
ABSTRACT
There is both a clear need and a political will to
improve self-care in long-term conditions: demand for
self-care support interventions is rising. This article
discusses current approaches to supporting self-care
in primary care, evidence in favour of self-care support,
and issues for GPs to consider in planning self-care
support systems. In planning care pathways, important
choices need to be made about whether to use
individual or group-based approaches and what
intensity of intervention is appropriate to match patient
needs. Investment may also be needed in both health
professional competences and practice systems to
optimise their ability to support patient self-care. Self-
care support is a key approach for the future of UK
health care. Practices that are well trained and well
organised to support self-care will respond better to
the complex challenges of achieving improvements in
the outcomes of long-term conditions.
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achieving patient behaviour change is a major source
of frustration for many health professionals. This
article seeks to draw together and discuss some of
the complex issues around supporting improvements
in self-care in general practice.

WHY DOES SELF-CARE MATTER?
Long-term conditions affect millions of people in the
UK and account for around 80% of GP
consultations.3 It is widely acknowledged that
patient self-care is a major determinant of health
outcomes for these patients. Poor glycaemic and
blood-pressure control in diabetes is a primary
source of cost4 and morbidity,5 and around half of
the patients on oral therapy do not achieve
adequate glycaemic control.6 Poor control of asthma
symptoms results in 74 000 emergency admissions
and 4 000 000 primary care consultations per year.7

Only a minority of people with hypertension achieve
target levels for control.8 The way that patients cope
with illnesses in terms of stress and emotional
consequences is also a crucial aspect of patient
wellbeing.9,10 In summary, the effects on patients’
quality of life and the costs to society of poor self-
care are considerable.
Self-care affects health outcomes through several

pathways:11

• adherence to treatment regimes;
• maintenance of good physical health through
lifestyle choices (for example, diet, not smoking);

• monitoring symptoms to inform treatment/self-
care decisions;

• monitoring and managing stress and/or emotional
consequences of illness;

• interacting effectively with health professionals to
ensure that patients’ needs are expressed and
addressed; and

• using social support networks to help to achieve
the above.

From the above, it is clear that self-care is
something patients do all the time and that, in most
cases, the majority of care received by patients with
long-term conditions is self-care.10 However, there is
considerable scope for improving self-care.1,3,11–14
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Supporting self-care in
general practice

Colin J Greaves and John L Campbell

INTRODUCTION
How many health professionals does it take to
change a lifestyle? The issue of behaviour change
and how to achieve it is an important challenge for
GPs. Changing the self-care behaviour of patients is
relevant not only for preventing future health
problems, such as heart disease and lung cancer,
but also in mediating the course of long-term
conditions. Supporting self-care and increased
efforts at prevention are both major aspects of the
government’s current health policy.1,2 However,
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considered to be at around 30–50%15–17 and it is
estimated that 75% of admissions for both asthma
and diabetes are avoidable through self-care
actions.18,19 In addition, the majority of patients do not
engage in recommended levels of physical activity or
follow dietary guidelines.20

As well as being a crucial element of illness
management, self-care in the form of day-to-day
‘lifestyle’ behaviours (such as diet, physical activity,
smoking, and drug use) is also the basis of much
preventative health care.1,21 Major initiatives now
exist on preventing diabetes and its complications,22

stopping smoking, and preventing the progression
of hypertension and hyperglycaemia and other
heart disease risk factors.22,23 The drive to prevent
more illness by promoting healthy behaviour further
increases the need for effective systems of self-
care support.

INTERVENTIONS TO IMPROVE
SELF-CARE
There is a wide range of self-care support
interventions. These have varying levels of intensity,
differences in content, and a range of theoretical
underpinnings (from didactic education to the use of
behavioural counselling techniques and theories of
behaviour change).24–26 Interventions may include
information-giving, addressing motivations and
barriers to change, teaching coping strategies,
designing action plans, dealing with emotional
sequelae of illness, ongoing monitoring/support, or
engaging family and social support. They may be
based in healthcare settings, in the community, or at
home. They may use individual, group, or self-
mediated delivery and may be led by patients,
nurses, GPs, or other specialists. The range of
options is expanding rapidly with intensive case-
management approaches at the highest level and a
plethora of referral options for people with less
complex needs (for example, pulmonary
rehabilitation, exercise prescriptions, structured
group education).
Despite this heterogeneity, trials and systematic

reviews indicate that self-care interventions can be
(but are not always) effective for a range of long-term
conditions.9,24,25,27–32 Recent reviews have identified that
11 of 18 interventions were effective in improving
clinical diabetes outcomes,30 eight of 14 interventions
improved lung function in asthma,24 around 40% of
interventions improved self-reported pain and
disability in arthritis, and that six out of 17
interventions statistically significantly improved
blood pressure in hypertension.25 Other positive
outcomes from such interventions include better
self-monitoring and disease control, reduced
symptoms, improved psychosocial outcomes

(including patient satisfaction, health-related quality
of life, and self-efficacy), and reduced healthcare use.
Attempts have been made to identify the key

components that separate successful and
unsuccessful interventions. Following a critical review
(not a meta-analysis) of over 400 intervention and
review studies,33 Wagner et al in the US identified four
key components for supporting patient self-care:

• collaborative problem definition involving patients
and care providers;

• targeting issues and goal setting;
• active and sustained follow-up; and
• high-quality education/training (including training
in the support of behaviour change).12

There are indications that sustained monitoring or
review30,31,34,35 and more intensive or multifaceted
interventions36–39 may increase the likelihood of
effectiveness. However, meta-analytic reviews have
neither confirmed the other principles mentioned
above, nor have they established alternative key
components.24,25,37 This, perhaps, suggests that there
is no single best approach. However, the evidence
base is not yet good enough to allow such complex
analysis, as these same reviews highlight the lack of
trials comparing interventions based on different
theories. They also highlight a need for more
thorough description and evaluation of intervention
processes, which would facilitate the kind of
component analysis desired.
Hence, although there is evidence that strong

benefits are possible from supporting self-care and
there are some suggestions about best practice, the
key processes for delivering changes in self-care
behaviours are not yet firmly established. So where
does this leave the poor beleaguered GP? As ever,
the job seems to require the making of pragmatic
decisions based on incomplete information. The
following sections outline some of the issues that
might be considered in making such decisions.

How this fits in
In current general practice, supporting patient self-care is arguably more of an
art than a science. Primary care professionals recognise this as a central part of
their work. However, GPs, nurses, and other allied health professionals often
receive little or no formal training in self-support skills and may have limited
knowledge of the emerging evidence base. This article attempts to demystify
self-care support, providing a brief overview of the field and offering some
pragmatic advice on how to appraise and choose between the wide range of
options available. It is argued that practices that are well trained and well
organised to support self-care will achieve greater improvements in outcomes
for patients with long-term conditions.
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GROUP OR INDIVIDUAL INTERVENTION
The mode of delivery of self-care interventions is an
important issue. Group interventions are often used
due to their (assumed) lower cost per person.40 They
are also attractive in that they enhance the
possibilities for intragroup support and the sharing of
coping strategies.40,41

However, a number of patients do not wish to
attend groups. In the recent Cornwall Heart Attack
Rehabilitation Management Study when patients
were offered a choice, 57% chose an individual
rather than a group setting.41 Reasons given for
preferring individual therapies included a desire not
to have to share personal problems with others. The
patient’s right to confidentiality should be respected
in such cases.
The peer support networks established in group

education are temporary and are not usually designed
to be sustained beyond the short intervention period.
Group sessions can be hard to organise, especially in
rural settings,42 and people who miss sessions can
lose touch with the developing group agenda.
Opportunities to tailor the intervention to individual
needs are also inevitably diluted compared with
individual (one-to-one) interventions.
It is not necessarily the case that group

interventions are cheaper per patient than individual
interventions, and there are trade-offs between the
numbers of patients treated and the ‘amount’ of
intervention an individual gets. It is questionable
whether six sessions of 1 or 2 hours (as with the UK’s
flagship lay-led self-care support intervention, the
Expert Patients Programme,43 or diabetes structured
education)44,45 with a group of 6–8 people is more or
less effective than one or two individual 1-hour
sessions. The latter involves similar resource use per
person, but a more individual focus and much less
time input from the patient’s perspective.

Only a few studies or reviews have sought to
compare the effectiveness or cost-effectiveness of
group and individualised approaches,24,40,46–48 and it is
not yet clear if one mode of intervention is generally
preferable. Despite this, in the UK structured group
education and group rehabilitation programmes
for diabetes,45 arthritis,28 and chronic obstructive
pulmonary disease,49 as well as generic group support
interventions,43 are being widely implemented. Group
intervention, therefore, seems to be the dominant
paradigm. Once again, policy races ahead of the
evidence base.
However, the choice of individual or group mode

intervention can also be made on a pragmatic basis
and there are circumstances where one approach
might have clear advantages. The following are offered
as pragmatic, rather than evidence-based, criteria for
selecting the mode of intervention (group or individual)
required in different circumstances. Evidence has,
however, been cited wherever possible.
Individual approaches may be more suitable when:

• the condition is complex;
• outcomes are influenced by multiple psychosocial
factors;

• individual context is important — if self-care
depends heavily on contextual variables, such as
the patient’s social or physical environment, as
well as other life stressors, then it makes sense to
tailor self-care and coping strategies to address
each person’s situation.14,50 Although the health
messages may be similar for many patients (for
example, ‘eat less saturated fat’), the way these
can be realistically implemented may vary greatly
depending on the context of a patient’s day-to-day
life (for example, baseline diet, preferences,
attitudes to food, understanding of the problem,
social context, cultural influences);

More complex cases

High risk casesHigh % of 
professional care

70–80% of people with
long-term conditions

Equally shared care

Professional care

Self
care

High % of self care

Figure 1. The NHS model
of care for empowering
and enabling individuals
to take control of long-
term conditions (source:
Department of Health,
©Crown Copyright 2006).1
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• patients resist taking part in group interventions, or
do not wish to discuss sensitive issues in groups;41

• achieving the aims of the intervention requires a
high level of personal interaction or individually-
adapted advice.

Group approaches may be more suitable when:

• the messages are simple and a more standardised
one-size-fits-all approach is sufficient (for
example, basic education about treatments and
illness);

• peer support, albeit temporary, may be beneficial
(it should be noted that some individual
interventions also involve peer support);51

• the patient expresses a preference for this type of
intervention; and

• group intervention offers a lower cost/higher
throughput and similar effectiveness.

Cultural factors may also affect patients’
preference for group or individual approaches, and
resource availability may also be an issue (for
example, space, suitably trained staff, or volunteers).

TARGETING: MATCHING INTENSITY
TO NEED
Targeting methods may be useful to identify patients
with a level of risk or health outcomes that justify a
more intensive approach; for example, those with
30% or more cardiovascular risk,23 a high frequency
of asthma attacks,14 or people with type 2 diabetes
who are not achieving glucose management targets.5

There is some evidence that appropriate targeting of
self-care interventions can improve effectiveness.52

However, it is worth noting that applying a targeted
approach may necessitate developing practice
systems to identify patients and to provide
interventions matched to need.12

The concept of ‘taking the low-hanging fruit’ is
familiar to GPs and adopting a stepwise approach is
a pragmatic idea that may help to guide decisions.
Some patients do respond to simple verbal advice
and instructions, so this should always be
attempted,53 but when this doesn’t work a more
intensive approach might be considered. In some
situations more than one level of intervention intensity
may be available. In obesity management, for
instance, there is a whole range of options including
simple advice-giving, exercise prescription schemes,
extended counselling sessions (for example, nurse-,
counsellor-, or dietician-led), commercial weight-loss
programmes, and an increasing range of drug and
surgical approaches. The following are offered as
pragmatic criteria for selecting the intensity of
intervention required in different circumstances.

Intensive interventions (whether group or
individual) may be justified if:

• the patient has particularly poor existing outcomes
or increased risk, or if the scope for benefit justifies
a more intensive approach;

• the condition is complex and outcomes depend on
multiple self-care factors; and/or

• previous, less intensive approaches have failed.

Less intensive interventions (whether group or
individual) may be justified if:

• the prevalence of the condition is high and
resource availability is low (for example,
preventative interventions for people with high
diabetes risk);

• the scope for benefit is less (medium rather than
high risk or less severe consequences); and/or

• simple verbal advice-giving and/or patient
information resources have failed.

There is evidence that more intensive or
comprehensive interventions can increase
effectiveness in some circumstances.36–38 However,
there is also a self-evident relationship between
intensity of intervention and cost, which reinforces the
argument for focusing more intensive intervention on
those at the top of the ‘pyramid of need’. This is a
central feature of the NHS strategy for the
management of long-term conditions1 (Figure 1).

PATIENT CENTREDNESS AND SHARED
DECISION MAKING
There is a strong political and philosophical drive
towards adopting self-care approaches that are
responsive to patient agendas and patient
choice.1,43,46,54,55 Although there is some evidence
suggesting that lay-led self-care interventions may
improve health outcomes27,28,56,57 and disease
prevention behaviours, such as immunisation
uptake and breastfeeding,57 this is by no means
conclusive.57,58

The effectiveness trial of the Expert Patients
Programme found that the intervention produced only
small benefits in terms of patients’ self-efficacy (that is,
confidence about being able to manage their condition)
and quality of life.59 The intervention was cost-neutral
due to small savings in self-reported health service
usage. However, this is far from the Department of
Health’s high expectations at the launch of the
programme, which included 40% or more reductions in
hospital admissions and GP consultations.43 This figure
was based on trials of the parent intervention in the
US.56,60 Hence, as with the wider self-care literature, the
evidence base for lay-led self-care interventions is
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mixed; although there is clearly potential for benefit, it
is unclear what the essential components for success
or effectiveness are.
Putting politics aside, it is worth considering

whether approaches that are purely lay led are the
best form of patient-centred support. Optimal care
may be better achieved by finding ways in which
health professionals and patients can work together
to maximise the expertise of both parties, rather than
having one party or other lead the process. A
concordance-based approach requires both parties
to respect and acknowledge the other’s expertise
and remit, and to work together to manage the
condition.61 In the concordance model, the health
professional’s role is to make diagnoses, provide
expert advice and opinion as needed, and act as a
gatekeeper for medications and other health-related
interventions. Patients are acknowledged as an
expert on what is feasible in the context of their own
lives and as having control over treatment
implementation.
This provides a sensible basis for negotiation and,

intuitively, seems like a good approach to delivering
self-care support. There is good evidence that
partnership in primary care is desirable and
acceptable for most patients,62–64 but there is only
limited evidence about the clinical effectiveness of
approaches that follow a model of shared decision
making and concordance. This evidence suggests
that patient satisfaction, communication, and
wellbeing can improve without detriment to health
outcomes.64–67 It should be noted, however, that there
was evidence in one study that a focus on greater
participation may have distracted from the
achievement of secondary, preventative disease
management aims.66

Some health professionals are concerned that
giving patients more autonomy within the context of
the consulting room could lead to poorer patient
outcomes when patient choices conflict with best
medical practice, for example, non-adherence with
medication regimes.68,69 However, this objection is
based on the false premise that patients somehow
do not already have the freedom to make such
choices. Patients are the main decision makers
during the time spent outside of NHS premises, so
they already have almost complete autonomy over
their self-care behaviours. Despite this, there is a
legitimate concern about patients being encouraged
to develop autonomy about self-care to the point
where they no longer involve the health professional,
such as through increased use of self-monitoring
devices and over-the-counter treatments.70

PRACTICE SYSTEMS
Most self-care interventions focus on the patient as

the agent of change. However, good care of long-
term conditions requires both ‘activated patients’ and
a ‘prepared’ practice team.12 Primary healthcare
providers need to be able to assess the needs of
patients, specify appropriate interventions, design
and coordinate care pathways (including targeting
processes), and reinforce self-care support processes
during their own patient interactions if they are not the
intervention provider. There may also be a need to
integrate efforts with wider public health or
community health promotion initiatives, particularly if
the focus is on illness prevention.
There is a need for training health professionals in

how best to support self-care interventions. A recent
review of self-care support24 suggested that health-
provider training in skills of group facilitation,
problem solving, goal setting, and consultation
techniques for supporting behaviour change needs
to be enhanced. Attention should also be paid to
developing practice information, referral and review
systems, staff awareness of the nature of
interventions available, and practice team
competences to deliver or support self-care
interventions.11,12,71 This kind of training is not
common, although the recent launch of the NHS
Working In Partnership Programme’s training
materials on self-care support may help to change
this.10 Training in self-care support, including the
teaching of consultation skills for motivating
behaviour change, should be a core element of
medical education programmes for almost all UK
health professionals.
The importance of the coordinating role of general

practice should not be underestimated. Self-care
strategies for individual patients are developed and
modified over time. Hence, where external self-care
interventions are used, primary-care providers have a
crucial role in reinforcing the self-care messages
given, and in providing consistent, ongoing support
beyond the brief period of the intervention. It is worth
noting that, both in the US and the UK, researchers
have highlighted the dangers of fragmentation of care
due to increasing outsourcing.12,72 This issue may
become increasingly relevant in the UK as the number
of referral-based options for treatment expands.
The developers of self-care interventions also

need to consider how their interventions will be
integrated into the wider process of patient care.
Although some self-care interventions have training
components to address intervention support,9,12,73 or
seek to train health professionals as intervention
providers,71,74 many interventions — such as the
Expert Patients Programme, computerised cognitive
behavioural therapy, and pulmonary rehabilitation —
are designed to be delivered independently outside
the general practice setting.



British Journal of General Practice, October 2007

A prerequisite to the development of practice
systems around a self-care intervention is that the
initiative has the full support of the healthcare team.
Most GPs generally support the principles of health
promotion and supporting self-care; however, a wide
range of practitioner views is evident. Some argue
that supporting behaviour change would be too
resource intensive and that ‘treating risk’ is over-
medicalising the situation, whereas others see clear
benefits for early prevention input.75

Many are sceptical that putting significant
resources into these areas will be effective, and point
to their lack of skills in promoting behaviour
change69,76 and the existing time pressures on
consultations.69,76,77 Others are reluctant to relinquish
control over patient care and highlight the need to
balance increased patient responsibility with
professional monitoring.69,78 Health professional
attitudes and workload or resource issues may,
therefore, affect the development of systems to
support self-care.

LETTING GO
Applying a stepwise approach to self-care support,
designing practice systems to facilitate it, and applying
pragmatic criteria to the choice or commissioning of
self-care interventions will take things a long way.
However, one sticky question remains: at what point
should we stop trying? There will always be some
patients who do not respond to intervention. Even the
most effective interventions will result in behaviour
changes for only 30–50% of patients.79,80

A refusal or inability to engage with self-care may
stem from personal stressors, strongly held beliefs or
attitudes, or other over-riding priorities. However, in a
publicly funded, socially accountable healthcare
organisation, continuing investment of limited
resources in unresponsive patients is ethically
unjustifiable. So, is there a point at which we should
cut our losses?
The motivational interviewing paradigm81 offers

some useful ideas about when to let a case go. The
principle is that of ‘informed choice’: if you are
confident that the patient is aware of the risks or
consequences of their existing self-care behaviours
and the advantages and disadvantages of changing
them, and they decide that they do not wish to
change at this point in time, then that is their choice
to make. At this point, the model proposes that the
therapist or caregiver summarise the situation,
acknowledging that this is the path that the patient
wishes to take.
The patient then leaves with the understanding

that the door is still open for further support if
desired. This approach is not only therapeutic for
patients (who have at least had a chance to explore

their self-care issues and to make a considered
decision) but also for health professionals who can
reassure themselves that they have taken all
reasonable steps for their patient. The seeds for
future change may also have been planted.

CONCLUSIONS
Self-care support is a key technology for the future of
UK health care. However, careful planning is needed
to establish self-care support mechanisms and care
pathways in general practice. Practices that are well
trained and well organised to facilitate self-care
support will respond better to the complex
challenges of achieving improvements in patient self-
care behaviour. These changes are needed to stem
the rising tide of resource use associated with long-
term conditions and to help prevent the future
burden of lifestyle-related illness.

Funding
Colin Greaves is funded by a NIHR Postdoctoral
Development Award (PDA/02/06/031)

Competing interests
The authors have stated that there are none.

REFERENCES
1. Department of Health.Our health, our care, our say: a new direction

for community services. London: The Stationery Office, 2006.

2. Department of Health. Supporting people with long-term conditions: an
NHS and social care model to support local innovation and integration.
London: The Stationery Office, 2005.

3. Department of Health. Improving chronic disease management.
London: The Stationery Office, 2004.

4. Marks L.Counting the cost: the real impact of non-insulin dependent
diabetes. London: King’s Fund Policy Institute, 1997.

5. UK Prospective Diabetes Study Group. UK Prospective Diabetes
Study 6. Complications in newly diagnosed type 2 diabetic patients
and their association with different clinical and biochemical risk
factors.Diabetes Res 1990; 13(1): 1–11.

6. NHS Health and Social Care Information Centre.National diabetes
audit: key findings about the quality of care for people with diabetes in
England. Leeds: NHS Health and Social Care Information Centre,
2005.

7. National Asthma Campaign. Out in the open: a true picture of
asthma in the United Kingdom today.Asthma J 2001; 6(Suppl): 1–14.

8. Wolf-Maier K, Cooper RS, Kramer H, et al. Hypertension treatment
and control in five European countries, Canada, and the United States.
Hypertension 2004; 43(1): 7–10.

9. Lewin B, Robertson IH, Cay EL, et al. Effects of self-help post
myocardial-infarction rehabilitation on psychological adjustment and
use of health services. Lancet 1992; 339(8800): 1036–1040.

10. Chambers R,Wakley G, Blenkinsopp A.Working in partnership
programme. making self-care happen. In: Supporting self care in primary
care. Oxford: Radcliffe, 2006.

11. Clark NM, Becker MH, Janz K, et al. Self-management of chronic
disease by older adults: a review and questions for research. J Aging
Health 1991; 3(1): 3–27.

12. Wagner EH, Austin BT,Von Korff M. Organising care for patients
with chronic illness.Milbank Q 1996; 74(4): 511–544.

13. Hampson SE, Glasgow RE, Toobert DJ. Personal models of diabetes
and their relations to self-care activities.Health Psychol 1990; 9(5):
632–646.

14. Greaves CJ. Psychosocial influences on self-care and health outcomes
in adults with asthma [PhD thesis]. Available via British Library
Thesis Service (BL: DXN058445). Exeter: University of Exeter, 2002.

15. Osman L, Hyland M.Adherence and self management. In: Gibson P,
Abramson M, Costabel U (eds). Evidence based respiratory medicine.

819

Discussion Papers



British Journal of General Practice, October 2007

CJ Greaves and JL Campbell

820

London: BMJ Books, 2004: 91–105.

16. Glasgow RE, Spilker B.Compliance to diabetes regimens:
conceptualization, complexity and determinants. In: Cramer JA (ed.).
Patient compliance in medical practice and clinical trials. New York:
Raven Press, 1991: 209–224.

17. Luscher TF,Vetter H, Siegenthaler W,Vetter W. Compliance in
hypertension: facts and concepts. J Hypertens 1985; 3(1): S3–S9.

18. Blainey D, Lomas D, Beale A, Partridge M. The cost of acute asthma:
how much is preventable? Health Trends 1990–1991; 22(4): 151–153.

19. Alexander WD. Diabetes care in a UK health region: activity, facilities
and costs.Diabet Med 1988; 5(6): 577–581.

20. Nelson KM, Reiber G, Boyko EJ, NHANES III. Diet and exercise
among adults with type 2 diabetes: findings from the Third National
Health and Nutrition Examination Survey (NHANES III).Diabetes
Care 2002; 25(10): 1722–1728.

21. Department of Health.Choosing health: making healthier choices
easier. London: Department of Health, 2004.

22. National Health Service Diabetes Heart Disease and Stroke
Prevention Group.Diabetes, Heart Disease and Stroke (DHDS)
Prevention Project. National Health Service, 2006.
http://www.screening.nhs.uk/diabetes/home.htm (accessed 24 Jul
2007).

23. British Cardiac Society, British Hypertension Society, Diabetes UK, et
al. JBS 2: Joint British Societies’ guidelines on prevention of
cardiovascular disease in clinical practice.Heart 2005; 91: 1–52.

24. Newman S, Steed L, Mulligan K. Self-management interventions for
chronic illness. Lancet 2004; 364: 1523–1537.

25. Chodosh J, Morton SC, Mojica W, et al. Meta-analysis: chronic disease
self-management programs for older adults.Ann Intern Med 2005;
143(6): 427–438.

26. Barlow JH, Sturt J, Hearnshaw H. Self-management interventions for
people with chronic conditions in primary care: examples from
arthritis, asthma and diabetes.Health Education Journal 2002; 61(4):
365–378.

27. Kruger JM, Helmick CG, Callahan LF, Haddix AC. Cost-effectiveness
of the arthritis self-help course.Arch Intern Med 1998; 158(11):
1245–1249.

28. Barlow JH, Turner AP,Wright CC. A randomised controlled study of
the Arthritis Self Management Programme in the UK.Health Educ
Res 2000; 15(6): 665–680.

29. Jones H, Edwards L,Vallis TM, et al. Changes in diabetes self care
behaviors make a difference in glycemic control: the Diabetes Stages
of Change (DiSC) study.Diabetes Care 2003; 26(3): 732–737.

30. Norris SL, Engelgau MM, Narayan KM. Effectiveness of self-
management training in type 2 diabetes: a systematic review of
randomized controlled trials.Diabetes Care 2001; 24(3): 561–587.

31. Gibson PG, Powell H, Coughlan J, et al. Self-management education
and regular practitioner review for adults with asthma.Cochrane
Database Syst Rev 2003; 3: CD001117.

32. Lahdensuo A, Haahtela T, Herrala J, et al. Randomised comparison of
guided self management and traditional treatment of asthma over one
year. BMJ 1996; 312: 748–752.

33. Center for the Advancement of Health. Indexed bibliography of
behavioral interventions of chronic disease. Oxford University Press,
New York, 1996.

34. Anderson RM, Funnell M, Nwankwo R, et al. Evaluating a problem-
based empowerment program for African Americans with diabetes:
results of a randomized controlled trial. Ethn Dis 2005; 15(4):
671–678.

35. Wasson J, Gaudette C,Whaley F, et al. Telephone care as a substitute
for routine clinical follow-up. JAMA 1992; 267: 1788–1793.

36. Renders CM,Valk GD, Griffin S, et al. Interventions to improve the
management of diabetes mellitus in primary care, outpatient and
community settings.Cochrane Database Syst Rev 2001; 1:CD001481.

37. Smith JR, Mugford M, Holland R, et al. A systematic review to
examine the impact of psycho-educational interventions on health
outcomes and costs in adults and children with difficult asthma.
Health Technol Assess 2005; 9(23): 1–182.

38. Rubak S, Sandbaek A, Lauritzen T, Christensen B. Motivational
interviewing: a systematic review and meta-analysis. Br J Gen Pract
2005; 55(513): 305–312.

39. Ismail K,Winkley K, Rabe-Hesketh S. Systematic review and meta-
analysis of randomised controlled trials of psychological interventions
to improve glycaemic control in patients with type 2 diabetes. Lancet
2004; 363(9421): 1589–1597.

40. Wilson SR, Scamagas P, German DF, et al. A controlled trial of two
forms of self-management education for adults with asthma.Am J
Med 1993; 94(6): 564–576.

41. Wingham J, Dalal HM, Sweeney KG, Evans PH. Listening to patients:
choice in cardiac rehabilitation. Eur J Cardiovasc Nurs 2006; 5(4):
289–294.

42. Kennedy A, Gately C, Rogers A, EPP Evaluation Team.Assessing the
process of embedding EPP in the NHS: preliminary survey of Expert
Patients Programme PCT pilot sites. Manchester: National Primary
Care Research and Development Centre, 2004: 1–46.

43. Department of Health. The expert patient: a new approach to chronic
disease management for the 21st century. London: Department of
Health, 2001.

44. Deakin TA, Cade JE,Williams R, Greenwood DC. Structured patient
education: the diabetes X-PERT Programme makes a difference.
Diabet Med 2006; 23(9): 944–954.

45. Department of Health. Structured patient education in diabetes: report
from the patient education working group. London: Department of
Health, 2005.

46. Kennedy A, Nelson E, Reeves D, et al. A randomised controlled trial to
assess the impact of a package comprising a patient-orientated,
evidence-based self-help guidebook and patient-centred consultations
on disease management and satisfaction in inflammatory bowel
disease.Health Technol Assess 2003; 7(28): iii, 1–113.

47. Taylor RS, Watt A, Dalal HM, et al. Home-based cardiac rehabilitation
versus hospital-based rehabilitation: a cost effectiveness analysis. Int J
Cardiol 2006; 119(2): 196–201.

48. Rickheim PL, Weaver TW, Flader JL, Kendall DM.Assessment of
group versus individual diabetes education: a randomised study.
Diabetes Care 2002; 25(2): 269–274.

49. Lacasse Y, Brosseau L, Milne S, et al. Pulmonary rehabilitation for
chronic obstructive pulmonary disease. Cochrane Database Syst Rev
2002; 3:CD003793.

50. Wright RJ, Fisher EB. Putting asthma into context: community
influences on risk, behavior, and intervention. In: Kawachi I, Berkman
LF (eds).Neighborhoods and health. New York: Oxford University
Press, 2003.

51. Doull M, O’Connor AM, Robinson V, et al. Peer support strategies for
improving the health and wellbeing of individuals with chronic
diseases.Cochrane Database Syst Rev 2005; 3:CD005352.

52. Ogilvie D, Foster CE, Rothnie H, et al. Interventions to promote
walking: systematic review. BMJ 2007; 334(7605): 1204.

53. Srivastava P, Currie GP, Britton J. Smoking cessation. BMJ 2006;
332(7553): 1324–1326.

54. Coulter A, Elwyn G. What do patients want from high-quality general
practice and how do we involve them in improvement? Br J Gen Pract
2002; 52(Suppl): S22–S26.

55. Anderson RM, Funnell MM. Patient empowerment: reflections on the
challenge of fostering the adoption of a new paradigm. Patient Educ
Couns 2005; 57(2): 153–157.

56. Lorig KR, Ritter P, Stewart AL, et al. Chronic Disease Self-
Management Program: 2-year health status and health care utilisation
outcomes.Med Care 2001; 39(11): 1217–1223.

57. Lewin SA, Dick J, Pond P, et al. Lay health workers in primary and
community health care.Cochrane Database Syst Rev 2005; 1:
CD004015.

58. National Institute for Health and Clinical Excellence.A rapid review of
the current state of knowledge regarding lay-led self-management of
chronic illness. London: National Institute for Health and Clinical
Excellence, 2005.

59. Kennedy A, Reeves D, Bower P, et al. The effectiveness and cost
effectiveness of a national lay-led self care support programme for
patients with long-term conditions: a pragmatic randomised
controlled trial. J Epidemiol Community Health 2007; 61(3): 254–261.

60. Lorig KR, Mazonson PD, Holman HR. Evidence suggesting that
health education for self-management in patients with chronic
arthritis has sustained health benefits while reducing health care costs.
Arthritis Rheum 1993; 36(4): 439–446.

61. Stevenson F.Concordance. Social theory and health 2004; 2(2):
184–193.

62. Guadagnoli E,Ward P. Patient participation in decision-making. Soc
Sci Med 1998; 47(3): 329–339.

63. Little P, Everitt H,Williamson I, et al. Preferences of patients for
patient centred approach to consultation in primary care:
observational study. BMJ 2001; 322(7284): 468–472.



British Journal of General Practice, October 2007

64. Elwyn G, Edwards A, Hood K, et al. Achieving involvement: process
outcomes from a cluster randomised controlled trial of shared
decision making skill development and use of risk communication
aids in general practice. Fam Pract 2004; 21(4): 337–346.

65. Edwards A, Elwyn G, Hood K, et al. Patient-based outcome results
from a cluster randomised trial of shared decision making skill
development and use of risk communication aids in general practice.
Fam Pract 2004; 21(4): 347–354.

66. Kinmonth AL,Woodcock A, Griffin S, et al. Randomised controlled
trial of patient centred care of diabetes in general practice: impact on
current wellbeing and future disease risk. The Diabetes Care From
Diagnosis Research Team. BMJ 1998; 317(7167): 1202–1208.

67. Lorig K, Feigenbaum P, Regan C, et al. A comparison of lay-taught
and professional-taught arthritis self-management courses.
J Rheumatol 1986; 13(4): 763–767.

68. Jones A, Pill R, Adams S. Qualitative study of views of health
professionals and patients on guided self management plans for
asthma. BMJ 2000; 321(7275): 1507–1510.

69. Blakeman T, Macdonald W, Bower P, et al. A qualitative study of GPs’
attitudes to self-management of chronic disease. Br J Gen Pract 2006;
56(527): 407–414.

70. Ryan A, Greenfield S, McManus R,Wilson S. Self-care: has DIY gone
too far? Br J Gen Pract 2006; 56(533): 907–908.

71. Clark NM, Gong M, Schork MA, et al. Impact of education for
physicians on patient outcomes. Pediatrics 1998; 101(5): 831–836.

72. Gannon C.Will the lead clinician please stand up? BMJ 2005;
330: 737.

73. Sturt J, Cox P. The Diabetes Manual. Warwick Diabetes Care, 2006
http://www2.warwick.ac.uk/fac/med/study/cpd/subject_index/diabete
s/manual/ (accessed 10 Sep 2007).

74. Griffiths C, Foster G, Barnes N, et al. Specialist nurse intervention to
reduce unscheduled asthma care in a deprived multiethnic area: the
east London randomised controlled trial for high risk asthma
(ELECTRA). BMJ 2004; 328(7432): 144–150.

75. Evans PH, Greaves C, Winder R, et al. Development of an educational
‘toolkit’ for health professionals and their patients with prediabetes:
The WAKEUP study (Ways of Addressing Knowledge Education and
Understanding in Pre-diabetes).Diabet Med 2007; 24(7): 770–777.

76. Kennedy A, Gask L, Rogers A. Training professionals to engage with
and promote self-management. Health Educ Res 2005; 20(5): 567–578.

77. Jones A, Pill R, Adams S. Qualitative study of views of health
professionals and patients on guided self management plans for
asthma. BMJ 2000; 321(7275): 1507–1510.

78. Fearn-Smith JDG, Evans PH, Harding G, Campbell JL. Attitudes of
GPs to the diagnosis and management of impaired glucose tolerance:
the practitioners’ attitudes to hyperglycaemia (PAtH) questionnaire.
Primary Care Diabetes 2007; 1(1): 35–41.

79. Tuomilehto J, Lindstrom J, Eriksson JG, et al. Prevention of type 2
diabetes mellitus by changes in lifestyle among subjects with impaired
glucose tolerance.New Engl J Med 2001; 344(18): 1343–1350.

80. National Institute of Clinical Excellence.Hypertension: management of
hypertension in adults in primary care: clinical guideline 18. London:
National Institute of Clinical Excellence, 2004.

81. Miller W, Rollnick S (eds).Motivational interviewing: preparing people
for change. 2nd edn. New York: Guildford Press, 2002.

821

Discussion Papers


