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ABSTRACT 
Background:The ability of older adults to carry out activities of daily living and 
to adapt and to manage their own life decreases due to deterioration of their 
physical and cognitive condition. Nurses and other health care professionals 
should support the self-management ability of older adults to prevent activities 
of daily living dependence and increase the ability to adapt and to self-manage 
the consequences of living with a chronic condition. 
Objective: To gain insight into the evidence of the effects of self-management 
support programmes on the activities of daily living of older adults living at 
home. 
Design: A systematic literature review of original research publications. 
Data sources: Searches were performed in PubMed, CINAHL, PsychInfo, 
EMBASE and the Cochrane Central Register of Controlled Trials (in February 
2016). No limitations were applied regarding date of publication, language or 
country. 
Review methods: Publications were eligible for this review on condition that 
they described a self-management support programme directed at adults of on 
average 65 years or older, and living in the community; used a randomized 
control group design; and presented information about the effects on activities 
of daily living. The methodological quality of the included studies was 
independently assessed by the authors using the quality criteria for reviews of 
the Cochrane Effective Practice and Organisation of Care Review Group. A best 
evidence synthesis was performed using guidelines provided by the Cochrane 
Collaboration Back Review Group. 
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Results: A total of 6246 potentially relevant references were found. After 
screening the references, 12 studies with a randomized controlled trial design 
were included. The methodological assessment of the 12 studies indicated 
variations in the risk of bias from low (n = 1) to unclear (n = 3) and high (n = 8). 
Although there was considerable variation in study population, intervention 
characteristics and measurement instruments used, most studies (n = 11) showed 
effects of self-management support programmes on the activities of daily living 
of older adults. 
Conclusions:There is a moderate level of evidence that self-management 
support programmes with a multi-component structure, containing disease-
specific information, education of knowledge and skills and, in particular, 
individually tailored coaching, improve the activities of daily living of older 
adults.  
Further research is required to gain insight into the most appropriate context and 
approach of self-management support interventions targeting activities of daily 
living of older adults living in the community. 

 
What is already known about the topic? 
•  Self-management support programmes have proven to be useful and 
beneficial when it comes to health related quality of life, self-efficacy, disease 
specific self-care behaviour and cost effectiveness. 
 
What this paper adds 

• This systematic review demonstrates that self-management support 
programmes can contribute to the activities of daily living of older adults 
living in the community. 

• The self-management support programmes had a multi-component structure, 
focussing on disease-specific information, education of knowledge and skills 
and coaching of health behaviour changes or problem solving. 

• In particular, self-management support programmes using a personalized plan 
tailored to the participants' individual problems and goals resulted in 
improvements in physical functioning and the activities of daily living of 
older adults. 

1. INTRODUCTION 
In the years to come, health care professionals will be challenged to provide quality 
health care for increasing numbers of older and frail people with limited health care 
resources. For many elderly people, life at an advanced age is pleasant, but most 
elderly people are also confronted with long-term disabilities, chronic illnesses and 
other health problems that impact the ability to perform activities of daily living 
(CSO et al., 2012). Activities of daily living are defined as routine activities that 
people tend to do every day and are performed to live independently. Activities of 
daily living consist of basic activities of daily living, such as eating, bathing, 
dressing, toileting, transferring (walking) and continence (Katz et al., 1963), and 
instrumental activities of daily living, like the ability to use the telephone, shopping, 
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food preparation, housekeeping, laundry, mode of transportation, responsibility for 
own medication and the ability to handle finances (Lawton and Brody, 1969). 
Frail people, in particular, are at high risk of decreased mobility and dependence in 
activities of daily living (Fried et al., 2001). Effective interventions aimed at 
preventing activities of daily living disability may diminish the burden that frailty 
places on elderly people, care providers and the health care system as a whole 
(Vermeulen et al., 2011). Nurses and other health care professionals have a critical 
role in the implementation of future preventive treatment interventions for frailty 
(Rochat et al., 2010). In addition, active involvement of the older adults is a key 
component, which is in line with the principles of care according to ‘self-
management’ (Barlow et al., 2002 and Pulvirenti et al., 2014). Self-management is 
defined as the management of the symptoms, treatment, physical and psychosocial 
consequences and lifestyle changes inherent in living with a chronic condition 
(Barlow et al., 2002). Efficacious self-management encompasses the ability to 
monitor one's condition and to effect the cognitive, behavioural and emotional 
responses necessary to maintain a satisfactory quality of life (Barlow et al., 2002). 
However, people need support from health care professionals and significant others 
to be able to self-manage (Dwarswaard et al., 2015). Particularly at a later age, the 
ability to carry out activities of daily living and to adapt and to manage one's own life 
decreases due to the deterioration of one's physical and cognitive condition. In line 
with this, health care professionals should support the self-management ability of 
older adults with interventions aimed at empowering elderly people (CSO et al., 
2012). Self-management support interventions are defined as all educational and 
supportive interventions, systematically provided by health care staff, to increase 
patients’ skills and confidence in managing their health problems, including regular 
assessment of progress and problems, goal setting and problem-solving support 
(Adams et al., 2004). By supporting the self-management ability of older adults, 
nurses and other health care professionals can contribute to the prevention of 
activities of daily living dependence and increase the ability to adapt and to self-
manage the consequences of living with a chronic condition. Pursuant to the above 
considerations, the main objective of this systematic review was to identify, appraise 
and synthesize the evidence of the effects of self-management support programmes 
on the activities of daily living abilities of older adults. 
The main review question was: 

- What evidence can be derived from existent studies about the effects of 
self-management support programmes on the activities of daily living 
abilities of older adults? 

- In order to interpret and value the effects properly, two additional 
questions were formulated, namely: 

- What are the characteristics of effective self-management support 
programmes in the relevant studies? 

- What is the methodological quality of the relevant studies? 
 

2. METHOD 
The methodology used for this systematic review was based on the guidance for 
conducting systematic reviews, the Cochrane Handbook for Systematic Reviews of 
Interventions (Higgins and Green, 2011). 
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2.1. Inclusion and exclusion criteria 
Self-management support programmes can be used for many purposes but this 
systematic review only focussed on the effects of self-management support 
programmes on (or directly related to) activities of daily living of older adults as 
defined by Katz et al. (1963) and Lawton and Brody (1969). The self-management 
support programme should be an educational and supportive intervention, 
systematically provided by health care staff, to increase patients’ skills and 
confidence in managing their health problems (Adams et al., 2004) and the effects 
should be measured within a randomized controlled trial. 
The following inclusion criteria were used for the selection of studies for this review: 
 

1. The study concerns adults, mean age 65 years or older, and living in 
the community. 
2. The study focuses on self-management support programmes as 
defined by Adams et al. (2004). 
3. The study is a randomized controlled trial. 
4. The study presents outcomes of self-management support programmes 
on basic or instrumental activities of daily living. 
 

The following exclusion criteria were applied: 
 

1.The study concerns older adults whose main diagnosis is dementia or 
psychiatric illness. 
 
2.The study presents outcomes of self-management support interventions that are 

not directly related or linked to basic or instrumental activities of daily living (e.g. 
clinical outcomes, patient satisfaction, health care utilization or costs). 

 
3.The study is only published as an abstract, editorial comment, commentary, 

letter or a study protocol. 
 

No language, country or period restrictions were imposed. 

2.2. Searches in databases 
A systematic search of the literature was conducted in February 2016. Computer-
based literature searches were performed in PubMed, EMBASE, CINAHL, 
PsycINFO and the Cochrane Central Register of Controlled Trials. The search 
strategy used for PubMed is shown in Box 1. 

[BOX 1] 
Comparable search strategies were used for the other literature databases. These 
search strategies are available on request. 
After combining the results of the different databases, 6246 references were found. 
After removal of duplicates, 5220 potentially relevant references remained. 

2.3. Selection 
The Preferred Reporting Items for Systematic Reviews and Meta-Analysis flow 
diagram was used to summarize the study selection processes (see Fig. 1). In the 
initial selection phase, two authors (MvhB and MdO) independently screened titles 
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and abstracts to identify potentially relevant studies. It was stipulated beforehand that 
if there was substantial agreement between the two reviewers in a sample of 10% of 
all non-duplicate references, the remaining 90% of the sample would be screened 
only by the first author. In the sample, the interrater agreement was very high (Kappa 
value 0.83) (Landis and Koch, 1977). Any reference for which the decision on 
inclusion or exclusion was unclear was discussed with the second reviewer. 
References were included in the next selection phase when at least one of the two 
reviewers included the study based on the inclusion criteria. A total of 169 references 
were found eligible for further screening. 

[FIGURE 1] 
In the next selection phase, the full texts of these references (n = 169) were examined 
independently by two researchers (MvhB and MdO or HdV or AF). The reviewers’ 
selections of studies were compared and differences or doubts were discussed until 
both authors agreed on inclusion or exclusion. In this selection phase, 157 
publications were excluded. The main reasons for exclusion were: 

- the self-management support intervention did not concern older adults 
with a mean age of 65 years of older; 

- the study focussed only on outcomes not related to the activities of daily 
living of older adults. 
 

A final set of 12 publications met the inclusion criteria. 

2.3.1. Assessment of methodological quality 
The assessment of the methodological quality of the included studies was performed 
independently by two reviewers (MvhB and MdO or HdV or AF) using the quality 
criteria for reviews of the Cochrane Effective Practice and Organisation of Care 
Review Group (Effective Practice and Organisation of Care, 2015). Disagreements in 
methodological quality scores were resolved by discussion. The following nine 
standard criteria were used for the assessment of the risk of bias for studies with a 
separate control group: adequate sequence generation, concealment of allocation, 
baseline outcome similarity, baseline characteristics similarity, adequately addressed 
incomplete outcome data, blinding, protection against contamination, selective 
outcome reporting and other risk of bias. 
The Cochrane guidelines (Higgins and Green, 2011) were used to summarize the risk 
of bias for the outcome (i.e., activities of daily living). The domains ‘allocation’, 
‘incomplete outcome data’ and ‘selective reporting’ were identified as the key 
domains in this summary assessment. The risk of bias for the outcome was judged as 
‘low risk of bias’ if the study showed a low risk of bias for all key domains, ‘unclear 
risk of bias’ if there was an unclear risk of bias for one or more key domains and 
‘high risk of bias’ if there was a high risk of bias for one or more key domains. 

2.4. Data extraction and synthesis 
The first author (MvhB) extracted information from each included study. The data 
extraction was checked by the other authors (MdO, HdV, AF). This phase resulted in 
an overview of the methods, results and conclusions of the studies (see Table 1) and 
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a description of the characteristics of the self-management support programmes of 
the included studies (see Table 2). 

[TABLE 1] 
No statistical pooling of outcomes was performed, because there was considerable 
heterogeneity regarding the clinical characteristics of the participants, the 
interventions included and the outcomes measured. In addition, due to the low 
methodological quality of the studies a meta-analyses is less appropriate (Higgins 
and Green, 2011). A best evidence synthesis was performed (van Tulder et al., 2003) 
by attributing various levels of evidence to the effectiveness of a self-management 
support programme, taking into account the characteristics of the participants and the 
intervention, the outcomes and the methodological quality of the original studies. 
 
Level 1: Strong evidence – provided by generally consistent findings in multiple 
high-quality randomized controlled trials. 
 
Level 2: Moderate evidence – provided by generally consistent findings in one high-
quality randomized controlled trial and/or more relevant low-quality randomized 
controlled trials and/or controlled clinical trials. 
 
Level 3: Limited evidence – provided by generally consistent findings in one or more 
low-quality randomized controlled trials and/or controlled clinical trials. 
 
Level 4: No or conflicting evidence – if there were no randomized controlled trials or 
if the results were conflicting (van Tulder et al., 2003). 

3. RESULTS 
To appraise and synthesize the evidence of the effects of self-management support 
programmes on the activities of daily living of older adults, the characteristics and 
the methodological quality of the included studies and the characteristics of the self-
management support programmes are described in Table 1 and Table 2, respectively. 

3.1. Methods of the included studies 

3.1.1. Designs 
All studies (n = 12) used a randomized controlled design. Outcomes of older adults 
participating in a self-management support programme were compared with 
outcomes of the control group who did not receive the key elements of the self-
management support programme. The control group received care as usual (n = 6) 
and/or an educational leaflet/booklet (n = 3) or a tour at the senior centre (n = 1). In 
the study by Sundsli et al. (2014) the control group did not receive any intervention 
or attention at all and in the study by Alp et al. (2007) the control subjects were 
instructed to maintain their sedentary lifestyle. The control group in the study by 
Coleman et al. (2012) received the intervention afterwards. 
In all studies, measurements were performed at baseline and after the intervention 
period (range from five weeks to a two-year period). Sometimes, mainly in studies 
with a short intervention period, measurements were also performed after a 
prolonged period, of three to six months. 
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3.1.2. Study population 
The sample size of the included studies varied from 30 to 766 participants. The 
studies were heterogeneous with respect to the mean age of the participants (range 
65–83 years) and the types of diseases or disabilities of the sample (e.g. 
osteoarthritis, osteoporosis, heart disease, age related vision loss). Although almost 
all studies included male and female participants, there was a minority of male 
participants in most of the study populations. 

3.1.3. Outcome variables, instruments and data analysis 
The outcome variables of the studies varied and there was also a considerable 
variation in the measurement instruments used. Most studies used validated (self-
rating) questionnaires or scales (e.g. the Short Form (36), the Health Assessment 
Questionnaire, the Self-Care Ability Scale for the Elderly) in combination with 
(semi-) structured interviews. A minority of the studies (also) used physical tests. 
Because the main focus of this systematic literature review is on the effects of self-
management support programmes on the activities of daily living of older adults, 
only the findings on those outcomes (e.g. physical functioning, physical role 
functioning and (instrumental) activities of daily living-dependence) are presented 
(see Table 1). 

3.1.4. Methodological quality assessment 
The results of the methodological assessment are presented in Table 1 and Fig. 2. 

[FIGURE 2] 
The key domains in the summary assessment of the risk of bias for the outcome on 
the activities of daily living were ‘allocation’, ‘incomplete outcome data’ and 
‘selective reporting’. 
As for allocation, in the majority of the included studies (n = 7) the method used to 
conceal the allocation sequence remained ‘unclear’ ( Alp et al., 2007, Elzen et al., 
2007, Ersek et al., 2003, Friedman et al., 2009, Friedman et al., 2014, Meng et al., 
2007 and Sundsli et al., 2014). In one study, this criterion was appraised as ‘high risk 
of bias’ because the control group had access to activities that were available to the 
intervention group (Leveille et al., 1998). 
Another key criterion of the methodological assessment was whether incomplete 
outcome data were likely to bias the results. In most of the studies, this domain was 
judged as ‘high risk’ (n = 6) or ‘unclear risk’ (n = 3) due to a high rate of (selective 
or voluntary) drop-outs or lost-to-follow-up (i.e., in the study of Friedman et al., 
2009, Meng et al., 2009 and Wetzels et al., 2008). 
For the third key criterion, selective outcome reporting, the risk of bias was judged as 
‘low’ in 9 of the 12 included studies (i.e., in the study of Alp et al., 2007, Coleman et 
al., 2012, Elzen et al., 2007, Ersek et al., 2003 and Girdler et al., 2010). If not all 
relevant outcomes in the methods section were reported in the results section (i.e., in 
the study by Meng et al., 2009) this domain was assessed as ‘high risk’. 
Concerning the criterion of blinding: blinding of participants and clinical/research 
team members to group allocation whilst participating in or delivering the 
intervention is difficult and a lot of studies used self-rated questionnaires or 
interviews for assessing the outcomes. Only when blinding to group allocation was 
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described explicitly or it was clearly stated that the assessor was not involved in the 
intervention, the risk of bias for this domain was ‘low’. 
There were important concerns about other risks of bias, not addressed in the 
domains of the used risk of bias tool; for example, a small sample size (Sundsli et al., 
2014) or using measurement instruments that had not been validated (Ersek et al., 
2003). Only in the studies by Alp et al. (2007), Leveille et al. (1998) and Wetzels et 
al. (2008) was there no evidence of other risks of bias. 

3.2. Characteristics of the programmes 

3.2.1. Intensity and duration 
Three types of self-management support programmes were identified. First, there 
were intensive programmes with a short duration (<six months) and weekly group 
sessions (Alp et al., 2007, Coleman et al., 2012, Elzen et al., 2007 and Ersek et al., 
2003). Second, there were less intensive programmes (≤one session a month), with a 
long duration (≥one year), using an individual approach (Friedman et al., 2009, 
Friedman et al., 2014, Leveille et al., 1998, Meng et al., 2007 and Meng et al., 2009). 
Third, there were three programmes with an intermediate duration of 6–12 months, a 
less intensive programme (≤one session a month) and individual and/or group 
sessions (Girdler et al., 2010, Sundsli et al., 2014 and Wetzels et al., 2008). 

3.2.2. Topics and key elements of the self-management support programmes 
All studies used a self-management support programme with a multi-component 
structure. Core elements of the self-management support programmes were: health 
promotion and information about the disease, education aimed at knowledge, skills 
and strategies to manage the consequences of the disease/disability, coaching of 
health behaviour changes using a personal plan or individual goals, social support 
through communication with peers or professionals and functional training/exercises. 
In the main a combination of disease-specific information, education of knowledge 
and skills and coaching of health behaviour changes or problem solving was used. 

3.3. Effects on the activities of daily living 
Most of the included studies presented a large number of findings, but this review 
only focussed on the effects of self-management support programmes on the 
activities of daily living of older adults. 
It turns out that the results of the studies (regardless their methodological quality and 
heterogeneity) nearly all point in the same direction. All studies (both with a low and 
high risk of bias), except for the study by Elzen et al. (2007), showed that the self-
management support programme led to less disability in the activities of daily living 
of older adults. However, the specific outcome variables varied, and some studies 
found improvements in the activities of daily living even though no statistical 
significance could be established. Examples of studies showing significant effects 
were the research of Alp et al. (2007) and Coleman et al. (2012), which showed that 
a programme with a short duration and weekly group sessions aimed at health 
promotion and health behaviour changes led to significant improvements in physical 
functioning and physical role functioning, as measured by the Short Form (36) 
subscales. These improvements were still present at six months. Alp et al. (2007) 
even demonstrated a significant decrease in physical role functioning in the control 
group. 
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In addition, in the study by Ersek et al. (2003), participants of the seven-week self-
management group intervention differed significantly in pre-treatment to post-
treatment changes in physical role function scores compared to the control group. 
However, the intervention group did not seem to have had a significant impact at the 
post-treatment evaluation of physical functioning, and at the three-month evaluation 
there were no significant differences between the groups in any outcome. 
Studies concerning multicomponent self-management support interventions with a 
less intensive programme of an individual nature and with a long duration 
demonstrated the same findings. For example, Friedman et al. (2009) and Meng et al. 
(2007) showed that the intervention group was dependent in fewer activities of daily 
living and had a significant reduction in the number of activities of daily living 
disabilities. However, both did not find a significant effect on instrumental activities 
of daily living. Also, in the studies by Leveille et al. (1998) the intervention led to 
higher levels of physical activity. Meng et al. (2009) concluded that the decline in 
function was much smaller in the intervention group. 
In addition to these results, Girdler et al. (2010) found that the experimental group 
(usual care and a structured programme delivered in a group environment) showed 
significantly better physical health and participation levels, while those receiving just 
the usual care experienced decline, also at the 12-week follow-up. 
In the studies by Sundsli et al. (2014) and Wetzels et al. (2008), both concerning a 
less intensive programme (≤one session a month) of an individual nature and with a 
duration of six months, no significant differences were found in the before-after 
measurement scores on the Self-Care Ability Scale for the Elderly and the Appraisal 
of Self-Care Agency Scale, respectively the Arthritis Impact Measurement Scales 
physical functioning and social functioning. It is, however, remarkable that these 
studies showed worse outcomes in the control group. 
In particular, intervention programmes using a personalized plan, tailored to the 
participants' individual goals or targeting individually identified problems, led to 
(statistically significant) better outcomes (Girdler et al., 2010, Leveille et al., 
1998 and Meng et al., 2007) compared to the programme not including this 
component (Elzen et al., 2007). 

4. DISCUSSION 
This review showed that self-management support programmes can contribute to the 
activities of daily living of older adults living in the community. In seven of the 12 
included studies (both with a low and high risk of bias), the self-management support 
programme led to a statistically significant difference in the activities of daily living 
between the results of the intervention group and those of the control group (Alp et 
al., 2007, Coleman et al., 2012, Ersek et al., 2003, Friedman et al., 2009, Girdler et 
al., 2010, Leveille et al., 1998 and Meng et al., 2007). These differences were 
maintained at follow-up in three of the six studies that measured the effect of the 
programme post-treatment and at the three to six-month follow-up (Alp et al., 2007, 
Coleman et al., 2012 and Girdler et al., 2010). Although a statistically significant 
improvement in the physical functioning of the intervention group was not always 
demonstrated, in some studies, the control group showed a functional decline in 
activities of daily living ability. Perhaps the self-management support intervention 
may not always lead to a significant improvement in physical functioning, but it may 
prevent or delay the decline of activities of daily living in older adults. 

http://www.nivel.eu/


Bolscher-Niehuis, M.J.T van het, Ouden, M.E.M. den, Vocht, H.M. de, Francke, A.L. Effects of 
self-management support programmes on activities of daily living of older adults: a systematic 
review. International Journal of Nursing Studies: 2016, 61(9), 230-247 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

Self-management support interventions with a multi-component structure, consisting 
of disease-specific information, education of knowledge and skills and, in particular, 
coaching on health behaviour changes and problem solving through a personalized 
plan, resulted in improvements in physical functioning and the activities of daily 
living. 
The intensity and duration of the programme does not seem to affect the results. All 
types of self-management support programmes, i.e., not only programmes with a 
short duration and weekly group sessions, but also less intensive programmes of an 
individual nature and with a long(er) duration, demonstrated improvements in the 
activities of daily living of older adults. 
This review focused on the effects of self-management support programmes on the 
activities of daily living. Self-management support programmes are not only used to 
improve the physical functioning and activities of daily living but also have proven 
to be useful and beneficial with respect to health related quality of life (Ahmadi et 
al., 2015, Franek, 2013 and Zwerink et al., 2014), self-efficacy (Franek, 
2013 and Jonker et al., 2009) disease specific self-care behaviour (Franek, 
2013 and Jonker et al., 2009) and cost effectiveness (Ravesloot et al., 
2016 and Zwerink et al., 2014). 
Most of the included studies showed improvements in the physical functioning and 
activities of daily living of older adults. For older adults who participated in a self-
management support programme, the effects on activities of daily living seemed 
beneficial, but the effect of the intervention cannot be determined for people who 
dropped out or were lost to follow up. It is worth mentioning that, as a result of the 
low methodological quality of the included studies, the results may be biased due to a 
high rate of drop-outs or lost-to-follow-up. On the other hand, studies with low drop-
out rates (Girdler et al., 2010, Ersek et al., 2003 and Leveille et al., 1998) showed 
significant results. 
In addition, there might be publication bias, due to the policy of and statistical 
reasons for scientific journals to prefer studies with positive results. This may 
therefore result in an overestimation of the effect of self-management support 
programmes. However, studies were included in the present review that reported no 
significant effect of self-management support programmes on the activities of daily 
living of older adults (Elzen et al., 2007, Friedman et al., 2014, Meng et al., 2009, 
Sundsli et al., 2014 and Wetzels et al., 2008). 
In some studies a small sample size was used (Alp et al., 2007, Ersek et al., 2003, 
Girdler et al., 2010 and Sundsli et al., 2014). The results of these studies may be 
biased due to a small sample size. On the other hand, the results were consistent with 
the results of studies that used a large sample size (Friedman et al., 2009, Friedman 
et al., 2014 and Meng et al., 2009). 
It is important to highlight that the self-management support programmes in a lot of 
studies were provided in addition to usual care. It is possible that the effectiveness of 
the programmes lies in the interaction between these two types of service provided. 
Perhaps a complementary approach should be applied when developing or 
implementing self-management support interventions for older adults living in the 
community. 
In the included studies there was considerable variation in the measurement 
instruments used. This has resulted in a diversity of activities of daily living and 
instrumental activities of daily living outcome measures. Due to the scarcity of 
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commonly used valid measurement instruments for activities of daily living and 
instrumental activities of daily living it was difficult to compare the results of the 
included studies. In addition, whilst in most studies activities of daily living were 
included as a primary outcome, they were included as both primary and secondary 
outcomes in Girdler et al's (2010) study. This may limit the conclusion about the 
effectiveness of the interventions as the power is based on the primary outcomes. 
Due to the heterogeneity of the included studies (varying by design, measurement 
instruments, target group and characteristics of the intervention) and the 
methodological quality of the studies, it is difficult to make general statements about 
the level of evidence. Based on consistent findings among multiple low quality 
randomized controlled trials and one high quality randomized controlled trial, a 
moderate level of evidence for the positive effects of self-management support 
interventions on the activities of daily living of older adults could be designated. 

5. CONCLUSION 
There is a moderate level of evidence that self-management support programmes 
with a multi-component structure, containing disease-specific information, education 
of knowledge and skills and, in particular, individually tailored coaching, improve 
the activities of daily living of older adults. 
The findings provided by this review might be useful for nurses and other health care 
professionals who intend to design tailored self-management support interventions 
for older adults to remain independent in their activities of daily living. Further 
research is required to provide evidence to determine the most appropriate context 
(individually or in groups) and approach (in addition to usual care or not) of self-
management support interventions targeting the basic and instrumental activities of 
daily living of older adults living in the community. It is recommended to use 
randomized controlled trials with standardized outcome measurement instruments to 
measure the effects of the intervention on activities of daily living. 
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BOX AND TABLES 

Box 1.  

Search strategy in Pubmed. 

(((“Aged”[Mesh] OR “aged”[tiab] OR “older adults”[tiab] OR “older patients”[tiab] 
OR “older people”[tiab] OR “ageing population”[tiab] OR “ageing population”[tiab] 
OR “elderly”[tiab] OR “elder patients”[tiab] OR “elder people”[tiab]) AND ((“Self-
management”[tiab] OR “self care”[Mesh] OR “self-care”[tiab]) AND 
(“support”[tiab] OR “intervention”[tiab] OR “intervention studies”[Mesh] OR 
“method”[tiab] OR strateg*[tiab] OR “system”[tiab] OR “program”[tiab] OR 
“programme”[tiab])) AND (“Activities of Daily Living”[Mesh] OR “Self 
Care”[Mesh] OR “self-care”[tiab] OR “self care”[tiab] OR “ADL”[tiab] OR 
“activities of daily living”[tiab] OR “instrumental activities of daily living”[tiab] OR 
“IADL”[tiab]) AND ((clinical[Title/Abstract] AND trial[Title/Abstract]) OR clinical 
trials as topic[MeSH Terms] OR clinical trial[Publication Type] OR 
random*[Title/Abstract] OR random allocation[MeSH Terms] OR therapeutic 
use[MeSH Subheading]))) 

Fig. 1. Flow diagram of the searches and the selection process. 
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Table 1

Methodological study characteristics and effects measured.

General

information

Methodological

assessment

Methodological characteristics Findings on ADL/IADL

Author, year,

country,

language

High/unclear/

low risk of bias

Design Design features Variables/instruments Sample size and characteristics

Alp et al. (2007)/

Turkey/English

Unclear risk Single-blind

randomized

controlled

longitudinal

study

Self-management group

(n = 25) and control group

(n = 25). Evaluations at

baseline, at the end of the

self-management class

(fifth week) and after six

months.

Pain-intensity (VAS), Life-quality (SF36),

balance (SRT: Sensitized Romberg Test),

functional assessment by (TSS: Timed Sit

to Stand test) and a questionnaire to

measure positive and negative changes in

their lives.

50 sedentary (<1.5 km. of walking

or <4 h of standing per day)

women, postmenopausal and

idiopathic osteoporosis (DEXA T-

scores <�2.5) (25 intervention

group/25 control group). Age: (M

(SD)) = 66 (12)) intervention

group: 64 (8); control group: 67

(11). Gender = female (100%).

SF-36PF1 intervention group (mean): Baseline:

59.1; 5th week: 78.6; 6th month: 83.8 and

control group (mean): Baseline: 64.3; 5th week:

63.4; 6th month: 63.4. SF-36 PRL1 intervention

group (mean): Baseline: 55.6; 5th week: 100; 6th

month: 100 and control group (mean): Baseline:

63.1; 5th week: 42.3; 6th month: 39.1.

Significant improvements in SF-36PF (p< 0.001,

p< 0.001) and SF-36PRL (p< 0.01, p< 0.01) in

intervention group at the fifth week and sixth

month. In control group significant decreases in

SF-36PRL (p< 0.05 at fifth week, p< 0.01 at sixth

month).

Coleman

et al. (2012)/

Australia/English

Unclear risk Randomized

controlled

trial

Self-management group

(n = 75) and control group

(n = 71). Assessments at

baseline, 8 weeks and 6

months.

Results Western Ontario and Mc Master

Universities Arthritis Index (WOMAC),

Pain and Function subscales on the Short

Form 36 version (SF-36), Pain (VAS),

Timed Up & Go Test (TUG), knee range of

motion and quadriceps and hamstring

strength-isometric contraction. Responses

to treatment and minimal clinically

important improvements (MCIIs) were

determined.

146 primary care patients with

osteoarthritis of the knee. Age:

(mean (SD)): intervention group:

65 (7.9); control group: 65 (8.7).

Gender (M:F): 37:109

(intervention group: 14:57;

control group 23:52).

WOMAC Physical Function1 improved more

significantly in the OAK-group (Baseline: 24.1; 8-

weeks: 19.1; 6-months: 19.9) than in the control

group (Baseline: 24.1; 8-weeks: 24.4; 6-months:

23.4). The advantage in between-group

differences in changes was evident in the

Physical Function at posttreatment (�5.55; 95%

CI �7.38; �3.31) and 6-months follow-up

(�4.35; 95% CI �6.20; �0.91). There were

improvements from baseline to 8 weeks in the

SF-36 scales Physical Function1 (OAK: Baseline:

48.0; 8-weeks: 54.1; 6-months: 54.2 and control

group: Baseline: 48.0; 8-weeks: 48.5; 6-months:

48.8: difference in changes at post treatment:

5.61; 95% CI 1,84; 9,37 and at 6-months follow-

up: 5.67; 95% CI 0.40; 10.93), and SF-36 Role

Physical1 (OAK: Baseline: 35.7; 8-weeks: 47.9; 6-

months: 46.0 and control group: Baseline: 35.7;

8-weeks: 30.8; 6-months: 38.6: difference in

changes: 17.06; 95% CI 5.90; 28.21 but not at 6-

months follow-up: 7.37, 95% CI �5.93; 20.67).

These differences were maintained at 6 months

(difference in changes SF-36 Physical Function:

5.67 and SF-36 Role Physical: 7.37).

Elzen

et al. (2007)/

The Netherlands/

English

High risk Randomized

trial

Intervention group (n = 68)

and control group (n = 68)

Data collection at baseline

(3 weeks before the course

started), after 6 weeks

(immediately after the

course) and after 6 months

(after the end of the

course).

Demographic data and data on self-

efficacy (General Self-Efficacy Scale), self-

management behaviour (measured with

adapted and translated versions of

‘‘Physical activities’’, ‘‘Coping with

symptoms’’ and ‘‘Communication with

physician’’ questionnaires) and health

status (measured with the RAND-36-item

Health Survey; only the physical and

mental component summary scales were

used).

139 people (aged 59 or older) with

a lung disease, a heart disease,

diabetes, or arthritis. (intervention

group n = 68, control group

n = 68)) Age: (mean (SD))

intervention group 68.2 yrs. (6.0);

control group: 68.5 (6.6) Gender

(M:F): intervention group and

control group: 25:43 (36.8%:

63.2%); control group: idem.

RAND-36 Physical component1: With regard to

the physical component summary scale, no

significant differences were found between the

intervention and the control group at T1 or at T2.

[t(124) =�0.55, p = 0.29, partial Z2 ¼ .002] or at

T2 [t(115) =�0.137, p = 0.45, partial Z2 ¼ .00].



Ersek et al.

(2003)/

United States/

English

Unclear risk Randomized

trial

Self-management group

(n = 22) and educational

booklet control group

(n = 23). Measurements at

baseline, 9 weeks later

(after treatment) and 3

months after the post-

treatment assessment.

Self-reported measures of pain,

functioning (physical functioning and

physical role function subscales of the SF-

36), depression (Geriatric Depression

Scale (GDS)), and pain related beliefs.

45 Independent-living retirement

community residents (60 years or

older) with pain (more than 3

months duration) that interfered

with regular activities. Age (mean

(SD)): intervention group: 83.6 yrs

(5.0); educational booklet group

80.3 yrs (6.6) Gender (M:F):

intervention group: 2:20 (9%:

91%); education booklet group:

4:19 (17%: 83%).

SF-36 Role-physical1: EB-group: Baseline: 20.7;

Posttreatment; 21.7; 3 months follow-up: 28.4

and SMGroup: Baseline: 26.1; posttreatment:

41.7; 3 months follow-up: 28,4. SF-36 Physical

Functioning1: EB-group: Baseline: 40.9;

posttreatment: 42.4; 3 months follow-up: 43.0

and SMGroup: Baseline: 38.0; posttreatment:

38.7; 3 months follow-up: 38.4. The two groups

differed significantly on pre-treatment to post-

treatment change in physical role function scores

(Wilcoxon W: 436.5; p = 0.04). The SMG

participants showed greater improvement. The

SMG did not seem to have a significant impact at

the post-treatment evaluation on physical

functioning as measured by the SF-36 physical

functioning subscale. At 3-months, there were no

significant differences between groups on any

outcome.

Friedman

et al. (2009)/

United States/

English

High risk Randomized

controlled

trial

Nurse intervention group

(n = 382) and control

group (n = 384). Data

collection at baseline and

24 months following

baseline.

Patient characteristics (empowerment,

self-efficacy, self-rated health and

disability status (SF-36 PCS and MCS) and

(I) ADL-dependence (Shaughnessy))

obtained from a baseline interview (at

patients homes, by trained interviewers,

with patient (or a caregiver)) completed

before each patient entered the study and

at 22 months after their intervention start

date. Information about satisfaction was

collected in the nurse group at 10 and 20

months after start intervention.

766 community living high-risk

Medicare beneficiaries with

disability (need or receive help

with �2 ADL’s or �3 IADL’s) and

recent significant health care

utilization who were expected to

have high health care and

Medicare expenditures during the

next 2 years. Age: (M (SD)) = 77,3

(11.4). Intervention group: 77.2

(11.2); control group: 77.5 (11.7)

Gender (M:F) 31.2%: 68.8%.

Intervention group: 31.9%:68.1%;

control group: 30.5%:69.5%.

At 22 months after baseline the nurse

intervention had a significant effect

(Baseline =�0.25; SE = 0.12; p = .038) on ADL

dependence1 (effect size = .30) (when the model

included only the patients who had data reported

by the same category of questionnaire

respondent (patient or caregiver) at both

timepoints). Compared with the control group,

the patients in the nurse group were dependent

in fewer ADLs. Six outliers were identified. When

they were deleted, the nurse intervention had a

slightly greater effect (p = .030). No statistically

significant nurse intervention effects were found

for the other four health and disability status

measures (Self-rated health status1, SF-36 PCS1

((Baseline = 0.14; SE = 0.77; p = 0.86) and MCS1,

IADL-dependence1 (Baseline =�0.16; SE = 0,12;

p = 0.18).
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Table 1 (Continued )

General

information

Methodological

assessment

Methodological characteristics Findings on ADL/IADL

Author, year,

country,

language

High/unclear/

low risk of bias

Design Design features Variables/instruments Sample size and characteristics

Friedman

et al. (2014)/

United States/

English

High risk Randomized

controlled

trial

Nurse intervention group

(n = 237) and control

group (n = 262). Data

collection at baseline and

at 22 months postbaseline.

Patient characteristics (health status,

lifestyle, health insurance, health-care

utilization) and ADL-dependence

obtained from a baseline interview (at

patients homes, by trained interviewers,

with patient (or a caregiver)) completed

before each patient entered the study and

at 22 months postbaseline. Data on

hospital and inpatient rehabilitation

expenditures were obtained from the

providers.

499 community living Medicare

patients with disability (need or

receive help with �2 ADL’s or �3

IADL’s) and recent significant

health care utilization. Age: (M

(SD)) = 76.8 (11.7). Gender: 70%

female.

In adjusted analyses for categories of ADL

difficulty1 (no, some, or great difficulty), a higher

proportion of intervention group patients had no

bathing difficulty in comparison to the control

group. Multinomial regression models (adjusting

for baseline risk factors) the intervention group

was significantly less likely to experience some

difficulty (OR = 0.58; p� 0.05) and great difficulty

(OR = 0.40; p� 0.01) for bathing, and great

difficulty (OR = 0.39; p� 0.01) for dressing as

compared with the control group. When

covariates adjusting for health services received

after study entry were added to the intervention

group reporting some and great difficulty for

bathing remained significantly lower. ADL

dependence1: In adjusted analyses at 22 months,

a higher proportion of intervention group

patients was independent in toileting (p� 0.05).

In multinomial regression models adjusting for

baseline risk factors, the proportion of patients

having some human assistance for toileting was

significant lower (OR = 0.51; p� 0.05) for the

intervention group. When covariates adjusting

for healthcare services after study entry were

added, fewer patients were totally independent

in toileting (OR = 0.01; p� 0.01) and more

patients used a bedpan or urinal (OR = 10.00;

p� 0.01). In the intervention group more patients

were fed entirely by tube or other means

(OR = 79.0; p� 0.01) while fewer were bedfast

(OR = 0.01; p� 0.01), including being bedfast and

able to turn in bed (OR = 0.08; p� 0.01) and

unable to turn in bed (OR = 0.01; p� 0.01).



Girdler et al. (2010)/

Australia/English

Low risk Randomized

controlled

trial

Self-management

intervention group (n = 36)

and usual care group

(n = 41). Data collection at

baseline, after the

intervention and at 12

weeks follow-up.

Patient characteristics (socio-

demographic data and clinical

characteristics) and participation levels

(by Activity Card Sort (ACS)). Depression

(by Geriatric Depression Scale (GDS)),

Quality of Life (SF-36), Generalized Self-

Efficacy (by Generalised Self-Efficacy Scale

(GSES), Adaptation (by Adaptation to

Vision Loss Scale) and Domain-specific

self-efficacy (by Degeneration Self-

Efficacy Questionnaire). Data collection

(face to face structured interviews incl.

administration of questionnaires) at

baseline, immediately after the

completion of rehabilitation and at 12

weeks follow-up.

77 independent community living

older adults with age-related

vision loss. Age: (M (SD)) = 79.1

(6.7). Gender: 50 Female (64.9%);

27 Male (35.1%).

Participants in the experimental group had

statistically better participation levels1 than the

control group. Over the course of the study

intervention participants demonstrated an

increase, then maintenance of participation in

life situations (pretest (adj. mean): 0.67 and post-

test (mean) 0.72), while ‘usual care’ participants

experienced gradual decline (pretest (adj. mean):

0.67 and post-test (mean): 0.62). At post-test,

those in the intervention group demonstrated a

5% increase in participation, while those

receiving ‘usual care’ alone experienced a 5%

decline (effect size = 0.20); differences were

sustained at 12 weeks follow-up (Mean = 0.72

(intervention group) and 0.56 (usual care group);

effect size = 0.31; p< 0.001). At post-test, the

intervention participants also demonstrated

significantly better physical health2 (SF-36

scores: pretest adj. mean: 36.07 and post-test:

38.16) when compared with the control group

(SF-36 scores: pretest adj. mean: 36.07 and post-

test: 33.29); (effect size: 0.10; p = 0.005). Scores

remained largely unchanged from post-test to

follow-up with intervention participants

continuing to demonstrate better outcomes

(mean intervention group: 38.86 and mean usual

care group: 31.43); (effect size: 0.23; p = 0.001).

Leveille

et al. (1998)/

USA/English

High risk Randomized

controlled

trial

Nurse intervention group

(n = 101) and control

group (n = 100). Data

collection at baseline and

at 6 and 12 months after

baseline.

Self-reported physical function, physical

performance tests, health care utilization,

and health behaviours by questionnaires

and assessment visits at baseline and 6

and 12 months after baseline. Restricted

activity days and bed disability days were

measured using items from the National

Health Interview Survey. Four SF-36 scales

were used to measure role limitations

caused by physical health and emotional

problems, physical functioning, and

general health. The Health Assessment

Questionnaire (HAQ) was used to measure

performance of activities of daily living.

The Physical Activity Scale for the Elderly

(PASE) was used to measure total leisure

and work activity). The Physician-based

Assessment and Counseling for Exercise

(PACE) was used to assess attitudes and

behaviours related to physical activity.

The Physical Performance and Mobility

Exam (PPME) measures series of basic

mobility tasks.

201 chronically ill older adults

aged 70 and older. Age (Mean

(SD): intervention group: 77.2

(5.2); control group: 76.9 (5.2)

Gender: Intervention group:

female/male (63.4%/36.6%) control

group: female/male (48.0%/52.0%).

The intervention group had significantly fewer

bed days1 than the control group during follow-

up (intervention group: 100% (n = 71) sustained

high function and 0.0% (n = 0) worsened; control

group: 94.8% (n = 73) sustained high function and

5.2% (n = 4) worsened). Only the intervention

group showed improvements in bed days during

follow-up (intervention group: 29.2% (n = 7)

improved; control group: 0.0% (n = 0) improved).

Although modest differences were observed

between the study groups in changes in

restricted activity days1, the differences were not

statistically significant. The scores on the SF-36

scales1 did not differ between the two groups.

After adjustment for age, sex and baseline score,

the adjusted average HAQ-scores1 were 26%

lower during follow-up in the intervention group

compared with the controls, indicating reduced

ADL-difficulty (0.23� 0.02; 0.17� 0.02,

respectively, p = 0.014). An investigation of health

behaviour changes during the study revealed that

the intervention group improved in their attitudes

and behaviours with respect to physical activity,

measured by the PACE score1, compared with

controls (intervention group (mean (SD)): 5.60

(0.19) and control group (mean (SD)): 4.97 (0.20),

p = 0.028). The overall level of physical activity

measured by the PACE, was significantly higher in

the intervention group compared with control at

follow-up (intervention group (mean (SD)): 125.1

(4.1) and control group (mean (SD)): 112.1 (4.2),

p = 0.031).



Table 1 (Continued )

General

information

Methodological

assessment

Methodological characteristics Findings on ADL/IADL

Author, year,

country,

language

High/unclear/

low risk of bias

Design Design features Variables/instruments Sample size and characteristics

Meng

et al. (2007)/

USA/English

High risk Randomized

controlled

trial

Nurse intervention group

(n = 138) and control

group (n = 143). Data

collection at baseline and

at 22 months after

baseline.

Changes in functional status: measured by

the difference between the number of

Activities of Daily Living (ADL)

dependencies as reported by the patient or

his/her caregiver at baseline and at the 2-

year follow-up. (Data collection:

interviews by trained staff) Total health

care expenditures (cost by various payers

and intervention cost): data were

collected by using a utilization diary

completed by the participant or his/her

caregiver. (Utilization data were

converted to expenditures).

281 functionally impaired (at least

two limitations in ADLs or at least

three limitations in IADLs)

community-living Medicare

beneficiaries with heart

conditions. Age (mean): 77 yrs.

Gender: 67% Female.

The multivariate regression model adjusting for

covariates showed that the nurse intervention

resulted in improvement (i.e., reduction) in the

number of ADL disabilities1 during 2-year follow-

up (coefficient estimate �.307, p = 0.055, see

Table 2). The nurse intervention led to an

improvement of 0.156 on the 0–6 IADL scale1, but

this effect was not significant (p = 0.321, results

not shown).

Meng

et al. (2009)/

USA/

English

High risk Randomized

controlled

trial

Nurse intervention group

(n = 382 (only n = 218 in

analysis)) and control

group (n = 384 (only

n = 234 in analysis). Data

collection at baseline and

at 22 months after

baseline.

Changes in functional status: measured by

the difference between the number of

Activities of Daily Living (ADL)

dependencies as reported by the patient or

his/her caregiver at baseline and at the 2-

year follow-up. (Data collection:

interviews by trained staff at participants’

homes) Data on health care service use

were collected via a weekly diary by the

participant or his/her caregiver.

766 elderly high-risk Medicare

beneficiaries demonstrating

impairment in physical

functioning (at least two

limitations in ADLs or at least

three limitations in IADLs). Age

(mean (SD)): intervention group:

75.9 (11.0) and control group: 75.7

(12.8). Gender: intervention

group: 71.1% female; control

group: 71.4% female.

The average participant demonstrated functional

decline between the baseline and the 22-month

follow-up, as evident by the increased mean

number of ADL dependencies1 over time. The

decline in function was much smaller in the

intervention group (changes in mean number of

ADL: 1.97 at baseline and 2.21 after 22 months:

differences = 0.23) when compared with that of

the control group (changes in mean number of

ADL: 1.98 at baseline and 2.49 after 22

months: = 0.50), indicating a 54%

([.50� .23]� 100/.50) reduction in functional

decline among the intervention group.

Sundsli

et al. (2014)/

Norway/

English

High risk Randomized

controlled

study

Intervention group (n = 15)

and control group (n = 15).

Data collection before and

after the intervention.

Self-reported perceived health, mental

health (The Coldberg’s General Health

Questionnaire (GHQ-30), sense of

coherence (The Sense of Coherence (SOC-

29) scale), self-care ability (The Self-Care

Ability Scale for the Elderly (SASE)), and

self-care agency (The Appraisal of Self-

Care Agency (ASA) scale). An open-ended

question about experiences of the

intervention was included in the last

questionnaire. Data were collected before

and after intervention (=after 19 weeks).

30 urban living individuals 75+

years of age. Age Intervention

group: (mean (SD)): 80.73 (3.24).

Control group: (mean (SD)): 80.73

(4.20). Gender: Female (n = 14),

Male (n = 16).

In the intervention group there were no significant

differences before and after intervention regarding

the scores on the Self-Care Ability Scale for the

Elderly (SASE)1 and the Appraisal for Self-Care

Agency (ASA)1. SASE (Md (IQR)): baseline: 76.0

(7.00) and after intervention: 76.00 (7.00);

p = 0.950). ASA Md (IQR)): baseline: 87.00 (14.75)

and after intervention: 88.00 (11.00); p = 0.801). In

the control group, no significant differences

emerged between baseline and the assessment

after intervention. However SASE and ASA showed

worse outcome: SASE (Md (IQR)): baseline: 77.0

(10.00) and after intervention: 75.00 (7.00);

p = 0.484). ASA Md (IQR)): baseline: 89.00 (18.00)

and after intervention: 88.00 (9.00); p = 0.783).

According to the open-ended question about the

experience of the self-care telephone talks, all the

participants were satisfied, and the majority

experienced a change in their attitude and

adjustment towards their self-care in everyday life.

Through the self-care talks, how they thought

about self-care as well as how they managed their

daily life was acknowledged. They received

support and encouragement for their self-care

action.



Table 2

Characteristics of the self-management support programmes.

General

information

Information about the self-management support programmes

Author, year,

country,

language

Period and frequency Intervention characteristics Characteristics intervention

control group

Alp et al. (2007)/

Turkey/English

Once a week for 5 weeks (five

interactive sessions of 50 min).

A self-management program: ‘Choices for Better Bone Health’ (Based on Bandura’s social learning

theory and self-efficacy model); designed to help people control their osteoporosis: three essential
tasks: physical, psychological and social management. It offers the opportunity to collaborate with
health care providers and it provides a context in which patients could support each other. Self-

management class: five interactive sessions of 50 min. Content: information about disease
(osteoporosis), life-style recommendations (taking medications), education how to manage
consequences of disease (changes in social roles, chronic pain and discomfort), advises about

referrals to appropriate providers (to improve physical and emotional well-being or manage
comorbid conditions), pain management (by therapy and medication) advises about exercises and
environment changes (living savely and reducing risk of falls), development of a personal plan.

Control subjects were instructed

to maintain their sedentary
lifestyle. Compliance checked
weekly by telephone.

Coleman et al. (2012)/
Australia/English

6-week self-management
program (6 weekly sessions of
2.5 h each). ‘Clinical phase’ is 8

weeks: baseline assessment 1
week before the start of the

program and a second
assessment the week following
the completion of the program.

A disease-specific self-management education program (the ‘Osteoarthritis of the Knee Self
Management Program’ (OAK) designed for delivery by health care professionals (nurses,
physiotherapist, occupational therapists using a manual). Theoretical framework: Social Cognitive

Theory to enhance participants’ self-efficacy and promote long-term changes in behaviour.
Principles and theories of SM are used to promote behavioural change. In particular, exercise and

disease coping strategies are promoted. Group setting (12 participants): six weekly sessions of 2.5 h
each (+printed information), holistic approach and addresses multiple aspects of care. Content:
osteoarthritis (explanation and implications), SM skills (goal-setting, problem-solving, modelling,

positive thinking and improving self-efficacy), medications (types, interactions and current trends),
correct use of analgesia (use, therapeutic dosing, types and side effects), pain management
strategies (cognitive and pharmacologic), fitness and exercise (strength, flexibility, aerobic and

balance), joint protection, nutrition and weight control, fall prevention (balance and
proprioception), environmental risks, polypharmacy and coping with negative emotions.

Control group had a 6-month
waiting period before entering
the OAK program.

Elzen et al. (2007)/

The Netherlands/
English

Six weekly group sessions (of

each 2.5 h long).

A Chronic Disease Self-Management Program (CDSMP). Based on the self-efficacy theory.

Groupsetting (10–13 participants): six weekly sessions of 2.5 h each (+patient book: ‘‘Living a
Healthy Life with Chronic Conditions’’). All sessions were led by two leaders (the primary

investigator (master-level psychologist, PhD) and another professional or a peer-leader) and the
detailed manual was followed very strictly throughout all the different groups. Content: the
programme incorporates strategies to enhance self-efficacy (weekly action-planning and feedback,

participants modelling behaviour and problem-solving for each other, re-interpretation of
symptoms, group problem solving and individual decision-making); exercise; cognitive symptom-
management techniques; information on nutrition; fatigue-management; use of medication;

managing emotions; communication; problem solving and decision-making.

Control group received care-as-

usual. After the last
measurement, the control group

also received the patient book
that was used in the
intervention.



Table 2 (Continued )

General

information

Information about the self-management support programmes

Author, year,

country,

language

Period and frequency Intervention characteristics Characteristics intervention

control group

Ersek et al. (2003)/
United States/
English

7 week self-management group
intervention (seven 90-min
group sessions).

A self-management group intervention (3–8 participants) led by a doctoral-level health
professional using a detailed written protocol for each session. The first six sessions were held
weekly, followed by the final session 2 weeks after session 6. Content: 1: presentation and

discussion of various topics regarding chronic pain (definitions and mechanisms of pain, pain self-
monitoring, pharmacologic and non-pharmacologic therapies, decision making about specific pain

therapies, and communication with health care providers. 2: Relaxation training and regular
practice of relaxation exercises (didactic content but regular practice of pain management skills was
emphasized). 3: Setting and working towards individualized pain management goals incl. problem-

solving strategies to overcome obstacles in achieving goals. Group participants received a class
syllabus, a relaxation tape, and two hot/cold gel packs.

Study participants randomized
to the EB condition received an
Education Booklet. It contained

information about chronic pain
and pain management. The EB

group did not receive: 1:
Individual assistance in
developing appropriate pain

management goals; 2:
instruction and assistance in the
use of problem-solving

techniques; 3: instruction and
repeated practice of relaxation

and pain coping skills; 4: group
interaction and support.

Friedman et al. (2009)/

United States/
English

2-year period. Nurse home-visits

on an average of once a month.

A primary care-affiliated disease self-management health promotion nurse intervention. Home-

visits by trained nurses (Using the PRECEDE health education planning model, several disease
management protocols and handbooks for acute and chronic illness symptom self-care and chronic
disease self-management). Content: 1: medication review, disease prevention, health promotion,

chronic disease self-care and self-management, and health behaviour change and maintenance. 2:
Many of the components of the nurse intervention included physical activity. 3: Physician–patient–
family–nurse conferences to facilitate communication.

Control group did not recieve the

intervention (care as usual).

Friedman et al. (2014)/
United States/
English

2-year period. Nurse home-visits
on an average of once a month.
An unknown proportion of the

home visits attempted to
specifically address ADL

functioning.

A primary care-affiliated disease self-management health promotion nurse intervention. Home-
visits by trained nurses (Using the PRECEDE health education planning model, several disease
management protocols and handbooks for acute and chronic illness symptom self-care and chronic

disease self-management). Content: 1: medication review, disease prevention, health promotion,
chronic disease self-care and self-management, and health behaviour change and maintenance

activities. 2: Telephone follow-up after home-visits. Positive effects on patient health and disability
status, including ADL’s, were anticipated 3: Many of the components of the nurse intervention
included physical activity. 3: Physician–patient–family–nurse conferences to facilitate

communication.

Control group recieved care as
usual of all types (hospital,
nursing home, home care, and

ambulatory).

Girdler et al. (2010)/
Australia/

English

8-week group-program within a
20–24 weeks study period.

An usual care + structured self-management programme (24 h), delivered in a group environment
with 6–10 participants, led by an occupational therapist and a social worker. The programme was

based on self-management, self-efficacy and group model of service delivery theories and
principles. Content: 1: welcome and warm-up exercises, 2: revision of homework, 3: learning and
practice sessions (information about the disease, education of (personal) problem solving skills/

strategies, role play and practice activities) and 4: homework assignments.

Control group received ‘usual
care’: 1: one-to-one case

management; 2: interview in
client’s home by service
coordinator to discuss service

needs and to jointly develop
service plan; 3: visual
assessment at low-vision clinic

by optometrists and orthoptists;
4: referral to internal and

external service providers.



Leveille et al. (1998)/
USA/English

1-year programme. All
participants attended the initial

session with the GNP at the
senior centre, and follow-up
visits and phone contacts were

used to monitor participants’
progress towards health goals.

The median number of visits
with the nurse practitioner was
3.0 per participant (x = 3.0, range

1–8), and the median number of
phone calls by the GNP was nine
per participant (x = 9.2, range

1–22).

A multi-component disability prevention and disease self-management programme led by a
geriatric nurse practitioner (GNP). Content: 1: The GNP contacted each intervention participant’s

primary care physician to obtain information about the patient’s current health problems and the
provider’s goals for the patient. 2: A meeting between the participant and the GNP to develop a
targeted health management plan that addressed risk factors for disability if present (inactivity,

smoking, alcohol misuse, psychoactive drug use, depression, poor nutrition) and self-management
of chronic illness. Risk factors were identified initially from the baseline health assessment at the

time of study enrollment. 3: Follow-up visits and phone contacts to monitor participants’ progress
towards health goals. 4: Peer support by volunteer mentors (senior centre participants trained in a
12-session health promotion course). Participants were encouraged to do physical activities (home

exercises or activities available at the senior centre) and to attend the Chronic Illness Self-
Management Course (7-weeks, 2 h classes that combined peer support with health promotion
information and disease self-management concepts, led by trained lay leaders using a workbook).

All participants were given a set of nutrition tip sheets. Some participants were referred to health
care professionals.

Participants in the control group
were given a tour of the senior

centre and a schedule of senior
centre activities. They did not
meet with the GNP; however,

they had access to all senior
centre activities that were

available to the intervention
group.

Meng et al. (2007)/

USA/English

2-year period. A multi-component health promotion-disease self-management nurse intervention based on the

logic of empowering, teaching and coaching chronically ill to better manage their own health and
interact more effectively with health practitioners. Content: 1: patient education: monthly home

visits to teach (participants and/or their informal caregivers) relevant knowledge and skills on how
to conduct disease self-management using the Consumer Self-Care Strategies and Healthwise for
life handbooks), 2: individual health promotion coaching: home visits and telephone

communications by nurses (using the PRECEDE health education planning model) to empower
individuals to engage in behaviour change, develop and sustain motivation, develop behavioural
skills, and participate in community activities, 3: financial incentive for care coordination:

additional payment for physician–patient–family–nurse conferences to facilitate communication,
to support lifestyle behaviour change and enhance treatment compliance. The nurse used
individualized disease management protocols based on the needs of the participants.

The control group did not receive

the multi-component health
promotion-disease self-

management nurse intervention.

Meng et al. (2009)/
USA/English

22-month period (the health
promotion nurse completed
25 home visits per patient and

organized two conferences with
each patients primary care

physician).

A multicomponent health promotion and disease self-management nurse home visit intervention
based on the logic of empowering, teaching and coaching chronically ill to better manage their own
health and interact more effectively with health practitioners. Content: 1: patient education:

monthly home visits to teach (participants and/or their informal caregivers) relevant knowledge
and skills on how to conduct disease self-management using the Consumer Self-Care Strategies and

Healthwise for life handbooks). 2: Individual health promotion coaching: home visits and telephone
communications by nurses (using the PRECEDE health education planning model) to empower
individuals to engage in behaviour change, develop and sustain motivation, develop behavioural

skills, and participate in community activities. 3: financial incentie for care coordination: additional
payment for physician–patient–family–nurse conferences to facilitate communication, to support
lifestyle behaviour change and enhance treatment compliance. The nurse used individualized

disease management protocols based on the needs of the participants.

Participants in the control group
received their usual care via their
Medicare benefits, and they were

also compensated with $10 per
month for completion of health

care services utilization diaries.

Sundsli et al. (2014)/
Norway/English

19-week intervention period:
one group meeting and 5

personal telephone calls
(�30 min each) by a health

professional.

A telephone-based self-care intervention: Content: 1: a first meeting with health professionals (two
occupational therapists, one physiotherapist) and 2: additional five self-care telephone calls

(�30 min). The first part consisted of one gathering together with the participants (n = 15) and the three
health professionals who made the phone calls during the intervention. Purpose: building up

relationship between health professionals and participants, handing out materials, teaching knowledge
about ageing in general and making appointments. The second part consisted of the five phone calls,
which each participant received from their personal professional, for the purpose of enhancing self-care

ability and self-care action among older persons. Themes: (1) self-care habits, eating habits and
nutrition, and physical activity, (2) health promotion, identity, and self-esteem, (3) roles and
relationships, (4) communication, and (5) building meaning. Before ending each conversation, the

participants and their personal health professional wrote a plan for the next self-care talk. Every new
session would start with an evaluation upon the previous theme.

The control group did not receive
any intervention or attention.
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information

Information about the self-management support programmes
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country,

language

Period and frequency Intervention characteristics Characteristics intervention

control group

Wetzels et al. (2008)/

The Netherlands/
English

6-month period (preparation

home visit, 1 home visit by nurse,
1 telephone call to evaluate after
3 months).

A self-management support intervention (performed by a nurse) consisting of education and self-

management of OA symptoms, aimed to change life style behaviour, by improving mobility and
physical functioning. Content: 1: Firstly, patients had to prepare for the home visit of the nurse,
using an educational leaflet about osteoarthritis (developed by the Dutch College of General

Practitioners) and a booklet with health-status charts. The patients needed to fill out their level of
exercise, pain-level and their impairments prior to the nurse home visit. 2: The charts were
discussed during a 30-min nurse home visit. In this home visit patients got insight in their own OA

symptoms. Subsequently, they agreed to try to change one of four life style items (physical exercise,
weight loss, use of a walking aid and how to use over the counter (pain) medication). 3: A follow-up

phone call after approximately 3 months. In this phone call the nurse evaluated to what extent the
patient had been able to adapt his life style change and subsequently what possibly was necessary
to maintain this change.

Patients in the control group

received only the educational
leaflet about osteoarthritis.
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