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Abstract: As self-management support is a cost-effective way to enable patients to
take an active role in managing their own condition and to address the chronic
disease burden, there is a need for contextually appropriate self-management
support tools. This study explored the feasibility of using a contextually adapted
self-management care-plan booklet for diabetes and hypertension for use in medical consultations in a middle-income country. Focus groups and individual interviews with patients and health care providers were conducted in three primary
health care facilities. Four relevant focus areas for feasibility studies were used as
the lens for data analysis: acceptability, demand, implementation, practicality. The
study revealed a high acceptance of the care-plan booklet by both patients and
providers. Patients reported that the booklet increased their knowledge of their
conditions. They also indicated that they would share the booklet with friends and
families and expressed the need to use it with their providers. Providers mentioned
that community health workers and health promoters could play an important role
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Diabetes and hypertension are chronic diseases
increasingly affecting people in developing countries. Self-management and education support
can lead to an improvement in the way patients
manage their conditions and to improved health
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in implementing the tool. The findings of this study contribute to the knowledge
base needed for the development and adoption of the self-management component of the South African integrated chronic diseases model. The care-plan booklet
can be used to stimulate the interaction between patients, providers and/or family
and friends.
Subjects: Health Promotion; Education; Behavioural Sciences; Social Sciences
Keywords: cultural adaptation; self-management; diabetes; hypertension; feasibility
study; South Africa
1. Introduction
As non-communicable diseases (NCDs) continue to rise globally, it is crucial for health care systems
to shift to partnership models of care, with a focus on patient self-management in which patients
take up active roles in the management of their disease(s) (Bodenheimer, Lorig, Holman, &
Grumbach, 2002; de Silva, 2011; Von Korff, Gruman, Schaefer, Curry, & Wagner, 1997). An extensive
literature shows that chronic disease self-management education and support by health providers
is cost effective and improves the way patients manage their conditions, which helps to improve
population health (Cunningham, 2016; de Silva, 2011; Mills, Brady, Jayanthan, Ziabakhsh, &
Sargious, 2016). However, one of the challenges for self-management support programmes is
their implementation in underserved communities, where such programmes are often nonexistent or less well organized. Even when programmes are available through health centres,
the specific individual needs of chronic patients related to their social environment and cultural
background are often neglected (Mills et al., 2016).
This is also the case in developing countries, where the burden of disease is shifting from
infectious to chronic disease because of the transition from traditional to western lifestyles (LevinZamir et al., 2016). However, chronic disease self-management has not kept up pace with this
trend (Puoane, Tsolekile, Sanders, & Parker, 2008). Most existing self-management education
programmes and materials have been developed in western countries, and are not necessarily
sensitive to the needs of communities in developing countries. Systematic reviews on selfmanagement education in high- and low-mortality developing countries suggest that selfmanagement education can be effective in changing behaviour and improving glycated haemoglobin (HbA1c) and fasting blood glucose (Baradaran, Shams-Hosseini, Noori-Hekmat, TehraniBanihashemi, & Khamseh, 2010; Dube, Van Den Broucke, Housiaux, Dhoore, & Rendall-Mkosi,
2015; Lou, Wu, Dai, Cao,& Ruan, 2011; Rawal et al., 2012). Western self-management programmes
need to be adapted to the socio-economic and cultural contexts and materials must be tailored to
conform to the cultural aspects of the target population.
To find out if adaptations of programmes take the cultural context into account sufficiently,
feasibility studies can be undertaken. Knowledge about the feasibility and acceptability of an intervention does not guarantee its effectiveness, but can increase the possibility of an intervention being liked,
comprehended, credible, accepted, and remembered by the users, thereby enhancing the probability of
effectiveness. The aim of this study was to explore the feasibility of using a contextually adapted
individual care-plan booklet as a self-management support tool for diabetes and hypertension during
medical consultations in a South African community. The experiences and views of patients and health
care providers were elicited to assess the feasibility of the tool’s implementation. In our literature
search, we could not find another study that has systematically evaluated the feasibility of the use of
a self-management support tool for chronic patients in a developing country.

1.1. The intervention
The intervention involved a prototype care-plan booklet in A5 format for use by health care
providers and diabetic and/or hypertensive patients during medical consultations. The contents
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Table 1. Contents of the prototype booklet
●

How to use the booklet

●

Glossary of terms (with translations in Zulu and Sepedi)

●

Making most of the medical consultation (tips for patients)

●

Information on diabetes and hypertension
–
–
–
–
–

definition
physiology
signs and symptoms
complications
health education messages

●

Lifestyle change messages

●

Body mass index table

●

Preparing for the consultation
– tables for recording vital signs by health care providers
– tables for use in provider-patient consultation

●

Spaces for referral notes

●

General notes by health care provider

●

Pocket for appointment card at the inside back cover

●

Emergency telephone numbers on outside back cover

of the booklet (Table 1) was informed by several already existing pamphlets on specific disease
conditions (Curohealth, 2015; Department of Health South Africa, n.d. a, n.d.b) and by the results
of a previous study among the same target population (Dube, Van Den Broucke, Bergh, Mafutha,
& Rendall-Mkosi, 2017). The latter study showed that patients did not have an opportunity to
prepare questions for a consultation with the provider, had no means to record the advice of the
physician, and did not have a take-home individual care plan. Providers did not have enough
educational materials to support patients in the self-management of their disease (Dube et al.,
2017). A first draft of the booklet was circulated to different stakeholders for inputs, after which
the prototype booklet was finalised in English, one of the official South African languages and the
language of schooling. Figure 1 is an example of the page describing what the booklet is for and
how to use it.

2. Materials and methods
A qualitative study design was used to explore the views and perspectives of the participants on
the feasibility of using an individual care-plan booklet integrated in the consultations with providers. The study aimed to answer the question if the instrument could work, and more particularly
to understand how the use of the booklet could fit with the daily-life activities of providers and
patients (Bowen et al., 2009).

2.1. Sampling and recruitment
The study was conducted in three community health care facilities and had two distinct groups
of participants: an intervention group and a “comments-only” group that did not use the
booklet in consultations. The intervention group consisted of diabetic and hypertensive patients
and health care providers (nurses and doctors) recruited from an urban community health
centre (CHC). Providers in this group were trained on using the booklet with patients in existing
consultations. The comments-only group was comprised of diabetic and hypertensive patients
and providers (doctors, nurses, dieticians and health promoters) in a CHC in a rural setting and
an urban primary health care clinic. They were asked to comment on the content and possible
use of the booklet. The reason for including a comments-only group was to elicit a wider
variety of views, as it was not practically possible to include more sites and participants in the
intervention group.
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Figure 1. Example of a page
from the prototype booklet.

The patients participating in both the intervention and comments-only groups received
primary care services at the three study facilities. To be included, patients had to be diagnosed
with diabetes and/or hypertension, be 18 years or older and be able to read and write or have
assistance with reading and writing at home. Health providers were included because of their
crucial role of integrating interventions in consultations (Lake & Staiger, 2010). At the intervention CHC, patients were purposively selected to only include diabetic and/or hypertensive
patients with uncontrolled values (for blood sugar and/or blood pressure) and who would
return for follow-up within one month. Doctors and nurses identified qualifying patients and,
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Table 2. Breakdown of participants
Intervention group
Method

Patients

Comments-only group

Participants

Method

Participants

FG (n)

II (n)

Total
(n)

M (n)

F (n)

FG (n)

II (n)

Total
(n)

M (n)

F (n)

2

1

16

3

13

4

0

32

13

19

*

*

*

*

Providers

2

2

8

Total

4

3

24

2

4

9

6

4

41

FG = focus group; II = individual interview, M = male; F = Female
* Not documented

after issuing the booklet, referred the patients to the researchers who then explained the
purpose of the study and sought written informed consent.
More females than males participated in both study groups (see Table 2). Participants’ ages
ranged between 29 and 98 years (see supplementary file).

2.2. Data collection strategy
Focus group and individual interviews were held with patients and providers using interview
guides. Availability of participants determined the choice of method. Focus groups are considered
an appropriate method to collect evidence for the acceptability of an intervention (Bowen et al.,
2009). All focus groups were conducted by two researchers, one acting as facilitator and the other
as moderator.
The interviews took place after one month and after patients and providers had used the booklet
in consultations. Questions focused on content and experiences of using the booklet. In the
comments-only group, the focus was on content and potential use of the booklet.
Ten focus groups and seven individual interviews were conducted. Table 2 gives a breakdown of
participants.
Audio-recordings of the interviews were transcribed and, where needed, translated and crosschecked by researchers fluent in the vernacular languages.

2.3. Data analysis
Data analysis was organised along four of the areas of feasibility identified by Bowen et al.
(2009): acceptability (reaction of target population), demand (likelihood of using the intervention or instrument), implementation (applicability of the intervention or instrument) and
practicality (execution of intervention with limited resources). For each area, a reiterative
thematic analysis was performed to explore salient topics, and codes were developed within
each theme. Two authors (LD & AMB) analysed the data independently, with regular discussions on interpretations and provisional findings. Codes were continuously refined and the
data re-analysed until consensus was reached. The following reference codes are used for
direct quotations: Prv = provider; Pat = Patients; IG = intervention group; CO = comments-only
group.

2.4. Ethical approval
The Research Ethics Committee of the Faculty of Health Sciences, University of Pretoria
(Protocol 57/2016) and the Tshwane District Research Ethics Committee (Project 15/2016)
approved the study. All participants gave written informed consent before participating in the
study.
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Table 3. Topics in each of the four feasibility areas
Feasibility
area:

1. Acceptability

Topics

●

Satisfaction

●

Appropriateness

●

Organisational
culture

2. Demand
●

●

Intention to
use/
Continuation of
use
Perceived
demand

3. Implementation
●

Successes and failures

●

Resources

●

Ease/Difficulty of
implementation

●

Efficiency and speed

4. Practicality
●

Positive/
Expected positive effects

●

Patients’ ability
to use booklet
effectively

3. Results
Table 3 provides a summary of the topics developed for each of the four feasibility areas that are
discussed.

3.1. Acceptability
Both patients and providers expressed satisfaction with the content and the approach of the
booklet. One provider commented specifically on the holistic approach: “Most of the time when we
treat the chronic illnesses, we emphasise pharmacology, but this one is non-pharmacological” (PrvIG). Patients reported that the booklet improved their knowledge of their condition: “This booklet …
opens our knowledge, because we are sick and we don’t know how to cure ourselves” (Pat-IG).
Providers perceived the booklet as appropriate in encouraging patients to self-manage their
care and enforcing patients to get what they are actually supposed to get: “[We] don’t always have
time to discuss everything with them [patients]; so things that we may have left out will be in here
[in the booklet]” (Prv-CO). The providers also remarked that the booklet might make it easy for
junior doctors when doing routine check-ups for chronic patients, which fits in with the demands of
the organisational culture. The booklet was also seen as “a monitoring tool”. From a patient
perspective, members of the intervention group mentioned that writing down questions for the
next consultation was an effective reminder mechanism. One patient mentioned: “The booklet
gives us access to the doctors, so you can ask questions concerning this book and you get a good
relationship with the doctor” (Pat-IG). Others also found the more holistic and patient-centred
approach appealing as one patient reported: “Last time we would get inside, they just write and say,
‘Go and take the pills.’ And we follow drinking those pills just like that. This … book is better than
that” (Pat-IG).

3.2. Demand
Patients expressed themselves strongly on their intention to use or to continue to use the
booklet. Some patients mentioned: “Nothing will stop me from using this book” (Pat-IG) and “My
children will read for me and I will know what to eat, what not” (Pat-CO). Others viewed the booklet
as a facilitator for self-managing their own care: “This book is my life, that’s why I am going to use
it” (Pat-IG). Patients in the intervention group used the booklet for reading and preparing their
questions for the providers, whereas providers used the booklet for communication and answering
patient questions. One patient reported:
“Today I did ask the doctor that I wanted to chat to him and I gave him this booklet and he
asked if I was drinking or smoking … eating correctly … if I was sleeping okay … So you
understand that you talk with your doctor about what is bothering you.” (Pat-IG)
Patients in the comments-only group expressed their intention to use the booklet as a “passport”,
but with reservations: “If the doctors would give us that chance, we would use it” (Pat-CO). Reasons
for wanting to use the booklet included improved knowledge and the benefit of sharing information with family and offspring: “Even kids at home will see it and read it. A book is like a history; it
has things that will not disappear. It’s like a candle that lights for them to be clever” (Pat-CO).
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Both patients and providers reported a perceived demand for the booklet. From the patient’s
perspective, the emphasis was on the demand for information, on the condition itself and on
lifestyle changes, especially dietary guidelines: “We will hear what is the disease, what we should
eat and what are the mistakes” (Pat-CO). The demand for the booklet was perceived to go beyond
the patients themselves: “Everyone in this world who is alive will benefit from this booklet” (Pat-CO)
and “Since diabetes runs in the family … even if I pass away, they [family members] will know how to
treat themselves” (Pat-CO).
The study also had a ripple effect on other providers who were not involved in the study, but who
enquired about the possibility of photocopying the booklet or making recommendations for using it
with community health workers.

3.3. Implementation
Successes and failures in using the booklet were related to the way patients in the intervention
group read and wrote in the booklet: “I wrote whatever was my concern and then I asked my doctor
about it; so, in case I forgot … I wrote whatever complains that” (Pat-IG). Participant feedback was
varied, with comments like: “We have taken time to read it” (Pat-IG) and “I did write where
I understand; where I did not understand, I did not write” (Pat-IG). Other reasons for not writing
included being “lazy to write”, and “problems of funerals”. On the other hand, the providers’ use of
the booklet was influenced by their assessment of the patients’ literacy levels and of their ability to
understand English, and by the availability of family members to read for them: “We [providers]
find ourselves having this book, but patients not understanding how to use it” (Prv-IG).
There was not much information revealed in terms of the resources that were needed to use the
booklet. However, some providers referred to the importance of including frontline community
health workers, “the ones that go into the families”, in using the booklet. Others saw health
promoters as key implementers, as “they will be able to unpack the book properly for patients
while they are waiting [to see the doctors]”. The potential of using the booklet in support groups
was also mentioned.
“I think as a tool to educate the patients this book it’s out of this world. Actually, I was
thinking of coming back to you [researcher] to ask, ‘Do you mind if I can use this book when
I have support groups?’ It’s very good.” (Prv-IG)
Factors mentioned that affected the difficulty of implementation included the size of the booklet.
“Some of them [patients] … might look at it and say, ‘A book’. You know, most people are lazy
out there. These are practical ways on how people may react to this like ‘Oh, why did they give
me such a huge book with lots of tables? I don’t have time for that.” (Prv-IG)
Other factors were the patients’ functional literacy and proficiency in English, with some patient
participants finding “the English is very understandable” and the glossary with the translation of
key words in Zulu and Sepedi helpful: “They explain the words that they thought will be difficult for
us to understand in English” (Pat-IG). Cooperation of health care providers in the use of the booklet
was also a concern: “Maybe if you [researcher] haven’t talked to them [nurses]… it will be difficult”
(Pat-CO).
Providers referred to rural patients who never read or write, and to the fact that most of the
diabetic patients are older patients who cannot read and write. They also had concerns about
privacy: “Some people, they don’t want other relatives or family members to know what they are
suffering from” (Prv-IG). One provider from the rural CHC in the comments-only group also
expected that difficult patients would not want to bring their booklets along for consultations:
“Some patients are lazy, and … stubborn … harsh. You will ask them, ‘Where is that book?’ And they
will start complaining” (Prv-CO).
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3.4. Practicality
Patients in the intervention group reported several positive and expected positive effects of the use
of the booklet. In terms of interaction with health care providers, they mentioned the reciprocity of
asking questions: “I don’t think there was a time when the doctor asked me questions like that, but now
I am happy” (Pat-IG). Some participants found the booklet helpful in making decisions about lifestyle
changes: “I got the information from the book about my diet, so I decided to start with my diet and if
I get that right I will start to exercise” (Pat-IG). Others reported on the improvement of perceived or
expected health outcomes: “I am better than before because I read this book” (Pat-IG) and “My blood
pressure is still high, but I believe this book is going to help me” (Pat-IG).
Providers saw the booklet as an empowerment tool that led to patients taking up more
responsibility, but a few doubted if the patients would be able to use the booklet effectively, as
they perceived some of them to be lazy and stubborn. On the other hand, some providers also felt
that parts of the booklet would have more value for use: “I think one should stress that a patient …
should be able to look on the first few pages just to get information on what is diabetes … I think
that’s really good and the health messages” (Prv-CO).

4. Discussion
Feasibility studies aim to assess whether an intervention or instrument is suitable for further
testing and provide information on whether it is relevant and sustainable (Bowen et al. 2009).
This study tried to answer the question regarding the feasibility of a self-management care-plan
booklet that was adapted for patients with diabetes and/or hypertension in South-African communities to facilitate collaboration.
The results indicated that there was a high level of acceptability of the booklet by both
patients and providers. This is probably motivated by the current absence of culture- and
context-specific health education material to answer the patients’ need for information
about their condition(s) (Dube et al., 2017; Parker, Steyn, Levitt, & Lombard, 2012). Some
comments relating to organisational culture fit in well with the emphasis on “assisted selfmanagement support” in the integrated chronic diseases model (ICDM) as adopted for South
Africa (Mahomed & Asmall, 2015).
The study also highlighted the value of the individual care-plan booklet in improving the
communication between patients and their health care providers. This is in line with the findings
from a previous study showing that South African providers have a predominant treatment-anddrug-dispensing approach, while neglecting the self-management component of care (Dube et al.,
2017). The current shift from paternalistic to partnership models in care provision requires patients
to participate in the treatment process (Bodenheimer et al., 2002; Von Korff et al., 1997), with their
voices heard and their needs attended to in a more holistic manner.
The demand for a care-plan booklet was illustrated by patients’ desire to share the booklet with
family members and even neighbours. This demonstrates how the booklet can be used as
a vehicle for communication, not only with providers but also with family and friends. It reflects
the findings from a study on maternal handbooks in Cambodia, showing that women were willing
to share manuals with family members and saw records as a valuable source of health information
(Yanagisawa, Soyano, Igarashi, Ura, M., & Nakamura, 2015).
Although the patients in our study were keen to use the care-plan booklet, most of them would
not do so alone, but expressed the wish for health service providers to cooperate with them. This
highlights the need for partnership in the treatment of chronic diseases. Having a care-plan
booklet could be a good start for many developing countries, as patients need to understand
their changing role from being dependent on health care providers to becoming active agents of
their own (Bodenheimer et al., 2002; Von Korff et al., 1997).
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The booklet was regarded as easy to implement in the existing health care system, as the
people who could be instrumental for a rollout were already available. Community health workers
(CHWs), who are the link between community and health facilities, and health promoters engaging
with patients in health facility waiting areas were seen as the key implementers. In many low- to
middle-income countries like South Africa, the involvement of CHWs to take over some tasks of
health service professionals has been accelerated (Mishra, Neupane, Preen, Kallestrup, & Perry,
2015). For instance, research in Iran showed that trained CHWs were effective in ensuring control
of diabetes and hypertension (Farzadfar et al., 2012). However, while involving CHWs might seem
an efficient way to relieve the tasks of health care workers in resource-limited settings, it should be
approached with caution. There is a danger of overburdening CHWs, thereby reducing the quality
of their work. CHWs will also need proper training, adequate provision of equipment and support, if
they are to be involved in NCD care (Mishra et al., 2015).
In general, the care-plan booklet was perceived as a practical instrument that could easily be
integrated in treatment plans. This aligns with South Africa’s current drive to re-engineer primary
health care and to move towards a chronic care model that includes self-management as an equal
component of care (Mahomed & Asmall, 2015; Wagner, 1998).

4.1. Limitations of the study
The prototype booklet was only available in English and the impact of existing knowledge about
the disease and of the patients’ level of health literacy was not explored in depth. To address these
limitations, more research on the use of the care-plan booklet and its effects on self-management
behaviour and on disease outcomes is necessary.

5. Conclusion
This study provides relevant information for the development and adoption of the selfmanagement component of the ICDM that is currently being implemented in South Africa. The
care-plan booklet can be used as a vehicle to improve the interaction between patients and their
providers and/or family and friends. However, more studies are needed to further validate the
booklet as a self-management support tool.
Acknowledgements
The researchers would like to thank all the participants
for their time and for their contributions in the interviews. A special thanks to the research assistants
Petronella Mzalamba and Precious Hajison and to
Keabetswe Kodi and Nokuthula Mafutha for transcription
and translations.
Funding
This work was supported by the 2012-2013 doctoral fellowships for development cooperation of the Université
catholique de Louvain. The University of Pretoria provided
funding for a research assistant.
Author details
Loveness Dube1,2,3
E-mail: ldube2003@yahoo.com
ORCID ID: http://orcid.org/0000-0002-0446-0608
Anne-Marie Bergh3,4
E-mail: anne-marie.bergh@up.ac.za
Stephan van den Broucke1
E-mail: stephan.vandenbroucke@uclouvain.be
William D’Hoore2
E-mail: william.dhoore@uclouvain.be
1
Psychological Sciences Research Institute, Université
catholique de Louvain, Louvain-la-Neuve, Belgium.
2
Institute of Health and Society, Université catholique de
Louvain, Brussels, Belgium.
3
School of Health Systems and Public Health, University of
Pretoria, Pretoria, South Africa.

4

South African Medical Research Council Unit for Maternal
and Infant Health Care Strategies, University of Pretoria,
Pretoria, South Africa.

Supplementary material
The supplementary material for this article can be
accessed here.
Citation information
Cite this article as: “This book is my life…”: A qualitative
feasibility study on the use of a self-management support
tool, Loveness Dube, Anne-Marie Bergh, Stephan van den
Broucke & William D’Hoore, Cogent Social Sciences (2019),
5: 1582139.
References
Baradaran, H. R., Shams-Hosseini, N., Noori-Hekmat, S.,
Tehrani-Banihashemi, A., & Khamseh, M. E. (2010).
Effectiveness of diabetes educational interventions in
Iran: A systematic review. Diabetes Technology and
Therapeutics, 12(4), 317–331. doi:10.1089/
dia.2009.0118
Bodenheimer, T., Lorig, K., Holman, H., & Grumbach, K. (2002).
Patient self-management of chronic disease in primary
care. Journal of the American Medical Association, 288
(19), 2469–2475. doi:10.1001/jama.288.19.2469
Bowen, D. J., Kreuter, M., Spring, B., Cofta-Woerpel, L.,
Linnan, L., Weiner, D., & Fernandez, M. (2009). How
we design feasibility studies. American Journal of

Page 9 of 11

Dube et al., Cogent Social Sciences (2019), 5: 1582139
https://doi.org/10.1080/23311886.2019.1582139

Preventive Medicine, 36(5), 452–457. doi:10.1016/j.
amepre.2009.02.002
Cunningham, P. (2016). Patient perceptions of clinician
self-management support for chronic conditions.
American Journal of Managed Care, 22(4), e125–
133.
Curohealth. (2015). Individual care plan booklet.
de Silva, D. (2011). Evidence: Helping people help themselves. A review of evidence considering whether it is
worthwhile to support self-management. London:
The Health Foundation. Retrieved from https://www.
health.org.uk/sites/default/files/
HelpingPeopleHelpThemselves.pdf
Department of Health, South Africa. (n.d. a). Nutrional
management of hypertension.
Department of Health, South Africa. (n.d. b). Nutritional
management of diabetes.
Dube, L., Van Den Broucke, S., Bergh, A.-M., Mafutha, N. G.,
& Rendall-Mkosi, K. (2017). Self-management support needs of patients with chronic diseases in
a South African township: A qualitative study. Journal
of Community Health Nursing, 34(1), 21–31.
doi:10.1080/07370016.2017.1260983
Dube, L., Van Den Broucke, S., Housiaux, M., Dhoore, W., &
Rendall-Mkosi, K. (2015). Type 2 diabetes
self-management education programs in high and
low mortality developing countries: A systematic
review. Diabetes Education, 41(1), 69–85.
doi:10.1177/0145721714558305
Farzadfar, F., Murray, C. J., Gakidou, E., Bossert, T.,
Namdaritabar, H., Alikhani, S., & Ezzati, M. (2012).
Effectiveness of diabetes and hypertension management by rural primary health-care workers (Behvarz
workers) in Iran: A nationally representative observational study. Lancet, 379(9810), 47–54.
doi:10.1016/S0140-6736(11)61349-4
Lake, A. J., & Staiger, P. K. (2010). Seeking the views of
health professionals on translating chronic disease
self-management models into practice. Patient
Education and Counseling, 79(1), 62–68. doi:10.1016/
j.pec.2009.07.036
Levin-Zamir, D., Badarne, S., Najami, M., Gan Noy, S.,
Poraz, I., Shapira, M., & Goldfracht, M. (2016). The use
of focus groups as a basis for planning and implementing culturally appropriate health promotion
among people with diabetes in the Arab community.
Global Health Promotion, 23(1), 5–14. doi:10.1177/
1757975914548200

Lou, Q., Wu, L., Dai, X., Cao, M., & Ruan, Y. (2011). Diabetes
education in mainland China: A systematic review of
the literature. Patient Education and Counseling, 85
(3), 336–347. doi:10.1016/j.pec.2011.01.006
Mahomed, O. H., & Asmall, S. (2015). Development and
implementation of an integrated chronic disease
model in South Africa: Lessons in the management
of change through improving the quality of clinical
practice. International Journal of Integrated Care, 15,
e038. doi:10.5334/ijic.1454
Mills, S. L., Brady, T. J., Jayanthan, J., Ziabakhsh, S., &
Sargious, P. M. (2016). Toward consensus on
self-management support: The international chronic
condition self-management support framework.
Health Promotion International, 32(6), 942–952.
Mishra, S. R., Neupane, D., Preen, D., Kallestrup, P., &
Perry, H. B. (2015). Mitigation of non-communicable
diseases in developing countries with community
health workers. Global Health, 11, 43. doi:10.1186/
s12992-015-0129-5
Parker, W. A., Steyn, N. P., Levitt, N. S., & Lombard, C. J.
(2012). Health promotion services for patients having
non-comminicable diseases: Feedback from patients
and health care providers in Cape Town, South Africa.
BMC Public Health, 12, 503. doi:10.1186/1471-245812-503
Puoane, T., Tsolekile, L., Sanders, D., & Parker, W. (2008).
Chronic non-communicable diseases. In J. RomaReardon & P. Barron (Eds.), South African health review
2008 (pp. 73–87). Durban: Health Systems Trust.
Rawal, L. B., Tapp, R. J., Williams, E. D., Chan, C., Yasin, S.,
& Oldenburg, B. (2012). Prevention of type 2 diabetes
and its complications in developing countries: A
review. International Journal of Behavioral Medicine,
19(2), 121–133. doi:10.1007/s12529-011-9162-9
Von Korff, M., Gruman, J., Schaefer, J., Curry, S. J., &
Wagner, E. H. (1997). Collaborative management of
chronic illness. Annals of Internal Medicine, 127(12),
1097–1102.
Wagner, E. H. (1998). Chronic disease management: What
will it take to improve care for chronic illness?
Effective Clinical Practice, 1(1), 2–4.
Yanagisawa, S., Soyano, A., Igarashi, H., Ura, M., &
Nakamura, Y. (2015). Effect of a maternal and child
health handbook on maternal knowledge and behaviour: A community-based controlled trial in rural
Cambodia. Health Policy and Planning, 30(9),
1184–1192. doi:10.1093/heapol/czu133

Page 10 of 11

Dube et al., Cogent Social Sciences (2019), 5: 1582139
https://doi.org/10.1080/23311886.2019.1582139

© 2019 The Author(s). This open access article is distributed under a Creative Commons Attribution (CC-BY) 4.0 license.
You are free to:
Share — copy and redistribute the material in any medium or format. Adapt — remix, transform, and build upon the
material for any purpose, even commercially.
The licensor cannot revoke these freedoms as long as you follow the license terms.
Under the following terms:
Attribution — You must give appropriate credit, provide a link to the license, and indicate if changes were made.
You may do so in any reasonable manner, but not in any way that suggests the licensor endorses you or your use.
No additional restrictions
You may not apply legal terms or technological measures that legally restrict others from doing anything the license permits.

Cogent Social Sciences (ISSN: 2331-1886) is published by Cogent OA, part of Taylor & Francis Group.
Publishing with Cogent OA ensures:
•

Immediate, universal access to your article on publication

•

High visibility and discoverability via the Cogent OA website as well as Taylor & Francis Online

•

Download and citation statistics for your article

•

Rapid online publication

•

Input from, and dialog with, expert editors and editorial boards

•

Retention of full copyright of your article

•

Guaranteed legacy preservation of your article

•

Discounts and waivers for authors in developing regions

Submit your manuscript to a Cogent OA journal at www.CogentOA.com

Page 11 of 11

