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Abstract 

 

The importance of self-management support (SMS) as part of healthcare provision is widely 

accepted, but questions remain as to the best ways of implementing SMS, in particular in service 

user groups with complex and multiple long-term needs. The present project represents an 

innovative approach to delivering Bridges SMS to groups with complex long-term neurological 

conditions through existing community rehabilitation and enablement services. In 2015, over 90 

practitioners from multi-agency multi-professional teams in the South London Borough of 

Lewisham received staged training to integrate SMS into their care and rehabilitation 

interactions. The process was supported through contextualisation to the local context, 

development of a new bespoke self-management tool, application of change management theory, 

and a mixed-methods impact evaluation. Findings showed that practitioners changed the nature 

of their interactions, and had increased knowledge and confidence to support individuals to self-

manage. Service user data illustrated the impact of interactions with practitioners, and how the 

support received had increased service users’ confidence and encouraged different skills to 

manage their condition. This project has shown that it is possible for different health and social 

care professionals and support workers from a community workforce to make key changes to 

their practice and arrive at a shared understanding of quality SMS. Further work is ongoing to 

support and sustain this way of working within Lewisham, and to explore how Bridges SMS can 

be evaluated further with the aim of spreading to other areas of South London.  

 

Keywords: Bridges self-management support, community rehabilitation, enablement, 

intermediate care, neurological long-term conditions, reablement, social care 
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Introduction and background 

 

Over the past two decades, self-management support (SMS) has come to be considered a 

necessary component of health and social care provision, in order to adapt the system to 

increasing numbers of people who are living with one or more long-term conditions (NHS 

England, 2015a, 2015b, 2014; Eaton, Roberts & Turner, 2015; Coulter, Roberts & Dixon, 2013; 

Great Britain. Department of Health, 2012, 2005; Naylor et al., 2010; World Health 

Organization, 2005). The concept of SMS is based on the realisation that all people with long-

term conditions do self-manage continuously: ‘One cannot not manage … The only question is 

how one manages’ (Lorig & Holman, 2003). As opposed to the traditional focus on episodic 

service provision in response to acute illness or crisis, the SMS approach aims to have long-

lasting impact that helps individuals to self-manage better and live well, thereby contributing to 

better health outcomes, improved service user experience, and a more sensible use of health and 

social care resources (Coulter et al., 2015; Hibbard & Greene, 2013; Nesta, 2013; de Silva, 2011; 

Newman, Steed, & Mulligan, 2004; Lorig & Holmann, 2003; Barlow, Wright, Sheasby, Turner, 

& Hainsworth, 2002). While the case for SMS has been made, questions remain as to the best 

ways of implementing SMS on a large scale.  

SMS interventions typically consist of different components, which can be situated along 

a spectrum of information provision versus behaviour change elements; and acquisition of 

technical skills versus focus on increasing self-efficacy (de Silva, 2011, p. 11). Interventions may 

be distinguished into condition-specific or generic approaches, and most research evidence is 

available for the former (Coulter et al., 2015; Newman et al., 2004; Barlow et al., 2002). SMS 
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may be delivered in various formats, including individual one-to-one interactions, group-based 

events, and tele-communications and online technology. The most prominent group-based SMS 

programme in the United Kingdom (UK) is the Expert-Patients Programme (Great Britain. 

Department of Health, 2001; Expert Patients Programme Community Interest Company, no 

date), which is modelled on the Chronic Disease Self-Management Program developed in the 

United States during the 1990s (Sobel, Lorig, & Hobbs, 2002). While there is considerable 

heterogeneity in the specifics of SMS interventions that have been developed and reported in the 

past, a commonality is that successful SMS interventions must be based on a whole systems 

approach and engage service users, practitioners and service organisation; and that ongoing 

sustainability work is required to effectively embed SMS in routine working practices and 

processes (Newbronner, Chamberlain, Borthwick, Baxter, & Sanderson, 2013; de Silva, 2011; 

Kennedy, Rogers, & Bower, 2007). In practice this means that SMS interventions need to be 

contextualised to local service user groups and services through co-production and change 

management approaches (Newbronner et al., 2013; Kennedy et al., 2007).  

The present project took place in the London Borough of Lewisham. Like many boroughs 

in South London, Lewisham is undergoing significant re-organisation to integrate community 

health and social care. The workforce will be working in a more cohesive way within four newly 

formed neighbourhood ‘hubs’. This development towards integrated working provided an 

opportunity and the background to the present project, which aimed to embed an innovative, 

shared approach to SMS for service users with LTNCs. Many models of SMS involve group-

based programmes, neither accessed nor suitable for people with complex LTNC, e.g. multiple 

strokes, Parkinson’s disease, multiple sclerosis, brain injury, or dementia. Lewisham has a 

culturally and ethnically diverse population with 46% black, Asian and minority ethnic (BAME) 
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groups, complex patterns of service use and social issues (housing, employment, social 

deprivation), which impact self-efficacy, health literacy and can distance individuals from 

existing approaches to self-management. Practitioners can feel ill-equipped to engage people 

from ethnic minority groups and service users with complex health needs to self-manage (Norris, 

Jones, Kilbride, &Victor, 2014; Jones, Riazi, & Norris, 2013; Norris & Kilbride, 2013; Wilson et 

al., 2012). Specific SMS strategies are required to meet these challenges, and research has shown 

that it can be feasible to deliver SMS to people with complex needs. But critically this requires 

skilled interactions by health and social care practitioners to work alongside service users who 

may not be ‘good self-managers’, motivated, health literate, nor have social capital (Jones & 

Bailey,2013; Jones et al., 2012; Jones, Livingstone, & Hawkes, 2012; Jones, Mandy, & 

Partridge, 2009).  

The present project aimed to equip the current (and future) community rehabilitation and 

enablement workforce in Lewisham with the skills to empower service users with LTNCs to 

become more involved in their health and wellbeing, by implementing Bridges SMS. The project 

was novel in targeting this specific section of community care services; and in the particular way 

that the implementation of SMS was tailored to the local context of participating services and 

their client groups. Characteristics of services and client groups were addressed by, firstly, co-

producing the workforce training content and a bespoke SMS tool with local service users with 

long-term conditions; secondly, by delivering training in cross-organisational groups, to foster a 

shared understanding of SMS and promote interprofessional collaboration across the landscape 

of local services; and thirdly, by delivering training in provider-based self-management support 

(Bridges). ‘Provider-based’ refers to SMS that originates from and is initiated through the service 

provider, as opposed to SMS programmes that are initiated and organised by service users for 
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service users. This allows teams to integrate this way of working into day-to-day working 

practices, thereby bringing SMS to future clients with every single one-to-one interaction 

between client and practitioner. As part of this implementation project, data were collected to 

allow concurrent contextualisation and retrospective impact evaluation of the process, from the 

perspectives of both the participating workforce and the clients they serve.  

The participating workforce comprised of four distinct services, which operate within 

different organisational contexts but with overlapping and aligned service aims: Community 

Connections Lewisham, Lewisham Adult Therapy Team (LATT), Lewisham Adult Social Care 

Integrated Neighbourhoods, and Lewisham Enablement Service (LES). Service details are given 

in Table 1.  
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Table 1. Details of participating service 

Service Aim Staffing structure Service provision Funding 

Community 

Connections 

Lewisham 

Prevention and early 

intervention programme to 

support vulnerable and 

isolated people living in the 

community; and support 

community organisations to 

share resources, increase 

provision and create 

sustainability 

 

Community 

development 

workers and 

community support 

facilitators 

Flexible service provision, 

one-to-one meetings from 

short-term input up to three 

months of individual support, 

which can include signposting, 

case-work, practical support 

Local 

Authority 

Lewisham Adult 

Therapy Team 

(LATT) 

Provide rehabilitation therapy 

to people living in the 

community and unable to 

access outpatient therapy 

services 

Physiotherapists, 

occupational 

therapists, speech 

and language 

therapists, therapy 

assistants 

Flexible service provision 

dependent on clinical need, 

with no restrictions on time 

period or number of visits; on 

average one initial visit and 

four follow-up visits 

 

NHS 

Lewisham Adult 

Social Care 

Integrated 

Neighbourhoods 

Assessment of needs, support 

planning, adult safeguarding, 

advice and information 

provision, signposting 

 

Social workers, 

occupational 

therapists, support 

planners 

Variable service provision, 

mostly one single face-to-face 

meeting per case followed by 

background casework 

 

Local 

Authority 

Lewisham 

Enablement 

Service (LES) 

Provide care support and 

rehabilitation therapy to 

people living in the 

community to achieve 

independence 

 

Enablement 

officers, 

rehabilitation 

support workers, 

physiotherapists, 

occupational 

therapists 

 

Time-limited service up to six 

weeks, with up to four daily 

visits 

NHS and 

Local 

Authority 

NHS, National Health Service 

 

 

The structure of this implementation project was modelled on Normalisation Process 

Theory (NPT), which describes the processes by which practices become routinely embedded in 

everyday life (Murray et al., 2010; May & Finch, 2009; May et al., 2009). NPT operationalises 

implementation in four mechanisms, described as coherence (meaning and sense making of the 

intervention by participants); cognitive participation (commitment and engagement by 

participants); collective action (the work participants do to make the intervention function); and 

reflexive monitoring (participants reflect on or appraise the intervention; May & Finch, 2009). 

Figure 1 outlines the project stages, and where opportunities for NPT mechanism were focused 
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along the project timeline. The project impact evaluation took a mixed methods approach, in the 

sense that both quantitative and qualitative data were collected. These data were used to describe 

the implementation process, discover practitioners’ and service users’ views and reflections, 

interpret the observed trends and themes, and reach an overall judgement as to the relative 

success of embedding provider-based SMS in this setting. 

 

 

 

Figure 1. Project stages and Normalisation Process Theory (NPT) mechanisms 
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The Bridges self-management support approach 

 

The present project implemented Bridges SMS (Figure 2), which has been developed by 

Professor Fiona Jones at the Faculty of Health, Social Care and Education at Kingston University 

and St George’s, University of London. Bridges is based on a programme of research that 

followed a staged approach using the Medical Research Council’s framework for complex 

interventions. The success of Bridges has led to the creation of Bridges Self-Management 

Limited, a social enterprise based at St George’s University, London, which is now the training 

provider for Bridges in the UK and internationally, and conducts ongoing research and 

development of the Bridges approach. For further information about Bridges Self-Management 

Limited please refer to the Bridges website www.bridgesselfmanagement.org.uk.  

Bridges utilizes three key aspects of SMS (Kennedy, Rodgers, & Bowers, 2007):  

(1) Bridges tailors SMS to the individual. The Bridges team have significant experience 

of developing bespoke tools and resources, for example in stroke and traumatic brain injury. 

These methods were used in the present project to co-produce a new patient workbook and 

training resources for people with LTNCs, including those with complex/multiple conditions 

such as early dementia.  

(2) Bridges considers the skills of professionals and changing attitudes and beliefs. The 

Bridges team have undertaken numerous research and service development projects to inform 

quality workforce training in self-management. This involves ‘going beyond’ face-to-face 

training, and supporting teams to develop strategies, including peer observation, champions, 
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refresher sessions, and accessing Bridges resources to support continuing professional 

development, e.g. evidence bulletins, case studies and newsletters.  

(3) Bridges addresses organisational and team contexts to integrate a self-management 

strategy. The Bridges team address change management aspects of delivering SMS and have 

been involved in a number of projects using NPT and Plan-Do-Study-Act (PDSA) to facilitate 

teams to raise awareness, integrate, sustain and evaluate SMS.  

An important aspect of Bridges SMS is that it is integrated into practitioners’ routine way 

of working, as opposed to an add-on to existing service provision. Once implemented 

successfully, Bridges SMS therefore does not require additional time or staffing, but benefits 

clients through usual one-to-one interactions with practitioners.  

 

 

Figure 2. The Bridges approach to self-management support 
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For the present project, training in Bridges SMS was contextualised to the participating 

community health and social care teams, and to the target service user groups with LTNCs. 

Training was delivered in a staged three-part course. Briefly, parts one and two delivered theory 

and practical aspects of Bridges SMS, and part three provided an opportunity for practitioners to 

give feedback and reflect after trialing SMS strategies in practice. Training sessions were held in 

small-size interprofessional groups and incorporated interactive activities and group discussions, 

to foster cross-organisational bonding, knowledge exchange and learning. The duration of each 

training session was three hours. To accommodate practitioners’ varying work schedules and to 

allow for cross-cover within teams, six date/time options were provided for each training part.  
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Project objectives and deliverables  

 

This section summarises the project outcomes with respect to the project objectives and 

deliverables specified in the grant application.  

 

 

Objective 1. Explore perceived barriers, attitudes and existing skills of the participating 

community rehabilitation and enablement workforce with respect to integrating SMS for people 

with LTNCs  

This objective was fully achieved.  

In the project preparatory stage, staff members from all participating teams were 

shadowed in twelve client visits, and existing skills and application of SMS strategies were 

observed. Sixty pre-training questionnaires (capturing practitioners’ self-management beliefs and 

attitudes) were completed and returned by practitioners. Feedback on perceived barriers to 

implementation was collected from practitioners’ in 121 written course feedback forms, 29 

written case reflections, and in six group discussions during the final training session. The 

findings are presented in the impact evaluation section (page 29).  
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Objective 2. Co-produce a new self-management tool (client-held booklet) for patients living 

with LTNCs that can be used by practitioners to enhance SMS within care and rehabilitation 

interactions 

This objective was fully achieved.  

The Bridges team and local service users with LTNCs co-produced A book for people 

living with long-term conditions, a bespoke client-held self-management tool specifically for the 

present project. The Bridges team conducted one focus group with five participants, and twelve 

individual qualitative interviews with service users living with LTNCs in Lewisham. Ten 

interviewees volunteered to provide stories and participate in the co-production process for the 

booklet. Five hundred copies of the booklet were printed. Forty complimentary copies were 

provided to service users who participated in the co-production process. Four hundred fifty 

copies were distributed to health and social care practitioners who attended the Bridges training 

course, to be given out and used in their work with clients. Sample pages of A book for people 

living with long-term conditions are given in Appendix 1 (page 64).  

 

 

Objective 3. Explore the feasibility and acceptability of the new self-management tool with 

service users, families and practitioners 

This objective was fully achieved.  

Feedback on the booklet A book for people living with long-term conditions was collected 

in 29 written practitioner case reflections, in practitioner group discussions and in qualitative 

interviews with eight service users. The findings are presented in the impact evaluation section 

(page 52).  
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Objective 4. Explore the impact on staff attitudes, beliefs, knowledge of SMS and changes in 

practices as a result of implementing a whole systems approach to SMS across workforce 

boundaries  

This objective was fully achieved.  

Data for impact evaluation were collected in 54 post-training questionnaires (capturing 

practitioners’ self-management beliefs and attitudes), 29 written case reflections, six group 

discussions in the third training sessions, and feedback from members of the project steering 

group. The findings are presented in the impact evaluation section (page 29). 

 

 

Objective 5. Develop and test data capture methods to evaluate the impact of provider-based self-

management support on patient quality of life, mood and self-efficacy  

This objective was partially achieved.  

Data collection tools have been selected (standardised research questionnaires: EQ-5D 

EuroQol health-related quality of life scale, Nottingham Activities of Daily Living questionnaire, 

General Self-Efficacy scale) and a semi-structured interview schedule devised (Table 2, page 

27). The initial objective of recruiting 30 service users to the impact evaluation cohort was 

partially achieved. Ten service users were recruited between 1st June and 30th September 2015. 

Findings are presented in the impact evaluation section (page 40).  
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Objective 6. Explore health and social care utilisation in patients with LTNCs receiving the new 

SMS package 

This objective was partially achieved.  

Health and social care utilization was captured in a cohort of service user, using the 

Client Socio-demographic and Service-Receipt Inventory (CSSRI). The initial objective of 

recruiting 30 service users to the impact evaluation cohort was partially achieved. Ten service 

users were recruited between 1st June and 30th September 2015. Findings are presented in the 

impact evaluation section (page 40).  
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Impact Evaluation 

 

Methods 

As part of this workforce training initiative, data were collected to allow concurrent 

contextualisation and retrospective evaluation of the process. The aim was to capture 

perspectives of both the interprofessional workforce and the clients they serve, by evaluating (1) 

change in beliefs and attitudes towards SMS amongst practitioners; (2) perceptions of feasibility 

and barriers of implementing SMS amongst practitioners; (3) practitioners’ reflections and 

feedback after applying SMS strategies in practice; (4) service users’ self-reported outcome 

measures of health-related quality of life, activities of daily living and self-efficacy before and 

after episodes of service provision; (5) service users’ utilisation of health and social care services 

before and after episodes of service provision; and (6) service users’ qualitative feedback on 

concurrent episodes of service provision.  

The evaluation took a mixed methods approach, in the sense that both quantitative and 

qualitative data were collected. These data were used to describe the implementation process, 

discover participants’ views and reflections, interpret the observed trends and themes, and reach 

an overall judgement as to the relative success of embedding provider-based SMS in this setting. 

 

Participants 

Ninety-two members of staff from the four participating services attended training in 

provider-based SMS. This was a diverse interprofessional group, comprising social workers, 

enablement officers, physiotherapists, occupational therapists, speech and language therapists, 
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therapy assistants, care workers, and voluntary sector workers. For the purpose of this report, this 

interprofessional group is referred to as ‘practitioners’. Depending on the service, training was 

either arranged as a scheduled activity for the entire team, or practitioners were invited to attend 

training on the basis of development need and/or interest.  

After workforce training, a cohort of ten service users living with long-term conditions 

was recruited. Service users were eligible if they had one or more long-term condition; if they 

were newly referred to one of the participating services; and if the practitioner/s working with 

the person intended to implement SMS strategies. Individuals were excluded if they lacked 

decisional capacity to give informed consent to the study; or if they were unable to participate in 

a qualitative interview or complete an interviewer-administered questionnaire due to 

communication difficulty. Participant information sheets were either posted to service users with 

the initial appointment letter, or handed out in person by practitioners in the first client meeting. 

Clients who were interested in the study were then contacted by the research team over the phone 

to discuss the study further and arrange the first research visit, in which written informed consent 

was obtained. Recruitment took place from 1st June to 30th September 2015. Out of 13 service 

users who expressed interest in the study, ten decided to take part.  

 

Data collection 

Practitioners completed a previously developed questionnaire of SMS beliefs, attitudes 

and perceptions (Jones & Bailey, 2013) before the first and after the last training session. 

Questionnaire items include statements regarding SMS which can be interpreted as either 

aligning with or contradicting the principles of SMS. Response options are strongly agree, agree, 

disagree, and strongly disagree. Practitioner’s experiences of applying SMS strategies and 
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feedback on barriers and facilitators of SMS were collected in 121 written feedback forms during 

training session parts two and three; in 29 written case reflections provided by practitioners after 

applying SMS with a client; and in six group discussions held in training session parts three. 

Group discussions were facilitated by two trainers. Course attendees were first asked to discuss 

experiences of applying SMS in pairs, and then share with the whole group, while comments 

were written down by one of the trainers.  

Service users completed the following standardised interviewer-administered 

questionnaires in two research visits, eight weeks apart and concurrent to episodes of service 

provision through the participating services: EQ-5D-5L (health-related quality of life measure) 

(EuroQol Research Foundation, 2015), Nottingham Extended Activities of Daily Living 

(NEADL) questionnaire (Nouri & Lincoln, 1987), General Self-Efficacy scale (GSE) (Schwarzer 

& Jerusalem, no date, 1995), and Client Socio-demographic and Service-Receipt Inventory 

(CSSRI) (Chisholm, Knapp, Knudsen, Amaddeo, Gaite, & Van Wijngaarden, 2000). The second 

research visit also included an audio-recorded semi-structured interview, aimed at eliciting 

participants’ experiences and reflections on the SMS received through the participating service 

(Table 2).  
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Table 2. Semi-structured interview schedule 

Opening question Prompts 

I would like to ask you about the 

[relevant service/team]. I understand 

that you were referred to them about 

eight weeks ago. Can you tell me a 

little about how that went?  

Do you remember who you met from the community services and 

what you did with them 

How did the sessions start – can you give me an example of what you 

would do first 

Generally who would decide what you did in your sessions and what 

you worked on 

Were you asked your views about what your priorities were 

What goals did you have 

What did you learn from working with the service 

How much do you feel the sessions followed a format set by the 

practitioner or by you 

How did you feel when the services stopped 

 

Is there anything you remember 

particularly well about the [relevant 

service / team]?  

 

Was there anything you thought was particularly good 

Was there anything that you wished had happened differently 

Some people feel quite confident to 

continue to manage under their own 

steam once sessions stop – how did 

you feel?  

Is there anything you continued to do after session stopped 

Did you achieve the things you were aiming for, or are you 

continuing to work towards them 

If you ran into a problem/difficult situation in the future, how would 

you deal with that 
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Data analysis 

Practitioner data were anonymised and analysed for the group as a whole (as opposed to 

analysis according to service, professional background, or similar). Responses to the 

questionnaire of SMS beliefs and attitudes were summarised descriptively. Qualitative data 

(written feedback forms, written case reflections and trainers’ notes from group discussions) 

were analysed using content and thematic analysis.  

Service user data were anonymised and analysed as a case series. Individual 

questionnaire scores were calculated and analysed descriptively for each case. Qualitative 

interview recordings were transcribed verbatim and analysed using thematic analysis. Data 

analyses were conducted by STK in the first instance and peer reviewed by HP, LB and FJ.  

 

Ethics 

Organisational and managerial research approvals for the impact evaluation were 

obtained for each participating team. Research ethics approval was sought for the recruitment of 

service users to the impact evaluation, and the project was given favourable ethical opinion by 

the UK National Research Ethics Service (Committee South East Coast – Surrey, reference 

number 15/LO/0621). All service users gave written informed consent to take part in the study.  

 

  



SELF-MANAGEMENT SUPPORT FOR PEOPLE LIVING WITH LONG-TERM CONDITIONS 29 

Results 

The results are organised in three sections. The first section presents findings from the 

workforce data, the second section presents findings from the service user data, and the third 

section presents findings with respect to the self-management tool (client-held booklet).  

 

Workforce 

Details of the interprofessional group of practitioners who participated in SMS training 

are presented in Table 3. Sixty practitioners completed the questionnaire of SMS beliefs and 

attitudes prior to training; 54 practitioners completed the questionnaire after training; and 92 

individuals attended the training sessions altogether. There was some fluctuation in the group 

over the duration of the project, due to individuals moving in and out of teams (staff turnover, 

rotational posts) and absences due to annual leave and sickness. This accounts for the differing 

questionnaire completion rates pre and post training, and also for individuals who partially 

completed training. Approximately 60% of questionnaire respondents completed the 

questionnaire both before and after the training course. Fifty-five practitioners completed all 

three parts of the training, and 28 completed two out of three training sessions.  
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Table 3. Details of practitioners completing questionnaires of self-management support (SMS) 

beliefs and attitudes 

 Before training 

delivery 

(n=60) 

Following 

completion of 

training 

(n=54) 

Professional background   

Nurse 1 (2%) - 

Occupational Therapist 4 (7%) 8 (15%) 

Physiotherapist 9 (15%) 5 (9%) 

Social Worker 8 (13%) 5 (9%) 

Speech and Language Therapist 3 (5%) 2 (4%) 

Rehabilitation / Healthcare Assistant  11 (18%) 7 (13%) 

Enablement Officer 11 (18%) 19 (35%) 

Senior Enablement Officer 3 (5%) 4 (7%) 

Voluntary Sector 8 (13%) - 

Other Profession 

 

2 (3%) 4 (7%) 

Years of work experience   

Up to 6 months 1 (2%) 3 (6%) 

Up to 1 year 6 (10%) 2 (4%) 

Up to 5 years 14 (23%) 20 (37%) 

Up to 10 years 14 (23%) 14 (26%) 

Beyond 10 years 22 (37%) 12 (22%) 

Missing 

 

3 (5%) 3 (6%) 

Years of working for the current service   

Up to 6 months 9 (15%) 12 (22%) 

Up to 1 year 11 (18%) 8 (15%) 

Up to 5 years 21 (35%) 18 (33%) 

Up to 10 years 7 (12%) 10 (18%) 

Beyond 10 years 9 (15%) 6 (11%) 

Missing 

 

3 (5%) - 

Will you still be with your current team by the end of this project?   

Yes 36 (60%) n/a 

No 8 (13%) n/a 

Unsure 

 

16 (27%) n/a 

Did you also complete this questionnaire before the training course?   

Yes n/a 34 (63%) 

No n/a 12 (22%) 

Missing 

 

n/a 8 (15%) 

Figures are frequencies (%); n/a, not applicable 

 



SELF-MANAGEMENT SUPPORT FOR PEOPLE LIVING WITH LONG-TERM CONDITIONS 31 

Findings from structured questionnaire of self-management support (SMS) beliefs and 

attitudes 

Responses to the questionnaire of SMS beliefs and attitudes showed a change from 

before training to after training in most items that relate to principles of SMS, in the sense that 

the proportion of respondents who replied in line with SMS principles was greater after training 

completion (Table 4). Pre-training questionnaire items on perceptions of SMS in the context of 

respondents’ day-to-day work demonstrated that as a group, practitioners were open to and saw a 

place for SMS within their practice: 96% agreed that their service was the right environment to 

focus on self-management; 100% agreed that introducing the client and their family/carers to 

self-management strategies was a priority within their role; and approximately 75% thought that 

their clients would not be prevented from taking on self-management strategies because of being 

unwell, being too distracted or lacking motivation.  
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Table 4. Self-management support (SMS) beliefs and attitudes, before and after training 

completion 

Questionnaire item 

(in brackets the response in concordance with SMS) 

Proportion of respondents in concordance 

with SMS 

 

Before training 

 

After training 

When ideas/goals suggested by clients are unrealistic, it holds 

back progress (disagree) 

 

43% 67% 

It is important to educate the client about setting achievable goals 

(disagree) 

 

5% 44% 

The practitioner should usually lead the rehabilitation/enablement 

process (disagree) 

 

50% 54% 

A self-management programme mostly includes education for the 

client and their family (disagree) 

 

16% 38% 

Where possible, goals or targets of rehabilitation/enablement 

should always be written in the client’s own words (agree)  

 

79% 88% 

A client’s confidence has more influence on the outcome of 

rehabilitation/enablement than the skills of the practitioner (agree) 

 

84% 88% 

Rehabilitation/enablement plans should be guided by the 

practitioner (disagree) 

29% 51% 

   

Self-management should always be introduced just before 

discharge from services (disagree) 

 

33% 62% 

Self-management is all about getting people to do more for 

themselves (disagree) 

 

14% 19% 

If clients have cognitive problems they would be unable to learn 

to self-manage (disagree) 

 

74% 78% 
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Findings from practitioners’ qualitative feedback  

Qualitative feedback on implementing SMS in practice described a mixed picture of 

successes and challenges, which can be summarised in four main themes: perceived barriers to 

SMS; individual learning needs and work practices; reflections on a collaborative working style; 

and the need to facilitate SMS at the level of service organisation.  

 

Barriers to SMS 

Prior to trialing SMS in practice, the following anticipated barriers were listed most 

frequently by practitioners: time constraints and inconsistency in staff (i.e. barriers relating to the 

service provider); and clients’ lack of engagement with the approach (i.e. barrier relating to 

service users) (Table 5).  

 

Table 5. Barriers to applying self-management support (SMS), anticipated by practitioners prior 

to implementation 

Barrier Frequency of mention 

Time constraints 14 

Lack of client participation/engagement 10 

Lack of consistency in staff, limited number of contacts with client over time,  

  lack of opportunity to follow-up 

 

9 

Clients’ high level of dependency and complex needs 3 

Current organisational systems, lack of organisational commitment 3 

Clients’ ability to remember using the book (SMS tool) 2 

Practitioner mind set and limited confidence/experience in implementing SMS 

 

2 

Client’s expectation of equipment/adaptation provision 1 

Limited resources (financial, social) available to the client 1 

Other practical issues  

 

1 
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After implementing SMS, the issue of time constraints was less prominent in 

practitioners’ feedback, and 87% agreed that there was generally time within their role to 

introduce clients and their family/carers to self-management strategies. Several practitioners did, 

however, report experiences that inconsistency in staff made it difficult to build a continuous 

SMS rapport and trust with clients.  

Lack of clients’ engagement was to some extent confirmed as a potential barrier, although 

there were several layers to this. Where lack of engagement had been encountered, in some cases 

this was attributed to clients’ cognitive and communication difficulty (e.g. due to advanced 

dementia, long-term alcohol dependency, etc.): “The approach is perhaps not for everyone. It 

varies very much, depending on the client’s level of cognition and the stage they are at in their 

journey” (case reflection 25, speech and language therapist). In other cases it was attributed to 

high levels of dependency and complex health and social care needs; or to individuals’ attitudes 

of entitlement and expectation that “the system” was there to “deliver goods and services” (group 

discussion 1), which was seen as counter-productive to the SMS approach: “Braking the barrier 

of patient expectation with some difficult patients, who I may recognise to have the ability to 

self-manage but are reluctant to stop having professional input” (feedback form 52, 

physiotherapist). As a consequence, some practitioners reflected on feeling the need to get to 

know clients in order to select the “right” person for a dedicated SMS approach, and also to 

“possibly cherry-pick” which client the SMS resource (client-held booklet) was given out to 

(group discussion 3). In contrast, other practitioners reported successes when trialing the 

approach without such pre-selection and also, for example, with clients who exhibited 

challenging behaviour patterns or complex psychological states.  
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Individual learning needs and work practices 

Practitioners’ feedback illustrated the reflective learning process that took place at an 

individual level during the training and implementation stages of the project. Practitioners 

commented on the deliberate application of many of the practical SMS strategies that had been 

presented in the training session, for example the use of problem solving, small steps to achieve 

targets, reflection, open-ended questions and active listening to discover clients’ hopes and plans 

for the future. While some practitioners acknowledged their own limited confidence and need to 

improve in applying these strategies (“I need to practice this more”, case reflection 27, 

physiotherapist), others felt the training programme validated their current practice: “Actually I 

use a client-centred, client expert perspective in my intervention with clients. I think the process 

has empowered me to use/recognise this approach” (case reflection 24, speech and language 

therapist).  

Several feedback comments demonstrate how the training and application of SMS 

highlighted and reinforced fundamentals of SMS for practitioners, such as the overall aim of the 

approach, the practitioner’s role in SMS, and the use of language:  

“I have learned that when you start working in the self-management model, 

you are thinking or looking at how the person can take control of what is going on 

with them, even if it’s a small step or achieving a small goal” (case reflection 12, 

enablement officer) 

“Maybe have to change the thinking that we are there to ‘do for’ rather than 

‘do with’ the client” (feedback form 40, enablement officer) 

“Made me reflect on language I had been using that was counter-productive 

to providing patients with sense of control” (feedback form 57, occupational 

therapist) 

“[A learning point for me was] the use of language, having the questions that 

make people reflect and look for their own answers to their own wants and/or 

problems” (case reflection 16, social worker) 
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Individual learning was further reflected by practitioners’ personal action plans to 

strengthen individual SMS practice going forward (Box 1).  

Box 1. Practitioners’ action plans to further strengthen self-management support (SMS) practice: 

Responses to “What is the one thing you will do differently in your practice going forward?” 

Build trust with someone 

Go into session prepared with self-management prompts, e.g. catch phrases 

Use the strength of clients as starting point rather than focusing on what we (i.e. the 

practitioner/service) can do; ask what works well, focus on the positive rather than 

only on the negative 

Have a discussion at service leader level about how to implement self-management 

support; facilitate self-management support within services and teams, make service 

more flexible, rethink goal-setting 

Ensure I listen well, listening 

Get to know the book [client-held self-management tool] better 

Avoid using the word ‘goal’ 

Use the book, using the book with more people; give the book out to one current client; 

give the book out 

Focus on people’s efforts, rethink how to measure success 

Encourage people through helping them reflect on what worked well, acknowledge 

small steps/stages, focus more on reflection so that people see that they achieve it; 

move towards doing things with people by building confidence; use small steps; get 

feedback from clients 

Be more patient, take a step back and let people figure out what works well for them; 

take more time to give people the opportunity to find out what works best for them 

Focus on people’s goals, encourage people to come up with goals, make sure people 

have a copy of goals; address priorities of service users; acknowledge hopes and not 

achievable aims; ensure goals are owned by people 

Communication within team; communicate better within the team 
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A collaborative working style 

Several practitioners reflected on how the SMS training had strengthened a more 

conscientious collaborative approach to building relationships with clients, and a more liberated 

approach to goal setting and planning. On a practical level, this related to the language and 

behaviours practitioners adopted in momentary one-to-one interactions with clients. For 

example, several practitioners reported reducing verbal prompts and guidance, letting the client 

find out for themselves what works, and being flexible to follow the client’s lead (group 

discussion 1). One practitioner reported purposely doing less for the person but encouraging 

them to do things for themselves (group discussion 2), and another practitioner reflected “I could 

be more positive, [asking clients] ‘what can you do now’” (group discussion 3).  

On a more general level, this collaborative approach was also evident in the stance 

practitioners took towards their clients’ goals, plans and hopes for the future. For example, 

several practitioners reflected on changing from “what I think they need” to asking and listening 

to what clients say they need, giving the service user a chance to say what is important to them 

(group discussion 5). A number of practitioners shared insights into accepting the choices people 

make, for example acknowledging a client’s own goal and plan, although it was perceived as 

“unwise” by the practitioner (group discussion 4); the insight that a client might give up on a 

goal, “but this is ok if it is their decision” (group discussion 4); and an example of a successful 

transfer of power by giving the client a say in the decision about occupational therapy (group 

discussion 1).  

Further feedback on personal learning points also demonstrated how practitioners had 

adopted client-centred goal-setting principles and taken on its meaning in the context of SMS, 

for example: the importance of acknowledging hopes and aims that might not seem achievable; 
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ensuring that goals are “owned” by people; and critical reflections on the term “goal”, such as 

the insight that goal achievement is not the only measure of success, but that effort also plays a 

role (group discussions 1, 3, 4, 5). Two case examples are given in Box 2.  

 

Box 2. Two case reflections illustrating client-centred goal-setting and decision-making as part of 

SMS practice 

One enablement officer reflected on 

working with a person who suffered 

recurring strokes. The client was willing to 

keep their independence and able to “have 

a go” at tasks to ascertain whether they 

were able to do it, before requesting 

support or help.  

The practitioner let the client take the lead 

in deciding what was important and what 

they wished to add to the rehab plan. The 

practitioner supported the client in making 

their own choices, even if only to choose 

what to wear, what to have for breakfast, or 

how they would like to be supported, for 

example in activities of daily living. The 

practitioner reflected: “I have noticed that 

the service user feels much better about 

themselves if they make a decision about 

what they want to do”; and that they could 

have done the following better: “If possible 

to always ask the service user what small 

goal they would like to achieve in day-to-

day tasks or activities apart from the 

prescribed rehab action plan”.  

One speech and language therapist 

reflected on working with a person with 

multiple sclerosis, who had experienced 

increasing difficulties with memory, 

swallowing and speaking. The client was 

very self-motivated and had a good 

understanding of their difficulties.  

The practitioner discussed with the client 

about what they would like to work on and 

what was important in their everyday life. 

They encouraged the client to reflect on and 

identify their own priorities, for example 

being able to go to a restaurant and eat, 

and participate in conversations with 

groups of friends. These were important to 

the client, who was a very sociable person. 

The client was keen to engage in discussion 

and appeared to gain in confidence when 

provided with feedback from the 

practitioner. Eventually, the client was able 

to join in a birthday meal at a restaurant 

without experiencing any swallowing 

difficulty or choking.  
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Need to facilitate self-management support at the level of service organization 

Practitioner feedback highlighted that, in addition to the adaptation of SMS principles by 

individual practitioners, the approach needs to be facilitated and fostered at an organisational 

level. One practitioner, for example, commented that although the SMS approach was thought to 

be  

“very positive as to how to promote the service user to make changes 

themselves, due to service needs it is going to be difficult for this to be effective in 

the team I am based in” (case reflection 23, social worker).  

 

The most commonly mentioned difficulty was inconsistency in staff working with one 

client. This was most prominent for the enablement service, which operates a high-intensity 

seven-day service with up to four daily calls, necessitating frequent change-over in staff. This 

highlighted the importance of a shared team approach, in which practitioners are able to continue 

in the same vein when taking over from a colleague. In some of the feedback discussions there 

was consensus that SMS support is “more effective if we all use the same self-management 

messages across teams” (group discussion 6). That this is possible was illustrated by examples of 

successful continuation of Bridges SMS by practitioners who covered for a colleague (case 

reflection 19).  

Further discussion of organisational issues and team processes that could be developed to 

facilitate SMS touched on making services more flexible, re-thinking rigid goal setting practices 

and optimising team communication. These points were also acknowledge by senior and 

managerial team members, who reported intentions to review service processes to facilitate SMS 

(group discussions 1, 3, 4).  

  



SELF-MANAGEMENT SUPPORT FOR PEOPLE LIVING WITH LONG-TERM CONDITIONS 40 

Service users 

Seven women (participant codes F1 to F7) and three men (participant codes M1 to M3) 

were recruited to the service user outcome evaluation. This was a diverse group of people living 

with different and multiple long-term conditions (multiple sclerosis, myalgic encephalopathy, 

stroke, cancer, arthritis, diabetes, hypertension, asthma, chronic obstructive pulmonary disease, 

sickle cell anaemia, epilepsy, chronic pain). Half of the participants were from BAME groups. 

Age groups spanned from young adults in their twenties to participants in their seventies (Table 

6).  
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Table 6. Service user characteristics 

Participant 

code 

Age 

group 

Ethnicity Highest 

completed 

level of 

education 

Living 

situation 

Accommodation Employment 

status 

Main income 

source 

Monthly total 

personal gross 

income* 

 

Main health 

condition(s) 

F1 50-59 White 

British 

 

Tertiary With 

children 

Rented from 

local authority 

Unemployed due 

to health 

State benefits £1209 to 

£1699 

Multiple sclerosis 

M1 20-29 Middle 

Eastern 

 

Tertiary With 

relatives 

Privately rented Unemployed due 

to health 

State benefits, 

family support 

£650 to £885 Multiple sclerosis 

M2 70-79 Black 

African 

 

Tertiary Alone Rented from 

local authority 

Retired due to 

health 

Pension, state 

benefits 

Not disclosed Renal failure, cancer, 

arthritis, diabetes 

M3 50-59 White 

British 

 

Tertiary Alone Owner-occupied Unemployed due 

to health 

State benefits £886 to £1208 Myalgic 

encephalopathy 

F2 40-49 Black 

Caribbean 

Secondary With 

children 

Rented from 

housing 

association 

Retired due to 

health 

State benefits £650 to £885 Ehlers-Danlos 

syndrome, asthma, 

chronic pain 

F3 40-49 Black 

British 

Tertiary With 

children 

Owner-occupied Unemployed due 

to health 

State benefits Less than 

£649 

Multiple sclerosis, 

sickle cell anaemia, 

asthma 

F4 70-79 White 

British 

Secondary With 

relatives 

Privately rented Retired not due 

to health 

Pension £886 to £1208 Chronic obstructive 

pulmonary disease, 

osteoporosis 

F5 50-59 Black 

African 

 

Tertiary Alone Rented from 

local authority 

Unemployed due 

to health 

State benefits Less than 

£649 

Multiple strokes, 

hypertension, asthma 

F6 20-29 White 

British 

 

Tertiary With 

others 

Privately rented Unemployed due 

to health 

State benefits Less than 

£649 

Epilepsy, asthma, 

cancer 

F7 50-51 Black 

British 

 

Tertiary With 

children 

Owner-occupied Unemployed due 

to health 

State benefits £650 to £885 Multiple sclerosis 

F denotes female participant, M denotes male participant; *Income categories according to Client Socio-Demographic and Service-Receipt Inventory (CSSRI) 
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Findings from structured questionnaires 

The quantitative questionnaire results illustrate the multiple and complex health and 

social care needs of this group (Tables 7, 8a and 8b). In the EQ-5D descriptors, participants 

reported moderate, severe or extreme problems for 43 (86%) out of overall 50 domain 

descriptors at the first time point. The median (range) EQ-5D VAS rating at the first time point 

was 30 (5, 55), compared to a UK population mean of 82.8 across all age groups, and a UK 

population mean of 73.8 in those aged 75 years and older (Janssen & Szende, 2014). The median 

(range) NEADL score at the first time point was 20 (0, 36), compared to a maximum score of 66 

indicating full independence in activities of daily living. Participants’ self-efficacy according to 

the GSE scale was spread across the possible range, with a median (range) of 22 (10, 38). In the 

six weeks leading up to the first study time point, participants as a group had 44 consultations 

with general practitioners, 56 contacts with other community health professionals, 48 hospital 

outpatient clinic appointments, one attendance at the Accident and Emergency Department and 

30 hospital inpatient admission days. In the same time period, participants as a group received 98 

weekly hours of publicly funded care support, 21 weekly hours of care support through voluntary 

agencies, and an estimated 298 weekly hours of care support from friends or family.  
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Table 7. Questionnaire scores at the first and second time point (T1 and T2, respectively) 

Participant 

code 

EQ-5D-5L 

 

 NEADL 

 

 GSE 

         T1             T2  T1 T2  T1 T2 

Descriptors 

 

VAS Descriptors VAS   

F1 

 

43545 30 43344 39  14 41  15 15 

M1 

 

43445 20 42344 25  20 25  18 17 

M2 

 

54544 40 54553 40  11 10  10 12 

M3 

 

44433 25 33433 20  20 20  27 21 

F2 

 

55553 10 No data No data  5 No data  16 No data 

F3 

 

43543 55 42331 40  25 33  35 40 

F4 

 

54551 5 43313 35  22 19  31 35 

F5 

 

22341 55 21221 60  29 57  38 40 

F6 

 

31343 45 22343 60  36 34  30 26 

F7 

 

25552 30 No data No data  0 No data  14 No data 

F denotes female participant, M denotes male participant 

EQ-5D-5L, EuroQol health-related quality of life questionnaire: descriptors indicate no problem (1), slight problem (2), moderate problem (3), severe problem 

(4) and extreme problem/unable (5); descriptors relate to the following topics in this order: mobility, self-care, usual activities, pain/discomfort and 

anxiety/depression; VAS (Visual Analogue Scale) indicates current health state between 0 (worst possible health) and 100 (best possible health)  

NEADL, Nottingham Extended Activities of Daily Living questionnaire: range 0-66, higher scores indicate greater ability and independence in activities of 

daily living 

GSE, General Self-Efficacy scale: range 10-40, higher scores indicate higher self-efficacy 
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Table 8a. Health and social care utilisation during the 6 weeks leading up to the first evaluation time point (T1) 

Participant 

code 

Community health services 

 

 Hospital services  Social support 

GP 

contacts 

GP 

costs# 

Other 

professionals 

contacts~ 

 Outpatient 

clinic 

contacts 

A&E 

contacts 

Inpatient 

stays 

(days) 

Hospital 

services 

costs^ 

 Social care 

support 

(weekly 

hours) 

 

Voluntary 

agencies 

(weekly 

hours) 

Friends and 

family 

(weekly 

hours) 

F1 

 

3 £84 3  2 - - £218  - - 168 

M1 

 

3 £99 4  6 - - £654  - 5 40 

M2 

 

3 £84 12  18 - - £1,962  70 - - 

M3 

 

2 £61 5  - - - -  1 - 7 

F2 

 

- - 10  1 - 14 £2,716  9 1 - 

F3 

 

14 £412 9  3 1 - £720  14 - 28 

F4 

 

4 £107 6  1 - - £109  4 - 3.5 

F5 

 

3 £69 1  1 - - £109  - 15 15 

F6 

 

10 £230 6  16 - 16 £4,460  - - 6 

F7 

 

2 £61 -  - - - -  - - 30 

F denotes female participant, M denotes male participant 

A&E, Accident and Emergency department; GP, General Practitioner 

#GP unit costs according to Curtis (2014), p. 194-6: £38 per contact lasting 11.7 minutes; £23 per telephone contact lasting 7.1minutes 

~includes practice nurse, district nurse, pharmacist, other professionals (e.g. dietician, podiatrist, etc) 

^Hospital services costs according to Curtis (2014), p. 111: £109 per outpatient clinic attendance; £611 per short-stay non-elective inpatient stay; £2,716 per 

long-stay non-elective inpatient stay; £3,403 per elective inpatient stay; A&E contacts are taken as short-stay non-elective inpatient stay 
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Table 8b. Health and social care utilisation during the 6 weeks leading up to the second evaluation time point (T2), and excluding the 

referring service that participated in the evaluation 

Participant 

code 

Community health services 

 

 Hospital services  Social support 

GP 

contacts 

GP 

costs# 

Other 

professionals 

contacts~ 

 Outpatient 

clinic 

contacts 

A&E 

contacts 

Inpatient 

stays 

(days) 

Hospital 

services 

costs^ 

 Social care 

support 

(weekly 

hours) 

 

Voluntary 

agencies 

(weekly 

hours) 

Friends and 

family 

(weekly 

hours) 

F1 

 

5 £160 15  1 - - £109  - - 105 

M1 

 

3 £99 1  - - - -  - <1 40 

M2 

 

6 £183 7  12 - - -  40 - - 

M3 

 

3 £84 2  - - - -  1 - 2.5 

F2 

 

  no data* 

 

F3 

 

2 £61 3  1 - - -  12 - 35 

F4 

 

- - 7  - - - -  3.25 - 7 

F5 

 

6 £183 2  1 - - £109  - - 15 

F6 

 

8 £229 7  22 - 2 £611  - - 15 

F7 

 

  no data* 

F denotes female participant, M denotes male participant 

A&E, Accident and Emergency department; GP, General Practitioner 

#GP unit costs according to Curtis (2014), p. 194-6: £38 per contact lasting 11.7 minutes; £23 per telephone contact lasting 7.1minutes 

~includes practice nurse, district nurse, pharmacist, other professionals (e.g. dietician, podiatrist, etc) 

^Hospital services costs according to Curtis (2014), p. 111: £109 per outpatient clinic attendance; £611 per short-stay non-elective inpatient stay; £2,716 per 

long-stay non-elective inpatient stay; £3,403 per elective inpatient stay; A&E contacts are taken as short-stay non-elective inpatient stay 

*No data, participant withdrew or was unavailable for second evaluation visit 
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Findings from qualitative interviews 

Qualitative interviews were conducted in the second research visit. Two participants (F2 

and F7) discontinued the study before the second visit. One participant withdrew because they 

found the first visit too tiring, and one participant could not be reached. Eight qualitative 

interviews were conducted from August to November 2015. Interview duration was between 20 

and 90 minutes.  

Analysis from interviews with eight service users revealed a diverse range of perceptions 

about self-management and general feedback about the services they had received. As our data 

show, service users had varying levels of need. Some had been managed by several different 

community services and not all support was delivered by Bridges trained practitioners. For the 

purpose of this report we have focused on findings that relate specifically to SMS. In particular 

how participants experienced sessions with practitioners and how they felt about managing their 

condition, particularly after discharge from statutory care. 

In most cases the data tell a strong story of the impact of interactions with practitioners. 

In many cases the support received had encouraged different skills to manage their condition and 

increased confidence. Overall most participants felt positive about the approach by staff; 

however, there were two clients who highlighted some of the negative aspects of services they 

had received. These comments mostly related to time and budgetary constraints and not directly 

to the question about SMS.  But they raise an important distinction between how services and the 

efforts of practitioners are interpreted by service users. Whilst one service user may appreciate 

being given freedom and flexibility to define solutions to issues of living with their long-term 

condition, other service users have experienced a more rigid approach and feelings of being 

‘managed or directed’ by practitioners. 
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The process of being introduced to a practitioner and the relationship that develops from 

the first meeting and interaction was strongly evident in many accounts. In addition service users 

described a gradual process of gaining confidence through subsequent interactions and 

adjustment towards self-managing. We have chosen to summarise our findings according to 

headings which represent the beginning, middle and end of the relationship as it depicts how an 

integrated approach to self-management support can be portrayed within a time constrained 

service such as enablement/intermediate care. We separated the accounts about the interactions 

and support from staff, to those given about the tools and resources including our new co-

designed long-term conditions book.  

 

Setting the scene for self-management  

Service users referred to the importance of being listened to, acknowledgement that their 

suggestions counted and how these subtle yet important strategies helped to build their 

confidence. Bridges trained practitioners were encouraged to be aware and mindful of the 

language they used from the very first meeting and interaction, and the power of making small 

changes to the words they used when with service users. 

The following quote from a service user with multiple strokes shows that small things can 

matter to how they manage day to day.  

“I know that their job is to assist us [with activities], not to do things for us, 

that I understand. But their approach, […] even if it’s two minutes or five minutes 

of that conversation with the person, you know, just to get you in that mood of 

getting ready for the morning, that’s what is needed. Because, if I walk in and say 

‘Good morning, I’m coming to do your personal care, are you ready?’ – No. To 

me that’s like I’m in the army.” (F5)  
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Service users were also clear about what they liked and didn’t like, and the impact the 

style of communication used by practitioners can make to their mood and confidence.  

“Some people, when they come in, they will make you feel good, give you that 

confidence that you are ill but you are able to do things, in a way. You know, when 

somebody is pushing you, but with love. But some people will make you feel … 

they are here and doing you a favour, and that’s not the right way, you 

know.”(F5) 

 

The importance of staff instilling confidence though their interactions was also expressed 

by some service users. If staff believed they could do things it could help the service user to 

believe in their ability.  

“… ‘cause the key thing’s believing. When they start believing, they can do it, 

they’re able [to] do it. … Once you get a person believing that they can do it, they 

will do it. I think that is what I found it was lacking in some of the [service] staff, 

but if they can get that, it is really a brilliant thing to have, you know.” (F5) 

 

Supporting self-management was also about building rapport and working together on 

activities of importance to the service user. The practitioner needed to have an open, positive 

approach to ideas that were put forward.  

“They would say, what’s your goal, they’ll ask you what would you like to do 

now … If it’s something they feel that it’s too soon, then obviously they’ll let you 

know. But I had to do the walking inside first, and then I said to [the practitioner] 

I’d like to walk outside, so then it would be like, okay next week we’ll be doing 

that, and then what would like to do after that, so then you build up to what you 

want, but yeah, they allow you to sort of say the things that you would like to do 

and stuff.” (F3) 

 

Adjusting and experimenting  

This theme fits with how service users can gain confidence to self-manage through 

experimentation and adaption. These are key principles of the Bridges self-management 
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approach and practitioners are trained to work collaboratively to solve problems, and encourage 

generation of ideas, activities and solutions from the service user.    

“I learned some planning skills, I also learned some management skills, I 

would say, and I learned that [the practitioner] can help me with something I 

need to do, or any other stuff … It’s a fifty-fifty situation, I would say, I don’t think 

some, really, or any of us offer something special, we just both did our job ... I like 

the way they approach doing their job, and, yeah, I’m quite happy.” (M1) 

 

Service users also commented on how they were encouraged to find ways of helping 

themselves and appreciated not always being ‘done to’. 

“She found ways of helping me to be confident in myself, and letting me know, 

you can do that … Like a coach, it’s like having a coach … So yeah, it was 

fantastic having someone coming in the home and supporting to help me to get 

back to being able to function better and that, rather than other people doing 

things for me, you know.” (F3)  

 

A flexible approach to SMS was appreciated and noticed by some service users, and not 

always sticking to a regime or plan but when practitioners gave the impression they were 

comfortable with being led by the service user regarding how their time was used. 

“… it was just quietly comforting too, you know, because I don’t really see 

many people apart from my family, so it was somebody to look forward to who 

was coming, and you knew you could talk to [the practitioner] too, you knew you 

could have a conversation, it wasn’t just about, you know, sticking to [the 

regime], you know. If I felt like talking to her, she would, that’s fine, you know.” 

(F1) 

 

However, one service user recounted an experience of a more rigid approach given by a 

practitioner, in which the session was led by the practitioner’s plan and they were given a set of 

instructions and which didn’t match their needs. This practitioner only received one out of a 



SELF-MANAGEMENT SUPPORT FOR PEOPLE LIVING WITH LONG-TERM CONDITIONS 50 

possible three sessions of Bridges training, but the interaction demonstrates how disempowering 

one interaction can be to a services user’s self-confidence.  

“I wanted to feel more confident about the steps outside, and that maybe we 

could sort out some way, I don’t know, that it wasn’t so painful going up the stairs 

in the house, but [the practitioner] just didn’t seem to have any suggestions or 

anything, it was just, ‘This is the way and that’s it’, you know. [I said] ‘Well, that 

way’s more difficult, isn’t there a different way?’ you know, there must be 

something I can do to help me get up the stairs less painfully, but no … Then at 

the end of it [the practitioner] said ‘Is there anything else I can help you with’, 

and I just said no, no, ’cause, you know, you haven’t listened all the way through 

anyway, so, you know, what’s the point.” (F1)  

 

The following quote also demonstrates how an interaction with the same practitioner can 

come to an end-point when the service user is unable to follow or carry out their instructions.  

“[The practitioner] would say he’d want me to do things, and I’d try and do 

them, and I’d tell him that it was difficult and why it was difficult, and, well, [he 

would say] ‘This is what you’ve got to do’, and I said, ‘Well, I can’t do that, so 

can’t you give me an alternative’, [and he would say] ‘Well, there isn’t an 

alternative’, you know, ‘You either do it or you don’t’. He was very abrupt, he 

didn’t sit and listen to you, you know … He was just like, ‘Well, get up’, you know, 

‘Don’t see the problem here’.” (F1) 

 

The way that service users are supported to self-discover and make their own suggestions 

is critical to the Bridges approach, in which practitioners are taught multiple methods to enhance 

self-efficacy. As these experiences show, self-efficacy can be both raised and lowered during 

care and rehabilitation, which can impact on service users’ confidence to self-manage.  

 

Ending the episode 

A common barrier with any time-limited health/social care interaction is how discharge is 

managed. Some service users gave examples of this being managed well, leaving them with a 

sense of possibility and confidence to self-manage.  
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“Oh, I’m quite happy carrying on what [the practitioner] told me, because I 

wouldn’t have, I won’t forget it, and I’ve got it written down so I know … And I 

know I can find a new [practitioner] in [borough] if I need to.” (F4) 

Another part of the care episode was key learning gained by the service user. This often 

related to greater understanding of their condition and for some the realisation that there was not 

going to be a ‘quick fix’.  

“Maybe it’s, you expect too much, you know, maybe it’s you expect that 

miracle that they’re gonna sort it out because these are the health professionals 

… everything’s gonna be back to normal the way it was, you know [pause] when 

sometimes there’s just nothing they can do, you know, it’s just the way it is.” (F1) 

 

It was also about having the tools and knowledge to know what to do. In the following 

quote, the service user appreciated the knowledge gained, but also knowing what to do if things 

got worse again of if more support was needed. This creates a process whereby the service user 

is accessing resources in a more timely and appropriate way. 

“But she always kept in mind what I wanted to achieve and asked me about 

that, so, it was mixed. It was more she provided me the tools to do what I wanted 

to be able to do … But it made sense to finish when we did in some ways, because 

I have a list of exercises that I can carry on with … I’m still struggling when I’m 

sort of walking about, but I sort of think, well, I’ve got the tools and I can kind of 

carry on working with that, and worst comes to worst I can always ask for 

another referral.” (F6) 

 

Practitioners were also trained to put across the concept of self-management without 

service users feeling as if they were being asked to manage alone or feel abandoned by services. 

This can be a delicate balance to strike as knowing when to ask for help is a key self-

management skill.  

“It depends on the problem. Probably, I would try to solve it myself, and if it’s 

too difficult for me, I’ll ask help from someone, probably some health 

professional, or any of my relatives.” (M1) 
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“[If I ran into a problem in the future] I’d speak to my MS nurse or to the GP, 

who would then –‘cause I don’t want to go into hospital. So, hopefully, they would 

then get the support, someone like [the practitioner] or someone like that to help 

you back to where you was.” (F3)   
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Feedback on the new Bridges/Lewisham book for people with long-term conditions 

A key aspect of the Bridges approach to self-management is the use of resources co-

designed with service users. These help to illustrate self-management strategies and capture 

achievements or learning about living with a long-term condition. Practitioners and service users 

were asked to comment on the new Bridges/Lewisham long-term conditions book. As with our 

other studies, each individual gained something different from the book.  

 

 Finding something for them from the case studies in the book:  

“[The client] said she was very interested in the person with Parkinson’s disease, 

because it motivated her to be independent” (practitioner case reflection 5) 

“After some time when I introduced the book, [the client’s] favourite part was 

to read people’s stories, how they are using different techniques to achieve goals” 

(practitioner case reflection 8) 

 

 Practitioners were also trained to encourage service users to use the book as a tool to help 

plan, record progress and monitor what works for them:  

“Patient enjoyed format of book, writing down personal goals, drawing 

pictures” (practitioner case reflection 15) 

“Patient was able to refer to individual steps to concentrate on his ultimate 

aims. Booklet reminded patient of his desires and what he would like to get back 

to.” (practitioner case reflection 19).  

 

 Bridges strongly advocates using peer learning and modelling ideas/strategies to manage life 

with a long-term condition. Service users found great comfort in knowing they weren’t the 

only ones experiencing certain issues and picked up topics and ideas from those in a similar 

position:  
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“[The therapist] handed me the book, and there was a man in there, only one 

person in the book that I looked at, that gave me, like, oh my god, that’s a really 

good idea. He basically used the bathroom to hold on to, to stand up at the sink, 

and it gave me different ways of coping … I went in the bathroom, I used the sink, 

and I stood there and sort of said to myself ‘You can do this, you can do this’. So 

every day I went in, stood in front of my mirror, at the sink, like this gentleman 

did, and it just pushed me, ‘Okay, I can do this, I can do this’ … So in the book, 

people, in the sense, the things that people said, and things and the goals and stuff 

they’ve done to succeed in what they do, is [pause] … it helps, it does help if you 

sit and you read and you look how people fight through what they’re going, what 

their disabilities are, and how they fight to get to where they want to be. I think 

that helps.”(F3) 

 

 Overall, it was often the reinforcement that service users weren’t alone, and that their 

condition is only one aspect of their life. This is a strong message given by those who were 

involved with co-producing the book, and this sentiment was appreciated by recipients:  

“I found this book interesting, just to see that there are lots of people in 

different situations, trying different coping strategies and things like that … I feel 

they are quite, sort of factual accounts, really. You know, this is a good start [M2 

points out the page introducing James in the book] where they say, he was a civil 

servant. Really, it just reminds people that people who are sick and disabled 

aren’t just sick and disabled, they may have had a life beforehand, you know, 

being a professional of some kind. And just to see how it’s, kind of, interrupted 

their life, really.  And then they’ve had to start to, you know, think in a different 

way, really, about life … I think it’s quite good from that point of view, especially 

if you’re in the early stages of an illness, because you tend to feel you’re the only 

one. It’s only when you’ve met lots of other people with the same condition that 

you begin to realise that it’s not just you.” (M2) 
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Discussion 

This HIN/HESL funded project represented an innovative attempt to contextualise SMS 

offered to those people with long-term conditions living in the London Borough of Lewisham 

through the development and provision of a new bespoke self-management tool, and tailored 

training for the community health and social care workforce. We completed the project within 

the agreed milestones, and in 2015 an estimated 92 practitioners from multi-agency multi-

professional teams received staged training to learn an approach to integrating SMS into their 

care and rehabilitation interactions. Through these 92 practitioners, approximately 450 Bridges 

books have been given to service users with a range of complex needs, to support building their 

knowledge, confidence and skills to self-manage. We used a number of ways to measure and 

explore the impact of the project and used NPT as our framework to help us understand how 

practitioners made sense of this way of working, how it was distinct from their previous practice 

and how collectively they engaged and monitored the methods. We were also able to develop a 

plan to potentially sustain Bridges as an individualised approach to self-management beyond the 

life of the project.  

Overall, findings from pre and post training questionnaires showed practitioners changed 

the nature of their interactions, and had increased knowledge and confidence to support 

individuals to self-manage, regardless of how complex their condition and circumstances might 

be. In addition, staff liked the way training was structured, and feedback showed that 90% would 

recommend the Bridges approach to other practitioners. Questionnaire data revealed how staff 

gained greater awareness of the impact of their language and how they may have previously been 

fostering dependency on their skills, as opposed to sharing decision making and working in a 
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collaborative way. There were quantifiable changes in attitudes, beliefs and knowledge, which 

showed that post training staff were more aligned to the Bridges approach to self-management 

(one which prefaces individual needs, existing skills and collaboration rather than an expert 

led/directive model of care). Case reflections completed by practitioners working in different 

professional and support roles helped inform our understanding of how sense-making took place 

and the gradual process of integrating key components of SMS such as problem solving, 

reflection, and goal setting into everyday practice. Case reflections and group discussions 

generated a number of tangible examples of small changes having a powerful impact on the self-

management of a service user. Group discussions were also used to formulate action plans for 

individual staff and teams to create ways of sustaining the Bridges approach. These included 

strategies such as changing the nature of assessment questions, encouraging use of the Bridges 

book, and reducing the amount of information giving without first identifying knowledge held by 

the service users.  

Successful SMS requires change across a whole system and the success of this project 

was contingent on a number of key areas, all of which align with current evidence (de Longh, 

Fagan, Fenner, & Kidd, 2015). We made considerable efforts to engage senior managers through 

site visits and our project steering group. This helped to ‘sell’ the idea of staff working 

differently and how it could lead to greater efficiencies as well as improve service user 

experience. A period of work shadowing in the first project phase helped inform case examples 

used within Bridges training, and to contextualise the practical components of training to the 

challenges of practitioners’ own caseloads and work patterns. In addition to this, we engaged 

with a group of service users with long-term conditions from Lewisham to help us design the 

book, and also contribute examples to be used within staff training. Contextualisation is a key 
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aspect of implementation and overall this project was driven by the needs of both practitioners 

and service users in the context of living and working in Lewisham.  

Case studies gained from the impact evaluation included data from clinical outcomes and 

qualitative interviews with service users managed by Bridges trained practitioners. This revealed 

the complex and precarious nature of living with a long-term condition, and the wide-ranging 

needs of those accessing community services. Many were multiple and repeat users of health and 

social care services, had low quality of life and lived with more than one condition. They had 

also experienced varying quality and levels of community support.  

Overall service users gave positive feedback about the new Bridges/Lewisham long-term 

conditions book, in particular the inclusion of stories of people who were living in the same 

locality and who were managing using resources and methods that they could also access. 

Service users all appreciated being listened to and being involved in their care. The ultimate aim 

is for service users to be active partners in the management of their long-term condition, and the 

approach used by some practitioners enabled this process (de Longh, Fagan, Fenner, & Kidd, 

2015). A critical aspect of the learning from this project is the potential inefficiencies which 

already exist in community services that do not work in a collaborative way. This point was 

illustrated by one service user who repeatedly cancelled appointments, because the practitioner 

directed their sessions and she did not feel involved. There is every likelihood this person will be 

re-referred to the same community service at some point in the future, creating an inefficient and 

inappropriate use of existing resources.  
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Limitations 

The limitations of this project are the relatively small number of service users involved in 

the impact evaluation and the complexities associated with organising training for large numbers 

of the community workforce. However, we developed excellent lines of communication with 

community team leads who helped to expedite recruitment of both service users and their staff. 

Future work to sustain and build these relationships is vital to the ongoing use of Bridges. 

Potential ‘Bridges champions’ (change agents from participating teams) have been offered access 

to a free Bridges masterclass in 2016.  

Development of the Bridges/Lewisham book was time intensive and required multiple 

visits and interactions with different contributors. But we are convinced that this process cannot 

be made less if a tool is to be co-produced in an authentic and sensitive way, and importantly be 

attractive and engaging for people with long-term conditions to use. The book also uses the same 

self-efficacy principles as that developed specifically for people with stroke and brain injury, 

which has shown to make an impact on confidence and functional capability. We fully expect 

some users will continue to use their book as a resource to support on-going management of their 

condition.  

A further limitation in this project is the lack of a resource to support families and friends 

of those who live with a long-term condition. A book co-produced together with friends and 

families to illustrate how they can be supportive of self-management without being over-

protective or failing in their role as carers would be a strong addition to the Bridges approach. 

Such a resource has been used successfully in our stroke and brain injury programmes. We 

believe the message and learning is more powerfully conveyed by families and friends from a 

similar situation within a co-produced book. In the future, we aim to make funding applications 
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to develop a friends and family book to be used alongside the Bridges/Lewisham long-term 

conditions book, and integrated into support given by practitioners.  

 

Future plans 

The aims of the project and questions about sustainability were highlighted with 

stakeholders at the start of the project in 2014. There has been great support from community 

service managers for Bridges to be used across other Lewisham neighborhood hubs and for 

participating teams to maintain their levels of skills to provide an individualised approach to 

SMS. We have had several discussions with representatives from Lewisham Clinical 

Commissioning Group and submitted proposals for sustaining and spreading this approach 

across the borough. We have also made an unsuccessful bid to the HESL strategic investment 

programme to explore how the training and impact could be spread across South London.  

In addition to exploring ways to sustain the impact of the project and to spread to other 

services, we are also planning to submit two publications to peer reviewed healthcare journals to 

spread and communicate innovations that have arisen from this work. These will be submitted 

between January and March 2016.  

 

Conclusion 

This project has shown that it is possible for different health and social care professionals 

and support workers from a community workforce to make key changes to their practice and 

arrive at a shared understanding of quality SMS. It has also been possible to co-design and 

produce a unique tool for people with complex neurological long tem conditions, which can be 
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used across community services to support service users to gain knowledge, skills and 

confidence to self-manage.  

Further work is ongoing to support and sustain this way of working within Lewisham, 

and to explore how the Bridges approach to self-management can be evaluated further with the 

aim of spreading to other areas of South London.  
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Appendix 1. Sample pages from the co-produced self-management tool 

 

Sample pages from A book for people living with long-term conditions, a bespoke client-held 

self-management tool co-produced with local service users specifically for the present project.  
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Appendix 2. Increasing equality and accessibility of self-management support: Issues 

related to ethnicity 

 

Many models of self-management support involve group based programmes, neither 

accessed nor suitable for people with complex long term neurological conditions e.g. multiple 

strokes, Parkinson’s disease, brain injury, and dementia. Lewisham has a culturally and 

ethnically diverse population. At the 2011 census, 46.4% of Lewisham residents identified as 

belonging to black, Asian and minority ethnic (BAME) groups; 41.5% of residents identified as 

white British; and 12.1% of residents identified as white Irish, white traveler or white other. The 

single largest BAME communities in Lewisham were black African (11.6%) and black 

Caribbean (11.2%) (Lewisham Council, 2012).  

In addition to cultural and ethnic diversity, Lewisham shows complex patterns of service 

use and social issues (housing, employment, social deprivation) which impact self-efficacy and 

health literacy, and can distance service users from existing approaches to self-management. 

Practitioners can feel ill-equipped to engage people from ethnic minority groups and patients 

with complex health needs to self-manage (Norris, Jones, Kilbride, &Victor, 2014; Jones, Riazi, 

& Norris, 2013; Norris & Kilbride, 2013; Wilson et al., 2012).  

Bridges brings self-management support to the person where they are, by using existing 

services and one-to-one contacts with practitioners. We feel this addresses the issue of reaching 

more individuals who prefer not to attend group based SMS programmes, including those from 

BAME groups; but also those who are hard to reach due to their mobility restrictions, cognitive, 

communication problems or those with difficulty travelling.  
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Our work has included the co-design of a bespoke self-management workbook, which 

meets the needs of a diverse group of patients living with LTNCs in Lewisham. Initially, the 

process of finding participants to be interviewed for the workbook confirmed how a project like 

this tends to attract people who are not from BAME backgrounds. We subsequently undertook a 

focused approach to reach out to and involve people from BAME backgrounds. After 

interviewing the first participants who were all white British (n=4), we specifically reached out 

to interviewees from BAME backgrounds, so that we would have a representative group. As a 

result, half of the people who contributed their stories to the workbook were from BAME 

communities, which reflects the population in Lewisham. Although several different BAME 

groups are represented (black African, black Caribbean, Asian/Indian), there were also groups we 

did not capture, for example Asian/Chinese, Asian/Vietnamese, or Middle Eastern.  

We would ideally address language barrier issues in future work, as the Bridges 

workbook is currently only available in English. This has cost implications which were beyond 

the scope of the present project, and would involve the need for translation of written materials 

and the use of interpreters for one-to-one sessions. But there could be opportunities to develop 

small projects around this, for example in collaboration with voluntary organisations that 

represent individual ethnic groups.  

Lewisham like many boroughs in South London is undergoing significant re-organisation 

to integrate health and social care. Community rehabilitation teams will be working in a more 

cohesive way with the newly formed ‘enablement teams’ centred in four neighbourhoods. 

Therefore, cross boundary working will be required which could be enhanced by an innovative 

shared approach to self-management support, utilised across different caseloads of patients with 

LTNCs. Evidence from 1,300 practitioners who have received Bridges stroke self-management 
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training in the past, and our ongoing research have shown it can be feasible to deliver SMS to 

people with complex needs. But critically this requires skilled interactions by practitioners to 

work alongside patients who may not be ‘good self-managers’, motivated, health literate, nor 

have social capital (Jones & Bailey,2013; Jones et al., 2012; Jones, Livingstone, & Hawkes, 

2012; Jones, Mandy, & Partridge, 2009).  

In the present project, practitioners who undertook Bridges training made little reference 

to the issue of using the Bridges approach with BAME patients/clients on their caseload. 

Practitioners reported no specific challenges with respect to ethnicity, language barriers or other 

hard to reach groups. However, regarding language barriers it could be that there was a tacit 

understanding held by practitioners that the self-management approach requires a certain level of 

language ability, and that the approach was only for people who can communicate in English. 

This may explain why the issue of language barriers did not come up in discussions.  

Practitioners who received Bridges training were mixed with respect to their ethnic 

background, so if they had any concerns or issues that related to clients from particular BAME 

backgrounds, this would have been a good forum to raise and discuss it. As far as practitioner 

feedback was concerned, the barriers they expressed about using Bridges SMS were not related 

to ethnicity, or at least were presented not in the context of ethnicity. Lack of clients’ engagement 

was confirmed as a potential barrier, although there were several layers to this. Where lack of 

engagement had been encountered, in some cases this was attributed to clients’ cognitive and 

communication difficulty (e.g. due to advanced dementia, long-term alcohol dependency, etc.). 

In other cases it was attributed to high levels of dependency and complex health and social care 

needs; or to individuals’ attitudes of entitlement and expectation that “the system” was there to 

“deliver goods and services”, which was seen as counter-productive to the SMS approach. As a 
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consequence, some practitioners reflected on feeling the need to get to know clients in order to 

select the “right” person for a dedicated SMS approach, and also to “possibly cherry-pick” which 

client the Bridges workbook was given out to. In contrast, other practitioners reported successes 

when trialing the approach without such pre-selection and also, for example, with clients who 

exhibited challenging behaviour patterns or complex psychological states.  

The group of participants in the service user impact evaluation of the present project 

again reflects the ethnic mix of the Lewisham population (Table 6, page 41). And, although this 

is a small and select group, it illustrates that self-management ‘success stories’ were to be found 

across ethnic groups.  

Overall, we have made every attempt during this project to be aware and sensitive 

towards issues of ethnicity and the relevance of self-management. An important aspect of 

Bridges is to encourage staff to tailor their SMS and find creative ways to engage those from 

hard to reach groups. Perhaps the lack of talk about ethnicity in the qualitative feedback from 

practitioners and service users could also be interpreted in the sense that we have addressed that 

aspect. However, one major and most obvious issue relating to BAME groups that we have not 

addressed in the project is language barriers, and the potential need for workbooks to be 

available in different languages, and training enhanced to include greater involvement from 

stakeholders from different BAME groups.  
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Appendix 3. Manager’s commentary on the project 

 

Project steering group members were invited to contribute a ‘manager’s commentary’ to 

the project report. The following commentary was provided by Iris Lobemeier, LATT Clinical 

Lead Physiotherapist and co-applicant on the project grant, and Geraldine Dakin, LATT Clinical 

Lead Speech and Language Therapist.  

 

The Lewisham Adult Therapy Team (LATT), a community neuro rehab team 

within Lewisham and Greenwich NHS Trust took part in a previous Bridges study 

[feasibility cluster randomized controlled trial of Bridges self-management 

support in community stroke services]. At that time, feedback from staff and 

clients was very positive and clinicians felt that the training received had 

improved their clinical practice. Staff expressed frustration that the study was 

restricted to stroke patients as the team felt that the principles of self-efficacy 

could be applied to other conditions. Many therapists reported that they were 

using principles of Bridges self-management approaches with a wide variety of 

individuals with long-term conditions on their caseload without the resource of 

the handbook which was specifically created for individuals with stroke. 

The Bridges team approached the LATT team to participate in a further 

Bridges Study, with the focus on the development of a handbook for individuals 

living with long term conditions. The whole team recognised this as an excellent 

opportunity to refresh their skills and train any new members of the team. Self-

efficacy has become increasingly more important in the management of clients 

seen by the LATT team. Staff have felt that this approach has empowered 

individuals to manage their own health conditions and maximise the use/effect of 

current therapy resources .Staff felt very excited and motivated to have the 

prospect of using the Bridges self-efficacy principles in the treatment and 

management of patients with long term conditions with the support of training 

from the Bridges team and the Lewisham specific handbook.  

The training has given staff a greater understanding of the principles of self-

efficacy. It also offered very practical solutions on how to best interact with their 

clients to promote this. Staff reported a change in their communication styles and 

felt that their goal setting is more patient lead. While staff do not feel that it has 

changed the outcome of the therapy intervention, they felt goals were achieved 

more quickly with fewer therapy sessions required, and individuals had more 

ownership of the therapy intervention. It would be interesting to know if this also 
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leads to a reduction in referral especially self-referral back to the service, as 

clients are more equipped to manage their own conditions rather than relying on 

direction from healthcare professionals .Staff have no clear view as yet whether 

individuals have changed perception of our service.  

Managing patients’ expectations has become increasingly challenging in the 

current NHS climate. A whole system approach, i.e. upskilling GPs and therapists 

in the acute setting, would be beneficial. This would allow the principles of self-

efficacy to be applied throughout the individual’s journey. In order to achieve 

this, all professionals and carers interacting with clients should at least have an 

awareness of the principles of self-efficacy.  

It would be useful to have yearly refresher events and regular Bridges 

newsletters for trained staff to ensure that skills gained will not be lost/ forgotten, 

and to ensure all new members have received the training.  

September 2015 


