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1. Introduction

The health of the population is a product of the society and at the same time an
indispensable contribution to economic growth and political stability. The degree of health
of the population is a very important indicator of human development. In this regard, it is
necessary for the Ministry of Health to forge alliances with other public and private actors,
including organizations of the civil society, because it has been shown recently that one of
the key elements that contribute to maintenance of health is the support that is received
from interpersonal interaction.

At present, there has been a significant increase worldwide of chronic degenerative diseases,
among which Diabetes mellitus (DM) is prominent.

Diabetes mellitus constitutes a public health problem worldwide. In this respect, the
International Diabetes Federation estimates that 285 million people around the world suffer
from DM. This total is expected to rise to 438 million within 20 years. Each year, an additional
seven million persons develop diabetes (International Diabetes Foundation [IDF], 2011). This
disease is the leading cause of death in Mexican population and is the most cost-intensive item
for the nation’s health care system. The majority of patients with diabetes in Mexico are in
poor metabolic control (Villalpando et al., 2010a). In this respect, the current care model has
not been effective for the prevention and control of DM. Thus, it is necessary to develop
feasible strategies for adapting the current care model into a context of shared responsibility
between the community and the health-team system (Villalpando et al., 2010b).

In this chapter, we present a community participation model for the prevention and control
of diabetes mellitus. This model establishes as its fundamental strategy the implementation
of a formal health-promoters training program so that program participants will achieve
empowerment and constitute a social capital of benefit to themselves through active
participation in the community with the practice of self-care, mutual aid, and self-promotion
in an organized and systematic social network (Mendoza-Nufiez et al., 2009a). For
management of diabetes mellitus in the community, the following are established as key
elements: (i) adoption of healthy lifestyles; (ii) treatment individualization and health
promotion strategies, (iii) aggressive prevention and management of risk factors, and (iv)
rigorous glycemic control as an element of prevention and management (Mendoza-Nufiez &
Rosado-Pérez, 2010).
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2. Health concepts

Health is a fundamental quality of the human being, who is a biological, living, dynamic,
and unique being; a social being who is in permanent interaction with other human beings,
situated in a time and space that depend on their environment and that act on it; a being of
emotions, of sensations, of desires, of intentions; a spiritual being; a being of knowledge, of
rationality, of reflection. Therefore, health will be expressed in each of these dimensions
(Contandriopoulos, 2006).

On the other hand, in order to understand the determinants of the wellness-sickness of
individuals and populations, it is necessary to explore the biological, social, and psychic
spaces of humans. Each of these dimensions constitutes a viewpoint on wellness-sickness
and on the factors affecting this. None of these dimensions is independent of the others, nor
is any sufficient for summarizing the significance of health and what the determinants of the
latter are.

It is also important to recognize that the protection or promotion of the population in the
broadest sense cannot constitute a responsibility that the society delegates to one institution
in particular (a health system, or a private group: physicians; social workers; community
groups, etc.). This should be assumed by the entire society and depends on the capacity of
the State to guarantee access to education, health services, safety, and a healthy
environment. In these terms, health is the concern of each of the citizens (Contandriopoulos,
2006).

The manner of conceptualizing health and disease should evolve so that it is not only the
result of consensuses of normality and abnormality, of statistical tables or measurements by
techno-scientific apparatuses, but rather, the result of a dialog in which the scientific,
subjective, and contextual aspects of biopsychosocial humans participate (Caponi, 1997).

On the other hand, it is important to recognize that the human, as are all living beings, is an
integrated whole that constitutes a dynamic suprasystem, which is in turn comprises the
following many perfectly coordinated subsystems: the physical subsystem; the chemical; the
biological; the psychological; the social; the cultural; the ethico-moral, and the spiritual. All
of these, together and integrated, constitute the personality, and their lack of integration or
coordination unleashes pathological processes of different natures: organic; psychological;
social, or several together.

Within this context, the definitions of health, as with other human qualities, are generated at
specific historical moments and are linked with the social and economic circumstance under
which the spaces for application of this definition gain in practice, signify the way to obtain
power to overcome this particular circumstance; thus, these definitions cannot be more than
historically perishable. Notwithstanding its transitory situation, the way of looking at health
by those wielding power over more or less extensive population groups defines the way of
acting in relation to their health and the purposes and forms of utilizing their resources
(Chapela, 2008a).

In this work, we understand health as “the capacity of the human corporeal nature to decide
and contract viable futures and of reaching these”. This definition of health, on the one
hand, conceives of the subject as body-subjectivity, that is, as only one thing, and on the
other, sets forth a cross-disciplinary and multi-conceptual position on health and ponders
the subject in collective fashion (Chapela, 2008a).

This definition allows us to disassociate health from sickness, to understand that the former
is an essential part of the subject and not solely a state or a moment in life. The latter term
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shows us that the subject has a great deal to do with the construction of health at the
individual as well as at the collective level, without forgetting that the human corporeal-nature
capacity of deciding and constructing futures is mediated not only by the individual’s world
vision, by history, that is, by past, present, and future happenings that have permeated the
person’s being and the individual’s being in the world, but also by the social guidelines that
structure the ways that subjects proceed, without forgetting the psychobiological dimension in
which aspirations, wishes, sensations, and emotions, and, of course, actions take place, having
the political and economic dimensions as a framework (Chapela, 2008a).

3. Health Promotion (HP)

The notion of HP is also complex and controversial, and to date, a consensus has not been
reached with regard to its significance. HP is a relatively recent notion and acquired
importance during the mid-XX Century. However, throughout history we are able to find
practices and conceptions directed toward improving the conditions of life of the people
that, in the light of present-day conceptions and values, could be recognized as antecedents
of HP, although with significant differences  (Restrepo, 2001; Gémez-Arias and Gonzalez,
2004; Eslava- Castafieda, 2006; Chapela, 2008b).

According to the Ottawa Charter, HP is a process that permits people to increase control
over their health to improve it. It constitutes a political, social, and global progression that
encompasses not only actions directed precisely toward strengthening the abilities and
capacities of individuals, but one that is also directed toward modifying social,
environmental, and economic conditions with the aim of mitigating their impact on public
and individual health. HP is the process that allows people to increase their control over the
determinants of health and, consequently, to improve it. Participation is essential to sustain
action in matters of health promotion (Ottawa Charter for the Promotion of Health, World
Health Organization [WHO] Geneva, Switzerland 1986).

However, after Ottawa, multiple health promotions may be found in distinct countries and
practiced by distinct international organizations, although these affirm that they have
adopted the Ottawa Charter as their directorate. The original concept that is planned in the
document involves conducting changes in many structural instances; however, not all of the
organisms that have understood the document are disposed to change; thus, the actions in
many cases have been very restricted (Chapela 2008b).

4. Community models for the prevention and control of diabetes mellitus

In the past decades, the implementation of community programs for the prevention and
control of DM has been a priority worldwide (Shephard et al., 2005; Castillo, 2010; Ciccone
et al., 2010). In this regard, the study published by Wagner et al. in 1996 permitted
determination of the common elements of community programs for chronic disease control
with the participation of the community, which allowed for developing the so-called “The
Chronic Care Model (CCM)”. The CCM focuses on improving and optimizing six key
elements of the health care system: i) health care organization; ii) delivery system design; iii)
clinical information systems; iv) decision support; v) self-management support, and vi)
community resource linkages. The usefulness of this model has been widely demonstrated
for the prevention and control of DM (Wagner et al., 1996; Wagner et al., 1999; Glasgow et
al., 2001 Parchman et al., 2007; Piatt et al., 2006; Battersby et al., 2010; Strickland et al., 2010).
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Although the usefulness of the CCM is widely recognized for the prevention and control of

chronic diseases, the need has been recognized to broaden, modify, or adapt it, taking into

consideration the specific needs of the population; therefore, some options, one
denominated the Expanded Chronic Care Model (ECCM), have been proposed (Barr et al.,

2003). Among the best known proposals, we are able to cite Racial and Ethnic Approaches

to Community Health (REACH) (Giachello et al., 2003; Jenkins et al., 2010) and Community-

based Participatory Research (CBPR) (Savage et al., 2006; Horowitz et al., 2009).

In Latin America, the Program for Education of Non-insulin-dependent Diabetics-Latin

America (PEDNID-LA) was proposed, which was implemented simultaneously in

Argentina, Bolivia, Brazil, Chile, Colombia, Costa Rica, Cuba, Mexico, Paraguay, and

Uruguay, demonstrating satisfactory results for the adoption of healthy lifestyles

(Gagliardino & Etchegoyen, 2001).

In Mexico, the Ministry of Health’s General Directorate of Health Promotion developed the

Health Promotion Operational Model in 2006. Based on Ottawa Charter functions, the

model integrates health promotion activities within the overall health care system (Santos-

Burgoa et al., 2009). However, the results relative to the implementation and effectiveness of

the model have not been reported.

The National Autonomous University of Mexico (UNAM, FES-Zaragoza Campus) has

developed a model for the prevention and control of chronic diseases that is directed toward

older adults (Mendoza-Nunez et al.,, 1996; Martinez-Maldonado et al., 2007, Mendoza-

Nufez et al., 2009a); notwithstanding this, its application is not limited to this age group,

but rather, can be useful for the adult population in general.

The model is based fundamentally on the integral development of the person, understood as

a process that is carried out throughout and until the end of the person’s lifetime. It implies

becoming active in many ways, making use of and potentiating the resources possessed. It is

a process of transformation and continuous growth in which the social capital is

fundamental. Integral development involves the following elements: citizenship; social

capital; potentialities; social networks, and empowerment.

a. The concept of citizenship, which makes relevant the fact of “being subject to” with
rights (rights to life, freedom, dignity, health, well-being, etc.) and of being able to make
use of these.

b. Social capital, which permits the potential exchange of the opportunities of a social
support network.

c. The concept of potentialities, which all of us human beings possess physically
(functional efficiency, muscular force, and motor skills), psychologically (sensitivity,
affect, knowledge acquisition, creativity, etc.), and socially (links, productivity, social
participation, the creation of culture and values, etc.).

d. Social support networks, by means of which, through personal, community, and
institutional contacts, the individual maintains his/her identity and his social
development.

e. Empowerment, the process of participative development through which individuals,
communities, and organizations achieve greater control over their lives and environment.

5. Social support networks and health

The study of social support and its repercussions on the state of health, well-being, and
Quality of life (QOL) has experienced significant development dating from the last three
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decades of the XX Century, above all in some related disciplines, such as preventive
medicine, public health, community psychology, social work, anthropology, and sociology.
Notwithstanding this, self-help groups, as they are now known, arose in the 1930s in the
U.S. with the foundation of Alcoholics Anonymous (AA) (Llopis, 2005).

Social networks refer to the personal, community, and institutional contacts through which
the individual maintains his/her social identity and receive material, instrumental,
emotional, and informative support. The basic elements of social support networks
comprise social capital, which is defined as the potential exchange of opportunities of a
social network. Therefore, social capital depends in large measure on the social contacts
possessed by the individual (Burt, 1997). Likewise, social support represents the tangible
element of social capital, which is represented by the material, instrumental, affective, and
informative contributions, real or perceived, provided by family, friends, the community,
and formal institutions (Fernandez, 2005; Guzman et al., 2002) (Figure 1).

COMMUNITY
PROGRAM FOR PREVENTION
AND CONTROL OF
DIABETES MELLITUS

| MATERIALS
SOCIAL
NETWORKS
TYPES OF SUPPORT
INSTRUMENTALS
"|  AFFECTIVE
INFORMATIVE

Fig. 1. Types of support that individuals can offer through social networks of social support
in Community Programs for prevention and control of Diabetes Mellitus..

Program

Among elements to measure social networks, we find size, density, reciprocity, family
relationship, homogeneity, type of support received, and social network analysis is
approached through individualized description and the application of standardized
instruments (Kloseck, 2007; Mendoza-Nufiez & Martinez-Maldonado, 2009b).

Reciprocity is the key element of social networks and assumes that when support is
requested from the social support network, the individual is aware that he/she, too, is a
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potential element of support for the group (Dabas & Perrone, 1999). Likewise, it is proposed
that the social network wields an influence on health-related habits, because the individual
is more likely to adopt healthy lifestyles if he/she has someone to share these with, and, on
the other hand, internalization of the norms of behavior that the family, friends, and the
community group offer can be of significant influence. In addition, the social control that is
exercised by means of regulations, sanctions, or interventions can also exert an influence on
attitudes and changes in conduct (Arechabala & Miranda, 2002). Therefore, a suitable social
network is considered as an open, multicenter system made up of informal (family, friends,
community) and formal components (professional and institutional), with defined objectives
and goals framed within a program that, through the empowerment of individuals, achieves
maximal health and well-being according to their sociocultural context. At present, it is
recognized that one of the basic strategies for the prevention and control of diabetes mellitus
is the establishment, coordination, and monitoring of social support networks as part of
public policy (Mendoza-Nufiez et al., 2009b).

Social support networks are a potential source of well-being and health, because health can
be transmissible and the vehicle is the social support network.

6. Empowerment and health

Empowerment is defined as a process of participative development by means of which
individuals, communities, and organizations achieve greater control over their lives and
environment, acquiring rights and new life goals, in addition to a reduction of social
marginalization (Kar, 1999; Anderson & Funnell, 2005; Maton, 2008). Empowerment
involves self-strengthening, control, self-power, self-confidence, making decisions of one’s
own accord, a fitting life according to one’s values, the capacity to fight for one’s rights,
independence, to the right to make one’s own decisions. It is noteworthy that empowerment
is relevant at the individual as well at the collective level (Ho et al., 2010).. In this regard, in
order to exercise empowerment in an efficient and efficacious manner, it is indispensible to

consider four key elements (Narayan, 2002):

i.  Access to information. Information is power; it is in this way that informed citizens
have more opportunities to access to services, to exercise their rights, and to ensure that
non-governmental as well as governmental actors respond to their needs;

ii. Inclusion and participation. Individuals should be included in decision-making to
ensure that the use of public and private resources responds to the real needs of the
population.

iii. Responsibility or rendering of accounts. Public servants and those responsible for Non-
governmental organizations (NGOs) should respond for their policies, actions, and the
use of funds.

iv. Local organizational capacity. The population should possess the ability to organize
itself and to work in a group, with the goal of participating actively in the community
intervention programs that are developed in its milieu.

On the other hand, the importance has been highlighted of empowerment for the detection

of chronic diseases according to the biopsychosocial model and patient-centered care,

demonstrating that active participation of the individual is fundamental for to achieving
maximum well-being and QOL at different ages and within different contexts (Salmon,

2003; Savage et al., 2006).
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The main methods employed at the community level to achieve empowerment are the
following (Kar, 1999): a) training for empowerment and the development of leadership; b)
support for the establishment of policies and aid programs; c) public education and opinion
for sources of support; d) the organization of associations; e) cooperative unions for the
creation of empowerment collectives; f) empowerment for work and microentrepreneurs to
achieve autonomy and control of their situation, and h) the protection of rights and social
action for legislation to benefit specific groups.

Empowerment within the framework of health promotion considers motivation for action,
empowerment-oriented support, individual participative actions, and an empowerment
program for its institutionalization and replication (Maton, 2008). Likewise, it has been
recognized that education is basic for achieving empowerment (Aujoulat et al., 2007). It has
also been cited that social and educational activity in community interventions avoids
isolation (Cattan, 2005).

The model contemplates a Community United for Human Growth (CUHG), whose purpose
is to coordinate the large net of social networks of mutual-aid groups, in which self-care is a
daily practice for the prevention and control of diabetes mellitus, as well as for achieving
maximal well-being and health as components of one’s human development (Figure 2).
Participation of the population aged 45 years and over (diabetics and non-diabetics) is
considered, in that the common objective is to establish strategies for the individual to
continue his/her integral human development. One of the determining factors for lack of
control of chronic diseases, and especially for diabetes mellitus, comprises the prejudices
and stereotypes that deriving form lack of information, which leads to negation of the
disease and abandonment of treatment, or resorting to “miraculous or cure-all” treatments.
On the other hand, it has been demonstrated that apathy is one of the principal difficulties
for the population in its adoption of healthy lifestyles for chronic disease prevention and
control (Padala et al., 2008).

Thus, our proposal establishes the elimination of the stigma of the disease and proposes a
model of community intervention for integral human development in which maintenance of
health constitutes the key factor. This model avoids the social prejudices that label “groups
of diabetics as sick people who do not follow the rules”, which generates social rejection and
abandonment of the group in many participants, who “seek at all times the cure for their
incurable disease” in order to “stop being part of the group of diabetics”.

In 1996, our research group proposed a community care model, considering the active
participation of the individual in order to achieve maximum QOL in their social milieu
(Mendoza-Nufiez et al., 1996). In this respect, although the results have been satisfactory, we
adapted the model in 2004 according to the paradigm of active aging and subsequently
submitted this to a process of investigation to determine its feasibility and pertinence
(Martinez-Maldonado et al., 2007). As previously mentioned, our proposal is not limited to
older adults, because the principles and strategies can be applied to adult population in
general.

The model establishes as the key element the formation of promoters of integral human
development. In this regard, promoters function as mutual aid-group coordinators,
establishing self-care and self-management actions for their members” well-being and social
development, in which health maintenance is fundamental.

Self-care, mutual aid, and self-management constitute the basic strategic elements for the
model proposed, and the former are closely linked; thus, we are unable to propose these in
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I HUMAN GROWTH
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Fig. 2. Community Participation Model for Prevention and Control of Diabetes Mellitus.
Community United for Human Growth linked to Institutions of Higher Education in
Health is responsible for the design and implementation of educational programs and
guides the training of the health promoters for the development of mutual-help groups
(human development nucleus). A human development nuclei is a group integrated by 10
to 15 adults of nearby communities with similar interests. They are mainly involved in the
practice of self-care, mutal-help, and self-promotion guidelines established by the program.
The model is addressed toward the following objectives: (i) the supervision of the health
status of participants in the program; (ii) the training of qualified health care promoters,
certified on the basis of a formal continuous education program offered by a renowned
academic institution; (iii) to provide orientation and guidance to families with regard to
basic care practices with both healthy and sick adults; (iv) to promote the social and human
development of the populations in Mexico.

isolated fashion. Therefore, any community program directed toward human development
in which maintenance of health and improving QOL are considered should establish the
mechanisms that allow for its harmonic and complementary execution. In this sense,
knowledge, attitudes, and behaviors required for adequately exercising self-care, mutual
aid, and self-management require the formal training of the persons who function as leaders
and who promote the active participation of the members of mutual-aid groups (Song,
2010).

Self-care refers to the reasoned behavior of the individual with a theoretical basis that allows
him/her to decide on and act upon the prevention, diagnosis, and treatment of acute and
chronic diseases, as well as in maintenance of health and maximum enjoyment of their QOL,
according to their sociocultural context, utilizing formal and informal social support
networks in optimal fashion. Similarly, mutual aid includes the reasoned and requisite
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behavior that a group of individuals who share similar problems and who are aware of the
advantages and commitments acquired adopts on voluntarily accepting to be part of the
group. With regard to self-management, this involves the actions that an individual or self-
help group performs in an autonomous manner, in an expected and optimal way, taking
into consideration the elements and mechanisms of formal and informal social support
networks.

The CUHG is one of the elements of the social support network, responsible for training

Human Development Promoters (HDP), who are in turn responsible for coordinating

mutual-aid groups denominated Human Development Nuclei (HDN), which are made up

of 10 to 15 adults groups according to their affinities and the geographical closeness to their
domiciles. HDN function under the directorates of self-care, -help, and -management.

The model’s established pillars are:

e Permanent monitoring of the health state: The fundamental objective of this is to
maintain, prolong, and recover health, as well as to improve the individual's self-
perception of psychosocial well-being, according to his/her physical condition and
sociocultural milieu. For this, self-care programs should be implemented for the healthy
and sick individual, with pre-established evaluation, surveillance, and primary care-
action protocols.

e Formation of Human Development Promoters: The CUHG, supported by an educative
institution, is responsible for the formation of HDP, following a formal academic
program, considering continuous education and a certification of the topicality and
pertinence of the knowledge imparted.

e Familial orientation for integral human development: HDP possess sufficient
knowledge to orient and train the individual’s relatives to provide support for the
psychosocial development of their family members, considering the basic skills for the
care of the healthy and sick individual in the home.

e Adaptation and social development: The model took into consideration among its goals
that adults would enjoy their situation to the maximum, taking into consideration their
human life-cycle stage and sociocultural conditions. Thus, we recommend the
implantation of programs of recreation, adaptation, and psychosocial and occupational
self-improvement under an anthropological focus, according to the individual’s
interests, age, schooling, gender, health state, socioeconomic situation, etc.

The model establishes flexible general guidelines that could be adopted for rural and urban

population, as well as for groups of adults of different sociocultural and economic

conditions.

As an integral part of the model, the implementation has been established of a “Healthy

Life” Program in which, under a constructivist focus, participants establish the strategies for

adopting healthy lifestyles, utilizing a self-efficacy instrument to maintain and strengthen

behavioral changes.

7. Model viability

The model has been implemented in Mexico with an older adult population from rural and
urban areas. Notwithstanding this, as mentioned previously, its application is not limited to
this age group (Mendoza-Nufiez et al., 2009b).

Among the most relevant aspects of the model, we find that community groups are not
labeled with “groups of diabetics” stigma. In this regard, it has been proposed that
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unfundamented social representations of diabetes leads to prejudices on and negative
stereotypes of the disease (Torres-Lopez et al., 2005) that affect self-esteem, causing apathy,
rejection, and abandonment of the “groups of diabetics” (Padala et al., 2008).

On the other hand, the anthropological aspects associated with the disease should be
considered in community interventions, because cultural aspects determine negative
lifestyles (sedentary life style and inadequate nutrition), which raises the risk of diabetes
mellitus (Martorell, 2005).

For this reason, the purpose of our model is the conformation and integration of a “great
network of networks” of mutual-aid groups who practice scientifically founded principles
of daily self-care and self-management for their human development. In this light, the
prevention of chronic diseases, and especially diabetes mellitus, constitutes one of the basic
objectives.

Our experience in the application of the model demonstrates that it is viable in the technical
and operative ambits at the community level; notwithstanding this, the most important
weakness of the model lies in the discrepancy of its participative focus with State Social
Development and Health Programs, in which neither empowerment nor the active
participation of the population are considered, which generates frustration and,
occasionally, program abandonment.

8. Healthy lifestyles and diabetes mellitus

Healthy lifestyles constitute key elements for preventing and controling DM. In this regard,
it has been amply demonstrated that the periodic practice of physical exercise together with
a healthy diet for a minimum of 2 years significantly diminishes the blood concentration of
glucose, triglycerides, and cholesterol, and body weight, and increase the levels of High
density lipoprotein (HDL) cholesterol, significantly diminishing the risk for metabolic
syndrome, diabetes mellitus, and their complications (Steyn et al., 2004; Schulze & Hu, 2005;
Barclay et al., 2008; Brown et al., 2009). Although the effectiveness of healthy lifestyles is
known for the prevention and control of DM, the problematic resides in achieving the
adoption and maintenance of the population of compliance with these lifestyles, In this
respect, it has been cited that to maintain healthy lifestyles, the strategies should not be
limited to the individual, but instead, should involve the family, the workplace, and
community networks, in addition to the establishment of social reinforcement programs
(Bazzano, 2005; Teufel-Shone et al., 2005; Toft et al., 2007; Marrero, 2009).

Among the factors linked with compliance with healthy lifestyles, we are able to highlight self-
efficacy and self-esteem. In this regard, self-efficacy is a determining factor for self-care for DM
(Johnston-Brooks et al., 2002; Hankonen et al., 2009). Similarly, low self-esteem and depression
are factors related with low community participation for DM self-care (Fortmann et al., 2010).
In general, a healthy diet that is recommended comprises consuming three to five servings
of fruits and vegetables daily and decreasing the consumption of foods rich in saturated fats
and refined sugars. Nonetheless, it is important to cite that these recommendations should
be adapted to age, gender, occupation, health state, socioeconomic level, food preferences,
and food availability. In this respect, one of the errors observed in our environment in
community programs for the prevention and control of DM is the recommendation of diets
that are not accessible to the economic situation or that have discrepancies with food
preferences, which occasions the non-compliance of persons with the program or program
abandonment soon after beginning it (Mendoza-Nufiez et al., 2008)
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On the other hand, the practice of moderate physical exercise with a duration of 50 min
daily for a minimum of 5 days weekly has biochemical, psychological, and social benefits
(Caspersen et al., 1985; Laitakari, 1996); notwithstanding this, some cultural aspects that are
linked with incorrect beliefs determine to a great extent the resistance of the population to
adopting and maintaining this lifestyle, thus the need to establish strategies that respond to
the sociocultural context (Marcus et al., 2000; Di Loreto et al., 2003).

9. Conclusion

The proposed model of community participation for the prevention and control of diabetes
mellitus establishes as fundamental elements a broad concept of health, the concepts of
citizenship and empowerment, and as self-care strategies, mutual aid and self-management
with the support of social networks. Similarly, the model possesses several characteristics
that distinguish it. In the first place is its versatility, because it can be adapted to different
populations; in second place, its inclusion for the functioning of a program that is based on
the recovery of the daily knowledge of persons with the aim of constructing new knowledge
from these; the inclusion of subprograms of relevant aspects for achieving empowerment
and disease control, while the integral development of persons is another characteristic that
makes the model different from others and that eliminates the disease stigma, another of its
benefits.

This model represents important savings of economic resources for the State.

Finally, to strengthen the viability of the model, it is indispensable that the State establish
public policies that permit the development of this type of model.
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