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ABSTRACT 
Title: Patients’ views of lifestyle changes 
Introduction: An unhealthy lifestyle includes e.g. tobacco use, physical inactivity, 
unhealthy diet, and a harmful use of alcohol. These are preventable risk factors which 
contribute to most non-communicable diseases (NCDs). In 2015, 32 million people 
died in NCDs. With all the facts, knowledge awareness of an unhealthy lifestyle, some 
people still live an unhealthy lifestyle and are recommended by health personnel to 
live a healthier life. 
Aim: The aim of this study was to describe patients views of striving to make 
recommended lifestyle changes. 
Method: A literature study was conducted. Database search was performed in 
Cinahl, Psycinfo and a manual search in Pubmed. The results of eight qualitative 
studies were reviewed, analyzed and compiled. 
Result: The results were compiled into four categories; reasons to make lifestyle 
change; good, supportive interventions can make lifestyle change easier; 
shortcomings of the interventions; the part played by the nearest and dearest towards 
lifestyle change. All main categories each have two or three subcategories.  
Conclusion: Patients experiences of different interventions can be positive towards 
making lifestyle changes. Health personnel plays an important role to investigate 
patients’ needs and expectations of support in order to change their lifestyles, which 
is complex and requires time. 
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ABSTRAKT 
Titel: Patienters upplevelser av livsstilsförändringar 
Bakgrund: En ohälsosam livsstils inkluderar t.ex. tobaksanvändning, fysisk 
inaktivitet, ohälsosamma matvanor, och skadligt intag av alkohol. Dessa är 
preventiva riskfaktorer som bidrar till de flesta icke-smittsamma sjukdomarna. År 
2015 dog 32 miljoner människor i icke-smittsamma sjukdomar. Med all fakta, 
kunskap och medvetenhet om ohälsosamma livsstilar lever fortfarande vissa 
människor en ohälsosam livsstil och är rekommenderade av hälsopersonal att leva 
hälsosammare. 
Syfte: Syftet med den här studien var att beskriva patienters strävan att genomföra 
rekommenderade livsstilsförändringar. 
Metod: En litteraturstudie är genomförd. Databassökning genomfördes i Cinahl, 
Psycinfo, samt en manuell sökning i Pubmed. Resultaten från åtta kvalitativa studier 
granskades, analyserades och sammanställdes. 
Resultat: Resultaten sammanställdes i fyra kategorier; anledningar att genomföra 
livsstilsförändringar; bra och stödjande insatser kan göra livsstilsförändringar 
lättare; tillkortakommanden i interventioner; nära och käras roll att motivera till 
livsstilsförändringar. Varje kategori har två eller tre underkategorier. 
Konklusion: Patienters erfarenheter av olika interventioner kan positivt påverka 
livsstilsförändringar. Hälso- och sjukvårdpersonal spelar en viktig roll att undersöka 
patienters behov och förväntningar av stöd för att kunna ändra deras livsstil, något 
som är komplext och är tidskrävande. 
 
 
 
Nyckelord: Livsstilsförändringar, intervention, upplevelser, litteratur studie 
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INTRODUCTION 
Homo sapiens is a creature of habits, we have them, so we do not have to think about 
everything we do every day. Somewhere along the line many of us have developed 
unhealthy lifestyles. Unhealthy habits can be difficult to change, and it can be even 
more difficult to realize that change is necessary. Our lifestyles are influenced by our 
culture, where we live and by our family's lifestyle while growing up. Our lifestyle also 
has a significant influence on our physical and mental health (Farhud, 2015). An 
unhealthy lifestyle includes e.g. tobacco use, physical inactivity, unhealthy diet, and a 
harmful use of alcohol. The examples mentioned above are preventable risk factors 
which contribute to most non-communicable diseases (NCD) and can lead to four key 
metabolic/physiological changes, such as raised blood pressure, overweight/obesity, 
raised blood glucose and raised cholesterol (WHO 2018b). They also increase the risk 
for developing cancer (Spring, King, Pagoto, Van Horn, Fischer. 2015). 
  
56.4 million global deaths were reported by WHO (2018a) in 2015, 70% caused by 
NCDs, and the leading causes of NCD deaths that year were cardiovascular diseases 
(17.7 million deaths), cancers (8.8 million deaths) and respiratory diseases (3.9 
million deaths), and diabetes caused another 1.6 million deaths. WHO (2018a) also 
reported that in 2015, over three quarters of NCD deaths, 20.7 million, occurred in 
low- and middle-income countries, with about 48% of deaths occurring before the 
age of 70 in these countries. 
  
The public health agency of Sweden (2016) are a national focal point for Who’s work 
with NCDs, and they work to promote health prevent diseases by monitoring the 
health status of the population and analyzing underlying factors. One definition for 
intervention (2018) within medicine is: “a scientific generic which includes 
preventive or treating actions” (National encyclopedias, 2018). Primary prevention 
focus on interventions to stop an upbringing of diseases, damages and physical, 
mental or social problems, while secondary prevention focus on interventions in an 
early stage for a negative development of physical, mental, or social problems, and to 
prevent relapse of diseases (The national board of Health and Welfare, 2009). Both 
types of preventions can be conducted by individuals and by specific groups.  
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About every fifth person in Sweden, over fifteen years old, smoked in 2015, this is just 
below the how many people in the world that smoke (WHO 2018c). People who 
smoked >20 cigarettes per day the last month were less likely to consume fruit, milk, 
and to exercise regularly more than three times per week than people who smoked 
less, had quit or had never smoked (Masood, Cappelli, Li, Tanenbaum, Chou, Spruijt-
Metz, Palmer, Johnson, Xie 2015). This study also showed that smokers drank more 
than non-smokers and that people that smoked >20 cigarettes per day had a 
likelihood of having 5 drinks in a row more often than ex-smokers or non-smokers. 
Participants who quit smoking at 25 to 34 of age gained 10 years of life, while adults 
35-44 gained 9 years, and 45-54 gained 6 years of life compared to participants who 
continued to smoke (Jha, Ramasundarahettige, Landsman, Rostrom, Thun, 
Anderson, McAfee, Peto, 2013). After 60 years of age smoking cessation is still 
beneficial to avoid a premature death (Gellert, Schöttker, Brenner, 2012). 
 
According to the public health agency of Sweden (2016) 13 respective 20 percent of 
women and men have a hazardous consumption of alcohol, meaning 5 glasses for 
women and 6 for men per occasion.   
 
According to the public health agency of Sweden (2016b) the proportion of adults 
aged 16-84 years who are physically active has been unchanged at approximately 65 
percent over the last decade, and sedentary leisure time has also been relatively 
unchanged during the same period. Their definition of sedentary leisure time is when 
you are involved in sedentary activities during leisure time, i.e. walk, cycle or engage 
in other physical activity for less than two hours a week, which means that both 
physical activity and not engaging in sedentary activities should be recommended. !
  
According to the public health agency of Sweden (2016b) the recommendations for 
physical activity includes 150/75 minutes of moderate/vigorous intensity per week, or 
equivalent, which is a goal that around 35 percent of both women and men do not 
reach. They also revealed that 17 respective 23 percent of women and men sit still for 
at least ten hours every day. Any engagement in physical activity, no matter if you are 
in your middle-age or you are an older adult, moderate inactive level, and not 
necessarily of vigorous level is associated with a substantially lower risk for 
cardiovascular disease compared to no physical activity at all (Lachman, Boekholdt, 
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Luben, Sharp, Brage, Khaw, Peters, Wareham, 2018). 
 
The Public health agency of Sweden (2016a) reports that between 2013-2016 every 
10th woman respective every 25th man eats fruits and vegetables five times a day. 
This is seen as a reliable measurement for good eating habits and if you do not reach 
this limit it can indicate that you have poor eating habits. 
    
A study by Kardakis, Weinehall, Jerdén, Nyström, Johansson (2013) revealed that 
general practitioners work to a greater extent with promotion of healthy lifestyle 
habits compared to other health personnel as registered nurses, public health nurses 
and physicians. This promotion of healthy lifestyle habits concerns tobacco use, 
hazardous use of alcohol, unhealthy eating habits and habits concerning insufficient 
physical inactivity. Kardakis et al. (2013) study also shows that 83% of the public 
health nurses would like to work with healthy lifestyle promotion and 46% of 
registered nurses consider that the promotion of healthy lifestyle habits among their 
patients is not a substantial part of their duties. Nearly 95% of the nurses in (DeCola, 
Benton, Peterson, Matebeni 2012) study have a personal interest to use their nursing 
knowledge to support and increase awareness of NCD risk factors and preventive 
lifestyle changes. 84 % of the public health nurses thinks there is a need for National 
clinical practice guidelines for lifestyle interventions at their primary health care 
centre (Kardakis et al. 2013). New habits are not easy to form, depending on 
behavior, the person and the circumstances. Lally, Van Jaarsveld, Potts and Wardle 
(2010) study revealed a wide range of 18 days to 254 days, and an average of 66 days 
to get a new behavior to become automatic, which means it is not done in a blink of 
an eye.  
 
Health personnel have four fundamental responsibilities; to promote health, to 
prevent illness, to restore health and to alleviate suffering (International council of 
Nurses, 2012). Along with respect for; human rights, cultural rights, the right to life 
and choice, dignity and to be treated with respect. This needs to be minded to 
unrestricted by considerations of age, color, creed, culture, disability or illness, 
gender, sexual orientation, nationality, politics, race or social status. 
 
With all the facts, knowledge and awareness of an unhealthy lifestyle, people are still 
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dying in NCDs, which can be prevented by living a healthier lifestyle. This literature 
study will focus on interventions that are made to help patients live a healthier 
lifestyle. Knowledge about patients views about these interventions and patients 
struggle to live a healthier life can gain insights how health personnel can increase 
their support and help for patients to change unhealthy lifestyle. 

Aim 

The aim of this study was to describe patients views of striving to make 
recommended lifestyle changes. 
 
METHOD 
Because the aim of this study was to describe patients’ experiences, a qualitative 
literature study was considered to be the most appropriate method for data collection 
(Olsson, Sörensen, 2011, 106). A total number of eight articles met our criteria and 
have been reviewed, analyzed and compiled. In our definition of health personnel, we 
include; registered nurse, nurse, doctors and promotoras.  
 
Search  
The search methods for the found articles are presented (Attachment 1). To find 
articles for this study the databases, Cinahl, Psycinfo and Pubmed have been used. 
On the database Cinahl we search for (Lifestyle changes) AND (experiences OR 
perceptions OR attitudes OR views OR feelings), on the database Psycinfo the search 
words were (patient[Title/Abstract]) AND (view OR perspective OR experience OR 
emotions) AND life style change. There was also a manual search on Pubmed made 
with one of our articles title (patients’ experience of a nurse-led lifestyle clinic at a 
Swedish health centre) and using the function ‘similar articles’ where we did the same 
selection as we did in the previous searches and in that way one article was found. 
Willman, Stoltz, Bahtsevani (2011, 79) writes that compliments to database searches 
should be conducted as a manual search in journals and in references in articles.  
 
Selection 
The inclusion criteria for this study were that the studies had to be of qualitative 
method, that articles were peer-reviewed and that they were conducted from the 
patients point of view and, lastly, that the patients had been recommended to change 
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their lifestyle and/or had had lifestyle counselling. Furthermore, only studies that 
mainly consisted of adults (91,7%) and where the interviews were conducted after the 
interventions had occurred were included. The exclusion criteria for this study were 
studies with quantitative method, pregnant women, people with the diagnosis 
dementia and studies where only children or adolescence were interviewed. The 
selection process consisted of several steps. In the first selection step, “title”, the title 
was read and the ones that reflected our aim of the study went forward. In the second 
selection step, “abstract”, the abstract was read by both authors and the ones that 
reflected our aim made it to the next level. The articles that were duplicates were 
removed during this step. In the third selection step, “articles”, the full article was 
read by both authors and were discussed so all the criteria were met. In this step, the 
articles were also quality assessed by both authors using SBU’s (Swedish agency for 
health technology assessment and assessment of social services) ‘model of qualitative 
researchers’, to assure that they were of strong scientific quality (Olsson and 
Sörensen 2011, 279). According to Wallengren and Henricsson, (2012), the credibility 
of the study is strengthened if both authors reviewed the articles together at first 
(490). This model had a total of 21 questions the points from these questions were 
counted as following; the answer ‘yes’= 1 point, answer ‘no’, ‘unclear’ and ‘not 
reported’= 0 points, the total was added up and converted into percentage. There 
were three grades; ‘High’ were > 80 percentage, ‘middle high’ was between 70-79 
percentage and ‘low’ were <69 percentage (Olsson and Sörensen 2011, 279). Rosén 
(2012) writes that usually articles rated as ‘high’ or ‘middle high’ are included in a 
study (439). Only articles that were of grade ‘high’ or ‘middle high’ were included in 
this analysis. The chosen articles and the SBU ‘model of qualitative researchers’ are 
shown in (Attachment 2). 
 
Analysis 
Friberg’s (2017a) model for analysis has been used as an inspiration to analyze the 
articles (131- 137). A describing analysis, were minimum of interpretations is made, 
were chosen because it is suitable for a candidate study with this aim and that the 
view of the patients is remaining. The articles were read by both authors several times 
to understand the overall impression, with focus on the results. Then both authors 
discussed the results and parts of it to understand the content. This was later 
followed by that both authors divided the whole results into smaller parts and sorting 
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them into similarities and differences and divided them into preliminary categories 
and subcategories with preliminary names. Each category was assigned a different 
color and the articles results text were colored into appropriate color. Because the 
authors were not satisfied with the results the articles were reread and discussed 
which resulted in that parts were moved to fit in better. This also resulted in that new 
and similar categories and subcategories were discussed and made, and that some 
were broadened to fit all the articles results. Lastly the preliminary categories and 
subcategories were discussed and named, and presented in our result.  
 
Research ethics  
Since this study is a literature study our responsibility were to control that all the 
articles were ethically inspected by an ethics committee see (Attachment 2). Helsinki 
declaration is developed from World Medical Association (WMA) as a statement of 
ethical principles for medical research involving human subjects, including research 
on identifiable human material and data (WMA Declaration of Helsinki, 2013).  This 
means that all participants shall be informed that participating in the study is 
voluntarily, and that they can quit at any time with no reported reason. We also have 
an ethical responsibility to make sure our opinions would not reflect our result, and 
to give an account of an honest result.  
 
RESULTS 
This analysis resulted in four categories and ten subcategories (table 1), which are 
presented below. In the eight analyzed articles there are a total of 262 participants, in 
two of them no man participates, and in the other six studies only 22% were men. 



 

 7 

 
In all the studies, there have been some sort of interventions for the patients, e.g. 
group interventions, MI-discussions with a registered nurse or a set up with a mentor 
(table 2). 
 

 

Table 1: Overview of Categories 
Categories Subcategories 
 
Reasons to make lifestyle change 

Personal insight to be able to make lifestyle 
change  
Being struck by disease can be motivating  

 
Good, supportive interventions can make 
lifestyle change easier 

The importance of a good encounter with the 
health personnel 
Sharing experiences with the intervention group 
members are easing lifestyle change 
To have access to encouraging tools 

 
Shortcomings of the interventions 

A bad encounter from health personnel can 
decrease motivation 
Obstacles and struggle  
Areas of improvement 

The part played by the nearest and 
dearest towards lifestyle change 

Facilitating lifestyle change 
Aggravating lifestyle change 

!

Table 2: Overview of intervention design 
Authors Design of intervention Tools provided by intervention 
1, Nymberg 
and 
Drevenhorn  

MI-discussions about what they wanted to 
change, answers from questionnaires and 
measurements taken.  

Height, weight, BMI, blood 
pressure, blood glucose, waist, 
smokers also did the breath test 
COPD-6 (FEV %).  

2, Albarran, 
Heilemann 
and Koniak- 
Griffin 

8 Group classes about diet and physical 
activity. Followed by 4 home visits, 4 phone 
calls over 4 months from a health 
personnel, and follow-up visits.  

Weight, blood pressure, Blood 
test; lipids and cholesterol and 
glucose, pedometer. 

3, Brubeck, 
Odencrants, 
Bergh and 
Hildingh 

MI-discussions, consists of 5 specific 
techniques; open-ended questions, 
reflective listening, affirmations, 
summarizing and eliciting.!

None reported 

4, Junehag, 
Asplund, 
Svedlund 

All participants were encouraged to adopt a 
healthy lifestyle after their AMI*. 11/20 
participants were paired with a mentor**. 

None reported 

5, Ahlin and 
Bilhull 

All participants were recommended lifestyle 
changes; physical activity, healthy diet and 
weight reduction if they were overweight.!

Weight and blood glucose.  

6, Ljung, 
Olsson, 
Rask and 
Lindahl 

MI-discussions/ group sessions over 1 year, 
and lectures about practical training in 
cooking, exercise, stress management, 2 
reunions.!

Weight, measurements, blood 
samples, pedometer, plannings 
forms. 

7, Walseth, 
Abildsnes 
and Schei 

>1 Lifestyle counselling discussion.! None reported 

8, Jallinoja, 
Pajari, 
Absetz 

6 group-based counselling over 6 months 
about dietary and physical activities. Each 
participant receives personal instructions 
from a dietitian.!

Personal goal-setting with step-by-
step plans, self-monitoring tools 
of; eating habits and physical 
activity.  

*AMI- acute myocardial infarction. 
**Mentor- A person that were contacted to participate in the intervention to contact the patient 
that had an AMI like themself a year prior.  
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Reasons to make lifestyle change 

Personal insight to be able to make lifestyle change 

Studies show that reasons to make lifestyle change is connected to gain in personal 
insight (Nymberg and Drevenhorn 2016; Albarran, Heilemann and Koniak-Griffin 
2014; Brubeck, Odencrants, Bergh and Hildingh 2014; Junehag, Asplund, Svedlund 
2013; Ljung, Olsson, Rask and Lindahl 2012; Jallinoja, Pajari, Absetz, 2008) e.g. the 
need to consider their own well-being (Nymberg and Drevenhorn 2016; Brubeck 
et.al. 2014; Jalliinoja et.al. 2008), own responsibility (Brubeck et.al. 2014; Ljung 
et.al. 2012; Jalliinoja et.al. 2008), finding support (Brubeck et.al. 2014; Ljung et.al. 
2012) and that they themselves had the power to control their actions and health 
(Junehag et.al. 2013; Ljung et.al. 2012; Jalliinoja et.al. 2008). Studies show that 
patients think that to succeed in making lifestyle change personal insight about e.g. 
own motivation (Brubeck et.al. 2014) and self-determination (Junehag et.al. 2013) 
and when the patient had that in themselves there was no need for external input 
(Jalliinoja et.al. 2008). When patients realized how they had been living earlier and 
what they needed to change in their lifestyle e.g. being more physically active and its 
importance for their health, this gave them reasons to begin a change (Nymberg and 
Drevenhorn 2016; Junehag et.al. 2013).  

Being struck by disease can be motivating  

One study shows that being struck by disease can be motivating for patients to make 
lifestyle changes (Junehag et.al. 2013). Show that being afflicted by disease can 
become e.g. an eye-opener, give insight about what truly counts and that they got a 
second chance at life which motivates them to fight for their future. This study also 
displayed that to create a new life the patient had to accept the fact that they had a 
disease. Show that the road back to normal after their diagnosis was not a straight 
way. Patients gained insight that it was not worth walking around being anxious 
about what may or may not happen in the future, but change was needed to be able to 
have a brighter future.  
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Good, supportive interventions can make lifestyle change easier  

The importance of a good encounter with the health personnel 

Studies show that the health personnel attitudes and personalities of the health 
personnel were of great importance for patients to be able to make lifestyle changes 
(Albarran et.al. 2014; Brubeck et.al. 2014; Ljung et.al. 2012; Walseth, Abildsnes and 
Schei 2011). Desirable qualities for health personnel were e.g. patience, 
determination (Albarran et.al. 2014), friendliness (Albarran et.al. 2014; Walseth et.al. 
2011), caring (Albarran et.al. 2014; Brubeck et.al. 2014; Walseth et.al. 2011), 
humorous (Albarran et.al. 2014; Walseth et.al. 2011), this could e.g. increase a 
patient's self-worth (Albarran et.al. 2014). Studies show that a good encounter 
occurred when the health personnel were sensitive (Albarran et.al. 2014; Brubeck 
et.al. 2014), perceptive (Brubeck et.al. 2014), showed interest (Brubeck et.al. 2014; 
Ljung et.al. 2012; Walseth et.al. 2011), and when they spoke in a direct and open 
manner (Nymberg and Drevenhorn 2016; Albarran et.al. 2014). Studies show that a 
good encounter by health personnel can e.g. be positive (Albarran et.al. 2014; 
Brubeck et.al. 2014; Ljung et.al. 2012; Walseth et.al. 2011) and motivate (Albarran 
et.al. 2014; Walseth et.al. 2011; Brubeck et.al. 2014; Ljung et.al. 2012) towards 
making lifestyle change, and resulting in feelings of e.g. well-being, less ashamed, not 
alone and satisfied (Brubeck et.al. 2014). It was easier to make lifestyle changes for 
the patients when they felt trust (Nymberg and Drevenhorn 2016; Albarran et.al. 
2014; Brubeck et.al. 2014), a connection (Walseth et.al. 2011) or interaction (Brubeck 
et.al. 2014) and when they could identify with their health personnel (Nymberg and 
Drevenhorn 2016; Albarran et.al. 2014). However, some felt that the competence of 
the personnel was more important than being on an equal level (Nymberg and 
Drevenhorn 2016). Studies show that it was positive when the patients felt confirmed 
(Brubeck et.al. 2014) listened to, understood and respected (Brubeck et.al. 2014; 
Walseth et.al. 2011), e.g. when they failed (Walseth et.al. 2011; Brubeck et.al. 2014) or 
discussed difficult topics (Walseth et.al. 2011). Studies show that patients felt 
encouraged (Albarran et.al. 2014; Brubeck et.al. 2014; Walseth et.al. 2011) and 
supported (Albarran et.al. 2014; Brubeck et.al. 2014; Walseth et.al. 2011) by a good 
encounter, some even experienced emotional support (Albarran et.al. 2014). Person 
centered care were of great importance to patient’s ability make lifestyle change 
(Albarran et.al. 2014; Brubeck et.al. 2014; Ljung et.al. 2012), they wanted their health 
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personnel to e.g. know them (Walseth et.al. 2011), give personal advice (Brubeck 
et.al. 2014; Walseth et.al. 2011), give personal recognition (Albarran et.al. 2014; 
Walseth et.al. 2011) and encourage patients own initiative (Brubeck et.al. 2014). 
Jalliinoja et.al. (2008) describe that it was because the intervention was controlled, 
and nothing was forbidden, the patients felt a self-responsibility and self-control, so 
they could make lifestyle change.  

Sharing experiences with the intervention group members are easing lifestyle 
change  

All three studies that have group sessions in the interventions design show that it can 
be beneficial (Albarran et.al. 2014; Ljung et.al. 2012; Jalliinoja et.al. 2008) e.g. by 
enriched the experience (Albarran et.al. 2014; Ljung et.al. 2012), it gave support and 
motivation along with shared experience and knowledge (Albarran et.al. 2014; Ljung 
et.al. 2012; Jalliinoja et.al. 2008). Studies show that negative feelings arise when the 
group finished their meetings (Albarran et.al. 2014), others felt they lost the 
motivation that group had given (Jalliinoja et.al. 2008). Interventions gave more 
than expected, some patients wanted to meet their group outside of treatment (Ljung 
et.al. 2012), others wanted to work voluntarily in the future with the type of 
intervention they had been in themselves (Albarran et.al. 2014).  

To have access to encouraging tools 

Studies show that having access to tools in the intervention is helpful and have 
positive effect towards making lifestyle changes (Nymberg and Drevenhorn 2016; 
Albarran et.al. 2014; Ljung et.al. 2012; Jalliinoja et.al. 2008). Studies show that 
taking simple measurements e.g. weight, blood pressure, cholesterol make patients 
more motivated (Nymberg and Drevenhorn 2016; Albarran et.al. 2014; Ljung et.al. 
2012) and contributed to implement and retain lifestyle change (Albarran et.al. 2014) 
and feelings of being in control (Ljung et.al. 2012). When rapidly improved results 
due to increased exercise and dietary change appeared, there was no longer an excuse 
that the patient did not know how to do it (Ljung et.al. 2012).  Ljung et.al. (2012) 
show that it was appreciated when the tools were e.g. both practical and theoretical, 
gave concrete advice and were repeated over the time of the interventions (Albarran 
et.al. 2014; Jalliinoja et.al. 2008). Both studies show that it was positive with more 
detailed tools for eating habits, planning forms and own lifestyle-related goal 
exercises (Ljung et.al. 2012; Jalliinoja et.al. 2008). Studies show that different tools 
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help patients e.g. realize their need for lifestyle changes (Albarran et.al. 2014), they 
become more familiar with their own bodies (Albarran et.al. 2014; Jalliinoja et.al. 
2008) and developed an ability to transform theoretical knowledge into actions 
(Albarran et.al. 2014; Ljung et.al. 2012). Both studies with a pedometer as a tool 
showed that it was motivating (Albarran et.al. 2014; Ljung et.al. 2012), gave more 
energy and helped patients out of depression (Albarran et.al. 2014). Nymberg and 
Drevenhorn (2016) showed that patients wanted to get the most out of the 
counselling by completing questionnaires connected to the counselling before the 
visit, while others wanted to fill out the questionnaires during the visit, so the 
answers would be more spontaneous without thoughts about possible ulterior 
motives behind the various questions. 
 
Shortcomings of the interventions  

A bad encounter from health personnel can decrease motivation 

Studies show that patients motivation could be reduced if the health personnel had 
e.g. to high demands (Brubeck et.al. 2014), gave the wrong kind, or to little support 
(Nymberg and Drevenhorn 2016; Albarran et.al. 2014; Brubeck et.al. 2014), and did 
not encourage interactions (Albarran et.al. 2014). Studies show that it was negative 
when the health personnel e.g. talked without spirit and excitement (Albarran et.al. 
2014), were not updated about patients’ past medical history (Nymberg and 
Drevenhorn 2016), or were inexperienced (Albarran et.al. 2014). Brubeck et.al. 
(2014) show that moral preaching and self-blame about their lifestyle could make 
patients quit counselling if they received it. The patients thought lifestyle change to 
be hard and that they needed for e.g. care (Ljung et.al. 2012; Walseth et.al. 2011), 
understanding (Ljung et.al. 2012; Walseth et.al. 2011), encouragement (Ljung et.al. 
2012) and that their health personnel took responsibility and monitored their health 
status over time (Nymberg and Drevenhorn 2016). It was experienced as bad when 
health personnel e.g. were unprofessional and had the wrong focus which could lead 
to patients feeling disappointment, that they were not taken seriously (Nymberg and 
Drevenhorn 2016). Studies shows a feeling of unfulfilled expectations from health 
personnel (Nymberg and Drevenhorn 2016; Albarran et.al. 2014; Brubeck et.al. 2014; 
Ljung et.al. 2012; Walseth et.al. 2011), and an additional feeling of unfulfilled 
expectations on themselves after their intervention (Jalliinoja et.al. 2008). The 
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patients in Nymberg and Drevenhorn (2016) study experienced that the health 
personnel had mainly their focus on the patient’s physical abilities (Nymberg and 
Drevenhorn 2016) and they felt disappointment when they were not able to discuss 
other dimensions (Nymberg and Drevenhorn 2016; Walseth et.al. 2011). Studies 
show that this would help patients to dig deeper into foundations of everyday life and 
to gain an overview of their situation and ownership of the tasks to strive for lifestyle 
changes (Nymberg and Drevenhorn 2016; Albarran et.al. 2014; Brubeck et.al. 2014; 
Ljung et.al. 2012; Walseth et.al. 2011; Jalliinoja et.al. 2008). 

Obstacles and struggle 

Studies show that both personal struggle, like physical capacity and negative feelings 
(Junehag et.al. 2013; Ahlin and Bilhull 2012; Ljung et.al. 2012; Jalliinoja et.al. 2008), 
and seeing things as obstacles could make it harder to implement lifestyle change 
(Junehag et.al. 2013; Ahlin and Bilhull 2012; Ljung et.al. 2012; Jalliinoja et.al. 2008). 
The two studies where patients had been struck by disease show that patients 
struggled with their disease (Junehag et.al. 2013; Ahlin and Bilhull 2012) and body 
for not being able to make lifestyle changes e.g., decreased physical capacity, 
breathlessness and fatigue (Junehag et.al. 2013). Similar to this, patients experienced 
negative feelings e.g. stress, worries (Junehag et.al. 2013), fear of failure (Ljung et.al. 
2012) and of being afflicted by another AMI (Junehag et.al. 2013). Studies show that 
stress (Junehag et.al. 2013) and anxiousness were felt by patients when others put 
pressure on them to make lifestyle change. Along with personal obstacles things 
could be seen as obstacles too e.g. see knowledge as a burden (Ahlin and Bilhull 2012; 
Ljung et.al. 2012), difficult to maintain lifestyle change (Junehag et.al. 2013; Ahlin 
and Bilhull 2012; Jalliinoja et.al. 2008) and even that it would not make a difference 
(Ahlin and Bilhull 2012). 

Areas of improvement  

Studies show that patients emphasized the need for e.g. more, repeated and more 
consultations (Walseth et.al. 2011; Jalliinoja et.al. 2008), tools (Albarran et.al. 2014; 
Ljung et.al. 2012), support (Albarran et.al. 2014; Ljung et.al. 2012; Jalliinoja et.al. 
2008) and more information (Nymberg and Drevenhorn 2016; Albarran et.al. 2014; 
Ljung et.al. 2012; Walseth et.al. 2011; Jalliinoja et.al. 2008). Feelings of relief and 
guilt were reported in (Jalliinoja et.al. 2008) when they disrupted the intervention, 
i.e. the awareness that they should strive for a healthy lifestyle underlies the initial 
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relief. Patients in (Jalliinoja et.al. 2008) study had negative experiences of pursuing a 
healthy lifestyle and even accounts of relief when the weight management efforts 
were disrupted. One patient in (Ljung et.al. 2012) study had an overall negative 
impression of the intervention and experienced it radically different from the others 
and thought it was ineffective, a waste of both time and taxpayers’ money, and that 
obesity had a deeper psychological cause and thereby should be treated with deep, 
individual therapy or with a gastric bypass. The patient's desired follow-ups 
(Nymberg and Drevenhorn 2016; Albarran et.al. 2014; Walseth et.al. 2011; Jalliinoja 
et.al. 2008), e.g. as either phone calls or visits (Nymberg and Drevenhorn 2016; 
Albarran et.al. 2014), and more time (Nymberg and Drevenhorn 2016; Albarran et.al. 
2014) so it could be more personalized (Walseth et.al. 2011).  
 
Study show that being in group sessions could create negative group pressure by 
patients comparing and it was experienced as limiting to the discussion, if other 
group members joined the groups reunion (Ljung et.al. 2012). Patients expressed a 
need for e.g. exercise dance class or similar, to increase the motivation (Albarran 
et.al. 2014) and additional individual treatment because the group treatment was 
experienced to be to general (Ljung et.al. 2012). Ljung et.al. (2012) show that the 
patient experienced the variation of other patients age, gender within the treatment 
group as negative and expressed a wish for a more homogenous treatment group. 
Patients thought that an overall extended treatment including both individual and 
groups sessions would facilitate lifestyle change (Ljung et.al. 2012). The most 
frequently missed blood test was cholesterol (Nymberg and Drevenhorn 2016; 
Walseth et.al. 2011). The reason was that this test was strongly associated with 
lifestyle and could be influenced by changes in one’s lifestyle. They also had 
knowledge about how high cholesterol affects the incidence of cardiovascular 
diseases, which created anxiety when they did not know what value they had 
themselves (Nymberg and Drevenhorn 2016). In Walseth et.al. (2011) study the 
patients wanted to make their problem concrete and highlight its seriousness by 
receiving numerical information on e.g. glucose and blood pressure. In (Jalliinoja 
et.al. 2008) study some patients expected someone else to use the tools from the 
interventions to exert external control on him or her.  
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The part played by the nearest and dearest towards lifestyle change 

Facilitating lifestyle change  

Studies show that the patients nearest and dearest had for the most part been 
supportive (Junehag et.al. 2013), e.g. by buying food items with low sugar (Junehag 
et.al. 2013) and by encouraging the patients to be more physically active (Brubeck 
et.al. 2014; Jalliinoja et.al. 2008) and to use the pedometer (Albarran et.al. 2014).  

Aggravating lifestyle change 

Studies show that patients did not feel supported to the extent they needed by their 
nearest and dearest (Brubeck et.al. 2014; Ahlin and Bilhull 2012; Ljung et.al. 2012) 
e.g. because they did not understand them, did not serve any suitable foods on 
holidays (Ahlin and Bilhull 2012), or had unrealistically high expectations and 
became disappointed if they failed (Brubeck et.al. 2014). Ljung et.al. (2012) describe 
that patients felt ashamed of their behavior, and of needing treatment to lose weight, 
in front of close family and they rather talked to an outsider. The patients struggled 
with that their nearest and dearest needs came first, and themselves came second, 
this gave them thoughts of despair and no time for themselves (Ahlin and Bilhull 
2012). The help from nearest and dearest were less motivating than receiving it from 
health personnel (Brubeck et.al. 2014; Walseth et.al. 2011). One study showed that 
the patient expressed being hurt when her friends changed or did not interact with 
her because they were afraid to talk about her experience of having an acute 
myocardial infarction (Junehag et.al. 2013). 
 
DISCUSSION 
The aim of this study was to describe patients’ views of striving to make 
recommended lifestyle changes. This literature study was made from eight qualitative 
studies that have been reviewed, analyzed and compiled. The main result for this 
literature study are showed in four categories; reasons to make lifestyle change; good, 
supportive interventions can make lifestyle change easier; shortcomings of the 
interventions; the part played by nearest and dearest towards lifestyle change. We are 
going to discuss the results in relation to a relevant theory about nursing, the theory 
of Orem, and other empirical studies made.  
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Result discussion 
Dorothea Orem's Self-care deficit nursing theory is used and applied to this 
discussion. Her theory is a general theory about nursing, which is composed of three 
interrelated theories; the theory of self-care, the self-care deficit theory, and the 
theory of nursing systems, with the focus that humans have their own will and an 
ability to self-care for themselves and others (Gustin and Lindwall, 2012, 166). When 
this self-care capacity is reduced and the demands on self-care are too high, and 
therefore cannot be helped by themselves or others, there is a need for professional 
care to compensate and support him or her to regain their self-care ability (Gustin 
and Lindwall, 2012, 168). 

Reasons to make lifestyle change 

This literature study shows patients have different reasons to make a lifestyle change, 
e.g. they were longing for well-being or struck by a disease. Similar motivating factors 
were seen in Thomas, Hyde, Karunaratne, Kausman, Komesaroff (2008) study, e.g. 
longing for health and well-being, and a fear of premature death. By realizing that 
they had unhealthy habits and needed a change the patients in this study came a step 
closer to a lifestyle change. Increased self-awareness generates a positive attitude 
towards lifestyle change (Ben-Arye, Lear, Hermoni, Margalit, 2007). As Orem writes, 
it is not enough to have a common knowledge about healthy eating habits, you must 
not only be aware of your unhealthy habits, but also know what to eat, how much, 
and how it should be cooked (Gustin and Lindwall, 2012, 169-170). Orem also writes 
that it requires motivation and skills to prepare and cook this healthier choice and 
physically can eat it. Our study show that patients gained insight about their self-
responsibility for a lifestyle change and that they could influence their lifestyle to a 
healthier one. This study also showed that motivation and a desire to strive for a 
healthier lifestyle was necessary to succeed. Patients who looked at the disease as an 
eye-opener and were positive towards life, they wanted to spend their time on the 
things that mattered most to them. It also shows that patients experienced that they 
needed to accept the disease they had suffer from and to adjust their lifestyle after it. 
This is in line with Orem's theory regarding the fact that the human is a 
knowledgeable person who can rethink the situation, can make good judgments to be 
able to reach goals and control self-development to what are good for us (Gustin and 
Lindwall, 2012, 163). 
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Good, supportive interventions can make lifestyle change easier 

Patients in our literature study pointed out the positive effects from a successive 
interaction with health personnel. It was easier to make a change when the health 
personnel included patients in the plan for lifestyle changes by letting them get a 
chance to customize the interventions and make decisions of what kind of changes to 
focus on and receive individual advice from their health personnel. Discussions like 
this did not just make a lifestyle change easier, it made them also feel self-
determined, encouraged, supported and made them think new thoughts about the 
change. Interventions that modify attitudes, norms, and self-efficacy promotes 
lifestyle change effectively (Sheeran, Maki, Montanaro, Avishai-Yitshak, Bryan, Klein, 
Miles, Rothman, 2016). Health personnel who had their own experiences of lifestyle 
changes had an advantage when trying to build a relationship with their patients. 
Their relationships were built on trust, confidence, acceptance, respect and facilitated 
patients’ lifestyle change. In overall, attitudes that patients received from health 
personnel that were decisive for them to change was described as e.g. motivating, 
caring, trustworthy, friendly, and also that health personnel took their time to listen 
and had an open manner. The most important driver in long-term lifestyle change 
was a strong relationship with a health personnel (Brandt, Clemensen, Nielsen, 
Søndergaard, 2018). One reflection to this is that more focus should be on finding a 
good patient-health personnel relationship and if it does not work for the patient they 
should be offered to change health personnel to be able to make lifestyle changes that 
last. 
 
This literature study shows that tools as measurements, blood pressure, blood tests 
and pedometer could help patients realize that they needed to change and therefore 
help motivate them. These tools were also perceived as a simple way to measure 
improvement and it contributed to the feeling of being in control. Visual tools like e.g. 
meal plans, weight charts, portions sized diagrams and scare tactics were positive and 
motivating towards lifestyle change. In line with this, by using a tool like a weight 
chart and keeping track of calories helps patients stay motivated towards a healthier 
life (Teixeira, Silva, Mata, Palmeira, Markland, 2012). Studies show that the 
pedometer could not just motivate patients to walk more, it could also help them out 
of depression. This is earlier shown in Blumenthal, Babyak, Doraiswamy, Watkins, 
Hoffman, Barbour, Herman, Craighead, Brosse, Waugh, Hinderliter and Sherwood, 
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(2007) study where 41% of the participants no longer met the criteria for major 
depressive disorder after four months of regular physical activity. One reflection is 
that this tool should be used more frequent since it is an easy way for patients to see 
their improvement daily.  

Shortcomings of the interventions 

Our literature study show that patients experienced a bad encounter from their 
health personnel when they e.g. gave the wrong kind of support, to little 
encouragement and showed no excitement. In addition to this, patients experienced 
that there was too little focus on their personal history, life and abilities. This is in 
line with a study that argues that the visit to the health personnel gave more positive 
health outcomes if the communication were patient-centered (Stewart, Brown, 
Donner, Mcwhinney, Oates, Weston and Jordan. 2000).  
 
This literature study show that patients struggled with negative feelings and 
experienced decreased physical capacity after disease and personal barriers that were 
obstacles towards making lifestyle change. When being struck by a disease, stress, 
worries and fear of it happening again can become a reason to not make lifestyle 
change. Study show that after having an AMI, patients can be in chock and because 
the treatment nowadays are a simple procedure and you can go home the same day 
and feel better than you have done in years it is difficult for the patients to grasp what 
has happened to them and that they need a change in their lifestyle. Van Weel-
Baumgarten (2008) describes “the stages are pre-contemplation, when a patient has 
no intention of any changes (yet); the stage of contemplation, when a patient is aware 
of risks or problem behaviors and considers changes in the future; the preparation 
stage when he or she is committed to change behavior; the action stage when the 
change is carried out short term (under 6 months) and the stage of maintenance 
when the changes are maintained for over 6 months”.  In line with the written above 
stages of change first stage: pre-contemplation argues that when the patients are 
unaware of the risk and problems with their disease and they have no intention of 
making any changes in their unhealthy habits, no change will accrue. One reflection 
on this is that there it is not defensible to try to make patients make lifestyle changes 
if they do not want to make them themselves and the focus could instead be on 
making patients realize that a change is needed.  
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The literature study shows that there is a need of more e.g. tools, support, 
information, and consultations containing more information. In line with this the 
preparation stage, in stages of change, claims that to be able to make change the 
patients prepare by collecting information they think they miss so that they in the 
future can make the change they want and how they want to do it (Van Weel-
Baumgarten, 2008).  

The part played by the nearest and dearest towards lifestyle change 

This literature study shows experiences of a mix of supportive and non-supportive 
actions from nearest and dearest, unfortunately most of non-supportive actions. 
Nearest and dearest who did facilitate a lifestyle change were supportive and 
encouraging by helping them in their everyday life, e.g. buying food items with low 
sugar and encouraging them to use the tools they have received from health 
personnel. Social support is important when it comes to our lifestyle, there is a lower 
risk of death among people with high level of social support (Zhang, Norris, Gregg, 
Beckles, 2007). The ones who experienced their nearest and dearest to aggravate 
their lifestyle change did not feel understood and felt ashamed in their situation. 
Same emotional consequence was seen in Ogden and Clementi (2010, 4) study where 
participants felt ashamed of their bodies. Orem writes, as a nurse it is important to 
form an opinion of patient’s self-care capacity and their nearest and dearest’s 
capacity to care for the patients, and all patients are not receptive for support from 
nearest and dearest (Gustin & Lindwall, 2012, 170). One reflection is that this is 
something to have in mind as a future nurse, friend or relative, everyone is not 
receptive all the time or by anyone, we are all in need of support in different ways, 
both physically and mentally. There is not just one way to support one or the other 
and everyone’s needs for support are different.  
 
Method discussion 
In order to find an answer to our aim, and get a holistic view of our chosen area, a 
qualitative literature study was most appropriate. It also had to be relevant to 
registered nurses competence area (Friberg 2017, 141b). Qualitative methods are 
often used in scientific nursing areas, because it can generate holistic perspective and 
gain insight in individuals’ experiences and expectations (Friberg 2017, 129a). Studies 
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we have used in our study were all qualitative and data were collected by different 
kinds of interviews, e.g. semi-structured and focus-groups. 
  

According to Henricson (2012, 473) a literature studies credibility is strengthened by 
using different databases with a nursing focus, to find relevant articles. We found 
articles by using PubMed, Cinahl and Psycinfo. These were chosen by the authors 
because they focus on nursing articles and the authors have used them before. 
However, it does not mean that the selection would stay the same if someone else 
with more experience conducted the search, and that more similar article could be 
done but that we could not find. The authors asked their mentor and a librarian for 
help. Forsberg and Wengström (2016, 64) says is helpful to ask a librarian because 
they know how databases works. The Boolean operators, AND, OR and NOT, and the 
combinations of these with parentheses searches can be narrowed or broaden (Umeå 
University Library, 2018). AND, and NOT narrows a search while OR broadens. We 
used both AND, NOT and parentheses in our searches, and also the major heading 
“life style” in our research in Psycinfo and the heading “lifestyle changes” in our 
research in Cinahl. We did this because it is the main purpose of our study.  
  
Selection process is reported above, conducted in five steps that describes how it was 
done and that eight articles met our criteria and could be a part of our study. There 
are different models of quality assessment templates to ensure that articles have been 
ethical quality approved and could fit our aim. The SBU’s “model of qualitative 
researchers” was used, that resulted in the eight articles we have used in our study 
were of grade “middle high” and “high” to get as high quality as possible. Since both 
authors are not used to do this, it is a risk that the articles did not deserve their given 
grades. The chosen studies were made between 2008-2016, and conducted in 
different countries, e.g. Sweden and United States of America.  
 
Credibility can increase if the results in several studies show similar results even if 
they are made in different countries and a mix of individuals who participated 
(Willman et al. 2011, 110).  The readers of a study are the ones to decide its 
transferability (SBU, 2017). There are 262 participants in all our eight studies, and in 
two of them did no men participated, and in the other six studies only 22% were men. 
Since most of the participants in the studies we have analyzed are women, we might 
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not be able to reach out to men in the same extent as to women. Another limitation 
with this method is that the declined in participants in some of the studies are high 
which may indicate that the chosen topic is of a difficult experience to talk about, or 
that when asked to join the study the patients have to be a part of an intervention and 
that is the thing the patients do not want to do. In line with this the participants that 
think it is the most difficult and least difficult may accept to be a part of the study 
they are asked to join.  
 
The eight selected studies results have been read several times by both authors and 
discussed together to make sure both authors would understand the content of the 
results. Olsson and Sörensen (2011, 98-99) describes triangulation, a method that 
can increase the understanding of the phenomena that been studied, and also 
increase its reliability and credibility. Data is collected and analyzed by the authors 
separately and afterwards compared to each other. If more than one person collects 
and analyzes data, various of angles could be approached. This is something we did, 
and we also discussed with our mentor several times. At the same time, if both 
authors think similarly about most things, there is a risk that some results that were 
discussed were not seen in other, broader perspectives. Afterwards, the results got 
divided into smaller parts and sorted in similarities and differences. Each preliminary 
category and subcategory that were made were assigned with different colors and 
matched with the same color in the results. This color coding was made twice since 
the authors were not satisfied with the first outcome. The authors have never done 
this before, which could explain why they had problems with it and that it could effect 
the results negatively. Finally, categories and subcategories were named and 
presented in table 1. Since the authors have chosen to write this literature study in a 
non-native language there is a risk for faulty grammar of the English language and 
that it could affect the literature study negatively. 
 
Ethical research discussion 
Only studies that were ethical approved were included in this study. The studies used 
in the results all involve persons and therefore need to be performed with respect and 
protect integrity, and be approved by an ethics committee before doing the study. The 
participants in the studies have to be informed for instance; what the purpose of the 
study is, risks and the methods used. Another criteria is that the participant needs to 
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be informed that it is completely voluntary, which should be documented in writing, 
and that they can quit at any time they want without having to give a reason (SFS 
2003:460). The authors of this study have strived to be objective and neutral through 
the whole process and to include studies that show both that it is easy and difficult to 
strive for lifestyle change. All of the above contribute to this study’s credibility.  
 
Before this study begun, both authors discussed their own pre-understanding and 
what knowledge and insight they have about lifestyle changes. Priebe and Landström 
(2012, 45) writes about how we are influenced by our own experiences and how we 
already have knowledge about some parts about a study before it even begins. This is 
something both authors have had in mind during this literature study. 
 
Conclusion 
This literature study show that experiences of different interventions can be positive 
towards making lifestyle changes. Since all the interventions differ in design some 
patients found them having limitations in encounter from health personnel and 
lacking important aspects like time and repeated consultations. When the patients 
are in a situation where lifestyle change can be discussed it is important for the health 
personnel to read the patients’ needs and expectations of the support given by the 
personnel to guide the patients towards a healthier future. The health personnel can 
by implanting Orem’s theory and stages of change in their daily encounter with 
patients contribute to a positive healthy lifestyle change for them. Their lifestyle 
change is complex and requires time. As a health personnel, a holistic mind is useful. 
 
Further research 
The need for future research can be seen by the results of this study. Because the 
study could not be done with one type of interventions e.g. MI-discussions, mentors 
or interventions design it can be interpreted that more studies viewing patients 
experiences of the different types of interventions can be beneficial for the increased 
evidence. Furthermore, a longitudinally study of the effects of different kinds of 
interventions would be useful to a lifelong process like lifestyle change. 
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Attachment 1: Table 1: Search strategy              
  

Date Databas
e 

Limitations  Search words Search 
results 

selection 
* 
title 

selection 
** 
abstract 

selection 
***  
articles 

180328 Cinahl Life style 
changes MH 

Lifestyle changes AND 
(experiences OR perceptions OR 
attitudes OR views OR feelings) 

214 16 7 4 

180328 PsycInfo Lifestyle MH (((patient[Title/Abstract]) AND 
view) OR perspective OR 
experience OR emotions) AND 
life style change 

96 16 4 3 

180413 Pubmed  Manual search- Patients’ 
experience of a nurse-led 
lifestyle clinic at a Swedish 
health centre using the function 
'similar articles' 

100 3 1 1 

 
MH- Major Heading.  
* Read the title and picked out the ones that reflected our aim of our study.  
** Both authors read the abstracts and discussed them. Removed the two doubles in this search.  
*** Both authors read the whole article and the ones that reflected our aim of our study were chosen.  
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Attachment 2: Table 2: Overview of articles       
Year 
Author 
Country 

Title Aim Selection  Method Results Quality 

2016     

Nymberg, Peter., 
Drevenhorn, 
Eva.  

Sweden 

Patients’ 
experience of a 
nurse-led 
lifestyle clinic 
at a Swedish 
health centre  

The purpose of 
the study was 
to explore 
patients’ 
experiences of 
visiting a 
nurse-led 
lifestyle clinic. 

n= 14 
 
Women= 13 
Men= 1 
 
Age= 40-84 years  
md= 50,5 years. 
 
Every fifth patient who visited the 
lifestyle clinic were invited, many 
refused to participate, because of 
this a letter was sent out to 137 
patients requesting them to 
participate in the study. 

Focus group interviews, open question with follow up 
questions. Approximately one month apart, according 
to when the respondents reported an interest in 
participating. 
 
Duration= 30-60 minutes, 3-4 participants per group. 
Located in a neutral conference room. 
 
Recorded and transcribed verbatim then content 
analysis. 
 
The intervention consisted of screening regarding 
unhealthy habits about diet, exercise, tobacco and 
alcohol and from a psychosocial perspective.  
Counselling was based on Motivational Interviewing 
and the answers they got from the questionnaire. 
 
Approved by Health Sciences Ethics Committee. 

Patients felt that the visit to 
the lifestyle clinic 
diminished their fear of not 
being healthy, gave insight 
into their habits and that 
the primary health care was 
a safe provider of this 
matter. The negative 
feelings were about 
unfulfilled expectations of 
blood tests, lack of follow-
up visits and inconsistencies 
of approach during the visit 
to the lifestyle clinic. 
Personal chemistry was 
crucial for how the 
encounter evolved.  

High 

2014 

Albarran, R. 
Cynthia., 
Heilemann, V. 
MarySue., 
Koniak-Griffin, 
Deborah. 

United states of 
America  

Promotoras as 
facilitators of 
change: 
Latinas’ 
perspectives 
after 
participating in 
a lifestyle 
behavior 
intervention 
program 

 
 
  

 

To describe 
immigrant 
Latinas’ 
perspectives of 
a lifestyle 
behavior 
intervention 
(LSBI), 
focusing on 
their 
interactions 
with and 
perceptions of 
the promotoras 
who delivered 
the program in 
the USA.  

n= 18 
 
Women= 18 
 
Age= mean 45 
 
Participants in focus groups= 14 
Individual interview= 7 (3 asked 
from the focus groups + 4 that 
didn't participate in focus groups). 
 
Recruited via telephone. 
 
Eligibility criteria included being a 
participant in the LSBI, 
participating in the educational 
activities and speaking English or 
Spanish.  
 
Context of the parent study was a 
randomized clinical trial evaluated 
a 6-month community-based LSBI, 
designed to improve diet and 
increase physical activity 
participants. 

Semi-structured interview and focus groups. Grounded 
theory methodology, guided both data collection and 
analysis. No information about how long after the 
intervention the interview was held.  
 
Four focus groups consisted of 3-5 persons per group. 
 
Duration= no information 
Location focus groups= private at community centre/ 
local parish. Individual interviews located= 
participants’ choice, community site/their home. 
 
Audio recorded and transcribed. 
 
The intervention aim to improve diet, increase physical 
activity, classes in groups were held eight times and 
followed by individual teaching and coaching with a 
promotora (4 home visits, 4 phone calls over 4 
months). 
 
Approved as an addendum to the parent study by a 
university Institutional Review Board. 

Women described 
promotoras as helping them 
change by motivating them 
through three 
interconnected elements: 
tools, support and 
knowledge. 
Latinas viewed their ability 
to make lifestyle changes as 
connected with their 
emotional and psychological 
health. The intervention was 
emotionally therapeutic for 
this sample of Latinas. 

High 
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Year 
Author 
Country 

Title Aim Selection  Method Results Quality 

2014 
 
Brobeck, Elisabeth., 
Odencrants, Sigrid., 
Bergh, Håkan., 
Hildingh, Cathrine. 
 
Sweden 

Patients' 
experiences of 
lifestyle 
discussions 
based on 
motivational 
interviewing: a 
qualitative 
study 

The aim of this 
study was to 
describe how 
patients in 
primary health 
care settings 
experience 
lifestyle 
discussions 
based on 
motivational 
interviewing.  

n= 16 
 
Women= 6 
Men = 10 
 
Age= 28-77. 
Average=60. 
 
Registered nurses asked persons 
they had met at least 3 times in 4 
years for lifestyle discussions 
based on motivational 
interviewing, if they wanted to 
participate in the study.  
 
No information about how long the 
lifestyle discussions were.  

Descriptive design with qualitative interviews in form 
of a dialogue were conducted. Interviews were done 
after at least three MI- discussions about lifestyle with 
their registered nurse during four years. 
 
Duration= 30-45 minutes. 
Location= 
Tape-recorded.  
 
Qualitative content analysis was used. 
 
Intervention consisted of MI discussions that consists 
of five specific techniques: open-ended questions, 
reflective listening, affirmations, summarizing and 
eliciting.  
 
The regional ethical review board in Lund, Sweden, 
approved the study, and the data were collected in 
accordance with the Helsinki Declaration. 

Lifestyle discussions could 
enable self-determination in 
the process of lifestyle 
change but that certain 
conditions were required. 
Mutual interaction between 
the patient and the nurse 
that contributes to a sense 
of well-being in the patients 
was a necessary condition 
for the lifestyle discussion to 
be helpful. When the 
discussion resulted in a new 
way of thinking about 
lifestyle and when patient 
initiative was encouraged, 
the discussion could 
contribute to change.  

High 

2013 

Junehag, Lena., 
Asplund, 
Kenneth., 
Svedlund, 
Marianne. 

Sweden 

Perceptions of 
illness, lifestyle 
and support 
after an acute 
myocardial 
infarction 

To describe 
individual 
perception of 
their lifestyle 
and support, 1 
year after an 
acute 
myocardial 
infarction 
(AMI), with or 
without 
mentorship. 

n= 20  
 
Women= 6 
Men= 14 
 
Age= 46-73 years 
   
Participants were selected 
consecutively from a prospective, 
longitudinal project that includes 
men and women <75 years old, 
who have had their first AMI. 

Qualitative, descriptive design and is based on 
individual interviews. Semi-structured.  
 
Duration= 20-56 minutes 
Location: chosen by the participants, such as their 
homes, the university or other location, or by phone.  
 
The interviews were digitally recorded and transcribed 
verbatim.  
 
Content analysis was used to analyze the data. 
 
All participants were encouraged to adopt a healthy 
lifestyle after they had an acute myocardial infarction.   
 
11 Participants were paired with a mentor selected on 
the basis of sex, age and living close by. Every mentor 
had had an AMI 1-10 years earlier and had no special 
training. The mentor was contacted after 4 month for 
a check-up. 
     
This study conforms with the principles outlined in the 
Declaration of Helsinki and was approved by the 
regional ethical committee at Umeå University. 
 

Those with and without 
mentors had similarities and 
tendencies to variation in 
their perceptions, with both 
a positive and negative view 
of life. The participants were 
aware of the necessity of 
living a healthy lifestyle but 
some resisted doing so. 
They wished to live as 
before, and all saw the 
future positively. 

High 
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Year 
Author 
Country 

Title Aim Selection  Method Results Quality 

2012  

Ahlin, Kristina., 
Bilhull, Annika. 

Sweden 

Lifestyle 
changes – a 
continuous, 
inner struggle 
for women 
with type 2 
diabetes: A 
qualitative 
study 

The objective 
of this study 
was to describe 
how women 
handle 
necessary 
lifestyle 
changes due to 
a chronic 
disease using 
diabetes as a 
model. 

n= 10 
 
Women= 10 
 
Age = 37-87 years 
Mean= 65 
 
A purposeful sampling technique 
was used to select 10 women 
diagnosed with type 2 diabetes, 
and recommended lifestyle 
changes. Women registered in a 
diabetes database were selected to 
achieve variation.  

Qualitative in-depth interviews with follow-up 
questions. No information about how long after the 
intervention the interview was held. 
 
Duration= 40-60 minutes. 
Location: private room at a primary facility.  
 
Audio-recorded and transcribed by a secretary, read 
and listened to simultaneously by the first author to 
ensure accuracy. 
 
Analyzed with the phenomenological ideas of Giorgi. 
 
All participants were recommended lifestyle changes 
such as regular moderate intensive physical activity, 
healthy diet and weight reduction, if the woman was 
overweight. 
 
Approved by the Regional Research Ethical Committee. 

The findings revealed five 
themes: the ambiguous 
feeling of others’ 
involvement, becoming a 
victim of pressurizing 
demands, experiencing 
knowledge deficits, 
experiencing an urge, and 
finding reasons to justify 
not changing. The invariant 
meaning of a continuous 
inner struggle illuminates 
the experience of making 
lifestyle changes for women 
with type 2 diabetes. 

High 

2012 

Ljung, Sofia. 
Olsson, Cecilia 
Rask, Merith. 
Lindahl, Bernt 

Sweden 

Patient 
experiences of 
a theory-based 
lifestyle-
focused group 
treatment in 
the prevention 
of 
cardiovascular 
diseases and 
type 2 
diabetes 

The aim of this 
study was to 
explore how 
patients 
experience 
lifestyle-
focused group 
treatment in 
primary and 
secondary 
prevention of 
cardiovascular 
disease and 
type 2 
diabetes.  

n= 19 
Women= 11 
Men= 8 
 
Age= 35-70. 
 
An invitation letter sent out to 88 
patients that had participated in a 
theory-based lifestyle focused 
group treatment at a behavioral 
medicine clinic, 5 agreed. Then an 
invitation letter was handed out to 
42 patients that visited the clinic 
for treatment groups.  

Qualitative interview, all interview performed after 
intervention in different range of time. 
 
Duration= 20-70 minutes. 
Location: Chosen by the interviews 
 
Recorded with a MP3 player. 
 
Interview were transcribed verbatim. 
 
Malterud’s systematic text condensation. 
 
The intervention consisted of practical training in 
cooking, exercise, and stress management and also 
lectures and group sessions about lifestyle-focused 
behavioral change. The staff used MI as technique and 
it focused on patients making small measurable 
changes. Patients were in this treatment for a year 
and had four 2-day reunions during the year, they also 
received blood samples and measurements. 
 
The research design was reviewed and approved by the Research 
Committee of the Department of Food and Nutrition, Umeå 
University. 
 
 

The study shows that 
patients participating in this 
kind of group-based lifestyle 
treatment went through a 
process of self-development 
which deepened their 
understanding of own 
responsibility for health and 
improved their skills in 
finding support in others. 
The process could be 
tracked through three 
different themes (the 
holistic view, personal 
responsibility, and group 
treatment) which together 
reflected the most essential 
parts of the informants’ 
experience and showed the 
patient as an active decision 
maker struggling to adopt 
the principles of behavioral 
change.  

High 



 

 4 

Year 
Author 
Country 

Title Aim Selection  Method Results Quality 

2011  

Walseth, Tveit 
Liv., Abildsnes 
Eirik., Schei, 
Edvin. 

Norway. 

 

Patients’ 
experiences 
with lifestyle 
counselling in 
general 
practice: A 
qualitative 
study 

To elucidate 
the relevance 
of Habermas’s 
theory as a 
practical 
deliberation 
procedure in 
lifestyle 
counselling in 
general 
practice, using 
a patient 
perspective. 

n= 12. 
 
Women= 4 (+ 1 teenager) 
Men= 7 
Age= in their 20’s- 60’s (+1 
teenager) 
 
Second interview= 8 
Declined second interview= 1  
Did not respond= 3  
 
The authors asked nine group 
practices (33 general practitioners, 
GP) to preselect consultations 
where the GP and the patient had 
agreed on lifestyle counselling.  
 
Performing parallel analysis, 
recruitment was stopped when no 
essential new information was 
obtained, no information if it was 
during both 1st and 2nd interview. 

Qualitative observation and interview study, with open 
questions, after at least one lifestyle counselling.  
 
Duration= no information 
Location 1st interview with patients in a conference 
room.  
 
Audio-taped. 
 
The audio-taped interviews were transcribed verbatim 
by the first author, and analyzed by all authors by 
systematic text condensation. 
 
2nd interview, three months later: located at patients’ 
preference ether GPs conference room (5), at home 
(1), at researchers’ home (2).  
 
No information about how many times the patients 
conducted lifestyle counselling with their GP.  
  
Approved by The Regional Committee for Medical and 
Health Research Ethics. 

The GP should be a source 
of medical knowledge and a 
caretaker, but also actively 
discuss contextual reasons 
for lifestyle choices, and be 
a reflective partner 
exploring values and norms. 
The patients wanted their 
GP to acknowledge 
emotions and to direct the 
dialogue towards common 
ground where advice was 
adjusted to the concrete life 
situation. A good, personal 
doctor–patient relationship 
created motivation and 
obligation to change, and 
allowed counselling to be 
interpreted as care. 

Middle 
high 

2008 

Jallinoja, Piia., 
Pajari, Pia., 
Absetz, Pilvikki. 

Finland 

Repertoires of 
lifestyle 
change and 
self-
responsibility 
among 
participants in 
an intervention 
to prevent 
type 2 
diabetes 

This paper 
analyses 
participants’ 
accounts on 
their 
experiences of 
lifestyle change 
during and 
after the 
intervention to 
prevent type 2 
diabetes. 

n= 30 
  
Women= 17  
Men= 13  
 
Age=52-65 years 
Md= 59 years 
 
Recruited by information letters 
and by phone. 
 
38 participants received an 
invitation letter they had been in 
group-based counselling 
programmed to prevent type 2 
diabetes. Inclusion criteria were 
that the participants had been 
successful in weight reduction (> 
4,5) or had gained weight (> 2,0 
percentage), after one year of the 
intervention, and lived near major 
population. 

Group interview, one-and-a-half year after the 
intervention. 
 
Duration= 70-120 minutes 
Location= University of Lahti in the town or the health 
care centre.  
 
Tape-recorded. 
 
The analysis of the data applied discourse analysis 
with an emphasis of talk as social practice. 
 
The intervention consisted of group-based counselling 
to prevent type 2 diabetes, the diet consisted of < 
30% of energy from fat, <10 % of energy from 
saturated fat, 15 grams of fiber/1000 kcal, 30 minutes 
of moderate physical activity/day and 5% weight 
reduction. 6 counselling sessions over 8 months. 
Personal meeting with dietitian.  
 
The research plan was approved by the ethics 
committee of National Public Health Institute. 

The study revealed that the 
interviewees hold an 
ambivalent stance towards 
self-responsibility. The 
individual was both a 
sovereign actor and a 
dependent object of 
interventions. Most of our 
interviewees called for 
continuous controls and 
even surveillance but at the 
same time rejected the idea 
of authoritarian health 
education. This ambivalence 
was most clearly present in 
the struggle repertoire and 
could be a fruitful target of 
clarification in health 
interventions.  

Middle 
High 

 


