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What is known about this topic

•
•

•

Previous research into selfmanagement support tends to focus
on individual attitudes and
motivations.
The difﬁculties people have in
incorporating self-management into
pre-existing life contexts have been
conceptualised in terms of concepts
such as non-compliance, nonadherence and lack of concordance
or difﬁculties in the regulation of the
self.
Existing literature does not
problematise the conditions under
which diabetes-related experiences
unfold.

What this paper adds

•
•
•

Peoples’ accounts are of themselves
located with reference to daily life
within a social network and how this
network affects their selfmanagement.
Connectivity is an important element
of self-management.
Self-management support needs to
be targeted to take account of the
appropriate context operating at
micro-, meso- and macro-levels.

Abstract
This paper presents a meta-synthesis of the literature on communitybased self-management to support experiences of people diagnosed with
type 2 diabetes. The aim was to synthesise ﬁndings on both formal and
informal self-management support with particular reference to the
relevance and inﬂuence of the social context operating at different levels.
The review forms part of EU-WISE, a project ﬁnanced through EU’s 7th
Framework Programme. The review was performed by systematically
searching MEDLINE, PubMed, EMBASE, CINAHL, PsycINFO and Web
of Science for English language publications between 2005 and 2014
presenting research conducted in Europe on the experiences and
perspectives of self-management concerns of patients diagnosed with
type 2 diabetes. The search yielded 587 abstracts, which were reduced
through search strategy reﬁnement and eligibility and quality criteria to
29 papers that were included in the review. This review highlights the
relevance of contextual factors operating at micro- and macro-levels. The
synthesis yielded six second-order thematic constructs relating to selfmanagement: sense of agency and identity, the signiﬁcance and meaning
of social networks, minimal disruption of everyday life, economic
hardship, the problem of assigning patients’ responsibility and structural
inﬂuences of primary care. Using a line of argument synthesis, these
themes were revisited, and a third-order construct, connectivity emerged
which refers to how links in daily life are interwoven with peoples’ social
networks, local communities, economic and ideological conditions in
society in a way which support self-management activities. This metasynthesis indicates a need to heed the notion of connectivity as a means
of mobilising and supporting the self-management strategies of people
with type 2 diabetes in everyday life.
Keywords: chronic illness, meta-synthesis, qualitative research,
self-management, type 2 diabetes
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Introduction
Projections from the International Diabetes Federation
estimate that the global prevalence of diabetes will
increase to 7.1% of the total population (380 million)
by 2025, and 90% of this increase will be attributed to
type 2 diabetes (Economist Intelligence Unity 2007).
The escalation of the prevalence of long-term conditions is motivating substantial changes in healthcare
services. New organisational developments centred
on the management of long-term conditions have
been a common characteristic of contemporary
healthcare politics in Europe (Genet et al. 2012). Over
the past decade, healthcare systems have been subjected to reforms consistent with the prevailing
neoliberal trend, resulting in individualism, privatisation and/or deregulation and decentralisation (Ajo
2012). A central part of this policy is to strengthen
primary care, including increased community
involvement in healthcare and an ampliﬁed integration of healthcare activities in and between public
and private agencies (Sheaff & Pilgrim 2006, WHO
2008, Ham 2010). This approach ﬁts with the overall
manner in which self-management policy and practice has been cast across Europe (Scheller-Kreisen
et al. 2009).
The increasing growth in the prevalence of chronic
conditions combined with an enhanced focus on individuals’ responsibilities for their own healthcare has
led to a focus on self-management, support and a
panacea for a healthcare system under pressure (Wilson et al. 2006, Kendall et al. 2011). Self-management
support has also been promoted in a primary care
context (Kousoulis et al. 2014).
The basis of this study was existing literature on
self-management support, as presented in existing
reviews. Self-management support refers to the help
from both professional and non-professional sources in
the community that help patients monitor and address
their condition, establish a favourable lifestyle, adjust
medication and access community services (Blakeman
et al. 2010). This deﬁnition focuses on self-management
as a broad, encompassing and contextual practice in
which various sources in the individuals’ context are
heeded. Various assumptions underpinning the
understanding of self-management and practise of selfmanagement support among policy makers, professionals and users have been identiﬁed (Kendall et al.
2011). In a review aimed to identify the contemporary
usage of the term self-management, Kendall et al.
(2011) identiﬁed various deﬁnitions based on the discourses of self-management, which are respectively
seen as a cost-cutting mechanism based on ideals of
individualist-behavioural assumptions; a domain of
2

health professional experts leading to the notion of
‘knowers’ versus ‘non-knowers’; and an emancipation
related to the ideology of ‘free choice’ assuming that
lifestyle is a question of choice. The implications of
these conceptions are that self-management policy is
practised as a standardised package based on the conception of educating (passive) consumers on how to
manage and by being a ‘good’ citizen in choosing to
take responsibility of their own health (Kendall et al.
2011). Furthermore, it is argued that the conceptualisation of self-management support has placed individual
behaviour change at the centre (Ong et al. 2014).
Accordingly, recent reviews of qualitative literature on
patients’ perspectives of self-management of diabetes
tend to focus on concepts of compliance (Campbell
et al. 2003), adherence (Vermeire et al. 2007) and selfcontrol (Gask et al. 2011), conceptualising ‘the self’
within a discourse of personal accountability and
blame and presenting self-management as a question
of control and of ‘bossing one’s own mind’. It has been
argued that this perspective obscures the context under
which diabetes-related experiences unfold (Gomersall
et al. 2011) that patients have to address and that are
far from being ‘freely chosen’. The authors suggest that
‘a satisfactory account of diabetes care requires paying
attention to the inner world while acknowledging the
social and political conditions in which diabetesrelated experiences unfold’ (Gomersall et al. 2011,
p. 855). This standpoint is supported by a recent study
based on the experiences of patients’ recovery, in
which the authors raise doubts on current policy based
on patients’ accounts by relating to choice and control.
Instead, the authors support a greater focus on health
policy on quality of life and engagement with meaningful activity and foster positive social relationships
(Brooks et al. 2014).
A further premise is that self-management support
has the potential to improve the efﬁciency of health
services by reducing other forms of utilisation. However, reviews have concluded that self-management
support is associated with small and uncertain
improvements in health outcomes (Elzen et al. 2007,
Desroches et al. 2013, Kennedy et al. 2013, Panagioti
et al. 2014). This relationship suggests the need to
increase the understanding of what it means to face
the comprehensive demands of self-managing a
chronic condition such as type 2 diabetes. Investigating existing knowledge based on data capturing
patients’ own experiences through various theoretical
understandings of self-management may be a method
to meet this need.
This review is conducted as part of the EU-WISE
research project funded by EU’s 7th Framework Programme and was undertaken to investigate current
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knowledge of patients’ perspectives relevant to selfmanagement support in Europe. Many of the studies
included in previous reviews (Campbell et al. 2003,
Gask et al. 2011, Gomersall et al. 2011) were conducted in the United States, Canada and Australia.
Although the healthcare context and the manifestations of primary care organisation in European countries are different (Saltman et al. 2006), there are also
similarities, as most European countries aim to
strengthen primary care to combat chronic conditions
in their agendas (Busse et al. 2010b). Self-management
support for people with long-term conditions is
described as relatively underdeveloped in Europe
(Elissen et al. 2013, Kousoulis et al. 2014). As this
review is part of an EU-funded study that also aims
at providing an overview on European progress in
the ﬁeld, we have chosen to focus on studies reporting European patients’ perspectives of self-management. Due to limited resources, we only included
studies published in the English language.
The aim was to synthesise ﬁndings from qualitative research articles with a speciﬁc focus on patients’
perceptions of both formal and informal self-management support of type 2 diabetes in the community.
The speciﬁc perspective adopted in the review is
based on the understanding of self-management as a
broad, encompassing and contextual practice consistent with the chosen deﬁnition of self-management
(Blakeman et al. 2010). The experiences of patients,
which are referred to the micro-level of individuals’
experiences in qualitative literature, can feed into and
promote understanding of the social processes at a
meso- and macro-level of groups and organisations.
The overall objective of this review was thus to provide insights based on a bottom-up approach that
have the potential to develop innovations in policy/
practice that are patient-led.

Method
The chosen method for this review is meta-ethnography. Meta-ethnography was described by Noblit and
Hare (1988) and later developed by Campbell et al. as
one of the several possible methods for synthesising
qualitative research (Britten et al. 2002, Campbell
et al. 2011). Campbell et al. (2003) argued that synthesis should go beyond the description and summarising associated with a narrative literature review
towards advancing the ﬁeld by reinterpretation based
on published ﬁndings through a process of induction
(Campbell et al. 2003, p. 672). As we were aiming to
develop new understandings based on existing publications, this form of interpretive review synthesis
was suitable as a possible way to advance the

description and gain new insights into patients’ perspectives on self-management support.
The basic principles described by Campbell et al.
(2011) were used to identify interpretations offered
by the original researchers (second-order construct),
followed by the development of new interpretations
(third-order constructs) that go beyond those offered
in the individual primary studies. Studies are
described to relate to each other in three ways:
directly comparable as reciprocal translations; stand
in opposition to one another as refutational translations; or taken together to represent a line of argument (Britten et al. 2002). The line of argument
synthesis essentially involves a process of interpretation and conceptual advancement into a third-order
construct. This process is conducted by reordering,
relinking and reanalysing, ﬁnally leading to a representation of the synthesised material.
Search strategy
Because qualitative research lacks indexing terms and
standardised keywords, we followed the advice of
Campbell et al. (2011, p.27), to use a “wide net –
approach”. Familiarity with the topic and experiences
from a realist review already conducted within the EUWise project (Kousoulis et al. 2014) helped identify the
search terms. We included subject headings and keyword searches, and various search terms were used to
include both MeSH terms and other glossary
databases. The main search terms used were patient
perception, patient perspective, qualitative, interview,
group interview, chronic disease, type 2 diabetes, selfcare support, self-care management, chronic illness
management, self-management, health behaviour and
local communities. Additionally, we also searched the
reference lists of relevant studies and reviews. The following databases were searched for literature references: MEDLINE, PubMed, CINAHL, EMBASE,
PsycINFO and Web of Science. Inclusion of the most
recent literature (January 2004–January 2014) ensured
that the most recent changes in policy development
will be reﬂected in the meta-synthesis.
Inclusion/exclusion criteria
To be included in this review, the literature had to
meet the following criteria:

•
•
•

Published articles providing patient perspectives
of the self-management of type 2 diabetes (as the
only respondent group or as one of the several
clearly described groups)
Published in English
Presenting studies conducted in Europe
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Papers were excluded if:

•
•
•

Papers were not published in English
Papers were published before 2005
Papers that did not explicitly state inclusion of
participants with type 2 diabetes (only described
as having ‘chronic illness’)

We included studies that used individual
interviews, group interviews, or observations and
provided qualitative data. Papers that reported
mixed-method studies were included if the qualitative data were presented separately.
Quality appraisal process
We based our criteria for excluding studies on those
implied in the work of Campbell et al. (2011). First,
Campbell et al. (2011) stated that the purpose of a
qualitative synthesis is to achieve a greater level of
insight into particular phenomena and to generate
theory. They also suggested that the inclusion of
poorer quality studies is unlikely to have a distorting
impact on a qualitative synthesis and considered that
the worth of studies is determined in the process of
achieving a synthesis. Following Campbell et al.
(2011), we used the following few key questions in
the appraisal process.
We ﬁrst chose to screen the abstracts using two
questions: does the paper report ﬁndings from qualitative research, and is the research relevant to the synthesis topic? The studies were discarded if they did not
ﬁt these criteria. Studies that ﬁt the inclusion criteria
were retrieved. We then applied the criteria of a clear
identiﬁcation of: the aim and objectives of the research,
description of the method and research process and
whether the data analysis was sufﬁciently rigorous to
support the interpretations. Accordingly, we used criteria of credibility, transparency and reﬂexivity as
described by Campbell et al. (2011). Two papers were
excluded because they did not provide an adequate
description of the methods of sample selection or of
the strategies employed for data analysis (Figure 1).
Any uncertainty about eligibility after assessing the
full text was assessed by the second author.
Data synthesis
We based our synthesis on the steps described by
Noblit and Hare and elaborated by Campbell et al.
(2011). Two researchers independently read the
selected papers and focused on the ﬁndings and the
discussion sections. Both researchers drew a visual
map identifying main themes central to the overall
aim of the review and also suggested the relationship
4

of themes. This process was done separately, and
then, the researchers compared ‘maps’. The maps
were then discussed between the researchers and
adjusted into one agreed map. As the focus of the
analysis was based on an understanding of self-management as a contextual practice, we sought to identify accounts of self-management as part of the
interactions within a family, in the community and
where self-management support was related to the
broader society. In this process, the studies were synthesised ‘into each other’ by looking for similarities
and nuances in the various cases, which were inductively coded in a raw textual synthesis. This initial
coding was repeatedly compared and discussed
among the ﬁrst two authors. Existing codes were
reﬁned and then developed into descriptive ‘secondorder’ themes (Campbell et al. 2011). Second-order
constructs were shared with other team members.
They were shared ﬁrst with the project leader (last
author), who also participated in the development of
the third-order construct, in which the core of the
second-order construct was developed into the thirdorder construct as exempliﬁed (Table 1). In this process, the third-order theme was further reﬁned. In the
ﬁnal stage, the second- and third-order themes were
shared between all members of the research team,
which was a strategy to advance alternative perspectives and the development. This collaboration
resulted in minor adjustments.

Findings
The 29 studies spanned 8 European countries, with an
overrepresentation of studies from the UK (Table 2).
There was a pattern of responses related to self-management support that reﬂects many common experiences across various countries and healthcare systems.
The studies vary in the use of qualitative methods,
diverse perspectives and populations (Table 2).
First-order accounts from people diagnosed with
type 2 diabetes indicate that self-management extends
compliance and control, and requires a mix of cognitive, practical and social skills. Contextual factors that
are implicated are described as a set of processes
deeply embedded in unique life situations and as
complex, non-linear, cyclical and continuous processes of struggling to cope with the ever-changing
conditions of life (Moser et al. 2008b, Hinder &
Greenhalgh 2012, Booth et al. 2013).
We present the ﬁndings in six separate headings
that reﬂect the identiﬁed second-order constructs.
Although the constructs represent various areas and
levels of self-management and self-management
support, they are interrelated.
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MEDLINE
1330

Scopus PsycInfo
224
2

CINAHL
213

EMBASE
1231

Web of Science
214

3214
Remove duplicates

Abstracts identified and screened
587
Full text articles
excluded (n = 33):

Studies not qualitative
or not relevant to the
synthesis topic

Not reporting
patients or family
experiences (17)

Studies read in full
58

Setting other than
municipal care (3)
Not specifying
respondents
diagnosed with
type 2 diabetes (11)

Studies included into review
(25)

Not filling quality
criteria (2)

Studies added from lateral
searching. 4 studies were
identified by checking
reference lists of included
studies. All fitting
established inclusion- and
quality criteria.

Studies included in the review
29
Figure 1 Flow chart for the international qualitative literature review. Articles retrieved between 2005 and 2014.

Sense of agency and identity
Social position in life belonging to various gender
and cultural groups shapes self-management and vice
versa. The literature adopts a speciﬁc gendered perspective and suggests that self-management has a
gendered dimension. Peel et al. (2005) found that
women draw upon discourses of responsibility and
guilt in their accounts more than men, which is
consistent with gendered notions of women’s relationships with diet and their bodies. Gender differences also relate to other experiences of support.
Female patients with type 2 diabetes describe a lack
of support from children and partners who are
unwilling to adopt a diabetic-friendly diet (Peel et al.
2005). Women also describe more active use of
socially interactive resources and networks in their
management (such as group-based patient education/support groups or friends), whereas men prefer
more self-directed learning (books, Internet sites) and

tend to rely on more narrower networks (e.g. spouse
or close family) for support (Hjelm & Berter€
o 2009).
The effect of a collectivistic versus an individualistic
culture (Satterwhite et al. 2000) is evidenced in ethnically diverse perceptions of type 2 diabetes. Lawton
et al. (2007) described ‘white patients’ as tending to
blame themselves for developing diabetes, whereas
patients from Pakistani and Indian backgrounds
reportedly had more varied accounts to explain their
diabetes, with a stronger focus on external stress
factors in life. Based on identiﬁed differences, the
authors suggest a lack of resonance between the
individualistic paradigms contained within western
diabetic education models aimed at promoting self-efﬁcacy and the socio-centric concept of selfhood
conveyed by South Asian respondents. Furthermore,
the authors suggest that advice on lifestyle could be
culturally adapted. Studies focusing on barriers in multi-ethnic communities conclude that there is a need for
a more culturally sensitive approach that capitalises on
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Table 1 Example of the process of identifying second- and third-order constructs
Concepts

Second-order interpretations

Third-order interpretations

Patients often talked about different aspects
of their daily life in a way that focused them not
as individuals but as part of a family
and/or a community.
Exemplified;
‘She’ (the participant’s wife) ‘is my assistant.
She cooks, she thinks with me,
she takes care of the medication.
I also do all these things,
but she keeps me company in managing
the whole diabetes thing,
which is essential to me.’ (Moser et al. 2008b)

The importance of networks as
affecting self-management
was agreed as a second-order
construct

Being part of something as constituting
life (with the illness) established the foundation
for connectivity as a third-order construct

conditions of everyday life that are deemed important
by patients (Lawton et al. 2005a, 2006a,b, 2008a,
Berter€
o & Hjelm 2010). However, based on the
accounts found in multiple papers, it appears that the
need to adapt advice and strategies applies to sub-cultures of groups based on class and other dimensions.
Self-management actions and choices are described by
the respondents in the literature as strongly inﬂuenced
by peoples’ desire to act appropriately and maintain
contact with their social group and local community
(Lawton et al. 2008a,b, Jenkins et al. 2010, Hinder &
Greenhalgh 2012). Furthermore, the focus on particular
features of self-management in minorities has also been
subjected to criticism, as it may promote cultural
stereotypes (Lawton et al. 2009a).
Minimal disruption of everyday life
Family support is described as essential by patients
precisely because it forms part of everyday life. A
range of tangible as well as complex and subtle
aspects of family life are described as inﬂuencing selfmanagement in both positive and negative ways
(Lawton et al. 2006b, Gunn et al. 2012). Patients
describe their immediate and extended family as
sources of emotional and practical support (Moser
et al. 2008a,b, Gunn et al. 2012). Family support is
designated as speciﬁcally valued with respect to practical support related to everyday challenges, which
are described as being frequently ignored by healthcare practitioners (Oftedal et al. 2010b). Gunn et al.
(2012) found that people describe their role within
the family as important in more indirect and subtle
health-promoting ways, indicating that it is not only
the family support but also the connectedness to a
network that inﬂuences self-management.
Variations in available social networks (social
anchoring, contact frequency and social participation)
6

have been associated with demographic variables.
Elderly people diagnosed with diabetes and living
alone described feeling vulnerable due to a poorer family network (Gunn et al. 2012). Hjelm and Berter€
o
(2009) indicated the lack of qualitative literature explicitly focusing on the experiences of persons belonging
to deprived socioeconomic groups. Thus, little is
known about whether lay deﬁnitions of social support
are transferable to the nuances of social support that
this group might prioritise, as also reﬂected in our
search (Table 2). The few studies explicitly focusing on
deprived persons or persons diagnosed with poor glycaemic control stress the need to explicitly focus on the
individual’s speciﬁc local context and environmental
conditions (Zoffmann & Kirkevold 2005, Gomersall
et al. 2012, Hinder & Greenhalgh 2012).
In a grounded theory study of persons with poor
glycaemic control, some patients described the healthcare providers as having a ‘disease-oriented view’ that
conﬂicts with patient approaches based on a ‘life-overdisease’ priority (Zoffmann & Kirkevold 2005). The
conﬂicting views result in patients feeling that their
experiences are devalued, a feeling also described by
respondents in other studies as resulting in discouraging of self-management efforts (Hinder & Greenhalgh
2012). Although Zoffmann and Kirkevold (2005) interpreted the conﬂict as a lack of connectivity between life
and disease in health professionals, others have
described a tension between ‘ofﬁcial, authoritative
voices’ associated with optimal glycaemic control and
‘unofﬁcial voices’ that ‘speak at a more lived, embodied level’ (Gomersall et al. 2011). Based on interviews
with women with poorly controlled type 2 diabetes,
Gomersall et al. (2012) found that patient accounts are
split into (i) accounts of the speaker’s personal relationship to her social circles and lived experiences and (ii)
the rational ‘correct’ and disconnected self-management to avoid diabetic complications.
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Table 2 Papers included in the review
Source papers
(N = 29)
Lawton et al.
(2005a)
Lawton et al.
(2005b)
Peel et al. (2005)
Zoffmann and
Kirkevold (2005)
Lawton et al.
(2005a)
Lawton et al.
(2006b)
Lawton et al.
(2006a)
Lawton et al.
(2007)
Lawton et al.
(2008a)
Moser et al.
(2008a)
Moser et al.
(2008b)
Lawton et al.
(2008b)
Lawton et al.
(2009b)

Ockleford et al.
(2008)
McDowell et al.
(2009)

Country and
setting

Methodology

Respondents

UK, Scotland

Repeated in-depth
interviews

40 persons (19 women 21 men)
newly diagnosed with T2D

Denmark

2 conversations
8 interviews

8 persons with poor glycaemic
control diagnosed with T2D

UK, Scotland

In-depth
interviews

23 Pakistani and 9 Indian
patients with T2D

The
Netherlands

In-depth
interviews

15 older adults diagnosed
with T2D

UK,
Scotland

Repeated indepth interviews

20 persons diagnosed with T2D

UK

Semi-structured
interviews
Focus group
interviews

36 adults diagnosed with T2D

Semi-structured
interviews (as part
of a mixed-method
study)
Semi-structured
interviews (as part
of a mixed-method
study)
In-depth interviews

49 Swedish adults (24 men and
16 women) diagnosed with T2D

UK

8 groups with 35 people
with T2D

€
Hjelm and Bertero
(2009)

Sweden

€ and Hjelm
Bertero
(2010)

Sweden

Edwall et al. (2010)

Sweden

Oftedal et al.
(2010a)

Norway

Focus group
interviews

3 focus groups with a total of 19
adults diagnosed with T2D

UK

In-depth interviews
(part of trial)
Focus group
interviews

41 persons diagnosed with T2D

Oftedal et al.
(2010b)
Jenkins et al.
(2010)
PeytremannBridevaux et al.
(2012)
Gomersall et al.
(2012)

Switzerland

UK

Interviews

Focus
Patients’ accounts of disease
causation and management
Patients’ perception of disease and
health services
Patients’ perspective on adopting
and maintaining a healthy diet
Patients’ perception of interaction
between patient and healthcare
provider
Patients’ experiences of taking oral
hypoglycaemic agents
Patients’ accounts of what prohibit/
facilitate physical activity
Patients’ experiences of health
services
Patients’ perception of disease
causation
Patients’ perception of food and
eating practices
Patients’ experiences of
identification with the disease
Patients’ experience of selfmanagement in a nurse-led
programme
Patients’ accounts of disease
causation and management
Patients’ experiences of the
devolvement of diabetes care from
secondary to primary healthcare
setting
Patients’ views of patient education
Patients’ experiences of the
service redesign in diabetes
care
Patients’ experiences of the
meaning and impact of selfmanagement support

34 foreign-born persons (24 men
and 10 women) diagnosed with
T2D

Patients’ experiences of the
meaning and impact of selfmanagement support

20 patients diagnosed with T2D

Patients’ experience of consultation
with diabetes nurse specialist
Patients’ experience of selfmanagement support to increase
motivation
Patients’ perceived support from
healthcare practitioners
Patients’ experiences of insulin
therapy
Patients’ experiences of diabetes
care

4 groups with a total of 39
patients
With diabetes type 1 and 2
8 women with poorly controlled
T2D

Patients’ experiences of selfmanagement
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Table 2 (continued)
Source papers
(N = 29)

Country and
setting

Methodology

Respondents

Focus

Lucius-Hoene et al.
(2012)
Gunn et al. (2012)

Germany

Interviews

UK

Semi-structured
interviews

26 patients with T2D and 30
patients with chronic pain
45 patients diagnosed with type
1 or 2 diabetes

Hinder and
Greenhalgh (2012)
Adolfsson et al.
(2008)
Booth et al. (2013)

UK

Observation and
interviews
Interview

Meyfroidt et al.
(2013)

Belgium

Patients’ experience with the
encounter with the GP
Patients’ experience of the role of
family members in selfmanagement
Self-management – why is it
challenging?
Patients’ experience of participating
in group-based education
Patients’ experience of selfmanagement
Patients’ experience of seeking
information

Sweden
UK

Focus group
interviews
Focus group
interviews

30 patients with type 1 and type
2 diabetes
28 patients from seven primary
care centres
16 patients newly diagnosed with
T2D
21 patients with uncontrolled T2D

T2D, type 2 diabetes; GP, general practitioner.

Network affecting self-management
The experiences of support, based on patient
accounts, produced a deﬁnition centred on the notion
of a resource:
a feeling of conﬁdence in the situation, through having
opportunities to be in contact with persons with whom it is
possible to discuss the situation and problems in self-care.
(Hjelm & Berter€
o 2009, p. 29)

This resource stretches beyond the family (Peel
et al. 2005) to include themes about diet, which do
not reﬂect individual behaviour but are rather shaped
by local (and broader) contexts.
Patients’ perceptions of the quality of support vary
contextually and from patient to patient within the
same study (Oftedal et al. 2010b, Peytremann-Bridevaux et al. 2012). Self-management support through
patient education (predominantly provided by lay people) has been implemented in several European countries. Although some ﬁnd group-based initiatives a site
for ‘participatory and shared learning’ (Adolfsson et al.
2008), these measures have also been described by participants as having an individualistic approach, leaving
the patients with the burden of full responsibility and a
feeling that ‘everything was up to me’ (Oftedal et al.
2010b). Peel et al. (2005) found that the challenge for
people with diabetes is to envision various ways of
positioning diet within the lived context of attempting
to manage and control their disease. In their conclusion, Peel et al. (2005) stress the need to move past prescriptive advice to the individual towards focusing on
the internal and external barriers of health-promoting
self-management that patients face in their daily lives,
in addition to assisting people to adequately address
these barriers.
8

Economic hardship as part of negotiating life with
diabetes
Economic and material resources at a micro-level
within the family and economic conditions at a
macro-level within the community are found to create
a constraining (or enabling) context for self-management (Hinder & Greenhalgh 2012). Patients express
concerns about the costs of multiple medical (pharmaceutical) prescriptions (Lawton et al. 2005a) and
healthy food (Berter€
o & Hjelm 2010). In some studies,
respondents describe the lack of reimbursement for
foot care, glucose test stripes and medication
expenses (Lawton et al. 2006b). Others discuss how
the time of austerity has resulted in the cancellation
of state ﬁnancial support (e.g. for diet) (PeytremannBridevaux et al. 2012). Accounts of economic strain
indicate that some patients live with continuous
trade-offs between paying essential bills, buying
high-quality food and paying for medicines. Based on
the literature, it is possible to identify groups that are
especially vulnerable. People who are immigrants or
with low education or elderly people (Lawton et al.
2005b, Berter€
o & Hjelm 2010, Gomersall et al. 2012)
often live in economically strained situations due to
unemployment and dependency on social beneﬁt
allowances. The latter are infrequently raised in
encounters with health professionals.
The ideology of responsibility
Discourses of individual responsibility impact the
encounters between patients and healthcare professionals because the contemporary ideology of ‘being
responsible’ creates a need to present ‘a credible self’
that does not disrupt the patients’ sense of compe-

© 2015 The Authors. Health and Social Care in the Community Published by John Wiley & Sons Ltd.

Self-management support for type 2 diabetes

tence (Oftedal et al. 2010a, Lucius-Hoene et al. 2012).
Respondents strive to construct themselves as responsible and ‘morally good’, and this impetus is not
exclusively the product of encounters with health
professionals. At a macro-level, there is a general
focus on individual choice and individual responsibility for health and healthy living that is reﬂected in
the media, literature and health policy. Because
patients make efforts to maintain a credible identity
by ‘keeping up appearances and emphasising a
healthy status’, self-management can be a difﬁcult
and contentious topic to address. Patient accounts
further indicate that a lack of time in patient–professional encounters is a factor hindering good communication about self-management (Lawton et al. 2005b,
c). Patients experience a lack of time during consultations and expressed feelings of uncertainty about
whether social and emotional matters are appropriate
to address with healthcare professionals.
Structural inﬂuences on self-management
The structure and organisations for the delivery of
diabetes care and its impact on the experience of
self-management support for persons with type 2
diabetes are considered important in the context of a
comprehensive re-structuring of chronic care, particularly at the interface between primary and secondary care (Busse et al. 2010a). Regardless of
whether the researcher explicitly focuses on patient
experiences with direct reference to new structures
in diabetes care (McDowell et al. 2009), or to speciﬁc
programmes (Adolfsson et al. 2008, PeytremannBridevaux et al. 2012), the settings and locations in
which people receive their diabetes care are considered important by the patients in several ways.
Moving care for patients with type 2 diabetes from
hospitals to primary care has been found to inﬂuence the actual perception of the illness. For example, the location away from an acute setting implies
that patients may not believe that diabetes is a serious disease (Ockleford et al. 2008, Lawton et al.
2009b), with consequences for how seriously people
take advice on lifestyle changes. Research focusing
on patient experiences with primary healthcare after
the re-structuring (particularly if diagnoses are established in primary healthcare) found that although
people are found to express appreciation of their
care management within the primary care setting
(McDowell et al. 2009), others found that patients
report a low frequency of contact with staff specialised in diabetes care (Lawton et al. 2005c, Hjelm
& Berter€
o 2009). The lack of contact with specialists
is seen as a problem by some who express a lack of

informative support and a lack of adequate competence and knowledge about diabetes among primary
healthcare workers. Additionally, patients articulate
that receiving good local care would reduce the
ﬁnancial and time burdens of going to the hospital
and thus would be easier (Lawton et al. 2005b). Furthermore, although the revision of existing professional
roles
and
the
re-conﬁguration
into
multidisciplinary clinical teamwork in primary care
are advocated by European governments (SchellerKreisen et al. 2009), patient accounts of their encounters with primary healthcare professionals are characterised by a lack of communication and
collaboration (Lawton et al. 2005c, Zoffmann & Kirkevold 2005, Peytremann-Bridevaux et al. 2012).
The enhanced focus on chronic disease management in primary healthcare involves a redistribution
of tasks. More chronic disease management is
performed by nurses working alongside general practitioners (GPs). Research has indicated that patients
report that nurses have more time for them than the
GP and possess the necessary competence and expertise to function as consultants in addition to the GP
(Lawton et al. 2005b, Peytremann-Bridevaux et al.
2012). Some patients express less conﬁdence in their
GP’s in-depth knowledge of diabetes care compared
with hospital specialists; others express the same
concern with respect to nurses (Lawton et al. 2006b).
In a Belgian study, patients described the GP as an
important source of information (Meyfroidt et al.
2013), and others found that nurse specialists in diabetic care play an important role in supporting
patients’ self-management (Moser et al. 2008b, Edwall
et al. 2010). Still, the literature describes issues in the
co-operation between GPs and specialist nurses and
also a lack of diabetic nurse specialists in primary care.
Collaboration between private sector organisations is
described as being easier than that between the private
and public sectors with professionals expressing a
desire for a better alignment of health initiatives
between organisations (South et al. 2010). Furthermore,
co-operation between sectors might be hampered by
structural factors, including variations in funding
mechanisms, shifting priorities and accountabilities
(McDonald et al. 2011). In addition to a focus on selfmanagement, professionals and patients consider a
biopsychosocial approach essential, but several studies
have found that patients describe this approach as
lacking in practice (Ockleford et al. 2008). Although
patients ask for new ways to ensure better communication, more information, better co-ordinated care and
lower ﬁnancial strains, professionals tend to ask for the
reinforcement of existing structures and more time
(Peytremann-Bridevaux et al. 2012).
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Line of argument synthesis
The ‘line of arguments’ emerging from the descriptions
of ﬁrst- and second-order constructs indicate the
importance of seeing people as strongly connected to
their family and friends, their local community and to
the wider society. Patients exhibit efforts to maintain a
‘normal everyday life’ with minimal disruption, and
perceptions of self-management from accounts were
‘ﬁltered’ through societal- or community-level or subcultural norms and values related to type 2 diabetes.
Although the social and economic preconditions were
more complex, forceful norms provided discourses of a
‘good’ lifestyle, an ‘acceptable’ self-management and
the characteristics of a ‘good’ spouse, mother, etc. The
synthesis revealed that self-management practices are a
product of many interrelated factors operating on various levels that exist not as a part of the lives of patients
but as actually founding or constituting their lives, and
these are presented as second-order constructs;

•

•

•

•
•

•

The sense of agency and identity in self-management
is constructed through and with afﬁliations to
culture and gender, indicating that environmental
factors are connected to everyday lives and
individual behaviours.
Peoples’ reﬂections on self-management are connected to everyday life through accounts of habits,
traditions and preferences. Respondents describe
their self-management as being guided by the drive
to obtain minimal disruption to their everyday life.
In all the included studies, even those adapting a
distinct individualistic perspective, in seeking
individual accounts of what hinders or promotes
adherence, peoples’ accounts are accounts of
themselves within a network, and they describe
how this network not only affects but also constitutes
their self-management.
Economic hardship is connected to self-management
by constituting a central part of the conditions of
life and is the basis of constant negotiations of
priorities relevant in self-management.
A feature of patient accounts is how contemporary
societal reactions to lifestyle-related conditions are
integrated into peoples’ stories. Accounts of
respondents’ encounters with health professionals
refer to the problem of assigning patients responsibility for their own health, resulting in feelings of
guilt and shame.
Structural inﬂuences of primary care are vital and are
described as relevant and connected to factors
such as quality, focus and the accessibility of care.

Common features in these second-order constructs
are how micro, meso and macro factors are interwoven
10

and form the conditions in the daily lives, as described
by the respondents. The interconnectivity forms life
itself and thus the conditions for self-management.
Through the reading and analysis, the concept of connectivity thus emerged as an overall and inclusive concept related to everyday life (Figure 2). Third-order
concepts described the interconnectedness between the
patients and their network through micro- to macrolevels of systems of self-management and self-management support of type 2 diabetes.

Discussion
In our meta-synthesis, patient experiences and perspectives on self-management and self-management
support were considered. The reviewed literature
paints a picture of individuals struggling with social,
emotional and economic challenges. People feel supported by healthcare at times, but sometimes the
encounter with healthcare is experienced as yet
another demand in their lives, with increased economic strains due to costly medicines and food and a
feeling of falling short in ‘doing the right thing’.
Our ﬁndings are quite distinct from the conclusions drawn from research based on more individualistic approaches (Campbell et al. 2003, Vermeire et al.
2007, Gask et al. 2011). The synthesised literature has
provided novel insights. Although self-management
has largely been conceptualised as an individual ability, patients’ accounts indicate that self-management
is dependent on support from personal networks and
on support in the local community. It may be argued
that the self-management focus within contemporary
discourses of individuality misses the degree to which
patients’ narratives actually are accounts of ‘living-intension and intervening-for-the-best’ (Mol & Law
2004). By employing a line of argument approach in
this review, connectivity emerged as a key concept.
Possibilities to change lifestyle are found in everyday
life circumstances, which are interwoven with circumstances at the micro-, meso- and macro-levels: close
and remote networks, the local community and economic and ideological conditions in society. In short,
people are connected through a web of various
mutual relationships. Our ﬁndings support recent
attention to social networks as ‘systems of support’
(Rogers et al. 2011), focusing on remote social network
members as a source of important contributions to
people’s self-management (Vassilev et al. 2013).
Limitations of the study
Qualitative synthesis is described as a contentious
enterprise. The synthesis of qualitative ﬁndings is
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Figure 2 Line of argument synthesis: the connectivity of self-management.

constructed not only through the perceptions of the
adapted position within each study but also through
that of the reviewers’ readings of the included studies. In the debate on validity in a meta-synthesis,
some link credibility to faithfulness by handling data
in a way that it remains true to its source (Thorne
et al. 2004), whereas others emphasise the criterion of
trustworthiness achieved through having other
researchers independently verify the steps of the process (Walsh & Downe 2005). Although we strived to
follow these recommendations, we acknowledge that
the process of interpreting qualitative data is inherently subjective, and the process of interpreting interpretations of qualitative data is perhaps even more
so. Although the ﬁrst author used the input of colleagues to temper personal biases, personal values
still colour the lens through which the ﬁndings are
viewed. Accordingly, this meta-synthesis is one
among several possible constructions of patient perceptions of self-management and self-management
support. The implication of this realisation is that this
study is one of the several contributions to inform the
development of practices in the ﬁeld. The inclusion
criteria did not include the perceptions of health
professionals or families, and their experiences might
have added valuable perspectives. Furthermore,
we only included European research and papers

published in English, which might have missed ﬁndings of importance. Although the choice of databases
was recommended by librarians, there may be papers
that were not included in the chosen databases.
Implications for research
The synthesis strongly indicates that peoples’ lives
and responses to the challenges of self-management
are shaped by their resources and their social
position, although we identiﬁed few studies explicitly
seeking data to illuminate the experiences of patients
belonging to deprived groups. Both patients and
health professionals describe social, personal and economic resources as tightly interconnected and inﬂuencing patient self-management. Recent evidence
suggests that low social class position and presumptions of being able to participate are also implicated in
chronic conditions overall, although this has not been
addressed with respect to type 2 diabetes (Protheroe
et al. 2013). Even in studies that describe patient characteristics, economic factors/income and education
are often not described. Most included studies focused
on single individual entities in the patients (i.e. gender, ethnicity) but do not consider how these factors
interrelate and affect the encounter with healthcare
practitioners. There is a lack of research adopting a
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biopsychosocial approach (van Dijk-de Vries et al.
2012), contextual approach (Furler et al. 2008) or
partnership approach (Gately et al. 2007) to explore
the way people cope with conﬂicting demands and
economic hardship in their attempts to balance a
chronic illness and living a normal life. The line of
argument based on the literature indicates a need for
further research targeted at investigating self-management support through a context-sensitive focus heeding the connectivity between self-management and
enabling or constraining factors at various levels. The
reviewed literature indicates that self-management
support needs to be targeted at all levels and that the
developments of such an approach need further
research. At the macro-level, economic conditions,
social norms and structures in society and in healthcare systems will provide important frameworks that
inﬂuence local communities and infrastructures at a
meso-level, which in turn strongly affects the families’
and individuals’ preconditions for self-management.
Implications for clinical practice
The reviewed literature indicates that there is a need
to heed the connectivity that permeates patient
accounts and to move the focus from supporting
patients in managing or controlling their own illness
towards supporting self-management strategies by
including links to activities in local communities.
Research speciﬁcally on patient information measures
has found that information often fails to provide
legitimacy to the person’s own self-management
strategies and possible alternatives (Grime & Ong
2007, Protheroe et al. 2008), representing tension
between the focus of patients and health professionals. The principle of drawing on everyday challenges
of living with long-term conditions and tailoring
self-management support to everyday life and local
resources was found to be beneﬁcial in a recent
experimental study (Blickem et al. 2013).
Patients’ description of struggling with the costs of
food and medicines is an indication that healthcare to
patients diagnosed with type 2 diabetes needs to consider these issues that might have been neglected. The
literature illuminates the magnitude of economic
strain experienced by patients living with chronic illnesses, which impacts not only the ability to afford
essential treatment and medication but also the ability
to maintain a healthy lifestyle and quality of life. This
burden does not seem to be fully acknowledged by
health professionals. People with type 2 diabetes (or
other chronic conditions) live in particular social,
economic and (sub) cultural environments. Management of diabetes occurs within various settings, and
12

the literature indicates that self-management support
needs to consider an individual’s connectedness to his
or her context of daily living in the community.
Our synthesis of literature pursuing patient experiences found that health professionals are a source of
support in self-management. The literature also identiﬁes areas in need of further development, including
the need to move towards a stronger emphasis on the
role of social networks and everyday context in selfmanagement support. Consistent with other research
(Bower et al. 2009, Vassilev et al. 2014), this synthesis
ﬁnds that social and material resources and locality
context inﬂuence the capacity to support self-management. The role of primary care in the management of
chronic conditions has been the focus of policy makers
in the European Union, who advocate positioning primary care at the centre of healthcare systems in Europe (Maier et al. 2008). However, the progress of
changing approaches in the ﬁeld of promoting
‘healthy lifestyles’ is described as slow (Michie 2008).
Although there are important differences with regard
to the primary care orientation among European countries (van Lieshout et al. 2011), the primary healthcare
sector in Europe is ‘on the move’ (Busse et al. 2010a).
Health providers in primary healthcare have the
potential to better interact with patients’ everyday
lives, in contrast to hospitals, which may provide a
‘suspension of realities’ (Balcou-Debussche & Debussche 2009). Patient experiences thus far do not indicate
that this potential has yet been fully realised.

References
*Adolfsson E.T., Starring B., Smide B. & Wikblad K. (2008)
Type 2 diabetic patients’ experiences of two different
educational approaches – a qualitative study. International
Journal of Nursing Studies 45, 986–994.
Ajo N. (2012) Understanding health promotion in a neoliberal climate and the making of health conscious citizens.
Critical Public Health 22, 99–105.
Balcou-Debussche M. & Debussche X. (2009) Hospitalization
for type 2 diabetes: the effects of the suspension of reality
on patients’ subsequent management of their condition.
Qualitative Health Research 18, 1100–1115.
*Berter€
o C. & Hjelm K. (2010) Social support as described
by foreign-born persons diagnosed with type 2 diabetes
mellitus and living in Sweden. Nursing & Health Sciences
12, 507–514.
Blakeman T., Bower P., Reeves D. & Chew-Graham C.
(2010) Bringing self-management into clinical view: a
qualitative study of long-term condition management in
primary care consultations. Chronic Illness 6, 163–175.
Blickem C., Blakeman T., Kennedy A. et al. (2013) The clinical
and cost-effectiveness of the Bringing Information and
Guided Help Together (BRIGHT) intervention for the selfmanagement support of people with stage 3 chronic kidney
disease in primary care: study protocol for a randomized
controlled trial. Trials [Electronic Resource] 14, 28.

© 2015 The Authors. Health and Social Care in the Community Published by John Wiley & Sons Ltd.

Self-management support for type 2 diabetes

*Booth A., Lowis C., Dean M., Hunter S. & McKinley M.
(2013) Diet and physical activity in the self-management
of type 2 diabetes: barriers and facilitators identiﬁed by
patients and health professionals. Primary Health Care
Research & Development 14, 239–306.
Bower P., Wallace P., Ward E., Graffy J., Miller J.,
Delaney B. & Kinmonth A.L. (2009) Improving recruitment to health research in primary care. Family Practice
26, 391–397.
Britten N., Campbell R., Pope C., Donovan J., Morgan M. &
Pill R. (2002) Using meta ethnography to synthesize qualitative research: a worked example. Journal of Health
Services Research & Policy 7, 209–215.
Brooks H.L., Rogers A., Sanders C. & Pilgrim D. (2015) Perceptions of recovery and prognosis from long-term conditions: the relevance of hope and imagined futures. Chronic
Illness 11 (1), 3–20.
Busse R., Bl€
umel M., Scheller-Kreinsen D. & Zentner A.
(2010) Tackling Chronic Disease in Europe. Strategies, Interventions and Challenges. The European Observatory on
Health System and Policies, WHO, Observatory Studies
Series No 20, pp. 1–127.
Campbell R., Pound P., Pope C., Britten N., Pill R., Morgan
M. & Donovan J. (2003) Evaluating meta-ethnography: a
synthesis of qualitative research on lay experiences of
diabetes and diabetes care. Social Science & Medicine 56,
671–684.
Campbell R., Pound P., Morgan M. et al. (2011) Evaluating
meta-ethnography: systematic analysis and synthesis
of qualitative research. Health Technology Assessment 15,
1–164.
Desroches S., Lapointe A., Ratte S., Gravel K., France L. &
Stephane T. (2013) Interventions to enhance adherence to
dietary advice for preventing and managing chronic diseases in adults. Cochrane Database of Systematic Reviews 2,
1–140.
van Dijk-de Vries A., Moser A., Mertens V.C., van der
Linden J., van der Weijden T. & van Eijk J.T.M. (2012)
The ideal of biopsychosocial chronic care: how to make it
real? A qualitative study among Dutch stakeholders.
BMC Family Practice 13, 14.
Economist Intelligence Unity (2007) An Economic Study of
Diabetes in Developed and Developing Countries. Economic
Intelligence Unity, London.
€
*Edwall L.L., Danielson E. & Ohrn
I. (2010) The meaning of
a consultation with the diabetes nurse specialist. Scandinavian Journal of Caring Sciences 72, 256–264.
Elissen A., Nolte E., Knai C. et al. (2013) Is Europe putting
theory into practice? A qualitative study of the level of
self-management support in chronic care management
approaches. BMC Health Services Research 13, 117.
Elzen H., Slaets J.P., Snijders T.A. & Steverink N. (2007)
Evaluation of the chronic disease self-management program (CDSMP) among chronically ill older people in the
Netherlands. Social Science & Medicine 64, 1832–1841.
Furler J., Walker C., Blackberry I. et al. (2008) The emotional
context of self-management in chronic illness: a qualitative study of the role of health professional support in the
self-management of type 2 diabetes. BMC Health Services
Research 8, 214.
Gask L., MacDonald W. & Bower P. (2011) What is the relationship between diabetes and depression? A qualitative
meta-synthesis of patient experience of co-morbidity.
Chronic Illness 7, 239–252.

Gately C., Rogers A. & Sanders C. (2007) Re-thinking the
relationship between long-term condition self-management education and the utilisation of health services.
Social Science & Medicine 65, 934–945.
Genet N., Boerma W., Kroneman M., Hutchinson A. &
Saltman R.B. (2012) Home Care Across Europe. Current
Structure and Future Challenges. Observatory Studies Series
27. The European Observatory on Health Systems and
Policies.
Gomersall T., Madhill A. & Summers L.K. (2011) A
metasynthesis of the self-management of type 2 diabetes.
Qualitative Health Research 21, 853–871.
*Gomersall T., Madill A. & Summers L.K.M. (2012) Getting
one’s thoughts straight: a dialogical analysis of women’s
accounts of poorly controlled type 2 diabetes. Psychology
and Health 27, 378–393.
Grime J.C.O. & Ong B.N. (2007) Constructing osteoarthritis
through discourse – a qualitative analysis of six patient
information leaﬂets on osteoarthritis. BMC Musculoskeletal
Disorders 8, 34.
*Gunn K.L., Seers K., Posner N. & Coates V. (2012) ‘Somebody there to watch over you’: the role of the family in
everyday and emergency diabetes care. Health and Social
Care in Community 20, 591–598.
Ham C. (2010) The ten characteristics of the high-performing chronic care system. Health Economics, Policy, and Law
5, 71–90.
*Hinder S. & Greenhalgh T. (2012) “This does my head in”.
Ethnographic study of self-management by people with
diabetes. BMC Health Services Research 12 (1), 83.
*Hjelm C. & Berter€
o C. (2009) Social support as described
by Swedish people diagnosed with type 2 diabetes mellitus. Primary Health Care Research & Development 10,
26–37.
*Jenkins N., Hallowell N., Farmer A.J., Holman R.R. &
Lawton J. (2010) Initiating insulin as part of the treating
to target in type 2 diabetes (4-T) trial: an interview study
of patients’ and health professionals’ experiences. Diabetes
Care 33, 2178–2180.
Kendall E., Ehrlich C., Sunderland N., Muenchberger H. &
Rushton C. (2011) Self-managing versus self-management:
reinvigorating the socio-political dimensions of selfmanagement. Chronic Illness 7, 87–98.
Kennedy A., Bower P., Reeves D. et al. (2013) Implementation of self management support for long term conditions
in routine primary care settings: cluster randomised controlled trial. British Medical Journal 346, 1–11.
Kousoulis A., Patelarou E., Shea S. et al. (2014) Diabetes
self-management arrangements in Europe: a realist review
to facilitate a project implemented in six countries. BMC
Health Care Services Research 14, 453.
*Lawton J., Ahmad N., Hallowell N., Hanna L. & Douglas
M. (2005a) Perceptions and experiences of taking oral
hypoglycaemic agents among people of Pakistani and
Indian origin: qualitative study. British Medical Journal 330
(7502), 1247.
*Lawton J., Parry O., Peel E. & Douglas M. (2005b) Diabetes
service provision: a qualitative study of newly diagnosed
Type 2 diabetes patients’ experiences and views. Diabetes
Medicine 22, 1246–1251.
*Lawton J., Peel E., Parry O., Araoz G. & Douglas M.
(2005c) Lay perceptions of type 2 diabetes in Scotland:
bringing health services back in. Social Science & Medicine
60, 1423–1435.

© 2015 The Authors. Health and Social Care in the Community Published by John Wiley & Sons Ltd.

13

C. Foss et al.

*Lawton J., Ahmad N., Hanna L., Douglas M. & Hallowell
N. (2006a) ‘I can’t do any serious exercise’: barriers to
physical activity amongst people of Pakistani and Indian
origin with Type 2 diabetes. Health Education Research 21,
43–54.
*Lawton J., Ahmad N., Hanna L., Douglas M. & Hallowelt N.
(2006b) Diabetes service provision: a qualitative study of
the experiences and views of Pakistani and Indian patients
with Type 2 diabetes. Diabetic Medicine 23, 1003–1007.
*Lawton J., Ahmad N., Peel E. & Hallowell N. (2007a) Contextualising accounts of illness: notions of responsibility
and blame in white and South Asian respondents’
accounts of diabetes causation. Sociology of Health & Illness
29, 891–906.
*Lawton J., Ahmad N., Hanna L., Douglas M., Bains H. &
Hallowell N. (2008a) ‘We should change ourselves, but
we can’t’: accounts of food and eating practices amongst
British Pakistanis and Indians with type 2 diabetes. Ethnicity & Health 13, 305–319.
*Lawton J., Peel E., Parry O. & Douglas M. (2008b) Shifting
accountability: a longitudinal qualitative study of diabetes
causation accounts. Social Science & Medicine 67, 47–56.
Lawton J., Ahmad N., Peel E. & Hallowell N. (2007b) Contextualising accounts of illness: notions of responsibility
and blame in White and South Asian respondents’
accounts of diabetes causation. Sociology of Health and Illness 29 (6), 891–906.
*Lawton J., Rankin D., Peel E. & Douglas M. (2009b)
Patients’ perceptions and experiences of transitions in diabetes care: a longitudinal qualitative study. Health Expectations 12, 138–148.
van Lieshout J.I., Goldfracht M., Campbell S., Ludt S. &
Wensing M. (2011) Primary care characteristics and
population-orientated health care across Europe: an
observational study. British Journal of General Practice 6,
e22–e30.
*Lucius-Hoene G., Thiele U., Breuning M. & Haug S. (2012)
Doctors’ voices in patients’ narratives: coping with emotions in storytelling. Chronic Illness 8, 163–175.
Maier M., Knopp A., Pusarnig S., Rurik I., Orozco-Beltran
D. & Yamen H. (2008) Diabetes in Europe: role and
contribution of primary care – position paper of the European Forum for Primary Care. Quality in Primary Care 16,
197–207.
McDonald J., Davies G.P., Jayasuriya R. & Harris M.F.
(2011) Collaboration across private and public sector
primary health care services: beneﬁts, costs and policy
implications. Journal of Interprofessional Care 25, 258–264.
*McDowell J.R., McPhail K., Halyburton G., Brown M. &
Grace L. (2009) Perceptions of a service redesign by
adults living with type 2 diabetes. Journal of Advanced
Nursing 65, 1432–1441.
*Meyfroidt S., Aeyels D., Van Audenhove C., Verlinde C.,
Peers J., Panella M. & Vanhaecht K. (2013) How do
patients with uncontrolled diabetes in the Brussels-Capital
Region seek and use information sources for their diet?
Primary Health Care Research and Development, 14, 229–239.
Michie S. (2008) Designing and implementing behaviour
change interventions to improve health. Journal of Health
Services Research & Policy 13, 64–70.
Mol A. & Law J. (2004) Embodied action, enacted bodies.
The example of hypoglycemia. Body and Society 10, 43–62.
*Moser A., van der Bruggen H., Spreeuwenberg C. & Widdershoven G. (2008a) Autonomy through identiﬁcation: a

14

qualitative study of the process of identiﬁcation used by
people with type 2 diabetes. Journal of Clinical Nursing 17,
209–216.
*Moser A., van der Bruggen H., Widdershoven G. &
Spreeuwenberg C. (2008b) Self-management of type 2
diabetes mellitus: a qualitative investigation from the perspective of participants in a nurse-led, shared-care programme in the Netherlands. BMC Public Health 8, 91.
Noblit G.W. & Hare R.D. (1998) Meta-ethnography: synthesizing qualitative studies. Sage, Newbury Park.
Ockleford E., Shaw R., Willars J. & Dixon-Woods M. (2008)
Education and self-management for people newly diagnosed with type 2 diabetes: a qualitative study of
patients’ views. Chronic Illness 4, 28–37.
*Oftedal B., Karlsen B. & Bru E. (2010a) Life values and
self-regulation behaviours among adults with type 2 diabetes. Journal of Clinical Nursing 19, 2548–2556.
*Oftedal B., Karlsen B. & Bru E. (2010b) Perceived support
from healthcare practitioners among adults with type 2
diabetes. Journal of Advanced Nursing 66, 1500–1509.
Ong B.N., Rogers A., Kennedy A. et al. (2014) Behaviour
change and social blinkers? The role of sociology in trials
of self-management behaviour in chronic conditions. Sociology of Health and Illness 36, 226–238.
Panagioti M., Richardson G., Small N. et al. (2014) Self-management support interventions to reduce health care utilisation without compromising outcomes: a systematic review
and meta-analysis. BMC Health Services Research 14, 356.
*Peel E., Parry O., Douglas M. & Lawton J. (2005) Taking
the biscuit? A discursive approach to managing diet in
type 2 diabetes. Journal of Health Psychology 10, 779.
*Peytremann-Bridevaux I., Lauvergeon S., Mettler D. & Burnand B. (2012) Diabetes care: opinions, needs and proposed solutions of Swiss patients and healthcare
professionals: a qualitative study. Diabetes Research and
Clinical Practice 97, 242–250.
Protheroe J., Rogers A., Kennedy A.P., Macdonald W. &
Lee V. (2008) Promoting patient engagement with
self-management support information: a qualitative metasynthesis of processes inﬂuencing uptake. Implementation
Science 3, 44.
Protheroe J., Brooks H., Chew-Graham C., Gardner C. &
Rogers A. (2013) ‘Permission to participate?’ A qualitative
study of participation in patients from differing socio-economic backgrounds. Journal of Health Psychology 18,
1046–1055.
Rogers A., Vassiliev I., Sanders C. et al. (2011) Social
networks, work and network-based resources for the management of long-term conditions: a framework and study
protocol for developing self-care support. Science 6, 56.
Saltman R.B., Rico A. & Boerma W. (2006) Primary Care in
the Driver’s Seat? Organizational Reform in the European Primary Care. Open University Press Berkshire, England, UK.
Satterwhite R.C., Fieldman J.M., Catrambone R. & Dai L.Y.
(2000) Culture and perceptions of self-other similarity. International Journal of Psychology 35, 287–293.
Scheller-Kreisen D., Bl€
umel M. & Busse R. (2009) Chronic
disease management in Europe. Eurohealth 15, 1–5.
Sheaff R. & Pilgrim D. (2006) Can learning organizations
survive in the newer NHS? Implementation Science 1, 27.
South J., Darby F., Bagnall A.M. & White A. (2010) Implementing a community-based self care training initiative: a
process evaluation. Health & Social Care in the Community
18, 662–670.

© 2015 The Authors. Health and Social Care in the Community Published by John Wiley & Sons Ltd.

Self-management support for type 2 diabetes

Thorne S., Jensen L., Kearney M.H., Noblit G.W. & Sandelowski M. (2004) Qualitative metasynthesis: reﬂections on
methodological orientation and ideological agenda. Qualitative Health Research 13, 1–24.
Vassilev I., Rogers A., Blickem C. et al. (2013) Social
networks, the ‘work’ and work force of chronic illness
self-management: a survey analysis of personal communities. PLos ONE DOI: 10.1371/journal.pone.0059723.
Vassilev I., Rogers A., Kenned A. & Koetsenruijter J.
(2014) The inﬂuence of social networks on self-management support: a metasynthesis. BMC Public Health 14,
719–730.
Vermeire E., Hearnshaw H., R€
atsep A. et al. (2007) Obstacles to adherence in living with type-2 diabetes: an international qualitative study using meta-ethnography
(EUROSTACLE). Primary Care Diabetes 1, 25–33.

Walsh D. & Downe S. (2005) Meta-synthesis method for
qualitative research: a literature review. Journal of
Advanced Nursing 50, 204–211.
WHO (2008) The World Health Report 2008 – Primary Health Care
(Now More Than Ever). World Health Organization, Geneva.
Wilson P.M., Kendall S. & Brooks F. (2006) Nurses’ responses
to expert patients: the rhetoric and reality of self-management in long-term conditions: a grounded theory study. International Journal of Nursing Studies 43, 803–818.
*Zoffmann V. & Kirkevold M. (2005) Life versus disease in
difﬁcult diabetes care: conﬂicting perspectives disempower patients and professionals in problem solving.
Qualitative Health Research 15, 750–765.

*Papers included in the review.

© 2015 The Authors. Health and Social Care in the Community Published by John Wiley & Sons Ltd.

15

