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Abstract.
BACKGROUND: Programmes providing self-management support for patients and families are gaining attention and have
shown promising outcomes with regards to reducing long-term unmet needs post stroke. However, notions of what good selfmanagement support looks like can differ depending on professional opinion, individual preferences, skills and experiences
of patients and their families as well as on how care and rehabilitation is organised in a particular healthcare setting. This
resonates with the perspective of patient-centred care, according to which the meaning of good care is not universal, but
rather jointly shaped between healthcare professionals and patients in everyday interactions. While self-management support
is continuously co-produced in care and rehabilitation practices, most self-management programmes are typically provided
as an ‘add-on’ to existing statutory care.
OBJECTIVE: This paper aims to deepen the understanding of how self-management support can be made an integral part
of everyday care and rehabilitation using Bridges methodology.
METHODS: The authors provide a self-reflective account on ‘Bridges’ an integrated approach to self-management support,
which is used by healthcare professionals within acute and community stroke rehabilitation across the UK, and in some parts
of New Zealand and Australia.
RESULTS: Bridges is based on self-efficacy principles, but has a central aim of professionals sharing decision-making and
expertise with patients and families in every healthcare interaction. Methodologically, the co-production of a Bridges support
package with local healthcare professionals and patients is critical. The authors present the values articulated by the support
package and how it engages professionals, patients and Bridges training facilitators in a continuous process of adjusting and
re-adjusting situated self-management support practices.
CONCLUSIONS: Our reflections reveal the need to consider development and implementation of self-management support
as one and the same on-going process, if we are to facilitate successful engagement and interest from healthcare professionals
as well as their patients and families.
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1. Background
Stroke is one of the most common causes of long
term disability (Feigin et al., 2014). Annually there
are 17 million incidences of stroke worldwide and
in the UK 1.2 million people at any one time are
living with the consequences of stroke (Stroke Association, 2016). Notwithstanding all the advances in
primary prevention and acute care, stroke survivors’
emotional, social and physical needs in the longer
term are unquestionably high (McKevitt et al., 2011;
Pollock, St George, Fenton, & Firkins, 2012). Selfmanagement support relates to the help given to
people with long-term conditions to manage their
health on a day to day basis, and studies have
shown an impact on confidence, skills and knowledge as well as psychosocial and physical health (de
Silva, 2011; Parke et al., 2015). Mindful of potential hyperbole about the benefits of self-management
programmes for individuals with long-term conditions, they could offer solutions to long term unmet
need post stroke. But herein lays the paradox, those
that potentially could have the most to gain such as
those with complex conditions or low health literacy
or poor social support systems can be amongst those
excluded or not engaging with self-management programmes (Coulter & Ellins, 2007; de Silva, 2011).
Our own research has shown that individuals with
cognitive and communication problems such as aphasia are not recruited into self-management studies
at the same rate as other stroke survivors (Jones
et al., 2016). Despite a third of stroke survivors
experiencing aphasia, self-management programmes
delivered in a structured way with a focus on written
or spoken methods could be alienating environments
(Stroke Association, 2015) and yet individuals with
aphasia are more likely to have long term unmet
needs and depression (Ayerbe, Ayis, Wolfe, & Rudd,
2013). Indeed, there may be many and varied reasons
why individuals do not engage in standardised selfmanagement support. Several authors have noted the
inherent inequity of self-management programmes as
favouring those with good health literacy and motivations to engage (Kendall, Catalano, Posner, Buys,
& Charker, 2007; Taylor & Bury, 2007). In fact,
non-engagement could be entirely understandable in
someone living with a complex long term condition
such as stroke and facing challenging personal, social
or cognitive circumstances (Hinder & Greenhalgh,
2012). Understanding how we as professionals can
create an environment, which is inclusive, open and

collaborative, is critical to enable self-management
skills to flourish post stroke.
We are now at a pivotal point in our own understanding of the challenges and complexities of
delivering self-management support post stroke using
an individualised provider-based approach to supported self-management called ‘Bridges’. In this
paper we will draw on different theoretical perspectives and evidence to illustrate our direction and
influences, as well as reflecting on our own evolving practice in self-management. The training of
more than 120 multi-professional stroke rehabilitation teams across the UK has taught us that we all need
to work hard to develop skills, which have equality
and partnership at their core. We have also gained an
understanding through our research and that of others
that efficacy in a trial setting is not enough to determine whether a self-management intervention will
be successful or not (Kennedy et al., 2013; McKenna,
Jones, Glenfield, & Lennon, 2013; Jones et al., 2016).
We have more recently drawn on implementation science to understand how stroke rehabilitation teams
can successfully normalise self-management support into their everyday practice and sustain this
way of working (Damschroder et al., 2009; Eccles
et al., 2009). We end this paper by using exemplars
to illustrate how Bridges has been used in stroke
rehabilitation not just post hospital but in the most
biomedical of environments, an acute stroke unit.
1.1. The hazard of fostering dependency on
professional expertise early on
Clearly the first few days and weeks post stroke
will start with a biomedical focus on recovery of
impairment and condition management by stroke
experts. But it is at this stage that rehabilitation
delivered in an acute stroke care setting can unwittingly preference the competencies and techniques
of therapists over and above the contributions and
skills of patients and families (Levack, Dean, Siegert,
& McPherson, 2011; Taylor, 2014). In the UK,
stroke rehabilitation is largely delivered according
to pre-determined national guidelines which specify physiotherapy, occupational therapy and speech
and language therapy at certain levels of intensity
(Intercollegiate Stroke working Party, 2012; National
Institute of Health and Clinical Excellence, 2013).
This period of intense support and care delivered in
hospital stroke units can be hard for individuals to
equate with an expectation that by time of discharge,
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they will be able to self-manage (Wiles, Ashburn,
Payne, & Murphy, 2004). The whole notion of person centred care is worth considering here and often
overlaps with definitions of self-management support
(Ahmad, Ellins, Krelle, & Lawrie, 2014; Makela,
Gawned, & Jones, 2014). Both include key principles such as enabling individuals to develop their
own strengths and abilities to live a fulfilling life
(Ahmad et al., 2014). Retaining a focus on person centred approaches and self-management support
can be challenging in an acute medical environment
(Makela, Gawned, & Jones, 2014). Yet real partnership working which equally values the skills and
expertise of individuals with their acute medical condition as much as those of the professional can create
tangible self-management opportunities. Nonetheless, therapeutic relationships and experiences of
rehabilitation in hospital and specialist rehabilitation settings may prove all too powerful in fostering
reliance on clinical expertise and inadvertently undervaluing the ideas and solutions which could exist
within each individual (Coulter, Roberts, & Dixon,
2013). Indeed, studies show goal setting in stroke
rehabilitation can be professionally determined in
many instances and rehabilitation can leave little
opportunity to explore and shape self-management
relevant to an individual’s needs and preferences
(Brown et al., 2013; Levack et al., 2011; Norris
& Kilbride, 2013). Additionally, an environment in
which professionals protect patients from making
what they perceive as irrational and irresponsible
choices or prioritise ‘realistic’ goals runs the risk of
creating an imbalanced relationship from the start,
rather than good care which is jointly shaped by
reciprocal and open interactions. The field of selfmanagement research whilst acknowledging the role
of long-term condition education now consistently
highlights the value of tailoring support to the needs
of individuals (Ahmad et al., 2014; de Silva, 2011).
Self-management support is clearly not a ‘one-size
fits all’ and our understandings of the importance of
context and mechanisms, which may work for individuals post stroke, are now emerging.
1.2. History of Bridges
Bridges is a self-management approach that has
evolved from a 10-year programme of research
and focuses strongly on the quality of interactions
required by health care professionals in order to support knowledge, confidence and skills in patients
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living with long-term conditions. The Bridges selfmanagement programme began in stroke but has now
extended to brain injury and other complex neurological conditions and in acute and community healthcare
settings (Jones, Mandy, & Partridge, 2009; Makela,
2015). Social cognition theory has underpinned our
work and self-efficacy was a critical first construct
within Bridges (Bandura, 1997). The use of mastery
experiences woven into every rehabilitation session
to help patients understand their own contribution
to progress and self-management was an important
‘active ingredient’ of the approach. Patients have
their own Bridges workbook to record what goals
matter to them, and therapeutic interactions with professionals that focus on supporting confidence and
relevant skills and knowledge required by patients
to self-manage. Social cognition theory informed the
content of the Bridges workbooks by incorporating
the principles of modelling and vicarious learning
through sharing experiences, challenges and successes of other stroke survivors. Each workbook
contains vignettes of different people living and managing their condition, which can act as an inspiration
or source of ideas. There is also space within the
book to record individual thoughts and plans, and
to reflect on progress, ideas and actions, which have
helped progress. Although the Bridges workbook
provides a structure around which self-management
can be shaped, it does not negate the need for professionals to use language and techniques, which
facilitate self-management in a non-directive way. In
fact the workbook can be perceived as a limiting factor for engagement in self-management and has led
to gatekeeping by rehabilitation professionals when
considering the potential challenges faced by people
with aphasia and other cognitive impairments (Jones,
2016). To focus on a tool such as the workbook to support self-management is clearly not enough, a view
strongly endorsed by others (Ahmad et al., 2014; de
Silva, 2011).
Research to develop and test the Bridges stroke
self-management programme has shown proof of
concept, efficacy, acceptability and feasibility as an
approach integrated into rehabilitation (Jones et al.,
2009, 2012, 2016; McKenna et al., 2013). But we
are now mindful that evidence in a trial setting does
not help us understand how rehabilitation teams and
professionals integrate and sustain self-management
support which preferences needs, goals and skills
of individuals. Specifically, we have been keen to
understand how self-management is perceived and
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enacted by professionals and how teams can create
a shared understanding of self-management through
their organisational processes. We have shown that
multi-professional teams can change their practice,
gain knowledge and experience of supporting individuals to self-manage and use less didactic and
directive approaches in rehabilitation (Jones & Bailey, 2012; Jones et al., 2012). This approach has been
well received by stroke survivors, who perceive that
Bridges enables them to manage their progress, set
goals of a personal nature, and gain greater understanding of recovery post stroke (McKenna et al.,
2013).
We now need to consider other relevant theories
and concepts of self-management which can help
advance our approach so that it can have the rigidity
to be sustained overtime, but the flexibility to evolve
and tailor to individual needs.
1.3. From speciﬁc behaviour change to situated
everyday practices
Our emerging understandings of self-management
through our work to develop Bridges has now led
us to widen our gaze to other theories and concepts
beyond that of personal agency and learning theories such as social cognition theory. An increasing
focus of research within critical health psychology
and the social sciences reveals that patients’ health
behaviour is never only cognitively motivated, but
rather interlinked with wider social practices (Harrocks & Johnson, 2014). In practice we have found
professionals attributing patients’ difficulties with
self-management to cognitive or mood difficulties
(Jones Livingstone & Hawkes, 2012). But engagement in self-management can be influenced both
positively and negatively by numerous other social
and personal interactions (Hinder & Greenhalgh,
2012; Rogers et al., 2014). The Bridges approach
has attempted to move beyond the idea of patient
engagement whereby individuals are expected to take
on responsibility for making choices related to their
condition towards a practice-based approach to selfmanagement support that takes the social context in
which the individual is managing into account. This
requires professionals to critically reflect on their
own assumptions about how an individual should
self-manage and create a space whereby the way to
self-manage is jointly determined.
In essence we now believe that a strong focus
on clinical symptom management or adherence to
professional advice could potentially hinder the moti-

vation of patients and their families to play a more
active role in the rehabilitation process, since it
ignores their social and material needs. Patients can
be more motivated to engage in activities that help to
maintain or re-shape a coherent identity and everyday life (Ellis-Hill, Payne, & Ward, 2008; Ong et
al., 2014). Professionals, however, can dismiss such
activities as irrelevant or even problematic, especially
when they are not consistent with or contradicting
professional agendas (Ong et al., 2014).
It is also important to consider that the word ‘selfmanagement’ may itself be a hindrance and can be
construed as being ‘left to get on with it’ (Satink
et al., 2013). Approaches to self-management support require equal attention to the guidance and
professional expertise required by patients and their
families especially in earlier phases post stroke
(Sadler, Wolfe, & McKevitt, 2014). However, it is the
concept of compliance models which can be at odds
with nurturing and encouraging self-management.
Ong et al. (2014) supports moving beyond promoting compliance with clinical advice towards a broader
concept of self-management which comprises a continued search for meaning and legitimacy of the
chronic condition and the negotiation of a new personal and social equilibrium. From this extended
viewpoint, these very same activities that professionals may dismiss as hindering the rehabilitation
process can become more relevant. We can even begin
to understand them as a resource to engage someone who finds it difficult or is unwilling to make
self-determined choices, since these everyday activities are not solely based on rational-decision making
and develop out of situated actions and interactions
(Cohn, 2014). Exploring with patients what they and
their families already do and why it is important
to them can hence offer a starting point for selfmanagement support. This can be followed by jointly
agreed activities that include exploring and testing
out new options as well as fine-tuning existing activities until a satisfying compromise is reached (Mol,
2006). Here, self-management involves professionals building supporting relationships with patients to
work out practical skills that are tailored to individual
needs and local situations.
In order to shape and produce self-management
solutions professionals will also require a high degree
of sensitivity to local needs and social circumstances
in order to help patients to work out which health
practices are most beneficial to them and their families (Horrocks & Johnson, 2014). Professionals may
have to relinquish a degree of power in their inter-
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actions with patients, and critical changes have to
be supported by a shared understanding of working
to support self-management at organisational level
(Norris & Kilbride, 2013; Ong et al., 2014). Our
own work now focuses heavily on understanding the
organisational processes, which may hinder promoting self-management (Jones et al., 2012). We explore,
for instance, alternatives to standardised goal setting
methods in order to provide more opportunity for
individuals to prioritise personal and socially driven
goals. We also encourage teams not to ‘gate keep’ and
only consider self-management when an individual
‘appears’ motivated. As previously suggested, seemingly ‘unmotivated patients’ may have the most to
gain by being supported to self-manage, a view shared
by other commentators (Coulter & Ellins, 2007). In
addition, success occurs not only if a patient is motivated and engaged, but when a team or organisation
has critically reflected on how they need to change
their language and processes to emphasise greater
partnership working. We believe that those selfmanagement interventions, which are more or less
exclusively based on individual behaviour change,
can ignore important structural issues as an explanation for behaviour and engagement (Ong et al.,
2014).
1.4. Time for questions: how is self-management
constructed and enacted?
A large synthesis of evidence from selfmanagement programmes ranging from simple
educational provision to more structured behaviour
change interventions found that self-efficacy was
the most common underpinning construct and more
likely to be used in successful programmes. There
was, nonetheless, wide variation in how selfmanagement support was enacted by healthcare
professionals (de Silva, 2011). While research has
continued at a high pace and self-management still
features in health policy as an answer to long term
condition management (Coulter et al., 2013; NHS
England, 2014), a recent large scale self-management
study in primary care showed we are still a long way
from finding the formula for successful implementation (Kennedy et al., 2013).
There is now a critical question about the very
nature of what self-management is and should be.
Here, we are not only dealing with concerns about
the feasibility and effectiveness of a specific selfmanagement intervention, but a deeper ontological
question. Finding an answer requires an investiga-
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tion into the impact of such interventions on everyday
life in order to render visible what works well and
which aspects need improving (Mol, 2006). This
widens the focus of our analysis from merely defining
Bridges self-management (epistemology) to investigating how it is experienced and enacted in everyday
practices (ontology). By critically reflecting on how
‘Bridges self-management’ has evolved since its
inception, we demonstrate how this approach has
enhanced over time to reinforce values, which prioritise partnership between patients, families and
professionals.
The concept of boundary objects may also be
helpful as a conceptualisation of Bridges. Boundary
objects were originally described as ‘objects which
are both plastic enough to adapt to local needs and
constraints of the several parties employing them,
yet robust enough to maintain a common identity
across sites’ (Star & Greisemer, 1989). Boundary
objects like the concept of self-management have
different meanings in different situations and contexts and the key to implementation is to develop and
maintain coherence of the boundary object across
different situations. Our own challenge has been to
communicate evidence from our research and that
of others which can convince healthcare professionals of the potential of self-management support
whether using the Bridges book or not. Alongside
that there is the need for healthcare professionals
to communicate these messages to encourage stroke
survivors that there are personal gains to be made
from engaging with self-management strategies and
ideas. It has been necessary for us to develop a
shared language of self-management, which can represent and attract the interest of different parties. This
has been possible through the cumulative input of
many hundreds of healthcare professionals enacting
and integrating self-management support and feeding back to us about their successes and challenges
(Jones, Livingstone, & Hawkes, 2012). By arriving
at a shared meaning and learning from each other’s
perspectives we aim to move more towards a ‘community of practice’ which has the potential to both
understand and facilitate adoption of Bridges as an
innovation (Fox, 2011).
1.5. Telling the whole story, beyond efﬁcacy
testing
A recent cluster randomised controlled trial which
tested the integration of Bridges into the everyday
practices of community stroke teams enabled critical
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steps towards understanding and defining the hallmarks and fidelity of the approach (Jones et al., 2016).
Healthcare professionals from the intervention teams
worked alongside the research team to explicitly
define the strategies and language that exemplified
seven Bridges principles. These included knowledge,
goal setting, self-discovery, problem solving, accessing resources, reflection, and taking action. This exercise helped to both define and make sense of Bridges
in the community stroke setting which in turn helped
identify the behaviours necessary to implement and
sustain the approach. Encouraging professionals and
teams to define and conceptualise self-management
support relevant to the needs of their caseload and service has now become an integral part of the training
we deliver in health and social care.
In addition Normalisation Process Theory (NPT)
now forms a critical framework for us to understand
how to implement a complex intervention such as
Bridges self-management support into everyday clinical practice, so that it becomes ‘normalised’ (May &
Finch, 2009; May et al., 2009; Murray et al., 2010).
Within the framework, implementation is defined as
a complex and emergent social process, in which
healthcare professionals collectively produce and
embed new practices into their everyday work (May
& Finch, 2009). NPT operationalises implementation
according to four concepts: coherence e.g. how is
Bridges different to usual practice?; cognitive participation e.g. will healthcare professionals be prepared
to invest time and energy to implement Bridges?;
collective action e.g. how will healthcare professionals make Bridges part of their daily practice?; and
reflexive monitoring e.g. how will healthcare professionals know the impact of Bridges on outcomes?
(May & Finch, 2009). Through NPT the importance
of considered engagement of healthcare professionals during the cycle of a research project or Bridges
training, has formed another way of co-producing
self-management with those that will enact the support within their practice.
The value of co-production has been pivotal
through our work both to develop the Bridges
workbook and shape our training programmes
for healthcare professionals. Co-production is a
term commonly used in health policy and broadly
describes any collaborative relationship. In healthcare, the co-production of health services means
service users and providers working together, to
plan and deliver services and share decision-making
(Realpe & Wallace, 2010). This requires a shift in
the balance of power whereby patients are seen as

equals and experts. We have sought to reflect the values of co-production in our stroke workbook, so that
it reflects the needs of stroke survivors as they define
them. We also endeavour to foster collaborative relationships with healthcare professionals through our
training and project work, by acknowledging their
expertise and working with them to define and deliver
best practice in self-management support in their
particular context. One example of this is when we
introduce professionals to self-management principles and support them to develop their own catch
phrases to use in everyday practice. In between the
two-stage training (usually 12 weeks) professionals
test out ways of integrating self-management language and strategies and use self-reflection forms to
share their experiences with us and their colleagues.
In this sense, we seek to model as trainers and
facilitators the collaborative behaviours required
by healthcare professionals to provide good selfmanagement support to their patients. This requires
all of us to relinquish power and work in a way that
has equality and partnership at its core (Norris &
Kilbride, 2014). In other words, we endeavour to
practice what we preach.

2. How is self-management support actually
integrated in practice?
Emerging research has shown that healthcare
professionals can have very different understandings of self-management support (Mudge, Kayes, &
McPherson, 2016; van Hooft, Dwarswaard, Jedeloo,
Bal, & van Staa, 2015; Young et al., 2015). This supports our view and that of others that it is imperative
to train whole teams, preferably using methods to
facilitate interprofessional discussion and exchange
(Reeves, Perrier, Goldman, Freeth, & Zwarenstein,
2013). A recent synthesis of current ideas and evidence relating to self-management promotes the need
to train the whole healthcare team together in order
to deconstruct assumptions, build a shared understanding of self-management support and agree an
implementation plan (Ahmad et al., 2014). Bridges
training, developed through our experiences and
informed by research, has sought to dispel the myths
about self-management and common assumptions
such as 1) self-management support is an ‘add on’
to usual clinical tasks; 2) it is something that is
introduced before discharge from services; 3) or
that it is difficult when stroke patients have severe
physical, cognitive or communication impairments
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(Legare & Thompson-Luduc, 2014). As already mentioned, our two-stage training incorporates time for
healthcare professionals to reflect during and after
practical implementation within rehabilitation. This
recognises that teams benefit from discussion about
the barriers and successes they have experienced in
an interprofessional learning environment and support to work together to overcome any professional
and organisational challenges (Reeves et al., 2008).
In reality after practitioners implement the Bridges
approach it is common for us to receive mixed
feedback of practice successes and failures, usually outweighed by the latter. Skilled facilitation is
required to create a supportive environment where
everyone’s contribution is valued and there are no
right and wrong answers, within which the team
can explore their mixed experiences. In doing so we
strive to both create and model the team environment
needed for this approach to flourish.
Anecdotally we have reflected on the notion that
teams who have successfully integrated Bridges into
their working practices have a fairly flat hierarchical structure, which seems to create a more open and
supportive environment in which it becomes possible
to explore different ways of working, and even blur
professional boundaries. For example, a community
stroke team in north England implemented Bridges
through their support staff. They developed a specific
‘Bridges appointment’ at which the stroke workbook
was introduced to facilitate a conversation about the
stroke survivor as a person and what was meaningful
to them. The support worker helped the stroke survivor to set goals and communicated those goals to the
rest of the rehabilitation team, who constructed their
treatment plans around the patient-defined goals.
Whilst we do not endorse this model of working per
se, it illustrates our observation that stroke teams are
more likely to successfully integrate Bridges when
they liberate aspects of team processes and organisation. Another example comes from an acute stroke
unit in London, U.K; after Bridges training, nursing staff and occupational therapists decided to work
together to promote a ward ethos of helping patients
to help themselves. The occupational therapists supported their nursing colleagues to change the washing
and dressing routines, to enable stroke survivors to do
more. Critically the occupational therapists listened
to the nurses’ concerns about this different way of
working, such as it taking more time. They audited
washing and dressing practices pre- and post-practice
changes, which concluded amongst other things, that
the changes didn’t take up more of the nurses’ time
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(Gawned et al., 2014; Makela, Gawned, & Jones,
2014).
It is a common perception that self-management
support can take more time than usual practice
(Legare & Thompson-Luduc, 2014). However, our
stance is that investing the time to listen to stroke survivors, to discover what is important and meaningful
to them, could save time in the long-term. One community stroke team in our recent cluster-controlled
trial (Jones et al., 2016) achieved comparable outcomes to the other intervention site, but with 50%
less resources (face-to-face time). Anecdotally we
receive feedback from Bridges-trained teams who
have created a shared self-management ethos, that
patients’ episodes of care are shorter, with a reduction
in onward referrals to other services. Whilst health
and social care utilisation is one way to evaluate the
impact of self-management support we encourage
teams to evaluate the impact in other ways, in particular to produce questions they can add to existing team
evaluation tools which reflect the self-management
outcomes appropriate for their service. For example,
an acute stroke service might ask the question at discharge ‘how confident do you feel to manage things
for yourself when you get home?’ and a community
stroke team might ask ‘how confident do you feel to
continue under your own steam?’
We recognise that services and teams evolve over
time and so we support teams to plan for the sustainability of Bridges in practice. The community
stroke team in north England had to re-think their
implementation of Bridges when service changes
meant that they no longer had time to do their selfdefined ‘Bridges interview’ with every stroke patient.
Through refresher training we supported the team to
work out ways to implement Bridges so it wasn’t seen
as an ‘add on’ but rather part of the way they work.
This time around we focussed on the impact of their
communication with stroke patients and families, and
how all team members could use the stroke workbook
as a tool to support self-management.
In the long-term, teams benefit from identifying
‘Bridges champions’ who are key change agents who
can motivate the rest of the team to keep up changes
in practice (Newbronner, Chamberlain, Borthwick,
Baxter, & Sanderson, 2013). Bridges champions can
be healthcare professionals of any role or profession,
who believe in the principles and act as role models
to new and existing staff. Importantly, everyone in a
rehabilitation team needs to feel supported by their
managers and leaders, in order to work in new and
innovative ways.
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3. Conclusion
Overall our reflections have revealed the need
to consider development and implementation of
self-management support as one and the same ongoing process if we are to facilitate successful
engagement and interest from healthcare professionals as well as their patients and families. We
have presented our experiences of a self-management
innovation for stroke that goes beyond conventional
self-management approaches based on behaviour
change methods and reveals self-management support as a multiple and open-ended process.
Stroke teams defined in implementation terms as
‘adopters’ of Bridges have had to modify their own
expectations and assumptions in order to consistently
integrate self-management into rehabilitation as well
as sustain over time. These teams such as the community stroke team mentioned have been prepared to
change their processes in order to maintain a focus
on what they feel is closer to a collaborative, person
centred approach to self-management.
Our experiences support the need for further
research to fully understand the context where selfmanagement support is delivered and received as well
as the range of mechanisms through which support
can be enacted. Perhaps more important is to advance
our understanding of self-management outcomes
which matter most to each stakeholder (patient,
healthcare professional) as we suspect that there
could be inherent differences between these parties
when considering the impact of programmes. What
constitutes success or failure in a self-management
trial if there is no impact on a clinical outcome, but
patients are more knowledgeable and confident as
a result? A recent review in this area has revealed
a range of different self-management outcomes are
considered important by different stakeholders which
include knowledge, skills and other biopsychosocial
markers through to positive social networks (Boger
et al., 2015).
Self-management as a concept has promised a
great deal in tackling the increasing numbers of
people living with conditions such as stroke. But surprisingly given the growing numbers of programmes
and research published on the topic it is still a
relatively under-theorised concept. Considering the
complexity of both stroke and self-management and
viewing Bridges as a Boundary object has helped
us identify with the beliefs and values of our target groups such as rehabilitation professionals, and
in turn the stroke survivors they are supporting. Our

aim is to further develop into a community of practice
to advance our understanding and build an evidence
base to evaluate the impact of our programmes specifically with those individuals they are proposed to
serve. We are now taking this learning forward to
further test the use of Bridges in different settings
and with different conditions including brain injury
and progressive neurological conditions, and this will
require a range of research methodologies. Bridges is
now less about one condition, stroke, but the needs
of individuals, the skills and roles of healthcare professionals and the organisational context in which
self-management support is delivered. In other words,
the whole system. We now need to illuminate what
self-management support looks and sounds like so
that it is neither alienating to patients nor burdensome
to healthcare professionals. We still have a long way
to go.
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