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ABSTRACT 
Globally, non-communicable diseases such as cardiovascular diseases, cancers, 
chronic respiratory diseases and type 2 diabetes pose a growing threat to public 
health. These diseases are linked to unhealthy lifestyles, namely tobacco use, 
hazardous use of alcohol, unhealthy eating habits and low levels of physical 
activity. In health care, a move towards health-promoting and disease-preventing 
practices is suggested as important working tasks to support the members of the 
general population in healthier lifestyles. Also, the media is a communicator of 
health concerns. Thus, it can be assumed that the field of health promotion and 
disease prevention can be explored from different perspectives.  

The overall aim of this thesis was to explore health promotion and disease 
prevention from the perspective of nursing practice. Furthermore, to describe 
environmental aspects of importance regarding lifestyles and lifestyle counselling. 
In this thesis, qualitative and quantitative methods were used to conduct the four 
studies. Study I consisted of group interviews with clinically experienced 
registered nurses. Study II was collected through individual interviews with 
district nurses working at primary health care centres. Study III assessed the 
frequency of lifestyles addressed over time in Swedish newspapers. Study IV 
contained of a cross-sectional study among the general population’s likelihood of 
contacting a primary health care centre regarding lifestyles.  

The findings from study I was interpreted as nursing practice was about striving 
to be in close proximity to the patient but in tension with pervasive requirements 
and societal changes. The care commuted between a medical and holistic 
perspective, in which health promotion and disease prevention was rather 
invisible. In study II, it was understood as district nurses integrated health-
promotive and disease-preventive work into every patient encounter, where 
health dialogues gave opportunities to build relationships and support patients in 
lifestyle changes. In study III, 1 324 newspaper articles between 1995 and 2021 
were identified addressing lifestyles, where eating habits and tobacco use reported 
highest frequency. In study IV, a minority responded that they would be likely to 
contact a primary health care centre regarding lifestyle changes in which men, 
rural areas and few yearly visits to a primary health care centre were found as 
predictors for a lower such likelihood.  
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In conclusion, health promotion and disease prevention are complex and to 
some extent invisible areas in nursing practice. Registered nurses focused on 
striving to be in close proximity to the patient, in which recognising patients’ 
unique needs was considered important. District nurses described health-
promotive endeavours including building relationships with patients to support 
in lifestyle changes. However, primary health care centres were not the first choice 
for lifestyle counselling, regardless of lifestyles among members of the general 
population. Media is a player in society communicating lifestyles and there has 
been an overall increasing trend of newspaper articles exposing all four in recent 
years. The results highlight the importance to continuously discuss the role of 
primary health care centres as an arena to engage the general population in 
adopting healthier lifestyles. 

 

Keywords: cross-sectional study, district nurse, interviews, lifestyles, media, 
nursing practice, primary health care, primary health care centre, social cognitive 
theory, the general population 

  

 

 

 

 

 

 

 

 

 

SAMMANFATTNING PÅ SVENSKA 

Flera stora folksjukdomar i Sverige såsom hjärt- och kärlsjukdomar, vissa 
cancersjukdomar samt typ 2 diabetes är idag ett växande hot mot folkhälsan. 
Dessa sjukdomar orsakas till stor del av ohälsosamma levnadsvanor som 
tobaksbruk, riskbruk av alkohol, ohälsosamma matvanor samt för lite fysisk 
aktivitet. Som ett led i det svenska folkhälsoarbetet har olika myndigheter 
föreslagit ett mer synligt fokus på en hälsofrämjande och förebyggande hälso- och 
sjukvård, inte minst inom primärvården där vårdcentraler ska erbjuda 
livsstilssamtal till personer som vill förändra sina ohälsosamma levnadsvanor. En 
annan stor arena i samhället är massmedia som kommunicerar hälsa- och/eller 
livsstilsbudskap till befolkningen. Sammantaget är det av vikt att ta samspelet 
mellan personen och dess omgivande miljö i beaktning när det hälsofrämjande 
och förebyggande arbetet ska utforskas. Det övergripande syftet med denna 
avhandling var därför att utforska det hälsofrämjande och förebyggande arbetet 
ur ett omvårdnadsperspektiv. Därtill, att beskriva aspekter i den omgivande 
miljön som berör levnadsvanor och livsstilssamtal. Denna avhandling består av 
fyra olika studier där både kvalitativa och kvantitativa metoder har använts. Data 
har samlats in genom intervjuer med sjuksköterskor och distriktssköterskor, 
genom att granska artiklar i nyhetstidningar samt även genom frågeformulär till 
ett urval av Sveriges befolkning. Studie I grundade sig på gruppintervjuer där 
kliniskt verksamma sjuksköterskor berättade om vad omvårdnad innebär och hur 
det visar sig i deras dagliga arbete. Studie II utgjordes av individuella intervjuer 
med distriktssköterskor gällande deras hälsofrämjande och förebyggande arbete 
på vårdcentral. I studie III undersöktes frekvensen av artiklar i svensk dagspress 
över tid som publicerat ett innehåll gällande tobaksbruk, alkoholkonsumtion, 
matvanor eller fysisk aktivitet. Studie IV genomfördes som en tvärsnittsstudie 
som undersökte befolkningens trolighet att söka sig till vårdcentral gällande 
levnadsvanor samt prediktorer för en lägre trolighet.  

Utifrån resultaten från studie I tolkades sjuksköterskors kliniska arbete som en 
strävan att arbeta patientnära, samtidigt som man drogs emellan omfattande krav 
på vad sjuksköterskor ska göra, och utifrån personers förväntningar på hälso- och 
sjukvårdens uppdrag utifrån hur samhället förändras. Sjuksköterskors praktiska 
arbete med patienter pendlade mellan att utföras ur ett medicinskt perspektiv och 
ett holistiskt perspektiv, där sjuksköterskor tog i beaktning till exempel patienters 
sociala situation. Den hälsofrämjande och förebyggande praktiken var tämligen 
osynlig bland sjuksköterskor i de studerade kontexterna i studie I. Vidare i studie 
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II framstod det tydligt att distriktssköterskor strävade efter att integrera 
hälsofrämjande och förebyggande arbete i varje patientmöte på vårdcentralen. 
Detta belystes som viktigt då distriktssköterskor beskrev att all ohälsa i samhället 
inte kan lösas medicinskt, utan istället behöver bemästras genom att befolkningen 
förändrar sina levnadsvanor. Distriktssköterskor beskrev vikten av att bygga 
relationer med patienter där de erbjöd samtal för att på bästa möjliga sätt kunna 
stödja till förändring av levnadsvanor. Media beskrevs av distriktsköterskor som 
en arena i personers miljö som både kunde hjälpa och stjälpa kommunikationen 
av hälsofrågor i patientmötet. Vidare, gällande alla fyra levnadsvanor visade studie 
III att mellan 1995 och 2021 publicerade Dagens Nyheter och Aftonbladet flest 
artiklar om matvanor följt av artiklar om tobaksbruk. I studie IV visade resultatet 
att oavsett levnadsvana ansåg få personer att det var troligt att de skulle kontakta 
vårdcentralen för att få hjälp med förändring av levnadsvanor. Ytterligare resultat 
visade att män, personer boendes på landsbygd samt personer med få årliga besök 
på vårdcentralen är mindre benägna att söka sig till vårdcentralen för hjälp med 
stöd av förändring av levnadsvanor.   

Utifrån resultaten av de fyra studierna så kan slutsatsen dras att hälsofrämjande 
och förebyggande arbete är komplext och till viss del osynligt inom 
omvårdnadens praktik. Sjuksköterskors kliniska arbete handlar om en strävan att 
arbeta patientnära, där det är av vikt att se till varje persons unika behov och 
resurser. På vårdcentraler beskrev distriktssköterskor denna strävan genom att ha 
ett fokus på den hälsofrämjande och förebyggande praktiken i linje med ett 
personcentrerat förhållningssätt. De prioriterade att bygga relationer för att bana 
väg för att kunna diskutera levnadsvanor och livsstilsförändringar i hälsosamtal. 
Samtidigt diskuterade distriktssköterskor avsaknaden av organisatoriska 
förutsättningar för att ha fokus på en hälsofrämjande och förebyggande praktik. 
Media är en kommunikatör av hälsobudskap till befolkningen där den generella 
trenden de senaste åren är en stadig ökning av antalet publicerade artiklar gällande 
tobaksbruk, alkoholkonsumtion, matvanor samt fysisk aktivitet. Utifrån ett 
samhällsperspektiv kan det vara av vikt att hälso- och sjukvårdpersonal inkluderar 
mediaporträttering av levnadsvanor i livsstilssamtal samt är öppna för att 
diskutera dess innehåll med journalister.  Den nationella befolkningsstudien visar 
att vårdcentraler inte är förstahandsvalet för stöd vid förändring av levnadsvanor, 
vilket tydliggör behovet av att fortsatt diskutera vårdcentralers roll som en arena 
för att engagera befolkningen i hälsosamma levnadsvanor.    
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1 INTRODUCTION 
During my district nurse (DN) education, I developed knowledge about how a 
changed lifestyle can increase a person’s health and well-being. I obtained a deeper 
understanding of what negative consequences unhealthy lifestyles, namely 
tobacco use, hazardous use of alcohol, unhealthy eating habits and low levels of 
physical activity can give rise to. I spent several weeks at a primary health care 
centre (PHCC) where I encountered patients making lifestyle changes. They were 
e.g. supported in how to increase physical activity levels, change eating habits to 
mitigate a recent type 2 diabetes or reduce tobacco use. I also witnessed the 
challenge in making lifestyle changes and how each patient’s notion of ‘living a 
healthy life’ can look very different. Because every patient’s situation was unique, 
DNs had to specifically tailor each lifestyle counselling. Because of this, I found 
the topics of health promotion and disease prevention fascinating and important, 
which made me wanting them further to explore. 

According to policy documents and guidelines, registered nurses (RNs) and 
particular DNs are suited to be at the front lines of providing health-promotive 
and disease-preventive practices (1-4), not least given the increasing rates of non-
communicable diseases (NCDs), such as cardiovascular diseases, chronic 
respiratory diseases, cancers and type 2 diabetes. Unhealthy lifestyles are major 
contributors for NCDs, but a large proportion of these can be prevented through 
lifestyle changes. Consequently, there is a great need to offer such practices to the 
members of the general population (5, 6). In addition, it is vital to shine a light at 
the societal level to show a broader perspective of health promotion and disease 
prevention to foster sustainable societies (7). 

My view is that all persons are living in a unique context. We interpret life and its 
circumstances differently and see the world through different lenses. The 
influences in a person’s environment can direct and indirect affect their health, so 
the capacity to make lifestyle changes may vary. Consequently, it is important to 
consider the interplay between the person and their surrounding environment in 
health promotion and disease prevention. Therefore, in the current thesis, I have 
explored health promotion and disease prevention from the perspectives of its 
practice, specifically nursing practice. Furthermore, I have explored important 
players available in persons’ surrounding environments when it comes to  
lifestyles and lifestyle counselling: the media and PHCCs.  
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2 BACKGROUND 
To facilitate the reading of this paper, certain terms, words and concepts will be 
clarified throughout the thesis. According to the National Board of Health and 
Welfare (8), lifestyles refer to a specific behaviour in everyday life and something 
an individual can influence; however, lifestyles are also highlighted as being 
affected by one’s living conditions. What the current thesis includes in the term 
lifestyles is derived from international and national terming. Tobacco use, alcohol 
consumption, eating habits and physical activity are individually and collectively 
highlighted as important lifestyles to tackle for promoting health in individuals as 
well as society at large (9, 10). When an individual lifestyle is referred to in the 
present thesis, it is entitled by its respective name (e.g. physical activity), whereas 
referring to lifestyles incorporates all four. The term lifestyle changes relate to the 
modifying of the behaviour or the habit change, that is, any/some of the four 
lifestyles.  

2.1 Lifestyles – A concern for health promotion and 
disease prevention 

The major cause of death globally is NCDs, which by 2016, were estimated as 
accounting for approximately 70 % of deaths worldwide (11). Metabolic risk 
factors such as high systolic blood pressure, high fasting plasma glucose and high 
body mass index are considered large contributors to care burden globally and 
hence, to NCDs (12). The increase of NCDs is foremost driven by four unhealthy 
lifestyles: tobacco use, hazardous use of alcohol, unhealthy eating habits and low 
levels of physical activity. The impact of NCDs pose not only consequences for 
the person, but this also affects society at large, including a strained healthcare 
system (11). Persons who are non-smokers, have a moderate pattern drinking of 
alcohol, have good nutrition and are physically active are considered to live an 
average of 14 years longer compared with persons having unhealthy lifestyles (13). 
Prior research reported that people at a high cardiovascular risk and who 
participated in structured lifestyle interventions had significant improvements in 
multiple cardiovascular risk factors (14). As late as in 2021, a systematic review 
and meta-analysis study including 142 studies concluded that making lifestyle 
changes was followed by great health benefits for the individual. Therefore, the 
rationale for health promotion and disease prevention, that is, reducing the global 
disease burden of NCDs, must remain a priority, here in the form of engaging the 
population in healthier lifestyles (15).  
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When comparing public health internationally, Sweden has reported having 
relatively good public health among the general population;  e.g. the average life 
expectancy is generally higher (16). However, in Sweden, NCDs are estimated to 
account for 90 % of all deaths (11). In addition, 20 % of the care burden are 
considered to be linked to unhealthy lifestyles (9, 16), in which 50 % of Swedish 
women and 65 % of Swedish men are reported as having at least one of the four 
lifestyles that are considered unhealthy (9). Accordingly, a large proportion of the 
overall care burden in Sweden can be attributed to the four lifestyles (2). Besides, 
differences in living conditions affect the possibility for achieving good health 
and, thus the ability to engage in lifestyles. Taken together, this makes the 
progression to health promotion and disease prevention of the highest 
importance at both the individual and societal level in society (17).  

Lifestyles among the Swedish population are monitored closely, e.g. through 
annual population surveys. In Sweden, tobacco use has declined, with recent 
figures (from 2021) showing that 6 % of the Swedish population (aged between 
16 and 84 years) smoke daily. Daily smoking was more commonly in persons with 
a lower educational level compared with persons holding a higher education (18). 
Regarding alcohol consumption, in 2021, 15 % reported alcohol consumption  
interpreted as a risky use of alcohol. Some differences were seen, whereupon 
more men than women reported risky behaviour (19). Referring to eating habits, 
the last survey from the Swedish Food Agency reported that the Swedish 
population in general eats too few fish, vegetables, fibre, full grains and fruit. In 
addition, salt and sugar are overconsumed. Some dissimilarities between groups 
were noticed, in which the age group of 18-30 years more frequently reported 
unhealthy eating habits than the other age groups. In sum, women largely have 
healthier eating than men (20). Regarding physical activity, in 2018, the Public 
Health Agency in Sweden reported that approximately 65 % of the adult 
population (18-64 years) stated sufficient weekly levels of physical activity, 
(estimated through WHO recommendations of at least 150 minutes physical 
activity of moderate intensity) (16, 21). According to Warburton and Bredin (22), 
regularly inclusion of physical activity is associated with positive health benefits 
in terms of lowering the risk for chronic diseases. For this reason, Warburton and 
Bredin (22), argue for the great need throughout the general population to include 
such practices into their everyday lives. Poor eating and low physical activity are 
unhealthy lifestyles that interact and increase the risk for developing overweight 
or obesity (23). This can increase the risk to develop e.g. type 2 diabetes, high 
blood pressure and cardiovascular diseases (6, 17). According to the Public Health 
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Agency (24), 52 % of people in 2021 between 16 and 84 years old in Sweden were 
estimated as being either overweight or obese. In comparing different groups, 
older persons, men, and persons with a lower educational level are more 
commonly overweight or obese.  

A major concern for reinforcing public health is through targeted actions that 
should be addressed throughout individuals and society at large, e.g. by building 
healthy environments (24). In contrast, unhealthy environments e.g. when eateries 
offer huge portion sizes, which might cause weight gain, are highlighted as 
potentially influences for ill health (25). Physical activity is another lifestyle, that 
in various ways has been highlighted in relation to the general population’s 
environments. The rapid development of technology use in society has been 
reported as causing unnecessarily sedentary among persons. Given the fact that 
many activities nowadays are streamlined, this contributes to the absence of 
simple everyday exercise. One simple practical example is the opening of garage 
doors which used to be performed by hand (23). Even at environments at work 
places, the rise of technology is noticeable and connected to the growing trend of 
sedentary. A study in 2014 from the UK found that participants aged 18-65 years 
who worked full-time office work spent up to 71 % of their working hours sitting 
still (26). Also, the COVID-19 pandemic has shown to affect physical activity 
levels. Cheval et al. (27) explored physical activity behaviour during COVID-19 
lockdowns. Although the lockdown showed decreased time spent on vigorous 
physical activity, it showed beneficial effects in terms of increased spent time in 
walking and doing moderate physical activity.  

2.2 Nursing practice 
According to the International Council of Nurses (28), promoting health, 
preventing illness, restoring health and alleviating suffering are the four 
fundamental responsibilities of RNs. On a national level, the Swedish Nurses’ 
Association (29) has formulated a policy document as a support to clarify the 
competencies and skills needed for RNs. Here, nursing is the knowledge area 
within the nursing profession, and among other things, RNs should have the 
ability to promote health and prevent ill health. In nursing practice, these actions 
entail the way RNs recognise and interpret situations in their day-to-day care with 
patients. Hence, it is not merely the specific tasks that forms nursing practice but 
it is through the way RNs assemble such tasks (30). Per Meleis (31), nursing when 
considered as a health-oriented practice involves the daily actions of how RNs 
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instruct and support patients to maintain health, even with illness. RNs working 
throughout the community (according to Meleis’s community health nurses) are 
a major health care resource, whereupon their work is seen in light of a health 
perspective. This can be followed by RNs supporting patients with healthy 
lifestyles and giving empowering strategies to encourage patients in using their 
healthy resources, regardless of illness or not (31).  

2.2.1 District nurses’ practice and lifestyle counselling  
Globally, it is difficult to find a coherent term and definition that describes RNs 
who work in primary health care (PHC) and who have a specific focus on health 
promotion and disease prevention. Community health care nurses, PHC nurses 
and DNs are common terms seen in the research and policy documents. In the 
current thesis, the term DN will be used, which is the most prevalent term seen 
in Sweden (4). However, also in international research, e.g. the study by Barrett et 
al. (32), used the term DNs and placed DNs in a similar context as in Sweden.   

In Sweden, DNs are found within the PHC setting where most DNs work, and 
often at PHCCs (4). Foremost, PHCCs are suggested to offer health-promotive 
and disease-preventive practice across the general population (33). To become a 
DN in Sweden, a RN must have further education, an additional 75 credits. DNs 
work holds a health-promotive and disease-preventive perspective. This means 
that they hold specific knowledge in e.g. nursing, medical science and public 
health. At a PHCC, DNs collaborate with other HCPs although, to a great extent, 
they carry out their work independently. Through their versatile knowledge, they 
encounter patients ‘from the cradle to the grave’, thus across a wide age range. A 
variety of tasks are included in DNs’ practice e.g. vaccination programmes, 
supporting self-care and prescribing certain medicines. On top of these tasks, 
DNs are core players in the health-promotive and disease-preventive practice in 
terms of supporting patients in lifestyle changes, which is called lifestyle 
counselling (4). In general, this counselling is built upon individualised encounters 
with patients at PHCCs (34-36). Regarding the terming of such encounters, this 
can vary. In the present thesis, both health dialogues and lifestyle counselling will 
be used, thus having a similar meaning.  

In Sweden, the recommendation for treating unhealthy lifestyles is conversation-
based encounters, that is, lifestyle counselling (2). Three different levels of 
counselling are suggested: simple advice, counselling or qualified counselling. 
Simple advice relates to when, for about 5 minutes, HCPs gives short, 
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standardised advice and recommendations regarding lifestyles. Both verbal and 
written information are suggested. Usually, simple advice excludes offering 
follow- up encounters. Counselling relates to longer encounters (often between 
10 and 15 minutes); however, such counselling can last for approximately 30 
minutes. These encounters may include motivational strategies (commonly 
termed motivational interviewing), and are often followed by a dialogue between 
the HCP and patient where tailored advices (in contrast to simple advises) is given. 
This intermediate level of counselling is considered to be complemented with 
several subsequent encounters. The last level, qualified counselling, may also 
include motivational interviewing, but also entails the influences from different 
behaviour change theories such as the social cognitive theory (SCT) (later on 
described in the present thesis). The main features in qualified counselling are the 
foundation of a dialogue between the patient and HCP, in which the HCP should 
individualise the suggested advices. For the most part, longer times are set aside 
at this counselling level (2).  

Motivational interviewing is highlighted as a possible conversation method of 
lifestyle changes. It has been described as useful in practice (37), where the 
method can guide the HCP to focus on the patient’s own motivation and capacity 
to change a behaviour rather than one-way communication where the HCP tells 
the patient what they should do. On the one hand, motivational interviewing is 
highlighted as fitting patients who already have the intention to change lifestyles. 
However, on the other hand, it can be seen as relevant and suitable for those who 
are more hesitant to make changes, not the least because the method invites the 
patient to reflect upon their behaviour and then work in cooperation with the 
RN’s plan for how the lifestyle change will be accomplished (38). Prior studies 
have investigated the effectiveness of behaviour changes when guided by 
motivational interviewing in the PHC setting. One study indicated a lack of its 
effectiveness in relation to persons struggling with the hazardous use of alcohol 
and unhealthy eating habits. In addition, when researchers vary their definitions 
of motivational interviewing, this can complicate evaluation processes of the 
method (39). In contrast, two studies found it effective when motivational 
interviewing was used regarding lifestyles and health screenings (40, 41).  

Moreover, in lifestyle counselling, care based on person-centredness is suggested 
(2). When care is based on the principles of person-centredness, this means that 
patients are knowledgeable persons. They have knowledge about their own health 
so that HCPs will learn and understand about the patient’s health concerns from 
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RN’s plan for how the lifestyle change will be accomplished (38). Prior studies 
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the patient themselves. The patient should be treated with autonomy and viewed 
as a person with their own capabilities (42, 43). In encounters, the patient should 
be seen as a partner to the HCP rather than as a passive receiver of care. For that 
reason, it is essential to initiate a partnership with the patient and plan to set aside 
time to listen to the patient’s history. Accordingly, the patient is seen as a co-
creator of care, which should be acknowledged in a care plan. Given that person-
centred care (PCC) is characterised by collaboration between the patient and HCP 
(42), and that lifestyle counselling should involve PCC (2), research from a 
national survey reported that approximately 85 % of the respondents stated it as 
positive when HCPs collaborated and together discussed patients’ lifestyles 
during encounters (44). Another study found that patients with type 2 diabetes 
appreciated when RNs gave support around lifestyles (45). In 2018, a comparison 
study between the United States and Sweden showed that all female participants 
who indicated a need to change alcohol habits also expressed a wish to discuss 
the topic with health care. In contrast, only half as many men from the United 
States and one-fourth of the men from Sweden reported the same desire (46).  

Given that health, health promotion and disease prevention are central concepts 
throughout the present thesis, these concepts are elaborated on in the next 
sections.  

2.3 Health 
In 1948, the World Health Organization (WHO) defined probably the most 
notable definition of health: ‘A state of complete physical, mental, and social well-being 
and not merely the absence of disease or infirmity’ (47). The definition has been massively 
criticised, mainly because of the notion of striving for complete well-being (48). 
However, later on, the WHO revised the concept, and today, health is defined as 
‘A resource for everyday life, not the object of living. Health is a positive concept emphasizing 
social and personal resources, as well as physical capabilities’ (49). When exploring the 
concept of health, one can find that it usually is sectioned, either understood 
through the medical perspective or a holistic perspective. Through the medical 
perspective, health and illness are opposite from each other where focus is on 
decreasing the risk factors for disease. Conversely, through a holistic perspective 
health is verified as something more than just the absence of a disease. The focus 
is on the person as a whole moving towards a state of well-being and 
empowerment. One’s own health is perceived as a resource (50).  
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Following the holistic perspective of health, Antonovsky (51) developed 
salutogenesis. The departure point in salutogenesis is to looking at the factors that 
create health in a person’s life, along with how a person can make use of their 
resources to maintain health (salutary factors). Pathogenesis, on the other hand, 
searches for risk factors (such as unhealthy lifestyles) that can lead to the 
occurrence and development of diseases. Thus, health is seen in the absence of 
diseases. Salutogenesis is grounded as a changing condition, a continuum where 
the person continuously is moving towards health, sometimes more and 
sometimes less. Hence, health is seen as a process and shifts during one’s life 
course. Antonovsky (52, 53) coined the concept sense of coherence and was 
interested in studying why some people can regain health, despite finding 
themselves in stressful situations. Briefly, the concept can be explained as the way 
persons view their lives, that is, how well a person can deal with a situation. The 
use of individual resources will affect the continuum of health. Sense of coherence 
involves three different dimensions: Comprehensibility refers to the level of 
cognition and involves how internal and external stimuli can be understandable 
for a specific situation. A prerequisite for dealing with a stressful situation is to be 
able to actually understand it. Manageability deals with the behavioural aspects 
and involves the occurrence of informal resources such as family and friends and 
formal resources such as public services available when needing to manoeuvre in  
a situation. The last dimension, meaningfulness, focuses on a motivational aspect 
and refers to the notion of lives as emotionally meaningful, which is important 
when facing challenges and stressors in life. Eriksson (54) reported that, in 
research, there is consensus that a strong sense of coherence is positive for 
perceived health and well-being, e.g. in relation to lifestyles (55).  

From a historical point of view, health is a multifaceted concept that has gradually 
evolved from the traditional medical perspective towards the inclusion of the 
humanistic perspective, that is, covering individual experiences (56). Because of 
the wide descriptions of health, Scriven (57) argued that health can be delineated 
and interpreted differently depending on who is being asked the question. 
Nowadays, health is often viewed in light of several influencing factors, and 
considered a result of the interaction between the person and the society. 
Accordingly, diverse influencing factors can affect a person’s health, such as 
individual health behavior and social, economic and environmental factors (57). 
The well-quoted framework by Dahlgren and Whitehead (58) (see Figure 1), 
generally titled as the rainbow model, shows how health is considered as broad, 
including different factors that can affect health, the so-called health 
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determinants. Through the rainbow model, the authors described different layers 
that influence a person’s health. The innermost layer consists of biological traits 
such as age, sex and heredity factors. These factors are seen as non-modifiable 
determinants. Outside the inner core, individual lifestyles such as smoking habits 
and level of physical activity are verified. Thereafter, social and community 
networks are outlined, and these involves the relationships with family and 
friends. Then, living and working conditions are illustrated, which includes e.g. a 
person’s employment, education and access to health care. The outermost layer 
points to the general socio-economic, cultural and environmental conditions, 
which refer to e.g. societal challenges in terms of economic conditions and 
political change. Consequently,  a person’s health is determined through a diverse 
set of factors (health determinants) that are influential to persons contexts during 
their lifetime (58).  

 

Figure 1. Illustration of health determinants by Dahlgren and Whitehead, 
permission conveyed through Institute for Future Studies (58)   
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To summarise, determining a clear definition of health is complicated. The 
examples that are given of health should be seen as an attempt to show the 
complexity of health. Reported by Bringsén and Nilsson Lindström (59), HCPs 
must be conscious about persons’ different perceptions of health, e.g. in relation 
to lifestyles, and that the expectations of the outcome of health may vary. 
Throughout the current thesis, health is considered as broad, including individual 
perceptions of what the concept embraces, along with the influences of the 
determinants of health. 

2.3.1 Health promotion and disease prevention 
The concepts of health promotion and disease prevention are considered as being 
carried out at different levels in society: individual, group and societal (56). The 
establishment of health promotion was initiated in the mid-1970s, and thereafter 
applied as an umbrella term, being initiated across the general community to keep 
control over health determinants, and thereby, promoting individual health (60, 
61). In the literature, certain descriptions of what health promotion embraces and 
is defined as will be found. According to the WHO (49), health promotion is ‘the 
process of enabling people to increase control over, and to improve their health’. Bunton and 
MacDonald (62) addressed health promotion by bringing it together in the social 
rather than medical realm, emphasising the importance of individuals taking 
control over their lives. According to Wills and Douglas (63), the usefulness of 
health promotion in society and as an arena for health-promoting activities has 
been contested, chiefly on the account of how the conceptualisation of the 
concept is explained, e.g. either in the positive emphasising of a person’s well-
being, or negative in the absence of disease and instead related to medical 
treatment. Nutbeam (64) underlined that health promotion should not be seen as 
concerning actions in relation to individuals’ specific lifestyles. Rather, it includes 
grasping the broader influencing factors of health such as education, employment, 
and accessibility to suitable health care services. Pender et al. (65) problematised 
health promotion in relation to nursing practice and argued that, in lifestyle 
counselling, RNs need to consider the individual perspective, but also deal with 
the environments surrounding the patient. In Sweden, both of the terms 
‘hälsopromotion’ and ‘hälsofrämjande’ are used when referring to health-
promotive practice in different contexts. The practice includes individual actions 
along with more strategic population-based health-promoting activities. 
Internationally, the term health promotion is used regardless of context and, thus 
is used widely (59). In the current thesis, the term health promotion will cover 
both of the Swedish terms of the concept.  
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According to the WHO (66), the concept disease prevention has been defined as 
‘measures not only to prevent the occurrence of disease, such as risk factor reduction, but also to 
arrest its progress and reduce its consequences once established’. Theoretically, disease 
prevention is based on knowledge of what causes ill health; the concept is often 
described at three levels. Primary prevention aims to create knowledge to avoid 
diseases from appearing in the first place. Second prevention aims to prevent the 
progression of the disease, as early as possible, often by initiating lifestyle changes. 
Tertiary prevention aims to alleviate the consequences of an arisen disease (48). 
Whether the concepts of health promotion and disease prevention complement 
each other or not has been subject of debate (67). Pender et al. (65) described the 
advantages of intertwining the concepts, that is, work with health promotion 
(activities aimed at improving health) and work with primary prevention (activities 
to hinder disease). Across the current thesis, health promotion and disease 
prevention are verified as complementarily and intertwining concepts, rather than 
two concepts working in silos. Thus, in the different studies, a mix of health 
promotion and disease prevention are in question (e.g. health promotion at the 
same time as primary prevention). The choice to intertwine the concepts 
corresponds to e.g. Nutbeam (64) who argued for a frequent overlap of the 
concepts in society, not only when studying the content within the concepts, but 
also when specifically addressing actions in practice, either health-promotive or 
disease-preventive or the two intertwined.     

Furthermore, the present thesis is located within the field of health and care 
sciences. However, the research field studied here can be seen as broad and, 
therefore considered as referring to e.g. public health. In short, the actors of 
public health work in Sweden are the government together with the Public Health 
Agency. Collectively, they are considered as having specific responsibility for 
public health throughout society, where their work aims to, on a generic level, 
create societal conditions for health. In addition, several actions at the regional 
and local levels across the country are accomplished. Public health work at the 
individual level has often been described as focusing on to create conditions for 
health based on individual choices, e.g. the lifestyles (59), while public health at 
population level addresses the relationship between people and their environment 
for promoting health (57). In Sweden, in particular, DNs can be acknowledged 
working in between the field of health and care sciences and public health (4). 
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2.4 Primary health care 
Following the reasoning of health, health promotion and disease prevention, this 
section deals with the organisational preconditions for the health-promotive and 
disease-preventive practices. PHC is proposed as having an ideal position in this 
matter, that is, offer lifestyle counselling to the members of the general population 
(68-70). A well-functioning PHC shows not only positive outcomes in terms of a 
healthier population, but it also lowers health care costs (69). The key components 
of PHC are its services throughout the members of the general population by 
being their first level of health care contact. PHC advocates for health promotion 
and disease prevention actions by pointing at the broader determinants of health 
(71).   

Historically, to set the stage for health promotion and disease prevention in the 
PHC setting, several international efforts have been made by the WHO, in 
particular by arranging international conferences to underline its importance 
throughout health care (3). It was via the Alma-Ata declaration in 1978 (72) that 
PHC was identified as being the foundation of healthcare systems, thus being 
developed and implemented throughout the world. To reach the WHO’s goal of 
health for all, PHC was placed at the forefront of health care. Urgent actions were 
addressed to reduce the existing health inequalities throughout populations, 
especially for those in the most need of support in their health. As an extension 
of the Alma-Ata declaration, the Ottawa Charter was held in 1986 (73). This was 
the first conference on health promotion. The PHC setting was announced as the 
primarily source for health promotion work in society. The Ottawa Charter was 
initially a response to the growing expectations for new public health 
internationally. Thereafter, a wide range of conferences have been held, e.g. in 
2005, when the Bangkok Charter took place (74). During this conference, the 
definition of health promotion was extended to also cover the determinants of 
health. So far, the latest global conference was the 9th one, which was held in 
Shanghai in 2016 (75). This conference especially drew attention to the rapid 
evolvement in society regarding globalisation and highspeed technology, which 
can be seen as paving the way for cooperating actions in health promotion and 
disease prevention. In addition, important actions for achieving health were 
discussed, such as access for individuals to make healthy choices, and society’s 
responsibility of spreading awareness on the influences of lifestyles to one’s own 
health.  
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2.4.1 Primary health care in Sweden 
At a national level, the healthcare system in Sweden is decentralised which means 
that it is organised into different levels: the national, the regional and the local. At 
the regional level, 21 county councils/regions together with central government 
are responsible for providing health care to all members in the general 
community. PHC is the basis at the regional level with the aim of supporting the 
general population to improve health, reduce health gaps within the society, and 
to treat diseases that do not require specialised in or outpatient care (76, 77). PHC 
is described as a health care unit where outpatient care is provided without 
delimitation in terms of diseases, ages and patient groups. Within the PHC unit, 
PHCCs are health care settings offering acute and planned encounters that are 
carried out by several different HCP groups such as general practitioners, RNs, 
DNs, assistant nurses and physiotherapists (78). In 2012, Sweden was estimated 
as having approximately 1100 PHCCs (77). It is worth addressing that besides 
PHCCs, PHC also includes other health care settings such as home care, maternal 
care, and child care (33). However, in the present thesis, the emphasises is on 
PHCCs, which in common terms often is associated with PHC.   

In Sweden, several organisational and politically efforts have been outlined to 
organise health care services towards health-promotive and disease-preventive 
practices.  With the overarching goal of ‘creating social conditions for good health on equal 
terms for the entire population’, in 2003 (1), the Swedish parliament implemented 
national targets goals for public health. By this, health care should come with 
health promotion and disease prevention. In particular, HCPs in PHC were 
suggested as having a central role by offering such services, mainly because of 
their exemplary position of being the first point of care across the general 
population. In particular, national target goals nine to eleven concerned lifestyles. 
These goals underlined the great need of health-promoting and disease-
preventing actions towards the four lifestyles of tobacco use, alcohol 
consumption, eating habits and physical activity (1). In 2011, the National Board 
of Health and Welfare announced national clinical guidelines regarding lifestyles. 
This was another attempt to scale up the relevance of health care working with 
lifestyles throughout the population as a means to reduce ill health (2). In 2018, 
the national clinical guidelines were revised, with further efforts to support 
persons in their lifestyles, in especially those at risk, e.g. because of diseases or 
social vulnerability (9).  
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The inquiry titled ‘Integrated and Person-Centred Care’, has been high on the 
agenda during recent years in Sweden, with the aim to re-organise health care 
towards PHC being the hub of care, offering equal and available care built upon 
PCC. The inquiry noted further resources for a visible health-promotive and 
disease-preventive practices in PHC, e.g. efforts at PHCCs to respond to the need 
of lifestyle changes for the general population (79). When PHCCs are available to 
the general population, this can result in increased safety in self-care in persons 
(45, 80). 

2.5 Theoretical framework 
A theory reflecting on health-related behaviour is considered to illustrate the 
complexity of explaining and modifying behaviour, e.g. lifestyle changes. As 
mentioned earlier, health promotion and disease prevention encompass not only 
actions in practice, that is, lifestyle counselling, but it also covers a broader societal 
perspective including organisational efforts, economic support, and 
environmental changes. Therefore, health promotion and disease prevention 
should be considered as being approached at various levels in society, from the 
individual level to societal levels, both of them interacting with each other (81).  

The theoretical framework used in the present thesis is SCT. The theory evolved 
from the social learning theory and was elaborated by Albert Bandura in 1986. It 
is one of the most widely applied theories in health promotion among different 
health care disciplines. It gives attention to health determinants while offering a 
framework for specific interventions for lifestyle changes. SCT captures a 
triangular relationship (interplay) between three factors that are considered to 
facilitate understanding of a person’s lifestyle changes, (see Figure 2): the 
individual, the environment, and the behaviour itself, all of which are considered 
as interplaying. Consequently, behaviour changes in an individual are the results 
from the interplay between the individual, their environment and the behaviour 
(the action). In SCT, this interplay is named reciprocal determinism. In the 
triangular relationship, the individual refers to the person’s knowledge, 
expectations and attitudes of the specific behaviour, e.g. modifications of eating 
habits. The environmental factors refer to social norms, access in community and 
influence over others (such as family and friends), while the behaviour itself 
involves actions of e.g. self-efficacy (82-84). SCT is suggested to and gives insight 
into how the environment can shape behaviour, but contrarily, it can show how 
an individual’s skills can alter and construct environments to benefit oneself. In 
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2.4.1 Primary health care in Sweden 
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addition, SCT underlines human actions as benefitting to the collective, e.g. 
collaborations between individuals to obtain environmental changes to an entire 
group (85). Nutbeam (86) expanded on the reflections of the collective into a 
context, e.g. at a work place where the majority of co-workers were positive when 
it came to restricting smoking in environments at work, it will be less satisfying 
for individuals to smoke. Consequently, smokers will be considerably more likely 
to change their smoking behaviour.    

Figure 2. Illustration of the triangular relationship model in the social cognitive 
theory by Bandura (82), as illustrated by the author of the present thesis 

 

A core term worth highlighting in SCT is self-efficacy, which can be associated 
with a cognitive resource in doing lifestyle changes. The term refers to a person’s 
beliefs in own capabilities to manage and succeed in challenging situations. If a 
person doubts whether they can produce the desired effects when performing 
their own actions, the person may have little motivation to behave in a certain 
way. Self-efficacy is often raised in practice in relation to lifestyle counselling (87). 
SCT identifies four major sources where self-efficacy can be obtained, and thus 
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developed in a person. The first source, mastery experiences refer to the success 
of having changed lifestyles; this builds a strong belief in one’s efficacy. If the 
behaviour change is easily enforced, the person will come to expect rapid results 
and get disappointed if they fail. The second source, vicarious experiences, 
indicate the positive contribution in lifestyle changes while observing others’ 
lifestyle changes, e.g. a friend who has stopped smoking. By observing others’ 
successes, a person could be more prone to manage positive beliefs in oneself. 
Social persuasion is the third source and is derived from the relevance of verbally 
encourage the individual; this can increase the feasibility of the lifestyle change. 
The last source, somatic and emotional states, explain how e.g. positive moods 
enhance perceived self-efficacy, while self-efficacy when feeling anxiety can be 
challenging. For this reason, it is useful to find strategies in how to manage these 
mood conditions to boost the individual’s self-efficacy (87, 88).  

2.5.1 The use of social cognitive theory in nursing practice   
SCT is not acquired from the nursing discipline. However, Thorne (89) claims 
that health care is increasingly encouraged to embrace interprofessional practice 
in today’s health care. Accordingly, RNs need to know the foundations of nursing 
but also take a stand in the evolving health care and add knowledge from other 
health care disciplines. SCT is often suggested for being applied to RNs in their 
day-to-day care, particularly for better knowledge of human behaviour and its 
integration into health-promotive and disease-preventive practices (90). When 
RNs encounter patients in lifestyle counselling, they need to be cognizant of all 
the varieties of situations that can occur in the patient’s daily life. For this reason, 
the triangular relationship in SCT can enable RNs to understand when to add the 
person’s environment into the counselling (91).  

Moreover, Larsen et al. (92) reported on a study regarding SCT and physical 
activity. Positive relationships were noted in participants between following 
routine physical activity guidelines while having social integration in terms of 
regularly contact with family and friends. Thus, the environment had a beneficial 
effect of the ability to change lifestyles. Another study more specifically integrated 
SCT in an intervention for physical activity in relation to type 2 diabetes. The 
study was based on an education programme that manifested through the 
different components in SCT; e.g. the first factor (the individual) referred to 
providing the patient with information about prediabetes and inform them about 
the consequences of the disease. The participants were also instructed to perform 
specifically outlined levels of physical activity according to the WHO 
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recommendations. The intervention was concluded after 16 weeks and the results 
showed a positive impact on several markers, such as body mass index, fasting 
blood sugar and weight (93).   

2.5.2 Media in relation to social cognitive theory 
Agenda setting in media states that topics exposed in the media across the general 
population are the ones that individuals believe are important and, thus gain 
knowledge about. Accordingly, when the media gives attention to a specific health 
concern, e.g. frames several articles about a topic in newspapers, the general 
population will instinctively perceive that topic as one of the most important ones 
(94).  

In the SCT, media is considered a part of the environmental factor. Health 
initiatives framed in media may serve as a tool either to encourage or discourage 
lifestyle changes in persons (95). The association between media and SCT was 
acknowledged by Bandura (96), who noted media’s influential role in the society 
in relation to human thoughts and actions regarding lifestyle changes. This 
reasoning is in line with a study from 2020 that explored the effects on media 
content regarding health promotion in relation to individuals’ willingness to 
increase behaviour changes. The researchers found that the participants who 
perceived influences of health-promoting media on other persons maintained 
own intensions to engage in healthy behaviours, such as eating habits (97). This 
relates to the reasoning of vicarious experiences (explained in the context of self-
efficacy) where observing others succeeding could impact one’s own belief in 
managing lifestyle changes (87, 88).  Taken together, SCT offers a comprehensive 
understanding of how people can learn and become influenced by a wide range 
of contexts in their environments, including those framed in the media (96).  
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3 RATIONALE 
Globally, health promotion and disease prevention has been on the agenda for 
more than 35 years, which was when the first international conference in this 
matter was held. In light of the growing burden of NCDs, health in persons and 
public health at large is being threatened. There is a need to improve health 
promotion and disease prevention practices in a sustainable way. Various 
strategies are proposed for health care to move towards such practices; e.g. 
lifestyle counselling to support patients in lifestyle changes is one proposed tool,  
along with implementing health-promoting activities throughout environments. 
In health care, RNs and specifically DNs are identified as centerpieces. In their 
day-to-day care, they need to interact and interpret each new clinical situation with 
patients. Through each encounter they have the possibility to gain knowledge 
about each patient’s specific living conditions. To obtain a greater understanding 
of the complexity in the health-promotive and disease-preventive practice and, in 
particular lifestyle changes, the SCT provides a framework for understanding 
environmental aspects to consider. Here, different internal and external factors 
can positively or negatively affect a person’s ability to make lifestyle changes.   

Earlier research regarding health promotion and disease prevention have 
provided knowledge on the effect of specific interventions, often performed 
within a specific context, e.g. PHCC, during a specific time period and with 
limited availability for each person. There is a lack of knowledge embracing a 
broader perspective on this topic. To the best of my knowledge, no previous 
thesis has focused on health promotion and disease prevention from the 
perspectives of nursing practice, media and the general population. The findings 
of the current thesis can add new insights into health promotion and disease 
prevention practices when discussing and supporting patients in adopting 
healthier lifestyles, and also add new insights that addresses a broader societal 
perspective of this work. The knowledge gained from the present thesis can be of 
relevance for politicians and organisations in decision-making positions to create 
sustainable health-promoting and disease-preventing services across society, here 
making sure the voices from the general population are heard. In combination 
with the increasing ill health due to unhealthy lifestyles, and that health promotion 
and disease prevention practices are considered integral parts of health care for 
fostering public health, the scope of the current thesis can be viewed as relevant.  
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4 AIM 

Overall aim 

The overall aim of the present thesis was to explore health promotion and disease 
prevention from the perspective of nursing practice. Furthermore, to describe 
environmental aspects of importance regarding lifestyles and lifestyle counselling.  

 

Specific aims  

Study I To explore essential characteristics of current nursing practice 
from the perspectives of clinically experienced RNs in various 
fields of health care 

Study II To describe DNs’ perspectives on their health-promotive / 
disease-preventive work at PHCCs 

Study III To assess the frequency of articles addressing lifestyles over time 
in two Swedish newspapers  

Study IV  To investigate the general population’s likelihood of contacting a 
PHCC regarding their lifestyles, and factors associated with a 
lower such likelihood   
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5    METHODS 
The current thesis encompasses four different studies. The aim of each study 
served in the selection of method used. Therefore, both qualitative and 
quantitative methods were used to reach the overall aim. An overview of the 
included studies is presented in Table 1.     

 

Table 1.  Overview of the included studies  

Study Design Sampling Data analysis 

I Qualitative  

 

Clinically experienced 
registered nurses (n=74) 

Interpretive 
description  

II Qualitative District nurses (n=16) Interpretive 
description 

III Quantitative, 
descriptive 

 

Swedish newspaper 
articles retrieved from 
Mediearkivet/Retriever 
(n=1 324) 

Descriptive statistics  

IV Quantitative, 
cross-sectional 

Probability sample of 
persons living in Sweden, 
aged from 16 to 85 years  
(n=1 896) 

Descriptive statistics 
and logistic regression 
analysis 
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5.1 Description of study designs  
The general goal of nursing research is to address issues and respond to questions 
of significance to nursing practice (98). As applied in the current thesis, the 
research field of health promotion and disease prevention was explored through 
different research methods. A short description of the included study designs are 
described below.  

5.1.1 Qualitative design 
In qualitative research, the researcher aims to collect data in terms of narratives 
of persons, e.g. through interviews (98). In study I and study II, the qualitative 
research methodology interpretive description was adopted. Generally, 
interpretive descriptive studies are described for their appropriateness to research 
questions across HCPs when capturing a subjective experience of a population or 
a phenomenon. The knowledge gained should be of relevance to use in clinical 
practice.  Thus, the epistemological part of how to constructure knowledge from 
clinical settings is central (99).  

5.1.2 Quantitative descriptive design  
In contrast with the data in qualitative studies, quantitative data are clearly 
structured. This can be demonstrated by describing, documenting and 
constructing in terms of the systematic arranging basic characteristics of, e.g. 
count of numbers, thus being a way of summarising the sample (98).  

5.1.3 Quantitative cross-sectional design 
In quantitative studies, a cross-sectional design aims to carry out data from a 
population at one time point, and is commonly used in surveys (98, 100). Thus, 
the research data lean on a snapshot from a precise moment. Cross-sectional 
studies allow the researcher to look across a range of sociodemographic 
characteristics such as sex, age and living area in relation to the investigated 
variable to enable existing correlations (98).  
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5.2 Included studies in the thesis 
This section describes each of the four studies (I-IV) including their settings, 
participants, data generation/data collection, and data analysis.  

5.2.1 Study I 
The aim of this study was to explore essential characteristics of current nursing 
practice from the perspectives of clinically experienced RNs in various fields of 
health care. 

Settings and participants 

The current study was part of a broader nursing educational project that aimed to 
deepen the understanding of nursing from two perspectives: in practice and as a 
subject of learning.  

The inclusion criteria were being a clinically experienced RN, either currently 
working in practice or studying in higher education. For inclusion, different health 
care settings in Sweden were chosen, including hospital inpatient care, community 
care and PHCCs. The RNs who studied in higher education were in the midst of 
completing a specialist nursing education in Sweden, either for a 1- or 2-year 
master’s degree in specialist nursing, or for a 4-year doctoral studies. Most of the 
RNs in higher education also worked clinically during their study time. In sum, 
74 participants were included, here with an age range between 28 and 65 years. A 
wide array of clinical fields in hospital inpatient care were represented for the RNs 
who worked clinically. Many of the participants worked in the field of medicine, 
such as cardiac care, and several of the included participants worked within 
orthopaedics. The included participants also comprised RNs working in 
community care, such as home care and palliative care. The RNs in higher 
education studied in different specialist education programmes, including a span 
‘from the cradle to the grave’, thus with a range of caring for children and 
adolescents to that of older adults. In addition, one group comprised three 
doctoral students. Altogether, 47 participants formed 10 groups representing RNs 
working clinically, and six groups with 27 participants represented RNs in higher 
education, whereas most combined education and clinical work. 
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Data generation 

The process of recruitment for RNs working clinically began with the research 
team contacting directors from various fields of health care to receive contact 
information for head nurses, who thereafter could identify possible RNs for the 
study. To recruit possible RNs in higher education, the research team gave oral 
information about the study to the RNs at campus in connection to lectures. 
Information was also sent out by e-mail to the RNs in higher education. Between 
October 2017 and March 2018, a total of 16 group interviews were performed by 
the research team. Group interviews were seen as an appropriate form of data 
generation because it enabled a high degree of interaction between the 
participants themselves and between the interviewers and the participants (98). 
The allocations for the interviews varied. RNs who only worked clinically 
performed group interviews in a room close to their workplaces, while RNs 
studying in higher education had group interviews in a room at campus. All 16 
group interviews were tape recorded, and the length of each group interviews 
varied from 38 to 60 min. In relation to each group interview, the participants 
fulfilled a preprepared questionnaire that included sociodemographic 
characteristics, but also other questions such as work experience, work field in 
clinical practice and eventual specialist nursing programme. In total, four research 
assistants within the research team collected the group interviews, which was done 
in twos. During each interview, one acted as the moderator and another as the 
co-moderator. Figure 3 illustrates the main questions that guided each group 
interview. Each group interview was concluded by letting the participants sum up 
essential parts of the interviews.  

 

 
Figure 3. Main questions guiding the group interviews in study I 
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Data analysis 

As stated earlier in the methods section, the analysis phase was guided by 
interpretive description, as introduced by Thorne (99). Prior to the analysis, each 
of the group interviews were transcripted word for word. In interpretive 
descriptive studies, the data analysis follows diverse phases that will broadly be 
described. Initially, because data analysis is considered to begin in parallel with the 
interviews, the entire research group met several times relatively close timewise to 
the interviews to generate a shared understanding of the content. Concurrently, 
the author of the present thesis read all the transcriptions while listening to the 
recordings of the group interviews. This was done to better grasp the data as a 
whole. Thereafter, key units that contained content in relation to the aim of the 
study was identified and marked. According to interpretive description, an 
important question to keep in mind during this phase is, ‘What is going on here?’ 
(99). After this, the process of inductive coding began, which involved all the 
authors. During this phase, it was considered of high importance to enter the 
coding of the text units in a broad way because it otherwise could result in the 
analysis process going too fast, thus potentially losing important details in the data 
or having them be misinterpreted. After that, codes that contained similar content 
were sorted into broad themes, and comparisons between the themes were done 
to reflect the variety within the data (99). In sum, four broad features were 
identified, all of which are described in the results section.    

5.2.2 Study II 
The aim of this study was to describe DNs’ perspectives on their health-
promotive/disease-preventive work at PHCCs. 

Setting and participants 

The location was tax-payer-funded PHCCs in Sweden. To meet inclusion criteria, 
DNs should have worked at least half a year at a PHCC. The total number of 
included participants were 16 DNs, with a median age of 46.5 years, and a median 
work experience of 8 years (ranged from 1 to 22 years). The DNs worked at 14 
different PHCCs. The PHCCs were located in varying areas, such as urban and 
rural areas, serving persons with a variety of sociodemographic characteristics.   
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Data generation  

Most of the participants (n=10) were recruited by a Facebook post on the website 
of the Association of District Nurses in Sweden. The post contained information 
about the study, inclusion criteria and contact information for joining the study. 
During the data collection period, reminders were posted on Facebook to then 
be deleted after inclusion had been completed. An addition of six DNs were 
personally contacted and invited to participate. This was performed in two ways: 
either by other participants who already were included in the study or by the 
research team.   

Semi-structured individual interviews were collected by the author over a period 
of three months (between 2019 and 2020). Prior to the interviews, an interview 
guide was constructed, which was considered as a helping hand for the researcher 
during the interviews. Figure 4 shows an illustration of how each interview started, 
that is, first with an overarching question to then shed light specifically on DNs 
health-promotive and disease-preventive work. In addition, the participants were 
invited to give concrete clinical examples from their workplaces. In the literature, 
it has been stated that a way to test whether participants understand interview 
questions is for the researcher to pilot test the questions (101). In study II, two 
pilot interviews were performed, which resulted in some small modifications in 
the forthcoming interviews. However, the pilot interviews entailed rich data 
material, so they were included. The locations for the 16 different interviews 
varied. In total, 13 interviews were conducted at the DNs’ workplaces, two 
interviews were conducted in a room at campus, and one interview was conducted 
through the videoconference platform Skype. All interviews were digitally audio 
recorded and ranged in duration from 29 to 70 minutes (mean 44 minutes).   
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Figure 4. Overarching question and then a following question during the 
interviews in study II 

 

Data analysis 

Study II was analysed like study I, that is, through interpretive description by 
Thorne (99). Hence, the data analysis started concurrently after each interview 
(99). The author transcribed all interviews precisely and then read and reread the 
16 transcripts as a means to become familiar with the data material and get a sense 
of the whole. The co-authors also read all the transcripts to enable further 
discussions of the interviews in the initial analysis. Then, broad grouping of 
similar data sections occurred. As described earlier, this phase was not rushed 
through (99). Finally, formal coding in terms of the themes that characterised the 
DNs’ perspectives on their health-promotive/disease-preventive work were 
accomplished in collaboration with all co-authors and included e.g. repetitively 
comparing the themes across the whole data material to reflect variety. In sum, 
five themes were identified, in which one theme described the rationale for DNs’ 
health-promotive and disease-preventive work, while four intertwined themes 
described how the work was accomplished in practice. The themes are further 
described in the results section.   
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5.2.3 Study III 
This study aimed to assess the frequency of articles addressing lifestyles over time 
in two Swedish newspapers.  

Sampling 

The sample of newspaper articles was retrieved from the Mediearkivet/Retriever, 
which is the largest electronic news achieve across the Nordic countries (102). 
The data collection covered articles from 1995 to 2021. Two major newspapers 
in Sweden with the highest total daily reach were chosen for the sample. Dagens 
Nyheter (morning paper) reports a total daily reach of 1 153 000, and Aftonbladet 
(evening paper) reports a total daily reach of 3 864 000 (103). In total, the sample 
size consisted of 1 324 articles that contained any mention of the four lifestyles 
(tobacco use, alcohol consumption, eating habits, and physical activity), in which 
Dagens Nyheter accounted for n=624, and Aftonbladet accounted for n=700. 

Data collection 

Initially, the search strategy was performed widely, that is, several broad searches 
were performed which resulted in a range of different search terms being tested. 
By this, passable search strings/terms that aligned with the aim of the study were 
found. Thereafter, when the actual search occurred, four different search strings 
were decided (one for each lifestyle). To prevent irrelevant articles (notably, some 
broad searches that ended up in articles about sports results related to physical 
activity), every single search string needed to include the terms ‘lifestyle changes’ 
OR ‘lifestyles’ AND. After that, specific terms were added to respectively lifestyle.  

The four different search strings of each lifestyle were as follows (all of which 
including ‘lifestyle changes’ OR ‘lifestyles’ AND:  
- Tobacco use: (‘smok*’ OR ‘tobacco’ OR ‘moist powder tobacco’) 
- Alcohol consumption: ‘alcohol*’ 
- Eating habits: (‘diet’ OR ‘dietary habits’ OR ‘eating habits’) 
- Physical activity: (‘exercise’ OR ‘physical activity’) 

In addition, an additional search that covered other health concerns was carried 
out as a means of recognising if the exposure of the four chosen lifestyles were 
extensive compared with the other health concerns. In Sweden, sleep, stress and 
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overweight are underlined as important societal health concerns (104), which 
made these topics relevant to perform searches for.  

For inclusion, all articles had to be published in the time span between 1 January 
1995 and 31 December 2021. Both articles found in print or on the web (open 
access and content behind the paywall) were included. The articles could be of 
different nature, that is, both factual and portrait articles were included, and the 
search terms could be found either in the title of the article and/or in the article 
itself. Regarding duplicate articles (i.e., articles identified both in print and on the 
web), these were included, with the argumentation that all articles had one reading 
opportunity. The data were collected staring from 1995 because Dagens Nyheter 
and Aftonbladet were included in Mediearkivet/Retriever since 1991 and 1994, 
respectively. Data collection was carried out in April 2022.  

Data analysis 

Microsoft Excel 365 software was used to organise and analyse the data. Through 
descriptive statistics with numbers and percentages, the sample was calculated 
through the frequency of articles that mentioned each of the four lifestyles. In the 
first analysis, each newspapers search results were analysed separately to then be 
analysed together, thus being seen as one media exposure source. If an article was 
found both in print and on the web, each exposure was rated as one article.  

5.2.4 Study IV 
The aim of this study was to investigate the general population’s likelihood of 
contacting a PHCC regarding their lifestyles, and factors associated with a lower 
such likelihood.   

Setting and sample  

Study IV consisted of a cross-sectional survey. The sample was represented by 
persons living in Sweden, who were invited to be part of a larger survey, the 
National SOM survey 2020, led by the SOM Institute (society, opinion, media) at 
the University of Gothenburg. Annually, the SOM Institute conducts such 
surveys to investigate how societal developments affect the general populations 
in Sweden’s attitudes and behaviours (105). Possible participants (16-85 years) 
were revealed through a probability sample provided by the Swedish Tax 
Authority. In total, 3 750 participants were invited, of which 1 896 valid responses 
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were returned, corresponding to a response rate of 52 %. Sociodemographic and 
health-related factors for the sample are presented in Tables 2 and 3. 

Table 2. Sociodemographic characteristics of the persons who completed the 
survey and were included in the study  
Variable Total (n = 1 896) 
  n % 
   

Sex   
Men 882 48.0 
Women 955 52.0 
Missinga 59   
Age (years)  
16–29 289 15.2 
30–49 548 28.9 
50–64 466 24.6 
65–85 593 31.3 
Missinga 0  
Education  
Primary education/school 265 14.5 
Upper secondary education 530 29.0 
Post-secondary education of < 3 years 407 22.3 
Post-secondary education of > 3 years 626 34.2 
Missinga 68   
Living area  
Major cityb 338 18.4 
City 898 48.9 
Town 344 18.7 
Rural area 257 14.0 
Missinga 59   
Total household incomec  
Low 390 22.4 
Middle 737 42.4 
High 613 35.2 
Missinga 156   

a No/unclear answers b Stockholm, Gothenburg, Malmö c Low income=up to 
300 000 SEK; middle income 300 000 – 700 000 SEK; high income > 700 000 
SEK (1 SEK≈0.10 EUR on 22 November 2021) 
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Table 3. Health-related factors of the persons who completed the survey and 
were included in the study  
Variable Total (n = 1 896) 
  n % 
   

Self-reported health 
Poor 151 8.2 
Fairly good 267 14.5 
Good 856 46.5 
Very good 568 30.8 
Missinga 54  
Self-reported need to change lifestylesb 
Smoking habits  139 7.7 
Alcohol consumption 215 11.9 
Eating habits 800 43.7 
Physical activity 1002 54.7 
Number of visits to a primary health care centre in the past year 
None                      379 20.5 
One or two  769 41.5 
Three or four 396 21.4 
Five or more 309 16.7 
Missinga 43  

a No / unclear answers, b Participants may have given several alternative responses 

 

Data collection 

The survey was conducted over a three-month period during autumn 2020. It was 
a paper-based questionnaire sent out to the participants’ home addresses by 
standard mail. The survey could either be completed by answering the paper-
based questionnaire, or by using an online platform with a personal code. At any 
time, the respondents could cancel their participation during data collection.  

The questionnaire 

Through a 4-point Likert scale, the likelihood of contacting a PHCC for support 
in changing lifestyles was assessed. Figure 5 shows an illustration of how the 
question was designed in the survey (translated from Swedish).  
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Figure 5. The design of the question in the survey regarding likelihood of 
contacting a primary health care centre for lifestyle changes (study IV)  

 

As seen in Tables 2 and 3, additional questions on sociodemographic and health- 
related factors were also answered by the respondent. Number of visits to a 
PHCC during the last year was measured through a 5-point Likert scale: ‘none’, 
‘one or two’, ‘three or four’, ‘five or six’, and ‘seven or eight visits or more’. The 
participants were also asked to report their health and their perceived need to 
change any of the four lifestyles. A scale that ranged from 0 to 10 measured self-
reported health, wherein higher scores implied better health. Referring to 
perceived need to change any of the four lifestyles, the participants answered ‘yes’ 
or ‘no’ to this question. Age was stratified into four groups: 16 to 29 years, 30 to 
49 years, 50 to 64 years, and 65 to 85 years. Regarding total household income, 
those participants reporting <300 000 SEK per year were classified as low-income 
earners, participants reporting 300 000 SEK to 700 000 SEK were classified as 
middle-income earners, and participants reporting >700 000 SEK were classified 
as high-income earners. 

Statistical analysis 

To describe the sociodemographic characteristics and health-related factors, 
descriptive statistics were used. In the analysis, the questions regarding likelihood 
were stratified into ‘likely’ (comprising of ‘very likely’ and ‘fairly likely’), and ‘not 
likely’ (comprising of ‘not likely’ and ‘not at all likely’). For the analysis regarding 
number of visits to a PHCC in the last year, the responses were stratified into 
‘none’, ‘one or two’, ‘three or four’, and ‘five or more’ visits. In the analysis, self-
reported health was stratified as follows: 0 to 4 = poor, 5 to 6 = fairly good, 7 to 
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8 = good, and 9 to 10 = very good. To calculate the odds ratio (OR) for having a 
lower likelihood of contacting a PHCC regarding lifestyle changes, with certain 
sociodemographic characteristics and health-related factors, a logistic regression 
was used. In the literature, logistic regression is expressed as being used when 
researchers should describe the data and analyse the relationship between multiple 
independent variables and a dependent variable. This way of analysing data is 
often seen as appropriate for research questions in clinical practice (98) .  

The significance level was set to <0.05 and considered as statistically significant, 
and there was no correction performed for multiple testing. IBM SPSS Statistics 
version 27.0 (IBM Corp., Armonk, NY, USA) was used for all data analyses. In 
the analysis, no missing values were imputed. Some data were missing for the 
main question likelihood of contacting a PHCC regarding lifestyle changes, 
namely 99, 93, 69 and 80 persons, respectively, for the four lifestyles (smoking 
habits, alcohol consumption, eating habits, and physical activity). 

5.3 Ethics 
This current thesis comprises of four studies, and each was conducted in line with 
the ethical principles of the Declaration of Helsinki outlined by the World Medical 
Association (106). In the declaration, it is stated, that although the primary aim of 
medical research is to create new knowledge, the research purposes must never 
take priority over individual rights and the interest of each individual. 
Consequently, individuals’ health and well-being are more important than the 
musts of society and specific scientific interests. In medical research, 
responsibility is based on core principles such as protecting health, privacy, and 
integrity, which always relies on the researcher and never upon the research 
subjects (the individuals). Regarding ethical viewpoints, the World Medical 
Association (106), has addressed health promotion and disease prevention as 
essential areas for maintaining health in society, thus merging together public 
health and health care. Particularly, PHC is suggested as the central arena for 
integrating healthcare systems (106). Below, ethical concerns are addressed for 
studies I-IV.  

In study I, ethical approval was received from a Regional Research Ethics 
Committee (Dnr: 677/17). All the participants received information about the 
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Figure 5. The design of the question in the survey regarding likelihood of 
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whenever they wanted and without giving a reason for their decision. Before the 
group interviews started, oral informed consent was obtained. One ethical risk 
with group interviews is that persons can feel uncomfortable in a situation when 
talking and discussing with other persons, which might lead to, e.g. shy persons 
not participating in studies designed in this way.  

Prior to study II, an addendum was made to the originally ethics application of 
study I (Dnr:677/17), here based on additional data collection in terms of 
describing DNs’ perspectives on their health-promotive/disease-preventive work 
at PHCCs, and a shift in data collection from group interviews (study I) to 
individual interviews in study II. According to a decision letter from the Regional 
Ethics Committee, study II did not require ethical approval. Still, the study 
followed ethical principles e.g. all the participants obtained verbal information 
about the study but also information in writing. The information supplied 
contained information about how the participants were guaranteed 
confidentiality, that their participation in the study was voluntary and that they 
could withdraw whenever they wanted. Before each interview started, every single 
participant gave oral consent. To handle the privacy and anonymity of the 
respondents, coding was created, e.g. ‘participant 1’, ‘participant 2’ and so forth. 
All data were saved on serves protected with a password, and because of this, it 
would be impossible for unauthorised personnel to identify the participants. 
Another ethical stance was to omit information regarding where each PHCC was 
located. During each interview situation, the author tried to create a convivial 
atmosphere (e.g. a small talk before the interview started) so that each DN could 
feel free to talk without feelings of being ‘controlled’ in the day-to-day care with 
patients, (although the author asked questions and follow-ups, thus having the 
research phenomenon in mind). Polit and Beck (98) argued for the importance of 
the interviewer to share important parts surrounding the study, such as 
confidentially because respondents who do not trust the interviewer may not 
share their experiences.  

Furthermore, in view of the fact that study III was a quantitative analysis of media 
content, ethical application was not needed. In study IV, the Swedish Ethical 
Review Authority gave approval prior to the study commencing (Dnr: 296-18). 
Throughout the whole study (from design to the written paper), the research was 
conducted in compliance with the Declaration of Helsinki. Informed consent was 
given from the participants for participation. Questions covering lifestyles might 
be seen as an intrusion of the personal sphere, hence highlighting the importance 
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of confidentiality in a study. The available data for the research group in study IV 
were already coded by the SOM Institute, so the research group did not have any 
access to a coding list. For all four studies, no coding list was kept with the 
respondents’ data to prevent identification. For the participants who replied to 
the survey in study IV, a lottery ticket amounting to 50 SEK (≈ 5 EUR) was sent 
as an expression of thanks for participation. In doing so, this might be seen as a 
way to attract participation. The SOM Institute has referred to a study from 2017 
where Arkhede et al. (107) investigated effects of lottery ticket incentive for 
participation in SOM surveys. The study showed that rewarding with a lottery 
ticket had a positive effect on the response rate without harming the quality of 
the data.  
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6 RESULTS 
In the current thesis, the findings are based on four different studies. The starting 
point was broadly exploring current nursing practice from the perspectives of 
clinically experienced RNs in various fields of health care, to then knowledge in 
the PHC setting by exploring DNs’ perspectives on their health-promotive and 
disease-preventive work at PHCCs. Thereafter, there was a move into the media 
field to assess the frequency of articles addressing lifestyles over time in two 
Swedish newspapers before investigating the general population’s likelihood of 
contacting a PHCC regarding their lifestyles and factors associated with a lower 
such likelihood. In this section, a summary of the individual studies is presented. 

6.1 Study I 
This study shed light on what RNs viewed as essential characteristics of current 
nursing practice. The practice was understood as a strive to be in close proximity 
to the patient, but was enacted in the tension between the patient’s individual 
needs and pervasive system requirements, including uncertainties of what tasks a 
RN should perform. Through the analysis, four different features were identified 
of what nursing practice essentially consists of, (see Figure 6).  

 
Figure 6. The identified features of current nursing practice in study I 
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The role in practice was described as broad and contained a variety of tasks. The 
RNs addressed that the needs of patients heavily relied on them because they were 
the HCPs with the ability to carry out wide-ranging tasks such as dressing wounds 
and administrating medication, but also, at times, acted as a nursing manager. The 
broad role was followed by that RNs often not being able to say no to care actions 
while other HCP could do so. This sometimes ended up in senses of inequality 
between professions. In addition, RNs’ role was not fully understood and 
acknowledged by themselves and others. As RNs were described as working more 
closely to patients compared with other HCP, they were instructed by others to 
perform tasks not traditionally outlined or perceived as nursing tasks. Longer 
work experiences as a RN helped to set boundaries in clinical situations, showing 
where the responsibility started and ended. To find the right balance of 
responsibility, certain skills were needed, e.g. communication skills such as 
showing empathy, and being a good listener, especially because RNs were 
perceived as working closely with patients. In practice, the work tended to be 
carried out through both a medical and holistic perspective. It was essential to 
view the patient as a whole, not only focusing on physical health (medical 
perspective), but also providing care based on the patient’s desire. Social and 
environmental aspects were important to consider, e.g. coordinating community 
care after a surgery. In relation to the holistic perspective, some participants 
underlined the importance of health-promotive and disease-preventive practices 
throughout all care contexts, e.g. by identifying a patient’s resources for health.  

RNs described nursing practice as being based on multifaceted knowledge, that 
is, knowledge from diverse disciplines. As such, it posed challenges regarding 
what to concentrate on in practice. Nursing was expressed as a topic that is 
difficult to describe but nevertheless important and that needed to be 
strengthened within the profession. Furthermore, with cuts in health care, RNs’ 
possibility of being in close proximity to the patient was limited. Because of that, 
RNs felt that nursing tasks had become blurred in favour of the medical 
perspective; thus, a broader perspective of care was missed, e.g. what will happen 
after a patient’s surgery. Media was another concern raised in connection to 
nursing practice. Those RNs working in pre-hospital care described frustration 
over media and the intimidation of diseases that could led to an increased number 
of emergencies calls for them to respond to. In addition, googling symptoms was 
an effect of an evolving society that negatively affected the general population 
because they did not trust themselves and fears of being seriously ill. For this 
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reason, RNs’ communication skills were highlighted as important when 
encountering patients.  

6.2 Study II 
This study focused on DNs’ perspectives on their health-promotive and disease-
preventive work at PHCCs. Through the analysis, a theme described the rationale 
for attending the health-promotive and disease-preventive work, the why, while 
four intertwined themes described how the health-promotive and disease-
preventive work were accomplished at the PHCC, the how (see Figure 7).   

 
Figure 7. The identified themes of district nurses’ health-promotive and disease-
preventive work in study II 

 

The DNs described a passion for health promotion and disease prevention that 
made them wanting to integrate this into each patient encounter. They explained 
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termed as lifestyle counselling) was the most appropriate form to discuss lifestyle 
changes, though the DNs in between tried to find opportunities to discuss such 
issues, e.g. through telephone counselling. Thereafter, the DN could offer the 
patient a health dialogue or book an appointment to a colleague. However, health-
promotive and disease-preventive work were perceived as care actions not fully 
being prioritised at PHCCs. The workload often hindered DNs from scheduling 
a greater number of health dialogues, but also from working in preventive ways, 
e.g. to support patients before symptoms of ill health arose. In addition, it was 
especially important to have a manager who really understood the benefit of 
working with health promotion and disease prevention. The DNs expressed a 
desire to become more visible throughout the general population, such as 
promoting healthy food outside grocery shops. They had recognised a change in 
this regard, and today, they were ‘waiting’ for patients to contact them with their 
health issues.  

In the health-promotive and disease-preventive work, it was seen as very 
important to build relationships with the patients, especially in health dialogues, 
and thus crucial to afterwards discuss lifestyles. Those DNs working in 
socioeconomic vulnerable areas expressed difficulties regarding this because of 
e.g. language barriers, which often ended up in them contacting an interpreter. 
Follow-ups and encountering the same DN was important, which otherwise 
resulted in the patient having to repeat themselves. Even in bad times, e.g. when 
a patient struggled in maintaining new habits, the DN needed to be available, 
which opened up for long-term relationships. The media was recognised as an aid 
to raise sensitive topics, e.g. eating habits, but the media was perceived to also 
confuse the members of the general population because the advice often changed 
and was contradictory. Moreover, in health dialogues, the DNs considered the 
patients’ whole life situation, thus covering several aspects, not only the physical. 
Because lifestyle changes were perceived as impacting one’s life, e.g. at the same 
time struggling with other issues, it was essential to ask questions about the 
patient’s work situation and sleep. In addition, family constellations were 
important to gain knowledge about because new eating habits were considered 
difficult to follow if the whole family did not join the new habits. In particular, 
DNs working in socioeconomic vulnerable areas expressed a need to be extra 
careful regarding what lifestyle changes will work, e.g. regarding eating habits 
because the patient’s economic situation could impact the possibility to buy fresh 
fruit, which is expensive. These inequalities caused frustration among the DNs. 
In the health dialogues, the DNs acknowledged their professional responsibility. 
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However, they invited the patients to share the responsibility because the patient’s 
efforts was crucial for the outcome of lifestyle changes. Many patients were 
perceived as wanting to take action for their own health, but had limited 
knowledge how to put it into practice, which made the DNs’ ability to support 
important. The DNs described that from the patients’ views, the shared 
responsibility was two-sided; some patients wanted a quick fix solved by the DN, 
but most patients were grateful when they had received support because it gave 
opportunities to change their lifestyles.      

6.3 Study III 
A total of 1 324 articles were found in Mediearkivet/Retriever during 1995-2021 
that mentioned at least one of the four lifestyles (tobacco use, alcohol 
consumption, eating habits or physical activity). Eating habits and tobacco use 
were found to be the most frequently mentioned, (n=406; 31 %; n=404; 31 %), 
respectively. Physical activity had the least exposure, accounting for 16 %. The 
distribution of the sample is illustrated in Figure 8. Of the 1 324 articles, around 
50 % of the articles were in print. Physical activity content was noticed as having 
the highest frequency (16 %) for being behind a paywall. The three health 
concerns of sleep, stress and overweight revealed a total of 510 articles 
(overweight n=258; stress n=185; sleep n=67). Compared with the four lifestyles, 
stress and sleep were mentioned more rarely. Overweight was mentioned more 
often than physical activity, but still less frequently than tobacco use, alcohol 
consumption and eating habits.  

Figure 8. Distribution in percentages of articles mentioning any of the four 
lifestyles published in Swedish daily newspapers between 1995 and 2021 
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In assessing the frequency of Dagens Nyheter and Aftonbladet exposing lifestyles 
over time (1995-2021) (see Figure 9), the first 10-year period showed a lower 
frequency. An especially notably drop can be seen between 2012 and 2015. 
However, during the past few years, a steady increase of articles reporting on any 
of the four lifestyles can be seen. The exposure of the four lifestyles has been 
placed in relation to some political statements and practical guidelines (1, 2, 9, 79, 
108, 109) which also are displayed in Figure 9.  

Figure 9. Stacked area chart displaying the number of articles reporting for any 
one of the four lifestyles published in Swedish daily newspapers between 1995 
and 2021 to some political statements and national clinical guidelines 

a. 2003 – National goals for public health addressing lifestyles 
b. 2005 – Smoking ban in dining environments 
c. 2011 – National clinical guidelines for how to support patients to change lifestyles 
d. 2015 – International sustainability goals established 
e. 2018 – Updated version of 2011 national clinical guidelines 
f. 2020 – The inquiry ‘Integrated and Person-Centred Care’ highlighting primary health 
care as the health care hub and greater efforts in health promotion and disease 
prevention  
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In Figure 10, each of the four lifestyles are presented over time. The exposure of 
physical activity did not share the same progress in frequencies over time 
compared to the other lifestyles: this topic was reported at a steady low level in 
the first decade. However, then peaked in 2012, 2017, and 2021. In the past years, 
each of the four lifestyles have steadily seen an increase in their expose in the 
newspapers. In particular, articles regarding alcohol consumption most clearly 
increased from 2020 to 2021. Furthermore, for some lifestyles, an increase in the 
frequency of articles coincided in relation to some of the political statements and 
practical guidelines. Regarding tobacco content e.g., this exposure increased one 
year after Sweden implemented a smoking ban, and similarly, three of the four 
lifestyles showed peaks in articles in 2012, which coincided one year after the 
National Board of Health and Welfare’s introduced the national clinical guidelines 
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Figure 10. Stacked area chart displaying number of articles reporting on each of 
the four lifestyles published in Swedish daily newspapers between 1995 and 
2021 to some political statements and practical guidelines 

a. 2003 – National goals for public health addressing lifestyles 
b. 2005 – Smoking ban in dining environments 
c. 2011 – National clinical guidelines for how to support patients to change lifestyles 
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e. 2018 – Updated version of 2011 national clinical guidelines 
f. 2020 – The inquiry ‘Integrated and Person-Centred Care’ highlighting primary health 
care as the health care hub and greater efforts in health promotion and disease 
prevention 
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In assessing the frequency of Dagens Nyheter and Aftonbladet exposing lifestyles 
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placed in relation to some political statements and practical guidelines (1, 2, 9, 79, 
108, 109) which also are displayed in Figure 9.  
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a. 2003 – National goals for public health addressing lifestyles 
b. 2005 – Smoking ban in dining environments 
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d. 2015 – International sustainability goals established 
e. 2018 – Updated version of 2011 national clinical guidelines 
f. 2020 – The inquiry ‘Integrated and Person-Centred Care’ highlighting primary health 
care as the health care hub and greater efforts in health promotion and disease 
prevention  
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Table 4. Logistic regression analysis based on sociodemographic characteristics 
for predicting ‘not likely’ to contact a primary health care centre regarding support 
for lifestyle changes 

 Smoking 
habits 

Alcohol 
consumption 

Eating 
habits 

Physical 
activity 

Sex (reference = Women) 

Men 1.84 (1.41–2.41) 1.63 (1.27–2.11) 1.50 (1.16–1.95) 1.61 (1.21–2.15) 

Age (reference = 65–85 years)     

16–29 years 1.05 (0.70–1.56) 0.71 (0.49 –1.04) 1.27 (0.85–1.91) 1.77 (1.13–2.77) 

30–49 years 1.25 (0.91–1.71) 1.02 (0.76 –1.39) 1.68 (1.21–2.33) 2.68 (1.84–3.89) 

50–64 years 1.71 (1.19–2.46) 1.60 (1.12–2.29) 1.31 (0.93–1.84) 1.76 (1.21–2.56) 

Education (reference = Post-secondary education >3 years) 

Primary education 1.24 (0.79–1.96) 1.34 (0.86–2.09) 1.13 (0.74–1.72) 1.02 (0.65–1.60) 

Upper secondary education 1.16 (0.82–1.63) 1.41 (1.01–1.98) 1.16 (0.82–1.64) 1.07 (0.73–1.57) 

Post-secondary education <3 
years 0.87 (0.62–1.22) 0.96 (0.69–1.32) 1.00 (0.71–1.41) 1.00 (0.70–1.46 

Living area (reference = Major city) 

Rural area 1.51 (0.95–2.41) 1.96 (1.21–3.16) 2.07 (1.27–3.37) 1.68 (1.00–2.82) 

Town 0.96 (0.65–1.42) 1.06 (0.72–1.55) 1.08 (0.73–1.60) 0.93 (0.61–1.43) 

City 1.26 (0.92–1.73) 1.19 (0.88–1.60) 1.23 (0.90–1.68) 1.32 (0.93–1.88) 

Total household income (reference = High)* 

Low-income earners 1.32 (0.90–1.94) 1.31(0.90–1.91) 0.67 (0.47–0.97) 0.75 (0.50–1.13) 

Middle-income earners 1.12 (0.84–1.49) 1.04 (0.79–1.37) 0.89 (0.66–1.20) 0.96 (0.68–1.34) 
     

 OR>3  OR>2.5  OR>2  OR>1.5  OR>0.67  
 
Displaying odds ratio (ORs) and 95 % confidence intervals (CIs). Bold letters 
indicate significant ORs (p<0.05). * ‘High’ total household income >700 000 
SEK per year 
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6.4 Study IV 
The major finding was that few persons would likely contact a PHCC regarding 
their lifestyles (see Figure 11). Regardless of lifestyles, ‘not at all likely’ was the 
most common answer. Stratified responses (including ‘not at all likely’ and ‘not 
likely’) showed that approximately 80 % of the respondents stated that they would 
not be likely to contact a PHCC. Physical activity showed the highest percentages 
(84.9 %) in this regard. Compared with all four lifestyles, alcohol consumption 
had the highest percentage (6.6 %) of respondents who reported that they would 
be ‘very likely’ to contact a PHCC for.   

 
Figure 11. Likelihood of contacting a primary health care centre regarding 
support for lifestyle changes in study IV 

 

Through a logistic regression analysis (see Tables 4 and 5), three predictors were 
found to have a lower likelihood of contacting a PHCC for support in lifestyle 
changes: male sex, living in a rural area, and few visits to a PHCC in the last year. 
Irrespective of the lifestyle investigated, male sex predicted a lower likelihood, OR 
range 1.50 to 1.84. As reference major city, rural areas were a significant predictor 
of being less likely to visit a PHCC for alcohol consumption, eating habits and 
physical activity with an OR of 1.96, 2.07 and 1.68, respectively. As reference high 
consumption of PHCC per year (five or more visits), lower consumption was a 
predictor for lower likelihood, irrespective of lifestyles, with an OR range of 1.64 
to 4.30, and especially strong for eating habits and physical activity, with a range 
of OR 2.01 to 4.30.   
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6.4 Study IV 
The major finding was that few persons would likely contact a PHCC regarding 
their lifestyles (see Figure 11). Regardless of lifestyles, ‘not at all likely’ was the 
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not be likely to contact a PHCC. Physical activity showed the highest percentages 
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Table 5. Logistic regression analysis based on health-related factors for predicting 
‘not likely’ to contact a primary health care centre regarding support for lifestyle 
changes  

 Smoking 
habits 

Alcohol 
consumption 

Eating 
habits 

Physical 
activity 

Self-reported health (reference = ‘Very good’) 

Poor 1.68 (0.97–2.92) 1.67 (0.97–2.88) 1.09 (0.67–1.78) 0.77 (0.46–1.28) 

Fairly good 1.67 (1.09–2.54) 1.51 (1.00–2.26) 1.51 (1.00–2.29) 1.38 (0.88–2.19) 

Good 1.50 (1.13–1.98) 1.41 (1.08–1.85) 1.32 (0.99–1.77) 1.34 (0.96–1.87) 

Self-reported need to change the respective lifestyle factor (reference = ‘No’) 

‘Yes’ 0.61 (0.38–0.98) 1.14 (0.76–1.71) 1.02 (0.78–1.33) 0.90 (0.67–2.22) 

PHCC visits last year (reference = Five or more)   

None 2.14 (1.43–3.20) 2.03 (1.38–2.99) 3.50 (2.32–5.30 4.30 (2.68–6.91) 

One or two  1.64 (1.20–2.24) 1.71 (1.26–2.33) 2.56 (1.89–3.49 3.08 (2.20–4.30) 

Three or four  2.08 (1.42–3.05) 1.90 (1.32–2.74) 2.01 (1.42–2.85) 2.08 (1.44–3.00) 
     

 OR>3  OR>2.5  OR>2  OR>1.5  OR>0.67  
 
Displaying odds ratio (ORs) and 95 % confidence intervals (CIs). Bold letters 
indicate significant ORs (p<0.05). PHCC=primary health care centre  
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7 DISCUSSION 
In the current thesis, the research was conducted by collecting data from RNs and 
DNs, newspapers, and the members of the general community for which health-
promotive and disease preventive work are intended. The present thesis has built 
on both qualitative (studies I and II) and quantitative (studies III and IV) data to 
give a varied description of, and width to the research phenomenon. In this 
chapter, the findings from studies I-IV (presented in the previous chapter) will be 
discussed, both individually and collectively. The chapter concludes by addressing 
methodological considerations in studies I-IV while giving reflections on SCT in 
relation to the studies and the research project.   

7.1 Characteristics of nursing practice   
In light of nursing practice has been debated for a long time, the departure for 
the current thesis started with study I exploring essential characteristics of nursing 
practice. In clinical contexts, RNs are core players for ensuring that patients 
receive the care they need to maintain and improve health. This embraces direct 
actions in what RNs do in face-to-face patient contact (30). According to the RNs 
in study I, nursing practice comprised striving to be in close proximity to the 
patient, which mainly entailed assessment and interventions for physical health 
(in aligning with a medical perspective). However, nursing practice was also driven 
by acknowledging that health depended on social and environmental aspects, 
which resulted in actions as ascertain patients housing situations to figure out if 
additional care was needed, e.g. after a surgery. Consequently, nursing practice 
was viewed as broad and included not only tasks within the confinements of 
health care services, but rather in the specific care situation, it was essential to 
recognise the patient’s unique needs. This was facilitated by acknowledging that 
the care should start from the patients’ narratives, and the patients’ wishes for 
support to maintain or improve health, which was in line with the foundations of 
PCC (110). Although the RNs did not specifically mention a caring relationship 
being built between the RN and the patient, it can be interpreted as giving the 
appearance of it. According to Kim (30), nursing practice can be seen in the light 
of helping patients with specific needs in relation to their health and illness. As 
already mentioned, the concept of health holds a variety of descriptions and might 
be perceived as tricky to grasp and articulate. Hence, what health embraces is 
highly individual, and persons’ opinions of what perceived health is could vary 
widely. According to Svensson and Hallberg (111), avoiding tobacco use, drinking 
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moderate with alcohol, eat healthily, regularly exercise, having friends, and 
managing stress are common exemplars of what the members of the general 
population may perceive as healthy and what a healthy lifestyle entails.  

Furthermore, in study I, health promotion and disease prevention practice were 
rather invisible in the descriptions of nursing practice. The care was perceived and 
described as often relying on the medical perspective, which also was the findings 
in the study by Jones (112), who explored care observations among RNs working 
at diverse hospital wards. Nevertheless, the RNs’ descriptions in study I of 
holding a holistic perspective can be interpreted as aligning with health promotion 
and disease prevention. The study of Johansson et al. (113) reported that HCPs 
working at hospitals rated health-promotive and disease-preventive actions as less 
important than those HCPs working in PHC. It cannot be concluded if this was 
the truth from the results of study I, but only a handful participants mentioned it 
as essential characteristics of nursing practice. Because the RNs highlighted that 
their practice was somewhat influenced by the medical perspective, maybe this 
explains its invisibility in practice.  

In study II, the DNs stressed that ill health could not fully be solved from a 
medical perspective. It needs to also include actions in face-to-face interactions 
and the actions to all members of the general population to make them engaged 
in their lifestyles. This reasoning can be seen in agreement with a recent 
publication by Dahlgren and Whitehead (114) where the use of the rainbow model 
widened the scope of health to also integrate society as large. Corresponding with 
Pellmer Wramner et al. (56), a person’s health and lifestyles are based on 
individual choices of how to live one’s life. However, the choices made are also 
governed by the determinants of health. Within these health determinants, health 
care practices and the kind of support they can offer play an important role. 
However, complying such behaviours, to maintain and improve health does not 
always come with pursuing an actual behaviour or seeking care. In a person’s life, 
various circumstances can give rise to unhealthy behaviours, which are mirrored 
in SCT; perceived health is not merely about modifying lifestyles, it also covers 
the other dimensions in which individuals can confront challenging events in their 
environments (82).  
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7.2 Relationships for health-promotive and disease- 
preventive practice 

A study in 2015 by Nygren Zotterman et al. (115) examined patient–DNs 
encounters in the PHC setting. In that study, the DNs described it as very 
important to spend time in encounters with patients because it opened up for 
relationship building. It was seen as a prerequisite for getting an overall picture of 
the patient’s situation. Tengland (116) argued for the value of each person being 
involved in their own process of changing lifestyles and, together with the HCP, 
creating goals in line that can maintain or improve health. These findings can be 
linked to study II, where the DNs agreed on relationship building as a 
cornerstone, especially in relation to health dialogues, which was seen as crucial 
to support in lifestyle changes. Brobeck et al. (117) also discussed relationship 
building in lifestyle counselling. Here, the patients described that relationship 
building and support led to well-being but also made them not feel stranded 
regarding their health concerns. In addition, Wermeling et al. (118) reported that 
patients with type 2 diabetes who received lifestyle counselling stressed that long-
lasting relationships was a precondition to open up for honest discussions about 
health issues. As such, patients were okey with HCPs moving to sensitive topics, 
such as weight reduction. Furthermore, Walseth et al. (119) explained that when 
patients were supported in lifestyle changes, they had a desire for HCPs to be 
immersed in the patients’ everyday life. To achieve this, a concrete dialogue 
between the HCP and the patient was needed. Altogether, these results embrace 
a practice emphasising topics such as sleep, work situation, economy, and family 
situation. Such factors can be considered as fitting Dahlgren and Whitehead’s (58) 
rainbow model, along with the foundations of SCT, where environmental factors 
can positively or negatively influence lifestyle changes (82).  

Another important angle in relationship building was how the DNs in study II 
needed to be extra sensitive in the interaction to support patients who lived in 
socio-economic vulnerable areas. It was essential to have respect for socio-
economic situations such as economy. In particular, health dialogues that included 
discussions about eating habits were perceived as challenging because of the 
difficulty to suggest healthier food because such food (e.g. fresh fruit) is high 
priced. According to the Public Health Agency (120), there is still health gaps in 
Swedish society when comparing health and lifestyles in the general population. 
The Public Health Agency stated the need to change the attitude of health 
promotion and disease prevention practices in health care. Such practices should 
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be seen as equally important as medical care as a means of getting rid of ill health 
caused by unhealthy lifestyles. Therefore, greater efforts throughout society are 
suggested, in which health care needs to adapt a collaborative approach with the 
certain actors and health care services involved (120). Such efforts might be extra 
meaningful in socio-economic vulnerable areas, here according to the findings of 
study II where the DNs emphasised difficulties building relationships. In addition, 
it was difficult to create a relationship with patients because of language barriers. 
For that reason, they often contacted an interpreter in health dialogues so that the 
DN and the patient’ had a chance to understand each other, (along with creative 
solutions of e.g. body language). Working in this manner could be seen as a case 
in point of collaboration with external services as a means to strengthen health.  

To further discuss how relationships in health promotion and disease prevention 
practice were shaped, it became clear through the findings of study II that being 
available to patients was important. This was manifested by offering follow-ups, 
but also encountering patients even in bad times when they were reverting to 
older habits. This way of working, that is, not being hasty and instead evaluating 
the process of changing lifestyles can be linked to mastery experiences in SCT, 
which refers to the value of viewing oneself to succeed and also strengthens self-
efficacy (121). The findings of study II demonstrated that support in lifestyle 
changes is time-consuming, both for the patient and HCP. Hansson et al. (122) 
reported on lifestyle counselling for patients with obesity. Both general 
practitioners and DNs, all working at PHCCs, highlighted the need for 
continuously providing lifestyle counselling (thus, not having an end date for the 
counselling). This process of working in practice was underlined as essential 
because the patients were sometimes described as being noncompliant to lifestyle 
counselling to then unexpectedly changing their minds and wanting support. In a 
recent document from the WHO (123) regarding healthy lifestyles, it was stated 
that HCPs working in PHC need to be aware of the complexity within lifestyle 
changes, here arguing for the need to not view such actions as a single event, but 
rather in place of tailored encounters where persons slowly move towards better 
habits. The WHO declared that adopting such a mindset in health promotion and 
disease prevention is particularly vital because persons may differ in how fast they 
change unhealthy behaviours (123). This was also confirmed by research, in which 
the absence of follow-ups in lifestyle counselling have been found to create 
feelings of patients being neglected (124).  
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The major finding of study IV was that only a minority of the general population 
would be likely to contact a PHCC for lifestyle counselling. In 2016, a Swedish 
national survey showed that only 36 % of the respondents who had visited health 
care within the six months had discussed lifestyles (omitted information as to 
which specific health care setting) (125). This brought into question whether the 
general population actually were aware of that lifestyle counselling services are 
part of PHCCs’ missions. Nevertheless, the latter survey (125) reported that 97 
% of the participants were positive to health care asking questions about tobacco 
use, alcohol consumption, eating habits and physical activity, here with the 
purpose of receiving appropriate care and treatment. In addition, 85 % of the 
participants found it as ‘very good’ or ‘quite good’ to discuss their lifestyles 
verbally in a personal encounter. It was perceived as a matter important to discuss 
face to face, rather than leaving a note on a written paper with such information 
(125). One possible explanation for the findings of study IV may be that, as long 
as a person does not suffer from acute ill health, they may refrain from contacting 
health care. 

Another reflection regarding the finding of a low likelihood of contacting PHCCs 
for support in lifestyle changes might be that persons find other sources in society 
as more appropriate for lifestyle counselling. In keeping the environmental factor 
in the SCT in mind, e.g. Gordon et al. (126) study reported that employees were 
offered an online lifestyle health coaching programme through their workplaces 
with a duration of at least one year. Other additional providers can be an 
alternative for lifestyle counselling (127). In today’s society, there is an abundance 
of choices for promoting healthy lifestyles, such as weight clubs, personal coaches 
or media framing articles about lifestyles. Maybe, the general population view such 
sources as more appropriate. Accordingly, this reflects the value of PHC building 
relationships with other actors in society, and the consideration of healthy 
lifestyles being approached from different angles in society, as suggested by the 
Public Health Agency (120). At a societal level, HCPs are, e.g. suggested to 
cooperate with actors in planning and building an environment that can support 
physical activity and dining facilities that can provide healthy food (128).  

Another finding of study IV was that few yearly visits to a PHCC was a predictor 
for a lower likelihood of contacting a PHCC for lifestyle counselling. Concern 
arises then if this finding is contingent on the fact that those who do not regularly 
seek care at a PHCC may not have built relationships with the HCPs, so they 
hesitate to contact them for lifestyle counselling, or whether they are not 
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conscious of such a practice being offered by PHCCs. Nygren Zotterman et al. 
(129) found that patients getting support in chronic conditions that at least had 
two visits per year to a PHCC reported continuing care as a precondition for a 
trustful relationship. In study II, the DNs expressed the importance of patients 
contacting them ‘right in time’. It was trickier to support in lifestyle changes when 
patients contacted them ‘too late’. Here, the point of departure for lifestyle 
counselling became longer. Once more, relationship building between health care 
and the members of the general population can be seen as benefitting health. This 
aligns with the core components of PCC, where a partnership in care is essential 
in meeting persons’ care needs (130). 

An additional predictor for lower likelihood to contact PHCCs regarding lifestyle 
changes was persons living in rural areas. A study by Papp et al. (131) representing 
data from patients and HCPs within seven European countries showed that 
access to PHC was essential in relation to patients’ needs of support in care. HCPs 
perceived that the accessibility to PHC differed when comparing urban and rural 
areas, which was often related to differences in distances and accessible transport. 
Some patients even had a desire of getting a home visit from HCPs. The authors 
suggested that the number of HCPs working at a PHCC should be determined 
based on the general population’s needs. Altogether, this suggests contemplating 
the opportunities for HCPs to move out from the confinements within the PHCC 
to meet the needs of the general population. This suggestion was also a finding 
of study II, where the DNs wished to be more visible outside the walls of the 
PHCC, particularly because they had perceived a change from the past. They 
wished to e.g. stand outside grocery stores and encounter the general population 
and discuss eating habits. Maybe, outreach services also can be augmented 
through HCPs visiting boule courts, bingo halls, hunting teams, or sports events, 
thus becoming a known person in society across the members of the general 
population to establish a relation with, which calls into questions lifestyles being 
part of the course of life.  

Moreover, the media is a central source for communication of health topics (132), 
and Swedes are reported as having high level of trust in daily media (133). 
Considering media in the surrounding environment, the findings from study III 
reported that approximately 1 300 articles were found that addressed tobacco use, 
alcohol consumption, eating habits, and physical activity in Dagens Nyheter and 
Aftonbladet during the time frame of 1995 to 2021. Hence, the media seems 
interested in highlighting lifestyles. Thus, the media can impact a person’s health 
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behaviour (134), and according to Lee (135), this is particularly true for persons 
who do not engage in interpersonal relationships such as family and friends. Lee 
(135) argued that the media becomes an important component in acquiring 
knowledge about lifestyles. The findings of the study by Lee (135)  can be seen in 
light of SCT and the reasoning of Bandura, in which the social environment 
(involving family, health care and media) can influence lifestyle changes (82). In 
study III, several peaks in articles were noticed as coinciding in relation to societal 
changes, e.g. when a smoking ban was enacted in 2005. This finding can be 
interpreted as the media being responsive of informing the general population.  
 
Furthermore, both in studies I and II, the RNs and DNs reported on the media 
in relation to encounters with patients where both negative and positive aspects 
were highlighted. Participants in study I did not specifically mention lifestyles as 
a focus for nursing practice, but the RNs working in a pre-hospital setting 
expressed that the media’s intimidation of health concerns was followed by 
increased number of emergencies calls that they needed to respond to. In 
addition, the DNs stated that media could be helpful, e.g. in opening doors to 
start discussions more easily about lifestyles, along with making the general 
population aware of health concerns. However, the media could also cause 
confusion because topics about lifestyles switch over time. Interestingly, the DNs 
specifically highlighted eating habits, which had the highest frequency of articles, 
as challenging to discuss with patients. An additional finding of study III was that 
in recent years, a steady increase of articles reporting on the four lifestyles could 
be found. Taken together, the results of study III emphasise the importance of 
HCPs in discussing lifestyles with journalists. This assumption has already been 
raised by Hoyle et al. (136), where cooperation between journalists and RNs was 
proposed. In the context of newspaper editors, Nothwehr et al. (137) reported 
that editors writing newspaper articles distributed in rural areas found it important 
to portray lifestyles. In addition, they highlighted that it was necessary to improve 
skills and knowledge when writing articles about lifestyles so that reliable 
information was delivered to their readers. This shows the value of viewing media 
as a player in the health-promotive and disease-preventive work as a means to 
support the members of the general population in the best possible way.  
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7.3 Elaboration of the concepts of health promotion and 
disease prevention  

According to Naidoo and Wills (138), health promotion runs across several 
disciplines, including both its practice and the body of knowledge. In addition, 
promoting healthy lifestyles appears to be the business of everyone in society (7). 
This implies that the concept can fit into different contexts, and thereby, also be 
described differently, depending on the context. In a recent publication, the 
concept of health was resonated along the same line (139). Downie (140) argued 
that when a precise definition of health promotion is omitted, this can cause 
confusion among HCPs when providing health-promotive and disease-
preventive practice. Dawson and Grill (141) extended this reasoning and claimed 
that, although the concept has emerged over the years, it is still unclear what the 
concept should encompass. In addition, health promotion can overlap the body 
of knowledge’s and practice of public health, but may not be clarified in which 
way, which further can add to various interpretations of the concept (141). Green 
et al. (142) stated that health promotion has its origin to in particular health 
education. The authors concluded that in today’s society, health promotion can 
be seen as incorporating all health-promotive actions on how to increase health, 
from the individual level to societal level, including both health education and 
healthy public policy.  
 
In study II, the DNs described how they integrated health promotion and disease 
prevention in all care actions throughout a day at the PHCC. This description of 
their day-to-day care can be classified as quite broad, hence connecting to several 
earlier theoretical descriptions of the concept. A study by Johansson et al. (143) 
concluded that HCPs viewed health promotion and disease prevention as 
included in all care actions aimed towards health. Specifically, the HCPs described 
health promotion and disease prevention as entailing both strategies of ‘what’ and 
‘how’, that is, what to discuss with patients and how it should be accomplished. 
However, some HCPs highlighted that health promotion and disease prevention 
practice were outside the scope of health care, giving the argument that health 
and lifestyles are impacted by health determinants. As such, health care’s abilities 
to support in lifestyle changes are limited. This assumption was also found by 
Downie (140) in which health-promoting strategies were described as 
incorporating actions not only aimed for health care, but also for a wider 
perspective of its use. Hansson et al. (122) study showed that different HCP 
groups did not agree whether lifestyle issues should be solved within PHC. These 
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two studies can be seen as sort of contrasting the findings of study II, in which 
the DNs wanted to collaborate with society in different ways, rather than 
relinquish responsibility. According to Johansson et al. (143), a thoroughly 
investigation in health care services about what health promotion and disease 
prevention should entail is needed. Specifically, to clearly state its use, appropriate 
methods and approaches regarding specific examples of what is HCPs’ role when 
practicing health promotion and disease prevention are needed. A further step 
was suggested by Medin and Alexandersson (67), who stated that clarifications of 
the concepts may not only involve health care, but also take place in a 
collaborative manner with different actors in society.  
 
Earlier research has shown barriers in working in a health-promotive and disease-
preventive manner, e.g. bad working conditions (144, 145), insufficient leadership, 
that is, a lack of support from managers (146), difficulty evaluating lifestyle 
counselling, and the fact that lifestyle counselling seldom is reimbursed (147). The 
findings from study II also discussed working load and leadership as important 
factors for health-promotive and disease-preventive practice. In keeping the 
health-promotive and disease-preventive measures intact, Kardakis et at. (148) 
concluded that its work demanded clearer leadership acknowledging this work as 
important in practice, along with sufficient resources. A similar conclusion was 
made by Whitehead (149) who argued that a prerequisite for acknowledging 
health promotion and disease prevention is that individuals (especially those in 
decision-making positions) in society truly understand the positive health benefits 
when systematically directing care towards health-promotive and disease-
preventive practices. Maijala et al. (150) reported that the profitable factors for a 
health-promotive climate in PHC is when the organisation shows a genuine 
attitude and interest towards health, and health-promoting tasks in practice. The 
above findings may be derived from the discussions about the concepts; with such 
broad descriptions of the concepts, especially argued for health promotion, it 
might be difficult to discern what the work in practice should encompass, hence 
creating barriers in what kind of, e.g. organisational support HCPs need to 
practice the work. As suggested by Johansson et al. (143),  it is of value to delve 
into the concepts and sort them out for a clearer and more sustainable way of 
working with health promotion and disease prevention in practice. 
 
Moreover, in nursing practice, health-promotive actions are emphasised as 
involving knowledge about the persons’ environments, that is, factors impacting 
health (151), thus the latter description of health promotion, highlighted during 
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the Bangkok Charter (74). This corresponds with Kennedy (152) who disputed 
that ill health is solely caused by pathological processes. Instead, the environments 
where people live and work largely effect the burdens of ill health, in which 
nursing practice must consider human rights regarding a person’s perspectives of 
their health. This reasoning goes hand in hand with Risjord, (153), who  
acknowledged that nursing practice should embrace moral dimensions, that is, the 
importance to include reflections in patient encounters about what is good and 
helpful for the patient in their specific environments. Likewise, in nursing 
practice, the concepts of health promotion and disease prevention comprise a 
moral dimension. Bringsén and Nilsson Lindström  (59) claimed that, on the one 
hand, each person’s needs, including the personal aspects of economic situation 
and moral dimensions such as justice, should be considered, and on the other 
hand the needs of society should be considered. Although society has the 
responsibility of informing the general population about health hazards, 
individuals have the final say. This deliberation of health-promotive actions can 
also be linked to study II, in which the DNs highlighted their professional 
responsibility and shared the responsibility with the patient, who had the last 
word. Altogether, these reflections show the complexity in health promotion and 
disease prevention which may be a result of confusing the concepts. 
 
Furthermore, the moral dimensions of the concepts of health promotion and 
disease prevention have been discussed, e.g. in relation to the surrounding 
environment of the members of the general population. The notion of ‘friendly 
pushing’ someone to better choices was discussed by Solberg (154), e.g. when 
fruit and vegetables are consciously placed in the middle of the entrance of a 
grocery shop. This can result in individuals considering such food as a must to 
buy, even though they are free to select other products. However, it may be more 
difficult to disregard these influences compared with healthy products being 
placed out of sight. This description of a health-promoting strategy can be seen 
as manipulative (154).  
 
In the context of the media, the most conventional approaches to reach and 
inform members of the general population about healthy choices is through 
public health campaigns. However, these information strategies often fail to 
recognise the complex interplay between educating about a health concern, and 
the subsequent change that needs to occur (155). Thus, the practical skills and 
resources that a person requires is neglected. Study II confirms the notion that 
changing lifestyles is not only about delivering information, although Bandura 
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(87) claims that a precondition for changing health behaviours is knowledge. Also, 
Bandura (82) stated that individuals need to believe in the consequences of a 
change in behaviour (outcome expectations), which suggests that only the 
accumulation of knowledge is not sufficient for a lifestyle change. Considering 
that health information, e.g. regarding food advices in general should 
accommodate all (but seldom does), there is of great need to tailor such 
information to each individual, e.g. by lifestyle counselling. However, the media 
can be seen as a positive influence in raising health concerns, and as stated before, 
the general population in Sweden have reported high trust in the daily press (133). 
Walseth et al. (119) discussed individualised lifestyles advices as more preferably 
compared to general advice because tailored advice was found to increase 
compliance to healthy lifestyles. Tengland (116) further reflected on the ethical 
aspects in relation to health promotion and disease prevention in a specific 
counselling situation. Tengland described the simplicity for HCPs to raise health 
hazards to patients who find such information as relevant and are enthusiastic to 
start to engage in healthy lifestyles. However, vulnerable people need to be 
considered when a proposed behaviour by a HCP cannot be followed, e.g. 
depending on economic and social conditions (84). These ethical reflections were 
attested to by the DNs in study II and very relevant in the relationship building. 
This goes along with the ethical value in PCC, thus respecting the patient as a 
person, creating a partnership and tailoring each counselling (42). Altogether, this 
raises the need for continuing ethical reflections about the concepts.   
 
Finally, the main finding of study IV can be seen in light of both ethical and moral 
concerns for future health promotion and disease prevention practice. Although 
the reasons remain unsolved why members in the general community reported a 
low likelihood for contacting a PHCCs for lifestyle counselling, a part of the 
explanation could be stigma. In health care settings, stigma regarding unhealthy 
lifestyles is commonly reported. Earlier research has shown that people with 
obesity do not contact health care because they perceive that HCPs blame them 
and their medical conditions as a result of their weight. In addition, HCPs have 
been described as not paying enough attention to when individuals with obesity 
have the courage to raise weight concerns (156). In contrast, one study reported 
that HCPs knowingly hesitated to acknowledge unhealthy lifestyles in encounters 
because it can be seen as invading personal issues in people’s lives, perhaps 
making matters worse (157). To end blame around lifestyles, greater efforts 
regarding visibility of anti-stigma messages are suggested, together with 
approaching lifestyles in a way that health are to be seen as the initial motivator 
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rather in place of longing for the perfect weight (158). This indicates the value of 
health care continuously reflecting on how to tackle unhealthy lifestyles in a good 
sense.  

7.4 Methodological considerations 
Across the current thesis, both qualitative and quantitative approaches were used 
to gain a better understanding of health promotion and disease prevention, 
specifically in its practice in nursing practice, media and across the general 
population. When exploring a research phenomenon, a suitable approach is to 
combine methods (101). This section begins by some reflections about 
preunderstanding; thereafter, SCT will be discussed in relation to the research 
project and the studies; finally, certain methodological considerations will be 
reflected on and discussed in relation to studies I-IV.  

7.4.1 Preunderstanding of research phenomenon 
When deepening the knowledge of a research phenomenon, the researcher must 
be aware of their preunderstanding, which may lead to that the researcher 
influencing the explored phenomenon. This is especially important during 
analyses processes so that previous personal knowledge and experiences will not 
take precedence (98). The author of the present thesis is a DN and has previous 
work experience in home care. The preunderstanding of health promotion and 
disease prevention was especially related to DN education, specifically during the 
weeks spent at a PHCC. Both studies I and II were of a qualitative nature and 
analysed through interpretive description, as described by Thorne (99). Thorne 
reflected on the positioning of the researcher when exploring a research 
phenomenon. Because interpretive description is designed for studying clinical 
contexts, the already known disciplinary orientation does not need to be a 
disadvantage. Rather, it can guide and deepen the research question and 
motivation for a study. However, it is still of great significance to acknowledge 
previous experiences and being able to manage them. Accordingly, the research 
phenomenon was not unknown, though prior knowledge can be considered 
scarce. The preunderstanding of the research phenomenon was reflected on 
through discussions within the research group, and the author wrote down notes 
about the research phenomenon. For that reason, an openness to data could be 
maintained.   
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7.4.2 Reflections on social cognitive theory 
In the present thesis, SCT was the theoretical framework and provided assistance 
in planning research questions, conducting the studies, and understanding the 
results. As described in the background section, SCT is built on a triangular 
relationship, including the factors of person, environment and behaviour (82). 
Throughout the research project, SCT was found suitable because of the different 
perspectives included and the suitability to explore and understand environmental 
factors described in SCT. However, it is worth noting that there are a plethora of 
health-related behaviours change theories that can be seen as feasible in relation 
to lifestyle changes in nursing practice, e.g. the transtheoretical model (stages of 
change), the health belief model (81), or Pender’s health promotion model (65). 
However, based on the overall aim of this thesis, SCT was considered the most 
appropriate.   

To start with, SCT enriched the knowledge of the complexity in health promotion 
and disease prevention, broadly, that is, in the interplay between the individual 
and the environment. Given that PHCCs are to be seen as a central arena in 
health-promotive and disease-preventive practices, such players in the 
environment can be seen as an obvious choice to explore. Furthermore, the 
perspective of the media was another aspect in the environment, along to those 
whom health promotion and disease prevention are intended, that is, the 
individual in the society. In addition, in study I, SCT can be considered as 
adaptable because nursing practice was many times discussed from a broader 
societal perspective including environments, societal changes and media 
influences. Altogether, through SCT, the different perspectives, both individually 
and collectively, helped facilitate an understanding of the complexity of health 
promotion and disease prevention.  

Although SCT can be considered as a well-functioning theory used in health-
promotive and disease-preventive work, the theory presents some limitations that 
needs to be addressed (159). First, SCT can be seen as blurry, that is, hard to 
grasp. Second, regarding the triangular relationship, the SCT omits information 
about the proportions of each factor, that is, if any of the three factors that can 
be seen as having a greater influence in lifestyle changes than another. Third, SCT 
have earlier been criticised for putting effort in the learning processes towards 
lifestyle changes, thereby ignoring individual characteristics, such as gender, age 
and genes, which can have an impact on the ability to make lifestyle changes (159).  
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7.4.3 Research explored qualitatively  
To assess the trustworthiness of qualitative studies, different criteria were 
suggested to be taken into account. Credibility refers to the truth of data, thus 
aspiring to delivery in-depth data (98). In interpretive description (99) studies 
(studies I and II), four different criteria are used for enhancing the credibility. 
Epistemological integrity refers to the fact that, in qualitative research, there 
should be reasonable assumptions made about the gained knowledge of a study 
through to the methodological rules in the research process. Because both studies 
I and II were clinical in nature and considered to contribute to knowledge in 
practice (as suggested by Thorne) (99), the epistemological part was considered 
as matching the interpretive description.  

The second criteria of credibility is representative credibility. Here, Thorne (99) 
referred to the importance of the theoretical claims being investigated 
corresponding to the sample of which the research phenomenon was investigated. 
In study I, essential characteristics of nursing practice were explored by broadly 
including RNs in different fields of health care, enabling a variation of the 
perceptions. In addition, the participants reported a diversity in their work 
experiences. For study II, the inclusion of DNs was done nationally to enable a 
wide distribution when exploring the research phenomenon. In addition, the 
PHCCs were located in different socio-economic areas, which contributed to 
mixed views of the health-promotive and disease-preventive work among DNs.  

The third criteria of credibility, analytic logic, refers to the fact that data should 
be visible in a way that the reader either can confirm or reject the study’s 
credibility. Thorne (99) described how an audit trail can be created. For studies I 
and II, memos and ideas were written down on a notepad. In addition, the 
research group had several occasions where the findings were discussed to 
progress with the analysis, and find consensus. In addition, both studies I and II 
included quotations from the participants that can further be viewed as aligning 
with this criterion. The fourth criteria of credibility suggested by Thorne (99), 
interpretive authority, is linked to the conducted research needing to reflect 
trustworthy findings. To create awareness about e.g. bias in studies I and II, 
regarding preunderstanding, notes were written down, and several meetings were 
held among the co-authors who represented a variety of clinical fields. 

Other different criteria of trustworthiness in qualitative studies are described 
through dependability, confirmability, transferability and authenticity. 

Frida Lundin Gurné 

 77 

Dependability refers to the stability of data (or similar data) if the data were to be 
repeated again. Confirmability is described as the importance of the researcher 
being objective in data and interpretations of data; thus, it is the participants’ 
voices that should be represented. A way to increase and fulfil this criterion was 
e.g. to put aside preunderstanding, but also to discuss the findings with the co-
authors. The criterion of transferability refers to the extent findings can be 
applicable to other settings or groups. Authenticity refers to what degree data 
present reality, thus describing the participants’ narratives as they are lived (98). 
In addition, Thorne (99) described the importance in interpretive descriptive 
studies of reflexivity, thus highlighting an inductive analytic research process as a 
core element. For this reason, the researcher can use a notebook to write down 
knowledge, thoughts and reflections about the research phenomenon (as what 
described for studies I and II). In addition, field notes were written down after 
the interviews to keep transparency regarding what the participants had discussed 
during the interviews.  

Moreover, in study I, the sample size consisted of 74 participants. Thorne (99) 
stated that, usually interpretive descriptive studies range from a few participants 
up to 30 participants. However, it is the phenomenon of interest that creates the 
size sample. Accordingly, for study I the phenomenon of interest was a broad 
area, so the sample size was considered to be quite large so as to get as close as 
possible to the phenomenon. For study II, the sample size of 16 DNs was more 
in line with description of interpretative descriptive studies. Neither study I nor 
study II reached data saturation, which is line with interpretive descriptive studies. 
The researcher must justify a suitable stopping point (99), e.g. when a sample is 
not producing new information in interviews (98). Although the sample size in 
study II can be considered relatively small, it generated a variety in data, and the 
information can be considered as plentiful. However, study I failed to include 
participants from PHCCs, though attempts were made for inclusion, which can 
be seen as a limitation. RNs at PHCCs are at the front lines of encountering the 
general population, which might influence their experiences of societal changes 
as highlighted in study I, together with the possibility to be in close proximity to 
the patient. Also, a low number of participants were represented from home care, 
which can be considered as a limitation. With ongoing re-organisations of health 
care, it is important to collect data from these two perspectives (79).  
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7.4.4 Research explored quantitatively  
In quantitative research a criterion is if data can be considered as generalisable. It 
is a methodological strategy to measure the extent to which the research findings 
can be applicable to other groups or settings. To enhance generalizability, it is 
vital that the researcher select participants who reflect the population of concern 
(98). In study IV, likelihood of contacting a PHCC regarding lifestyles among the 
general population was conducted. Consequently, the intent was to get opinions 
from a wide audience representing the research phenomenon of interest. For this 
reason, a probability sample was found as suitable, here including persons from 
16 to 85 years living in Sweden. Based on this, study IV was carried out nationally; 
however, the findings might have limited generalizability to countries outside 
Sweden. Health care settings that offer lifestyle counselling may be different 
among countries, even though PHC is suggested as a suitable arena worldwide 
for the battle against NCDs. In study IV, a cross-sectional design was carried out, 
which can be seen as a strength in that these designs allow for collecting plenty 
of data during a fairly short span of time. However, causality could not be 
estimated because of the lack of following the sample prospectively over a longer 
time period (as in longitudinal studies) (98, 160).   

Furthermore, validity and reliability are other criteria controls on the quality in 
quantitative methodology. Validity refers to the grade of conclusions that can be 
drawn from a study, and if data measures what it is supposed to. Reliability refers 
to what extent the data in a study support the conclusion about what is true in a 
population, that is, if the same result will occur at repeated measures (98). Study 
IV was accomplished in collaboration with the SOM Institute, which has 
extensive experience in conducting population surveys among the Swedish 
population. Generally, in a SOM survey, younger persons respond to a lesser 
extent, which has been described as deriving from an unwillingness to participate 
but also because of the form for recruitment, that is, reaching possible 
respondents by post or telephone (161). This concern was also noticed in study 
IV, in which the lowest group of participants were represented by the youngest 
group (16-29 years). As described earlier, study IV consisted of a probability 
sample, thus being randomly selected, which can be seen as a reliable way of 
conducting data, per the SOM Institute (161). Furthermore, in study IV the 
response rate was 52 % which can be considered a strength because it is relatively 
high for a postal survey, and when compared internationally (105). However, non-
responses can risk damaging the representativeness of a study (161). Study IV was 
conducted during the COVID-19 pandemic which might have affected the 
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response rate, and answers to the questions. Another limitation was the absence 
of outcome measures among the participants, such as questions about current 
lifestyles, weight and body mass index. In collecting such measures, more in-depth 
analysis would have to be performed.  

In study III, the data were presented in terms of numbers and percentages. Such 
ways of assessing data are called frequency distributions and are described as a 
way to organise numeric data to then be presented graphically (98). A strength of 
the methodology in study III was that several of the authors were involved in the 
data collection, in which one of the authors had earlier experiences of using 
Mediearkivet/Retriever and previous research experiences about topics portrayed 
through media. In addition, the search engine is intended to measure quantities 
(102), which aligned with the aim of study III. Furthermore, the search strategy 
for finding articles in study III started by broadly testing a wide range of search 
terms. This was performed to increase accuracy, that is, if the study measured 
what it was intended to measure (validity). In doing so, this hopefully minimised 
irrelevant articles (e.g. articles containing sports results were found in connection 
to physical activity during the broad testing of search terms). Although working 
in this manner was seen as the most suitable way to seek validity, relevant articles 
might have been missed. To obtain a representative sample, the selection of 
newspapers was performed based on two criteria. First, media sources that many 
persons have opportunity to be exposed to were chosen, and second, different 
types of media sources, e.g. one newspaper classified as a morning paper while 
choosing another one classified as an evening paper, were chosen (162).  

To the author’s knowledge, study III is the first study assessing the frequency of 
lifestyles addressed over time in Dagens Nyheter and Aftonbladet. 
Generalizability to international newspaper might be limited in that the topics 
framed in morning papers versus evening papers may differ between countries. 
However, given that media is a key communicator worldwide, the findings of 
study III can be seen as relevant to other countries and to topics discussing 
lifestyle counselling worldwide. A weakness of study III is that the data only were  
assessed and analysed quantitatively. A deeper qualitative analysis of the content 
within each article (how, by whom and in what way media portrayed lifestyles) 
was omitted. To discuss media framing more thoroughly, this is a central research 
questions that must be completed. In addition, given the role of social media in 
today’s society, it can be seen as a weakness to not have included e.g. lifestyles 
through the lens of Facebook and Instagram. 
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7.4.4 Research explored quantitatively  
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8 CONCLUSIONS AND IMPLICATIONS 
FOR PRACTICE  

The current thesis contributes to knowledge on health promotion and disease 
prevention from the perspective of nursing practice, along with environmental 
aspects of importance when it comes to lifestyles and lifestyle counselling, namely 
the media and PHCCs. As an outset, nursing practice was described as striving to 
be in close proximity to the patient where RNs work, here, involving a mix 
between medical and holistic perspectives. The latter perspective aligned to 
recognise patients’ unique needs involving social and environmental aspects. The 
DNs highlighted themselves as core players in the health-promotive and disease- 
preventive work at PHCCs, where they aimed to support patients in lifestyle 
changes at every chance. Relationship building was found as a crucial component 
in health dialogues in health-promoting endeavours. Moreover, regarding content 
about lifestyles in newspaper articles, eating habits and tobacco use were found 
to have the highest frequency during 1995-2021, but the overall tendency during 
the past few years showed an increasing frequency of newspaper articles for all 
four lifestyles. PHCCs were not seen as the first choice for lifestyle counselling 
for a majority of the included participants regardless of lifestyles.  Men, rural areas 
and few yearly visits to a PHCC were found as predictors for a lower such 
likelihood. The present thesis gives prominence to health promotion and disease 
prevention as complex and to some extent invisible areas in nursing practice. The 
results highlight the importance to continuously discuss the role of PHCCs as an 
arena to engage the general population in adopting healthier lifestyles.   

Some practical implications for health care are suggested. First, the concepts of 
health promotion and disease prevention need to be visualised in nursing practice, 
preferably in engagement with other HCPs. Second, the use of SCT in the present 
thesis may encourage DNs to apply it in their lifestyle counselling. Third, health 
promotion and disease prevention practice at PHCCs should be acknowledged at 
PHC level so that DNs can provide lifestyle counselling to the extent they desire 
and is proposed to do. Fourth, it is a key to build relationships with the members 
of the general population to better reach each other, e.g. by combining lifestyle 
counselling at PHCCs together with the involvement of community outreach. 
Finally, it is important to consider the value of HCPs to discuss media framing of 
lifestyles with patients as well as with journalists.  
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9 AREAS FOR FURTHER RESEARCH  
Given the unique and central role RNs hold in health care, nursing practice is 
always a topic of debate. Further studies are of interest, specifically in the area of 
PHC because of the topical re-structuring of health care where such services are 
supposed to be the hub of health care for the future.  

More research is needed throughout different actors in society to align with the 
priority to health-promotive and disease-preventive work. Besides this, more 
knowledge is needed about how health care can collaborate effectively with other 
actors in society, thus strengthening good relations. To meet the care needs of 
unhealthy lifestyles throughout the general population, it is vital to further 
perform studies where the voices from the members in the general population 
can be heard, e.g.  opinions of which arenas/sources are desired for supporting 
in lifestyles. In addition, gender-specific studies in relation to lifestyles are of 
interest, as well as further knowledge about strategies to reach people living in 
diverse living areas.  

Another cause for concern is the media field. Given that the media is a player in 
the environment exposing health concerns throughout the general population, 
studies evaluating how and in what way media portray lifestyles is warranted. This 
should be seen in light of HCPs considering media is a side-kick communicating 
about lifestyles. Furthermore, although some of the RNs in study I studied in 
higher education, the perspectives of nursing students have not been explored in 
the current thesis. To prepare RNs and DNs for their clinical role and give them 
the optimum conditions, it is suggested that curricula are propped up by a health-
promotive and disease-preventive perspective. Therefore, research should 
acknowledge this perspective. Finally, the present thesis specifically concentrated 
on tobacco use, alcohol consumption, eating habits, and physical activity, but did 
not include the important aspects of mental health in lifestyles, even though some 
aspects of it were discussed in the present thesis. This paves the way for further 
research in this area.   
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