to solicit opinions and reactions from our expert panel 
in the area of SM and SM support.   
 
We also recognized there has been much published in both the academic and 
grey literature in area of SM and SMS over the last fifteen years, and decided for 
this project, it would be impossible to review all the SM and SMS primary 
research and accumulated knowledge within the field of chronic disease. Instead, 

                                                 
1 Pawson, R., Greenhalgh, T., Harvey, G., & Walshe, K.  (2005).  Realist review: a new method of systematic review 

designed for complex policy interventions.  Journal of Health Services Research and Policy,10, 21-34. 
 
2 Delphi activities are fundamentally exploratory tools, where individuals plumb their knowledge, share it with others, and 

use what is shared with them to refine their own thinking. Delphi activities are not intended to generate consensus, 

although it is possible for consensus to emerge. The problems to which the method is applied are generally complex and 

lack an easily defined or readily agreed upon solution.  As we are conducting this knowledge exchange process remotely 

vie email, we have described it as an e-Delphi approach. 
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we focused on conducting a “review of review articles,” as well as meta-analysis 
articles and reports in the area of SM and SMS.   
 
Toward this end, the expert advisory panel was asked to recommend seminal 
articles and unpublished reports. The team from VCHRI synthesized this 
information, obtained additional feedback from the expert panel on evidence 
statements derived from the recommended articles, and formulated the series of 
key messages concerning SM and SMS that represents the essential outcome of 
this review process.   
 
The end result is a report that aims to provide decision makers within the policy 
and practice community with a practical understanding of evidence-based 
interventions, and that initiates a process for developing an evaluation 
framework.   
 
 
IV. Definitions of Key Terms  
 
 
As there is no broad consensus on definitions for the two key terms that form the 
basis for this project – self management and self-management support – one of 
the first tasks assigned to our expert panel was to agree on a common definition 
for these terms. 
 
At the start of this project the following definitions were proposed: 
 

Self Management 3 
The individual’s ability to manage the symptoms, treatment, physical and 
social consequences and lifestyle changes inherent in living with a chronic 
condition. 
 
Self-management Support4 
The systematic provision of education and supportive interventions by 
health care staff to increase patients’ skills and confidence in managing 
their health problems, including regular assessment of progress and 
problems, goal setting, and problem-solving support. 
 

One obvious limitation of the SMS definition above is that it is not broad enough 
to encompass intervention strategies outside those provided by “health care 
staff” (e.g., e-health, health policy, community-based strategies, etc.). For this 

                                                 
3 Barlow, J., Wright, C., Sheasby, J., Turner, A.,  Hainsworth, J. (2002).  Self-management approaches for people with 

chronic conditions: a review. Patient Education and Counseling, 48, 177-187. 

 
4 Adams K., Greiner A., Corrigan J. (Eds). (2004). The 1st annual crossing the quality chasm summit – a focus on 

communities. Washington, DC:  National Academy Press.  
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reason the expert advisory panel developed a new definition to broaden the 
foundation for the SMS framework proposed within this report. 
 
 
 

Population-based Self-management Support 
The provision of a variety of integrated clinical and community services to 
a defined population, designed to provide the resources, skills and 
external support required by individuals with chronic disease to manage 
the symptoms, treatment, physical and social consequences and lifestyle 
changes inherent in living with a chronic condition. 
 
These integrated SMS services should be evidence-based, localized and 
refined through ongoing evaluation to fit particular contexts and clientele, 
and should be delivered both within and outside of the health care system.  
The goal of this support is to help individuals with chronic disease achieve 
a better quality of life, while reducing their use of health system resources.  

 
 
V.  Questions Guiding the Work 
 
 
The following research questions were developed and used to guide the work of 
the expert advisory panel and the VCHRI researchers engaged in this project. 
 
Primary Research Question 
What is a realistic menu of evidence-based interventions that will work for most 
individuals requiring self-management support?  How do these interventions 
work and why?  
 
Secondary Question  
What is the evidence or theoretical basis for selecting and tailoring self-
management support interventions to individual and circumstantial factors? 
 
 
VI.  A Framework for Population-based SMS  
 
 
The Chronic Care Model (CCM) developed by Wagner et al provided the original 
direction for the patient-centred approach to care taken by Vancouver Coastal 
Health.   
 
To raise the profile of prevention and health promotion in the Wagner CCM, an 
enhanced version was adopted by Vancouver Coastal Health, recognizing the 
social determinants of health and that enhanced community participation can 
also be a part of the work of health system teams.  This expanded CCM is 
illustrated below:   
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Figure 1: The Expanded Chronic Care Model 

 

 
 
 
 
 
The theoretical foundation for a population-based approach to SMS is provided 
by social cognitive theory and its extended application in social ecological 
theory5. Social cognitive theory (SCT) was launched through the work of 
cognitive psychologist Albert Bandura and his 1986 book, Social Foundations of 
Thought and Action: A Social Cognitive Theory.6 7 
 
Social cognitive theory emphasizes the interplay of intrapersonal factors, 
environment and behaviour, all of which have a bearing on self management.  
Intrapersonal factors have cognitive, affective, and biological aspects. Under 
SCT, individuals are seen as possessing self-beliefs that enable them to exercise 
a measure of control over their thoughts, feelings, and actions, i.e. "what people 
                                                 
5 Stokols, D. (1996). Translating social ecological theory into guidelines for community health promotion. American 

Journal of Health Promotion,10, 282–298. 

6 Bandura, A. (1986) Social foundations of thought and action: a social cognitive theory. Englewood Cliffs, NJ: Prentice 

Hall.    
7 Baranowski, T., Perry, C., Parcel, G. (1997).  How individuals, environments, and health behavior interact: social 

learning theory. In: K. Glanz, F. M. Lewis, & B.K. Rimer, (Eds). Health behavior and health education: theory, research, 

and practice (153-78). San Francisco: Jossey-Bass. 
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think, believe and feel affects how they behave" (Bandura, 1986, p. 25). Another 
term for this is “self-efficacy.”  
 
Features related to self-efficacy are generally seen as providing the foundation 
for successful self-management programs. These include: 
 

• Strength of belief in one's capabilities (i.e. self-efficacy beliefs) is a good 
predictor of motivation and behaviours 

• Self-efficacy beliefs can be enhanced through performance mastery, 
modelling, re-interpretation of physiological symptoms and social 
persuasion 

• Enhanced self-efficacy leads to improved behaviour, motivation, thinking 
patterns and emotional well-being  

 
Based on this theoretical foundation, the authors of this report and the expert 
panel have developed a population-based approach to self-management 
support. The framework for this approach is aligned with and supports the 
overarching model for SM and SMS intervention provided by the ECCM. It was 
also developed to address five requirements that the authors of this report, along 
with the expert panel members, deemed essential.  
 
Specifically, the new framework must: 

• Be consistent with the literature and with the expert panel’s understanding 
of what works for SMS 

• Address SMS from a population health perspective  
• Highlight key points at which to examine what works for whom, how and 

why 
• Provide practical guidance for program and policy development and 

implementation 
• Stimulate thinking about what an evaluation and quality-improvement 

methodology based on the framework might look like 
 
The framework presented below incorporates several different SM decision 
points from the perspectives of both the provider and the patient.  For example, 
providers can, during visits with patients, present an array of choices for SMS 
programs/options which may be accessed through a health care facility or a 
community- or home-based setting.  
 
Programs may be led by health professionals or trained volunteers. Patients may 
also decide to engage with SMS materials in their own homes and at their own 
pace, or in a community setting where they can draw upon the life experiences of 
others living with chronic disease. Ultimately, the choice should be the patient’s, 
although the provider must support this patient-centred approach by offering a 
range of options.  
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The new model recognizes community resources that should be available to 
support individuals in their SM decisions. It also incorporates community 
references from the Expanded Chronic Care Model, to reflect that the setting for 
SMS interventions is not confined to health care facilities such as hospitals, 
clinics and doctor’s offices, but extends to home-based and community-based 
settings. For example, such locations as libraries, churches, and community 
centres can provide outreach support (through public access to self-care 
materials and the Internet) as well as more direct support to patients living with 
chronic disease.   
 
 
Figure 2:  A Framework for Population-Based Self-Management Support 
 

 
 
 
The SMS framework above is characterized by its provision of a menu of 
intervention options for selection by people requiring SM and SMS.  This menu 
approach reflects the population perspective that was used in creating the 
framework, as well as a requirement to address the diverse spectrum of 
population needs toward achieving maximum effectiveness.  
 
The general intervention options outlined in the above framework are intended to 
suggest the array of SM and SMS choices that should be offered to patients, 
during their visit with a healthcare provider, and/or in community-based settings 
or through other methods of reaching patients with SMS (e.g. in their homes 
through telephone outreach or the Internet). The act of personal selection by the 
patient is instrumental in supporting her or his sense of self-efficacy, the 
mechanism on which SM is grounded.   
 
The framework includes an iterative function, through the evaluation/feedback 
loop. Within the framework, every choice is seen as initiating a personal trial or 
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experiment, the outcome of which will influence subsequent choices and 
outcomes. In practice, this means presenting SM and SMS options to patients 
and allowing them to choose one, try it out, report back and, if necessary, make a 
new choice based on their experience and subsequent need. If the system were 
also able to evaluate these individual experiences (presumably as part of an 
initiative to implement integrated electronic records to facilitate continuity of 
care), an analysis of general patterns could help identify the most suitable menu 
options, based on usage and associated outcome data, for specific population 
groups. 
 
This approach reflects the same dynamic of change at work in the Plan-Do-
Study-Act8 (PDSA) cycle. Although PDSA was initially developed as a framework 
for accelerating improvement in a variety of business contexts, it has been widely 
used as a process model for quality improvement in the health care field in recent 
years.  Within this approach, teams choose a promising change and use PDSA 
cycles to test it quickly on a small scale, see how it works, and then refine the 
change as necessary before implementing it on a broader scale.  
 

The approach is also based on an assumption of “best practice” processes being 
adopted and followed by Vancouver Coastal Health to generate systems-level 
information for use in tracking and prompting patient interventions.  Implementing 
such a population-based framework will provide real-world opportunities to test 
“best processes,” advanced in a recent article by Green and Glasgow9 as well as 
opportunities to review and fill in evidence gaps concerning impacts across 
population subgroups. 
 
The proposed population-based framework positions the “review of reviews” 
literature examined for this project, and suggests a range of evidence-based 
intervention options. These interventions include such methods as the 5A’s, 
motivational interviewing and the Lorig/Stanford approach to SM, briefly 
described in the next section.     
 
Applying the PDSA approach, at the entry point for patients within the framework 
(the “Plan” stage) a full menu of intervention methods would be offered in flexible, 
practical ways, consistent with Vancouver Coastal’s patient-centred care 
philosophy and balanced by the realities of first contact settings, i.e. in doctor’s 
offices and other primary care settings.  
 
VII.  Intervention ÒMenuÓ Options 
 

                                                 
8 Langley, C., Nolan, K., Nolan, T., Norman, C., & Provost, L. (1996).  The Improvement Guide: A Practical Approach to 

Improving Organizational Performance, San Francisco: Jossey-Bass.
 

 
9  Green, L., & Glasgow, R. (2006). Evaluating the relevance, generalization and applicability of research:  Issues in 

external validation and translation methodology, Evaluation and the Health Professions, 29(1), 126-153.  
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We have proposed that Vancouver Coastal Health develop a “menu” of 
evidence-based intervention options for patients with chronic disease needing 
SMS. Although this menu of options will be different for patients at different 
stages or levels within the framework (e.g. SM vs. SMS), the menu should 
include the following evidence-based approaches.    
 
 
The 5AÕs  
This approach uses the 5 “A”s  – Assess, Advise, Agree, Assist, Arrange – as a 
method for assisting clinicians and others in guiding patients and families who 
are coping with chronic conditions, to develop goals and action plans for 
behaviour change. The model contains suggestions for change in one-on-one 
encounters, at the clinical practice team level, and at the level of community 
policy.10 11 With the integration of motivational interviewing as an “all purpose 
tool”, the 5As can also serve as a consistent framework for leading clients to new 
menu options.  
 
Motivational interviewing is a directive, client-centred counselling style for eliciting 
behaviour by helping clients to explore and resolve ambivalence. It is focused 
and goal-directed. Motivation to change is elicited from the client. In a therapy 
setting, a counsellor explores the conflict between two courses of action.  
Counselling skills include: reflective listening, monitoring a client’s readiness to 
change, and affirming the client’s freedom of choice and self-direction. This 
technique is not possible if the clinician assumes an “expert” role, assigning a 
passive role to the patient.12   
 
 
The Lorig/Stanford Approach 
Kate Lorig, director of the Patient Education Research Center at Stanford 
University, developed the original self-management model 25 years ago.  
Through the years, the Lorig/Stanford approach has been used with patients 
living with a variety of chronic diseases and has been evaluated in a range of 
settings. Programs based on the model address continuous use of medication, 
behaviour change, pain control, coping with emotional reactions, learning to 
interpret changes in the disease and its consequences, and use of medical and 
community resources. Participants generally experience a reduction of 
symptoms, improved physical activity, and significantly less need for medical 
                                                 
10 Whitlock, E.P., Orleans, C.T., Pender, N., & Allan, J. (2002).  Evaluating primary care behavioral counseling 

interventions:  An evidence-based approach. American Journal of Preventive Medicine, 22, 267-284.
 

11 Glasgow, R.E., Davis, C.L., Funnell, M.M., & Beck, A. (2003, October).  Implementing Practical Interventions to 

Support Chronic Illness Self-Management in Health Care Settings:  Lessons Learned and Recommendations. Joint 

Commission Journal on Quality and Safety. 
12 Rollnick, S., & Miller, W. (1995).  What is motivational interviewing? Behavioural and Cognitive Psychology, 23, 325-

334. 
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treatment. An important element for participants in this group-based approach is 
learning from each other, and the principal reason for benefit is increased 
participant confidence in their ability to cope with their disease.13 14    
 
While many patients will not choose such a group-based model, the growth of the 
Internet has allowed more patients, particularly those living in rural areas, to 
participate in this approach through e-mail discussion groups and on-line support 
groups. Further research is needed to develop and evaluate these extensions. 
  
 
VIII.  Supporting Evidence for the Proposed New Framework 
 
 
The following evidence statements, representing the evidence base for this 
report, are derived from seminal articles in the SM and SMS field. These articles 
were identified by the expert advisory panel for the purpose of the rapid response 
approach taken for this project and, in the collective opinion of panel members, 
reflect the best available knowledge about SM and SMS.  (These articles are 
listed in the recommended reading list at the end of this report.)    
 
Furthermore, the evidence statements below are graded according to the number 
and quality of research studies upon which they are based. An explanation of the 
grading categories used (e.g. strong direct evidence, moderate indirect evidence, 
etc.) is provided at the end of this section.    
 
 
Evidence Statements 

• There is strong direct evidence across a range of chronic disease 
conditions that skills training approaches (i.e., providing information, 
problem-solving and other skills, and external supports) to health 
behaviour change are effective, but need training opportunities and on-
going check-up to deliver these effectively. 

 
• There is strong direct evidence that self-efficacy is one of the key 

mediating factors. 
 

• There is weak direct evidence, but moderate indirect evidence to support 
routine, brief interventions in primary care and similar contexts. This needs 
system-wide support to prompt and ensure delivery.  

                                                 
13 Lorig, K.R., Mazonson, P.D., & Holman, H.R. (1993).  Evidence suggesting that health education for self-management 

in chronic arthritis has sustained health benefits while reducing health care costs. Arthritis Rheumatism, 36, 439-446.
 

14 Lorig, K.R., Sobel, D.S., Stewart, A.L., Brown, B.W., Bandura, A., Ritter, P., et al.  (1999). Evidence suggesting that a 

chronic disease self-management program can improve health status while reducing hospitalization: a randomized trial. 

Medical Care, 37: 5-14.
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• There is moderate evidence to support the effectiveness of outreach 

interventions, but they do need a minimal level of support through primary 
care contact.   

 
• There is insufficient evidence to make specific recommendations about 

tailoring interventions to individual and circumstantial factors.  However, 
there is moderate to strong indirect evidence for a patient-centred 
approach that takes these factors into account. This approach requires 
that health care workers understand their patients and what their goals 
are, that the work be shared/distributed among staff, and that they provide 
(gently, with permission and based on what matters to people) what is 
known about the patient’s current state of health and behaviour, and 
support patients making healthier choices when that is what they want. 
Simply put, patient-centred care is not so much about promoting 
behaviours as promoting confidence, problem-solving skills, and informed 
decision-making. 

 
Grading Categories15 
 
Strong direct evidence: Consistent findings in two or more empirical studies of 
appropriate design and high scientific quality designed to test the effectiveness of 
self-management support (SMS) interventions. 
Strong indirect evidence: Consistent findings in two or more empirical studies of 
appropriate design and high scientific quality, from theoretically related research 
but not from a test of the effectiveness of self-management support (SMS) 
interventions. 
Moderate direct evidence: Consistent findings in two or more empirical studies of 
less appropriate design and/or of acceptable scientific quality designed to test the 
effectiveness of self-management support (SMS) interventions. 
Moderate indirect evidence: Consistent findings from theoretically related 
research in two or more empirical studies of less appropriate design and/or of 
acceptable scientific quality, but not a test of the effectiveness of self-
management support (SMS) interventions. 
Limited evidence: Only one study of appropriate design and acceptable quality 
available, or inconsistent findings in several studies. 
No evidence: No relevant study of acceptable scientific quality available. 

                                                 
15 Greenhalgh, T., Robert, G., Macfarlen, F., & Kyriakidou, O. (2004). Diffusion of innovations in service organizations: 

systematic review and recommendations. The Milbank Quarterly, 82(4), 581-629. 
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IX.  Key Messages for Planners & Providers 
 
 

• The evidence we have supports well-developed strategies based on 
Bandura’s social cognitive theory, and the broadening of that theory by 
people like Dan Stokols in his social ecological theory, to highlight the 
importance of the environment and personal/social context. 

• The theory clearly suggests there will be no “one size fits all.” A 
population-based strategy needs to include a menu of patient-centred 
options that can be tailored to the individual’s and family’s capacities, 
circumstances and preferences. 

• The same basic menu of behaviour change strategies to build an 
individual’s ability to self manage can be used across major chronic 
diseases, including heart disease, diabetes and arthritis, but must be 
tailored to the requirements and realities of specific situations, e.g. number 
of staff and their expertise, urban vs. rural settings, availability of training 
resources, literacy levels of patients, patient preferences, etc.  

• From a health systems perspective, this means that a manageable 
number of flexible options need to be developed and integrated in ways 
that ensure access and continuity across a range of health care and 
community services and resources. The options should range from 
broadly available strategies that can engage a large proportion of the 
population with chronic disease requiring SM and SMS, to more focused 
and intensive strategies to build problem-solving and self-management 
skills. A population approach requires tracking and feedback loops for 
continuous systems improvement and evaluation. 

• Personal self-management skills include: 
o Goal setting – involving specific, quantifiable and reasonable 

short- and long-term goals. 
o Self-monitoring – systematic observation and recording of 

behaviour 
o Stimulus control – eliminating or minimizing environmental cues 

for the target behaviour(s) 
o Cognitive restructuring – identifying and changing thoughts and 

beliefs that can undermine behaviour change efforts 
o Problem solving – used to identify and cope with high-risk 

situations.  Problem solving steps include:  
(a) specifying the situation;  
(b) generating several possible coping strategies;  
(c) evaluating possible coping strategies;  
(d) planning and implementing the best strategy;  
(e) evaluating the effectiveness of the coping strategy; and  
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(f) re-evaluating and selecting another solution if necessary.   
o Social support – seeking support and informing others of the types 

of support desired. 
• The greatest challenge for SM and SMS is not at the individual level – 

where there are effective, evidence-based strategies – but at the systems 
level, where the optimal mix of clinical, community, and informal (personal, 
family, friends) strategies is difficult to deliver and evaluate.  

• The Expanded Chronic Care Model is a useful framework for planning and 
continuously improving a systems strategy. 

• Important systems factors required for supporting effective population-
based SM and SMS include the provision of:  

! a range of delivery strategies or formats (e.g. primary care 
counselling, telephone, email, Internet);  

! tools to evaluate alternative strategies for individuals;  
! system enhancements to provide Vancouver Coastal Health’s 

information systems with the capability for tracking patient 
outcomes, prompting interventions, integrating the above elements, 
and to work with relevant community partners. 

 
X.  Recommendations 
 
The following recommendations were developed following review of a preliminary 
draft of this report with Chris Rauscher and a number of his Vancouver Coastal 
colleagues. These recommendations are consistent with the results of the rapid 
realist review and with the population-based strategies for SMS outlined in the 
report.  
 
Based on evidence supporting the effectiveness of a population approach to 
chronic disease SMS, it is recommended that Vancouver Coastal: 
 

!  Develop the capacity to quickly produce evidence-based guidance for 
program development, innovation and implementation, i.e. a “sounding 
board” for specific questions, such as “What level of SMS can be provided 
through a “team” approach in a GP’s office?”,, etc.  One way to facilitate 
this type of guidance is by using an expert panel, similar to the panel that 
conducted the rapid realist review of evidence upon which this report is 
based. 

 
!  Develop a business case for ongoing integration of research and 

evaluation support services for system innovation and improvement, and 
for knowledge exchange. 

 
!  Develop an evaluation framework for improving quality at a systems level, 

focusing on process, impact and coordination within and across delivery 
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systems.  In January 2004, Vancouver Coastal hosted such a session, led 
by Bob Prosser and Danielle Papineau, about the introduction of 
electronic medical records.  A similar process might be undertaken for this 
purpose with regard to pilot test sites.  

 
!  Develop a generic set of indicators for use at the population level in 

chronic disease self-management support (CDSMS) for the following 
purposes: 

 
♦ Triaging  
♦ Assessing outcomes 
♦ Demonstrating the value of specific strategies 
 

!  Develop a cost-effectiveness approach to analyzing the strengths and 
weaknesses of potential SM and SMS menu options in a comprehensive, 
population-based CDSM strategy. 

 
!  Develop models for population-based CDSMS partnership and resource 

allocation (e.g. mix of VCH staff and primary healthcare practitioners). 
 

!  Collaborate with other jurisdictions to understand needs and options, both 
across BC and beyond (e.g. the Seattle/King County public 
health/community partnership initiative) to develop comprehensive 
CDSMS. 

 
!  Conduct an environmental scan and assessment of existing tools that 

might fill gaps in systems innovation strategy (e.g. new U.S. Agency for 
Healthcare Research and Quality (AHRQ) resource kit for asthma control, 
to complement their existing resource kit for diabetes). 

 
!  Conduct a second rapid review and expert consultation to better 

understand the nature of effective self-management from a patient-centred 
perspective.   

 
!  Take advantage of VCH’s existing community engagement processes and 

access to patients to research new approaches and more effective ways 
of delivering SMS. Use this same access to community and patient 
resources for evaluating the outcomes of such programs.   

 
!  Develop and implement a series of case studies to assess a systems 

framework for CDSMS (e.g. renal, depression, mobility and falls 
prevention.) 

 
!  Commission a white paper to explore options for enhancing the BC 

HealthGuide suite of services to better provide CDSMS from a population 
perspective. 
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XI.  Recommended Reading List 
 

Document Source Summary of Article By Population By 
Environment 

Funnell M  & 
Anderson R. Putting 
Humpty Dumpty 
back together again: 
Reintegrating  the 
clinical and 
behavioral 
components in 
diabetes care and 
education.  Diabetes 
Care. 12(1):19-23, 
 1999. 

Diabetes self management education for 
patients remains patterned after how 
information is presented for practitioners. 
Clinical content is the primary focus with 
psychosocial and behavioural content 
often viewed as nonessential. The 
personal perspective of the patient is 
often overlooked.  A more patient-centred 
approach acknowledges the totality of the 
patients’ experience and allows patients 
to guide the educational process.  

Diabetics, with 
focus on self-
management 
education 
practices 

Group and 
individual 
settings 

Bodenheimer T, 
Lorig K, Holman H, 
Grumbach K. (2002). 
 Patient self-
management of 
chronic disease in 
primary care. 
Journal of American 
Medical Association, 
288(19), 2469. 

Summarized current gaps found in SM 
literature: (1) unknown how long 
favourable outcomes and reduced costs 
continue after SM intervention, (2) studies 
of SM programs have been criticized for 
using volunteers. Is the general 
population less motivated? (3) precise 
conditions essential for success in SM 
education remain to be determined.  

Various Various 

Lorig  K, Holman H. 
Self-management 
education: history, 
definition, outcomes, 
and  mechanisms. 
Ann Behav Med. 
2003  Aug;26(1):1-7. 
  

Operationalizes self-management around 
three tasks (medical management, role 
management and emotional 
management) and six self-management 
skills (problem solving, decision making, 
resource utilization, the formation of a 
patient-provider partnership, action 
planning and self-tailoring.)  SM effects 
related to health behaviour and status are 
greatest when increase in self-efficacy is 
realized. 

Stanford 
Patient 
Education 
Research 
Center has 
programs for 
those living 
with arthritis, 
people with 
HIV/AIDS, back 
pain and 
chronic disease 
(general)  

Diverse 
populations 
and countries, 
choice in 
setting is 
needed (small-
group, groups 
visits with 
providers, 
Internet-
mediated, 
telephone 
counselling and 
automated 
telephone 
disease 
management)  
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Clark, N. (2003). 
Management of 
Chronic Disease by 
Patients, Annu. Rev. 
Public Health, 
24:289–313 

Using proven programs as intended, 
rather than liberal adaptation, increases 
the chances of achieving desired 
outcomes. Serious gaps in understanding 
and improving disease management by 
patients remain because of an emphasis 
on clinical settings for program delivery, 
neglect of factors beyond patient 
behaviour that enable/deter patient 
management, limitations of study designs, 
reliance on short-term vs. long term 
assessments, and failure to evaluate the 
independent contributions of various 
program components.  

Various 
populations 
(includes 
results of 
disease-
management 
and self-
regulation 
interventions)  

Various, but 
all based in 
clinical 
settings. 
Includes 
section 
entitled, 
“Role of 
Clinicians in 
Fostering 
Disease 
Management 
by Patients” 

Glasgow, R. E., 
Goldstein, M. G., 
Ockene,  J. K., & 
Pronk, N. P. 
(2004/8). Translating 
what we have 
learned into 
 practice: Principles 
and hypotheses for 
interventions 
addressing multiple 
 behaviors in primary 
care. American 
Journal of 
Preventive Medicine, 
27(2,  Supplement 
1), 88-101. 

Contextual factors are influential in 
determining success at both the patient 
and the office practice level.  Greater 
attention should be paid to creating 
supportive family, healthcare system, and 
community resources and policies.  

Various, did not 
specify 

Primary 
health office 
settings 

Glasgow RE, Davis 
CL,  Funnell MM, 
Beck A. (2003). 
Implementing 
practical 
interventions to 
 support chronic 
illness self-
management. Joint 
Commission Journal 
on  Quality and 
Safety, 29(11), 563-
574. 

Practices must be redesigned to support 
effective partnerships between clinicians 
and patients.  Involve ongoing 
measurement of key improvement 
indicators. Keep focused “on the 
denominators” and not on the early 
adopters.   

Various, did not 
specify 

Primary 
health office 
settings 
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Chodosh, J., Morton, 
 S. C., Mojica, W., 
Maglione, M., 
Suttorp, M. J., & 
Hilton, L. et al. 
 (2005). Meta-
analysis: Chronic 
disease self-
management 
programs for older 
 adults. Annals of 
Internal Medicine, 
143(6),  427-438.   

The outcomes found to have the greatest 
effect of chronic disease SM programs 
(blood glucose & blood pressure 
reduction) are also the outcomes for 
which very effective pharmaceutical 
therapy exists. Do SM programs achieve 
their effect through enhanced adherence 
to medications? Literature is limited in 
what constitutes “essential elements” in a 
self-management program for older 
adults. Could not identify elements of 
program which were significantly 
associated with greater efficacy of SM 
programs.  

Older adults, 
non-disease 
and condition 
specific 

Various 

Hibbard, J, Stockard, 
J. Mahoney, E. and 
Tusler, M. (2004, 
Aug., Part I). 
Development of the 
Patient Activation 
Measure (PAM); 
Conceptualizing and 
Measuring Activation 
in Patients and 
Consumers. Health 
Services Research, 
39, 4, 1005-1026. 

Includes a Patient Activation Measure that 
can be used at the individual patient level 
to tailor interventions and assess change. 
Activation appears to involve four stages:  
(1) believing the patient role is important; 
(2) having the confidence and knowledge 
necessary to take action; (3) actually 
taking action to maintain and improve 
one’s health; and (4) staying the course 
even under stress.  

Patients with 
and without 
chronic illness 

Various 

Brug J, Oenema A, 
Ferreira I. Theory, 
evidence and 
Intervention Mapping 
to improve behavior 
nutrition and 
physical activity 
interventions. Int J 
Behav Nutr Phys Act 
2005; 2:2. 

Promotes the use of “intervention 
mapping” as successful behavior change 
interventions are dependent on the ability 
to influence mediators (i.e., determinants 
of action, including different cognitions as 
well as environmental factors).  
Environmental change may yield the most 
gains, but are the results of changes in 
behavior of “decision makers” at different 
levels and not within the control of 
individual patients. 

Those who 
would benefit 
from nutrition 
and physical 
behavior 
change 

 


