
Sharing Health Care: Chronic Condition Self-Management Guidelines

Use a client-centred approach to 

Define the problem

• Impact of illness

• Symptoms of illness

• Lifestyle factors

• Strengths and barriers

With the client determine factors

that will affect his or her capacity

for self-management

Provide primary prevention

after determining stage of

change with intervention as

appropriate

(see stage of change

information)

Does the client have

a chronic condition?

Does the client
present with
lifestyle risk
factors?

• Diet/nutrition

• Weight

• Smoking

• Alcohol use

• Physical activity

Planning

Together with the client:

• Determine stage of change

• Determine specific goals

• Prioritise goals

• Identify outcomes

• Determine realistic timeframes

• Select interventions

• Document the care plan
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Management

Select appropriate mix of

strategies depending on:

• Context

• Goals

• Availability of resources

• Quality of resources

• Personal capacity

Monitoring &
systematic follow-up

Types of measures:

• Physiological

• Clinical

• Quality of life

Important factors to
address:

• Medication use

• Behaviour change related

to lifestyle and activities

• Pain control

• Adjustment to change

• Coping with emotional

reactions

• Effective use of community

resources

• Changes in

disease/symptoms

Is client

considering

taking action

within 6 months?

Is client

considering

taking action

within the next

30 days?

Has the client

made efforts to

modify his or her

habits and

environment?

Has the client

maintained

healthy

behaviours for at

least 6 months?

Monitor risk factors for condition

at subsequent visits as appropriate

Not thinking of change

• Reflective listening (empathic

approach)

• Effective questioning

• Provide objective information in

a non-judgmental manner

• Explore barriers

(Note: action-oriented message not

appropriate at this stage)

Thinking of change

• Reflective listening (empathic

approach)

• Empathy

• Effective questioning

• Provide objective information in

a non-judgmental manner

• Encourage ownership of problem

• Increase awareness of negative

consequences

• Recognise how situations affect

illness

Ready for change

• Encouragement

• Empathy

• Goal setting

• Support for self-efficacious

behaviour

Changing behaviour

• Encourage stimulus control eg

manipulating environment and

removing cues

• Skills training interventions

• Encourage support from others

Maintaining change and
relapse

• Do not view relapse as failure

but as a way to gain knowledge

of triggers

• Increase awareness of

environmental and internal

stimuli that trigger problem

behaviours

Approaches to self-
management:

• Education

• Self-management

program

• Symptom action plan

• Diary

• Motivational interviewing

• Peer support

No
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Determine stage
of change
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