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Abstract
Current evidence indicates that individuals and families who engage in self-management (SM)
behaviors improve their health outcomes. While the results of these studies are promising, there is
little agreement as to the critical components of SM or directions for future study. This paper
offers an organized perspective of similar and divergent ideas related to SM. Unique contributions
of prior work are highlighted and findings from studies are summarized. A new descriptive mid-
range theory, Individual and Family Self-management Theory, is presented; assumptions
identified, concepts defined, and proposed relationships outlined. This theory adds to the literature
on self-management by focusing on individual, dyads within the family, or the family unit as a
whole; explicating process components of self-management; and proposing use of proximal and
distal outcomes.

The need to manage chronic conditions and to actively engage in a lifestyle that fosters
health is increasingly recognized as the responsibility of the individual and their family.
Health problems have shifted from acute to chronic and personal behaviors are linked to
over half of chronic health problems.1,2 Health care delivery has shifted to non-hospital
venues with hospitalizations often eliminated or shortened. Criteria for hospital discharge
are related to outcomes of conditions or procedures rather than the ability of patients or
families to manage care.1 It is estimated that half of all Americans are managing a serious
chronic health condition at home. Over 12% of children have special health care needs and
23% of these children are significantly impacted by their condition.3 In adults, 7% of
persons between the ages of 45 and 54 and 37% of person over the age of 75 are managing
three chronic conditions.1 While the values of health promotion are increasingly realized for
individuals and families, few health-promoting strategies are routinely incorporated into the
delivery of health care in many settings. Individuals and families are expected to sort
through the myriad of contradictory health information of varying quality and engage in
behaviors promoting their health. Personal efforts to engage in healthy behaviors are often
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derailed by social factors incongruent with health,1, 4 such as neighborhoods unsafe for
exercise, peer-group norms related to food choices and alcohol, and expectations inherent is
some family traditions.

As nurses and other health care professionals our expectations for individuals and families to
assume responsibility for managing their health care have outpaced our understanding of
how to assist them to acquire the knowledge, skills, and social facilitation for health
management. Studies related to the efficacy of self-management (SM) behaviors offer
significant promise to improving health outcomes.5–11 For individuals and families the
management of chronic health conditions leads to the improvement of their health outcomes,
increased quality of life, realignment of health care expenditures including a decreasing
demand for health services, and SM also contributes to the overall health of society.12
Likewise, managing risk factors can improve health outcomes by preventing, delaying, or
attenuating health conditions. While SM appears to offer significant promise, widespread
agreement of what individual and family self-management actually is and how it can be
developed is just beginning to be understood.

The purposes of this paper are to identify gaps in the science of SM and present a descriptive
mid-range SM theory. Specific aims include (a) defining SM and identifying issues related
to the conceptual clarity of the concept, (b) providing an understanding of the divergence in
current conceptual and theoretical thinking and research; (c) presenting The Individual and
Family Self-management Theory (IFSMT), including a description of assumptions,
concepts, and the relationships among concepts; (d) and identifying opportunities for future
study of SM. Select conceptual and methodological issues related to the study of individual
and family SM are identified.

Definition and Conceptual Clarity
Recognizing what is known about SM and identifying gaps in theory and research enhances
a shared understanding of the phenomenon of SM. Comparing and contrasting similar but
different phenomenon leads to a clearer conceptualization.13 Individuals or families assume
responsibility for the SM of chronic conditions or engagement in healthy behaviors by
purposefully performing of a cluster of learned behaviors.8,9,12,14–18 Living with a
condition or engaging in healthy behavior is complex and requires integration of SM
behaviors into the lifestyles of individuals and families.16,19 SM is a multidimensional,
complex phenomenon that can be conceptualized as affecting individuals, dyads, or families
across all developmental stages. Traditionally SM focused on individuals or families. SM, as
defined here, uniquely combines these parallel theories; integrating individual and family
self-management. From the perspective of systems theory, a change in one component of a
system, i.e., family member leads to changes in the system (family), and all of its members.
An individual’s capacity and needs affects the success or failure of the individual or the
family to SM. Combining individual and family perspectives enhances our understanding
the dynamic shifts in balance. Family members assume different roles over time; for
example there are times when adults assume a major role in the management with chronic
conditions in children. But roles change when children transition into adolescence or when
older adults experience diminishing capacity. Continual changes in family balance occur
day-to-day over time necessitating SM and SM support to be dynamic and fluid.

An understanding of the term SM differs across authors and programs of research hampering
a unified approach. Blurring of the concept results in delaying knowledge development,
impedes the development of sensitive measures and interventions, and slows the translation
of research to practice. Historically, SM has been used to refer to three different phenomena;
namely a process, a program, or an outcome. The process of SM refers to the use of self-
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regulation skills to manage chronic conditions or risk factors.6,15,20–24 These processes
generally include activities such as goal setting, self monitoring and reflective thinking,
decision making, planning for and engaging in specific behaviors, self evaluation and
management of physical, emotional and cognitive responses associated with health behavior
change. SM programs or interventions are designed by health care professionals with the
intent of preparing persons to assume the responsibility for managing their chronic illnesses
or engaging in health promotion activities.6,8,9,17,25–34 SM has also been used to describe
outcomes achieved by engaging in the SM process, such as stabilization of Hemoglobin
A1C levels in persons with diabetes or smoking cessation.1,7,35–38

Self-care and patient education are concepts related, but distinct from, SM.39 SM and self-
care are similar in that a person engages in specific behaviors to achieve an outcome.
However the activities or processes and outcomes differ between self-care and SM. Self-care
is a term which has been used to refer to performance of activities of daily living such as
bathing or toileting;40 engagement in health behaviors without collaboration or direction
from a legitimate health care source;41 or as a construct of a nursing grand theory, The Self
Care Theory.42 When individuals and families self-manage they control and are responsible
for management of chronic conditions or healthy behaviors by purposefully engaging in
performance of learned behaviors.8,9,12,14–18 Unlike focusing on performance of daily
activities or engaging in behaviors independent of the traditional health care system, SM
involves knowledge and beliefs, self-regulation skills and abilities, and social facilitation to
manage chronic conditions or engage in healthy behaviors.

The term patient education is often used interchangeably with SM interventions or
programs. Failure to distinguish patient education from SM programs results in failure to
understand differences in the impact of the two different types of interventions on specific
outcomes. Patient education as a method of providing information has been associated with
outcomes such as increased knowledge, increased satisfaction, or change in readiness to
engage in a health behavior; whereas SM programs and interventions facilite development
of SM skills and activities designed to enhance health behavior change, decreased health
care costs, and increased quality of life or well being.6,19,43,44

Substantive differences in definitions and key concepts blur the realization that SM involves
the use of specific processes, can be affected by specific programs and interventions, and
results in specific types of outcomes. Distinguishing patient education and self-care from
SM enhances the clarity of the concepts and promote knowledge development. Precise
definitions and conceptual clarity enhance knowledge development.

Review of SM Literature: Conceptual and Theoretical Perspectives
The literature on the underpinning of SM contains a number of similar and divergent
perspectives. Definitions, conceptual perspectives, and descriptions of theoretically based
interventions are widely varied. While there is evidence some scholars and researchers have
been influenced by the work of others and their work builds upon each other, it is equally
apparent other researchers and scholars hold different and unique perspectives. This review
of SM literature includes divergent sources of conceptual perspectives. These divergent
perspectives can be seen across three types of literature; specifically (a) articles focusing on
theoretical constructs including risk and protective factors and complementary outcomes,
processes of self-regulation, and tasks common across chronic conditions, (b) articles that
included descriptions of theoretically based SM interventions and programs, and (c) articles
focusing on the efficacy of theoretically based SM reviews of research. Divergence was
explored to facilitate identification of new and blended perspectives.
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Theoretical constructs
Risk and protective factors and complementary outcomes—In “Self and Family
Management Framework” Grey, Knafl, and McCorkle16 purport that SM occurs within the
context of families, communities and the environment and is influenced by risk and
protective factors. Based on a review of literature and combined findings of their
quantitative and qualitative funded, productive programs of nursing research these authors
identified and categorized risk and protective factors and their complementary outcomes.
These contextual risk and protective factors include health status, individual factors, family
factors, and environmental factors. Each risk and protective factor had empirically based
subcategories; such as the category of health status having subcategories of severity of the
condition, characteristics of the treatment regimen, disease trajectory, and genetics.
Outcome categories for health status complement or match risk and inclusion factors and
include perceptions of control, morbidity, and mortality. Their work focused on
understanding SM in children and their families.

This work makes a major contributions by furthering the understanding of self and family
management, the delineation of risk and protective factors associated with family SM, and
resultant health outcomes. Gaps in the work includes omitting a description of the actual
processes families use to engage in SM behaviors. In addition, short and long-term outcomes
are combined, obscuring the potential to discover the impact of short-term outcomes on
long-term outcomes. This framework refers to persons and families but focuses on impact of
the child on families and the families need to manage the care required for children with
chronic conditions. Missing is the impact of the child on the needs of the adult person and
other family members to manage their own health and the potential impact children can have
on the health and well-being of the family and other members.

The process of self-regulation—The writings of Baumeister,45 Boekaerts,20 Carver,
21,22 Creer,15, Holroyd,23 and Tobin46 focus on self-regulation, a process integral to
engaging in SM behaviors. This work is based on the Social Learning Theory/Social
Cognitive Theory47–49 which identifies reciprocal impact of an individual’s social and
physical environment, thoughts or cognitive processes, and actual behaviors upon each
other: A concept called reciprocal determinism. These authors purport that engagement in
self-regulation behaviors enhances self-efficacy and leading to engagement in SM behaviors
(such as lower intake of simple carbohydrates). Self-regulation includes goal-setting, self-
monitoring and reflective thinking, decision-making, planning and action, self-evaluation,
and management of physical, emotional and cognitive responses associated with health
behavior change. Considerable empirical work supports the essential components and
outcomes achieved when these behaviors are utilized singularly and in combination. For
these authors, SM is the process of engaging in specific behaviors enhancing a person’s
ability to manage a chronic illness or risk behaviors (health promotion).

Tasks common across chronic conditions—Clark, Becker, Janz, Lorig, Rakowski,
and Anderson41 conducted a review of literature published in the 70s and 80s to determine
whether or not SM tasks were common across chronic diseases in adults and older adults.
They evaluated five chronic diseases; heart disease (11 articles), asthma (11), chronic
obstructive pulmonary disease (6), arthritis (10), and diabetes (5). Self-management was
operationalized either as tasks performed “handling clinical aspects of the disease away
from the hospital or physicians office” (p.4) or as psychosocial coping. They concluded
there were 12 tasks common to SM across chronic diseases; specifically, symptom
management, taking medications, recognizing acute episodes, nutrition, exercise, smoking,
stress reduction, interaction with health providers, need for information, adapting to work,
managing relations, and managing emotions. While there were only five studies that
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included an adequate number of older adults in the review, there was no evidence of
differences in tasks between adults and older adults. Knowledge and social support were
mentioned as critical to the success of a person’s ability to self manage. They found the
Social Cognitive Theory47–49 and the principles of self-regulation helpful in explaining this
early work. This article by Clark and colleagues41 documents aspects of the historical
research related to SM and reflects the insights and integration of well-recognized and
respected researchers. Documented associations among concepts paved the way for testing
causative relationships among concepts and outcomes.

Interventions and Programs
Individual interventions and programs containing SM—Lorig and colleagues8–
10,29,45,50–53 conducted numerous empirical studies testing the impact of SM programs on
outcomes. In a 2003 article, Lorig identified that SM is based on the work of a number of
theorists;19 specifically Bandura’s work on self-efficacy, Creer’s original work on SM,
D’Zurilla on problem solving, Corbin and Straus on chronic illness, and Patterson shifting
perspectives from chronic illness to wellness. In a more recent communication (Personal
communication, September 17, 2008) she noted Banduras work on self-efficacy as the
dominant theoretical perspective influencing her work and shared content from a slide
presentation explicating this perspective. Accordingly SM “is the tasks individual must
undertake to live with one or more chronic condition. These tasks include having the
confidence to deal with the medical management, role management and emotional
management of this condition.” (http://patienteducation.stanford.edu)

While individuals engage SM, health care professionals provide SM support consisting of
education and supportive interventions. She identified six management skills; specifically
problem solving, decision-making, resource utilization, formation of patient-provider
relationship, development of an action plan, and self-tailoring.

Lorig and colleagues have made consistent and major contributions to knowledge related to
SM programs. Studies conducted across a number of different conditions have resulted in an
understanding that there are SM requirements common across chronic conditions; such as,
management of medication, roles, symptoms, and relationships with persons in the health
care system. Core content has been identified and tested across conditions, cultures, and
languages. Successful delivery methods span small groups and electronic delivery methods
and the importance of lay advisors has been identified and validated across studies. These
programs are recognized and used nationally and internationally by individual providers,
health care systems, and health organizations
(http://patienteducation.stanford.edu/programs/).

Since the inception of these programs family members or significant others have been
included in the program as support persons – but the focus has not been “family-
management”. The concept of self-efficacy plays an increasingly important role across
Lorig’s program of research. Engagement in SM programs results in positive outcomes
related to personal health status, system use, and cost. While all SM programs are evidence
based, Lorig’s approach to SM programs begins with and focuses on the issues and concerns
relevant to the individual.

Lorig and colleagues have focused primarily on chronic conditions rather than health
promotion or risk and protective factors. Sample sizes are generally large and many
programs are tested in real world clinical settings rather than settings established for the
purposes of the study; hence the external validity or generalizability of these studies tends to
be high. Their SM programs are based on the perceived needs and experiences of persons
actually living with a condition as obtained via focus group interviews. Outcome measures
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typically include single items and clinically relevant assessment tools in addition to
standardized instruments with demonstrated psychometrics. Crossover designs are used
frequently possibly because these researchers have repeatedly demonstrated positive
outcomes. Crossover designs circumvent the ethical issues associated with not providing a
treatment with strong evidence of effectiveness to one group of persons but the design limits
comparison of treatment group with a control group over time.

Significant contributions to SM by other groups must be noted. The U.S. Department of
Health and Human Services contracted with the Rand Corporation to prepare a report on
behalf of the Southern California Evidence Based Practice Center12. Rand proposed six
elements central to SM programs; specifically, tailoring, group delivery methods, feedback,
focus on medical care, and a focus on psychological responses. They categorized studies
based on medical conditions (diabetes, n=12; hypertension, n=14; osteoarthritis, n=7; and
post myocardial infarction care n=9) and concluded there was inadequate evidence to
support any of these six factors as essential to the success of SM programs. Alternatively,
they found no evidence refuting the importance of any of these factors. They did find
evidence that chronic disease SM programs were effective in reducing health care costs.
Outcomes were not evaluated in terms of the six proposed elements of SM alone or in
combination–thus it is not possible to determine whether outcomes were associated with the
elements of the programs. Physician reviewers developed the list of the six program
components rather than drawing the list from a theoretical model or using criteria from prior
research.

Component of a comprehensive program—The Chronic Care Model (CCM)
developed by Wagner and colleagues identifies SM support as one of its six essential
components.6,17,18,26–28,34,35,54 The CCM is a complex, multi-dimensional structured
process designed to facilitate the health care management of persons with chronic illnesses.
CCM involves the entire community (resources as well as public and private policies), the
health care system including payment structures, and the provider organization ranging from
small clinics to integrated delivery systems. The six essential components of this model
include community resources and policies, health care organizations, SM support, delivery-
system design, decision support for health care providers, and an electronic clinical
information system. In this model SM support focuses on assisting persons to develop the
skills necessary to increase their confidence, provision of necessary equipment and tools
(e.g., glucometers, exercise prescriptions, or referrals), and regular contact with members of
the health care team to address problems and acknowledge accomplishments.

Bodenheimer6 conducted a review of the effectiveness of the CCM and found that no single
element emerges as essential to the model. However he found that patient outcomes
improved in 19 of the 20 studies that included SM support–providing evidence of the impact
observed when SM support is a component of chronic care. Details of SM support are
available in manuals prepared by the CCM team (http://www.improvingchroniccare.org).

Parry, Kramer, and Coleman32,55–58 developed and are testing a program to facilitate
transitioning across care delivery systems while maintaining or improving patient outcomes.
Their Care Transition program is an interdisciplinary program that occurs over a 30-day
period of time. The intervention focuses on medication SM, a patient-centered record, and
follow-up with health care providers, and knowledge/self management of conditions. All
participants have a specifically designed Personal Health Record. Nurses serve as transition
coaches, teaching persons about their conditions and enhancing their skills to manage their
illness and communicate with members of the health care team. Details of the program are
available in manuals prepared and used in during formal testing. Efficacy of the program is
being tested currently (http://www.caretransitions.org/).
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Efficacy of Interventions and Programs
A review of 145 articles was conducted by Barlow and colleagues14 to determine the
efficacy of SM interventions and programs. This review was limited to chronic conditions
(66 articles related to asthma, 18 to diabetes, and 17 to arthritis). While the majorities of
studies were conducted in the United States (n=82), studies were also from the United
Kingdom (n=13), Australia (n=10), and in other countries (n=40). Most of the studies
focused on adults, and several studies included both children and adults with asthma. SM
programs were delivered across all venues via numerous delivery methods. In the majority
of studies more than one delivery method was used. SM interventions included content
related to condition-specific information, drug management, symptom management, self-
regulation enhancement, and social support. Outcomes measures included physical,
psychological, health status, knowledge, medication usage, self-efficacy, and use of SM
behaviors. Compared to standard care recipients, participants benefited in terms of
knowledge, performance of SM behaviors, self-efficacy, and health status. Venue and
delivery method did not alter the positive impact of delivering SM interventions.

Summary: Gaps and Opportunities
The concept of SM has been developed, tested, and used over the past four decades.
Interventions and programs have been designed and tested. There is a growing body of
empirical evidence that SM interventions and programs improve the outcomes of persons
with chronic illness. There is increasing evidence there is a common grouping of SM tasks
across multiple chronic conditions–providing evidence of the need for condition specific as
well as non-condition specific interventions to enhance SM. SM interventions and programs
are effective for adults and children and their families. There is very promising evidence that
outcomes from SM interventions and programs are more effective than usual care or
traditional patient education. Inclusion of SM interventions into well-respected and
innovative chronic care programs provides testimony to their effectiveness in clinical
setting.

However, gaps exist in the understanding individual and family SM, the process of SM, and
identification and measurement of outcomes sensitive to short term behavior change and the
impact of health behavior on long range outcomes such as health status, cost, and quality of
life. There is a considerable gap in our understanding of the similarities and differences of
SM across developmental stages (young to older adult) and reciprocal relationships other’s
play in SM. Individual and family SM needs to be studied in children as well as in adults.
While it is evident that parents and other adults are actively involved in SM tasks of
children; significant others, as well as children, impact SM of adults.

The processes individuals and families use to SM need to be explicated. Is the process
similar for individuals and families? As young children develop, SM is most likely a
transitional process. Is this transition process similar in any respect to declining SM abilities
in older adults? Isn’t it possible that young children and older adults have the capacity to
contribute to adult SM?

Determining impact of health behavior change on health status is especially challenging for
numerous condition and measurement related issues. Yet there is a real need to determine
the efficacy of interventions on behaviors long before any change to health status could be
observed. Hence there are opportunities to conceptualize SM outcomes as both proximal and
short term and distal or long term.
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Individual and Family Self-management Theory (IFSMT): A New Mid-Range
Descriptive Theory

Gaps in SM knowledge and opportunities for continued knowledge development benefit
from new theories. A new theory, IFSMT, is presented here as an alternative perspective.
This new theory is being used to influence study designs, intervention and measurement
development, and is being tested across multiple conditions and populations. Rodgers, a
recognized and well respect nurse theorist and University of Milwaukee Wisconsin Self-
management Center Scientist, proposed this new mid-range theory be considered a
descriptive theory. Descriptive theories are based on deductive and inductive processes and

…reveal the substance of a situation yet without structured linkages showing the
specific nature of relationships among components. Over time parts of theories can
be explored further to clarify vague aspects or to identify the scope of contexts in
which it is reasonable to apply the theory. Theories, as a result, may move
progressively toward a more formal end of the continuum because relational
statements are refined to the point that they take the form of propositions. In the
process of theory development, it is important not to expect all theory to be moved
to a formal level. The value of descriptive, substantive theory easily can be
overlooked in such a scheme”59(p. 192)

SM is a multidimensional, complex phenomenon that can be conceptualized as affecting
individuals, dyads, or families across all developmental stages. SM includes condition
specific risk and protective factors, component of the physical and social environment, and
unique characteristics of individuals and family members. It includes the processes of SM;
specifically, facilitation of knowledge and beliefs, enhancement of self-regulation skills and
abilities, and social facilitation. SM affects a number of outcomes, both short and long term.
SM behaviors are used to manage chronic conditions as well as to engage in health
promotion behaviors. New theory is needed to provide the conceptual basis for development
and testing of SM.

While individual centered practice contributes to the understanding of SM expanding from
the individual to the individual and family SM has the potential to add further insight to SM
behaviors. According to family systems theory, a change in one family member leads to
changes in the system and all members of it. Building on the perspective of Feetham and
Thomson60 outcomes improve when individuals and families are seen through both the
“individual lens” and the “family lens”. Using both lenses simultaneously allows the health
care provider a comprehensive perspective; maintaining a focus on the individual while
taking into account the family, friendship network, and community relationships. This
multidimensional vision can reflect a changing balance in the individual and family systems.
In the past analysis of pairs, small groups, and intergeneration of families was limited by
statistical analysis. The state of the science for analysis now offers promising solutions to
these problems.61,62

Applying for and receiving a P20 award to establish the Self-management Science Center
(Marek, 1P20NR0010674-01) provided an opportunity to combine Ryan’s Integrated
Theory of Health Behavior Change (ITHBC)63,64 in review and to expand prior work on SM
with concepts from Sawin and colleagues Ecological Model of Secondary Conditions and
Adaptation.65,66 The ITHBC originally emerged from a review of interventions used to
facilitate health behavior change. It was observed that successful change in health behavior
was associated with interventions that addressed condition specific knowledge and health
beliefs, fostered an increase in self-regulation skills and abilities, and enhanced social
facilitation. The ITHBC was used in practice settings with individual persons, provided the
structure for clinical programs of care, and provided the theoretical foundation for
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development of interventions being prepared for testing in efficacy studies. Select
instruments were identified or developed and early results of tests of this theory are very
promising67.

Sawin and her colleagues focused on the individual in the context of family, specifically
identifying and measuring risk and protective factors leading to the enhancement of SM.
Ryan and Sawin saw their work as complementary and when combined led to unique and
promising opportunities to test and understand different dimension of self-management.
Together with feedback and suggestions from Center directors and faculty, these models
provided the foundation for a newly expanded theory, IFSMT. This theory provides the
theoretical foundation for the five competitive studies that are being conducted as part of the
P20 award. This new theory will provide a foundational to the work of UWM doctoral and
masters students related to SM. The continued work of Center scientists will contribute to
the testing of this theory with current and proposed research.

Individual and Family SM: Conceptual Definition
Individual and family SM includes the purposeful incorporation of health related behaviors
into an individual or family’s daily functioning. The family unit is not limited to biological
families. Individual and family SM prevents or attenuates illness or facilitates the
management of complex health regimens in ways that reflect individual and family values
and beliefs in personally meaningful ways. The individual or family assumes responsibility
for individual and family SM and may occur in collaboration with health care professionals
(Model, Figure 1; Conceptual Definitions, Table 1; and Assumptions, Table 2).

The definition of SM used in the IFSMT is consistent with situation specific SM definitions,
providing evidence of the utility of this mid-range theory to specific clinical situations.68
For example, Sawin and colleagues adapted Shilling and colleagues definition of SM for
youths with diabetes.37 for their work with adolescents with spina bifida (adaptation in
italics).66

…an ongoing process of shared decision-making and responsibility among youth
with disabilities and their parents to achieve control of their condition, health, and
well being through a wide range of activities and skills. The goal of this increasing
responsibility is to develop skills needed for transition to adulthood and
independent living.

Individual and Family Self-management Theory
The Individual and Family Self-management Theory proposes that SM is a complex
dynamic phenomenon consisting of three dimensions: context, process, and outcomes.69, 70

Factors in the contextual dimension influence individual and family engagement in the
process of SM as well as directly impact outcomes. Enhancing the individuals and families
SM processes results in more positive outcomes. The third dimension of the theory relates
specifically to outcomes. Outcomes are proximal or distal. While the outcomes of concern
are those related to individuals and families, improvement of individual and family
outcomes translate to improved outcomes for health care practitioners and systems

Context dimension: risk and protective factors—Contextual factors, drawn
primarily from Sawin and colleagues’ work and the literature, are risk or protective factors
and include condition specific factors, physical and social environments, and individual and
family characteristics.37,65,66 Condition specific factors are those physiological, structural,
or functional characteristics of the condition, its treatment, or prevention of the condition
that impact the amount, type, and nature of behaviors needed to SM. Examples of condition
specific factors are complexity of condition or treatment, trajectory, physiological stability,
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or physiological transitions.71–76 Environmental factors are physical or social and include
factors such as access to health care, transition from one health care provider or setting to
another, transportation, neighborhood, work, school, culture,77–81 or social capital.38,82–86

Individual/family factors are those characteristics of the individual and family directly.63,
87 in review

Process dimension—Concepts of the process dimension are consistent with the Institute
of Medicine report on Health and Behavior4 and based in health behavior theories, research,
and practice. The model was influenced by theories of health behavior change,4,41,47–49,88–
102 self-regulation theories,15,20–24,45 social support theory,4,47,49,88–90,103–107 and
research related to SM of chronic illnesses.8,11,14,15,17,19,23,26,28,29,31,33,36,41,108–110

According to this descriptive theory, persons will be more likely to engage in the
recommended health behaviors if they have information about and embrace health beliefs
consistent with behavior, if they develop self-regulation abilities to change their health
behaviors, and if they experience social facilitation that positively influences and supports
them to engage in preventative health behaviors.14,50,111,112 Knowledge and beliefs impact
behavior specific self-efficacy, outcome expectancy, and goal congruence. Self regulation is
the process used to change health behavior and includes activities such as goal setting, self
monitoring and reflective thinking, decision making, planning for and engaging in specific
behaviors, self evaluation and management of physical, emotional and cognitive responses
associated with health behavior change. Social facilitation includes the concepts of social
influence, social support, and negotiated collaboration between individuals and families and
health care professionals.

Outcome dimension—Outcomes in this theory are both proximal and distal. The
proximal outcome is actual engagement in SM behaviors specific to a condition, risk, or
transition, in addition to managing symptoms, and pharmacological therapies. Cost
associated with health care use is a proximal outcome. Distal outcomes are related, in part,
to successful achievement of proximal outcomes. These outcomes fall into three primary
categories: health status; quality of life or perceived well being and cost of health--both
direct and indirect.

Interactions Among Constructs
The context, risk and protective factors affect each other. For example it is well documented
that disability and the number of chronic diseases are linked with socioeconomic status,
access to care, quality of care, and work and educational opportunities.1,4,12,65,77–
83,105,113,114 Likewise years of education, personal characteristics, and literacy are linked to
individual’s ability to manage complex regimens.39,41,65,72–76,113,115–120 The young and
old are increasingly vulnerable, persons with poor health literacy experience poorer health
outcomes, individuals cognitively challenged, even with the support of family, cannot
manage complex health regimes as well as individuals not cognitively challenged. Together
factors in the context dimension affect an individual’s and family’s ability to engage in the
process dimension and have direct impact on outcomes.

Constructs in the process dimension are linked to constructs in the context dimension, are
internally related, and affect the outcome dimension. While it is well recognized that
knowledge, in and of itself, does not lead to behavior change, enhancement of knowledge
and specific health beliefs are linked to engagement in self-regulation behaviors.
2,19,43,44,51,110,118,121–123 Social facilitation is inter-related with knowledge and beliefs and
self-regulation. Knowledgeable engagement in supported self-regulation behaviors leads to
engagement in SM behavior, or proximal outcomes.8–10,12,14,27,30,33,51,52,124
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Constructs of the outcome dimensions are affected by both context and process dimensions.
Outcomes are proximal and distal; with achievement of proximal outcomes, causing, at least
in part, distal outcomes. For example, SM of diabetes resulting in controlled Hemoglobin
A1C results in improved morbidity and mortality. SM of heart failure resulting in accurate
use of pharmacological agents and weight management results in improved quality of life as
well as improved health status. Engagement in disease specific behaviors is associated with
decreased cost.1,25,34,36

Continued use and testing of the model should result in increased parsimony of the theory,
revealing concepts essential to SM. Quantitative and qualitative approaches to using and
testing the theory will improve clarity and provide an increased understanding of which
concepts mediate and moderate SM. Testing is needed to determine whether or not select
concepts are supported across the phenomenon of SM in general and whether or not
concepts are applicable for sub-populations or conditions; hence the ability to use this mid-
range theory as a situation-specific theory.68

Interventions
Individual and family-centered interventions impact SM by addressing either the context or
the SM process. Interventions aimed at the context can reduce risk or foster conditions that
support SM. Interventions aimed at the SM process can enhance knowledge and beliefs,
increase an individual’s use of self-regulation behaviors and foster social facilitation.

Potential Impact of IFSMT
This new, descriptive theory strengthens the prior work on self-management. Risk and
protective factors have been expanded. The process components of SM have been
delineated, a noteworthy addition to prior conceptual models. Social forces have been
expanded and developed. Outcomes have been conceptualized as proximal and distal and
formalize the addition of quality of life, well being, and cost to health status outcomes. This
theory is novel in that it provides the foundation for expanding our understanding of SM
from the adult or the child and his or her family to individual as a member of a social unit.
This theory expands the focus from health behavior change for chronic illness to the
potential to include health behavior change required for health promotion. The IFSMT
provides a foundation for development of interventions and measures and the proposed
relationships will facilitate testing of mediation and moderation. This theory recognizes and
uses the major contributions of decades of research and scholarship that has emerged from
the collaboration of nurses and other health care professionals.

Summary
The IFSMT is a new descriptive theory that offers a number of advantages. This theory
combines and expands prior work related to individual and family SM, focusing on the
individual, dyads within the family, or the family unit. This theory attends to the contextual
factors known to affect SM, the process of SM, and proposes relationships among contextual
and process dimensions. The expanded theory is robust offering numerous new
opportunities for expanding knowledge related to SM. Work of researchers, both internal
and external to the UWM SMS Center, will over time, help identify those theoretical
concepts essential to engagement in SM behaviors. Research, planned and in progress, is
exploring contextual factors in individuals and family processes components from
qualitative and quantitative perspectives.

This paper offers scholars an organized perspective on the similar and divergent ideas
reflected in past and current publications on SM. This article contributes to the literature on
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SM in several ways. A substantive body of SM literature has been reviewed and organized
by issues and themes. Critical and widely divergent articles have been selected for review.
The contributions to SM have been identified for the select articles, programs of research,
and clinical programs. The IFSMT is introduced, concepts defined, and proposed
relationships outlined. This expanded theory combines family and individuals in a way that
facilitates study of individuals, family dyads, or the family unit. Constructs of context,
process, and outcomes are uniquely combined within this theory. Concepts related to context
have been expanded. Process components have been clearly explicated. Outcomes are
viewed as proximal and distal. Future articles will provide exemplars of how the IFSMT is
foundational to proposal and intervention development. Discussion of issues, like
contributions of quantitative and qualitative research to theory development and testing, are
forthcoming.
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Figure 1.
Model of the Individual and Family Self-management Theory
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Table 1

Individual and Family SM Theory: Definition of Major Concepts.

Context: Risk and Protective Factors: Condition specific factors that challenge or protect individuals and families engagement in SM.

Condition Specific Physiological, structural, or functional characteristics of the condition, its treatment, or prevention of the
condition that impact the amount, type, and critical nature of behaviors needed to manage the condition
during times of stability or transition (e.g., complexity of condition or treatment, trajectory, physiological
stability, or physiological transitions).

Physical & Social Environment Physical or social factors including factors such as access to health care, transition in health care provider or
setting, transportation, neighborhoods, schools, work, culture, and social capital that enhance or present
barriers to individual and family SM.

Individual & family factors Characteristics of the individual and family that enhance or diminish SM; for example individual cognitive
status, perspectives, information processing, developmental stages, individual and family capabilities and
cohesion, literacy, resourcefulness.

Processes and their enhancement: based on the dynamic interaction among the following: a) condition-specific knowledge and beliefs, b)
acquisition and use of self-regulation skills and abilities, and c) social facilitation and negotiation.

Knowledge & Beliefs Factual information and perceptions about a health condition or health behavior. Including self-efficacy,
outcome expectancy, and goal congruence
Self-efficacy is a behavior specific concept and refers to the degree of confidence one has in his/her ability to
successfully engage in a behavior under normal and stressful situations.
Outcome expectancy is a belief that engagement in a particular behavior will result in desired outcomes.
Goal congruence is a person’s ability to resolve the confusion and anxiety occurring from apparent
contradictory and competing demands associated with health goals

Self–regulation Self-regulation is an iterative process people engage in to achieve a change in health behaviors. Self-
regulation includes a number of skills and abilities including:

1 goal setting

2 self-monitoring and reflective thinking

3 decision making

4 planning and action

5 self evaluation

6 management of responses

Social facilitation Social facilitation occurs within relationships and enhances an individual’s capacity to change: includes
social influence, support, and negotiated collaboration.
Social influence is a message or dialogue in which respected persons in positions of perceived authority with
expert knowledge advises and encourages individuals and families to engage in specific health behaviors.
These respected persons may be health care providers, family, friends, neighbors, work colleagues, and
members of community groups or printed or electronic medium such as magazines, television, or the
internet. Social support consists of emotional, instrumental, or informational support provided to a person or
family with the explicit goal of assisting or facilitating their engagement in health behaviors.
Negotiated Collaboration occurs when “your, mine, and our” perspectives are respected and influential.
Professional expertise and standards, individual meaning, and mutual family roles and responsibilities
influence goals and recommended treatments.

Outcomes: includes proximal or short term outcomes that lead to attainment of distal outcomes

Proximal Outcomes Individual and family self-management behaviors: including engagement in activities/treatment regimens,
symptom management, or use of recommended pharmacological therapies. Engagement in health behaviors
may or may not impact cost of health care services.

Distal Outcomes 1 Health status as an indicator of the disease trajectory (indicating prevention, attenuation,
stabilization, worsening of the condition)

2 Quality of life/perceived well being,

3 Cost including both direct and indirect costs
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Table 2

Assumptions of the Individual and Family Self-management Theory

• Persons engage in behaviors for personally meaningful reasons that may or may not be directly related to optimizing their health
status.

• Many factors influence behavior; including, personal preferences, culture, social norms, and family rules and boundaries.

• Numerous contextual factors affect an individual’s and family’s ability and desire to engage in SM.

• Individual and family perceptions of resources affect engagement in SM behaviors.

• SM involves dynamic iterative processes requiring time, repetition, and reflection.

• Social facilitation can direct, encourage, and support engagement in SM behaviors and achievement of outcomes.

• Person/family-centered interventions are most effective in fostering engagement in SM behaviors and achievement of proximal and
distal outcomes.

• The concepts adherence, alliance, and compliance are perceived contrary to SM as they dismisses the notion that the primary
responsibility and control lie with the individual or family.

• Individuals actively engaged in self-managing conditions by collaborating with persons in the health care system in order to achieve
personal health goals.

• Individuals and families engaging in health promotion behaviors may or may not collaborate with persons in the health care system
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