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ABSTRACT
Background: Health education and self-management are among key strategies for managing 
diabetes and hypertension to reduce morbidity and mortality. Inappropriate self- 
management support can potentially worsen chronic diseases outcomes if relevant barriers 
are not identified and self-management solutions are not contextualised. Few studies delib
erately solicit suggestions for enhancing self-management from patients and their providers.
Objective: This qualitative study aimed to unravel experiences, identify self-management 
barriers, and solicit solutions for enhancing self-management from patients and their health
care providers.
Methods: Eight in-depth interviews were conducted with healthcare providers. These were 
followed by four focus group discussions among patients with type-2- diabetes and or 
hypertension receiving chronic disease care from two health facilities in a peri-urban town
ship in Cape Town, South Africa. The Self-Management framework described by Lorig and 
Holman, based on work done by Corbin and Strauss was used to analyse the data.
Results: Patients experienced challenges across all three self-management tasks of beha
vioural/medical management, role management, and emotional management. Main chal
lenges included poor patient self-control towards lifestyle modification, sub-optimal patient- 
provider and family partnerships, and post-diagnosis grief-reactions by patients. Barriers 
experienced were stigma, socio-economic and cultural influences, provider-patient commu
nication gaps, disconnect between facility-based services and patients’ lived experiences, and 
inadequate community care services. Patients suggested empowering community-based 
solutions to strengthen their disease self-management, including dedicated multidisciplinary 
diabetes services, counselling services; strengthened family support; patient buddies; patient- 
led community projects, and advocacy. Providers suggested contextualised communication 
using audio-visual technologies and patient-centred provider consultations.
Conclusions: Community-based dedicated multidisciplinary chronic disease healthcare 
teams, chronic disease counselling services, patient-driven projects and advocacy are needed 
to improve patient self-management.
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Background

Type 2 diabetes (T2D) and hypertension (HTN) lead 
to morbidity and mortality due to their complications 
[1] and higher health services utilization [2]. The 
World Health Organization (WHO) estimates that 
diabetes was directly responsible for 1.5 million 
deaths globally in 2019 [3]. The highest contributors 
to global mortality and disability-adjusted life years 
(DALYs) due to diabetes included increased Body 
Mass Index (BMI) and behavioural risk factors, with 
sub-Saharan Africa recording the second-highest age- 
standardized mortality [4]. The Burden of Disease 
Research Unit at the South African Medical 
Research Council also reported increased mortality 

from diabetes between 1997 and 2010 due to popula
tion growth and change in age structure [5]. Diabetes 
is estimated to affect 10.1% of South Africans aged 
15 years and above [6].

Health education and self-management (SM) are 
among key strategies for T2D and HTN management 
according to the WHO [7], aimed at reducing disease 
complications. Self-management however, is consid
ered poor in Sub-Saharan Africa [8] and challenging 
in South Africa [9]. Physiological benefits to patients 
in SM programmes are documented but harm can 
occur if SM is not patient-specific [10]. With the 
advent of Covid-19, the importance of self- 
management has become even more pronounced, 
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especially among diabetes patients. A study in India 
showed that the usual patient-centred care for dia
betes patients needed to adapt to more self- 
management [11] techniques at home where patients 
have to apply the self-management principles, show
ing that self-management remains critical even for 
infectious diseases.

Self-management is described based on tasks that 
fall within three categories: medical/behavioural man
agement, role management, and emotional manage
ment [12]. The medical/behavioural role entails 
proper use of medication for disease control and 
adopting positive health behaviours geared towards 
slowing down disease progression. Role management 
defines new long-term partnerships between patients 
and healthcare professionals where the patient plays 
a role of a partner, accurately and truthfully reporting 
any changes in symptoms. The emotional role con
sists of the patient’s emotional reactions to chronic 
disease.

While self-management support is effective in 
improving clinical outcomes, it can potentially wor
sen chronic disease outcomes when barriers are not 
identified and self-management solutions are not 
population-specific [13]. Few studies however delib
erately solicit suggestions for optimizing self- 
management from patients and their providers [14]. 
This qualitative study aimed to unravel experiences, 
identify self-management barriers, and solicit solu
tions for enhancing self-management of T2D/HTN 
from patients and their healthcare providers.

Methods

Study setting

This study was part of the formative phase of a larger 
study (A people-centred approach to Self- 
Management And Reciprocal Learning for the pre
vention and management of Type 2 Diabetes – 
SMART2D) which aimed to strengthen capacity for 
T2D care and self-management among people at risk 
of or diagnosed with T2D in three different income 
settings in Uganda, Sweden and South Africa [15]. 
The study was conducted in two community health 
centres providing chronic disease care for T2D/HTN 
in a predominantly black African township (99.5%) 
in Cape Town, South Africa. The township had an 
estimated population of 400,000 in 2011 (nearly 
96.5% speaking isiXhosa) with high rates of unem
ployment (est. 35.7% in 2017), 19% having no income 
and over half of the 118,000 households living in 
informal dwellings [16], 23% living in dwellings with
out piped water, and around 62% of residents being 
rural to urban migrants [17], mostly originating from 
the Eastern Cape. The township has seven govern
ment-run public healthcare facilities, with previous 

studies indicating a high prevalence of HTN (88.6%) 
and T2D (12.5%) among adults aged 18 and above 
[17,18]. The health system is typically low-resourced 
with nurses being responsible for day-to-day manage
ment of these patients and doctors seeing mainly 
difficult cases. Following initial diagnosis and treat
ment, non-communicable disease (NCD) patients 
with a stable disease typically receive care from 
nurses in chronic disease clubs at facility level. All 
health services are free at the point of access, includ
ing medications for diabetes and hypertension. The 
role of the private sector in this setting is negligible if 
any, but there are non-governmental organizations 
(NGOs) which run some chronic disease services, 
including collection and delivery of medications.

In 2013, the National Department of Health 
embarked on a primary healthcare re-engineering 
process in line with the call for Universal Health 
Coverage, which aimed, among others, to strengthen 
the management and control of chronic diseases at 
primary health care level. The chronic disease clubs 
came about as part of implementation of this process 
[18], with the aim of empowering patients with dia
betes with skills and knowledge to manage their 
diabetes. The model was expanded to include other 
chronic diseases such as hypertension, asthma, and 
epilepsy. In the clubs, patients with chronic diseases 
are monitored for risk factor management, anthro
pometric measurement, biomarkers such as glucose 
and cholesterol, and health education for SM. The 
clubs are free to attend and operate on a monthly 
basis.

Study design and population

The study involved conducting eight in-depth inter
views (IDIs) with healthcare workers (HCWs) and 
four mixed focus group discussions (FGDs) with 
male and female patients diagnosed with T2D/HTN 
attending the two study facilities. In our study, we 
used the SM framework by Lorig and Holman to 
situate our study and analyse the findings. We 
ended the study with a recommendation for 
a contextualised framework for SM by looking at 
other self-management theories. Creswell [19] alludes 
to the inductive approach, whereby information is 
collected from participants using interviews or field 
notes, data is analysed to form themes or categories, 
broad patterns or generalizations are identified, and 
finally compared with the literature. The essence of 
the patients’ experience with SM starting from 
the day of diagnosis; the emotional reactions to the 
diagnosis; and subsequent experiences when engaging 
with the healthcare providers and health system in 
the chronic disease clubs which led participants to 
identify potential solutions to address challenges with 
their self-management. In this paper, we focus on 
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their suggestions for improving self-management, 
based on their lived experience.

Participants were selected purposively to ensure 
the provision of rich information on self- 
management for T2D/HTN and care provision. 
Selection of patients for the FGDs used purposive 
sampling for maximum variation, with inclusion cri
teria being over 18 years, diagnosed with T2DM/ 
HTN for at least six months to ensure self- 
management experience, and using healthcare ser
vices in the selected facility for more than six months 
prior to enrolment. Patients without diabetes and or 
hypertension, patients with type 1 were excluded. 
Variability within the group was enhanced by 
encouraging participation of younger (<40 years) 
and older (>60 years) patients. Attempts were made 
to include both males and females; patients with both 
well controlled diabetes (HbA1c <7%) and poorly 
controlled diabetes (HbA1c >8%); and patients with 
well-controlled blood pressure of <130/90 mmHg and 
poorly controlled blood pressure (>130/90 mmHg). 
This information was obtained from the HCWs who 
assisted with patient recruitment during T2DM/HTN 
‘club’ days (when patients attended the clubs for their 
monthly reviews). The sister in charge of the clinic 
and the health promoter were informed of the study 
and its objectives. The sister then addressed the 
patients waiting for consultation and briefed them 
on the study.

The study population for IDIs consisted of all 
HCWs caring for T2D/HTN patients at the facilities, 
except doctors who were unavailable for interviews. 
All healthcare providers interviewed were over the 
age of 18, with the youngest being the dietician, 
followed by the health promoter, and the oldest 
being a clinical nurse practitioner 1. Three clinical 
nurse practitioners (CPNs), one dietician, and one 
health promoter were interviewed in Facility A. In 
Facility B, three interviews were conducted with two 
CPNs and one social worker. The staff complement 
was slightly different among both sites. The dietician 
in Facility A also serviced Facility B, and the health 
promoter in Facility B did not consent to be inter
viewed (Table 1).

For patient FGDs, purposive sampling was used 
with inclusion criteria being over 18 years of age, at 
least six months of T2D/HTN diagnosis, and using 
healthcare services in the selected facility before 
enrolment. Four FGDs were conducted (two per 
facility) with 43 participants, mainly including 
females (only eight males). The patient age range 
was 38–75 years, and patients had been diagnosed 
with T2DM/HTN between six months and 21 years 
prior to data collection (Table 2).

HCWs at each facility assisted with patient recruit
ment during monthly review visits, and a quiet room 

was used for consenting patients meeting the inclu
sion criteria before conducting the FGD.

Data collection

Data collection for the IDIs and the FGDs occurred 
between March and April 2018 and was preceded by 
two pilot FGDs done at one of the study facilities 
(Facility A). The pilot patients were excluded from 
the final study sample. Interview guides used for data 
collection from both HCWs and patients were 
informed by the literature [12,20] and pre-tested. 
The research team consisted of three trained field
workers: KH (male), BC and BB (females) in the 
presence of the researcher TM (a female medical 
doctor practicing public health in Botswana who is 
not fluent in isiXhosa). Field workers added addi
tional probes as necessary. KH and BC managed the 
consent process. TM took field notes of non-verbal 
cues during the interviews to augment interpretation 
of the interview transcripts and enhance familiarity 
with the data. Patients and HCWs were not known to 
any member of the research team. Fieldworkers were 
non-practicing HCWs who had worked as field work
ers for at least 3 years and were able to practice the 
concept of bracketing and were sensitized to cultural 
norms when speaking to participants in this setting, 
especially older people. They were trained in T2D 
management, the study protocol, and data collection 
tools. Their qualifications as HCWs were not 
observed to influence participants away from talking 
freely. Rather the fact that the field workers lived 
locally, spoke local language made participants feel 
that they understood their challenges with self- 
management especially when it comes to managing 

Table 1. Characteristics of HCWs in the in-depth interviews.

Facility 
name Cadre Gender

Years of 
Work 

experience

Facility A Health promoter Male 8
Facility A Dietician Female 2
Facility A Clinical nurse practitioner 1 Female >20
Facility A Clinical nurse practitioner 2 Female >20
Facility A Clinical nurse practitioner 3 Female 10
Facility B Facility manager/ clinical nurse 

practitioner
Female >20

Facility B Clinical nurse practitioner 4 Female >20
Facility B Social worker Female 11

Table 2. Composition of the FGDs.

Group number
Number of participants 

per group Facility

Gender

Female Male

1 13 Facility B 9 4
2 10 Facility B 10 0
3 8 Facility A 6 2
4 12 Facility A 10 2
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diet and physical activity encouraged uninhibited 
contribution from participants. For example, when 
discussing unhealthy foods and using local herbs 
such as Aloe vera, participants were able to freely 
share their experiences. The lead researcher was pre
sent in the room during interviews and made field 
notes of interactions between fieldworkers and parti
cipants. The lead researcher also applied bracketing 
during data analysis and during interviews with 
HWCs.

Data analysis

Data analysis was done using the Self-Management 
framework described by Lorig and Holman [12], 
based on work done by Corbin and Strauss [20] 
and guided by the seven-steps framework approach 
described by Gale et al. [21]. Recorded IDIs and 
FGDs were transcribed verbatim and translated 
into English by a fieldworker fluent in isiXhosa. 
Following familiarization, open coding of tran
scripts was done independently by two coders 
(TM) and (SO) using ATLAS.ti software version 
7. SO (male) was not a member of the research 
team at the time of data collection. This initial 
inductive coding allowed for the unexpected; gave 
rise to memo creation; and gave researchers 
a holistic view of the data. Open codes developed 
from quotations were compared between the 
coders, agreed upon, and applied into an analytical 
framework informed by the three SM tasks of self- 
management. This was followed by applying frame
work codes to each transcript (closed coding) and 
data interpretation. The analysis was augmented 
with feedback from the supervisors (PD and TP) 
and field workers through debrief sessions.

Ethical considerations

Ethics clearance was received from the University of the 
Western Cape biomedical ethics review board (BMREC 
Nb 130416-050). Local authorities granted permission to 
access the study sites (permit WC_2017RP50_730). 
Consent was administered to all participants. 
Confidentiality was ensured and maintained through 
anonymizing participant identifiers. In the FGDs, 
patients introduced themselves by their ‘clan’ names, 
which identify that one belongs to a certain grouping or 
family line in the community. For patients who wanted to 
use their real names, the information was removed dur
ing transcription and translation. Participants were trea
ted with respect and continuously reminded that 
participation was voluntary, and that they could with
draw consent at any time. Those who did not consent 
were not coerced to participate, and their lack of consent 
did not in any way affect their access to healthcare. The 
interviews were conducted after the patients had received 
healthcare. No harm was done to participants, and they 
were made aware of where to go in case of concerns or 
complaints.

Results

Findings are presented under five themes: i) beha
vioural/medical management; ii) role management; 
iii) emotional management; iv) barriers to self- 
management; and, v) solutions for enhancing self- 
management. Themes are summarized in Table 3 
below:

Behavioural and medical management

In this study, behavioural management is described 
in terms of patient-internal mediators (PIMs), exter
nal mediators (EMs), and disease control strategies. 

Table 3. Summary of themes derived from the data.
Themes Categories Subcategories

Behavioural and medical (self- 
) management

Patient internal behavioural 
mediators

Lack of understanding, Low health literacy, Poor self-control

External behavioural 
mediators

Marketing of unhealthy food, Cultural Influences, Affordability of healthy food

Role management Interaction with health care 
professionals

Feeling disrespected by HCWs, Fear appeals, Dishonest behaviour

Family support Feeling unsupported
Perceived stigma Fear of disclosure, Self-isolation

Emotional management Reactions to diagnosis Shock/disbelief, Fear and depression
Coping with diagnosis Rationalization of diagnosis, Lack of acceptance, Seeking divine help, Non-adherence

Barriers to self-management Patient-related mediators Treatment side effects, Lack of education, Poor decision making, Entitlement 
mentality

External factors HCW attitude, Television advertising, Inadequate community services, Travel and 
migration, Staff shortage

Solutions for enhancing self- 
management

Patient-centred approaches Individual consultations, Contextualised communication, Use of audio-visual material, 
Family support, Use available resources

Community engagement Community projects, Empowerment of street vendors, Patient advocacy
Strengthened diabetes care 

services
Designated counselling services, Dedicated healthcare team, Treatment buddy, 

Community health worker, capacitation
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PIMs influenced how the patient engaged with the 
diagnosis, including lack of understanding of disease 
pathogenesis, lack of knowledge, and poor self- 
control. Poor self-control is illustrated by the quotes 
below from both a patient and HCW perspective:

I am part of a group who is just greedy. I was always 
going for the braai (barbecue) meat (P3:FGD1) 

Ah patients are very stubborn as well when it comes 
to their diet (Int: giggles) they want to eat meat, they 
want to eat umphokoqo [starchy porridge] . . . with 
too much starch (P4 HCW female) 

External mediators included the marketing of 
unhealthy foods, the cost of healthy food, and cultural 
influences. Some patients described feeling pressure 
to eat food considered not healthy when they 
attended cultural ceremonies such as funerals and 
weddings. Additionally, the belief that being over
weight is a sign of good living had an influence on 
their eating habits. Marketing of unhealthy foods 
affected patients’ decision-making skills towards 
healthy food choices as perceived by healthcare work
ers, while patients had a common perception that 
healthy food was unaffordable. This in turn influ
enced patients’ ability to identify and use appropriate 
and available resources to support disease manage
ment through diet.

Role management

This task requires patients to maintain or create new 
meaningful behaviours towards disease control, char
acterized by good relationships with their HCWs and 
good self-regulation [12]. Partnerships between 
patients and HCWs appeared negatively influenced 
by patients’ feeling disrespected by HCWs. This 
sometimes led to patients withholding important 
information, such as the use of herbal medicines 
and a lack of adherence to lifestyle modification 
from the HCWs.

I just drink a spoon of aloe extract and mix it with 
that metformin, and they find it at 8”, I just drink 
when I come to the clinic to fool the nurses . . . (P1 
FGD2) 

Then I always tell them you must be honest with me 
now, tell me exactly: have you followed it (lifestyle 
advice) . . . (P 2: HCW female) 

Role management also requires HCWs to change 
their behaviours and attitudes and recognize the 
importance of the long-term partnership required 
for patients with long-term disease. To enhance 
patient adherence to their advice, some HCWs used 
fear appeals rather than motivational approaches dur
ing patient consultations:

But I always scare them that is my weapon, especially 
with diabetes I ask them . . . do you want to have just 

one leg? Do you want to be blind, do what is right so 
that you avoid these things so the scaring them to me 
works (P1 female HCW) 

These did not always work for patients, however. 
Another important partnership influencing role man
agement was family support, which significantly 
influenced how patients managed their disease. 
Some patients described poor family support, driven 
by a lack of understanding of T2D and its complica
tions and criticism from some family members 
around dietary adherence:

They shout at me daily – dad you have not even 
tasted the food but want salt (P11 FGD4) 

Forming strong partnerships was also influenced by 
perceived stigma and fear of being judged by others, 
such as intimate partners. This led to non-disclosure 
of the diagnosis and patient self-isolation from 
others, including family members:

And even at home, you are judged by your disease. So 
you see I stay alone and they always used to ask me, why 
would you stay alone when you are diabetic . . . because 
I do not want to be judged for my disease (P7 FGD3) 

Emotional management

This task recognizes the significant emotional impact 
of being diagnosed with a chronic disease on patients. 
Two categories were identified, including initial reac
tions to and coping with the diagnosis. Initial reac
tions to a diagnosis of T2D/HTN included those of 
shock, disbelief, and fear, which were expressed by 
participants across all FGDs:

I was shocked and I asked myself if the doctor tested 
me correctly, maybe he is making a mistake, 
I thought that he made a mistake . . . (P2 FGD1) 

Various coping mechanisms were used, including 
finding explanations for why they would have the 
disease, e.g. hereditary, seeking divine guidance, not 
accepting the diagnosis, and non-adherence to med
ication. Sometimes patients failed to cope, leading to 
unresolved emotions for several years after diagnosis. 
These emotions were described, especially among the 
older population, and included stress and depression

The elderly people get scared and you will see that 
they are scared and stressed, they get down and 
depressed (P6 Female HCW) 

The three themes described above demonstrate that 
patients diagnosed with T2D/HTN experience impor
tant challenges and barriers to self-management.

Barriers to self-management

Two types of barriers were identified, including 
patient-related barriers and external barriers. The 
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patient-related barriers included adverse treatment 
effects, lack of education reported by patients, poor 
decision-making, and entitlement mentality perceived 
by healthcare workers. This entitlement mentality 
seemed to affect patients’ abilities towards problem- 
solving and resource identification and utilization, as 
illustrated below:

My people have that belief in their minds that the 
government must do everything for them, they don’t 
want to do anything for themselves (P2 
female HCW) 

For example, it was thought by healthcare workers 
that patients spent some of their money on expensive 
commodities such as meat, alcohol, and cigarettes 
instead of healthy foods.

External barriers included HCW attitudes experi
enced by patients, television advertising, inadequate 
community services, travel and migration between ser
vice delivery points and patients’ residence, and staff 
shortages noted by healthcare workers. HCW’s attitude 
was a major concern for patients, who decried the 
disrespectful treatment by HCWs across the FGDs:

So do you understand I am here to get advice from 
her and then the way she responded to me it was as if 
I could just leave there and get smashed by a train . . . 
. . . (P8 FGD3) 

In contrast, HCWs believed that telemarketing of 
unhealthy foods was a more important barrier to 
patients adopting a healthy lifestyle:

It is very difficult. What matters currently is com
mercials and what is seen on TV matters more than 
what we tell people in our institutions . . . (P2 
female HCW) 

Additionally, seeing patients at the facility and not 
being familiar with their home circumstances, travel 
or migration from the Eastern Cape to access treat
ment, and staff shortages were other important bar
riers noted by HCWs.

Solutions to enhancing self-management

Three types of solutions for enhancing patients’ SM 
were found: patient-centred approaches, community 
engagement, and strengthened diabetes care services.

Patient-centred approaches
Patient-centred solutions were mainly suggested by 
HCWs. They included individually tailored consulta
tions for struggling patients, contextualized commu
nication, encouraging patients to use available and 
affordable local food resources for dietary require
ments and family support. An example of contextua
lized communication was using an analogy that 
patients can understand e.g. the three-legged pot:

That pot must have those three legs in order for it to 
stand, if one leg breaks, it is no longer a pot . . . so we 
make that example into managing their hypertension 
(P1 HCW female) 

Using movies as an audio-visual communication tool 
was suggested by HCWs who noted that even patients 
with low literacy watched movies and understood the 
storylines. They could therefore understand health 
messaging communicated using similar platforms.

You realize that wow, they actually understand what 
is happening in the movies . . . because mostly even 
people who are not educated are good at watching 
things (P6 female HCW) 

This solution would allow HCWs to use this type of 
media to influence health behaviour through health 
marketing during TV programmes mostly watched 
by patients and their families. As families tend to 
watch television or movies together, this could also 
strengthen family support. Additionally, patients 
attending consultations accompanied by family mem
bers would also enhance family support and facilitate 
concurrent health education sessions.

Community engagement approaches
Patients and HCW suggested community-oriented 
and patient empowering SM enhancing solutions. 
Community engagement solutions included empow
ering street (food) vendors, engaging patients in com
munity projects and advocacy, and capacitating 
community health workers (CHWs).

Street vendors sell mostly unhealthy convenience 
food, including hot dogs, braai meat, and fat cakes 
near health facilities. Empowering these street ven
dors towards selling healthy food to patients was 
considered an important solution:

It needs to be changed there first, and then also these 
little shops on the side, these Spaza shops (street 
vendors) and if we can go to these people also and 
see what they’re actually selling and giving them 
healthy alternatives (P2 female HCW) 

The empowerment could be extended to patients 
through community projects such as youth-run vege
table gardens, to be self-sufficient in healthy food 
production and create employment:

I would like to agree with this lady, there is a lot of 
unemployed youth out on the street so if the govern
ment could develop a big project where each section 
has a garden planted by the youth for the elderly . . . 
. . . that would be very helpful. (P10 FGD3) 

Patient-led advocacy through community campaigns 
to reduce the feeling of disempowerment was also 
suggested by patients:

Also, for campaigns to finally take place, for diabetics 
to finally stand up and even the ones in wheelchairs 
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to push their chairs, and for us to not be under the 
table but on top of it. (P4 FGD2) 

Strengthened diabetes care services
Under this category, suggested solutions included 
designated diabetes counselling services and 
a dedicated T2D healthcare team.

Measures to strengthen diabetes care such as 
designated counselling services like those provided 
for HIV patients were suggested by patients in this 
study.

You are there to test if you have HIV, so if they 
found that you are positive they first counsel you but 
with this thing, it just comes out . . . and it needs 
treatment immediately, do you understand? So 
where is the time for counselling? There is no time, 
right! (P11 FGD4) 

A treatment buddy, similar to an HIV buddy was also 
suggested. These solutions would enable patients to 
cope with psychological emotions evoked by diagno
sis of T2D/HTN and fear of their complications:

I think for people with fears of amputation should 
their diabetes go up, counselling would help like in 
the case of that lady so that her worries are not so 
dependent on that (P6 FGD1) 

Types of counselling suggested included pre-test 
counselling, continuing counselling, and family coun
selling to enhance understanding of the implications 
of T2D diagnosis for patient self-management. 
Community healthcare teams dedicated to T2D/ 
HTN consisting of a counsellor, a dietician, a health 
educator, a nutritionist, and nurses committed to 
providing quality care were recommended.

People from the club should have a team in the club 
like a dietician, counsellor, educator, nurses that love 
clubs . . . . . . (P6 female HCW) 

Discussion

In this study, we explored experiences, identified self- 
management barriers and solicited solutions for 
enhancing self-management of T2D/HTN from 
patients and their healthcare providers.

Behavioural/medical management was challenging 
for patients, mediated by factors internal and external 
to the patient. Poor patient self-control was the main 
internal challenge, driven by a lack of understanding 
and poor disease knowledge. This relationship 
between diabetes knowledge and poor self- 
management has been demonstrated in quantitative 
studies [22,23], including a positive association 
between diabetes education and self-management 
behaviours [24].

External influencers of behavioural/medical man
agement included the marketing of unhealthy food 
and the perceived unaffordability of healthy food. 

Patients’ SM challenges were particularly around 
diet-related lifestyle modification. A US-based study 
among adults aged 18 years and above showed that 
advertising food through television strongly affects 
individual food choices [25]. This includes evidence 
from a study in Mexico which showed that consump
tion of advertised foods among mothers and their 
children is associated with frequency of broadcasted 
advertising, number of hours of watching television, 
and body mass index (BMI) [26]. However, evidence 
of the effect of advertising on adult T2D/HTN is 
lacking.

Role management also challenged patients, particu
larly the creation and maintenance of healthy beha
viours and meaningful partnerships. Key contributors 
to these challenges were perceptions of disrespect by 
HCWs, lack of family support, and stigma. HCWs 
observed that patients remained non-adherent to med
ications and lifestyle advice. Different approaches were 
used to improve adherence, including the use of meta
phoric and fear appeals, which are considered effective 
in positive behaviour change [27]. While HCWs 
believed that fear appeals enhanced role management, 
patients’ perceptions were contrary to this notion. 
Research suggests that fear appeals are effective when 
recipients have high self-efficacy but are ineffective or 
could even backlash when self-efficacy is low [28], even 
leading to maladaptive behaviours such as those shown 
in this study. A meta-analysis of qualitative and quanti
tative studies has shown that positive emotional appeals 
might prove more effective than cognitive appeals or 
negative emotional appeals [29], which supports experi
ences from our study participants.

Role management in this study was negatively 
affected by patients’ experiences of disrespectful 
HCW attitudes and poor communication. Feeling 
disrespected by healthcare providers was reported as 
a major reason for not honouring outpatients’ clinic 
appointments in a qualitative US study [30], which 
resonates with patients in this study. These challenges 
could be addressed by using a more patient-centred 
participatory and appreciative approach [31] that 
addresses the patient agenda, a priority neglected by 
HCWs but valued by patients [32].

Family support was considered important to role 
management by both patients and HCWs. The 
importance of family support in diabetes care and 
management is well captured in a commentary by 
Ahmed and Yeasmeen [33], who argue that ‘better 
health can be provided if the family is considered 
central to the management of diabetes’. Empirical 
evidence from South Africa has demonstrated 
a positive association between family support and 
following a diabetic meal plan, foot care, physical 
activity, and emotional management of T2D diagno
sis, underscoring the importance of family support in 
T2D self-management [34].
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Emotional management was a challenge for patients 
having to deal with the grief-reaction evoked by a T2D 
diagnosis, ranging from initial shock and denial to accep
tance and coping with future disease complications. Grief 
reactions among T2D patients were described even three 
decades ago [35] and recently [36], highlighting the 
importance of acknowledging the emotional manage
ment of coping with the diagnosis.

Patients experienced several barriers due to internal 
and external factors. Patients and HCWs identified pos
sible solutions to enhance SM. The SMART2D Self- 
Management framework [9] is considered a useful 
model for guiding the implementation of such solutions. 
The framework encapsulates four core SM tasks (medical, 
emotional, role, and lifestyle management); five SM skills 
(decision making, resource mobilization, taking action, 
problem-solving, and forming partnerships); and five 
mediators (perceived autonomy, perceived relatedness, 
self-efficacy, illness perception, and learning of self- 
management strategies). The framework embeds these 
requirements within the patient’s proximal environment. 
The barriers and solutions for optimal SM suggested in 
our study speak directly to all these factors.

Study strengths and limitations

The study ensured trustworthiness as defined by Lincoln 
and Guba [37], encompassing transferability, credibility, 
dependability, and confirmability. The thick description 
of the study context, methods, and use of quotations 
from participants enhanced confirmability, while 
dependability is demonstrated through literature cita
tions showing consistency with our findings. Credibility 
was shown through triangulation using data from 
patients and HCWs, collecting data at different times of 
the year, week and day to cater for the influence of 
seasonal migration, using two interviewers per recording 
session and different coders, which enhanced interpreta
tion of the data. Field notes and personal reflections by 
the researcher enhanced reflexivity, reducing being 
judgemental.

While findings from this study are based on infor
mation provided by HCWs and patients in a specific 
locality and used a small number of participants, which 
may not reflect the views, experiences, and opinions of 
all HCWs and patients in this setting, the facilities 
where this study was conducted are among the largest 
provider of chronic disease management programmes 
for T2D/HTN patients in this area.

Conclusion

In this study, both patients and providers found self- 
management to be complex in real life. Patients 
experienced challenges across three self-management 
tasks of behavioural and medical management, role 
management, and emotional management. Main 

challenges included lifestyle modification for disease 
self-management, poor partnerships with HCWs and 
family members, and post-diagnosis grief-reaction, 
cultural norms, poor HCW-patient communication, 
and disconnect between facility-based HCWs and 
patients’ lived experiences. Barriers to self- 
management included stigma, entitlement mentality, 
inadequate community services, and human resource 
shortages. Patients want empowering, predominantly 
community-based solutions to strengthen their self- 
management. Suggested solutions included dedicated 
diabetes/HTN services with multidisciplinary teams, 
counselling services, increased family support, patient 
advocacy, and contextualised communication using 
audio-visual technologies. A contextualized self- 
management framework that covers the essence of 
these solutions is recommended as an ideal multi- 
pronged approach to self-management in this setting.

Policy recommendations

● Dedicated community-based multi-disciplinary 
healthcare team using well-trained CHWs

● Healthcare workers’ capacitation to use patient- 
centred consultation models such as motiva
tional interviewing

● Provision of pre- and post-counselling services 
in the community for patients and families

● Introduction of a chronic disease buddy-system 
similar to the HIV buddy system to further 
strengthen patient self-management

● Chronic disease care programmes that feature 
patient-driven community projects and supports 
patient-led advocacy
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