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Self-management in older patients with chronic illness
Chronic illness causes the majority of disease burden and health costs in developed countries; however, this could be
substantially reduced by optimal patient self-management. This study examined the levels of self-management in patients
(n = 300) with chronic illness (chronic heart failure, chronic respiratory disease, Parkinson’s disease and chronic schizophrenia) of moderate severity who had experienced an illness exacerbation in the last month. Patient’s perceptions of
self-efficacy in relation to their self-management and their sense of coherence were also assessed at baseline and 1 month
later. No changes occurred in self-perceptions or self-management from baseline to follow-up. Patients at risk of poor
self-management included people with low self-efficacy, poor sense of coherence, older age and a primary diagnosis of
chronic schizophrenia. As self-efficacy is the only predictor known to be amenable to intervention, self-efficacy enhancing
support should be promoted.
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the total burden of disease, mental problems and injury1
and almost 70% of total health expenditure.2 The illness
burden and costs are expected to increase further as the
prevalence of chronic illness increases with age and
Australians are living longer.3 However, it has been
estimated that 70–80% of people living with chronic
illness could reduce the illness burden and costs by
appropriate self-management because of associated
decreases in hospital admissions, disease progression and
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INTRODUCTION
Chronic illness is the most common cause of premature
mortality in Australia and is estimated to cause 80% of
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the development of other conditions.4 Consequently,
self-management has been recognized as a priority by the
Federal Government in the National Chronic Disease
Strategy for Australia.5

LITERATURE REVIEW
The key feature of self-management of chronic illness
is that people participate effectively in managing their
own health care on an ongoing basis.5–7 Optimal selfmanagement requires that the person understands the
illness and manages their care, including taking medications and participating in decision-making with their
health providers regarding their illness. Additionally,
people must manage the impact of the chronic illness on
their daily life, maintain their general health and avoid risk
factors for other illnesses, for example, eating a healthy
diet and participating in regular exercise. Finally,
although chronic illnesses could differ markedly in
presenting signs and symptoms, the key aspects of selfmanagement are similar across different illnesses.6,7 This
could be particularly relevant for older people with longterm conditions, who have often developed multiple illnesses with overlapping symptoms.
Understanding of the underlying processes that influence self-management is an important prerequisite to the
development of interventions. One influential factor is
the individual’s confidence or belief that they have the
capacity to undertake the complex behaviours required
for self-management.8 Within social cognitive theory, this
belief or expectation is labelled as self-efficacy and it
explains the development and maintenance of behaviours
over time in response to situational demands.9 That is,
people who believe they are able to perform a task are
more likely to try the task and overcome their fear of
failing at the task, whereas people who do not believe in
themselves will tend to avoid the task. The influence of
self-efficacy on chronic illness self-management has been
confirmed in many chronic illness populations including
many diseases such as cardiac,9–12 schizophrenic,13
Parkinson’s14 and chronic lung.12,15,16
Self-efficacy is particularly important to understand
because it has proven amenable to intervention.17 Importantly self-efficacy is also influenced by the individual’s
belief that their behaviours will influence the outcome, for
example, in chronic illness, that their self-care activities
will lessen or prevent illness exacerbations and hospital
admissions. However, in many chronic illness conditions
the most ideal self-management will not result in com© 2008 The Authors
Journal compilation © 2008 Blackwell Publishing Asia Pty Ltd

plete disease and symptom control, so that illness exacerbations and hospital admissions could still occur.18
Depending on the strength of the individual’s existing
self-efficacy, it would be expected that an illness event
could result in a temporary decline in self-efficacy, which
could then effect self-management.19 However, no published research was located.
Self-efficacy and outcome expectations are specific to
the domain investigated in this instance chronic illness
management. It is likely that more enduring personality
characteristics also influence people’s overall motivation
to stay healthy and the coping behaviour they demonstrate
in relation to their chronic illness as they grow older. One
such characteristic is their orientation to life, described by
Antonovsky (1993) as a sense of coherence (SOC), a
pervasive feeling of confidence that life and life’s demands
are comprehensible, meaningful and manageable. An individual with a strong SOC is more likely to judge a situation as controllable and to select appropriate management
strategies.20 Although the association between SOC and
health is fairly well-established, it has not been wellinvestigated in chronic illness.21 However, SOC has been
found to predict function and pain,22 quality of life,23
fatigue and uncertainty24 and overall health25 in specific
chronic illnesses.
Therefore the aims of this study were to describe selfmanagement in older patients with chronic illness who
have had a recent illness or exacerbation to identify the
patients at risk of poor self-management and to determine
the relative influence of self-efficacy and SOC.

METHOD
The study used a prospective and descriptive design, and
was set in the South-Eastern Sydney and Illawarra Area
Health Service in Australia. Approval for the study was
gained from both the human research ethics committees of
both the health service and the affiliated university before
commencing. The research conforms to the provisions of
the Declaration of Helsinki 1995. As the intention of the
study was to examine self-management in older chronic
illness patients generally, four relatively diverse chronic
illness groups were selected. These illnesses were
chronic heart failure (CHF), chronic respiratory disease
(CRD), Parkinson’s disease (PD) and chronic schizophrenia (CS). Sampling was stratified to ensure that each
chronic illness group was adequately represented. This
study was a component of a larger project, which examined
several self-care behaviours in chronic illness over time.
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Patients were included in the study if they were (i) aged
over 55 years; (ii) residing at home; (iii) able to read and
respond to questionnaires written or spoken in English;
(iv) able to participate in the symptom monitoring
component of self-management; and (v) having moderate
severity of illness. Moderate severity was classified in (i)
CHF patients as New York Heart Association class II or III
using the Specific Activity Scale;26 (ii) CRD patients as
scores ranging 15–50 on the subscale of the St George
Respiratory Questionnaire;27 (iii) PD patients as Grade
2–3.5 on the Unified Parkinson’s Disease Rating Scale;28
and (iv) CS patients as a score of >50 on the Global
Assessment of Functioning.29 Patients were considered
ineligible for the study if they had been admitted to hospital for their study illness more than once in the previous
3 months.

INSTRUMENTS
Partners in Health Scale
General self-management was assessed using the Partners
in Health Scale.30 The scale consists of 11 items addressing
different aspects of self-care for their disease including:
disease-related knowledge, sharing in decisions, taking
medications, understanding of and ability to monitor
symptoms and respond to symptoms changes, and
making and keeping appointments. Importantly, the scale
addresses generic self-management for chronic illness in
contrast to specific disease requirements. Patients rated
their abilities for each item using a Likert-type scale from
0 (very good) to 8 (poor). Scores were summed for a total
ranging from 0 (very good self-management) to 88 (poor
self-management). The scale has been used in several
chronic illness populations30 and proved reliable in our
study with Cronbach’s Alpha coefficient of 0.92 on both
occasions.

375

(low self-efficacy) to 10 (high self-efficacy). The scale had
been developed and tested in several diverse chronic illness
groups including the four illness groups in this study (Lorig
et al. 2001).32 The scale is reported to be valid and reliable
(Cronbach’s Alpha coefficient 0.89) with similar levels of
reliability in our study (Cronbach’s Alpha coefficient 0.92
for both assessments).

The SOC
Global orientation to life as the basis for successful coping
was assessed using the SOC scale.20 This scale assesses
people’s disposition towards perceiving their world and
lives as comprehensible, manageable and meaningful. The
scale is composed of 29 questions and patients respond
using a seven-point semantic differential scale with two
anchoring phrases. Thirteen items are reversed to reduce
response-set bias. Responses are summed to achieve a
score ranging from 29 (poor SOC) to 203 (strong SOC).
This scale has been used extensively internationally in
many different languages and settings and is reported to be
reliable with Cronbach’s Alpha ranging between 0.74 and
0.9120 and valid in people with chronic illness22 including
older people with chronic illness.33 In our study the SOC
proved reliable with a Cronbach’s Alpha coefficient of
0.92 at baseline and 0.91 at follow-up.
Health status was assessed using the Self-Rated Health
Scale used in the National Health Interview Survey conducted by the United States Census Bureau. This is a
single-item scale and people respond using a five-point
semantic differential from excellent (score 1) to poor
(score 5). The scale has been used extensively in the
chronic illness population.32,34
Socio-demographic and clinical data were collected
during patient interview and from the medical chart using
a checklist. Clinical data included self-reported illnesses
and number of hospitalizations in the previous 12 months.

Self-Efficacy for Managing Chronic
Disease Scale

PROCEDURE

Confidence in ability to manage chronic illness was assessed
using a modification of the Self-Efficacy for Managing
Chronic Disease Scale (Lorig et al. 1996).31 The scale consists of six items addressing different components of selfmanagement such as fatigue, discomfort and emotional
distress. The scale addresses self-efficacy for generic
chronic illness rather than specific disease management.
Patients responded to items using a Likert-type scale from
1 (not at all confident) to 10 (totally confident). Responses
were summed and a mean score created ranging from 1

Eligible patients were recruited during a hospital admission or following an illness exacerbation at home using a
variety of strategies appropriate to their primary diagnosis
and methods used to follow-up. Patients with CHF and
CRD were recruited either during admission to hospital
or when they attended disease-specific rehabilitation and
support programmes during follow-up. Patients with PD
were recruited when they attended hospital outpatient
clinics or when they responded to a mail out to the PD
support group during follow-up. Patients with CS were
© 2008 The Authors
Journal compilation © 2008 Blackwell Publishing Asia Pty Ltd
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identified and recruited through case managers providing
follow-up care from community mental health centres.
Following recruitment and provision of informed
consent, clinical data were collected from patients’
medical records. Patients were then interviewed at home
using the survey schedule and a checklist for additional
demographic information. The interviews usually lasted
45 min. Interviews with CS patients were attached to case
manager visits, so the case manager was present. When
patients had difficulty filling in the questionnaires themselves due to fine motor coordination or occasionally with
understanding the survey questions, the research assistant
provided help. Follow-up interviews were conducted
4–5 weeks following baseline interviews.
Recruitment procedures resulted in 337 patients being
approached and 37 refusing study entry, 17 (CHF), 8
(CRD), 9 (PD) and 4 (CS) from each primary diagnosis
category. Feeling overwhelmed was the most frequent
reason given for refusal to join the study. A total of 300
patients participated in the study, with participants per
primary diagnosis category specifically, 62 (CHF), 78
(CRD), 75 (PD) and 85 (CS). Between the baseline and
follow-up 19 participants were lost to follow-up or withdrawn from the study due to death, hospital admission or
nursing home placement.

DATA ANALYSIS
Frequencies, percentages, means, standard deviations
(SD) and medians have been used to describe the data. As
comorbidities were frequent and overlapping, a count of
comorbidities was used. Comparison of self-management,
self-rated health, self-efficacy and SOC were conducted
using paired t-tests. Predictors of self-management
(Partners in Health) were determined by using backwards
hierarchical multiple regression analysis. This method
of analysis was selected because it produces the most
parsimonious model and accommodates complex and
potentially interrelated variables. Three models were
developed: one each for self-management at baseline and
follow-up using concurrent measures of self-rated health,
self-efficacy and SOC and one for self-management at
follow-up using these variables measured at baseline to
determine the relative predictive influence. The variables
of age, gender, marital status, primary diagnosis, length of
time with primary diagnosis, number of hospital admissions for primary diagnosis in the last year and number of
comorbidities were also included.
© 2008 The Authors
Journal compilation © 2008 Blackwell Publishing Asia Pty Ltd

Comparisons between primary diagnostic categories
were determined using anova with post hoc tests using
Tukey’s B-test. All analyses were conducted using the spss
version 14 (SPSS Inc, Chicago, IL, USA).
The sample size was calculated to allow sufficient
power for the multiple regression analyses using these
variables. The general rule used was that a sample 10–15
times the number of independent variables is required
for multiple regression analysis.35 In total each analysis
included a total of 12 continuous and dichotomized variables, meaning that a sample of 180 was needed. As it was
anticipated that 15% of the sample would be lost from the
initial recruitment to the final interview, it was necessary
to recruit 211 patients to achieve an adequate sample size.
It was also anticipated that primary diagnosis was an
important variable to be included in the analysis, recruitment continued until each primary diagnosis group
achieved 20% of the sample. This proportion was reached
when the sample size was 300.

RESULTS
Patients in the study were elderly, with an average age of
70.53 years (SD 10.28), with approximately half married
(51%) and female (50.7%) as detailed in Table 1. Concurrent illnesses were common, with 31% having more
than two diagnoses in addition to their primary diagnosis.
Most patients (68.5%) had had their primary diagnosis for
more than 5 years. Hospital admissions were common for
illness exacerbations, with 42% having a hospital admission in the past year.
As illustrated in Table 2, the average patient rated their
overall health as good (3.19) with an average global orientation to life score (132.28) which was lower than the
normal range for normal for their age equivalents.20 They
had moderately high levels of self-efficacy for managing
their illness (6.42) and had moderate to good levels of
self-management of this illness (mean 23.99). There was
no change in any of these perceptions according to time
since their illness exacerbation or hospital admission.
The independent predictors of self-management at
baseline included their primary diagnosis, length of time
diagnosed, age, SOC and self-perceived health and efficacy for managing their illness, accounting for 46% of the
variance in self-management (Table 3). The patients with
the worst self-management were older and had worse
self-rated health, primary diagnosis of CS, a more recent
diagnosis, worse SOC and poorer self-efficacy for managing their illness. There was also a trend towards men
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having better self-management. With the exception of
self-rated health and gender, the model developed for
self-management at follow-up identified the same predictors in the same pattern as the baseline model (Table 4).
This model accounted for 45% of the variance in selfmanagement at follow-up. A final model was developed
Table 1 Sample characteristics (n = 300)
Characteristic

Mean or
Median

SD or
Range

Age, years
Education, years
Concurrent illnesses (number)

70.35
10.75
2

10.28
3.1
0–7

Male
Married
Employed
English speaking background

(n)
(148)
(153)
(13)
(249)

(%)
(49.7%)
(51%)
(4.3%)
(83%)

Primary diagnosis
Chronic schizophrenia
Chronic respiratory disease
Parkinson’s disease
Chronic heart failure

(85)
(78)
(75)
(62)

(28%)
(26%)
(25%)
(21%)

(34)
(54)
(64)
(45)
(97)
(127)

(11.3%)
(17.9%)
(21.3%)
(15%)
(32.2%)
(42%)

Length of time diagnosed†
<1 year
2–4 years
5–10 years
11–20 years
>20 years
At least one hospital admission this
year for primary diagnosis
†

Some data missing.

to determine whether self-perceptions related to health
and self-management could predict subsequent selfmanagement (Table 5). This model predicted 36% of
the variance in self-management at follow-up and
baseline self-efficacy and SOC were identified as significant predictors.
As primary diagnosis proved to be the strongest predictor of self-management, univariate analysis was used to
determine the extent of the differences and whether the
differences were significant (Table 6). Patients with CS
had significantly worse self-management scores than
patients with any other primary diagnosis, with the biggest
difference occurring with patients with CRD, whose selfmanagement scores were two times better than CS.

DISCUSSION
In this group of older patients with chronic illness of
moderate severity self-management was reported to be
moderate to good and similar to a previous report of
patients with chronic illness.30 This similarity occurred
despite our sample being older and the criterion of a
recent exacerbation or hospital admission. However,
this does not mean that age could not have an effect, as
within the sample the oldest patients had poorer selfmanagement. In patients with chronic illness increasing
age has been associated with reduced motivation,24 an
important component of learning and maintaining selfcare.36 Unless the older person perceives a need to change
long-held beliefs and self-care approaches, they could be
reluctant to alter their behaviour.
It is likely that the relatively high level of selfmanagement in our study reflects the recruitment
methods, which included recruiting patients attending
specific chronic illness support programmes. Another
explanation is that most participants had had their illness
for more than 5 years, and over that time had developed

Table 2 Self-perceptions related to health and disease management over time
Characteristic (scoring system)

Self-rated health 1 (excellent)-5 (poor)
Sense of coherence 29 (low)-203 (high)
Self-efficacy 1 (not confident)-10 (totally confident)
Self-management 0 (good)-80 (poor)

Baseline (n = 300)

Follow-up (n = 281)

Mean

(SD)

Mean

(SD)

3.19
132.28
6.42
23.93

(1.09)
(25.04)
(2.21)
(16.17)

3.18
133.57
6.50
23.01

(1.04)
(24.08)
(2.13)
(15.84)

P level
Paired t-test

0.94
0.16
0.39
0.25

© 2008 The Authors
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Table 3 Predictors of self-management at baseline in older patients with chronic illness (model F = 26.81, P = 0.000, R2 = 0.46)
Characteristic

Beta coefficient

95% confidence
interval

Standardised beta
coefficient

P

CRD diagnosis
CHF diagnosis
PD diagnosis
Male
Time diagnosed
Self-efficacy
Sense of coherence
Self-rated health
Age

-25.17
-23.94
-14.58
-2.81
-2.14
-1.51
-0.17
2.65
0.31

(-30.87–19.46)
(-30.71–17.17)
(-19.91–9.25)
(-5.70–0.09)
(-3.49–0.80)
(-2.30–0.71)
(-0.25–0.10)
(0.96–4.34)
(0.13–0.50)

-0.68
-0.60
-0.39
-0.09
-0.18
-0.27
-0.21
0.18
0.20

0.000
0.000
0.000
0.057
0.002
0.000
0.000
0.000
0.001

CRD, chronic respiratory disease; CHF, chronic heart failure; PD, Parkinson’s disease.
Table 4 Predictors of self-management at follow-up using concurrent perceptions in older patients with chronic illness (model F = 30.12,
P = 0.000, R2 = 0.45)
Characteristic

Beta coefficient

95% confidence
interval

Standardised
beta coefficient

P

CRD diagnosis
CHF diagnosis
PD diagnosis
Time diagnosed
Follow-up self-efficacy
Follow-up sense of coherence
Age

-18.09
-15.61
-12.65
-1.90
-2.45
-0.20
0.27

(-23.32–12.86)
(-21.97–9.26)
(-17.88–7.42)
(-3.26–0.54)
(-3.29–1.62)
(-0.28–0.12)
(0.08–0.45)

-0.50
-0.40
-0.35
-0.17
-0.27
-0.33
0.17

0.000
0.000
0.000
0.006
0.000
0.000
0.004

CRD, chronic respiratory disease; CHF, chronic heart failure; PD, Parkinson’s disease.

resilient self-management strategies, including methods
to manage setbacks such as illness exacerbations. This
possibility is further supported by the apparent lack of
impact on self-management and other self-perceptions
related to their illness, as no change occurred in these
characteristics as time passed since their illness exacerbation or hospital admission. Furthermore, the patients who
had been diagnosed with their illness longer proved to
have better self-management.
Most of the patients in our study would have experienced illness exacerbations several times and managed
them sufficiently well enough to enhance their feelings of
self-efficacy. Indeed, self-efficacy levels in our study were
relatively high and similar to a sample of younger patients
© 2008 The Authors
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who had completed a self-management programme for
chronic illness in the USA.32,34 Furthermore, self-efficacy
in the current study predicted both concurrent and future
self-management. As Bandura explains, people with
stronger self-efficacy heighten and sustain their efforts in
the face of setbacks, rather than being diminished.9
Patients with long-term illnesses have incorporated many
appropriate responses into their lives to manage the fluctuating nature of their illness. This study therefore confirms the value of self-efficacy enhancing interventions to
promote chronic illness self-management. Many of these
interventions have been developed and proven effective,
including generic chronic illness programmes.17
However, our results suggest that these programmes
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Table 5 Predictors of self-management at follow-up using baseline perceptions in older patients with chronic illness (model F = 21.13,
P = 0.000, R2 = 0.36)
Characteristic

Beta coefficient

95% confidence
interval

Standardised beta
coefficient

P

CRD diagnosis
CHF diagnosis
PD diagnosis
Time diagnosed
Baseline self-efficacy
Baseline sense of coherence
Age

-15.19
-11.55
-8.07
-1.27
-1.74
-0.20
0.21

(-20.78–9.61)
(-18.49–4.61)
(-13.61–2.52)
(-2.74–0.20)
(-2.60–0.89)
(-0.28–0.11)
(0.01–0.41)

-0.41
-0.30
-0.23
-0.11
-0.24
-0.31
0.13

0.000
0.001
0.005
0.090
0.000
0.000
0.040

CRD, chronic respiratory disease; CHF, chronic heart failure; PD, Parkinson’s disease.
Table 6 Comparison of self-management by primary diagnosis category
Characteristic

CHF (n = 62)

CRD (n = 78)

PD (n = 75)

CS (n = 85)

F, d.f., P *

Self-management
Mean (SD)
0 (good)-88 (poor)

19.67 (13.68)

15.35** (13.62)

26.18 (18.54)

33.46*** (12.23)

22.96, 3297, 0.000

*anova with Tukey post hoc; **P < 0.00 for CRD to PD; ***P < 0.00 for CS to all other diagnostic categories. CRD, chronic respiratory
disease; CHF, chronic heart failure; PD, Parkinson’s disease; CS, chronic schizophrenia.

might not be as directly applicable for groups that incorporate CS patients.
Despite acceptable levels of self-management overall,
some participants had lower scores, most often in
patients with CS. This occurred despite accounting for
many of the factors that might differentiate CS patients
from other participants, including age, gender, length of
time diagnosed and marital status. Subsequent investigation showed that CS patients’ participation in selfmanagement might differ to the other study participants.
Most CS patients were individually case-managed, consequently, medication compliance and appointments were
in reality closely supervised by the case managers rather
than being self-managed. With some CS patients this was
because they were on involuntary orders to comply with
medications.
Medications and appointment making and keeping
are important components of self-management, and are
therefore incorporated into the Partners in Health
measure of self-management used in the study. Addition-

ally, oversight of these components by health professionals might also have consequences for other aspects of
self-management, including knowledge level and capacity
to share in decision-making. These differences are important because they mean that generic chronic illness
self-management programmes such as the Stanford SelfManagement Program37 led by Lorig and the Flinders
Model of Chronic Condition Self-Management38 led by
Battersby might need adaptation to incorporate CS
patients. This is an important finding, as our study was
unusual in that we incorporated patients with chronic
mental health problems, which we have not seen reported
previously. Interestingly, when the Flinders model was
tested on patients with mental health problems, the
sample was entirely patients with mental health problems
and did not include other primary diagnoses.39 Another
explanation is that although all patients in the sample were
determined to have a moderate severity of disease, it is
possible that the criteria used were not equivalent across
different diseases. This is an important issue to address in
© 2008 The Authors
Journal compilation © 2008 Blackwell Publishing Asia Pty Ltd

380

R Gallagher et al.

future research, particularly if resilient self-management
is the focus.
An important component of resilient self-management
is that the patient has a strong SOC.21 Our study confirmed that SOC is predictive of current and future selfmanagement. Along with the self-efficacy developed over
several years of living with a chronic illness, SOC is a
resource with which to manage the stressors of life these
older patients must face.40,41 The development of these
resources into resilience is important because these older
adults with several comorbid conditions must adapt in the
context of significant adversity, and resilience is not a
character trait but a process that can be promoted at any
stage in an individual’s life.42 Although it is difficult to
make comparisons, as anticipated, the mean SOC score
was similar to published norms for people with a chronic
condition such as cerebral palsy20 and lower than healthy
age equivalents.33 It is not clear whether SOC can be
developed or enhanced and this is worthy of further investigation. However, self-efficacy has been demonstrated to
be amenable to intervention as discussed previously, and
interventions that foster resilience are being trialed in
chronic illness.43

LIMITATIONS
There is a potential that the instruments used to determine moderate severity of illness did not, in reality, result
in participants being recruited who had similar levels of
illness from all four primary diagnoses included in the
study. Also, all instruments depended on self-report so it
can’t be presumed that the relationships observed reflect
self-management measured by other methods. Finally, it
might be that conducting baseline interviews at 1 month
after hospital discharge meant that any changes in selfefficacy and self-management had already occurred in the
4 weeks that had lapsed.

CONCLUSIONS AND IMPLICATIONS
Patients with chronic illness of moderate severity living
in the community with support report moderately good
self-management despite a recent illness exacerbation.
Although patients with chronic illness have multiple conditions, it can’t be presumed that patients with mental
health problems such as CS will have similar needs. There
is a need to examine whether the support that patients
with CS receive contributes to self-management. Future
research needs to focus on developing interventions that
promote self-efficacy and account for patient’s approach
© 2008 The Authors
Journal compilation © 2008 Blackwell Publishing Asia Pty Ltd

to life as these factors influence self-management.
Younger patients with a more recent chronic illness
diagnosis are particularly in need of support for
self-management.
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