
   
 
BRIEF (6) July, 2008 
Self Management,  
In General Practice Environment 
 

This briefing was prepared as part of a primary health care research 
collaboration between Griffith University and General Practice Queensland. 

 

Level 5, 410 Queen Street (Cnr Wharf St), GPO Box 2546 Brisbane 4001
T 07 3105 8300 F 07 3105 8301 info@gpqld.com.au  www.gpqld.com.au

ABN 56 123 426 111 A proud member of the Australian General Practice Network

 
 
Background  
 
This briefing explores how self-management is supported in the general practice environment and 
theoretical perspectives that could inform self-management support. The full article (in journal 
publication review) can be found at www.gpqld.com.au/Programs/Collaborative_Research_Hub  
 
Self Management in the General Practice Environment 
 
The general practice setting provides an environment which supports self management principles, but 
must be adapted to meet the demands of the practice and pressure on the GP. This section will 
propose a workable model of self management support which allows for the complex social and 
environmental context for people living with chronic disease and the context within which health 
professionals provide care. To support this environment a set of eight characteristics were proposed1 
which included: a care team that works collaboratively; continuity of care across service providers; 
coordination of referrals; documentation of goals, plans and services; ongoing quality improvement; 
patient input; staff training and education; and integration of self-management into the fabric of the 
practice. To support this process at the practice level the following activities need to occur2: 
 

• Systematic Follow-up 
• Time to address self management tasks during consultancy 
• Practice Setting needed space for group education and peer support group 
• Shift from clinical outcomes towards a focus on the day-to-day problems of living with a 

chronic illness. 
 
Integration of self management strategies within the practice setting have shown to influence 
behavioural change and improved health outcomes3 These strategies included committed senior 
leaders, more than one self-management champion, designated roles associated with self-
management and inclusion of self-management as a regular agenda item for discussion, a local social 
marketing campaign and behaviour change tools/materials in the practice, training for staff members, 
modelling of self-management for clients, multiple methods and sites of client engagement and active 
prescription of self-management activities. 
 
Creating a person-centred approach which assists consumers to self-regulate their behaviour, whilst a 
challenge for the general practice setting, provides a humanistic approach. This approach would need 
to be facilitated with the support and integration strategies outlined above. 
 
Theory behind the Support Techniques 
 
Self–determination theory (SDT) is a theory of self–motivated behaviour change that has been under 
development for more than 30 years.4 Research has confirmed a place for SDT in the health system in 
that internalised motivation, when well supported by others, is associated with higher levels of 
treatment attendance, less drop-out, less relapse, and enhanced well-being.4 Research in diabetic 
patients has shown that autonomous motivation for adaptive self–management behaviours (diet, 
exercise, and medication compliance) predicted greater glycemic control.5 According to some 
researchers, the principles of self-determination theory, when combined with scientifically supported 
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treatments,6 should maximise the ability of people with chronic conditions to achieve substantial and 
lasting health outcomes.  
 
SDT provides clear guidance about how to support people to thrive and, therefore, provides a potential 
framework for self-management support. For instance, competence will be facilitated through 
structure, such as clear expectations, achievable goals, and tangible feedback. In conjunction with 
structure, however, autonomy support is provided by maximising opportunities to exercise choice. 
Researchers have suggested that this involves (a) developing a personally meaningful rationale for 
engaging in a behaviour; (b) minimising reliance on external controls; (c) providing opportunities for 
participation; and (d) acknowledging negative feelings associated with engaging in difficult tasks.7 
Pressure to engage in behaviour change is minimised, and individuals are encouraged to initiate 
actions themselves. To facilitate competence, the link between the behaviour and valued outcomes is 
made apparent, expectations are clear, and positive feedback is provided. The entire interaction 
occurs within a warm environment which capitalises on the personal relationship between the 
professional and the person with the condition. 
 
Motivational interviewing4 is an example of this, and includes mutual goal setting and agreement, 
open-ended questions that allow clients to express their concerns freely, reflective listening to ensure 
understanding and summarising to clarify conclusions. The most critical aspect of motivational 
interviewing is the need for neutrality and suspension of any stereotypes or assumptions. However, 
motivational interviewing in its entirety is time-consuming and may not be possible within the short 
general practice consultation. Although the technique does provide some simple strategies that could 
facilitate self-management, self-management support strategies must be workable in the practice 
context. 
 
System Enablers 
 
In attempting to simplify self-management support in the practice setting, Coleman and Newton 
(2005)2 designed a cycle of steps to create an interactive feedback loop between clients and GPs. 
These steps involve: 
 

1) The collaborative selection of a self-management strategy or desired behaviour change; 
2) The provision of information about the topic; 
3) The exploration of barriers to that outcome; 
4) The setting of goals and action plans; 
5) Determination of confidence level and 
6) The provision of support for the plan to be implemented.  

 
Coleman and Newton also discussed the importance of a consistent rating system to allow people to 
engage in monitoring their condition and symptoms. They described a system of green, yellow and red 
zones of management to enable people to make sense of when they should contact a health 
professional for input. 
 
In acknowledging this broader view of self-management, Spearing et al. (2005)8 included system 
enablers in their framework of self-management supports. Specifically, they noted that self-
management is more easily promoted in the presence of: 
 
1. Integration across services and sectors 

2. Supportive policies 

3. Individualized, disease-specific, culturally competent and interdisciplinary services 

4. Capacity building around healthy lifestyles 
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Relationships with general practitioners sited as a critical factor in determining whether or not they 
enacted and maintained self management activities following training. An individualistic approach to 
self management is insufficient to bring about change. Broader self management supports 
recommended include: 
 

• collaborative planning and goal setting 
• development of applied skills  
• follow-up and support in the person’s own setting  
• continuity of care across settings and 
• access to sufficient community resources and supportive environments 

 
Information Communication Framework (ICF) 
  

The ecological approach to health has been translated into a well-known framework which may 
provide a useful mechanism for promoting self-management, namely the World Health Organisation 
International Classification of Functioning, Disability, and Health (WHO, 2001).9 This framework is 
being utilised across the world to facilitate a consistent approach to health and functioning. The ICF 
provides a structure by which to present information and a coding system that ensures attention is 
given to contextual factors. The ICF is divided into two parts, 1) functioning and disability and 2) 
context. Functioning and disability is classified according to two dimensions, namely body functions 
and structures, and activities and participation. Context is classified according to two dimensions, 
namely environmental factors and personal factors. Codes and scores, ranging from positive to 
negative, can be assigned to enable a full evaluation of the person and their context. Using the ICF as 
a guide, Steiner et al. (2002)10 have developed a Clinical Problem-Solving Form that enables 
practitioners and their clients to apply the ICF in problem-identification, goal-setting and understanding 
capacity of individuals to self-manage. With space for responses from both the person and the 
practitioner across the ICF dimensions, the tool is used in an interactive way to facilitate open 
communication and shared understanding. This type of assessment and communication is likely to 
facilitate a supportive context for autonomy, structure for a sense of competence, a connection 
between practitioner and client and attention to context. Thus, this tool is likely to support self-
management, but is brief, easy to use and meaningful to both parties.  

 
Conclusions for a way forward 
 
A system wide shift (paradigm shift) is needed to adopt an integrated self management approach. 
Sufficient self management evidence is accumulating, however to date, the process of change has 
relied on the education of people with chronic conditions, but little attention has been given to a 
comprehensive multi-level approach to change. 
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