


This information booklet explores how self-management provides a comprehensive and person-centred approach to managing chronic conditions. Drawing on UK and international evidence, it examines the impact of long-term conditions, evaluates theoretical frameworks such as the Health Foundation’s Self-Management Support Model and Wagner’s Chronic Care Model, and highlights how national health policies promote patient empowerment. The booklet concludes with practical recommendations to strengthen self-management and improve outcomes for individuals, families, and professionals

The Impact of Long-Term Conditions
💠 Physical, Psychological, and Social Dimensions
Living with a long-term condition (LTC) affects multiple areas of life, often requiring continuous adjustment and ongoing adaptation. The impact extends beyond physical symptoms — influencing identity, daily routines, personal goals, relationships, and emotional wellbeing. The management of LTCs often becomes a lifelong process that requires resilience, support, and understanding from both health professionals and families. For many individuals, maintaining a sense of normality becomes an everyday challenge that affects not only physical health but also emotional and social functioning.
⚙️ Physical Impacts
Fatigue, pain, and mobility challenges limit independence and can lead to loss of employment or reduced physical activity.
Many LTCs such as diabetes, COPD, and arthritis are progressive, leading to functional decline and dependence on assistive care (NICE, 2023).
Medication side effects, frequent monitoring, and dietary restrictions can cause frustration and burnout.
Additionally, fluctuating symptoms can make it difficult for individuals to plan ahead, increasing stress and reducing quality of life.
💭 Psychological Impacts
Depression and anxiety are common, with rates up to three times higher in people with LTCs (NHS England, 2022).
Emotional distress often results from loss of control, social stigma, or fear of complications.
Cognitive changes (e.g. in dementia) can further reduce confidence in self-management.
Living with a long-term condition may also create a sense of uncertainty about the future, impacting motivation, self-esteem, and the ability to engage with treatment plans effectively.



👨‍👩‍👧 Social and Family Impacts
Families often become informal caregivers, which can strain relationships, finances, and emotional wellbeing (Carers UK, 2023).
Social isolation increases when individuals withdraw from employment, leisure, or community participation.
However, family and peer support can act as protective factors, enhancing motivation, adherence, and psychological resilience (Rosland et al., 2012; Grady & Gough, 2014).
Support networks and peer-led groups encourage belonging, promote shared learning, and help individuals recognise that they are not alone in managing their condition
💬 “Self-management is not done in isolation — it’s sustained by relationships, community, and confidence.”
— The Health Foundation (2011)
🧩 Wider Societal Implications
The growing prevalence of long-term conditions (LTCs) poses significant challenges for both the healthcare system and wider society. The NHS currently spends approximately £7 in every £10 on the treatment and ongoing management of chronic diseases (NHS England, 2019). This equates to billions of pounds annually and continues to rise as the population ages and lifestyle-related conditions such as diabetes and heart disease increase.
Beyond financial cost, LTCs contribute to workforce strain, lost productivity, and social inequality. Many people living with chronic illnesses experience reduced work capacity or early retirement, which can impact local economies and increase welfare dependency (Public Health England, 2022). Families and informal carers also face economic pressure due to reduced income and unpaid caregiving responsibilities (Carers UK, 2023).
From a community perspective, higher rates of chronic illness can lead to greater demand for housing adaptations, accessible transport, and social care. These challenges reinforce the importance of self-management as a sustainable approach—empowering individuals to remain active, independent, and engaged in their communities while easing pressure on overstretched health and social care services (The Health Foundation, 2011).
4️⃣ Evidence-Based Management of Chronic Conditions in the UK
🩺 Clinical and Therapeutic Management
The effective management of long-term conditions (LTCs) within the UK is built on evidence-based practice, combining clinical treatment, lifestyle changes, and continuous support to achieve better health outcomes. The NHS Long Term Plan (2019) emphasises prevention, early detection, and personalised care as essential strategies for improving quality of life and reducing unplanned hospital admissions. Management is therefore not only about medication but also about empowering individuals to take an active role in their health.
Medication remains one of the most common and crucial interventions. For instance, insulin therapy in diabetes or bronchodilator inhalers for people living with COPD are essential to control symptoms and prevent deterioration. However, adherence can be challenging, particularly when treatment regimens are complex. The National Institute for Health and Care Excellence (NICE, 2023) recommends structured education and ongoing support to help patients use medications safely and consistently. Regular medication reviews by pharmacists and nurses are vital in ensuring safe use, reducing side effects, and promoting patient understanding.
Lifestyle modification is another cornerstone of LTC management. Evidence from the World Health Organization (2023) and Public Health England (2022) highlights that improvements in diet, increased physical activity, and smoking cessation significantly reduce the risk of secondary complications such as heart disease, stroke, and obesity. Many local authorities now offer community programmes and social prescribing initiatives that connect people with exercise groups, nutrition workshops, or stop-smoking services, allowing them to manage their health beyond the clinical setting.
Monitoring plays a crucial role in the long-term management of chronic illness. Regular blood glucose testing, home blood pressure monitoring, or oxygen saturation checks allow both individuals and healthcare teams to detect early changes and respond quickly. The Health Foundation (2011) emphasises that self-monitoring increases self-awareness and helps patients make timely adjustments to treatment or lifestyle habits. The growing use of digital health tools such as MyCOPD and the NHS Diabetes App has made this process easier and more accessible, offering real-time feedback and remote professional guidance.
💬 “Managing long-term conditions effectively relies not only on clinical intervention but on empowering people to take control of their health.”
— NHS England (2019)
💬 Behavioural and Educational Interventions
1. Expert Patient Programme (EPP):
Introduced in England to help people gain skills, confidence, and control over LTCs. Participants report improved wellbeing and reduced GP visits (NHS, 2022).
2. Diabetes Self-Management Education (DSME):
Structured programmes such as DESMOND and DAFNE focus on education, peer support, and behavioural change (NICE, 2022).
3. Pulmonary Rehabilitation (PR):
For COPD, PR combines exercise training with self-management education — shown to reduce hospital admissions (British Lung Foundation, 2023).
✅ Evidence shows that structured education improves self-efficacy, adherence, and overall quality of life (Grady & Gough, 2014).




📱 Technology and Innovation
Digital self-management tools are now integral to NHS care:
· NHS Apps Library hosts tools such as MyCOPD and NHS Diabetes App.
· Telemonitoring and wearable technology (e.g. smartwatches) support data-driven self-care.
· Online forums and peer communities foster motivation and knowledge exchange.
However, the digital divide remains a concern — particularly among older adults and deprived populations (Public Health England, 2022).
Professionals should promote digital literacy and accessible support for all service users.

🧠 Psychological and Motivational Support
Self-management requires more than education — it relies on behaviour change and self-efficacy.
· Bandura’s Social Cognitive Theory (1997) explains that confidence (self-efficacy) predicts success in health behaviour change.
· Interventions like health coaching, motivational interviewing, and goal setting improve motivation and self-belief (Health Foundation, 2011).
💡 “Information alone rarely changes behaviour; people need confidence, support, and follow-up.”
— The Health Foundation (2011, p. 7)

🤝 Multidisciplinary Support
Self-management works best when care teams coordinate support.
Professionals such as nurses, occupational therapists, psychologists, physiotherapists, and pharmacists each contribute specialised knowledge.
This aligns with NHS Integrated Care Systems (ICSs), where health and social care collaborate to deliver holistic, person-centred care (NHS England, 2023).
🏘 Community and Peer Support
Peer-led groups are a proven component of sustainable self-management (Grady & Gough, 2014).
· Community-based programmes like the Arthritis Self-Management Programme (ASMP) and Chronic Disease Self-Management Programme (CDSMP) have improved quality of life and reduced hospitalisations.
· Family inclusion increases adherence — especially in conditions like diabetes, where meal planning and lifestyle changes affect the whole household (Rosland et al., 2012).
📈 Economic and Quality Outcomes
A Cochrane Review (2010) found that chronic disease self-management reduces hospital stays by 7–14 %.
Lorig et al. (2001) demonstrated sustained benefits up to four years post-intervention.
Grady & Gough (2014) note cost savings and improved population health when self-management is embedded in public health strategies.
5️⃣ Theoretical Perspectives and Models
Self-management frameworks guide professionals in developing consistent, evidence-based support for individuals with long-term conditions. Two key models — one UK-based and one international — underpin modern practice.

🇬🇧 UK Model: The Health Foundation’s Self-Management Support Model
The Health Foundation (2011) describes self-management as a shift from providing care for people to providing care with people.
It promotes a behavioural and partnership-based approach, grounded in empowerment, self-efficacy, and shared responsibility.
🔑 Core Principles
1. Co-production: Professionals and service users jointly create care plans.
2. Building Confidence: Strengthening self-belief and practical skills through coaching.
3. Behavioural Change: Using motivational and cognitive strategies, not just education.
4. Ongoing Support: Continuous review and reinforcement by care teams.
5. Tailoring: Adapting to individual needs, culture, and literacy.
💬 “Self-management support is about transforming the clinician–patient relationship into a collaborative partnership.”
— The Health Foundation (2011, p. 9)
📘 Application in UK Practice
· NHS programmes such as Personalised Care Planning, Health Coaching, and Social Prescribing reflect this model.
· Emphasis is on empowering individuals to set goals and make daily choices aligned with their health priorities.

🌍 International Model: The Chronic Care Model (CCM)
(Wagner et al., 1998; Grady & Gough, 2014)
The CCM is a global benchmark for chronic illness management and has influenced NHS service design.
It focuses on aligning health systems, community resources, and patient self-management to improve outcomes.
⚙️ Six Key Elements of the CCM
	Element
	Description

	1. Self-Management Support
	Equipping patients with skills and confidence to manage illness.

	2. Delivery System Design
	Proactive, planned care rather than reactive crisis management.

	3. Decision Support
	Evidence-based practice through clinical guidelines.

	4. Clinical Information Systems
	Use of digital records and data to guide care.

	5. Health System Organisation
	Leadership and culture that prioritise chronic care.

	6. Community Resources
	Linking patients to voluntary and local support networks.


🌎 Global Relevance
The CCM has been adopted in the United States, Canada, Australia, and the UK (Grady & Gough, 2014).
It has proven effective in improving outcomes for conditions such as diabetes, asthma, and heart disease (Lorig et al., 1999).

🧩 Comparison of UK and International Models
	Feature
	Health Foundation Model (UK)
	Chronic Care Model (International)

	Focus
	Empowerment, behaviour change, collaboration
	System-level reform and population health

	Setting
	Individual and care team relationship
	Integrated care systems and community

	Approach
	Person-centred and psychological
	Structural and multidisciplinary

	Goal
	Empower individuals to self-manage
	Improve overall care coordination


✅ Both models emphasise empowerment, continuity, and prevention, aligning with the NHS vision of personalised, proactive care.

🧠 Supporting Theories in Practice
1. Bandura’s Self-Efficacy Theory (1997):
Confidence predicts behaviour change — the higher a person’s self-efficacy, the more likely they are to engage in self-management (Grady & Gough, 2014).
2. Corbin and Strauss (1985):
Identified three types of work in living with chronic illness:
· Medical management (medications, monitoring)
· Behavioural management (daily activities, lifestyle)
· Emotional management (coping and adaptation)
3. Individual and Family Self-Management Theory (Ryan & Sawin, 2009):
Highlights that context, family support, and social networks shape self-management success.
These frameworks remind professionals that chronic illness management is not purely clinical — it’s social, emotional, and behavioural.

6️⃣ Political and Policy Context
🇬🇧 National Health and Social Care Agendas
🩺 NHS Long Term Plan (2019)
Emphasises prevention, personalised care, and supported self-management as central to modern healthcare.
Targets include:
· Expanding digital health tools,
· Reducing hospital admissions through community-based care,
· Embedding personalised care planning across all pathways.
💬 “People will have more control over their own health and care.” — NHS England (2019, p. 28)
🧩 NICE Guidelines
NICE provides evidence-based recommendations for condition-specific self-management, e.g.:
· NG17 (Diabetes) – structured education for all patients.
· NG115 (COPD) – pulmonary rehabilitation and self-care planning.
· CG136 (Depression) – guided self-help and therapy options.
NICE supports shared decision-making and individual goal-setting in all LTCs.

🏛 Government and Public Health Strategies
Public Health England (2022): promotes tackling social determinants such as housing, income, and education to support health equity.
Department of Health and Social Care (2023): advocates integrated, community-based care models through Integrated Care Systems (ICSs).
NHS England (2023): launched the Personalised Care Institute to train professionals in shared decision-making and health coaching.
🧩 Local Implementation through ICSs
Each Integrated Care System (ICS) in England develops local self-management initiatives, often partnering with voluntary sectors.
Examples include:
Healthy Cornwall (Cornwall ICS): Lifestyle coaching and community connectors.
Bristol, North Somerset & South Gloucestershire ICS: “Live Well Hub” providing self-management workshops.
Greater Manchester ICS: Use of peer mentors for diabetes and COPD.
Such initiatives demonstrate how national strategy translates into local practice, promoting independence and reducing reliance on acute services.

🌐 International Policy Alignment
World Health Organization (2023): 
identifies chronic disease prevention and self-management as key to achieving Universal Health Coverage (UHC).
Centers for Disease Control (CDC, 2022): 
supports community-based self-management programs, such as the Chronic Disease Self-Management Program (CDSMP), developed by Kate Lorig, which has influenced NHS models.

💬 Policy in Practice
Self-management is no longer optional — it’s embedded in the UK’s health and social care reform agenda, linking to:
· The Care Act (2014) – promoting wellbeing and independence.
· The Health and Care Act (2022) – enabling integrated service delivery.
· The Equality Act (2010) – ensuring accessible care for all individuals.
These frameworks collectively drive a culture shift from dependency to empowerment and partnership in managing chronic conditions.
7️⃣ Recommendations for Improvement
Self-management is a powerful approach, yet barriers remain — including limited professional training, digital inequalities, and variable local delivery.
The following recommendations are designed to strengthen person-centred, sustainable care for individuals living with long-term conditions (LTCs).

💬 1. Promote Collaborative Care Planning
· Move from “professional-led” to co-produced plans where goals are set jointly with service users and families.
· Regular reviews help patients monitor progress and maintain engagement.
· Encourage shared decision-making using NICE guidance and NHS Personalised Care and Support Planning tools.
💡 When patients co-design their care, adherence and satisfaction increase significantly (NHS England, 2022).

🧑‍🏫 2. Strengthen Professional Training
· Integrate self-management education into all health and social care curricula.
· Train staff in motivational interviewing, health coaching, and behaviour-change techniques.
· Equip professionals with cultural-competency and trauma-informed approaches to ensure equity in self-management support.

🌍 3. Address Health Inequalities and Digital Exclusion
· Provide access to digital tools in community hubs (libraries, GP practices).
· Offer low-literacy or translated materials to engage diverse populations.
· Partner with voluntary organisations to reach under-represented groups.
🖥️ Digital inclusion ensures that all individuals — regardless of age, income, or ability — can participate in self-management programmes (Public Health England, 2022).

🫂 4. Enhance Family and Peer Support
· Involve carers in goal-setting and training to improve continuity of care.
· Commission peer-support groups through local ICSs to provide shared learning and emotional resilience.
· Recognise carers’ wellbeing through respite opportunities and financial advice (Carers UK, 2023).

⚙️ 5. Integrate Psychological and Social Support
· Embed psychological wellbeing practitioners in primary-care teams to address depression and anxiety linked to LTCs.
· Encourage the use of social prescribing to link people to community resources — arts, exercise, or volunteering — that promote health and belonging.

📱 6. Invest in Technology-Enabled Care
· Expand use of telehealth, remote monitoring, and personalised apps to empower patients.
· Ensure data security and privacy compliance with the UK GDPR.
· Combine digital monitoring with human follow-up for continuity and trust.

🌿 7. Embed Self-Management in End-of-Life and Palliative Care
Encourage advance care planning and discussions about values and preferences early in the disease trajectory.
Integrate self-management principles even in palliative contexts — e.g., symptom diaries, comfort planning, and emotional coping strategies.
Train staff to balance autonomy with compassionate, family-centred support (NICE, 2021).

🧩 8. Strengthen Research and Evaluation
· Invest in long-term studies to evaluate outcomes of UK self-management programmes.
· Promote collaboration between academia, public health, and NHS Trusts to share best practice.
· Develop national metrics for measuring patient activation and self-efficacy (e.g. PAM scores).

🏁 Summary of Key Recommendations
	Theme
	Key Action

	Empowerment
	Shared decision-making and goal setting

	Education
	Ongoing staff and patient training

	Equity
	Address social and digital barriers

	Integration
	Whole-system, multidisciplinary approach

	Support
	Include families and communities

	Technology
	Accessible digital self-care tools

	Sustainability
	Evaluate and share evidence



8️⃣ Conclusion
Self-management represents a transformational shift in how long-term conditions are approached within UK health and social care.
It moves away from reactive, hospital-based treatment towards preventive, person-centred, and partnership-driven care.
Evidence from The Health Foundation (2011) and Grady and Gough (2014) demonstrates that effective self-management:
· Improves clinical outcomes, quality of life, and self-efficacy.
· Reduces hospital admissions and costs.
· Enhances satisfaction for both patients and professionals.
Embedding self-management across policy, education, and community practice will enable individuals to live not only longer — but better, maintaining dignity, independence, and wellbeing throughout their health journey.
💬 “Supporting self-management is not an optional extra; it is core to delivering compassionate, efficient, and modern care.”
— NHS England (2019)
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