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Abstract 

 

This paper presents a concept analysis examining chronic disease self-management in 

aging adults from a system level perspective. Using Rodgers and Knafl‟s evolutionary 

methodology, literature from nursing and other disciplines was selected. Three sets of paired 

attributes; knowledge/education, relationship/partnership, self-monitoring/self-care and one 

umbrella attribute; action skills were identified. The results revealed that variability exists in how 

self-management is understood and applied amongst the disciplines, and that a knowledge gap 

exists within the nursing literature in relation to aging adults and self-management at the system 

level. However, relative to the literature from other disciplines, nursing has devoted more 

attention to the development of theory focusing on self-management, and two system level 

theoretical frameworks were identified that may support analysis of the attributes presented here.  
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 Chapter 1 

Introduction 

In British Columbia (BC) people aged 65 and older comprise one of every seven 

within the total population, a proportion projected to increase over the next twenty five 

years to that of one out of every four people (British Columbia, 2006). Half of all adults 

are now living with one or more chronic conditions, and this increases to over 68 percent 

amongst those 65 and older (Broemeling, Watson, & Black, 2005). Chronic health 

conditions are variable and complex, as was recognized over twenty years ago at Stanford 

University by Dr. Kate Lorig, who led the development of a Chronic Disease Self-

Management (CDSM) program for people living with arthritis (Centre on Aging, 2008). 

In the years since the inception of the CDSM program, optimization of chronic care of 

older adults within our increasingly complex health care system has become a growing 

priority for care providers, organizations, educational institutions and governments 

(British Columbia, 2007; Broemeling et al., 2005; Center on Aging, 2008; Crowley, 

2005; Hebert, 2002; Thorne, 2002; World Health Organization, 2007).  

The concept of self-management, as aligned with chronic conditions, has 

permeated our thinking to such an extent that it is now considered within the design and 

delivery of health services (Alp, Kanat, & Yurtkuran, 2007; Brody, Roch-Levecq, 

Kaplan, Moutier & Brown, 2006; Costantini, Beanlands, McCay, Cattran, Hladunewich, 

& Francis, 2008; Lorig, Ritter, & Plant, 2005; Vég, Rosenqvist, & Sarkadi, 2006). In 

British Columbia (BC) the Expanded Chronic Care Model (ECCM) (see Appendix A) is 

an example of a system wide framework that recognizes the need for integration of 

multiple contexts in health care delivery, including primary care teams, of which self-
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management is a component (Barr et al., 2003; British Columbia 2006; British Columbia, 

2007; Taylor, 2002). Additionally, there has been a steady increase in the literature 

including commentary about clinical practice and research focused on the application and 

effectiveness of self- management (British Columbia, 2007; Finfgeld-Connett, 2005; 

Kralik et al., 2004; McCabe, 2008; McGowan, 2005; Nagelkerk, Reick, & Meengs, 2006; 

Rogers, 2003; Wilson, Kendall, & Fiona, 2005).  

Human resource shortages in health care have partially influenced changes in 

legislation expanding nursing‟s scope of practice, as well as those of other care providers 

(Canadian Medical Association, 2007; Canadian Nurses Association, 2002; Health 

Professions Act, 2009). This legislated change supports a broader strategy that is moving 

towards the use of integrated care teams, such as the prepared, proactive practice team 

within the ECCM, of which client self-management is a component (British Columbia, 

2007). Further to this diffusion of self-management are concerns expressed within the 

nursing literature regarding the ethical implications and moral work associated with 

asking clients to self manage their health care (Redman, 2007; Townsend, Wyke, & 

Hunt, 2006). These concerns include access to adequate resources, prior preparation in 

the skills necessary to self management, harm potential related to assumed competencies 

and responsibilities when transferring medical care, as well as a lack of standardization 

leading to inappropriate inclusion or exclusion of clients who may benefit (Redman, 

2007).  

One response to these professional and practice issues is noted in the 

establishment of self-management standards, an example of which is the American 

standardization of diabetes self-management education (Funnell et al., 2008). These 
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client focused standards were developed through a nurse led interdisciplinary 

collaboration with the aim to “…support informed decision-making, self-care behaviors, 

problem-solving and active collaboration with the health care team and to improve 

clinical outcomes, health status, and quality of life…”(Funnel et al., 2008, p.97). 

Standardization in processes such as this closes an evaluation and research gap identified 

in a previous systematic review regarding self-management education (Funnell et al., 

2008; Warsi, Wang, LaValley, Avorn, & Solomon, 2004). Another response that 

addresses the research gap is noted in the establishment of centers and alliances dedicated 

to self-care and self-management research (Alliance for Self Care Research, 2009; Case 

Western Reserve University, 2009; University of Wisconsin-Milwaukee, 2009). 

Additionally, the incidence of chronic health conditions and associated outcomes 

on quality of life in the older population has influenced a growing interest in elder 

friendly environments and aging research (NICHE, 2009; Parke & Brand, 2004). Clients 

have also expressed a desire for involvement beyond what has historically existed from 

the “…medical management model centered on prescriptive regimens and 

compliance…to a collaborative self-management model…” recognizing social and 

contextual experiences (Bandura, 2005; BCNAR, 2009; British Columbia, 2009; Clark et 

al., 2008; Finfgeld-Connett, 2005; Kralik, Koch, Price, & Howard, 2004). However, in 

addition to associated terms such as self-care, the term „collaborative self-management‟ 

and the concept of self-management in general, are open to interpretation from influences 

such as discipline, client circumstances, and economic constraints. On the one hand 

collaboration imparts a meaning of partnership between clients and care providers, and 
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on the other hand, self-management suggests a solitary pursuit with attendant 

accountability for outcomes (Northrup, 2002; Thorne, 2002).  

 

Current Practice Context 

Self-management is supported in the literature for those living with chronic 

conditions as an approach towards the attainment and sustainment of optimal health in 

various settings (Farrell, Wicks, & Martin, 2004; Kralik, Koch, Price & Howard, 2004). 

In respect to this approach, the organization I work within has begun to offer regular 

workshops on chronic disease self-management for staff. I attended one of the 

workshops, recognizing that the sponsorship of this education by decision makers 

represented spread of self-management, as a standardized approach to care. In addition, I 

wanted to identify for myself, care providers and sectors that are interested in learning 

about this concept, what the content consists of, and the general level of interest in this 

workshop.  

Practitioners from the community, residential care, sub-acute and Acute Care for 

the Elderly (ACE) units attended the workshop, the majority of who were nurses.  

Content included an overview of B.C.‟s Expanded Chronic Care Model, a review of the 

Baby Boomer trajectory in aging and the rising incidence of chronic health conditions. 

This was followed by an introduction to self-management, including an overview of how 

to partner with clients through the development of action plans, followed by group work 

on a case study. The session concluded with an invitation by the workshop leader to 

begin applying the knowledge and skills in practice. As I was leaving this workshop I 

witnessed a conversation between two nurses who were actively questioning why self-
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management was being promoted within the organization. One nurse asked of the other, 

„what is the intent of all this attention on self-management‟. This nurse asked an 

interesting and pertinent question given that they were being provided with this workshop 

to influence and support their practice. Additionally, this question opens up for discussion 

questions impacting nursing practice and knowledge development, such as how decisions 

are arrived at to sponsor client self-management in general, and how might the provision 

of chronic care and knowledge development be approached within an interdisciplinary 

team environment that is increasingly expected to be client centered, safety conscious and 

eliminate waste (Canadian Patient Safety Institute, 2009).  

I work across various contexts in my organization, and thus I am aware of the 

significant changes arising from the provincial level, which are impacting health care 

services design. These changes are similar to transformations that have occurred in the 

United Kingdom and Veteran‟s Affairs in the United States (Charlton & Andras, 2005; 

Kizer, 1999). Originating at the system level, these reforms involve integration and 

alignment of services across sectors, a focus on client safety, quality improvement, 

transparency in care provision, and accountability through disclosure of harm (Iedema et 

al., 2008; Kizer, 1999; Newman & Vidler, 2006). Foundational to this service redesign 

from the community to acute care settings is the transformation of nursing and allied 

health providers, into integrated, interdisciplinary care teams informed by evidence and 

best practices (iCare, 2009; in-BC, 2009; PHC, 2009). 

Prior experience from Veteran‟s Affairs in the United States indicates that 

reforms such as this can also result in unintended outcomes for clients (Berlowitz, 

Young, Brandeis, Kader, & Anderson, 2009). As well, there is a growing expectation for 
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client representation at the development and provider levels of service design (Patients 

for Patient Safety, 2006). At the national and international levels, the involvement of 

clients, as consumers, is evident in the rise of advocacy groups such as Patients for 

Patient Safety (WHO, 2009). And, in BC the provincial health services is sponsoring a 

similar initiative within primary health care called „Patients as Partners‟ (Impact BC, 

2009). In the U.K, the involvement of clients is referred to as the „expert patient‟ 

program. In BC, client involvement is referred to as the „productive interactions and 

relationships‟ component within the ECCM (see Appendix A), which typically occurs at 

the point-of-contact level (British Columbia, 2007).  

With respect to self-management and diffusion, it is noted that this term „…often 

means different things to different people – and sometimes different things at different 

times even to the same people...” (McGowan, 2005, p.1). From the formal application of 

existing evidence and on-going research that began over twenty years ago with Lorig‟s 

original CDSM program for people diagnosed with arthritis, self-management is now a 

component of system level planning (Bandura, 2005; British Columbia, 2007; Lorig et 

al., 2006). With respect to nursing, these emerging changes are of interest as holistic 

approaches to client and family care are foundational for practice, research, and ethics 

(Hartrick Doane & Varcoe, 2005; Hartrick Doane & Varcoe, 2007; Peter, 2004).  Indeed, 

nursing‟s current body of knowledge and scope of practice positions nurses to continue as 

leaders in all aspects of these emerging changes, which includes expertise in client and 

family relationships, and in the support of preventable outcomes related to living with 

chronic health conditions. 
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Additional Considerations 

The diffusion of knowledge into practice is supported by the application of three 

types of decisions which are: individual choice, consensus or collective choice amongst a 

group, and directive choice by a few individuals based upon authority or power (Rogers, 

2003). The process of diffusion is also influenced by communication, the passage of time, 

and social systems (Rogers, 2003). The diffusion of self-management associated with 

these three decision points carries implications for nursing in relation to professional 

practice and knowledge development. For example, in the evolving environment of 

interdisciplinary teams self-management might be understood differently by the various 

team members. The impact of variation in understanding will become evident in how 

self-management related decisions are arrived at, which interventions are applied, and 

which indicators are established for evaluation. A confounding influence is that a 

common definition of self-management has yet to be established and, thus, variable 

interpretations exist (Kralik et al., 2004; McGowan, 2005). This absence of an established 

definition is an indication that understandings of self-management are, and have been, in 

transition (Rodgers & Knafl, 2000). Within the literature, this state of transition is evident 

by the number of related terms associated with self-management such as self-care, self-

monitoring, self-care management, self-managers, patient directed monitoring, and self-

regulation (Farrell, Wicks & Martin, 2004; Groupp, Haas, Fairweather, Ganger, & 

Attwood, 2005; Nagelkerk et al., 2006; Schoenberg, Stoller, Kart, Perzynsi & Chapleski, 

2004; Sisk, Hebert, Horowitz, McLaughlin, Wang, & Chassin, 2006; Wilde & Garvin, 

2007).  
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Self-management has become significant enough to influence policy directed at 

the point-of-care. Valuable resources from a system level are being directed towards 

client self-management, as illustrated through the adoption of the ECCM within BC 

(British Columbia, 2007). Establishing a clearer conceptual understanding of self-

management will support nursing research, clinical leadership, and is needed to inform 

decision makers in the provision of evidence based chronic care. Adopting a collective or 

consensus approach to diffusion of evidence based knowledge, such as for client self-

management and professional practice, can contribute towards an understanding that is 

representative, and supportive from both a discipline specific and interdisciplinary focus. 

And, in regard to diffusion requiring individual choice, within the client and nurse 

relationship, daily decisions in care involve shared negotiation and the use of best 

practices, processes that require various forms of collaboration. A review of the literature 

focusing on client self-management using Rodgers and Knafl‟s evolutionary framework 

for concept analysis is an appropriate approach to begin this examination of self-

management (Rodgers & Knafl, 2000: Wilde & Garvin, 2007).  

 

Purpose of the Project 

Nursing has demonstrated leadership in the development, provision, evaluation 

and spread of evidence informed practices and programs related to chronic health care, 

and one aspect of this expertise includes client self-management (Lorig et al., 2001; 

Taylor, 2002). In the context of care delivery through interdisciplinary teams, nursing 

brings forward established leadership and recognized expertise in the creation of effective 

programs associated with client care (Jessup et al., 2006; Johansson, Adamson, Lins & 
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Wredling, 2004). This leadership expertise includes skills in the development of 

collaborative teams, optimal client care, outcomes, and research. An emerging change is 

a shift towards partnership, or egalitarian collaboration, with clients, families and other 

care providers in care decisions (iCare, 2009; Koch, Jenkin & Kralik, 2004). Although 

familiar to nursing, this change in partnering with clients and families as co-participants 

shifts health care planning, and therefore service provision, from a hierarchical medically 

driven base towards a process of shared decision making and accountability across an 

integrated team structure (Hartrick Doane & Varcoe, 2005).  

Indeed, nursing has been developing a body of informed knowledge involving 

clients and families that aligns with this move towards partnership for years (Lorig et al., 

2006; Tomey & Alligood, 2002). As these changes in team structures progress, it is 

important to build upon research identifying nursing quality indicators sensitive to client 

safety and optimal outcomes (Gallagher & Rowell, 2003; Ingersoll, McIntosh, & 

Williams, 2000; Savitz, Jones & Bernard, 2005).   In respect to knowledge development 

and these changes at the system level, the ECCM framework supports various population 

health groups including older adults, and a central feature foundation to professional 

nursing practice includes „productive interactions and relationships‟ between clients and 

care providers (British Columbia, 2007). How self-management is understood, and 

therefore applied, is a relevant consideration (McGowan, 2005). 

I suggest that within this context, self-management is still evolving and remains 

open to interpretation by various stakeholders. Indeed, this state of change presents an 

opportunity to continue developing knowledge in the interests of clients, families, and in 

support of informed nursing practice. For example, several key influences important for 
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nursing to consider at this time in relation to self-management include: the move towards 

integrated care teams, the focus on client-centered care, the adoption of frameworks such 

as the Expanded Chronic Care Model (ECCM), expectations of evidence-informed care 

from various stakeholders, and the necessitate to evaluate processes and outcomes.  In 

respect to these influences, a concept analysis of chronic disease self-management in 

mid-life and older adults will provide support and direction for nursing practice, research, 

and interdisciplinary care delivery. 

 

Chapter 2 

Overview of Concept Analysis Methodology  

The intent of this project was to conduct a concept analysis drawing from 

professional literature focusing on chronic disease self-management in mid-life and older 

adult populations. Rodgers and Knafl‟s (2000) evolutionary methodology is the 

framework I used in this analysis. This method includes identification of a concept, 

determination of the setting and sample size, data collection, data analysis, identification 

of an exemplar, and concludes with a discussion regarding the implications from the 

findings. The objective of this analysis was to support concept clarification by identifying 

key words used in relation to a concept, in this instance self-management. In addition, 

similar and varying usages of the concept were identified. This analysis was supported by 

reviewing literature from nursing and other disciplines (Rodgers & Knafl, 

2000).However, it is important to first establish a need for analysis of any concept, and 

one strategy is to determine this need is by assessing if the concept has been spreading 

over time. Spread, or diffusion, of a concept, is one indicator that the concept has a 
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practical use, and that it is significance. The results of an analysis using this methodology 

provide direction for further investigation. 

 

Methodology 

I started by conducting an exploratory search in CINAHL and Medline using the 

word „self-management‟. This initial search produced returns reaching into the thousands. 

Based upon this information, I inferred that a narrowing of the time period would provide 

further insight into the degree of interest, or spread of innovation, and therefore the value 

of self-management within professional practice and research over time (Rodgers & 

Knafl, 2000; Rogers, 2003). Therefore, in the follow-up to this first step of the inquiry 

another search by five year segments ranging from 1978 to 2008 was completed. This 

approach validated my question as the results revealed an accelerated increase in 

published articles, particularly during the last five years, that included a reference to self-

management (Clark et al., 2008; Davidson, Paull, Rees, Daly, & Cockburn, 2005; Kralik 

et al., 2004; Koch, Jenkin, & Kralik, 2003; Lorig et al., 2006; McGowan, 2002; Redman, 

2007; Tanner, 2004). 

Highlights from this search included a search conducted in the CINAHL database 

using the term „self-management‟, resulting in 20 published articles prior to the end of 

December 1986; however in the five years between January 2004 and December 2008 a 

total of 1439 articles were published. A similar search conducted in the MEDLINE 

database resulted in 165 articles published prior to December 1986, and for the five years 

between January 2004 and December 2008 a total of 1967 articles were published. For 
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both data-bases, searching between the years 1987 to 2003 resulted in returns 

demonstrating steady increases in publications referencing self-management. 

I began, defining my sample and setting, with the decision to manage the large 

number of available articles by omitting popular sources of literature, and by focusing on 

professional publications from nursing and other disciplines. I further defined this 

sampling approach with the decision to select articles published as research in order to 

provide analysis from an evidence informed perspective. Rodgers and Knafl suggest a 

baseline of 30 articles for each discipline, or one-fifth of the total sampling available. I 

decided that if additional articles were needed, these would be supplemented by a random 

selection from non-research based professional literature. 

 A test search using the term „self-management‟ with and without a hyphen 

produced similar results. The criteria for the literature search included the following: 

selection by the term self-management, publication between the years January 2004 to 

December 2008, and health care professional authorship inclusive of nursing and non-

nursing sources.  In addition, articles were screened adding either the advanced search 

terms of adults and older adults or through hand selection if this option was not available. 

Exclusion criteria during the search included children and adolescence, and consumer 

literature. The publication language selected was English. All searches were conducted 

using a Boolean search mode.  

A data collection template following guidelines as outlined by Rodgers and Knafl 

(2000) was created using a table format in Microsoft Office Word 2003 (see Appendix 

B). The databases selected included CINAHL, Medline, Ageline, and Telemedicine 

Information Exchange. These databases offer a comprehensive assortment of material 
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from a wide selection of professional journals that are peer reviewed. CINAHL and 

Medline are interdisciplinary, and Ageline offers a number of journals targeting the 

health of older adults. Telemedicine Information Exchange was a database chosen out of 

curiosity as it represents the emerging field of e-health and offers another lens with which 

to view the dissemination of knowledge. A total of six searches were conducted, of 

which, searches one to four used the search term „self-management‟.  

The first literature search was conducted using CINAHL, selecting for full text 

articles. The search mode used was inclusive of all genders; the publication type was 

research, with a journal subset of core nursing. Results from this search numbered 36 

articles. A visual search omitted several of these studies that were specific to children and 

adolescent populations leaving 22 articles that met the criteria for analysis. Of note, in 

CINAHL within the parameters available for selection under research, several specific 

types of research articles were available for selection including clinical trial, research 

instruments, and systematic review. A decision was made to search with the term 

„research‟ thereby opting for a general return in the results.  

The second literature search was conducted in MEDLINE selecting for full text 

articles. This database has sixteen selections under research including: clinical trial, 

clinical trial phases 1 to 4, random controlled trials, and meta-analysis. The search mode 

used was inclusive of all genders, therefore a decision was made to select for all 

publication types and screen for appropriate articles by hand. This resulted in 102 

articles. The search was then refined with an advanced search selecting for adults 

between 45 and 65 years old, the most representative population sample relative to the 
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CINAHL search. The final results with this advanced search narrowed the returns to 29 

articles, of which a total of 18 articles were selected for review.  

The third literature search was conducted in the Ageline database selecting for 

linked full text articles. This search resulted in 22 articles; 4 articles were selected for the 

nursing group analysis, and 8 were selected for the non-nursing group analysis. 

The fourth literature search was conducted in the Telemedicine Information 

Exchange database. The publication dates selected were from January 1
st
 2004 to 

December 31
st
, 2008. This search resulted in 47 articles, however 23 of these included 

publications from 2003, which is outside of the parameters for this analysis. Several of 

the articles were technically focused regarding the logistics of telemedicine, networks, 

and a few were focused on children. Many of the articles were abstracts available for 

purchase. Following a scan of the articles listed none were selected for inclusion in the 

analysis. 

A fifth literature search was conducted approximately half-way through the 

nursing literature review and data collection phase to explore if there were any articles 

published in nursing journals that considered self-management within a larger system 

context. This search was conducted in CINAHL with full text, under nursing journal 

subset, using the search term „self-management and systems level‟. The search mode 

used was to „find all my search terms‟, inclusive of all genders and publication types. 

Three articles were successfully located, however these focused on children, public 

health or career ladders. As a result none of the returns were chosen for analysis. 

A sixth search using the term „self -care‟ was conducted in the CINAHL database 

following the analysis process. This search was conducted out of curiosity as „self-care‟ 
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was the most common surrogate or related term noted during the review. This search 

demonstrated an overlap in the articles retrieved. No additional articles from this search 

were selected for review. 

In order to provide a balanced representation of all non-nursing disciplines during 

the selection process, the first author of each article was identified as representing a 

profession. However, I discovered that the parameters for selection of potential articles 

amongst the databases varied slightly. As a result of this variation, the selection process 

for the non-nursing literature needed to be completed by hand as the profession of the 

lead author was not always apparent. Although this screening process took a little longer, 

a variable and representative sampling for the non-nursing grouping resulted. Still, 

amongst the entire non-nursing group of articles available as research I discovered that 

medicine was the dominant profession represented.  

Preparation for review was first approached by placing the selected articles into 

two groups; one group included 25 nursing articles; the other group included 27 non-

nursing articles. The articles were selected based upon the quality of the work, with an 

emphasis to select for articles that were research based. Each group of articles, arranged 

in a random order, was then numbered consecutively in the top right corner. The nursing 

group were numbered from 1 to 25 and reviewed first. During this review, several 

reference and classical articles were added as these offered a deeper understanding on 

how authors and researchers are approaching self management knowledge synthesis and 

understanding. These additional articles brought the total number reviewed to 28 for the 

nursing group. The non-nursing articles were numbered 29 to 55, and included primary 

authors from the following disciplines: anthropology, chiropractic, dietary, kinesiology, 
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medicine, naturopathy, pharmacy, physiotherapy, social work, sociology, psychiatry, and 

psychology. Amongst the authors in the non-nursing literature, nurses were represented 

in two articles. During this review, additional referenced material was not selected as 

there were no notable examples directed to the concept of self-management. However, a 

decision was made to include a single meta-analysis that was retrieved during the 

Medline search; this article was the only meta-analysis located using the search term self-

management. 

In summary, 28 nursing articles and 28 non-nursing articles were included for 

analysis. All of the articles were read by the author consecutively as numbered. A single 

data sheet was used for each article (see Appendix B). Data collection was organized by 

assigning complementary numbers to a single data sheet at the time an article was 

reviewed. All the data sheets were collated, clipped, and secured with the original article 

groupings. 

 

Data Capture Process and Identification of Attributes 

Each article was reviewed at least once. I began this process by collating the 

assigned article number onto the data collection sheet, and by noting the specifics of the 

article. The review process was iterative whereby various passages were read and re-read, 

key words were highlighted using a transparent marker, and notes were placed in the 

margins of the articles and in the journal. This process continued until I reached a point in 

a review where each category of data, as presented, was coded within the article. The 

highlighted information and notes were then transcribed onto the data collection sheet 
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which was clipped to the article. I continued in this manner until all the articles were 

reviewed. 

As I began the analysis of the identified data components, I realized a need for a 

second data collection form in order to collate the data from each article. I developed a 

second data collection sheet that included the selected categories outlined by Rodgers and 

Knafl (2000) and then began the analysis process by listing each article consecutively, by 

discipline, and according to the appropriate category onto this second sheet (see 

Appendix C). I continued working through all the data collection sheets entering 

additional comments and proceeding along a similar iterative review as completed earlier 

for the articles. 

Once this review and coding was completed, I further realized that analysis would 

require another step in order to draw out themes and patterns. This also helped to clarify 

several instances where it was difficult to determine if an example represented an 

attribute or an antecedent. I am familiar with the value of using concept mapping for 

individual and group planning purposes and decided to use this tool as the next step. As a 

form of association that helps to „fit things together‟ concept mapping is more directed 

than brain-storming. Essentially, concept mapping assists in the identification and 

interpretation of central ideas and associations within existing material in a non-linear 

visual format on a single page. The resulting data can be arranged in clusters, and 

associations can be made throughout this data using lines, arrows, and feedback loops. 

This process eventually draws out themes and gaps and moves data into meaningful and 

usable information (University of Victoria, 2009).  
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I proceeded with the concept mapping process, as suggested by the University of 

Victoria website, by first selecting a single page for each category and placing the 

category word in the center of the page. This approach is also part of the standard 

procedure in evolutionary analysis whereby themes are identified by examining each 

category separately (Rodgers & Knafl, 2000). For example, with the category of 

attributes I proceeded to transfer words from each of the second data collection sheets, 

using a different coloured ink for nursing and interdisciplinary sources. I then began 

arranging the data words around the word „attributes‟ and continued this process working 

from the general to more specific arrangements by drawing lines connecting similar 

words into groups. I repeated this process using a pencil, linking larger groupings of 

words and continuing to connect groups by re-drawing lines until I reached a consensus 

that the category of „attributes‟ was complete and representative of the all data collected 

and distilled to this point.   

As the concept mapping process firmed up, themes began to surface. I noticed 

how several words were common throughout the analysis and had an affinity to cluster 

and converge. Indeed, as I moved through the methodology and cycles of analysis, a 

point of consensus was reached and word alignments formed. It occurred to me how 

these associations amongst the words had a certain „ying and yang‟1 quality, and how 

these word clusters could be distilled into pairs. Initially I thought of these word pairings 

as having intrinsic and extrinsic characteristics, where the first word could be understood 

as having a quality internal to an individual‟s experience and, the second word in the 

                                                 

1 My use of the term „ying and yang‟ illustrates the pairings of complementary attributes 

that highlight a close association in meaning; referred to here as „internal/external‟ 

qualities. 
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pairing having an association to a broader, system level context. I have since revised this 

terminology, changing the descriptions for these attributes pairing to that of internal and 

external. This change reflects an understanding of Rodgers and Knafl (2000) regarding 

the significant of concepts, where “…the importance attached to a particular concept or 

conceptual problem provides a strong incentive internal to a discipline…factors, referred 

to as external…lie beyond the boundaries of the particular discipline…” to develop the 

concept (Rodgers & Knafl, p. 82).  

Internal incentives as described here are influences central to a discipline and 

within professional scope and influence. External incentives may also have some affinity 

towards influence within professional scope; however, these incentives typically originate 

from the wider system, and therefore arise independently outside professional boundaries. 

As I worked through this process, these paired associations were consistently noted. In 

respect to the evolutionary process, I identified these word clusters and alignments as 

representing the attributes and related components of self-management. The attributes 

and associated components for self-management identified include: knowledge/education 

(components include literacy, technical skills and resources), relationship/partnership 

(components include communication and collaboration), and self-monitoring/self-care 

(components include ability, confidence, resources, and technical skills). Present in the 

data were a clustering of action-directed words routinely associated within a defined 

behaviour. These words include: problem solving, decision making, goal setting, 

relationship management, collaboration, communication, and resource utilization. These 

action words are frequently skill-based, invariably linked together in part or whole, and 

are considered here for the purposes of analysis as a single umbrella attribute.  
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I will explain here how I conceptualize the significance of the association within 

the paired words for each attribute, using knowledge/education as an example. To begin, 

all of these pairings represent the internal alignment with practitioners and clients, and 

the external alignment with the wider health care context and life. The first word in the 

pair aligns with internal qualities and the second word with external qualities. For 

example, in the pairing of knowledge/education, knowledge can be understood as 

existing within a clinical practitioner or client and includes the ability to read, draw up a 

syringe, and know where to source resources like community services, whereas education 

is an attribute that is located in a community context, often through formal education or 

in the case of health care, from a health care provider or group clinic. In terms of the 

components associated with knowledge/education, education in our culture often requires 

literacy, the ability to perform manual or skilled tasks, and involves access to internal 

resources such as confidence, and external resources such as adequate finances and 

support services.  

This internal/external complementary relationship is reflected in the remaining 

attributes of relationship/partnership and self-monitoring/self-care. In respect to the 

umbrella attribute of action terms such as problem-solving, decision making, goal setting, 

action plans, checking results, and continuing on, these words are closely aligned and 

interdependent. Therefore, in view of the purpose of this paper, it made sense to keep 

these in view, as there is a significant relationship with these action skills to the concept 

of self-management (Lorig et al., 2006). However, during analysis it seemed that these 

words did not arise as independent attributes and I therefore made the decision to use the 

single term of action words in order to maintain a presence of significance.  
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Finally, I found that within the selected articles and in a supplementary review of 

several classical articles, an „ideal‟ exemplar of self-management could not be located. In 

view of this, I chose examples from within the selected articles, and these examples 

collectively provide insight into the significance, use and application of self-management 

from the nursing, interdisciplinary groups, and client perspective. Although client based 

sources were omitted from this analysis, both the nursing and non-nursing material 

provided several interesting examples.  

 

Chapter 3 Findings 

Attributes of Self-Management in mid-life and older Adults 

 The attributes of self-management that I identified through analysis include 

knowledge/education, relationship/partnership, self-monitoring/self-care, and action 

skills. An explanation of these attributes follows, and includes select examples from 

within the examined literature that serve to illustrate some of the findings I came across.  

Examination of the antecedents, consequences, the identification of surrogate terms, and 

a clustering of representative exemplars of self-management follow. In order to support 

the analysis process, I created a visual model of the attributes embedded within time and 

across various contexts (see Appendix D).  

 

Knowledge/Education 

A consistent finding was the broad similarities that exist across disciplines in 

association with knowledge/education. From the nursing and non-nursing literature, it 

was evident that self-management required some investment in education directed to self-
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care. The means of how knowledge/education was attained and provided varied within 

the literature. In some instances, it was designed towards group activities, in other 

situations it was a didactic approach provided in a one-to-one encounter (Baird & Sands, 

2006; Yip et al., 2007). A number of non-nursing articles identified nurses as the idea 

providers of self-management education for identified populations (Rolita & Freedman, 

2008; Sisk et al., 2006). The majority of examples were specific to a particular disease 

population such as those living with diabetes or asthma (Paasche-Orlow et al., 2005; Vég 

et al., 2006). A few articles presented the question of how education might be 

transferable to chronic conditions in general (Dansky et al., 2008; Farrell et al., 2004; 

Goudreau et al., 2008; Jessup et al., 2006).   

An example of the knowledge/education attribute is found in the significance 

associated with printed material, and consequent use, for individual or group sessions 

(Alp, Kanat, & Yurtkuran, 2007; Chodosh et al., 2005; Deakin, Cade, Williams & 

Greenwood, 2006; DeCoster & George, 2005; Farrell, Wicks & Martin, 2004; Finfgeld-

Connett, 2005; Paasche-Orlow et al., 2005; Steinke, 2005). Illustrations of this attribute 

include research conducted by Goudreau et al. (2008) on the use of a standardized self-

management educational book distributed to clients accessing primary health care 

services. They found that client satisfaction was enhanced by focused care planning, 

which included provision of standardized material on diabetes. This also contributed 

towards the optimization of client outcomes. In another context, Nagelkerk, Reick, and 

Meengs (2006) conducted three focus groups targeting adults living with diabetes in rural 

settings. Significant barriers to the application of self-management in this context were 

identified including knowledge gaps related to individual care plan use supporting diet 
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and glycemic control. The participants in this study expressed feelings of frustration and 

helplessness. They stated that they were impacted by a lack of clarity regarding what they 

needed to know about self-care management.  

Another example of a study on the implementation of an asthma education 

initiative, with hospitalized adults in an acute care context, was conducted by Paasche-

Orlow et al. (2005). They concluded that the assessment of individual health literacy, 

followed by tailored teaching, could enhance use in client self-management. And, as 

noted by Deakin, Cade, Williams, and Greenwood (2006), the application of cost-

effective group based educational sessions for diabetes self-management resulted in 

improved outcomes. These group sessions were evaluated alongside the content and 

practice method provided by the standard, individual, clinic visits. The use and 

application of standardization of educational materials, care planning support that 

involves clients, health literacy assessment, tailored teaching, and group education in 

rural and primary care settings are key findings evident in the literature exploring the use 

of the knowledge/educational attribute of self-management.  

 

Relationship/Partnership 

The attribute of relationship/partnership was viewed as foundational to self-

management. How relationship/partnership was pursued across the represented 

disciplines varied slightly. The nursing literature identified the significance of 

relationships with clients and often was inclusive of families (Davidson et al., 2005; 

Nagelkerk et al., 2006). The literature verified that nurses are willing to partner with 

clients in order to support self-management needs and wants, that is, to walk beside 
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clients in the process of self-management (Koch et al., 2004; Polzer, 2007). A few 

disciplines within the non-nursing literature, such as the social worker literature, also 

approached relationship/partnership in a way similar to that of nursing (DeCoster & 

George, 2005). However, a more defined expression of relationship/partnership was 

evident within the medical profession where clients, and occasionally family members 

such as spouses, were expected to adhere to medical directives or at least to be receptive 

to guidelines (Anarella, Roohan, Balistreri, & Gesten, 2004; Kripalani et al., 2006). 

In regard to use of the attribute relationship/partnership, Goudreau et al. (2008) 

stated how partnership for clients involves mutual decision-making that includes a level 

of comfort in both the information discussed and in the care provider relationship. Jack, 

Airhihenbuwa, Namageyo-Funa, Owens, and Vinicor (2004) describe the use of 

collaborative partnerships between physicians and older adult clients in managing the 

complex needs of diabetes within the primary care setting. They concluded that care 

management that is transdisciplinary, and collaborative, supports the cognitive and 

associated social concerns, of older adults living with diabetes in the community. Koch, 

Jenkin and Kralik (2004) suggest that the optimal approach in support of older adults 

living with asthma involves the use of a participative partnership. In this example, the 

application of relationship/partnership was diverse and included interactions between 

clients, care providers, families, peers, communities, and spiritually associated groups.  

Davidson, Paull, Rees, Daly, and Cockburn (2005) document the importance of 

relationships supported by community-based nurse specialists who facilitate the 

application of heart failure self-management through communication and social support 

with clients, families, and physicians. Harvey and Silverman (2007) conducted in-depth 
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interviews exploring the role spirituality and relationship to God played in the application 

of chronic illness self-management amongst older African American and White 

populations in Pennsylvania. The use and application of mutual decision-making, 

support, collaboration, participatory partnerships with care providers, and metaphysical 

practices in primary health care and community settings highlight these examples 

associated with the attribute of relationship/partnership within the selected literature. 

 

Self-monitoring/Self-care 

Two of the more frequently cited attributes associated with self-management are 

self-monitoring and self-care. Wilde and Garvin‟s (2007) evolutionary concept analysis 

identified that self-monitoring and self-care are reciprocal, that is, self-care is dependent 

upon self-monitoring, and self-monitoring influences self-care. These authors explain that 

a fuzzy association exists between the use of the terms self-monitoring, self-care, and 

self-management. They also identified in their analysis that self-monitoring was 

expressed more frequently than self-care, and that the application of self-management 

often encompassed “…other aspects of self-care besides self-monitoring…”, and that 

self-monitoring is essentially a self-care approach (Wilde & Garvin, 2007). A key finding 

of this analysis is that self-management is a broader term under which both self-

monitoring and self-care occur.  

A few examples of self-monitoring/self-care are highlighted as follows. 

Hagedoorn, Keers, Links, Bouma, Ter Maaten, and Sandrman (2006) commented on the 

use of diabetes self-care behaviour in situations involving both the client and a partner 

such as a spouse. They observed how confident clients tended to view certain behaviours 
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in their partner as being over protective, versus those clients with less confidence who did 

not ascribe this quality with their partner. Wilson, Kendall, and Brooks (2005) conducted 

a grounded theory study focusing on nurses practicing in acute, community and 

secondary settings. The nurses in this study viewed self-management and self-care as 

being the same, and these researchers determined that the major difference identified in 

use of these two concepts was related to who provided the care. For example, self-care is 

understood as a description of client directed care, whereas self-management is 

understood to be care provided by nurses. An illustration of this is the decision-making 

and manual skill involved in the administration of insulin; it can be described as self-care 

behaviour when a client decides on the correct unit dosage, followed by self-injection, or 

as self-management when provided to a client, by a nurse.  

Costantini, Beanlands, McCay, Cattran, Hladunewich and Francis (2008) 

completed a qualitative, exploratory study involving people living with kidney disease in 

the community. Their findings suggest that for participants, the application of illness self-

monitoring extended beyond managing, and included taking a holistic approach to self-

care, for example, engaging in healthy eating, regular exercise, and hobbies. In another 

primary care based randomized effectiveness trial, Sisk et al. (2006) examined the value 

of physician evidence based guidelines. The findings from this trial suggest that teaching 

guidelines support the self-management amongst community-dwelling clients living with 

heart failure. These authors further concluded that nurse-led management of this 

population is an effective strategy, as nurses have a unique body of knowledge that 

supports the application of evidence informed, collaborative, client care. .  
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Vég, Rosenqvist, and Sarkadi (2006) distributed a questionnaire to explore the 

self-management profiles of clients living with diabetes in the community. They 

concluded that application of self-management involves a relationship between relapses 

in self-care, living with a chronic condition in the long term, a process of prioritization, 

and on-going learning. Key findings in this study include the following elements that are 

supportive of self-management: holistic considerations such as diet and exercise; the 

application of standardized evidence and, the intrinsic link between the application of 

self-monitoring and self-care.  In this study, the researchers found that self-management 

is additionally influenced by the perceptions of what are appropriate professional and 

client-based roles and responsibilities, as well as prior experiences of self-management. 

 

Action Skills 

Evident throughout the reviewed literature, action-directed skills associated with 

self-management and chronic conditions occur in a variety of contexts. Action skills 

interact in a variable, flexible, and holistic manner, and could be analyzed individually 

(Wilde & Garvin, 2007). However, defining concepts that have close associations in 

relation to self-management is a complex enterprise (Wilde & Garvin, 2007). And, to 

provide a platform for analysis in view of this over arching complexity within the broader 

intent of this paper, a decision was made to collate these skills under a single umbrella, or 

broad attribute of „action skills‟. These skills involve closely aligned attributes that 

support the use of self-management, such as: problem solving, decision making, goal 

setting, relationship management, communication, and resource utilization (Clark et al., 

2008; Costantini et al., 2008; Wilde & Garvin, 2007). Application examples include 
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following mutually defined exercise plans, monitoring of goals, medication dose 

selection and administration, the management of pain through relaxation, and prayer for 

empowerment and coping (Austrian, Kerns, & Carrington, 2005; Harvey & Silverman, 

2007).  

Sturt, Whitlock, and Hearnshaw (2006) developed a nursing intervention for 

diabetes self-management further establishing how the use of collaboration and goal 

setting is an effective foundational action skill in client self-management. This 

intervention was trialed in a community-based diabetes clinic and focused on client self-

efficacy and the use of an on-going evaluation scale to support clients‟ goals. Selecting 

participants from a community-based rehabilitation clinic, Alps, Kanat, and Yurtkuran 

(2007) developed an osteoporosis self-management program. This program consisted of 

an educational strategy focused on how the use of physical, psychological, and social 

behaviours can improve outcomes. A key to success with this program, as noted by these 

authors, is for clients to assume a central and collaborative role with care providers in the 

development of tasks and goals such as taking enough calcium and vitamin D, managing 

emotions, and fall prevention (Alps et al., 2007). 

Norris and Olson (2004) focusing within the primary health care setting, used the 

Chronic Care Model in the support of older clients living with diabetes. They highlight 

how a component of this framework includes the need for assessment, as well as 

individualization of care plans that are evidence based. They emphasize the value in this 

model as being supportive of client-centered actions which address existing gaps in 

prevention, long term outcomes, population health, and continuity in care such as 
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medication management, exercise, and approaches to bolster confidence (Norris & Olson, 

2004). 

Grey, Knafl, and McCorkle (2006) developed a researchable framework that 

considers client and family behaviours in the application of self-management. This 

framework is grounded in nursing practice and encompasses a system wide perspective. 

Interestingly, this framework is inclusive of elements contained within the Chronic 

Disease Self-management Model. The authors were motivation by an identified need for 

a foundational structure to expand upon nursing practice knowledge. Additionally, the 

authors desired to develop a framework that considered elements from the micro to the 

macro level. Of interest is that this framework identifies influences that have a 

relationship to the management of chronic conditions. These influences include 

individual, psychosocial, family, environment, and condition specific factors. 

Consideration was also given to action skills that target an individual‟s daily activities, 

such as taking a once daily medication, to wider, more integrated approaches involving 

lifestyle changes and social networks (Grey et al., 2006).  

Koch, Jenkin, and Kralik (2004) identified three self-management models under 

which action skills can be organized and applied within the community setting. These are 

the medical, collaborative, and self-agency models.  In the medical model, action skills 

tend to be physician directed, in the collaborative model, action skills are arrived at 

through collaboration and in the self agency model, clients are considered expert as they 

respond to their personal health issues on a daily basis based upon extensive experience. 

Chodosh et al. (2005) in a meta-analysis, offer a medical perspective within a primary 

care context, on the application of self-management programs for chronic conditions. 
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They determined the existing evidence base is limited in support of the essential 

components required for self-management programs, of which, action skills are part.  

 Findings about action skills are complex and include the use of educational 

strategies, collaboration on goal setting, tasks and assessment. Collaboration involves the 

physical, social and psychological needs of individuals as well as populations, and the 

Chronic Care Model is used for this purpose in primary health care. This umbrella 

attribute is an interesting outcome in light of the formal origins of self-management 

twenty years ago (Lorig & Holdman, 2003). 

 

 Contextual Features: Antecedents and Consequences  

 Contextual features are an array of elements that occur prior to, and as a result of, 

concept application. Derived from both emerging and current uses of a concept, 

contextual features reflect the influences of disciplinary inclination, cultural values, and 

social perspectives, as well as situational and time-related aspects associated with the 

concept (Rodgers & Knafl, 2000). Contextual features considered here are antecedents 

and consequences, with a commentary on the contexts, or practice settings, reflected in 

the selected literature. Antecedents are those elements or situations that come before an 

instance of self-management, whereas, consequences are the results or situations that 

follow an example of self-management (Rodgers & Knafl, 2000).  

 

Antecedents: client, care provider and system levels.  

A primary antecedent for self-management is the time frame, or moment, when 

clients and care providers recognize that a new health condition, or an existing health 
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issue, is not resolving (Clark et al., 2008; Koch, Jenkin & Kralik, 2004; McCabe, 2008; 

Norris & Olson, 2004; Yip et al., 2007). Costantini, et al. (2008) in an exploratory study 

examining the self-management experience for community dwelling clients diagnosed 

with kidney disease, developed a model to frame this process. Their model centralizes the 

role information has as the primary driver in an iterative process of discovery. The 

process of discovery includes renegotiation with life when a client realizes that kidney 

disease is forever. In addition, this process involves a search for evidence related to the 

diagnosis, learning to live with the illness, and self care (Costantini et al., 2008). The key 

feature in this model is that knowledge development on the part of the client is critical for 

self-management success. In another complementary example, Mancuso and Rincon 

(2006) discuss the impact that health literacy exerts upon asthma self-management within 

primary care practices. They determined that health literacy is a requirement for 

successful outcomes in self-management. 

Self-efficacy is hypothesized to be influenced by previous experiences in health 

management, and is both an antecedent and a consequence of self-management (Lorig & 

Holman, 2003; Mancuso & Rincon, 2006).  Self-efficacy refers to a client‟s degree of 

confidence in their ability to self-manage and is a foundational concept within Lorig‟s 

CDSM program (Lorig & Holman, 2003; Sturt, Whitlock, & Hearnshaw, 2006; Yip et al., 

2007). Bandura (2005) explains the variability associated with self-efficacy amongst 

three groups of clients as follows: one group of clients has a high degree of self-efficacy 

(or confidence) and requires minimal support to reach their self-management goals; a 

second group of clients has self doubts about their abilities and requires more guidance 

and tailored support to reach their goals; the third group tends to feel hopeless in attaining 
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any self-management goals and develops confidence from accumulating progressive 

successes through structured programs. Farrell, Wicks, and Martin (2004) conducted a 

pilot study illustrating this relationship between support and self-efficacy in a rural 

population enrolled in a CDSM program. They examined the influence of a six-week 

program upon clients with varying degrees of confidence, measuring confidence when 

the program began (antecedent), and evaluated it once again when clients completed the 

program (consequence). The results showed an increase in confidence had occurred. 

Other antecedents identified in the literature include the ability to collaborate and 

the influence professional perspective brings to bear upon self-management (Curtin, 

Sitter, Schatell & Chewning, 2004; Mancuso & Rincon, 2006; Nagelkerk et al., 2006; 

Rolita & Freedman, 2008). The need for nursing research on supportive strategies in self-

management has been identified in the literature, examples of which include symptom 

management, reduction in complications, and support for mental health (McCabe, 2008). 

A meta-analysis from a physician‟s perspective concluded that beneficial fundamentals 

supporting outcomes in self-management programs have not been firmly established 

(Chodosh et al., 2005). In another example, it was concluded that the use of 

complementary and alternative treatments in the management of diabetes by community 

dwelling clients was hampered by conventional biomedical regimens (Schoenberg et al., 

2004). These examples offer some insight into the influence that professional perspective 

exerts on how self-management is defined, what is considered relevant, and the value it 

provides for stakeholders. 

System structures exert a preceding role upon self-management, including access 

to resources, availability of social networks, and support for cultural influences (Bond, 
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2006; Dansky et al., 2008;  Hagedoorn et al.,2006; Jessup et al., 2006; Kripalani et al., 

2006). Jessup et al. (2006) describe how a multidisciplinary collaborative study, which 

linked acute and community care programs, lead to improvements supportive of clients 

living with chronic obstructive pulmonary disease. Essentially, redesign of care delivery 

from a medical interventionist model to one where the client becomes a key stakeholder 

in “how” care delivery is provided enhanced client quality of life. Within this context, 

clients were supported by nurses through phone mentoring and symptom monitoring. In 

another example, DeCoster and George (2005) conducted a pilot study of a community 

based self-help group for people living with diabetes. Improvements in confidence, self-

care, and health outcomes were findings from this study. And, focusing on the role social 

networks have in the self-management of health, Grey et al. (2006) developed a 

framework inclusive of family systems to guide research. System design prerequisites 

identified in the literature that support self-management include program support and 

availability, collaboration, and integration of purpose. 

Antecedents, as outlined, can be understood within the client, professional, and 

system contexts. Client-related antecedents include recognition of a condition as long 

term, and the consequent seeking of knowledge, and the client‟s level of health literacy. 

Professional antecedents include scope of practice, professional perspectives in the care 

and management of clients living with chronic conditions, and the availability of 

empirical evidence. System antecedents are complex and involve the availability of 

resources, networks, cultural influences, as well as integration across sectors such as 

acute and community care. 
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Consequences: client, care providers and system levels. 

Client identified consequences included acceptance and adherence to treatment 

and lifestyle changes that resulted in improved quality of life (Apter et al., 2006; Baird & 

Sands, 2006; Davidson et al., 2005; DeCoster & George, 2005; Harvey & Silverman, 

2007; Jessup et al., 2006; Nagelkerk et al., 2006; Steinke, 2005; Vég et al., 2006; Wilde 

& Garvin, 2007).  Client-centered consequences in treatment and lifestyle consistently 

include various components associated with Lorig‟s self-management program such as 

improved confidence, skill mastery, and goal attainment (Alp et al., 2007; Clark et al., 

2008; Costantini et al., 2008; Lorig et al., 2001; Wilson et al., 2005). For example, 

Nagelkerk et al. (2006) identified a number of effective strategies to address barriers in 

the management of diabetes in rural communities. These strategies include collaborative 

relationships, proactive learning, appropriate support, adequate resources, establishment 

of daily routines, and group support for informational and emotional concerns. DeCoster 

and George (2005) studied the effects of group support for clients living with diabetes in 

the community. The consequences included improved peer-to-peer support, problem 

solving skills, and overall wellness. 

Care provider consequences included development of tools, programs, and 

evidence-informed practice. For example, Curtin, et al. (2004) conducted a cross 

sectional study measuring the knowledge of clients attending clinics for hemodialysis. An 

important finding from this study was the positive association between improved 

functioning and the use of a cooperative/participatory type of self-management, where 

the client and nurse shared responsibility. Further to this finding, it has also been 

determined that sharing of responsibility opens a space for clients to engage in aspects of 
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self-care they feel skilled in and to continue learning, thereby developing a greater level 

of competency in self-care (Nagelkerk et al., 2006). Schaffer and Yarandi (2007) provide 

another example of the consequences in tool development and evaluation. They created a 

questionnaire measuring asthma self-management knowledge in adults and concluded 

that such tools can effectively screen for clients needs within an emergency setting, 

support education, improve client outcomes, and resource utilization. 

System level consequences of interest noted in the literature include 

improvements in population health, financial savings, and a decreased need for services 

such as emergency room visits (Bond, 2006; Brody, Roch-Levecq, Kaplan, Moutier & 

Brown, 2006; Koch et al., 2004; Kralik et al., 2004; McCabe, 2008; Schaffer & Yarandi, 

2007; Wilde & Garvin, 2007). For example, Goudrea et al. (2008) describe how 

standardized educational material lead to increased client satisfaction, as well as 

economical benefits in an organization that provides a range of services including 

primary, acute, and home care. Another study concluded that when system design 

includes self-management support provided by a nurse specialist, improved health 

outcomes for clients living with heart failure in the community can be realized, in 

addition to decreased admissions to acute care and related services (Davidson et al., 

2005).  

Consequences considered within the client context include improvements in 

quality of life through education, peer support, action skill development, and lifestyle 

changes. Health professionals and system level consequences include development of 

tools and practice informed by research evidence, and effective management of finite 
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resources including improvements to system design that optimize nursing expertise, 

population health, and utilization of resources. 

 

Contexts 

 The practice areas and client settings where self-management occur include acute 

care, primary care, primary health care, various clinics encompassing support for general 

health concerns to specific disease processes, and community settings ranging from the 

urban, to rural, and spiritual.  These contexts of practice described in the literature have 

been grouped, as illustrated in Table 1, by community, acute, and primary health 

care/primary care programs. Several articles were commentaries on theoretical modeling, 

literature reviews, and meta-analysis and constitute the remaining percent of the total 

articles reviewed. In total, 71% of the articles were research based. By groupings, within 

the nursing literature, 68% of all articles were research, and amongst the non-nursing 

literature, 78% of the articles were research based (see Table 1). 

 The results illustrate that self-management is concentrated within the community 

in services and programs located within primary health care and primary care. This 

distribution is representative of the original challenge Dr. Lorig began to address over 

twenty years ago, as she explored solutions to enhance quality of life for community- 

based clients living with arthritis. In addition the results show that the discipline of 

nursing, of which Dr. Lorig is a member, has directed more attention towards theory 

development and knowledge generation than the non-nursing group. This finding may be 

indicative of nursing‟s quest to further develop an evidence-based body of knowledge. 
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Table 1. Practice Areas and Client Settings in Literature Review 

Articles 

(N = 56) 

Community Acute Primary Health 

Care and 

Primary Care 

Programs 

Theory / 

Literature 

reviews 

Research 

Percentage 

of total 

Articles 

Nursing 16% (9) 7% (4) 14% (8) 13% (7) 68% (19) 

Non-nursing 20% (11) 5% (3) 21% (12) 4% (2) 78% (21) 

Total 36% (20) 12% (7) 35% (20) 17% (9) 71% (40) 

 

 

Surrogate and Related Terms 

 Evident throughout the literature reviewed was the use of surrogate and related 

terms. I noted that self-care was used marginally more frequently in association with self-

management, a use that also varied from one example to another (Nagelkerk et al., 2006; 

Wilde & Garvin, 2007).This finding, which may be influenced by the inclusion of 

research literature from other disciplines, differs from the concept analysis conducted by 

Wilde and Garvin (2007) where it was noted in analysis that self-monitoring was cited 

more frequently than self-care. A summary of the common terms used in both the nursing 

and non-nursing literature includes: self-care, self-monitoring, self-care-management, 

self-managers, patient directed monitoring, and self-regulation (Farrell, Wicks & Martin, 

2004; Groupp re al., 2005; Schoenberg et al., 2004; Sisk et al., 2006).  Indeed, relative to 

the non-nursing literature, the nursing literature presented the terms self-care, self-care-

management, and self-manager more frequently and within contexts that suggested these 

terms were being used in place of self-management (Curtin et al., 2004; Davidson et al., 

2005; Farrell et al., 2004).  
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Exemplar(s) 

Exemplars provide practical and naturally occurring illustrations of a concept in 

action (Rodgers & Knafl, 2000). During the selected literature review, and in a follow-up 

review of the classical material, a complete universal example of an exemplar could not 

be located. As noted by Rodgers and Knafl (2000) when an ideal exemplar is not 

available, the provision of several exemplars is an appropriate strategy towards 

clarification. Several illustrative quotes and observations located within the professional 

literature provided insight from the client perspective (Constantini et al., 2008; Nagelkerk 

et al., 2006; Polzer & Miles, 2007; Washburn et al., 2005; Wilson, Kendall, & Brooks, 

2005). Outlined in Table 2 is a selection of exemplars from the nursing and non-nursing 

literature, including several examples from the client‟s perspective. 

  

Table 2. Examples of exemplars from the literature of nurses and non-nursing disciplines 

Nursing Exemplars 

 “… [Client] perception of symptoms, i.e. awareness, is a key to self-

monitoring and self-management…” (Wilde and Garvin, 2007, p.345). 

Activities include “…control of symptoms, [reduction in] complications, 

maintain psychological well-being, promote health…”, and that this includes 

“…taking medication, monitoring for signs and symptoms…and adverse 

responses to treatment…” (McCabe, 2008, p.37-39). 

 “… [clients arrange] their days around appointments and prescription 

medications…” where for others “…self-management involved being actively 

engaged in treatment related decisions…” and even “…wanting to be „the leader‟ 

or „‟the driver‟ in their illness…” (Costantini et al., 2008, p.151).

“…having…encouragement and assistance was instrumental…social 

support, and specifically spousal support, was important…a supportive team – 

healthcare providers, family and friends….and…secured resources necessary for 

self-management…(Nagelkerk et al., 2006, p. 155).

“…individualized care plans developed with their provider…” (Goudreau 
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et al., 2008, p.116).

“…the client can become… an active contributor … a key stakeholder in 

[care] delivery…” (Jessup et al., 2006, p.233).

 “…an opportune time to discuss changes in vital signs…reporting of 

unusual symptoms…specific suggestions for teaching and self-management…” 

including, activity guidelines, environmental issues, medication effects and plans 

(Steinke, 2005, p.43).

“…a medical prescriptive approach to self-management is widespread, 

emphasizing adherence to directions given by health care professions. The „self‟ 

in self-management has been ignored, and the person has been objectified as the 

„patient‟…” (Koch, Jenkin, & Kralik, 2004).

“…Lorig and colleagues developed a model…” these steps include, 

“…goal setting…alternative methods for reaching a goal…short term 

planning…implementation…evaluation and revision…” (Tanner, 2004, p.314).

Non-nursing Exemplars 

 

In diabetes care, “…checking blood sugar, exercising on a regular basis, 

making healthy food choices…self-efficacy...” (George, 2009, p.707). 

 “…interventions included assessment, problem identification and goal 

setting…behavioural feedback methods…discussion of problem-solving 

strategies…adherence to lifestyle changes may be improved by nurse-led 

strategies to aid self-management and by appropriately delivered education…” 

(Beswick et al., 2005, p.546). 

 “…interventions using tailored education can successfully overcome 

barriers related to inadequate health literacy and improve…skills…” (Paashe-

Orlow et al., 2004, p.984).

“…broad approaches… as developed by Lorig…focus on managing the 

disease…maintaining meaningful roles…coping with the emotional consequences 

of illness…using individual action planning to meet personal 

needs…programmes…suited to supporting the different ways to restore 

autonomy…” (Mars, Proot, Janssen, Van Eijk, & Kempen, 2007, p.492).

Client Exemplars 

 “…I have to consider everything that I do…if there is an alternative way 

of doing things then I find it…Don‟t give up, but be prepared to change your 

lifestyle… don‟t rely on other people…take action in your own life…self 

management is about finding a system that works…I am always adapting, 

planning and prioritizing…thinking about ways to change my usual habits. I 

manage myself. You have got to have that control or you can sit down and let the 

world go by…” (Kralik et al., 2004, p.). 

 “…I do think that you have to stay active. If you don‟t have physical 

activity and mental activity, you‟re going down hill and quickly…” (Clark et al., 

2008, p.S315).
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“…Because you can get all out of shape and that‟s something good about 

the tests. When you see those numbers go up, you say “What am I doing”” We 

really have to be disciplined in ourselves… So when they bring it to your 

attention…You start thinking about it…” (Polzer, 2007, p.171).

 “…I take care of myself…I have been active in trying to obtain 

knowledge in different ways…I believe that I myself and my behaviour play a 

major role…my role is to follow the doctor‟s and diabetes nurse‟s „orders‟…to try 

to eat and exercise as one should…” (Vég et al., 2006, p.48).

“…I think the biggest help for me has been my (practitioner)…in helping 

me figure out when I should test my blood and how often…things I should stay 

away from, things that I could eat and that has been a big help...” and “…They 

explained a lot of emotions in your life…and how it can cause your sugar to go 

up because you‟re upset…those things (explanations) I think are quiet 

beneficial…” (Nagelkerk et al., 2006, p.155).

“…I‟ve never taken anything other than what the doctors here have given 

me. I‟ll take that back. I have tried a couple of vitamins, seems like somebody 

told me to take some potassium one time and some other kind of vitamin, some 

kind of acid…but it didn‟t seem to make any difference…” (Schoenberg et al., 

2004, p. 1064).

 “…If you accept the fact that you are important enough to bear the image 

of God and have the breath of God within you, that you have been given life as a 

gift from God, then it is your responsibility to do as much as you can to honor 

that gift and therefore take care of yourself…” (Polzer & Miles, 2007, p. 181).

 “…I pray a whole lot. I can walk the street and pray. And I ask for God‟s 

help…it has helped me spiritually to cope with my condition by not having to 

think about it often. I place everything in faith…I believe you need both God and 

medicine… (Harvey & Silverman, 2007, pp. 214 -216).

 

 

Collectively, these partial exemplars highlight the interactive relationship between 

client and nurse, where in certain instances a collaborative partnership exists, in other 

instances the client will defer to nursing expertise, and in some situations assume the lead 

role in care design and delivery. The influence of disciplinary perspective is illustrated in 

the critique of the medicalization of care and client objectification. Appropriate and 

timely supports are noted, which includes client specific care planning, education, and 
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development of self-monitoring and functional skills. Finally, the steps in Lorig‟s chronic 

disease self-management model are evident in the examples. 

This brief sampling of exemplars indicates that a systematic approach is involved 

in client self-management. The value of education and support by nurses is included, 

which includes life style practices such as technical skill development, monitoring, 

assessment, education, and problem solving. Lorig‟s chronic disease self-management 

model is also noted in this sample and includes support for emotional, role, and self 

efficacy needs. These exemplars provide directed and specific examples of action skills, 

as well as reference to client specific attributes such as literacy and self efficacy. 

The exemplars from a client‟s perspective vary from a position of affirmation in 

ability to manage health, to that of deference of responsibility and direction in care to 

health practitioners and God. All the examples suggest client‟s make their own decisions 

regarding self-management and are self-managing in all situations. Of interest is how 

many of the perspectives, behavioural skills, and strategies illustrated reflect Lorig‟s 

CDSM model, including the examples of deference for those clients‟ submitting to God‟s 

direction.  

In summary, identified attributes of self-management in mid-life and older adults 

includes knowledge/education, relationship/partnership, self-monitoring/self-care, and 

action skills. Findings from examples within the nursing and non-nursing literature have 

identified nurses as experts in the provision of client knowledge/education through group 

and individual approaches. Relationship/partnership is foundational to self-management, 

and within the nursing literature this attribute is inclusive of clients and families as 

partners in care planning, whereas, the emphasis within the interdisciplinary literature is 
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directed to the individual, and occasionally a spouse, with an emphasis on adherence to 

guidelines. Self-monitoring and self-care are reciprocal concepts and although variability 

exists in terms of the understanding and application between these two concepts, the 

literature supports self-monitoring as a self-care approach. Action skills include problem 

solving, decision making, goal setting, communication, relationship management, and 

resource utilization, examples of which include mutually defined exercise plans, 

monitoring of goals, and the management of pain. Contextual influences occur at the 

client, care provider and system levels, and include antecedents, which are influences that 

come before, and consequences, which are situations that follow, an example of self-

management.  Self-management occurs in various settings and contexts including acute, 

primary, primary health, clinics, community, urban, rural, and spiritual. Surrogate terms 

for self-management include: self-care, self-monitoring, self-care-management, self-

managers, patient directed monitoring, and self-regulation. Finally, the influence of 

disciplinary perspective is illustrated by a selection of exemplars present in the literature. 

 

Chapter 4 

 

Discussion 

In this analysis the influence of time and context upon self-management was 

noted by the progressive significance given to chronic disease self-management by 

nursing, non-nursing, and government bodies over the last twenty years (British 

Columbia, 2007; Farrell et al., 2004; Grey et al., 2008; Kralik et al., 2004; Rodgers & 

Knafl, 2000). This effect is illustrated by the volume of literature published in the last 
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five years, a selection of which supported this comparative analysis, and resulted in the 

identification of three paired attributes groups, knowledge/education, 

relationship/partnership, self-monitoring/self-care, and the umbrella attribute of Action 

Skills. 

In respect to these attributes, similarities within the literature tended to reflect the 

components associated with the umbrella attribute of Action Skills. The umbrella 

attributes contained under Action Skills represent foundational components within self-

management, and are associated with the processes and skills within Lorig‟s CDSM 

program, such as problem solving, goal setting, and evaluation (Lorig & Holman, 2003). 

Although frequent and diffuse references to Action Skills are evident throughout the 

literature, the need for on-going research and evaluation in various contexts, populations 

and amongst health disciplines was consistently emphasized by various authors (Jessup et 

al., 2006; Koch et al., 2004; Nagelkerk, 2005). Indeed, nursing expertise is recognized in 

the support of self-management Action Skills within a broader CDSM program, in 

partnership with clients and the interdisciplinary team (Goudreau et al., 2008; Farrell et 

al., 2004; Jessup et al., 2006; Rolita & Freedman, 2008; Sisk et al., 2006).  

Differences were also noted within the literature and these were influenced by 

variables such as conditions of practice, educational experience, and the role, scope and 

function of each discipline (Chodosh et al., 2005; Hartrick Doane & Varcoe, 2007; 

Health Professions Act, 2009; Koch et al., 2004; Rolita & Freedman, 2008). For example, 

under the attribute of knowledge/education, health literacy is mentioned as a foundational 

client-based ability that supports self-management (Apter et al., 2006; Billek-Sawhney & 

Reicherter, 2005; Kripalani et al., 2006; Mancuso & Rincon, 2006; Paasche-Orlow et al., 
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2005). Health literacy is also acknowledged to be an indicator of broader system level 

influences that impact a client‟s ability for self-management, examples of which include 

poverty, disability, and marginalization (Anarella et al., 2004; Kripalani et al., 2006). In 

respect to these points, the concern of health literacy within the literature of other 

disciplines tended to be focused towards educational strategies independent of other 

health determinates such as age and socioeconomic status (Paasche-Orlow et al., 2005). 

Whereas, within the nursing literature, attention was inclusive of both individual and 

group communications, and variables such as social, cultural and contextual influences 

that involved  assessment, teaching, and evaluation with clients and families (Baird & 

Sands, 2006; Davidson et al., 2005; Nagelkerk et al., 2006). Additionally, the term health 

literacy was identified more frequently within the non-nursing literature, particularly 

within the medical literature than it was within nursing sources (Apter et al., 2006; 

Billek-Sawhney & Reicherter, 2005; Clark et al., 2008). 

Another variation I noted between the nursing and non-nursing literature was in 

relation to the attributes of relationship/partnership. For example, nursing addresses 

health issues with clients and families holistically throughout the chronic health 

experience, a journey where interactions consistently include family and social 

relationships (Farrell et al., 2004; Jessup et al., 2006). These relationships are considered 

essential to planning and care delivery within the nursing literature, and are often viewed 

as partnerships (Davidson et al., 2005; Grey et al., 2006). Physicians and other non-

nursing care providers also identified the client relationship as important, a focus which 

in some instances included a spouse as part of the care plan. However, within the non-

nursing literature the tendency was on „relationship‟ rather than partnership; care was 
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directed towards a more defined concern such as adherence to a prescribed guideline, and 

processes and outcomes tended to be directed towards a single health issue in relation to 

client self-management (Billek-Sawhney & Richerter, 2005; Clark et al., 2008; Paasche-

Orlow et al., 2005; Reid, Papaleontiou, Ong, Breckman, Wethington, & Pillemer, 2008).  

The paired attribute, self-monitoring/self-care, was fairly neutral and consistently 

referenced throughout the literature of nurses and other disciplines. However, the 

application of these words in relation to self-management is fuzzy, and therefore a need 

exists to further develop these components through descriptive, interventional, and 

qualitative research (Wilde & Garvin, 2007). As mentioned previously, I noted that self-

care was used more frequently in this analysis, whereas in Wilde and Garvin‟s (2007) 

evolutionary analysis, self-monitoring was used more frequently. On reflection, I wonder 

if this slight variation may be due to the broader inclusion of non-nursing sources of data 

for Wilde and Garvin‟s analysis. An evolutionary concept analysis of self-care may 

provide additional insight into this close association of terms. 

In respect to context, this analysis highlighted how the community and primary 

care settings have remained central areas in the application of self-management, although 

emerging contexts are appearing such as acute care and renal dialysis. And, the eclectic 

sample of exemplars located in the literature collectively describe from the perspectives 

of nurses, other disciplines, and clients that self-management is impacted by system wide 

influences. These findings are interesting in view of how health care has been evolving 

over the last twenty years, where contextual design has been increasingly moving 

towards integration, that is, design is moving towards following clients through the 

system rather than on silos of care. This change is evident in the rise of frameworks 
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aligning multiple contexts that include self-management as a component of care delivery, 

of which the ECCM is an example (British Columbian, 2006; British Columbia, 2007; 

British Columbia, 2009). Design is also featured in legislated changes impacting the role, 

scope and function of health care providers (Health Professions Act, 2009). Indeed, 

within the literature examined in this analysis, nursing has been leading the way in the 

development of theoretical frameworks that could support system level knowledge 

development. Two notable examples of this include Grey, Knafl, and McCorkle‟s (2006) 

system level framework in self and family management, and Koch, Jenkin, and Kralik‟s 

(2004) three self-management models under which the application of action skills can be 

examined.  

 The results identified here suggest a number of areas for further consideration, 

exploration, and development (Rodgers & Knafl, 2000). One area for exploration, based 

upon volume of available data, was the gap created by the need to narrow the search to 

professional literature. A result of this approach to data selection was the omission of 

insight into self-management from other sources, such as grey literature and consumer 

literature. Another area for consideration is in regard to the attribute pairings, and how 

these relate to nursing‟s scope of practice, interdisciplinary practice and client centered 

care, and to the wider health care context. For example, evidence within the literature 

indicated how improvements in care process and client outcomes might be influenced 

through standardization (Billek-Sawhney & Reicherter, 2005; Goudreau et al., 2008; 

Paasche-0rlow et al., 2005). Standardization is an important consideration and carries 

implications associated for research and evaluation in the present context, for a concept 

that is yet to be clearly defined (McGowan, 2005). 
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Nursing Implications 

The diffusion of Lorig‟s CDSM is evident throughout the Western world, and is 

represented in British Columbia‟s adoption of the ECCM, a framework that is trying to 

address the complexity of care inherent within the current environment (Barr et al., 2003; 

British Columbia, 2006; British Columbia, 2007; Jessup et al., 2006; Lorig, Sobel, 

Stewart, Brown, Bandura, & Ritter, 1999). Solutions to complex health issues previously 

not amendable by medicine alone have been realized using the CDSM framework in 

applied research (Davidson et al., 2005; Lorig et al., 1999; Lorig & Holman, 2003; 

McGowan, 2005). And, occurring in this broader context are social influences requiring 

interdisciplinary team collaboration 2, standardization of health care services, 

expectations of evidence based care, legislative changes impacting the scopes of practice 

for nurses and other care providers, and growing expectations from clients and families to 

participate as equal members of the health care team (Alliance for Self-Care Research, 

2009; Alp et al., 2007; Beswick et al., 2005; British Columbia, 2009; DeCoster & 

George, 2005; Health Professions Act, 2009).  

As noted, within this changing context, health care providers such as physicians 

have acknowledged the clear leadership and expertise nurses bring in support of self-

management with clients (Beswick et al., 2005; Jessup et al., 2006; Wilde & Garvin, 

2007). However, as the health care system evolves to support an aging population, and as 

the health care team becomes more integrated, I suggest that for nurses to remain as 

expert leaders in client self-management, generation of new knowledge will be necessary. 

Indeed, self-management is central to the current changes in progress, and advancing 

                                                 
2 Interdisciplinary team collaboration includes nurses and other non-nursing care providers. 
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nursing knowledge of aging adults living with chronic conditions will require a greater 

depth of knowledge than currently exists (Grey et al., 2006; Kralik et al., 2004; Koch et 

al., 2004; McCabe, 2008; Northrup, 2002; Redman, 2007; Tanner, 2004). However, the 

literature also demonstrates that a clear definition for self-management does not exist and 

this lack of conceptual clarity confounds a collective understanding necessary to support 

clinical practice (McGowan, 2005). Lack of clarity inherently influences the spectrum of 

options available as to „how‟ self-management is interpreted and applied in practice 

(Chodosh et al., 2005; Jack et al., 2004; Koch et al., 2004; McGowan, 2005; Norris & 

Olson, 2004; Rogers, 2003).  

In consideration of these issues, the paired attributes identified here provide 

direction for future conceptual analysis of self-management (Rodgers & Knafl, 2000). 

Key areas in need of clarification include the variable use of surrogate and related terms 

aligned with self-management and the knowledge gaps that exist in the nursing literature 

directed to self-management at the system level (Grey et al., 2006; Jessup et al., 2006; 

Wilde & Garvin, 2007). As mentioned in the review of the nursing literature on self-

management at the system level, only three articles were identified, and these articles 

focused on children, public health, and career ladders. These findings highlight gaps in 

knowledge within an increasingly complex health care system where attention is being 

directed to system wide integration, technology, legislation and other changes. Indeed, 

these results highlight a need for future inquiry related to self-management in aging adult 

populations. 

Consideration of broader cultural and social influences that impact a client‟s 

ability to participate within a practice environment that utilizes this type of knowledge is 
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also important (Barr et al., 2003; Bond, 2006; Dansky et al., 2008; Glasgow et al., 2001; 

Impact BC, 2009).  At a general level, there is a need to learn more about self-

management, as it is currently being approached, from the perspectives of clients, 

families and communities (Koch et al., 2004). And, more specifically, it may be the case 

that self-management has a better „fit‟ from the perspective of some clients than from the 

perspective of others (Kralik et al., 2004; Nagelkerk et al., 2006). Existing knowledge 

supports self-management as a component of care for individuals living with chronic 

conditions such as arthritis or diabetes (Polzer, 2007; Yip et al., 2007). However, in other 

instances chronic disease management, as framed by the CDSM, may be eclipsed by the 

impact of influences such as supports within extended families, communities, and 

cultures, as well as the marginalizing effects from poverty, mental health conditions, 

addictions, and constrained health resources (Clark et al., 2008; Nagelkerk et al., 2006; 

Polzer, 2007; Sisk et al., 2006).  

In general, my understanding is that self-management is not well understood for 

clients transitioning in the decades from mid-life to old age, and that the impact of 

cultural influences and generational experiences upon care needs and outcomes is scant in 

the published literature. For example, although it is noted that health care needs increase 

with age, this knowledge of utilization patterns amongst the present and previous 

generations of aged adults is currently being used as a template to project the future needs 

of the Boomer generation (Crowley, 2005). People‟s values, circumstances and abilities 

also vary in our diverse society, and it can be assumed that the existence of diversity is 

true both within and across generations. These gaps in knowledge are multifaceted, and 
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are open for further examination in terms of self-management as a component of care 

delivery.  

Opportunities for knowledge development have been identified at the system level 

in this analysis. These opportunities include a need to learn more about the impact nurses 

have, upon client self-management, as members of interdisciplinary care teams across 

various sectors, as leaders influencing the health of populations, and as innovators in the 

establishment and conversion of meaningful data to inform policy decisions (British 

Columbia, 2006; Broemeling et al., 2005; Gallagher & Rowell, 2003; Grey et al., 2006; 

Koch et al., 2004; Lorig et al., 2005; McCabe, 2008; Nagelkerk et al., 2006; Sisk et al., 

2006; Wilson et al., 2005; Yip et al., 2007). Knowledge development in-keeping with 

current views, may be pursued through system level concept analysis and research within 

frameworks such as BC‟s Expanded Care Model (see Appendix A). As presented in this 

analysis, knowledge has been generated through research and the clinical application of 

evidence informed knowledge within the Action Skills attribute located at the point-of-

care between client and care provider (Costantini et al., 2008; Curtin et al., 2004; Farrell 

et al., 2004; Finfgeld-Connett, 2005; Lorig et al., 2005; Sisk et al., 2006). Furthermore, 

the two nursing frameworks identified in the literature are opportunities for research of 

the paired attributes. These frameworks include Grey, Knafl, and McCorkle‟s (2006) 

framework on family and environment, and Koch, Jenkin, and Kralik‟s (2004) three 

models under which action skills can be organized. Testing of these frameworks and 

models within the role and scope of nursing, as well as inclusion of the influences from 

other disciplines, could support clinical practice within the current evolving context of 

practice.  
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Nursing researchers have published clinical findings in support of self-

management strategies that could be expanded upon through further analysis of the 

attributes; examples include the impact structured (and resourced) programs can exert 

upon outcomes, the need to link care and services across the wider health system, and the 

strength of collaborative relationships (Jessup et al., 2006; Costantini et al., 2008; 

Goudreau et al., 2008; Yip et al., 2007). These examples from the levels of theory (pre-

research) to clinical application indicate the professional interest, foundational role, and 

consistent involvement that nursing has expressed towards development of evidence- 

based knowledge in client self-management. Such knowledge is useful in understanding 

and further developing the concept of self-management and its associated components, 

especially in view of the expanded roles and other changes that are now in place through 

legislation (Health Professions Act, 2009). Indeed, Leeman, Jackson and Sandelowski 

(2006) make the point that authors of research can support translation of findings by 

offering suggestions on implementation. This suggestion is an important consideration 

when exploring potential areas of inquiry and knowledge development, and the spread of 

evidence across multiple contexts that focus on the aging adult population as partners in 

care planning.  

In summary, analysis suggests that nursing is regarded as a leader in client self-

management. Changes in health care are presenting opportunities for expanded 

knowledge development of self-management in aging adults. Nursing has developed a 

solid foundation of theory that is ideally placed to explore self-management from a 

system level to specific sub-populations of adults living with chronic illness. The 

attributes identified in this paper offer direction for on-going concept development.  
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Conclusions 

 In this analysis, through the use of the evolutionary approach, I explored self-

management from a systems perspective. Approached through examination of literature 

from nursing and other disciplines, paired attributes reflecting the internal and external 

characteristics of self-management were identified, and these include 

knowledge/education, relationship/partnership, self-monitoring/self-care, and the 

umbrella attribute of Action Skills. It was evident that self-management has been 

evolving over the last twenty years, building upon a foundation established by Lorig and 

her colleagues. This knowledge has now diffused to the system level and is noted by 

adoption of frameworks for service delivery, such as the ECCM in BC. Furthermore, over 

this time, nurses have progressively refined a body of knowledge in client self-

management that is supportive of interdisciplinary team work. Indeed, nurses are 

recognized as leaders in client self-management within the interdisciplinary team. This 

leadership is recognized by the contributions nurses have brought to light in theoretical 

and practical frameworks, through the development and support of clinical programs, and 

by the application of evidence informed knowledge that supports self-management care 

for populations living with chronic conditions.  
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