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Abstract 

Background Primary care actors can play a major role in developing and promoting access to Self-Management 
Education and Support (SMES) programmes for people with chronic disease. We reviewed studies on SMES pro-
grammes in primary care by focusing on the following dimensions: models of SMES programmes in primary care, 
SMES team’s composition, and participants’ characteristics.

Methods For this mixed-methods rapid review, we searched the PubMed and Cochrane Library databases to identify 
articles in English and French that assessed a SMES programme in primary care for four main chronic diseases (diabe-
tes, cancer, cardiovascular disease and/or respiratory chronic disease) and published between 1 January 2013 and 31 
December 2021. We excluded articles on non-original research and reviews. We evaluated the quality of the selected 
studies using the Mixed Methods Appraisal Tool. We reported the study results following the PRISMA guidelines.

Results We included 68 studies in the analysis. In 46/68 studies, a SMES model was described by focusing mainly 
on the organisational dimension (n = 24). The Chronic Care Model was the most used organisational model (n = 9). 
Only three studies described a multi-dimension model. In general, the SMES team was composed of two healthcare 
providers (mainly nurses), and partnerships with community actors were rarely reported. Participants were mainly 
patients with only one chronic disease. Only 20% of the described programmes took into account multimorbidity. 
Our rapid review focused on two databases and did not identify the SMES programme outcomes.

Conclusions Our findings highlight the limited implication of community actors and the infrequent inclusion of mul-
timorbidity in the SMES programmes, despite the recommendations to develop a more interdisciplinary approach 
in SMES programmes. This rapid review identified areas of improvement for SMES programme development in pri-
mary care, especially the privileged place of nurses in their promotion.

Trial registration PROSPERO 2021 CRD42 02126 8290.

Keywords Primary health care, Self-management, Patient education as topic, Organisational models, Chronic disease, 
Multimorbidity
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Background
The number of people with chronic diseases has been ris-
ing worldwide [1], and one third of them has more than 
one chronic condition [2]. Several international scientific 
societies recommend Self-Management Education and 
Support (SMES) interventions because they can improve 
the quality of life of people with chronic conditions [3–5]. 
SMES programmes are defined as the provision of the 
foundation to help people manage their chronic disease, 
and guide their health-related decisions and activities 
[6]. However, several authors highlighted that attendance 
to SMES programmes by patients is low, despite their 
widely acknowledged benefits [7, 8]. Primary care actors 
can play a major role in developing SMES programmes 
and improving the patients’ access to these interventions 
[6, 9, 10].

However, to better meet the needs of people living 
with chronic diseases, the different dimensions of SMES 
interventions in primary care need to be reconsidered 
[11]. First, the healthcare organisation (HCO) is a major 
category to consider when developing a model of SMES 
delivery. In the Chronic Care Model (CCM), created by 
Wagner in 2001 and revisited in 2019, the delivery system 
design, decision support and clinical information system 
are included in the HCO [12]. However, in 2018, Reyn-
olds showed in a systematic review that more evidence is 
needed about the impact of the SMES programme organ-
isational dimension on professional and patient outcomes 
in primary care [13]. Second, several authors stated that 
SMES programmes should be based on the social cogni-
tive theory, particularly the self-efficacy concept [14–16]. 
Yet, in 2019, a systematic review of randomised con-
trolled trials found that none of the studied SMES pro-
grammes included a theoretical or conceptual framework 
[17]. Third, although the educative content of SMES pro-
grammes seems well established, the educational theory 
developed by the team to accompany patients in their 
skill and competence development is rarely described 
[15]. These three dimensions (organisational, social/
behavioural, and educational), which can be combined 
or not by authors, must all be taken into account because 
the model of care can influence the results of SMES pro-
grammes [11].

Besides the models, the SMES team composition also 
needs to be considered. As underlined by the CCM 
model, collaboration among the primary care health-
care providers (HCP) is a major component of the model 
[12]. The emergence of new HCPs in primary care offers 
new workforce and the opportunity to rethink the SMES 
team collaboration [7, 18]. However, in 2022, the scop-
ing review by Longhini et al. showed that the SMES team 
members’ roles and responsibilities in delivering care 
were not precisely described in studies on SMES [19]. In 

addition, the participation of community actors should 
be encouraged and strengthened. This will help the popu-
lation to better identify the proposed SMES programme 
and the HCP team to better adapt the SMES activities to 
the population [20]. Yet, different studies showed the lack 
of collaboration between HCPs and community actors, 
especially social services [13, 19, 21].

Lastly, the profile of participants also should be taken 
into account in the SMES model due to the current pri-
mary care challenges, particularly multimorbidity. In 
2014, Rijken et  al. stressed that the development of a 
multimorbidity approach in SMES programmes is a pri-
ority [14, 22]. Due to the primary care teams’ key role in 
the management of people with multimorbidity, HCO 
must undergo a radical change [23, 24]. Indeed, the care 
of patients with multimorbidity is time-consuming and 
multimorbidity management might create difficulties 
among primary care providers [25, 26].

Previous studies highlighted a gap between the 
patients’ needs, due to the increasing number of people 
with chronic diseases, and the type of SMES interven-
tions implemented in primary care. More data on the 
SMES model dimensions (organisational, social/behav-
ioural and educational), SMES team composition and 
roles, and participants’ characteristics are needed.

The objective of this rapid review was to identify 
studies on SMES programmes for people with chronic 
diseases in primary care, with a specific focus on the dif-
ferent dimensions of the models, the SMES team compo-
sition, and the participants in order to highlight elements 
that need to be improved.

Method
This rapid review was performed following the World 
Health Organisation practical guide for rapid reviews 
[27]. This approach was chosen due to the time and 
skills necessary to execute a systematic review in the 
context of the rapid increase of the volume of publi-
cations on SMES in primary care [13, 28]. This guide 
lists six different rapid review approaches with differ-
ent feasibility, timeliness, comprehensiveness and qual-
ity assessment levels. For this rapid review, approach 
6 was chosen because it focuses on comprehensive-
ness (i.e. wide consideration of the subject) and qual-
ity assessment (i.e. good measurement and evaluation 
of the quality of the selected studies). Therefore, our 
search strategy focused on more than one database, 
with date and language selection. Two independent 
reviewers (EA, JS) selected the articles, performed 
data abstraction and bias assessment using the Mixed 
Methods Appraisal Tool (MMAT) [27]. The PRISMA 
guidelines were followed for reporting the study results 
[29] (Additional files 1  and  2). The protocol of this 
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rapid review was registered in PROSPERO and can be 
accessed at: https:// www. crd. york. ac. uk/ PROSP ERO/ 
displ ay_ record. php? Recor dID= 268290.

Data sources and search strategy
Two databases were searched: PubMed and the Cochrane 
Database of Systematic Reviews. PubMed was chosen 
because it is the second source of health education pub-
lications and using other databases to identify studies on 
therapeutic interventions does not significantly change 
the search outcome [30, 31]. The Cochrane database was 
chosen because of its systematic approach for reviewing 
randomised controlled trials.

All authors and a documentalist (VDA) contributed 
to defining the following search strategy: only articles 
in English and French, and published from 1 January 
2013 to 31 December 2021. The beginning date (1 Janu-
ary 2013) was chosen because following an international 
survey in 2014, it was recommended that SMES pro-
grammes in primary care should better address multi-
morbidity and that such programmes should be better 
integrated in the community [14].

The search strategy covered the following four 
domains: (1) primary care or primary healthcare; (2) 
models considered according to their organisational or 
educational dimension; (3) self-management under vari-
ous names due to naming inconsistency in the literature 
[32]; in our article, self-management has been chosen 
as the main term, due to its focus on chronic disease, 
whereas self-care mainly expresses the ability of people 
to prevent a disease [15, 33]; and (4) the four most com-
mon chronic conditions: diabetes, cancer, cardiovas-
cular disease, and respiratory chronic disease (chronic 
obstructive pulmonary disease and asthma) [1]. For 
both databases, the following string of keywords was 
used: ((‘primary health care’[MH] OR ‘primary health 
care’[TW] OR ‘primary care’[TW]) AND (‘organisa-
tional model’[TW] OR ‘models, organisational’[MH] 
OR ‘models, educational’[MH] OR ‘educational 
model’[TW] OR (‘organisat*’[TW] AND ‘model*’[TW]) 
OR (‘educ*’[TW] AND ‘model*’[TW]) OR (‘theor*’[TW] 
AND ‘model*’[TW])) AND (‘patient education as 
topic’[MH] OR ‘patient education’[TW] OR ‘patient 
teaching’ [TW] OR ‘self-care’[MH] OR ‘self-care’[TW] 
OR ‘self-management’[MH] OR ‘self-management’[TW] 
OR ‘health education’[MH] OR ‘health education’[TW] 
OR ‘health promotion’[MH] OR ‘health promotion’ 
[TW]) AND (‘non communicable diseases’ [MH] OR 
‘chronic disease’ [MH] OR ‘multimorbidity’ [MH] OR 
‘chronic*’[TW] OR ‘diabetes*’ [TW] OR ‘cancer’ [TW] 
OR ‘cardiovascular disease’ [TW] OR ‘asthma’ [TW] OR 
‘chronic obstructive pulmonary disease’ [TW])).

Study selection
Citations were downloaded and screened in Rayyan® 
(a web-based tool for evidence synthesis, https:// www. 
rayyan. ai/). Two reviewers (EA, JS) independently 
screened titles and abstracts and checked the exclusion 
and inclusion criteria (see below). Conflicts were solved 
by discussion. When the two reviewers could not decide 
whether an article should be retained on the basis of its 
title and abstract, they screened the full text.

Inclusion criteria were:

• Studies on primary care, according to the definition 
by Starfield et al.: the first contact, realising continu-
ity and coordination of care, and having a global and 
community approach [34].

• Studies on one of the four most prevalent chronic 
diseases, or on multimorbidity [1].

• Studies that evaluated a SMES intervention, as 
defined by the American Diabetes Association, using 
qualitative and/or quantitative methods [6].

Exclusion criteria were:

• Review articles.
• Articles that did not report results from original 

research, such as protocol studies, expert opinion 
articles and recommendations made by authors.

• Studies on routine care without a dedicated SMES 
intervention.

For each article that passed the initial screening, two 
reviewers (EA and JS) independently read the full text to 
determine whether it met the inclusion or exclusion cri-
teria. In case of conflict between reviewers concerning 
the inclusion of a study, a third person brought his exper-
tise (RGy).

Data abstraction, quality assessment and analysis
Data abstraction from the selected articles was car-
ried out by two authors (EA, JS) and then all authors 
analysed the included studies in four steps. First, the 
quality of the included studies was evaluated using the 
MMAT [35]. This scale allows assessing quantitative 
and qualitative methods in a mixed-methods approach 
(Additional file 3). Second, the model of each SMES pro-
gramme was recorded, without predefined categories. 
RGz (professor in public health) particularly focused on 
the organisational models and RGy (professor in health 
education) focused on the social and health behaviour 
models and educational models. Third, the character-
istics of the SMES team composition were extracted: 
number and occupation of each member, presence of a 

https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=268290
https://www.crd.york.ac.uk/PROSPERO/display_record.php?RecordID=268290
https://www.rayyan.ai/
https://www.rayyan.ai/
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patient partner [36], community partner, and/or hospital 
participation. Fourth, the following data were extracted 
from the studies: participants’ characteristics (patient, 
caregiver), number of chronic diseases (one or multi-
morbidity), recruitment procedure, and programme 
size as defined in the primary care classification (micro 
level: < 50,000 habitants and/or < 5 primary care centres; 
meso level: > 50,000 habitants and/or ≥ 5 and < 10 primary 
care centres; and macro level: > 10 primary care centres) 
proposed by Jan De Maeseneer et al. [37].

All data were collected in an Excel file and shared 
among authors, in a blinded way.

Results
Study selection
The initial search in the PubMed and Cochrane databases 
resulted in the inclusion of 887 studies, with no duplicate 
found (Fig.  1). After reading the title and abstract, 767 
studies were excluded because they were not on chronic 
diseases (n = 308) or primary healthcare (n = 192), did 
not assess a SMES programme (n = 186), did not describe 
results from original research (n = 77), or were literature 

reviews (n = 4). This resulted in the selection of 120 arti-
cles, but only 116 articles were retained because the full 
text of four articles could not be obtained even after 
contacting the authors. After reading the full text of the 
116 articles, 48 articles were excluded because they did 
not evaluate a SMES programme (n = 32), the same pro-
gramme had already been evaluated in another article 
(n = 7), they did not concern primary healthcare (n = 5) or 
a chronic disease (n = 1), and they did not present results 
from original research (n = 3).

Study characteristics and quality
Among the 68 selected studies, 36 were carried out in 
North America (United States n = 30, Canada n = 5, 
Mexico n = 1,), 12 in Europe (United Kingdom n = 3, 
Netherlands n = 3, Spain n = 2, Belgium n = 1, Denmark 
n = 1, Italy n = 1, Sweden n = 1), 11 in Asia (Hong Kong 
n = 3, Japan n = 2, China n = 1, Malaysia n = 1, Philip-
pines n = 1, Thailand n = 1), 5 in Oceania (Australia 
n = 3, American Samoa n = 1, New Zealand n = 1), 2 
in South America (Brazil n = 2), 1 in Central America 
(Guatemala n = 1), and 1 Africa (South Africa n = 1). 

Fig. 1 Prisma flow diagram
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Study design was variable: quantitative non-randomised 
study (n = 26), quantitative randomised control trial 
(n = 25), mixed methods study (n = 7), qualitative study 
(n = 6), quantitative descriptive study (n = 3), and cost-
effectiveness analysis (n = 1). The mean MMAT score 
was 3.4 [min 0, max 5].

SMES models, SMES teams, chronic condition(s), territory 
level
Table 1 provides an overview of the characteristics of the 
SMES models in the 68 studies retained for this rapid 
review. In 46 studies, a single-dimension model (n = 38) 
or multiple models (n = 8) were described. In the stud-
ies with multiple models, models were not combined in 
five studies, and were combined in a multi-dimension 
model in three studies. Among the 38 studies on a sin-
gle-dimension model, 24 articles used an organisational 
model, 13 a social and health behaviour model, and 1 an 
educational model.

CCM was the most frequently used organisational 
model (n = 9). Organisational models were developed by 
the authors in five studies. In three studies, the organisa-
tional model consisted in adding one HCP. In seven stud-
ies, a pre-existing organisational model was used. The 
chronic disease self-management programme was the 
only model with a community-based approach [48]. The 
Teamlet model of primary care included one clinician 
and two health coaches [44]. Two models were imple-
mented at the primary care practice level: the primary 
care medical home model [47] and the Iora health model 
[49]. In the support nucleus for the family healthcare 
model by the Brazilian ministry of health, a multidiscipli-
nary educational health care team was added to the pri-
mary care practice [73]. Two models were implemented 
in secondary care: the Brisbane South Complex Diabe-
tes Service model (integrated community and specialist 
model) [45] and the Telemedicine for Reach, Education, 
Access, and Treatment model (video consultations with a 
diabetes specialist and a diabetes educator) [46].

Among the studies that chose a social and health 
behaviour model (n = 13), ten used a behavioural model 
and three a social cognitive model. The most frequent 
behavioural model was the motivational approach [51], 
followed by the transtheoretical model of behaviour 
change [53]. One behavioural model was developed 
by the authors [74]. The three studies on social cogni-
tive models used the self-efficacy model described by 
Bandura [55], the empowerment theory developed by 
Funnell [57], and the common sense model of sense-reg-
ulation [58].

Only one study described an educational model created 
by the authors [59].

The five studies with non-combined models used 
mostly social and health behaviour models. Three studies 
evaluated a multi-dimension model.

In the 68 studies, the mean number of HCPs in the 
SMES team was 2 (range: 1–7) (Table  2). They were 
mainly nurses (n = 36 studies), followed by dieticians 
(n = 17 studies), general practitioners (GP) (n = 13 stud-
ies), qualified peers (n = 12 studies), community health 
workers (n = 6 studies), peer leaders (n = 3 studies), health 
promoters (n = 2 studies), patient navigators (n = 1 study), 
and educators (n = 9 studies). Other HCP types were part 
of the SMES team in 13 studies: physiotherapists (n = 4), 
physical educators (n = 2), respiratory therapists (n = 2), 
podiatrists (n = 2), occupational therapists (n = 1), smok-
ing cessation therapists (n = 1), and optometrists (n = 1). 
Pharmacists were included in 7 studies, health coaches 
in 6, medical assistants in 5 (including health techni-
cians), and social workers in 3. Besides GPs, other physi-
cians were included in the SMES team: endocrinologist 
(n = 1 study), health officer (n = 1 study), medical officer 
(n = 1 study), and a specialist without further informa-
tion (n = 1 study). Health students also were involved in 
the SMES intervention (n = 2 studies). One study pro-
posed the notion of primary care team. Two studies did 
not give any information on the HCP number and type. 
A partnership with a community actor was described in 
17/68 studies. Some studies reported the implication of 
the hospital (n = 7 studies), of the patient as partner (n = 5 
studies), and of community partners (n = 5 studies; lay 
community workers, community champion, patient asso-
ciation, advisory panel with community members, com-
munity leaders, and village health volunteers).

In 64 studies, the SMES programme was accessible 
only to the patients and in four studies to both caregiv-
ers and patients. The programme mainly focused on 
one chronic condition (n = 54): diabetes and prediabetes 
(n = 42), chronic obstructive pulmonary disease (COPD) 
(n = 5), asthma (n = 3), hypertension (n = 3), and chronic 
heart failure (n = 1). Among the 14 studies on multimor-
bidity, the main topics were diabetes and hypertension 
(n = 6), followed by diabetes, hypertension and dyslipi-
daemia (n = 1), diabetes, hypertension, dyslipidaemia and 
nephropathy (n = 1), diabetes and obesity (n = 1), diabe-
tes and mild cognitive impairment (n = 1), heart failure, 
hypertension and diabetes medication (n = 1), diabetes, 
cardiovascular disease, COPD, asthma, tobacco, obesity, 
dyslipidaemia and prediabetes (n = 1), and COPD and 
another chronic disease (n = 1). One study did not specify 
the topic. Participants were recruited mainly by the pri-
mary care provider (n = 23), by invitation sent to patients 
identified by searching a health database (n = 12), and by 
the primary care provider plus identification by health 
database search (n = 11). The recruitment method was 
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not indicated in twelve studies. In the other ten studies, 
the recruitment was through secondary care providers, 
another SMES programme, health insurance, recruit-
ment by investigators or research assistants in the doc-
tor’s waiting area. SMES programmes were mainly at the 
meso level (n = 31), followed by the micro and macro lev-
els (n = 18 for each). One study did not describe the terri-
tory level of the SMES programme (Table 2).

Discussion
Main findings
In this rapid review on SMES programmes in primary 
care, we collected data on the model dimensions, SMES 
team composition, and participants. Most studies that 
referred to a model used a single-dimension organi-
sational model, mainly the CCM. Only three studies 
described multi-dimension models. In general, the SMES 
team included two HCPs, mainly nurses. Partnerships 
with community actors were rarely described. Partici-
pants in the programme were mainly patients with one 
chronic disease. Only 20% of programmes considered 
multimorbidity.

Comparison with the existing literature
SMES programmes are complex interventions in which 
several aspects of the healthcare system, HCPs and 
patients must be taken into account [17]. Our rapid 
review showed that in order of importance, HCPs con-
sider first the organisational dimension of the SMES 
practice, and then the learning theory on which the 
SMES intervention is based. The major place of organisa-
tional models indicates that HCPs’ priorities are to better 
integrate the SMES programme in their daily practice and 
to take into account their own organisation. Although 
progress has been made, primary care teams still need 
to think how to deliver SMES programmes within their 
organisation [7]. Concerning learning theory-based mod-
els, most of them originated from the health and social 
psychology fields and fewer from the pedagogy field. This 
lack of educational models underlines the fact that most 
of the models described in the selected studies focused 
on understanding and explaining the participants’ behav-
iour, and not on supporting knowledge acquisition by 
the participants. This finding may be explained by the 
fact that for many years, psychology has been an inte-
gral part of medical training and is well integrated in the 
GPs’ practice [141]. Another hypothesis, as underlined 
by Lorig and Halman, is that this may express a different 
understanding of what SMES is by the SMES programme 
developers [142]. Lastly, only three studies included in 
this review used a multi-dimensional model to structure 
the SMES programme, by integrating the behavioural, 
ecological, educational and organisational dimensions. 

To better integrate SMES programmes in the health-
care system, a multi-dimensional model that takes 
into account the perspectives of different disciplines is 
needed. However, this more interdisciplinary approach 
has not been properly developed and tested yet. The 
precede-proceed model and the expanded CCM are two 
examples of multi-dimensional models for SMES imple-
mentation that could be considered [20, 70].

Nurses (family nurses, practice nurses, and diabe-
tes nurses) were the main HCP involved in the different 
SMES programmes. Barreto et al. showed that although 
all HCPs in the team feel involved in the SMES interven-
tion, nurses are seen by the team as important educators 
[67]. Similarly, Siminerio et  al. reported in a qualitative 
study that both physicians and nurses agreed that nurses 
have a better understanding of psychosocial issues and 
are more likely than physicians to support patients in 
implementing the SMES programme [143]. These quali-
tative results were confirmed in the systematic review 
by Renders et  al. showing that a greater involvement of 
nurses in diabetes management has positive effects on 
the patients’ outcome [9]. These findings demonstrate 
the importance of nurses in SMES and the place given 
to them by the SMES team and healthcare system. In 
agreement with literature data, we identified very few 
partnerships with community actors. In their systematic 
review on SMES, Reynolds et al. found that community 
resources were implicated in only 0.6% of the included 
studies [13]. Therefore, the recommendation by Barr 
et al. in 2003 to enhance community participation is still 
unmet [20]. This lack of partnerships with community 
actors in SMES programmes may suggest that HCPs have 
difficulties in taking ownership of health promotion prin-
ciples. In 2017, a qualitative study showed that the suc-
cessful implementation of health promotion principles 
by primary care providers is influenced by three dimen-
sions: context, implementation process, and collabora-
tive model [144]. Therefore, HCPs should find ways of 
promoting the integration of community actors in SMES 
programmes, possibly by integrating health promotion 
principles in the multidimensional model.

In agreement with the literature, our rapid review 
showed that SMES interventions in primary care often do 
not take into account multimorbidity. This is a worrying 
finding [2, 17]. Some results from previous studies sup-
port and promote the development of a multimorbidity 
approach in primary care. Cameron et al. showed that a 
moderate-to-severe comorbidity index was the strongest 
predictor of better self-management (especially mainte-
nance behaviours) by patients [145]. The authors partly 
explained this result by suggesting that such patients 
had time to develop skills to cope with their first chronic 
disease and used this experience for the second chronic 
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condition. Moreover, a multimorbidity model can help 
HCPs to provide better care. A qualitative study showed 
how GPs who develop a multimorbidity-focused SMES 
programme in their practice perceive the benefits of 
this approach in their care of people with multimorbid-
ity [146]. The necessary collaboration among HCPs for 
taking care of people with multimorbidity can be facili-
tated by SMES interventions. However, some difficulties 
remain in the management of people with multimorbid-
ity. In their systematic review of qualitative studies, Sin-
nott et al. showed that such difficulties can be classified in 
four areas: healthcare disorganisation and fragmentation, 
inadequacy of guidelines and evidence-based medicine, 
challenges in delivering patient-centred care, and barri-
ers to shared decision making [63]. They also found that 
for implementing multimorbidity-focused SMES pro-
grammes, all healthcare system actors must be implicated 
and research on multimorbidity must be developed.

Strengths and limitations
Our study has some limitations. First, our rapid review 
choose to focus only on two databases, although Pub-
Med is one of the main source of publications on health 
education [30]. Scopus and CINAHL, which also are 
main databases of articles on health education, were 
not considered. This choice was necessary due to the 
rapid increase of publications on SMES interventions for 
chronic diseases in primary care [13]. This allowed us to 
thoroughly review the selected papers, despite our small 
team and time constraints. Second, this rapid review 
focused on three different aspects of SMES programmes: 
the model considered by the team, the team performing 
the SMES programme, and the participants in the pro-
gramme. Each aspect could have been considered sepa-
rately, but we wanted to use a global approach. Indeed, 
many studies showed that a successful SMES programme 
needs to be thought at multiple levels: health system 
organisation (HCPs and community partners), patient-
clinician interaction (guided by the programme psy-
chological and educational theory), and environmental 
support (caregivers’ integration) [147]. Third, this review 
did not focus on the outcomes of the selected studies 
(biomedical, pedagogical, psychosocial). As SMES pro-
grammes are recommended by the main learned socie-
ties of chronic disease, we considered that our main 
objective was to identify models of SMES in primary care 
[4]. Therefore, we focused on the model of care because 
according to Kumah et al., it may influence the effects of 
the SMES programme [11].

One of the strengths of this rapid review is that it 
brought together researchers with different expertise 
(education, public health, and primary care). In 2017, 
Mills et al. identified seven strategic directions that were 

described in the international chronic condition self-
management support framework [148]. One of them was 
to work with stakeholders from different disciplines for 
developing programmes, as done by the research team 
that performed this rapid review.

Conclusion
The increasing number of people with chronic dis-
eases and with multimorbidity stresses the importance 
of SMES programmes, especially in primary care close 
to where patients live. Multidimensional models need 
to be promoted in which nurses and the partnership of 
community actors play major roles. Better integration of 
healthcare promotion principles also seems essential to 
ensure that SMES programmes are better integrated in 
the community.
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