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Abstract: The aim of the study is to analyse the influence of socio-demographical variables on type 2 diabetes self-management among
black Africans in Liverpool, England. The study adopted the descriptive survey research design of the ex-post facto type. A self-
developed questionnaire with four sub-sections was used to collect data. Data was analysed using simple percentages and frequency
counts for demographic information about the respondents, while research questions were tested using chi-square analysis. Thirty Black
Africans ages forty to seventy-nine living in Liverpool participated in the study. The results show that out of the six socio-demographical
variables considered only four (Age, Marital status, factors contributing, Year of diagnosis, and level of education) significantly had
potential to influence the self-management of patients with type 2 diabetes. The average age of participants was sixty. Five participants
were in their forties, eight participants were in their fifties, ten participants were in their sixties, seven participants were in their
seventies. Six of the participants were married, four were widowed, five were divorced, three were separated, and two never married.
Diagnosis of diabetes ranged from three months to thirty years and above. The level of education of the participants range between
(46.7%) Diploma certificates holders in various disciplines, (26.7%) GCSE certificate holders and (26.6%) hold at least a first-degree
certificate. All of the participants have had a diabetes self-management health talk in one way or the other at least once since being
diagnosed. It is therefore concluded that health education as a means of assisting individuals, acting separately or collectively, to make

informed decisions about matters affecting their personal health and those of others must be ensured.
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1. Introduction

Self-care has been emphasised as a key focus on interest in
the recent white paper, Our Health, Our Care, Our Say
(Department of Health, 2006). The Diabetes NSF Standard 3
highlights self-management as the cornerstone of diabetes
care and points out the importance of structured patient
education to facilitate this and empower the people with
diabetes (Healthcare Commission, 2007; Diabetes UK,
2000). It is important to note that diabetes self-management
can be a constant learning process due to the ever-changing
physical condition, including emotions, illness, and ageing.
It is also important to recognise that the treatment of
diabetes leading to improved control is a 24-hour-a-day
activity and often includes changes in lifestyle, most of
which people with diabetes must provide for themselves on
a daily basis (Beaser& Hill, 2005; Sproston and Mindell
2006). This highlights the fact that people with T2DM
should strive to become expert self-managers, and the
process in which they can reach the status of expertise will
depend on a number of variables, including the internal and
external environment. If diabetes is to be managed
successfully it requires that people with T2DM are able to
reconcile their resources, values and preferences with a
therapeutic regimen of a healthy diet, exercise, no smoking,
low alcohol intake, glucose monitoring and, for some people
with T2DM, the effective use of their medication, which
could be in form of tablets and/ or insulin injections (Funnell
et al. 2007).

Self-management of diabetes is thus closely connected to the
self-care concept, which can be related to the practice of

activities that individuals initiate and perform on their own
behalf in maintaining life, health, and well-being (Orem,
1991). The self-care concept adopted in this study was
inspired by Orem theory of self-care within which the
approach is one where self-care is seen as a fundamental
need in humans which should be based on the values of
autonomy and independence. In Orem’s conception, self-
care is a learned and purposeful activity of the individual
that requires a certain level of maturity enabling the
individual to perform effective, purposeful, controlled and
consistent actions (Orem, 1995).

Several socio-demographical factors may have the potential
to influence self-management, in particular the educational
background of the individual. Leeman (2006) suggested that
there is limited research that accounts for education levels in
diabetes self-management studies. Although Tang et al.
(2008) showed that where educational levels were highest,
less social support was reported and consequently self-
management may be adversely affected. Supporting People
with Long-term Conditions set out the government’s plans to
help people with long-term conditions live healthy lives and
introduced the NHS and Social Care Model (Department of
Health, 2005). The 2005 model outlines how people with
long-term conditions will be identified and receive care
according to their needs and how the Expert Patients
Programme will be expanded throughout England to
promote self-management. Lorig et al. (2013); Kivelowitz
and Berenson (1981) refer to autonomous self-management
support as the manner in which health care providers adopt a
person-centred approach, where the needs and feelings of
the individual with diabetes are considered of primary
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importance, management options are divulged and resources
optimised.  This is achieved in such a way that
complications are prevented, clinical indicators improved
and quality of life enhanced (Norris, et al. 2002).

For people with chronic disease, self-management is widely
recognised as a necessary part of treatment (Lorig and
Holman 2003; Havas and Mayfield 2004). For this reason, it
is believed that when people with T2DM are able to get
involved with their self-management actively, autonomy
will arise. The more they are involved, the more they will
learn from their physical responses to various situations or
events, which will then foster their unique knowledge about
their own way of living with diabetes. Becoming an expert
self-manager may result in people with diabetes being able
to live with diabetes in harmony, turning self-care
behaviours into habits (Nyenwe et al. 2011; Holt, Kumar
and Watkins, 2010).

Diabetes self-care is, however, demanding and multifaceted.
To optimize diabetes outcomes, the individual needs to
possess knowledge (Diabetes UK 2010; Glasgow et al.,
1999; 2001), cognitive skills focusing on self-assessment,
problem solving, informed decision making, psychomotor
skills to perform specific tasks (Orem 1995) and belief in
one’s own capabilities to perform a certain set of tasks
leading to well-being (Bandura, 1997). Indeed, self-
management is the cornerstone to achieve glycaemic control,
self-management strategies include weight loss, eating a
healthy diet, engaging in regular physical activity, and blood
glucose self-monitoring. Nevertheless, managing diabetes on
a day-to-day basis is not always easy, as individuals must
balance self-management behaviours with their preferences
or desires for food or activity (McEwen et al. 2007;
McEwen & Slack, 2005; Vincent et al., 2006; Whittemore et
al. 2005). There is thus a wealth of evidence that reinforces
the notion that self-management is worthy of investigation.
Nevertheless, if we are to understand the credence accorded
to self-management in modern health care it is useful to
consider how it is positioned in the current health care model
that is operant in the UK since self-management is a term
that has been used widely to describe patient behaviours,
patient education, and health promotion programmes (Lorig
and Holman 2003). For this study, self-management was
considered to be the behaviours, beliefs and patient
education enacted as a part of the diabetic regimen. Specific
behaviours included glucose testing/monitoring,
nutritional/dietary changes, physical activity/exercise, foot
care, medication taking, and symptom recognition and
management, health care provider interactions, and support
systems. Beliefs involve perceptions of self-efficacy in,
benefits of, and barriers to carrying out the required diabetes
self-management treatment behaviours. Access to care
includes the supplying of medications, and testing supplies
such as lancets, syringes, monitors, and test strips, and the
costs of health care treatments to the government.

The black Africans (BAs) living with diabetes in Liverpool
recognise self-management, also called self-care, as the
performance of preventive or therapeutic health care
activities, often in collaboration with health care
professionals (Schoenberg and Drungle 2001; Skelly 1992).
This self-management is conceptualised as activities

undertaken by individuals to promote health, prevent
disease, limit illness, and restore health (Schoenberg and
Drungle 2001). There is no standard behavioural
prescription that can be given to the diabetic patient because
self-care is a fluid rather than static state (Shrivastava et al.,
(2013).

However, the main treatment behaviours recommended for
controlling diabetes include dietary changes, taking
medications, exercising, foot care, monitoring blood sugar,
and interaction with health care providers (Weiss et al.,
2003; Weiss, 2005; Lorig et al., 2000). Secondary treatment
activities identified by Schoenberg and Drungle (2001) for
diabetes self-management involve recognising and
responding to symptoms, seeking information, managing
diagnosed conditions through home appliances, using over-
the-counter medicines, or implementing changes in
activities. This means that the patient is often required to
make complex treatment decisions and vary self-
management behaviour from situation to situation
(Shrivastava et al.,, 2013). This self-management by
individuals with diabetes is reported to be modest, yet
appropriate self-management is the cornerstone of glycaemic
control (Schoenberg and Drungle 2001). Though the
“cornerstone” may be viewed differently, it is essential for
effective diabetes self-management because diabetes is a
serious, largely self-managed, and a personal responsibility
(Funnell and Anderson 2003) that requires individuals with
diabetes to exert this personal responsibility over the day-to-
day maintenance of their disease if they are ‘to achieve a
stable state of health’ (Skelly 1992).

The management of the disease thus ‘relies largely on
behaviour modifications’ on the part of the patient (Hales
2011), and compliance with a therapeutic regimen in order
to prevent or delay the onset of complications (Skelly 1992).
The BAs tend to know that T2DM requires a self-
management regimen that the individual engages in for the
remainder of one’s lifetime, both in the presence and
absence of current symptoms (Schoenberg and Drungle
2001).

Self-regulation in health ‘implies an ability to do the things
needed to prevent unhealthy consequences or to restore
oneself to health when damage has occurred’ (Purdie &
McCrindle, 2002, p.379). Thus, Green and Shellenberger
(1991) claim that health goals are concerned with promoting
health and gaining homeostasis. For the person with
diabetes, it is believed that homeostasis is an ever-changing
state and the challenges for self-regulation are substantial.
Situating self-regulation within a diabetes self-management
framework and gleaning further insight into the phenomenon
is crucial to the person living with diabetes, who by
necessity has to achieve self-regulation purely to maintain
health and well-being on a daily basis. For this reason, the
present study was concerned with finding answers to how a
person achieves this in a naturalistic context.

Whilst the desire to lead a healthy life is paramount, many
people adopt and continue to undertake unhealthy
behaviours, compromising health. The most recent evidence
exploring ethnicity and illness perceptions has been
provided by Bean et al., (2007). Their study of 259 adults
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(59% male, 41% females), considered differences in illness
perceptions of three ethnic groups residing in New Zealand:
Pacific Islanders, Europeans and South Asians. Significant
differences were found in the way these three groups
considered the dimensions of consequences, timeline,
identity and emotions, although there was no difference
between control measures, concern or understanding related
to diabetes (Siripitayakunkit et al. 2008).

Compliance with an overall treatment regimen, as well as
intervention and prevention are important in diabetes self-
management because T2DM, with ‘its complications,
represents the leading cause of blindness, kidney failure,
heart disease, strokes and amputation’ (Ferzacca 2000;
Weiss et al. 2003). Yet, complications of diabetes can be
prevented or delayed by controlling risk factors such as
hyperglycaemia, and hypertension (Zgibor and Songer,
2001). Self-efficacy is an important and central concept in
self-management (Bodenheimer et al. 2002; Bandura 1997).
Self-efficacy is the confidence to carry out behaviour
necessary to reach a desired goal andis enhanced when
patients succeed in solving patient-identified problems
(Bodenheimer et al. 2002).

2. Hypotheses

1) There is no significant relationship between sex and
factors contributing to self-management of T2DM among
black Africans in Liverpool.

2) There is no relationship between age and factors
contributing to self-management of T2DM among black
Africans in Liverpool

3) There is no relationship between marital status and
factors contributing to self-management of T2DM among
black Africans in Liverpool.

4) There is no relationship between African country of
origin and factors contributing to self-management of
T2DM among black Africans in Liverpool

5) There is no relationship between respondents’ year of
diagnosis and factors contributing to self-management of
T2DM among black Africans in Liverpool

6) There is no relationship between respondents’ level of
education and factors contributing to self-management of
T2DM among black Africans in Liverpool

3. Methodology

3.1 Research Design, sampling Technique,
population and sample size

study

This study was designed as a mixed methods inquiry which
thus employed both quantitative and qualitative approaches
to explore the ways in which Black Africans with type 2
diabetes understand and manage their disease, and their
perceptions of diabetes self-management as received from
diabetes health educators, important team members in
diabetes self-care, and diabetes management programmes.

Non-probabilistic, snowball sampling served as the primary
and most effective strategy for choosing participants for this
study. This involved the use of word of mouth contacts and
interviews. Thirty Black Africans ages forty to seventy-nine

living in Liverpool participated in the data collection at
different times. The average age of participants was sixty
and diagnosis of diabetes ranged from three months to thirty
years and above. Five participants were in their forties,
eight participants were in their fifties, ten participants were
in their sixties, seven participants were in their seventies.
Six of the participants were married, four of the participants
were widowed, five were divorced, three were separated,
and two never married. Self-identified religious affiliation
revealed that twenty-one (70%) were Christian, six (20%)
were Muslim and three (10%) were not religious. Twenty-
three (= 80%) of the participants reported being overweight
at the time of diagnosis. All of the participants had been
provided with a diabetes self-management health talk at least
once since being diagnosed. Because some people of
African origin living in the United Kingdom migrated from
different African countries, all participants self-identified
their country of origin. For this study all participants were
referred to as Black Africans.

3.2 Instrumentation

A demographic profile was completed as part of the
questionnaire to capture data on sex, age, marital status,
country of origin, length of diabetes diagnosis, height,
weight, body mass index (BMI), and religion. A
quantitatively informed Type 2 Diabetes Self-Management
Survey/ Questionnaire including 32 items, which was
researcher designed, was used for data collection. The
survey was administered between October and December of
2012. From the results of the reliability test, the Cronbach’s
alpha of all the five constructs measuring experience of
diabetes self-management and the explanatory variables
were well above the recommended minimum of 0.70.
Hence, the set of variables were consistent in what it was
intended to measure. This implied that, the internal
consistencies of variables, measured by interval scale items,
in a summated scale were adequate in measuring the various
constructs (see the table 1 below).

Table 1: Summary of Test Result- Reliability Analysis

Constructs Number of Cronbach’s
Questionnaire Items | Alpha (mean)
Support System for self- 6 0.813
management '
Knowledge of diabetes
education 4 0.815
Diabetes self-management
and treatment behaviour 9 0.869
Culture and believes of 8 0.798
diabetes self-management )
Experience of diabetes self- 6 0.824
management

Source: Researcher’s Field Survey Result (2014)

4. Data analysis

The analysis of the data from the survey/questionnaire was
performed using the SPSS 21 (Statistical Program for the
Social Sciences version 21). Simple descriptive statistics
such as means, medians, and percentages were performed.
Also, chi-square statistical analysis was used at the
significance level of 0.05 for accepting or rejecting the
hypotheses
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5. Results

Table 2: Relationship that examines the factors contributing to self-management of type 2 diabetes among the Black Africans
in Liverpool based on Sex.

Chi-Square Tests

Value | df |Asymp. Sig. (2-sided) [Exact Sig. (2-sided)Exact Sig. (1-sided)Point Probability
Pearson Chi-Square 5735% | 1 017 .024 .021
Continuity Correction® 3742 | 1 .053
Likelihood Ratio 7.950 1 .005 .024 .021
Fisher's Exact Test .024 .021
Linear-by-Linear Association | 5.544° | 1 .019 .024 .021 .021
N of Valid Cases 30

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.60.

b. Computed only for a 2x2 table

c. The standardized statistic is -2.355.

The results presented in Table 2 reveal a significant
relationship between the factors contributing to self-
management of type 2 diabetes among the Black Africans in
Liverpool based on Sex.The chi-square test of independence
between sex and the factors contributing to self-management
of type 2 diabetes among the Black Africans in Liverpool
yielded X?=5.735 and a p-value of 0.024, warranting the
rejection of the null hypothesis of independence. Hence

from the test, it could be seen that knowledge of the factors
contributing to diabetes self-management is sex dependent.
This result reveal further that 100% of males had knowledge
of eight or more of these factors, compared to about 65% for
females. This leads to the conclusion that the males in the
sampled population (Black Africans of Liverpool) were
more versed than the females in the knowledge of the factors
contributing to diabetes self-management.

Table 3(a): Relationship that examines the factors contributing to self-management of type 2 diabetes among the Black
Africans in Liverpool based on age

Value| df | Asymp. Sig. (2-sided) | Exact Sig. (2-sided) | Exact Sig. (1-sided) | Point Probability
Pearson Chi-Square .833% 1 .361 .651 .326
Continuity Correction® |.208] 1 648

Likelihood Ratio 846 1 .358 .651 .326

Fisher's Exact Test .651 .326
Linear-by-Linear Association |.806°| 1 .369 .651 .326 241
N of Valid Cases 30
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.00.
b. Computed only for a 2x2 table
c. The standardized statistic is .898

The value of the X? statistic obtained was 0.833 and the p-
value was 0.651, therefore the null hypothesis of
independence is not rejected. This implies that most of the
respondents’ avail themselves of up to half of the factors

contributing to diabetes self-management as ways of easily
managing their diabetes. These choices were independent of
the age of the respondents.

Table 3(b): Descriptive statistics of factors contributing to self-management of type 2 diabetes (Age)

Descriptives

To examine the factors contributing to self-management of type 2 diabetes among the Black Africans in Liverpool

95% Confidence Interval for
Mean

N Mean Std. Deviation | Std. Error | Lower Bound | Upper Bound Minimum Maximum
40-44 5 | 292.8000 12.13260 5.42586 277.7354 307.8646 280.00 304.00
50-54 10 | 308.0000 9.42809 2.98142 301.2556 314.7444 296.00 320.00
60-64 305.1429 14.91564 5.63758 291.3482 318.9375 288.00 336.00
65-69 312.0000 . . . . 312.00 312.00
70-74 320.0000 8.76356 3.57771 310.8032 329.1968 312.00 336.00
75-79 352.0000 . . . . 352.00 352.00
Total 30 | 308.8000 15.66547 2.86011 302.9504 314.6496 280.00 352.00

The Table 3(b) above reveals the differences in the age
range. It can be seen that age range of 75-79 is the highest
while 40-44 age range is the lowest. This shows a significant
difference on factors contributing to self-management of

type 2 diabetes among the Black Africans in
terms of age difference.

Liverpool in
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Table 4(a): Relationship that examines the factors contributing to self-management of type 2 diabetes among the Black
Africans in Liverpool based on marital status

Chi-Square Tests
Value | df | Asymp. Sig. (2-sided) | Exact Sig. (2-sided) | Exact Sig. (1-sided) | Point Probability
Pearson Chi-Square 3.617%| 1 .057 .136 .072
Continuity Correction® [1.985] 1 .159
Likelihood Ratio 5.398 | 1 .020 .079 .072
Fisher's Exact Test .136 .072
Linear-by-Linear Association |3.488°| 1 .062 .136 .072 .072
N of Valid Cases 28

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.93.

b. Computed only for a 2x2 table
c. The standardized statistic is 1.868

The chi-square test of independence between marital status
and the factors contributing to diabetes self-management
yielded X?=3.617 and a p-value of 0.136, warranting the
rejection of the null hypothesis of independence. Hence
from the test, it could be seen that knowledge of the factors
contributing to diabetes self-management is not marital
status dependent. A further analysis shows that about 68% of
married respondents had knowledge of eight or more of

these factors, like the 100% that are not married. This leads
to the conclusion that those reported as not married in the
sampled population (Black Africans in Liverpool) were
similarly up to date as those reported as being married in
their knowledge of the factors contributing to diabetes self-
management.

Table 4(b): Descriptive statistics of factors contributing to self-management of type 2 diabetes (Marital Status)

Descriptives

To examine the factors contributing to self-management of type 2 diabetes among the Black Africans in Liverpool

95% Confidence Interval for
Mean
N Mean Std. Deviation | Std. Error | Lower Bound | Upper Bound | Minimum | Maximum
married 19 | 314.5263 15.33104 351718 307.1370 321.9156 288.00 352.00
divorced 300.0000 461880 2.30940 292.6505 307.3495 296.00 304.00
widowed 3 | 304.0000 8.00000 461880 284.1269 323.8731 296.00 312.00
seperated 2 | 296.0000 22.62742 | 16.00000 92.7007 499.2993 280.00 312.00
never married 2 | 292.0000 16.97056 | 12.00000 139.5255 4444745 280.00 304.00
Total 30 | 308.8000 15.66547 2.86011 302.9504 314.6496 280.00 352.00

Table 4(b) above also revealed clearly that married
participants have the highest mean. Therefore, there is
relationship between factors contributing to self-

management of type 2 diabetes among the Black Africans in
Liverpool based on marital status.

Table 5: Relationship that examine the factors contributing to self-management of type 2diabetes among the Black Africans
in Liverpool based on African country of origin

Chi-Square Tests
Value | Df |Asymp Sig. (2-sided)|Exact Sig. (2-sided)|Exact Sig. (1-sided)|Point Probability|
Pearson Chi-Square 833* | 1 .361 .651 .326
Continuity Correction® 208 | 1 648
Likelihood Ratio 846 | 1 .358 .651 .326
Fisher's Exact Test .651 .326
Linear-by-Linear Association .806° | 1 .369 .651 .326 .241
N of Valid Cases 30

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 3.00.

b. Computed only for a 2x2 table
c. The standardized statistic is -.898.

The chi-square test of independence between the variable
country of origin and the factors contributing to diabetes
self-management was thus carried out. The value of the X?
statistic obtained was 0.833 and the p-value was 0.651, thus
leading to not to reject the null hypothesis of independence.
The conclusion is that, on the basis of the data, the African

country of origin of the respondents did not affect their
response on knowledge of factors contributing to diabetes
self-management. However, 87% of Nigerians engaged in
eight or more of those activities listed as a means of easily
managing their diabetes, as compared to 73% of non-
Nigerians.
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Table 6: Relationship that examine the factors contributing to self-management of type 2 diabetes among the Black Africans
in Liverpool based on year of diagnoses

Chi-Square Tests

Value | df | Asymp.Sig. (2-sided) | Exact Sig. (2-sided) | Exact Sig. (1-sided) | Point Probability
Pearson Chi-Square 1.701%| 1 192 .358 .204
Continuity Correction® 703 | 1 402
Likelihood Ratio 1870 1 172 .358 204
Fisher's Exact Test .358 204
Linear-by-Linear Association [1.645°| 1 .200 .358 .204 173
N of Valid Cases 30

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 2.40.

b. Computed only for a 2x2 table
c. The standardized statistic is 1.282.

The X? value obtained was 1.701 with a p-value of 0.358.
Therefore, there is little evidence on the basis of the sample
to reject the null hypothesis of independence. Thus,
knowledge of the factors contributing to diabetes self-
management is not dependent on the number of months or
years of diagnosis. It could also be seen from the

contingency table that about 72% of those diagnosed up to
two years ago made use of eight or more of diabetics
management plan as a means of managing their ailment,
while the corresponding proportion for those diagnosed
more than two years back was 92%.

Table 7: Relationship that examines the factors contributing to self-management of type 2 diabetes among the Black Africans
in Liverpool based on level of education

Chi-Square Tests
Value | df | Asymp. Sig. (2-sided) |Exact Sig. (2-sided)| Exact Sig. (1-sided) | Point Probability
Pearson Chi-Square A70° | 1 .680 1.000 .520
Continuity Correction® 000 | 1 1.000

Likelihood Ratio 165 | 1 .685 1.000 520

Fisher's Exact Test .645 .520
Linear-by-Linear Association | .165° | 1 .685 1.000 .520 .345
N of Valid Cases 30

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.60.

b. Computed only for a 2x2 table
¢. The standardized statistic is .406.

The value of the X? statistic was 0.170 and the p-value was
1.0, hence the null hypothesis of independence cannot be
rejected. There is thus no dependence between the
educational status of the respondents and whether they make
use of majority of the factors posed in the questionnaire as
ways of managing their diabetes ailment. A further analysis
showed that 82% of the non-graduates made use of more
than half of the items listed as ways of managing the
ailment, compared to about 75% of the graduate
respondents, but this difference in proportion was not
significant enough to warrant the rejection of the null
hypothesis of independence.

6. Discussion of Findings

The results of this study show that out of the six socio-
biographical variables considered (gender, age, marital
status, year of diagnosis, country of origin, and level of
education), four (age, marital status, year of diagnosis, and
level of education) significantly had potential to influence
the self-management of patients with type 2 diabetes. The
results did not spark much surprise as Tang et al. (2008)
showed that where educational levels were highest, less
social support was reported and consequently self-
management may be adversely affected. Lorig et al. (2013);
Kivelowitz and Berenson (1981) refer to autonomous self-
management support as the manner in which health care
providers adopt a person-centred approach, where the needs
and feelings of the individual with diabetes are considered of

primary importance, management options are divulged and
resources optimised. This is achieved in such a way that
complications are prevented, clinical indicators improved
and quality of life enhanced (Norris, et al., 2002).

7. Conclusion

This study sought to explore type 2 diabetes self-
management among black Africans in Liverpool: the role of
biographical mediators. It was revealed that the self-
management of type 2 diabetes among the Black Africans in
Liverpool was influenced by theirage, marital status, year of
diagnosis, and level of education. However, this may be due
to the fact that awareness of self-management methods
among patients is a key to their survival. It is therefore
concluded that health education as a means of assisting
individuals, acting separately or collectively, to make
informed decisions about matters affecting their personal
health and those of others must be ensured. Acknowledging
people’s feelings and concerns and helping them to set
achievable goals are achieved by using a patient-centred
approach and motivating behavioural change.

Facilitating self-management involves helping individuals to
find their own best combination of behaviours. Evidence
shows that they can improve in self-care and make lifestyle
changes if provided with support and if the programme is
focused on problem-solving and social learning. It is
suggested that educator skills and training should include
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motivation methods, psychology, peer review and working
with groups (Tang & Lansky, 2005).
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