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Abstract 

Background  As people live longer, they are at increased risk for chronic diseases and disability. Self-management 
is a strategy to improve health outcomes and quality of life of those who engage in it. This study sought to gain a 
better understanding of the factors, including digital technology, that affect public health policy on self-management 
through an analysis of government policy in the most populous and multicultural province in Canada: Ontario. The 
overarching question guiding the study was: What factors have influenced the development of healthcare self-manage-
ment policies over time?

Methods  Archival research methods, combining document review and evaluation, were used to collect data from 
policy documents published in Ontario. The documents were analyzed using the READ approach, evaluated using a 
data extraction table, and synthesized into themes using the model for health policy analysis.

Results  Between January 1, 1985, and May 5, 2022, 72 policy documents on self-management of health were 
retrieved from databases, archives, and grey literature. Their contents largely focussed on self-management of 
general chronic conditions, while 47% (n = 18/72) mention diabetes, and 3% (n = 2/72) focussed solely on older 
adults. Digital technologies were mentioned and were viewed as tools to support self-management in the context 
of healthcare delivery and enhancing healthcare infrastructure (i.e., telehealth or software in healthcare settings). The 
actors involved in the policy document creation included mostly Ontario government agencies and departments, 
and sometimes expert organizations, community groups and engaged stakeholders. The results suggest that several 
factors including pressures on the healthcare system, hybrid top-down and bottom-up policymaking, and political 
context have influenced the nature and implementation timing of self-management policy in Ontario.

Conclusions  The policy documents on self-management of health reveal a positive evolution of the content 
discussed over time. The changes were shaped by an evolving context, both from a health and political perspective, 
within a dynamic system of interactions between actors. This research helps understand the factors that have shaped 
changes and suggests that a critical evidence-based approach on public health policy is needed in understanding 
processes involved in the development of healthcare self-management policies from the perspective of a democratic 
governing system.
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Background
Life expectancy continues to increase globally, leading to 
an aging population that will crest in the next generation. 
Between 2000 and 2019, there was an increase in global 
life expectancy from 66.8 years to 73.4 years, respectively 
[1]. In Canada, the life expectancy increased to reach an 
86-year-old average in either sex [2]. For many, it may 
afford increased time to spend with loved ones and more 
time to participate in various social and physical activi-
ties. However, the increase in life expectancies also comes 
with an increased risk of developing chronic diseases and 
comorbidities that may result in disability [2]. Living with 
chronic diseases and disability can lead to various disa-
bling conditions that often trigger some level of health-
care self-management. Van de Velde et  al. [3] define 
self-management as “the intrinsically controlled ability of 
an active, responsible, informed, and autonomous indi-
vidual to live with the medical, role and emotional con-
sequences of his chronic condition(s) in partnership with 
his social network and the healthcare provider(s)” (p.10). 
Chronic disease self-management is an important aspect 
of tertiary prevention, whose goal is to achieve a return to 
maximal function [4], and has only recently become part 
of urgent public health policy. Addressing self-manage-
ment of disease promotes healthy living and well-being, 
which is one of the United Nations’ sustainable develop-
ment goals [5], endorsed by Canada who has committed 
to advancing these goals [6].

Self-management can empower older adults to over-
come barriers of an overwhelmed and underfinanced 
healthcare and social system, and leave them better 
equipped to face challenges in their everyday lives. Inter-
ventions to promote self-management, by developing 
abilities of patients (i.e., education, training and support), 
have shown to improve health outcomes and reduce 
healthcare utilization [7]. Conversely, this may reduce 
experiences of disability that these individuals would 
otherwise encounter which would make them – to some 
degree—stronger. Similarly, self-management of disabil-
ity involves learning to live amidst the disability and forc-
ing to find solutions to increase quality of life while still 
having to deal with everyday challenges of the disability. 
By self-managing diseases and disabilities, individuals 
can enhance their sense of autonomy and dignity, and 
thereby promote their mental and physical well-being 
[8]. As an enabler to self-management, digital technology 
can support activities such as exercising, healthy eating, 
medication management, monitoring of signs and symp-
toms, and problem-solving (in cases of distress for exam-
ple) [9–12].

For Canadians, opportunities to become involved 
in self-management are numerous and often sup-
ported via programming such as adaptations of the 

Stanford Chronic Disease Self-Management Program 
[13]. For example, several provinces integrate the Stan-
ford Chronic Disease Self-Management Program into 
community-based programs or deliver it through local 
health authorities [14]. While self-management support 
programs exist, they are not fully integrated within the 
healthcare system because healthcare providers have 
limited knowledge about their availability or how to refer 
their patients to them [15], which limits their effective-
ness and ability to meaningfully contribute to improv-
ing the quality of life for older adults. Through the years, 
there have been several attempts by provinces and terri-
tories (editor’s note: Canada has 13 separate healthcare 
systems) to better integrate self-management into health-
care systems and in the lives of Canadians by develop-
ing policy actions on the issue, but research has shown 
that efforts are either disease-specific or embedded in 
population-wide approaches [14]. Uneven and inequita-
ble implementation of self-management programming 
and supports limits the impact and reach of such efforts. 
For example, a focus placed specifically on diabetes man-
agement, may have limited impact for those who need to 
self-manage other chronic conditions or disabilities and 
functional limitations that may be linked to advanced 
age. In addition, policies that are focussed on the gen-
eral population may have limited impact for certain seg-
ments of the population, such as older adults, that may 
have special concerns, needs and sets of difficulties in 
performing daily activities. This focus and perspective 
points to larger issues with the processes of policymaking 
regarding self-management in Canada. To address these 
issues, we need to undertake an in-dept scan of cur-
rent and historical policies to understand how a variety 
of approaches to policymaking came about and to iden-
tify which factors have led to advancements (or not) in 
the area. As per the model for health policy analysis [16], 
several contextual elements (such as political regimes) 
and many diverse stakeholders influence how a policy 
is implemented into society. For example, elements of 
context such as increased concerns with rising cases for 
chronic conditions, the political or economic system in a 
country at a specific time, or major societal events (e.g., 
the period studied here, COVID-19 pandemic) can all 
shape the evolution of policies on health self-manage-
ment. The agenda of the actors involved in the policy cre-
ation could also influence the content and way in which 
policies are developed and implemented.

To develop effective policies on self-management that 
improve the quality of life for older adults with chronic 
diseases, developed comorbidities and disability, there 
is a need to understand why and how governments have 
undertaken policymaking on those needs. For the pur-
pose of this analysis, Ontario will be used as a case study 
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because it has worked to advance health promotion and 
prevention initiatives for as long as 35  years [17]. This 
paper examines the evolution of policies for self-manage-
ment of health in Ontario to understand how the content 
has evolved based on context and actors involved in pol-
icy creation.

The research question for our study was: What factors 
have influenced the development of healthcare self-man-
agement policies over time?

Sub-questions:

1)	 How have policies and policy-related documents 
on self-management of health evolved over time in 
terms of their content and timing of major events 
and political timing in Ontario?

2)	 What elements of context have influenced policies on 
self-management of health in Ontario?

3)	 What actors were involved and how did the actors 
frame health self-management in the creation of poli-
cies in Ontario?

Methods
Methodological approach
The study was conducted using the READ approach to 
document analysis as it  sets out a series of systematic 
procedures to gather, review and evaluate health policy 
documents [18]. The READ approach was used in previ-
ous research to ensure rigour in analyzing the health pol-
icy documents [18, 19]. The four steps in this approach 
were developed to ensure a rigorous process throughout 
document analysis, and include: 1) readying the materi-
als, 2) extracting the data, 3) analyzing the data, and 4) 
distilling the findings [18]. The four steps of the READ 
approach are described below in how they were applied 
to this study.

While this study follows a rigorous process for collect-
ing, analyzing, interpreting, and presenting the findings, 
it is positioned and co-constructed with the author’s 
view and perceptions of the documents. For example, 
the authors kept reflexive notes as they were coding the 
documents. It was noted that authors had a particular 
interest in the role of technology in supporting self-man-
agement. As such, they have added a code about tech-
nology to document the role of technology to support 
self-management as discussed in policy documents and 
this addition is also reflected in the findings of the study.

Step 1: readying the materials

Defining policy documents  In this study, archival 
research was used to identify and document the evolu-
tion of self-management policy in Ontario. Initially, 

policy documents were defined as a “formal statement 
that defines priorities for action, goals and strategies, as 
well as accountabilities of involved actors and allocation 
of resources” (p.94) [20]. While we were able to retrieve 
a few policy documents as per the definition, we decided 
to broaden our scope to other policy-related documents 
that were relevant to the topic of interest. More broadly, 
documents were included in this study (i) if they dis-
cussed self-management, (ii) if it was either a legislative 
document (including a policy), a strategic or action plan, 
a report (including environmental scans), an evidence 
brief, a set of guidelines or recommendations, a memo, 
a news media release, a fact sheet, or a framework for 
action, and (iii) if it was developed and published by or 
with a department of the Ontario Government.

Collection of policy documents  The search strategy was 
developed with the help from an information specialist 
at the University of Ottawa. A diverse set of platforms 
were included to ensure a comprehensive identification 
and retrieval of relevant policy documents (Additional 
file 1). The following sources were searched to locate rel-
evant policy documents between January 1, 1985, and 
May 5, 2022: 1) the Archives of Ontario and Legislative 
Library of Ontario platforms to get direct access to gov-
ernment archives; 2) the Government of Ontario web-
pages to identify documents that would not be indexed 
in the archive databases; and 3) health and policy-specific 
databases to identify supplemental policy-related docu-
ments that were relevant to self-management of health. 
The Health Systems Evidence (HSE) repository was also 
verified to retrieve any additional materials not found in 
the other platforms and databases.

1)	 For the search in the Archives of Ontario and Legisla-
tive Library of Ontario, we obtained documents that 
discussed self-management in the context of health 
and healthcare. We established a search approach 
with a librarian from the Archives of Ontario to 
ensure that we accessed all relevant available col-
lections and gathered a comprehensive set of docu-
ments relating to self-management. The first author 
of this publication conducted the searches and iden-
tified the relevant documents. The documents were 
included if the titles and summaries discussed self-
management in the context of health.

2)	 For the search in the government of Ontario website, 
we used a keyword search through various websites’ 
search engines. The keywords included “self-manage-
ment”, “self-care”, “self-monitoring”, and “self-efficacy”. 
The search results were screened and reviewed by 
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team members who identified results that discussed 
self-management in the context of health.

3)	 For the search in academic databases, 8 databases 
were selected based on their scope and the type of 
content that they include ensuring that they were 
likely to publish policy documents. They included 
CINAHL (EBSCO), EMBASE (OVID), ProQuest 
Politics Collection (ProQuest), Canadian Business 
and Current Affairs Database (ProQuest), Canadian 
Public Policy Collection (Scholars Portal Books, the 
Canadian Periodical Index (CPI.Q), Academic Search 
Complete (EBSCO) and the Government and Leg-
islative Libraries Online Publications Portal (GAL-
LOP). The search strategy included keywords and 
database-specific thesaurus words on self-manage-
ment, disease and disability, and Ontario (Additional 
file 1).

The policy documents were screened and assessed for 
eligibility (Fig.  1). They were included in the study if 
they were policy documents and developed by or with a 
department of the Ontario government.

Step 2: Extracting the data

Extraction, analysis and evaluation of policy docu-
ments  Data extraction, analysis and evaluation were 
performed using a modified version of the data extrac-
tion spreadsheet developed in a study on the Integrated 
Community Case Management of Childhood Illness Poli-
cies [21], as cited in Dalglish, S. L., Khalid, H. and McMa-
hon, S. A. [18]. We used an excel spreadsheet where spe-
cific information about policy documents were recorded. 
These included descriptive information on the document 
authors, date of publication, type, and objective. A sum-
mary of the documents, information on the evidence 
cited and any relevant information on budget used in the 
creation of the document were also recorded. Additional 
details about the labels assigned are presented below.

Step 3: analyzing the data
We used an adapted analytical model for health policy 
analysis (Fig.  2) to frame our analysis and evaluation of 
the policy documents. Walt and Gibson [16] position 
and define their model for policy analysis using exam-
ples from developed countries to amplify the detriment 

Records identified from:
International Databases (n = 948)
Archives Descriptive Database (n = 3)
Legislative Library of Ont. (n = 18)
GALLOP Portal (n = 8210)

Records removed before 
screening:
Duplicate records removed (n =
230)

Records screened
(n = 888)

Records excluded
(n = 780)

Policy documents sought for retrieval
(n = 110)

Policy documents not retrieved
(n = 1 – could not be found)

Policy documents assessed for 
eligibility
(n = 109)

Policy documents excluded:
Wrong document type (n = 44)
No mention of SM (n = 13)
Wrong setting - outside Ontario 
(n = 5)

Records identified from:
Websites (n = 5530)
Citation searching (n = 7)
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(n = 40) Records excluded:
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Fig. 1  PRISMA flow diagram for archival research. From: Page MJ, McKenzie JE,Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 
2020statement: an updated guideline for reporting systematic reviews. BMJ2021;372:n71. doi: 10.1136/bmj.n71. For moreinformation, visit: http://​
www.​prisma-​state​ment.​org/
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of one-sided policy models. However, the applicability 
and operationalisation of their model for policy analy-
sis to developed countries is without contestation as it 
offers a holistic mechanism to assess various components 
of health policies. Walt and Gibson [16] suggested that, 
in the reform of health policies, too much of a focus is 
put on the content of the policies, ignoring that other 
dimensions such as context, process and actors all shape 
how changes in health policy occur. For example, exter-
nal pressures from health advocacy/pressure groups, 
not-for-profits, charities, community organizations, 
personal experiences and interests with ideologies, can-
not be ignored as they shape and create how policies are 
developed and implemented [22]. While the four dimen-
sions of the model for health policy analysis are unique, 
they do not exist without pressures from others and are 
therefore interrelated [16]. Policies are highly influenced 
by the context within which they being developed with-
out neglecting that there were, is, will ever be, a perva-
sion between the political and cultural factors of the 
moment [16]. In addition, the actors that are creating or 
influencing the policy shape policymaking from a variety 
of angles based on their own presumptions and assump-
tions. Pressures from actors advocating for change and 
those developing the policy are all influencing the end 
result of the policy. For this reason, we evaluated pol-
icy documents by reporting on the context, actors and 

content to better grasp and understand the political 
dimensions of policy changes. The process dimension, 
however, could not easily be identified solely from read-
ing the documents since the process of policymaking is 
often not stated in these documents; therefore, it was 
omitted from the analysis. In addition, a review of docu-
ments did not allow to clearly understand and delineate 
the concrete influence of actors on content and context 
on actors as it requires a deeper understanding of the 
process for policy development. For this reason, actors 
are represented as a separate section in the results. By 
analyzing three dimensions of the policies (content, con-
text and actors) and how they are outlined in the policy 
document, we will be better equipped to understand how 
healthcare self-management has been shaped in the con-
text of Ontario.

Document analysis was used to interpret the docu-
ments for the three domains of interest. We used a 
deductive-inductive approach [23] where we identified 
preliminary codes based on the research questions and 
refined the codes as we were coding documents for the 
3 domains until themes emerged and were defined [24]. 
The content of the documents was thematically ana-
lyzed by identifying key elements about self-management 
(frequency of mention, definition of self-management, 
approach to self-management [i.e., development of per-
sonal skills, collaboration between various actors, crea-
tion of educational resources, etc.]), identifying mentions 
of and the role of digital technology in self-management, 
and identifying the chronic diseases and disabilities of 
interest. For the context dimension, we have assigned 
contextual labels by identifying the political lead dur-
ing document release, major events happening around 
the release date of the documents (i.e., COVID-19 pan-
demic), and whether there were significant financial 
implications around document release (i.e., budget fund-
ing in support of a policy). Specifically, the labels were: 
political lead, major events, and health-related budget. 
This step involved looking at supplementary files since 
contextual information was usually omitted or not dis-
closed in the policy documents. To do so, we searched 
the government of Ontario website for any information 
relating to political leads and budget, and searched media 
for major events at the time of the document release. 
Finally, the actors’ dimension was thematically analyzed 
using the following codes: implications from groups of 
actors (government sectors, community organizations, 
experts and engaged stakeholders), target groups for 
measures discussed in the policy, and intended users 
of the policy documents. During analysis, the data was 
sorted using multiple filters such as year of publication, 
political context and topics of interest to identify trends 
and emerging themes.

Fig. 2  An adapted model for health policy analysis. This simple 
adapted analytical model for conducting policy analysis incorporates 
key concepts that need to be considered in the design of policies: 
Context, process, actors and content. Adapted from “Reforming 
the health sector in developing countries: The central role of policy 
analysis” by G. Walt and L. Gilson, 1994, Health Policy and Planning, 9(4), 
p. 354. Copyright 1994 by Oxford University Press
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Step 4: distilling the findings
As a final step, the documents were organized into a 
timeline based on their date of release to better visualize 
the historical evolution of self-management in health-
related policy and what political party was governing 
Ontario alongside the 35 years. This was done using the 
program XMind. The timeline supplements the sorting 
action that was performed in the late stages of analy-
sis and allowed to visually represent some of the major 
findings.

Results
A thorough search of archival policy documents on 
self-management in Ontario led to the retrieval of 72 
documents. Documents included publicly available 
research and government reports (n = 25), news media 
(n = 16), information sheets (n = 12), frameworks and 
policies (n = 6), and webpages (n = 13). Descriptive 
information was gathered and organized in an excel 
spreadsheet (as demonstrated in Table 1) to better rep-
resent the diversity and characteristics of documents 
retrieved.

Document analysis allowed researchers to identify 
several common themes for content, actors, and con-
text. While results are reported as distinct from one 
another, the section on the context shows how all com-
ponents of the model for health policy analysis are 
intertwined and influence one another.

Content
The policy documents reveal important characteristics 
about focus areas and approaches to policymaking on 
self-management of health. Several themes identified by 
the researchers are described below.

Singular disease focus
The entirety of documents retrieved focussed on the 
management and care for chronic diseases. The docu-
ments focussed on sharing details about resources availa-
ble in the community, promoting programs and services, 
providing evidence on chronic disease management, or 
underlining guidance, recommendations and frameworks 
to support effective chronic disease management in 
Ontario. The scope of the policy documents varied with 
some focussing on a single chronic condition and oth-
ers discussed chronic conditions generally. The chronic 
condition that was the focus for most of the policy docu-
ments was diabetes (n = 21; 29%). In total, diabetes was 
mentioned in close to half of all policy documents on 
self-management (n = 34; 47%). Other documents were 
either targeting the whole population, specific to people 
living with chronic diseases (group as a whole) or spe-
cific to people living with other conditions (i.e., stroke, 
asthma, chronic kidney disease, chronic pain, chronic 
obstructive pulmonary disease (COPD) and heart failure, 
plaque psoriasis, hip and knee replacement) (Table 2). In 
addition to focussing on diverse chronic conditions, 11 
documents were specific to people of certain age groups 

Table 1  Example data extraction of policy documents

Document title Date of publication Authors Document type Document type and objective

Directions from a Local Scan: Self-
Management and Empowering 
the Person Living with Diabetes in 
the North Simcoe Muskoka Local 
Health Integration Network (LHIN)

November 2009 North Simcoe Muskoka LHIN Report Report summarizing local health 
status on chronic conditions and 
findings from a report completed 
by a member of the North Simcoe 
Muskoka Chronic Disease Preven‑
tion and Management Regional 
Action Group

Guide to Chronic Disease Manage‑
ment and Prevention

September 27, 2005 Family Health Teams, Ministry of 
Health and Long-Term Care

Guidelines/ 
Recommenda‑
tions

This guide has been developed 
to assist groups that are forming 
Family Health Teams to plan chronic 
disease management and preven‑
tion programs for their patients. The 
guide is intended as a companion to 
the Guide to Strategic and Program 
Planning, which provides an over‑
view of the strategic and program 
planning process

We’re here to help you live well 
with diabetes

July 2010 Ministry of Health and Long-Term 
Care

Fact Sheet Fact sheet with information about 
how to manage diabetes and the 
supports available to do so

Ontario’s Action Plan to Transform 
Healthcare in London

March 9, 2012 Ministry of Health and Long-Term 
Care

News media News release announcing the 
Action Plan for Health Care in 
Ontario specific to London, Ontario
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(children and youth (n = 9) or older adults (n = 2)) and 11 
documents were specific to certain areas of the province 
(i.e., people living in a Southwest Local Health Integra-
tion Network (LHIN) (n = 1)).

Central role of individuals with chronic diseases
The concept of self-management evoked in the policy 
documents was mainly related to the personal skills that 
people living with chronic conditions should have to 
be able to support their daily life, sometimes ignoring 
the role of family and caregivers. There was a tendency 
to put self-management as the responsibility of the one 
with a chronic condition but with great emphasis on self-
management supports (i.e., community supports and 
healthcare provider support). These included providing 
the ability for people with chronic diseases to receive 
adequate training, education materials, and information 
resources on how to effectively manage their condition. 
The role of healthcare professionals (such as primary 
care providers) was also mentioned as being essential 
and favouring effective and purposeful self-management 
by people living with chronic conditions. The central 
responsibility, however, remained mostly on the individ-
ual living with a chronic condition, with the support of 
their family/friends/community entourage.

Lack of digital technology integration
Considering the increase and evolution in the use of 
digital technology for healthcare, we retrieved specific 
details on the mentions of technology within the policy 
documents. While sometimes mentioned, the docu-
ments that did include digital technology did not always 
effectively link self-management with technology. They 
were mentioned sporadically and mostly in the presenta-
tion of specific initiatives and programs, and in relation 
to its benefits for enhancing effectiveness in healthcare 

settings. For example, a specific technology was pro-
moted in the showcase of innovative programming that 
included a technological component [25]. Such tech-
nology was also mentioned in a review of best practices 
as one of the best mechanisms to influence health risk 
behaviours [26]. It was also re-acquired by several news 
media outlets and other documents, such as a newslet-
ter about Ontario Diabetes Strategy, where they  men-
tioned that there would be support for the adoption of 
new information technologies [27]. Most mentions about 
digital technologies were in the “Preventing and Manag-
ing Chronic Diseases: Ontario’s Framework” from May 
2007 [28]. In this document from the Ministry of Health 
and Long-Term care, technology was mentioned for 
its opportunity, as a  connected digital tool, to allow for 
telehealth in clinical settings and  where providers have 
increased access to software to support decision-making 
[28].

Absence of research evidence in policy
Research evidence, in the form of citations of peer-
reviewed scientific literature, was noticeably lacking 
within the policy documents. The documents that cited 
research evidence were in the form of guidelines (n = 9; 
13%), recommendations (n = 9; 13%), or reports (n = 25; 
35%). The evidence cited included statistics on chronic 
diseases in Ontario and in specific regions of the prov-
ince. Some news media did also include some research 
evidence. Similarly, few documents mentioned the use 
of theories and models to frame their narratives. Some of 
the well-known Canadian models and frameworks cited 
included the Ottawa Charter for Health Promotion [29], 
Ontario’s Chronic Disease Prevention and Management 
Framework [28] and British Columbia’s Expanded Care 
Model [30]. In addition, certain documents mentioned 
international models and approaches such as the Chronic 
Care Model [31] and the Stanford Chronic Disease 
Self-Management Program [13]. Some documents also 
referred to smaller-scale programs implemented in other 
countries around the world.

Actors
Actors of policy documents can be viewed as two-fold: 
those who develop and implement the policy and those 
who will be the beneficiaries or end users of the policy. 
In both cases, document analysis revealed the diversity 
of actors involved or impacted by the policy documents. 
Key themes identified by the researchers are described 
below.

Range of actors involved in policy development
The lead authors for the policy documents were numer-
ous and varied between different Ontario government 

Table 2  Target population group within policy documents on 
self-management

Target population group Number (n)

All 18

People living with chronic diseases 22

People living with diabetes 21

People who have had a stroke 2

People living with chronic kidney disease 2

People living with COPD or who have had heart failure 2

People who have had hip and knee replacement 1

People living with asthma 1

People living with plaque psoriasis 1

People living with chronic pain 2

TOTAL 72
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ministries, agencies, LHINs, and research centres. Close 
to three quarters of all documents retrieved were led 
and authored by varying structures of the Ontario gov-
ernment. The former Ministry of Health and Long-
Term Care (now separate ministries) led one third of 
all publications that were authored by the Government 
of Ontario. Other Government of Ontario-lead policy 
documents were authored by Health Quality Ontario, 
specific LHINs, the Ministry of Children, Community 
and Social Services or the Ontario government gener-
ally without mention of specific departments or agen-
cies. Our review identified that in addition to the lead 
authors, actors from a variety of sectors were consulted 
during document creation and contributed to the docu-
ment. They included large not-for-profit organizations, 
community organizations and engaged individual stake-
holders (advocates or researchers). For large organiza-
tions, those involved had specific knowledge about the 
health issue being discussed in the policy document. For 
example, for policy documents on diabetes, the Canadian 
Diabetes Association was usually cited as a contributor in 
the document. For community organizations, their role 
in the development of the document was mainly in a con-
sultation role where they were able to share best practices 
from work happening in their communities. Finally, our 
review of the documents also indicated that individuals, 
as engaged stakeholders, were involved in a consultative 
role where they shared their real-life opinions and dia-
logue with others on a specific topic of interest. However, 
some documents did not explicitly cite what actors were 
involved in the document development.

General public as end users
The intended users of the policy documents were numer-
ous. Some policy documents were specifically intended 
for policymakers and researchers while most of them tar-
geted the general public (people living in Ontario), with 
some policy documents targeting specific groups like 
people living with diabetes in Ontario or healthcare pro-
viders in Ontario. These policy documents were mainly 
for information-sharing purposes and provided informa-
tion about work being done in collaboration with and 
by the Government of Ontario. This was the case for 
much of the documents pertaining to the Ontario Dia-
betes Strategy where  there was a significant focus on 
promotting good practices and new developments (i.e., 
programming).

Timeline and evolution over time
While many policy documents on healthcare self-man-
agement have been published, content has changed sig-
nificantly over time. Using the health policy model [16], 
we were able to identify some contextual factors that may 

have influenced the content and focus of these docu-
ments. In a timeline, three of the four major components 
of the model for health policy analysis (content, context, 
and actors) were evaluated (Fig. 3).

In short, the first policy document on self-management 
was published in October 2000 and focussed on asthma. 
A change in focus occurred shortly after, where chronic 
diseases more generally became of greater importance. 
This remained constant throughout time but some spe-
cific conditions, such as diabetes, received attention at 
different moments in time because of how fast they were 
growing (i.e., 69% increase in 10 years  for diabetes) and 
how they  are associated  to  expensive healthcare costs 
[32]. Self-management, initially viewed as being  the 
responsibility of the individual, changed through 
time  and became  the responsibility of a larger  team 
where care and management  were seen as a collabora-
tive effort that involved several professionals, community 
services, and key tools such as technology. Finally, time 
has also presented a change in the collaborative nature of 
policymaking. There was a clear shift from top-down to 
a hybrid between top-down and bottom-up healthcare 
governance approach to policymaking.

Context
Through an analysis of context, we have identified themes 
that help to explain the reforms that occurred in  con-
tent and actors dimensions of self-management policies 
in Ontario. As mentioned by Walt and Gilson [16], the 
interplay between each dimension is critical due to the 
influence that one dimension puts on others (i.e., influ-
ences from actors on the content; influences from context 
on actors and content; etc.). To do so, we have conducted 
an evaluation of policy documents to identify influences 
from context on the different aspects. The contextual fac-
tors that have influenced policy development over time 
are described in more detail below.

Pressures on healthcare system: increasing burden of chronic 
diseases and shifting models of care
First, as mentioned above, October 2000 represents the 
date  when the first policy document on self-manage-
ment was  published by the former Ministry of Health 
and Long-Term Care. This report from the chief medical 
officer of health focussed on illustrating the burden of 
asthma on Ontarians and placing asthma as an impor-
tant public health concern in Ontario [33]. At that time, 
asthma was viewed as an important public health con-
cern in Ontario especially for children and adults due 
to increased absenteeism in school and from work [33]. 
In that document, self-management was mentioned in 
one specific section  and  the emphasis was put on the 
need for individuals to have self-management plans to 
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help them manage various aspects of their conditions 
such as symptoms [33]. The self-management strategies 
identified in this publication were specific to asthma 
and did not include mention of other chronic condi-
tions with similar affects. The document creation was 
informed by a steering committee composed of individ-
uals working in the Ministry of Health and Long Term 
Care, in local health units, in various healthcare associ-
ations, and included academic research scientists. Since 
the release of this first publication, publications on self-
management changed in focus significantly. The focus 
went from asthma to chronic disease management and 
prevention, at-large, when the Ministry of Health and 
Long-Term care published a guide on chronic disease 
management and prevention five years later, in Sep-
tember 2005 [34]. This guidance document was devel-
oped to assist groups forming the initial Family Health 
Teams (FHTs) to plan chronic disease management and 

prevention programs for patients [34]. When analyzing 
the self-management components in the document, it 
became clear that an increased emphasis was placed 
on the need to have supportive healthcare systems that 
promote patients’ self-management. The policy docu-
ments even demonstrated how self-management roles 
and responsibilities changed from the being on the 
individual to becoming  an interdisciplinary collabora-
tion between various stakeholders that function in tan-
dem to create a good functioning health management 
environment. For example, Ontario’s Framework for 
preventing and Managing Chronic Disease [28] showed 
a shift in focus toward developing a system that was 
collaborative and where interdisciplinary efforts were 
made to promote patient empowerment and increase 
patient education. The increase in care personaliza-
tion movements across time [35], where patients are 
involved in their care through participatory medicine 

Fig. 3  Timeline of policy documents per health topic, political lead, and digital technology considerations
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or patient empowerment initiatives, also helped to 
explain this shift in policy focus. In addition, supports 
in the form of information technologies have also been 
added as relevant tools for self-management around 
2005. They were being promoted in various documents 
as effective tools to support some components of self-
management such as being connected with profession-
als  for consultations, but mostly its benefits aimed at 
more effective healthcare system management. Over-
all, results pointed to an evolving understanding that 
chronic disease management required an interdiscipli-
nary approach that involves the individual, healthcare 
professionals, community supports, and innovative 
technologies which leads to patient empowerment and 
effective self-management.

Political context
Looking deeper at the political context, the first publi-
cation about chronic diseases self-management gener-
ally  was a guide on chronic disease management and 
prevention published in September 2005 by a Conserv-
ative government in Ontario [34]. It was followed by 
several publications published under a Liberal govern-
ment in Ontario until 2018. During the lead of the Lib-
eral party in Ontario, healthcare budgets shifted from 
focussing on increasing investments in healthcare facil-
ities [36] to targeting spending on FHT, and contrib-
uting  investments in medical technologies and home 
care. Chronic disease management and prevention con-
tinued to be the focus in all publications under the Lib-
eral government until the most recent one in 2019 [37]. 
However, diabetes specifically gained traction in many 
publications since 2006. Several reports, news media 
and information sheets have focussed largely on diabe-
tes, its impact, its management, and promoting exem-
plar programming that address challenges in daily lives 
of people living with diabetes. This specific focus lines 
up with the development of the Ontario Diabetes Strat-
egy in July 2008. In addition, other chronic diseases 
received attention in policy documents since 2009. 
They include plaque psoriasis, chronic pain, chronic 
kidney disease, dementia, COPD, stroke, heart failure 
and epilepsy. The context underlying choices of these 
conditions could be explained by increases in  preva-
lence, death, and hospitalizations for some conditions 
(epilepsy, dementia, chronic kidney disease, cardiovas-
cular diseases, and COPD), and spendings  over 10.5 
billion dollars annually in direct healthcare costs [38, 
39]. Contextually, these also align with funding for pub-
lic health including health promotion and prevention 
initiatives, as outlined in budget documents from 2005 
onward under the lead of the Liberal party in Ontario.

Hybrid top‑down and bottom‑up policymaking: collaborative 
policy development
Looking specifically at policy development, the actors 
involved in document creation have somewhat changed 
over time. In the initial documents from 2000 to 2007, 
the contributors originated mainly from within the Gov-
ernment of Ontario (i.e., Ministry of Health and Long-
Term Care, Ministry of Health Promotion, etc.). In the 
following years, however, the actors involved  shifted 
and  showed an engagement of smaller government 
organizations including specific LHINS, academic 
research centres, individual health experts, and asso-
ciations from the community. Such consultations with 
stakeholders (individuals, community organizations and 
diverse government agencies or departments) remained 
constant thereafter. This indicates a trend toward using 
both bottom-up and top-down governance models and 
allows for better collaboration and partnership between 
relevant stakeholders. Some documents did not include 
information on who was consulted in the develop-
ment of the documents while others provided detailed 
information.

Overall, several contextual factors impacted policies 
on health self-management in Ontario. There is a strong 
interplay between content, context and actor compo-
nents of policymaking which shaped the result and how 
policies ultimately impacted those engaging in self-man-
agement of health. Factors that impacted policies on 
self-management of health in Ontario include pressures 
on healthcare systems, the political context, and hybrid 
policymaking.

Discussion
An analysis of Ontario government policy documents 
about healthcare self-management from October 2000 
to June 2019 identified the following key events. The first 
published document, led by the government of Ontario, 
focussed on asthma and proposed some tips on how 
individuals could better self-manage their condition. 
This document, which was published under the lead of a 
Conservative party in Ontario, placed individuals living 
with asthma at the forefront of self-management and as 
holding responsibility for doing so. In subsequent years 
and with a change to a Liberal government, the focus 
shifted to general chronic conditions. Not long after, 
in 2006, there was an increase in publications on self-
management of diabetes more specifically. This specific 
focus aligned with the release of the Ontario Diabetes 
Strategy in 2008. From there, publications that focussed 
on general chronic diseases and diabetes self-manage-
ment  portrayed self-management as a holistic activ-
ity that involved various individuals and disciplines in 
the  support system. In addition, leads and collaborators 



Page 11 of 15Gauthier‑Beaupré et al. BMC Health Services Research          (2023) 23:248 	

of the publications included people that were closer to 
the “ground” and from more regional and community 
backgrounds. Several other publications were released, in 
an ad hoc manner, on other chronic diseases, and around 
2005, documents were starting to include mentions of 
information technologies as innovative tools to support 
self-management.

Factors that appeared and identified to be most influ-
ential on the nature and timing of these policies were 
pressures on the healthcare system and healthcare trans-
formation, hybrid top-down and bottom-up policy devel-
opment, and political context (Fig. 4).

Changes in the content within the policy documents 
were linked to pressures that impacted the healthcare 
system. With a focus on chronic diseases and projec-
tions that chronic diseases would account for millions of 
deaths around the world [40], Ontario was no stranger to 
the increased burden of chronic diseases on the health-
care system. The focus of the Government of Ontario 
toward self-management of general chronic diseases 
demonstrated a better understanding about the magni-
tude and impact of chronic diseases on the healthcare 
system. Additionally, the increased number of publica-
tions that focussed on diabetes since 2006 related with 
the increase in cases of type  2 diabetes in developed 
countries [41]. In the early 2000s, Ontario even surpassed 
global rates reported by the World Health Organiza-
tion (WHO) for the prevalence of diabetes [41], which 
amplified the need for government leaders to take action. 
For type  2 diabetes, where lifestyle and healthy living 

behaviours can fend its offset, action by public health 
leaders and governments were foreseeable and desirable. 
In 2008, the government released the “Ontario Diabe-
tes Strategy” which aimed to prevent, manage and treat 
diabetes, and provided millions of dollars in investments 
over a four years [32]. This demonstrated that the focus 
of the content within the policy documents were recog-
nized from real and existing pressures of diabetes on the 
healthcare system. Seventeen years after its implementa-
tion, however, diabetes care and management can still be 
improved by creating policies that effectively supports 
its self-management [42]. Throughout time, the focus of 
the system has evolved from a medicalized system where 
there was a predominant focus on the diagnosis and 
treatment of pathological and biological issues, to one 
that promotes greater autonomy, health promotion and 
population health strategies [43]. As demonstrated in the 
policy documents retrieved, patient empowerment and 
supportive environments became integral parts of the 
management of chronic diseases. The reviewed literature 
further demonstrated how patients could and should be 
seen as equals in the caring for their conditions where 
both healthcare professionals and patients are viewed 
as experts in their respective areas and cannot function 
without one another: healthcare professionals bridge 
gaps in health literacy while patients are the experts on 
a personal level [44]. As pointed out in a report from the 
World Health Organisation in 2002, “optimal [health] 
outcomes occur when a healthcare triad [(including 
patients, healthcare professionals and community sup-
ports)] is formed” (p. 7) [45]. In Ontario, these concepts 
of collaboration and patient empowerment were inte-
grated in policies  throughout time, which suggests a 
willingness of the policy system to evolve toward a more 
collaborative and personalized model of care. While 
pressures on the healthcare system (increasing burden of 
chronic diseases and shifting models of care) and trans-
formation of healthcare have shaped policy development, 
innovation in technology seemed to have had  limited 
effects. The early 2000s have marked significant advance-
ments in the digital technological sphere where many 
devices such as smartphones, tablets, and social media 
were born and refined. However, policies on self-man-
agement during that time missed key developments that 
could have facilitated and supported self-management in 
a more connected way. As mentioned in a scoping review 
by Jacelon, Gibbs and Ridgway [46], significant work on 
technology to support self-management was being done 
all around the world. Some benefits of technology-sup-
ported self-management include enhancing the health-
care system and narrowing the distance between patients 
and healthcare professionals by allowing them to be 
connected to one another more easily and rapidly [46], Fig. 4  Factors that shape health self-management in Ontario
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and increasing competence and illness management for 
patients [47]. These benefits, however, may have been 
suppressed by limits in the technological infrastructure 
such as limited access to computers and internet during 
that period [46]. In Ontario, barriers of access to digi-
tal technological infrastructure (due to cost of technol-
ogy and its infrastructure or fluctuating digital literacy) 
may help to explain the delay in having technologies that 
support self-management included in policies. Since the 
start of the present decade, Ontario made significant 
investments in digitalization, positioning technologies 
for self-management as having a much clearer role within 
the system. In addition, the recent COVID-19 pandemic 
has exacerbated the need to have technologies to support 
individuals who are managing chronic conditions. During 
the pandemic, technology has proven to allow for contin-
ued healthcare services, improve health outcomes, physi-
cal and mental health, and enhance social connectedness 
of many individuals who are managing their chronic con-
ditions, including older adults [48–51]. Therefore, digital 
technology has now become an integral and ineluctable 
part in every policy on self-management.

The results of this study portray important changes in 
how  policy were  developed through time. First,  when 
policies on health self-management were first developed 
in 2000, policy documents seemed to have taken more of 
a top-down approach where policymakers were the sole 
drivers of policy development. However, the shift toward 
a hybrid approach to policymaking that includes both a 
top-down complemented by bottom-up approach dem-
onstrated a willingness to consider field experts and lived 
experience in policy development. As stated in work by 
Sabatier [52], bottom-up approaches involve a network of 
actors that are actually involved in the execution of poli-
cies and programs. Through ongoing consultations with 
lower levels of decisions-making (bottom-up), involving 
community organizations and expert stakeholders, novel 
policies become more  adapted to the context of com-
munities. A hybrid healthcare governance model can 
provide significant benefits and improvement to health-
care [53]. This hybrid model is demonstrated well in 
the Ontario Diabetes Strategy, where it is driven by the 
Ontario government but with working-level policymak-
ers  and external organizations are involved throughout. 
The documents demonstrated that  much of the hands-
on work of the Governemnt of Ontario  for the Ontario 
Diabetes Strategy was developed and ran by regional 
and community-level organizations. Second,  ways by 
which policies are developed are not only the reflection 
of who is consulted and involved, but also influenced by 
the political context. For most of the years during which 
self-management publications were released, the Ontario 
government was under the lead of a Liberal party. The 

in-depth analysis of the budgets from the Liberal gov-
ernment between 2003 and 2018 revealed that there 
were significant investments in health promotion and 
prevention programs. Funding in these areas demon-
strated a willingness for a liberal government to support 
prevention and management initiatives which include 
self-management. In 2005, the Liberal government even 
established the "Ministry of Health Promotion" as a way 
to promote healthy choices and healthy lifestyles for 
Ontarians [54]. This political willingness to promote 
healthy lifestyles corroborated with increased policies on 
self-management of chronic diseases.

Finally, our analysis revealed extensive foci for self-
management of chronic diseases  generally. It  became 
evident that while not all chronic diseases had received 
attention in policies in Ontario, the general concept of 
chronic diseases was an area of great interest. This has 
implications in that not all individuals would adequately 
benefit from supports in self-managing daily difficul-
ties  because policies and related services would take a 
more generic approach. Furthermore, self-management 
is never discussed in terms of disabilities or functional 
limitations related to aging. While disabilities and func-
tional limitations related to aging may have different 
implications for individuals, similar strategies as the ones 
used in chronic disease self-management could support 
older adults living with disabilities or functional limita-
tions to have an improved quality of life. Finally, limited 
discussions on the role of technologies in supporting self-
management reveals that uptake of innovation to support 
self-management has been slow. This leaves room for the 
Ontario government to exploit new and effective avenues 
to improve self-management supports for Ontarians.

Limitations
The study has several limitations that rely merely on the 
nature of the data retrieved. The data collected were pol-
icy documents published in online archival repositories, 
websites, or databases. While the documents retrieved 
offer a comprehensive overview of the policies on self-
management and their evolution over time, they may 
not adequately portray the full picture for policymaking 
on the issue. Retrieval of such documents also came as 
a challenge which could have led to documents being 
missed. In certain cases, documents may have been in 
other formats and not available via online repositories.

Regarding the framework of analysis for this study, we 
have selected the approach which we believe would allow 
for a more comprehensive analysis of the documents. 
While many frameworks for analysis focus on evaluat-
ing the content of policies, they would omit critical com-
ponents such as actors and context which all contribute 
to shaping policy development [16]. Unfortunately, the 
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process with which policies have been implemented 
could not be analyzed in this study due to the nature of 
the data collected but other critical components of policy 
development (content, context and actors) were analyzed 
in detail. For actors and context components, our ana-
lytical approach included the retrieval of supplementary 
documentation (i.e. budget documents) and identifying 
critical authorship and consultations mechanisms which 
offers a limited view of the full historical policymaking 
approach. These limits will be addressed in future steps 
of the project which include consultations with current 
policymakers working in the field of self-management. 
For these reasons,  Walt and Gilson’s [16] model for 
health policy analysis was selected for  the analysis and 
evaluation of the data, and was the best suited to answer 
the research question.

Future research
Future research should continue to document the evolu-
tion of self-management policy in Ontario and evaluate 
the effects of the factors explored in this study (shown in 
Fig. 4). In addition, future research could focus on evalu-
ating the process for developing and implementing poli-
cies on self-management as this component could not 
be assessed from the retrieval of documents alone. This 
would require that other means of data (i.e., interview 
data) to complement the results found from documents. 
Finally, research that investigates present approaches for 
developing, implementing, and evaluating self-manage-
ment policies could help to better understand current 
practices for supporting self-management from the per-
spective of the system more broadly, and offer a more 
updated and accurate picture of policymaking in the cur-
rent context.

Take‑home messages

•	 Healthcare self-management is a concept that first 
appeared in Ontario policy documents in 2000.

•	 Healthcare self-management policies in Ontario have 
focussed largely on chronic diseases and diabetes, 
without consideration for people living with disabili-
ties and functional limitations that come with age.

•	 Digital technology has received limited attention in 
policy documents for its potential to support self-
management of chronic diseases while significant 
technological advancements have been made in this 
area.

•	 Several factors have been influential the evolution 
of self-management policies in Ontario including 
changes in pressures on the healthcare system and 
healthcare transformation, hybrid top-down and bot-
tom-up policymaking, and the political context.
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