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Asclepius and hygieia relief [1] 
Source: https://commons.wikimedia.org 

 
The myths of Hygeia and Asclepius1 symbolize the never-ending 

oscillation between two different points of view… For the 

worshippers of Hygeia, health is the natural order of things, a 

positive attribute to which men are entitled if they govern their 

lives wisely. According to them, the most important function of 

medicine is to discover and teach the natural laws which will 

ensure to man a healthy mind in a healthy body. More skeptical 

or wiser in the ways of the world, the followers of Asclepius 

believe that the chief role of the physician is to treat disease, to 

restore health by correcting any imperfection caused by the 

accidents of birth or of life.  
(Dubos 1979, p. 131-134)  [2]

                                                             
1 Hygeia was the Greek goddess of health and daughter to Ascleipus – the god of medicine (Source: 

<www.wikipedia.org>)
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Abstract 
Background: Lifestyle habits like tobacco use, hazardous use of alcohol, 

unhealthy eating habits and insufficient physical activity are risk factors for 

developing non-communicable diseases, which are the leading, global causes 

of death. Furthermore, ill health and chronic diseases are costly and put an 

increased burden on societies and health systems.  In order to address this 

situation, governmental bodies and organizations’ have encouraged 

healthcare providers to reorient the focus of healthcare and undertake 

effective interventions that support patients to engage in healthy lifestyle 

habits. In Sweden, national clinical practice guidelines (CPGs) on lifestyle 

interventions were released in 2011. However, the challenges of changing 

clinical practice and introducing guidelines are well documented, and health 

interventions face particular difficulties. The overall purpose of this thesis is 

to contribute towards a better understanding of the complexities of shifting 

primary health care to become more health oriented, and to explore the 

implementation environment and its effect on lifestyle intervention CPGs. 

The specific aims are to investigate how implementation challenges were 

addressed during the guideline development process (Study I), to investigate 

several dimensions of readiness for implementing lifestyle intervention 

guidelines, including aspects of the intervention and the intervention context 

(Study II), to explore the extent to which health care professionals are 

working with lifestyle interventions in primary health care, and to describe 

and develop a baseline measure of professional knowledge, attitudes and 

perceived organizational support for lifestyle interventions (Study III), and 

to assess the progress of implementing lifestyle interventions in primary care 

settings, as  well as investigate the uptake and usage of the CPGs in clinical 

practice (Study IV). 

 

Methods and results: Interviews were conducted with national guideline-

developers (n=7). They were aware of numerous implementation challenges, 

and applied strategies and ways to address them during the guideline 

development process. The strategies adhered to four themes: (a) broad 

agreements and consensus about scope and purpose, (b) systematic and 

active involvement of stakeholders, (c) formalized and structured 

development procedures, and (d) openness and transparent development 

procedures. At the same time, the CPGs for lifestyle interventions challenged 

the development-model at the National Board of Health and Welfare 

(NBHW) because of their preventive and non-disease specific focus (I).  

A multiple case study was also conducted, using a mixed methods approach 

to gather data from key organizational individuals that were accountable for 

planning the implementation of CPGs (n=10), as well as health professionals 

and managers (n=340). Analysis of this data revealed that conditions for 
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change were favorable in the two organizations that served as case studies, 

especially concerning change focus (health orientation) and the specific 

intervention (national guidelines on lifestyle interventions). Somewhat 

limited support was found for change and learning, and change format 

(national guidelines in general). Furthermore, factors in the outer context 

were found to influence the priority and timing of the intervention, as well as 

considerable inconsistencies across the professional groups (II). A cross-

sectional study among physicians and nurses (n=315) in Swedish primary 

healthcare showed that healthcare professionals have a largely positive 

attitude and thorough overall knowledge of lifestyle intervention methods. 

However, both the level of knowledge and the involvement in patients’ 

lifestyle change, differed between professional groups. Organizational 

support like CPGs and the development of primary health care (PHC) 

collaborations with other stakeholders were identified as potential strategies 

for enhancing the implementation of lifestyle interventions in PHC (III).  

In addition to interviews and case studies, a longitudinal survey among 

health professionals (n=150; n=73) demonstrated that their use of methods 

to encourage patients to reduce or eliminate tobacco or alcohol use, had 

increased. The survey also indicated that nurses had increased the extent to 

which they addressed all four lifestyle habits. The progress of the 

implementation of CPGs on lifestyle interventions in PHC was somewhat 

limited, and important differences in physicians and nurses’ attitudes, as 

well as their use of the guidelines, were found (IV). 

Conclusions: Health orientation differs in many ways from more 

traditional fields in medicine. To strengthen the implementation of this very 

important (but not “urgent”) field in health care, it needs, first of all, to be 

prioritized at all levels! The results of the studies demonstrate relatively slow 

adoption of lifestyle intervention CPGs in clinical practice, and indicate room 

for improvement. The findings of this thesis can inform healthcare policy 

and research on further development of the health orientation perspective, 

as well as on the challenges of implementing CPGs on lifestyle interventions 

in primary care. In summary, this thesis presents important lessons learned 

regarding health orientation - from the development of CPGs in the field, via 

assessing healthcare organizations’ readiness to change and health 

professionals’ attitudes to methods to support patients with lifestyle changes.  

Key words: Health orientation, health promotion, prevention, primary 

health care, readiness for change, lifestyles, clinical practice guidelines, 

implementation, guideline development, tobacco use, alcohol use, unhealthy 

eating habits, physical activity, organizational support 
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Definitions 

Clinical Practice Guidelines Statements that include recommendations 

intended to optimize patient care that are 

informed by a systematic review of evidence 

and an assessment of the benefits and harms of 

alternative care options. 1 

 
Health Health is a resource for everyday life, not the 

object of living. It is a positive concept 

emphasizing social and personal resources as 

well as physical capabilities. 2 

Health promotion The process of enabling people to increase 

control over and improve their health. It 

involves the population as a whole in the 

context of their everyday lives, rather than 

focusing on people at risk for specific diseases, 

and is directed toward action on the 

determinants or causes of health.3 

Health-oriented healthcare Health-oriented healthcare is a perspective that 

focuses on health promotion and prevention 

which can be applied comprehensively in a 

healthcare system and which should be a 

baseline for all patient care and treatment 

(translated from Swedish). 4 

Implementation The process of putting to use or integrating 

evidence-based interventions within a setting.5 

Lifestyle  Lifestyle (or more specifically a lifestyle that is 

conducive to health) is a way of living based on 

identifiable patterns of behavior, which are 

determined by the interplay between an 

individual’s personal characteristics, social 

interactions, and socioeconomic and 

environmental living conditions. 3 



x 
 

Public Health The science and art of promoting health, 

preventing disease, and prolonging life through 

the organized efforts of society. 3 

Primary Health Care Primary health care is essential health care 

made accessible at a cost a country and 

community can afford, with methods that are 

practical, scientifically sound and socially 

acceptable. 6 

Primary Prevention Interventions directed towards preventing the 

initial occurrence of a disorder. 3 
 
 
The definitions derive from: 
 
1. Institute of Medicine, 2011. (Accessed February 8 2017, at: 

<www.nationalacademies.org>.  
2. World Health Organization. Ottawa Charter for Health Promotion. 

Geneva; 1986. (Accessed February 10 2017, at: 
http://www.who.int/healthpromotion/conferences/previous/ottawa
/en/) 

3. World Health Organization. Health Promotion Glossary. Geneva; 
1998. (Accessed February 10 2017, at: 
http://www.who.int/healthpromotion/about/HPG/en/)  

 4.  Swedish Public Health Bill 2002/03:35. “Objectives in public health” 
(In Swedish: Mål för folkhälsan). Stockholm; 2002. 

5.  Brownson RC, Colditz GA, Proctor EK: Dissemination and 
Implementation research in Health: Translating Science into 
Practice. New York: Oxford University Press; 2012. 

6.  World Health Organization. Alma Ata Declaration. Geneva; 1978. 
(Accessed February 10 2017, at: 
http://www.who.int/publications/almaata_declaration_en.pdf) 
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Introduction 

“Noncommunicable diseases (NCDs) are the leading global 

causes of death, causing more deaths than all other causes 

combined...A large percentage of NCDs are preventable through 

the reduction of their four main behavioral risk factors: tobacco 

use, physical inactivity, harmful use of alcohol and unhealthy 

diet… country health-care systems should undertake 

interventions for individuals who either already have NCDs or 

who are at high risk of developing them” (WHO 2011, p. 1-8) [3] 

Why health-oriented health care? 

Health systems today face overwhelming challenges and non-communicable 

diseases account for a continuously larger percentage of the disease burden2, 

as public financial resources continue to contract. All over the world, there 

has been a shift in the causes of morbidity and mortality from communicable 

diseases to chronic diseases. However, many of the low- and middle income 

countries are still struggling with the double burden of disease i.e. 

communicable and non-communicable diseases [3]. One important 

explanation, which is challenging health systems, is the demographic aging. 

Given the rising life expectancy and/or declining fertility rates, a rise in the 

elderly population can be seen in most countries in the world [4]. 

Furthermore, medical progress in technic and knowledge in the last decades 

has changed the disease panorama – many people survive serious 

conditions, but live many years with a disease and/or ill health.  

These global trends have increased health systems interest in introducing a 

more health-oriented health care (for description see below). Unhealthy 

lifestyle behaviors such as tobacco use, hazardous use of alcohol, unhealthy 

eating habits and insufficient physical activity are risk factors that contribute 

to NCD’s like cardiovascular diseases, cancers, chronic respiratory diseases 

and diabetes [5]. It is therefore crucial that healthcare systems provide 

services that will support patients to engage inhealthy lifestyle practices, 

using initiatives such as lifestyle change counseling. Research on this topic 

demonstrates that by eliminating unhealthy lifestyles, a considerable part of 

the NCD’s could be prevented e.g. a third of all cases of cancer and 80% of 

heart diseases, strokes and type 2 diabetes [6], and almost half of the deaths 

caused by NCD’s [5].  

                                                             
2 Disease burden means the combined effect of years of life lost to death and the number of years a person 

lives with disability. Source: Danielsson M, Talback M. Public Health: an overview: Health in Sweden: The 

National Public Health Report 2012. Chapter 1. Scand J Public Health 2012,40(Suppl 9):6-22. 
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Unhealthy lifestyle practices and chronic diseases are a considerable burden 

to health systems and communities, in terms of both health care costs and 

their long-term impacts on individual health. NCD’s accounted for most of 

the total healthcare expenditures in the US in 2013 [7]. In Sweden the cost of 

unhealthy lifestyle practices was estimated to cost society approximately 5.3 

million euros in 2010 [8]. It is therefore essential to tackle the health 

challenges of poor health, disability and premature deaths and to implement 

a more health-orientated healthcare strategy to manage some of these 

challenges. These efforts would enable people to maintain and/or strengthen 

their health and avoid or reduce future health problems and diseases. It 

would also enable health systems to reduce public expenditures on health [3, 

9, 10]. Thus, further investments in health-oriented health care would 

support the sustainability of health care systems in future. 

Lifestyles as determinants to health  

Health 

There are a number of approaches to define health, where some focus merely 

on the absence of disease, while many others are more holistic and complex, 

and address a state of balance, functional capacity, wellness, empowerment 

and health as a resource [11]. Maybe the most well-known definition is the 

one from WHO (1948): “A state of complete physical, social and mental well 

-being, and not merely the absence of disease or infirmity” [12]. This 

definition has although been criticized, in particular by seeing health as a 

“state”. However, within the context of health promotion, health has been 

considered less as an abstract state and more as a means to an end, which 

can be expressed in functional terms as a resource, which permits people to 

live an individually, socially and economically productive life: “Health is a 

resource for everyday life, not the object of living. It is a positive concept 

emphasizing social and personal resources as well as physical capabilities” 

[13].  

Prevention and health promotion – two sides of the same coin 

This thesis deals with lifestyle interventions in primary healthcare. 

Throughout the thesis, the concepts of health promotion and prevention is 

considered and presented as overlapping, or “two sides of the same coin”. 

The point of departure is based on the definition of health promotion: “The 

process of enabling people to increase control over and improve their 

health. It involves the population as a whole in the context of their everyday 

lives, rather than focusing on people at risk for specific diseases, and is 

directed toward action on the determinants or causes of health” [14] and of 
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primary prevention: “Interventions directed towards preventing the initial 

occurrence of a disorder” [14]. Therefore, the practical effort of encouraging 

healthy patient lifestyles in primary care is considered as both health 

promotion (action on the determinants for health) and prevention of future 

poor health and/or diseases. Theoretically, the basis for the perspectives 

differ: disease prevention theory is based on knowledge of what causes ill 

health and disease i.e. the pathogenetic perspective [15], while health 

promotion theory are based on knowledge about what creates and maintain 

health i.e. the salutogenic perspective [16, 17]. 

Determinants of health 

A range of determinants influences an individual’s health. In the Swedish 

public health policy [18] there are 11 domains for the work with public health 

efforts, which also group the most important determinants for peoples’ 

health. 

 
 

Figure 1. Public health domains in Swedish public health policy  
Source: www.folkhälsomyndigheten.se 

As Figure 1 indicates, the determinants in domain nine, ten and eleven are 

all lifestyle behaviors. Furthermore, the sixth domain addresses health care 

services and their focus on health-orientation. The definition of lifestyle that 

is applied in this thesis is: Lifestyle (or more specifically a lifestyle that is 

conducive to health) is a way of living based on identifiable patterns of 

behavior, which are determined by the interplay between an individual’s 

personal characteristics, social interactions, and socioeconomic and 
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environmental living conditions” [14]. Health behavior or lifestyle is 

therefore not considered only as a result of the single individual’s free choice, 

but rather influenced by determinants at socioeconomic and environmental 

levels that maintain and reinforce behaviors [19]. The recognition that 

individual behavior occur in a social context is described in ecological 

models of health behavior where public policy factors, community, 

organizational, interpersonal factors interact with the individual, and where 

each level is a potential target for health promotion and prevention 

intervention [19].  

Focus on Primary Health Care 

Following the theory of determinants on health and the different levels of 

society that interact with an individual’s health development, there are many 

presented “arenas” to intervene [17]. However, primary healthcare has been 

highlighted as a particular effective arena to invest in lifestyle intervention 

efforts [9]. This is mainly due to its trustworthiness to citizens and range of 

contact with the overall population. In 1978 the “Declaration of Alma Ata” 

[20] provided principles that became the foundation for a Primary Health 

Care, which is based on the social model of health. It advocated primary 

health care as the main strategy for achieving WHO’s goal of “health for all” 

by being a first-level of contact of individuals with the national health system 

and thus suggesting ways to improve the overall health and reduce 

differences in health across populations. This is partly because of PHCs’ 

trustworthiness and access to a large part of the population. The perspective 

was emphasized further in the known Ottawa conference and the subsequent 

“Ottawa charter for health promotion” [13], where the reorientation of health 

services and the creation of supportive environments were identified as two 

of the key action areas for health promotion. This conference was primarily a 

response to growing expectations for a new public health movement around 

the world. Accordingly, the New Public Health Movement evolved due to the 

shift in the causes of morbidity and mortality, where the causes of chronic 

diseases were more closely associated with ecological explanations as well as 

being a reaction to the individualistic victim-blaming approach of medicine 

[21, 22]. 

Now, 30 years after the Ottawa charter, PHC is still identified as having a 

particularly important role in delivering prevention and health promotion 

interventions [5, 23]. Studies consistently confirm that more and better 

primary health care is associated with improved health outcomes [23], and 

furthermore, evidence strongly shows that preventive interventions are 

functioning best in primary health care i.e. when they are not related to any 

one disease.  
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Health-orientated healthcare 

So what is a health-oriented healthcare? Spontaneously, it is easy to that all 

healthcare is directed at health outcomes. However, outcomes in healthcare 

are often measured in number of patient consultations, or operations etc., 

and not in terms of health [9]. In Sweden, the health perspective in public 

policy is expressed as: "a health promotion perspective should saturate 

throughout the entire health care system and be part of all care and 

treatment“ [18]. More specifically in the 6th domain of the public health 

targets (see Figure 1 above) the health orientation focus is defined in four 

perspectives: the patient-, collaborator-, population-, and management- 

perspective [9]. These perspectives are developed from the WHO – concept 

on Health Promoting Hospitals (HPH3) described in the Budapest 

declaration from 1991 [24] and further summarized by the Swedish HPH 

network. The patient perspective (1) is based on the high number of people 

with chronic diseases. Healthcare needs to systematically address peoples’ 

unhealthy lifestyles and help people diagnosed with, or at risk of, chronic 

diseases to a better life quality, or to prevent the development of disease. 

This include interventions that address lifestyle counseling, health literacy, 

empowering patient participation in their own health development, as well 

as improving the healthcare institutional environment as aesthetics, privacy 

and cultural activities. The collaborator perspective (2) focuses on the health 

professionals own health and healthy work environment and is based on the 

health system’s “credibility”, how can you promote patients’ health if you do 

not think about the collaborators health, and a healthy work environment is 

also a requirement for a secure and qualitative healthcare. The population 

perspective (3) is directed to address population health within the healthcare 

system by e.g. health checks and counseling, and as a process for sustainable 

health development. The specific knowledge, trust and contact surface the 

healthcare possess, make healthcare an outstanding arena for population 

health interventions. Finally, the management perspective (4) is based on 

the assumption that health orientation is a strategy to make healthcare more 

effective and where focus is on health outcomes. It includes a leadership 

where the objective is health, and where health promotion and prevention 

are included in analyses of needs, core activities and follow-ups. 

Furthermore, health economic evaluations of cost effectiveness and 

measurements of patients’ health are also needed [9, 25]. 

                                                             
3 The Health Promoting Hospitals (HPH) network changed name in 2008 to Health Promoting Hospitals and 

Health Services (HPH) to include primary healthcare and private operators. Source: www.hfsnatverket.se 
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Progress of the health-oriented perspective 

Despite all the well-formed statements and policy decisions on the 

importance of prevention efforts, health promotion and disease-prevention 

interventions still remain sideshows in health care operations throughout 

the western world [10].  

In Sweden, many initiatives to support a re-orientation of health services 

towards more preventive efforts come from the national level. National 

governmental bodies and public policies emphasize the importance and the 

responsibility for health interventions in health care. The health-prefix was 

added in the general law for Swedish healthcare in 1982 [26]. In 2003 the 

Swedish Parliament adopted National Targets for Public Health, and by 

including a domain on healthcares’ health-orientation (see Figure 1 above), 

they encouraged  health care providers to invest in efforts to promote health 

and prevent diseases [18]. The perspective was emphasized further in the 

public health bill in 2007, which clearly state that health promotion and 

prevention interventions should be integrated in all healthcare services [26]. 

Accordingly, there is a strong governmental underpinning of health 

orientation and there are evaluations which show positive initiatives of 

lifestyle interventions in clinical practice i.e. the hazardous use of alcohol 

project [27] and Västerbotten Intervention Programme [28, 29]. 

Furthermore, in some particular sections of care, like Swedish child- and 

maternal care, there is a long tradition of preventive measures [30]. The 

“prescriptions of physical activitiy” increased between 2007-2010 from 

17000 to almost 35000 [31]. Moreover, there are studies showing that most 

health professionals are interested and have a desire to work with prevention 

and health promotion [32, 33]. However, in 2007, a couple of national 

reports, concluded that the progress is generally slow and that the 

perspective was still poorly developed both at management levels in the 

health care organization as well as in clinical practice [34, 35]. There are 

differences in health-orientation practices in the different regional 

healthcare organizations and in the Public health political report 2010 it was 

proposed to develop national indicators that would allow to follow-ups on 

the field, as well as economic compensations [31].  

In 2011, the National Board of Health and Welfare (NBHW) in Sweden 

released National Guidelines on Methods for Disease Prevention [36]. This 

was an important development in the field of health-orientation providing 

guidance on evidence-based methods to support patients in establishing 

healthier lifestyle habits (CPGs further described under “Study context”). 

The subject became a pressing issue, and the healthcare organizations were 

encouraged to evaluate and update themselves on current practices of work 
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with patients’ lifestyles, and implications to implement the CPGs. The 

development and preconditions to implement these CPGs in health care is in 

focus in this thesis.   

Clinical Practice Guidelines in Healthcare 

Studies show that as many as 30-40% of patients do not receive care 

according to current evidence, and 25% receive unnecessary or even harmful 

medical care [37, 38]. This demonstrates that there is an important gap 

between research results and clinical practice, which has dire implications 

for healthcare quality and clinical care outcomes. One way to facilitate the 

use of evidence in clinical practice is the development of clinical practice 

guidelines (CPGs), which are increasingly seen as effective means for 

improving health care practices. CPGs have been described as a bridge 

between research and practice. This bridge between ‘evidence-based care 

practices’ and ‘patient care’ enhances quality of care, as it translates 

systematic assessments of what works and does not work into guidance for 

health care professionals [38, 39]. Guidelines are defined as “statements that 

include recommendations intended to optimize patient care that are 

informed by a systematic review of evidence and an assessment of the 

benefits and harms of alternative care options” [40].  

CPGs that focus on prevention and health promotion have been used since 

the 1980s by the Canadian Task Force on the Periodic Health Examination 

and the US Preventive Services Task Force [41, 42]. The National Institute 

for Health and Clinical Excellence in the UK has a long history of developing 

evidence-based practices that seek to improve health care quality. They have 

also invested considerably in the promotion of healthy lifestyles. Their 

efforts incorporate a comprehensive and systematic approach to public 

health efforts, pointing to the need for a framework to address social, 

economic, psychological and biomedical determinants of health and disease 

among individuals and populations [43]. In Sweden, several of the national 

disease-specific guidelines, there are indications that changes in unhealthy 

habits are important, however, guidelines do not reveal which method is 

effective. 

Development of Clinical Practice Guidelines 

The principles for developing CPGs have evolved since the 1990s, strongly 

influenced by the evidence-based, medicine movement [44]. In the past, 

professional society recommendations typically operated without a clear 

connection to evidence. However, multi-professional expert groups are now 

increasingly relying on scientific evidence to develop guidelines for 



 

8 
 

professional practice [45]. In fact, considerable investments have been made 

in developing effective guideline recommendations. The development 

process typically involves six phases – prioritizing topics, refining the subject 

area, assembling development groups, identifying and assessing evidence, 

translating evidence into clinical practice and reviewing and updating 

guidelines [46]. The development process itself affects the quality of 

guidelines and several international collaborative initiatives aiming to 

improve guideline validity have been undertaken during the last ten years, 

such as AGREE Consortium and the GRADE working group [47, 48]. These 

initiatives have focused on improving guideline quality by providing 

principles that can be used to structure and evaluate the development 

process. One example is the AGREE – protocol which includes six domains: 

(a) scope and purpose; (b) stakeholder involvement; (c) rigor of 

development; (d) clarity of presentation; (e) applicability and (f) editorial 

independence. The domains of AGREE have been associated to the degree of 

implementation [49], and there is evidence that much can be gained if 

implementation issues are considered during the development process [50]. 

However, there are still gaps in knowledge regarding how to successfully 

address implementation issues during the development process. This is 

likely due to the fact that the topic has been relatively unexplored. 

Prevention guidelines, in particular, have encountered numerous challenges 

in relation to development, implementation and use.  In particular, guideline 

development efforts have suffered from difficulties to define a target 

population. Finding and interpreting research evidence has been equally 

difficult [51].  

Implementation of Guidelines in Clinical Practice  

The introduction and implementation of new practices or clinical practice 

guidelines in healthcare is described as complex and challenging, which 

often means the intended result is not achieved [52]. This is the case even 

when there is an important need for change, such as when patient care 

would benefit and become more effective with evidence-based guidelines 

[52]. Furthermore, guideline implementation relies on a process that 

involves different stages, all of which must be given attention to ensure 

successful outcomes [53]. These steps are described by one model as 

including: exploration, installation, initial implementation, full operation, 

innovation and sustainability. The initial implementation phase has also 

been described as one where many efforts end and where few efforts reach 

the sustainability stage. Most implementation research tends to focus on the 

initial stages, while impact research is fairly limited [53]. 
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Factors influencing the implementation process 

A multilevel approach to change clinical practice has been emphasized [54], 

where interventions to improve the implementation process include various 

levels of individuals, groups, organizations and the larger environment to 

ensure sustainability. The literature suggests different theories and models 

of known factors that influence the implementation of guidelines and their 

integration with, or change of, previous practices in healthcare [54-57]. A 

synthesis of the various theories is found in the CFIR-model, together with 

other conceptualizations of the components needing consideration for any 

successful implementation strategy [57]. The CFIR-model considers domains 

of intervention characteristics, outer setting, inner setting, individual 

characteristics and process. When implementing guidelines, the character of 

the guideline itself is crucial. If guidelines are easy to understand; they can 

be easily trialed; do not require specific resources, and are less complex, they 

also have a greater chance of being used. Moreover, the developing body or 

“source” of the intervention is very important, as is the relative advantage of 

the new practice [56, 57]. It has also been found that the medical field of the 

guideline influence both implementation and the rate of health professionals’ 

compliance with it [58]. Outer setting takes into account patient needs, 

external policies, regulations etc., while the inner context considers 

structural characteristics, organizational culture, leadership, resources, 

implementation climate and knowledge. Furthermore, the characteristics of 

the group of adopters (e.g. administrators, health professionals, managers, 

patients) and the specific individual’s  knowledge, motivation and attitude 

about the innovation, and identification with the organization/workplace 

also influences implementation success [57, 59]. Moreover, the perception of 

an innovation, as well as the professional’s identity and role in relation to 

patient care, may be tied to certain beliefs regarding the innovation [60, 61]. 

Specific implementation activities include how the implementation is 

planned, which methods and strategies are preferred in the process, how 

leaders and change agents can or should act, and how follow up is included. 

In general, a tailored implementation strategy that is suited for a certain 

context and a certain type of innovation, has a higher chance of being 

successfully implemented [52, 62, 63]. These characteristics can both 

obstruct or facilitate the uptake of a new practice and have to be taken into 

account when planning for change.  

Organizational readiness for change 

In order to reorient health care and put a stronger emphasis on prevention 

and health promotion, it is necessary to achieve changes at several levels of 
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the health care system. Organizational readiness for change (ORC) has been 

identified as a crucial component of successful implementation and adoption 

of changes in clinical practices [64, 65]. ORC refers to an organizations’ and 

its’ members preparedness to change, including both change commitment 

and change efficacy. ORC includes features at both the organizational and 

the individual level. At the organizational level, high ORC is associated with 

available resources, a flexible and change-friendly structure, supportive 

leadership, communication channels and an ability to integrate knowledge. 

Individual readiness refers to an employee’s knowledge, motivation, 

attitudes, and identification with the organization. When the ORC is high, 

there is a shared belif among its’ members of a collective capability to 

change, and organizational members are more likely to initiate changes, 

exert greater efforts, exhibit greater persistence, and display more 

cooperative behavior, which results in more effective implementation of a 

proposed change [66]. Conversely, when ORC is low, members differ in their 

belifs about the change, are more likely to view the changes as undesirable 

and will subsequently avoid, or even resist, planning for and/or participating 

in the change process. 

To overcome a lack of readiness for changes, evidence has heightened the 

need for diagnostic analyses prior to implementation [64, 67-69]. Diagnostic 

analyses are designed to identify the complexities and requirements that 

may hinder or facilitate the implementation and uptake of change, and 

involve gathering information on the targeted organizations’ internal and 

external environments. The external environment refers to patient needs and 

characteristics, networking with external organizations, and external policies 

like regulations and guidelines. The internal environment covers structural 

characteristics, culture, implementation climate, leadership engagement 

access and knowledge [57]. Such analyses enable a tailored and responsive 

implementation strategy adapted to local contexts, adopters and to the type 

of intervention, and may help to avoid costly implementation errors [68]. 

Despite the evidence of the benefits of diagnostic analyses, many 

implementation processes are launched without these types of assessments 

[64]. 

Implementing lifestyle interventions in health care 

Implementation of health care interventions in the field 0f health orientation 

presents certain challenges that result in the limited provision of these types 

of services in clinical care, as well as the quality of these services [51, 59, 70-

72]. There are particular aspects of the field that make it more difficult to 

implement. First of all, when it comes to prevention efforts, the span of time 

between intervention and improved health outcomes tends to be long [9]. 
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Prolonged investment in long-term outcomes can be troublesome for 

organizations and policy makers who are often pressured to demonstrate 

impressive results in relatively short time frames. 

Another aspect that is uniquely challenging to the field of prevention 

concerns evidence. Guidelines that come with a strong evidence base are 

often easier to implement [56], however the type of evidence that is 

generated by health promotion and prevention efforts is often based on data 

that is generated at the population level, which tends to be generic. General 

recommendations may therefore not be as relevant for a specific individual’s 

health conditions. Furthermore, randomized controlled trials that dominate 

the evidence based medicine field, lack the adequate power in prevention 

studies, resulting in rather weak evidence, which creates uncertainty about 

the benefits of these efforts. In fact, doubts about the effectiveness of lifestyle 

interventions have been identified as common obstacles for their uptake in 

health care practices [73, 74]. This may, however, differ between doctors and 

nurses since they respond differently to different types of evidence [75]. 

In addition, the character of an innovation can influence adoption success. 

Studies show that prevention and promotion interventions are not 

considered to be a priority or that healthcare professionals lack clarity about 

how they should be prioritized [32, 76, 77]. According to Swedish law, there 

is an ethical priority order in the healthcare system [78], where the 

prevention field comes second to the first priority of treating life threatening 

diseases, diseases that require treatment to avoid premature death or 

disease, palliative care / care in the end of life, chronic diseases, and care for 

people with reduced autonomy. A study of general practitioners (GP’s) 

showed that their delivery of care was completely dominated by secondary 

care, i.e. the diagnosis and treatment of disease [79]. The observation that 

traditional “medical care” is prioritized over health promotion efforts has 

also been confirmed in other studies [80, 81].  

Another important issue in this field refers to the provision of counseling 

and associated ethical challenges. Prevention or promotion of a certain 

lifestyle can be considered problematic for health care professionals, since it 

concerns people’s habits and how they choose to live their lives. Research 

shows, for example that medical doctors find it difficult to ask questions 

about alcohol habits, and that certain advice or counseling could easily be 

perceived as paternalistic [73].  

As stated previously, health professionals’ attitudes about prevention and 

how they value a health orientation in their professional role, influences the 

degree to which they invest in it [56]. Traditionally medical fields like 
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prevention and mental health care have received little attention from 

doctors. Studies that are more recent show contradictory findings about 

doctors’ interest in prevention and health promotion. Many doctors do work 

extensively with patients’ on improving lifestyles and that they have a desire 

to increase their health care centers’ investments in these activities to a 

greater extent [32, 82].  However, in a study from Geense [59] several 

categories of doctors’ behavior were identified. These include roles that span 

from being an “ignorer” to a “nurturer”, while the nurses were almost 

unanimously enthusiastic about prevention and health promotion. Hall [60] 

found that physicians’ professional identities, in accordance with current 

norms, valued their role in the treatment of rare medical conditions, where 

they obtain more recognition than they would in treating common health 

issues. This is supported by Mirand [79], who found that physicians’ 

cognitive evaluation of primary prevention influences the low level of 

adoption. 

Health care professionals also report more common implementation 

obstacles like lack of time, knowledge gaps, ambiguous protocols, lack of 

appropriate structures and referral options etc. [32, 73, 74, 77, 83].  

Accordingly, health orientation is of high concern in policy-makers 

programs, but in clinical practice the progress is modest. There is a need for 

a deeper understanding of how primary health care can improve its ability to 

address unhealthy lifestyles, as well as identifying factors that obstacle 

implementation of health orientation within health care. 
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Purpose and aims 

The overall purpose of this thesis was to contribute towards a better 

understanding of the complexities of primary health care organizations to 

become more health oriented, and to explore the preconditions that impact a 

successful implementation of the CPGs on lifestyle interventions. This 

includes exploring health professionals and health organizations current 

efforts to support patients’ positive lifestyle decisions, as well as examining 

the development of guidelines for lifestyle interventions and how 

successfully these guidelines are implemented. The final goal is to provide 

evidence that constructively can inform practice and policy which will 

beneficially impact population health efforts. 

Specific aims were to: 

I. Investigate how general and prevention implementation 

challenges were addressed during the process of developing 

national guidelines for disease prevention, as well as strategies 

used by governmental agency guideline developers. 

 

II. Investigate several dimensions of readiness in primary 

healthcare for implementing national guidelines on lifestyle 

interventions, including aspects of the intervention and the 

target context. 

 

III. Explore the extent of health care professionals work with 

lifestyle interventions in primary health care, and describe the 

professional knowledge, attitudes and perceived organizational 

support for lifestyle interventions. 

 

IV. In a two-year follow-up, assess the progress of efforts to 

implement healthy lifestyle interventions in primary healthcare 

settings, as well as the uptake and usage of the new guidelines 

on lifestyle interventions in clinical practice. 
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Study context 

The Swedish setting 

Public health 

Sweden has a population of 9.5 million people [84] that inhabit 411,000 

square meters, which results in a relatively low population density. Eighty-

five percent of Sweden’s population lives in urban areas [85]. In Sweden the 

population is relatively healthy and public health trends are generally 

positive [86]. The average life expectancy at birth is 82 years (84 for women 

and 80 years for men), which is 2 years above the OECD average [87]. The 

leading causes of mortality are cardiovascular diseases and cancer [88]. In 

2015, the country’s Human Development Index was ranked as the 14th 

highest in the world [89]. There are however, health inequalities among 

various population subgroups, with socioeconomic factors being most closely 

tied to these identified differences [86]. 

Lifestyles 

When it comes to lifestyle and health behaviors, the trend in Sweden over 

the past 10 years has been positive. However, important inequalities have 

been identified and are largely based on income, educational level, age and 

gender [86]. 

Photos:“Pommes vertes” [90] and “Couple running on a jogging track to 

remain fit” [91]  

Source:  https://commons.wikimedia.org  
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Around 13-15 % of Swedish people engage in an insufficient level of physical 

activity, the proportion of Swedes with a BMI > 30 has risen steadily and is 

currently around 14%, while insufficient intake of vegetables and fruits 

remains stable over the last few years, although this varies with age. The 

number of individuals who smoke on a daily basis has decreased and is now 

11% for women and 9% for men. The percentage of individuals who engage in 

unhealthy levels of drinking, has decreased for men although further 

improvements have stalled at 18%, while for women it has remained 

relatively stable at 12% [86]. In summary, Sweden’s population health 

indicators are generally positive, especially when compared to global health 

trends. However, despite these positive trends, there are still areas for 

improvement. 

The Swedish health care system 

The health care system in Sweden is organized at national, regional and local 

levels. At the national level, the Ministry of Health and Social Affairs 

establishes principles and guidelines with the help of governmental agencies 

such as the NBHW (see below). At the regional level, financing and provision 

of health care to all citizens is the responsibility of 21 health care 

organizations, which are run by directly elected county councils. At the local 

level, municipalities are responsible for social services. The Swedish health 

care system is primarily funded by taxes, and supplemented by 

governmental grants and user fees [92]. The maximum patient fee for a 

hospital stay is SEK 100 per day (Euro 10.5). Patient fees for primary care 

vary between SEK 100 and 300 depending on the county council. There is 

also a reasonable cap on patient expenditures, which means that a patient 

never has to pay more than a total of SEK 1,100 over the course of a year for 

medical consultations; and no more than SEK 2,200 for prescription 

medications. Under Swedish law [26], health service staff must work in 

accordance with established scientific knowledge and accepted standards of 

practice. Thus, there is a national mandate to use research results and 

comprehensive clinical experiences to guide the delivery of health care. 

Furthermore, health promotion and prevention is by law [18] a health care 

responsibility, regardless of level of care. Most of these prevention efforts 

are, however, undertaken in primary care. Swedish county councils have the 

primary responsibility when it comes to guideline implementation and 

resource allocation at the regional level. 

Primary health care  

In 1976, Primary Health Care facilities were given the primary responsibility 

for the populations’ health within a defined geographic area when the 
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National Board of Health and Welfare created a new structure for the 

Swedish healthcare system. This new structure partitioned the healthcare 

system into three levels. With a law in 1982 [26] that added the health-

prefix, the regional healthcare organizations were ordered to focus on 

primary health care and preventive interventions in order to ensure support 

effective population health efforts based on citizens’ needs. One driving force 

behind these structural changes in Swedish health care since the 1990s has 

been the desire to shift from heavily investing in hospital inpatient care 

towards outpatient care and primary care. Primary health care involves 

services that do not require the use of advanced medical equipment and 

which is responsible for guiding the patient to advance levels of care within 

the healthcare system. In Sweden patients are free to choose their primary 

care provider and primary care providers are free to choose where they 

practice. Provider qualifications are governed by the local county councils 

and these qualifications have been compulsory in Sweden since January 

2010 [93]. As a consequence, private health care provision is becoming more 

common in primary health care, however, this care is still financed by the 

county councils [94]. Today (2012), primary care serves as the foundation of 

the healthcare system. Services include vaccination programs for children, 

health examinations and consultations, as well as different types of 

treatment. The general practitioner usually serves as the first health service 

contact for adults or older people who mainly have physical health problems 

or minor mental health problems [92].  

A description of two healthcare organizations  

The health care organzations that participated in the studies of this thesis, as 

well as their respective primary health care facilities (which are denoted 

throughout this thesis as health care organization A and B) were chosen 

based on the relative similarities between these health care systems and their 

sociocultural contexts. Both facilities were also chosen based on their 

willingness to participate in the associated research activities. Additionally, 

each of these facilities is situated in the northern part of Sweden and both 

cover large and sparsely populated geographical areas.  

Health Care Organization A covers a geographic area of roughly 15100 

square metres, and provides services for a population of 255000 inhabitants. 

Primary health care services are offered through 35 primary health care 

centers/nurse offices, as well as three hospitals, including one university 

hospital. Health Care Organization B is one of the smallest Swedish health 

care organizations in the country. It has about 4000 employees and the 

catchment area is populated by only 127020 inhabitants, although it 

geographically represents 12 % of Sweden (34000 sqm) land mass. Primary 
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health care is organized through 30 health care centers and another 10 

centers that are staffed exclusively with district nurses. There is also one 

hospital in this geographic region.. Based on websites and reports, some 

variation between these organizations was anticipated, as organization A had 

a longer history of prevention and health promotion interventions than 

organization B. 

Development of National Clinical Practice Guidelines in 
Sweden 

The National Board of Health and Welfare and its policy for 

guideline development 

The NBHW is a government agency that serves under the Ministry of Health 

and Social Affairs. The NBHW has a wide range of responsibilities within the 

fields of social services, health and medical services, environmental health, 

communicable disease prevention and epidemiology. The agency supports, 

influences, and controls Sweden’s health care organizations. One of its core 

functions is to collect, analyze and disseminate evidence-based information 

to care providers. The NBHW is commissioned by the government to provide 

evidence-based guidelines for the care and treatment of patients with serious 

chronic illness [92]. To this end, their primary efforts are focused on 

supporting health care decision makers, by allocating resources that 

prioritize effective health care interventions.  

The NBHW applies a model in the development of guidelines, which builds 

on fundamental features in guideline development that are recognized 

internationally [95, 96]. The development policy is a balance between three 

dimensions: the severity of condition, efficacy of the method, and cost-

effectiveness of the method. The formalized procedure can be found on the 

NBHW website [97]. The NBHW creates recommendations to optimize 

patient care based on a systematic review of evidence and an assessment of 

the benefits and harms of alternative care options, which are typically 

released as national guidelines. So far, 15 guidelines have been developed. 

The primary target user groups of the guidelines are healthcare decision 

makers, as well as healthcare professionals and patients/population. 

Furthermore, the board develops indicators as part of their efforts to 

evaluate engagement with national guidelines. These indicators are 

measurements that are intended to reflect the quality of care. Until recently, 

implementation of guidelines was left to the county councils, but the 

government has extended the NBHWs responsibilities to include 

implementation monitoring, and they have developed a web-based 
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implementation support tool to respond to the broader charge they have 

been given [98]. 

The Clinical Practice Guidelines on lifestyle interventions 

In line with governmental efforts to promote health orientation of the health 

care system, the NBHW was between 2008-2011 leading the development of 

national CPGs [36]. The guidelines covered methods to counteract tobacco 

use, hazardous use of alcohol, unhealthy eating habits and insufficient 

physical activity. After their release in November 2011, these guidelines were 

to be used by all of Sweden’s 21 regional health care organizations.  The 

guidelines were called “National guidelines for methods of preventing 

disease in clinical practice” and their primary purpose was to provide advice 

or counseling concerning the lifestyles mentioned above. These guidelines 

will be referred to throughout the thesis as “CPGs on lifestyle interventions”.  

The guideline development process included several participating groups 

and phases, which were organized by a management group. In this thesis, 

(paper I) the development of these guidelines was studied through 

interviews (and archival material) conducted with the development 

management group.  

In brief, the guideline development process included the following steps: 1) 

definition and delimitation of the guideline area, as well as the definition of 

important concepts, 2) collection and assessment of the available research 

evidence by four expert groups, 3) prioritization of conditions and 

interventions by the prioritization group, and 4) the formulation of 

recommendations and indicators for follow-ups.  

The guidelines were published in different versions for the different target 

users. In short, the recommended methods were divided into three different 

levels – brief advice, counseling and advanced counseling. All levels presume 

that healthcare professionals possess sufficient knowledge about necessary 

healthy lifestyle habits and counseling methods.  It is also presumed that a 

persons’ unhealthy lifestyle has been successfully identified, which means 

healthcare professionals also need to know when and how to ask questions 

concerning patient lifestyles. Moreover, an active strategy to promote the 

implementation of these guidelines was assigned and funded by the 

government between 2011 and 2015 [99]. 
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Materials and methods  

Study design  

The outline of this thesis is based on the results from four studies: a case 

study of how the implementation challenges during development of the 

CPGs at NBHW were addressed; a multiple case study examining readiness 

for change in two healthcare organizations; a cross-sectional study of two 

primary healthcare organizations and efforts to encourage healthy patients’ 

lifestyles; and a longitudinal follow-up study of the cross-sectional study 

with the addition of information on CPG uptake in clinical practice.  

The research was conducted using mixed methods, including data from 

surveys, semi structured interviews and archival data. A mixed methods 

approach combines the benefits of qualitative and quantitative approaches, 

and provides richer data on the investigated phenomenon [100, 101]. Survey 

research can be limited by its restricted ability to provide contextual data to 

aid the analysis. This can make it hard for researchers to interpret the data, 

as they lack a deeper understanding of what respondents are referring to, 

thinking about or how they are acting [101]. With the inclusion of qualitative 

data it is possible to gain a deeper more comprehensive knowledge of the 

factors influencing health care organizations [102, 103]. 

Methods used for data collection  

A few general methodological considerations concerning data collection – in 

particular, the management of the questionnaire - will be described below.  

The methods have been structured in this way to avoid repeating 

information under each description of the the individual studies. 

Semi-structured interviews 

In two of the studies (I and II), data was obtained by using semi-structured 

interviews. These interviews were structured using a framework of themes, 

which allows for flexibility in responses, while at the same time confining 

discussions to the same set of topics for all interviewees [104]. Interviewees 

were purposively sampled [101]. Purposive sampling is a technique that 

allows researchers to use their own judgment regarding which members are 

likely to provide the most important data and perspectives to inform the 

identified research questions. Furthermore, it is a method that is effective 

when only limited numbers of people can serve as primary data sources due 

to the nature of the research design, aims and objectives.  
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Archival data 

Some archival data was used to complement the data gathered in interviews 

and from questionnaires in study I and II (i.e. organizational websites and 

documents concerning guidelines and health orientation practices that were 

recommended by interview respondents or found in open archives) 

(transparency by law for public organizations in Sweden). These were used 

to verify information gathered in interviews and to provide background data. 

Questionnaire I  

Questionnaire I was developed within the framework of a larger research 

project i.e. “National guidelines for health promotion – the challenging 

journey from evidence to clinical practice” financed by the 

Vinnvårdprogram [105]. This larger research project had the aim of studying 

how new knowledge could be developed and implemented over several 

system levels and sustained in health care organizations.  This questionnaire 

provides data for studies II, III and IV.  

The web-based questionnaire was informed by studies focusing on 

implementation of CPGs and ORC. The general aspects of ORC were 

captured using selected questions taken from ORC questionnaires developed 

by Lehman [106] and Holt [65]. Other statements from models of 

implementation theory were guided by Damschroder [57] and Greenhalgh 

[55]. Specific statements regarding health orientation were influenced by a 

theory developed by Johnson and Paton that focuses on change management 

for reorienting health services [107]. 

The web-survey was carried out between May and July of 2011 and was sent 

to managers, physicians and nurses at primary healthcare centers in two 

regional healthcare organizations in Sweden. The “physicians” included 

general practitioners, physicians without further specialization and 

residents. “Nurses” included both registered nurses and public health 

nurses. A response rate of 49% was obtained (n=315), of which 81% were 

women (almost all nurses were women 96%). Sixty percent of the 

participants had more than 10 years of experience.  

A five-point Likert scale was used to quantify the responses  (item responses 

ranged from “completely disagree”, “partly disagree”, “partly agree”, “agree 

to a high extent” to “completely agree”). It was pilot-tested on a sample of 

eight persons to assess its face validity. After obtaining consent from the 

chief executive officers, the human resources office provided names and e-

mail addresses to all employed PHC managers, nurses and physicians, 
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altogether 691 individuals. The questionnaire (Appendix 1) was distributed 

by e-mail with an invitation to participate, five reminders were sent over a 

three-month period. 

A slightly modified questionnaire was sent to the PHCC-managers in the two 

healthcare organizations. The questionnaire modifications were made in 

order to tailor the questions to the managers’ role at the healthcare 

organization. This survey achieved a response rate of 54% (n=25). 

Questionnaire II 

Questionnaire II was used in study IV in this thesis. The second 

questionnaire contained the same statements as Questionnaire I with some 

smaller modifications. Seven new statements were added for the purpose of 

capturing the degree of uptake of the CPGs on lifestyle interventions in 

clinical practice (Figure 8). Moreover, seven statements were removed from 

Questionnaire I, in order to reduce respondent survey fatigue. Out of 50 

survey questions, 48 were close-ended. Two open-ended questions were also 

added one of which concerned perceived obstacles for implementing CPGs 

on lifestyle interventions.  

The questionnaire was distributed in May 2013, 18 months after the release 

of the CPGs. Those individuals receiving the questionnaire were all 

respondents who had originally participated in Questionnaire I. However, 

healthcare organization B experienced a somewhat turbulent situation in 

2013, and the operative management decided to withdraw their participation 

in the follow-up study. Three reminders were sent over a three-month period 

to participants associated with Health Care Organization A. A response rate 

of 50% was obtained (physicians 53% and nurses 48%). The second 

questionnaire was also sent to PHCC-managers. 

Overview of aims subjects and methods used in Study I-IV 

 
An overview of the study aims and the interlinked sub-studies is presented in 
Table 1. 
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Table 1. An overview of aims, subjects and methods 
 

 

 
 

Study I. Addressing implementation challenges during 
guideline development  

Participants and methods for data collection and analysis 

Seven guideline developers for the national CPGs on methods for disease 

prevention were selected. These developers represented the management 

group and the head of the guideline development unit at NBHW. The 

interviewees were chosen based on their responsibility for the CPG 

development process. Of the seven developers, three were women and four 

were men. 

Data were collected via interviews and archival data between October 2009 

and September 2012. The semi-structured interviews were undertaken 

individually at the NBHW and by phone, and lasted for 55-95 minutes. 

Interview discussion topics were outlined by the research group (Appendix 

2). The interviews aimed to capture if and how implementation challenges 

were considered and addressed in the development-process of the CPGs 

relating to disease prevention. Furthermore, the interviews tried to capture 
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the developers’ experiences and concerns regarding implementation 

challenges. All interviews were recorded and transcribed verbatim. The 

interviewees were asked to check the transcripts for inconsistencies. Archival 

data such as development manuals, the final published guidelines, the public 

health bill, and steering documents were collected in open archives and 

through personal contacts. 

Data were analyzed by qualitative content analysis [108] with a deductive 

approach using a framework (AGREE) [109] to structure data. Transcribed 

interviews and documents were read several times to get an overall sense of 

the content. After sorting through the text to identify relevant units for 

analysis, that is, informant responses that captured aspects of 

implementation challenges, as well as strategies to address these, codes were 

created to represent the “manifest” aspects of the dataset. Codes were 

grouped and organized into categories. After abstracting the meaning of 

these categories, four overall themes were identified. Subsequently, the 

themes were structured into the AGREE framework for guideline quality. 

Study II. Assessing context and intervention specific 
organisational readiness for change - Preparing primary 
healthcare for clinical practice guidelines on lifestyle 
interventions  

Participants and methods for data collection and analysis 

This phase of research inquiry involved a multiple case study [110]. A model 

featured in Figure 2 demonstrates how ORC was perceived and addressed in 

the two health care organizations. A mixed methods approach was applied to 

combine the benefits of both quantitative and qualitative data [100] and 

included survey and interviews, accompanied by archival material. The data 

collection was carried out between June 2010 and July 2011. 
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Figure 2. Model used for addressing ORC in the two health care 

organizations. 

The focus of this research phase, examining organizational readiness for 

change, was captured in four research questions: I) In what way is the outer 

and inner organizational context of the PHC organization prepared for or 

supportive of the upcoming intervention? II) How ready are the PHC 

organizations for the implementation of national guidelines? III) How ready 

are the PHC organizations for lifestyle interventions? IV) How ready are 

the PHC organizations for the specific intervention (i.e. the national 

guidelines on lifestyle interventions)? 

Quantitative survey data was obtained from 340 individuals in primary 

healthcare (nurses n=215, physicians n=100 and managers n=25) (see 

description under Questionnaire I above). Thirty-six statements (two of 

which had four sub items) from questionnaire I sought to capture 

information on ORC (Appendix 1). These statements covered: 1) Context and 

structured support for learning and changes 2) general experiences of CPGs 

and their implementation, 3) health orientation in PHC and 4) 

thoughts/concerns regarding the upcoming CPGs on lifestyle interventions 

and their implementation (preliminary versions had been circulated nine 

months before). 

Qualitative data was collected from ten key individuals in the two healthcare 

organizations (6 women and 4 men). The interviewees were all strategic 

and/or accountable for receiving, planning for, and implementing change 
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interventions like CPGs in PHC (e.g. higher-level managers, heads of PHC, 

officers of internal processes, care developers and managers of public health 

departments). The semi-structured interviews were organised with the aim 

of providing background information, contextual information and a time 

perspective for information captured in the questionnaire. The research 

group outlined key issues to explore in the interviews and these were aligned 

with the four research questions. Five of the interviews were carried out in 

the respondents’ offices, and the other five by phone. The interviews were 

recorded and lasted for 30-90 minutes and subsequently transcribed 

verbatim. 

Archival data complemented the survey and the interviews and was used to 

verify information gathered through surveys and interviews. Archival data 

was also used to provide additional information about the healthcare 

organizations (background information and/or contextual information).  

Based on sample sizes and anticipated normal distributions of the 

quantitative data, we chose parametric tests [111]. Descriptive statistics 

(means and standard deviations) were calculated for all statements from the 

questionnaire, and means higher than 3, 5 (range 1-5) were considered 

supportive of the statement. To estimate the degree of organizational 

readiness, the means of all statements within a thematic area were 

calculated. Independent t-tests were used to capture the difference between 

the two organizations. Results that were less then <0.05 were considered to 

be statistically significant. To catch the differences between the three 

professional groups (physicians, nurses and managers), variance analyses 

(Anova) and post-hoc tests (Tukey, where indicated) were calculated for all 

statements.  

The interviews were analyzed using a mix of directed and conventional 

content analysis [112]. The transcribed text was first structured according to 

the four thematic areas (i.e. research question I-IV) for each organization. 

Research question I was split into outer and inner context. A read through of 

each thematic area was undertaken initially to get an overall sense of the 

material and subsequently key issues and concepts were identified and 

summarized.  
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Study III. Lifestyle interventions in primary care – 
professional and organisational challenges 

Participants and methods for data collection and analysis 

This study utilized a cross-sectional descriptive design. Information was 

obtained from the 315 respondents (nurses n=215, physicians n=100) who 

participated in questionnaire I (see above under “questionnaire I). Sixteen 

statements from questionnaire I were used to investigate and gather 

information related to the primary study questions: four measured attitudes, 

two measured knowledge (one had four sub-items), three measured the 

extent to which professionals work with patients on lifestyle changes (of 

which one had four sub-items), and seven measured perceived 

organizational support.  

The two Likert scale responses “completely agree” and “agree to a high 

extent” were clustered into one, which represented a positive answer to each 

statement. Subsequently, frequencies were described for all the statements 

that were included in the survey. Differences were also calculated between 

professional groups and groups representing various levels of work-

experience (0-10 years vs. >11) using Chi-square tests. Values <0.05 were 

considered statistically significant. Furthermore, gender differences were 

explored in the same way (although only for the physician group, as 96% of 

individuals in the nursing groups were women). Only one statistically 

significant difference was found (for gender), however, this finding is not 

shown in the tables. 

Study IV. Implementation of clinical guidelines on lifestyle 
in primary health care – a two-year follow up 

Participants and methods for data collection and analysis 

The study was designed as a longitudinal study with two measure points.  

Data collection consisted of two questionnaires with closed-ended questions. 

The structured web-questionnaires were distributed to all registered nurses 

and physicians employed in primary healthcare within the organization.  

Analyses were directed to investigate the development over time and to 

assess the progress of CPG implementation. The Likert scale alternatives 

“completely agree” and “agree to a great extent” were clustered into the same 

category, which was considered a positive response to the statements. 

Differences between professional groups, years of experience and gender 

were calculated for each questionnaire. Gender differences were considered 
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only in the physician group since the group of nurses consisted almost 

entirely of women. Furthermore, differences were calculated between the 

questionnaires to identify significant changes over time. Statistical 

significance was examined using the Pearson chi-square test, and p-values < 

0.05 were considered significant. No statistically significant gender 

differences were found. Frequencies displayed the seven additional 

questions concerning the implementation progress in Questionnaire II, and 

differences between professional groups were calculated using chi-square 

tests.  

Qualitative data from the free-text answers regarding difficulties 

implementing guidelines were summarized to illustrate the quantitative data 

[100]. Based on the significant differences found in the quantitative data 

between the professions the answers were divided into physicians (n=19) 

and nurses (n=39).  
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Main findings 

The main findings from the four different studies are presented below. 

Study I. Addressing implementation challenges during 
guideline development  
 

The main findings of this study indicated that guideline developers identified 

and approached numerous implementation challenges, which can be 

summarized, into four themes (Figure 3). Another important finding 

included the discovery that CPGs on lifestyle interventions were a challenge 

for the development-model at NBHW because of the CPGs preventive and 

non-disease specific focus.  

Broad agreements and consensus about scope and purpose 

Archival data showed that there was a strong mandate at the national 

governmental level to develop guidelines with a preventive scope. The public 

health bill – “Goals for public health” [18] clearly stated the need to reorient 

healthcare and to focus more on prevention and health promotion. 

Moreover, important regional differences concerning prevention practices in 

Swedish healthcare were identified by the NBHW. Taken together, these 

were important triggers for developing CPGs for lifestyle interventions. 

Furthermore, the respondents reported hearings and discussions with 

stakeholders, such as politicians and healthcare providers, which indicated 

that the focus and purpose of the CPGs were indeed important. The hearings 

and discussions were perceived as an important component of preparation 

for both the developers and the target users, regarding the requirements and 

consequences of implementing the guidelines. One respondent expressed it: 

 “If we do not collaborate with the users – in a broad sense – 

from the very beginning, clinical guidelines will remain on the 

bookshelves”. 
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Figure 3. Identified and addressed implementation challenges   
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Systematic and active involvement of stakeholders 

The results indicated that involving numerous and varied stakeholders was 

an important strategy for addressing implementation challenges. By raising 

awareness and engaging different backers at an early stage, it was easier to 

foresee issues and plan for implementation barriers. The six different expert 

groups at the NBHW represented expertise in: prevention and the four 

lifestyle habits from different health professional groups, scientific 

methodology, health economics, ethics and communications/linguistics. 

Furthermore, equal gender and geographic representation were considered 

in the NBHW expert group recruitment process. Throughout the pre-review 

process different NGOs, public bodies and HPH-organizations were involved 

in hearings, interviews and pilot testing of the guidelines. By the end of the 

CPG development process, a number of regional seminars were conducted to 

gather views of the healthcare organizations (e.g. managers, health 

professions, administrators). These seminars brought forward problematic 

issues and questions regarding the guidelines. Feedback from these hearings 

was incorporated into a revision and final version of the guidelines by the 

developers.  

Formalized and structured development procedure 

The respondents emphasized the importance of an explicit, formalized and 

systematic methodology in the development process, i.e. identifying and 

defining concepts and health questions; searching and assessing evidence; 

using a consensus procedure of the best clinical practice when there was a 

lack of evidence; and developing and formulating recommendations. 

Respondents felt this process brought clarity, reliability and trustworthiness 

to the final CPG product and also increased target users’ understanding and 

use of the guidelines. 

Openness and transparent development procedure 

Openness and transparency were considered throughout the development 

process to increase guideline credibility and to facilitate implementation. 

Initially, the developers had to state any possible competing interests and 

information about all members was documented. The regional conferences 

that were held at the end of the CPG development process were also seen as 

an opportunity to openly discuss and improve the preliminary CPGs. 

Furthermore, early review of CPG guidelines were seen as an opportunity to 

increase healthcare providers awareness and use of the CPGs, as they were 

asked to present an assessment of CPG consequences and resource 

implications. The same attention was given by the developers, who used the 
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details to prepare an additional chapter for the final product that identified 

organizational and financial consequences of the CPGs. Experts in 

communication and linguistics edited the final CPG product to increase 

clarity and comprehension. To increase the transparency and reliability of 

the final guidelines, they were published together with the recommendations 

(references and economic evaluations) on the NBHWs’ website. 

Challenges given the preventive and non-disease specific focus 

 

The findings also identified a number of challenging issues that were specific 

to particular practice fields that were covered in the guidelines. It was 

reported in the interviews that the concepts of health promotion and 

prevention were not distinctly defined, and that a lot of time and energy was 

used in the initial phase just to define concepts and scope. 

 

Moreover, the respondents reported that for some conditions/interventions 

there was a lack of evidence, and that this was solved by a formalized 

consensus procedure combining available evidence with proven clinical 

experience. One respondent said:  

 

“It is easier to develop guidelines with a medical scope since they 

often include a higher amount of studies that fit our questions as 

guideline developers”. 

 

Furthermore, the Swedish guideline development model strongly 

encouraged involvement of the target population in the development 

process. Normally, in disease-related guidelines processes, this is 

accomplished through input from patient/consumer organizations. 

However, in this case, it was difficult as the prevention focus had no 

organization that clearly represented the population. As a result, 

respondents indicated that healthcare providers and health professionals 

operated as advocates for the target population. 

Study II. Preparing primary healthcare for guidelines on 
lifestyle interventions: Assessing context and intervention 
specific organisational readiness 

The main findings of the study demonstrated that in the overall assessment 

of ORC, both of the case study health organizations showed favorable 

conditions for change in relation to the change focus (health orientation) and 

the specific intervention (national guidelines on lifestyle interventions). 

Weaker results were found in relation to support for change, learning, and 

change format (national guidelines, in general) (Figure 4). Furthermore, 
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factors in the outer context were found to influence the priority and timing of 

the intervention, and considerable inconsistencies across the professional 

groups were identified.  

 
 

Figure 4. Summative readiness for change in each thematic field in 

organization A and B 

Outer context 

The interview respondents identified features in the organizations’ outer 

context that could potentially influence the PHC centers’ priorities, which 

would have an impact on the PHCC’s ability to focus on the up-coming 

lifestyle intervention CPGs. For example, the respondents referred to 

uncertainty relative to political elections that would probably change the 

organizational structure and objectives of the health care organizations, as 

well as a new law that was anticipated would change the organizational map 

of PHC. Furthermore, many competing policy interventions, such as “care 

guarantee”, “phone availability” and other upcoming national guidelines 

were seen as potentially impacting the availability of resources and time for 

implementing the CPGs. One respondent explained:  

0

0,5

1

1,5

2

2,5

3

3,5

4

4,5

Organisation A Organisation B

Support for change and learning National CPGs

Health orientation CPGs on lifestyle interventions



 

36 
 

”We will have a whole new political group governing after the 

elections and we will have to change the operative management 

– this brings about unknown conditions so far” 

and another: 

”…the different issues compete with each other…In a prioritizing-

order, maybe this (i.e. CPGs on lifestyle interventions) will come 

after other issues like availability and the law about choosing 

caregivers…”. 

Inconsistencies between professional groups 

Frequent and significant inconsistencies across the professional groups 

(managers, physicians, and managers) were identified. The groups varied by 

thematic fields and between the organizations (Figure 5 and 6). Gaps in the 

graphs for managers indicate that the statement was omitted in their 

questionnaire. 

 

Figure 5. Means by statement and professional group in organization A 

(who agree to a high degree, range 1-5) 



 

37 
 

 

Figure 6. Means by statement and professional group in organization B 

(who agree to a high degree, range 1-5) 

Differences were found concerning nurses and physicians’ perceptions of the 

need and usage of guidelines. For example, nurses and physicians in 

healthcare organization A differed in their perception of the need for 

guidelines in order to support their work, with nurses reporting a higher 

need for CPGs. The same relationship was identified in regards to the 

specific upcoming CPGs on lifestyle interventions, where nurses in both 

organizations believed to a higher degree than physicians did that the PHCC 

would benefit from guidelines. In general, physicians (and nurses) reported a 

positive disposition towards guidelines in healthcare. 

Another difference concerned continuing education and the level of clinical 

knowledge in both organizations. The physicians, to a higher extent than the 

nurses, felt that continuous education was not prioritized by their health 

organizations, while managers indicated that nurses and physicians had a 

higher level of knowledge on lifestyle interventions, than the nurses and 

physicians felt themselves felt that they had. 

Study III. Lifestyle interventions in primary care – 
professional and organisational challenges  

The main findings from study III demonstrated that health professionals 

have a largely positive attitude and thorough overall knowledge about 

lifestyle intervention methods. However, both knowledge and involvement 

levels differ between professional groups. Organizational support like CPGs 
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and the development of PHC collaborations with other stakeholders were 

identified as efforts that could possibly enhance work with lifestyle 

interventions in PHC.  

Attitudes and knowledge 

Health professionals had a largely positive attitude towards the promotion of 

healthy patient lifestyles, agreeing that it was not only compatible with 

PHCs’ overall aims and objectives, but that there was a need to further 

develop this work at the PHCC. Individuals with more limited work 

experience were less likely to believe that health professionals at the PHCC 

work extensively with patient lifestyles (P = 0.045).  

Health professionals possessed a thorough overall knowledge about lifestyle 

intervention methods. The highest level of knowledge was reported for 

insufficient physical activity (84%), followed by unhealthy eating habits 

(79%), tobacco use (73%) and hazardous use of alcohol (66%). Differences in 

knowledge for eating habits was detected between professional groups (P = 

<0.001) and between people with different levels of between health 

professionals depending on their length of work experience for eating habits 

(P = <0.001), furthermore, knowledge concerning hazardous use of alcohol 

was influenced by years of work experience (P = 0.048) and gender (P = 

0.028).  

Extent of work with lifestyle interventions 

Of the health professionals surveyed, 59% reported that patient lifestyles are 

a substantial part of their duties, however, individuals with more limited 

work experience reported this to a lower level (P = 0.002). Concerning 

health professionals’ work with different lifestyle habits, differences were 

found for all habits except for the hazardous use of alcohol. Moreover, 77% of 

health professionals wanted to do more work addressing patients’ lifestyles.  

Organizational support 

Of the health professionals, 59% stated they were given incentives to 

promote patients’ efforts to engage in healthy lifestyles and 71% felt that 

PHCC management was positive regarding their work with patients’ 

lifestyles. Other organizational support, like PHCs’ collaborations with other 

stakeholders, was reported to be rather limited (22%). Seventy-eight percent 

perceived a need for national guidelines on lifestyle interventions at the 

PHCC, though this varied between the professional groups (P = 0.049). 
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Study IV. Implementation of clinical guidelines on lifestyle 
in primary health care – a two-year follow up  
 

The main findings in this study were that health care professionals use of 

methods to enhance patient lifestyle changes concerning use of tobacco and 

the hazardous use of alcohol had increased from baseline, and nurses 

reported working to a greater extent with all four lifestyle habits. CPG 

implementation progress regarding lifestyle interventions in PHC was 

limited, and important differences in physicians and nurses’ attitudes and 

use of the guidelines were also found. 

Lifestyle interventions in primary care  

Attitudes and organizational support 

In a comparison of the whole PHC over time, not much appeared to change 

in regards to attitudes and organizational support for lifestyle interventions. 

However, results from the second questionnaire indicate increased 

differences in health professionals interest in working with health promotion 

at the PHCC, where nurses (P = 0.002) and health professionals with longer 

work experience (P = 0.030) were more positive.  Similarly, nurses (P = 

0.051) and health professionals with longer work experience (P = 0.044) 

were more likely to report that the health professionals at the PHCC work 

extensively with patient lifestyles. 

Knowledge 

Knowledge of different lifestyles was reported as high, and health 

professionals believed they had a thorough knowledge of lifestyle 

intervention methods concerning: insufficient physical activity (87%), 

unhealthy eating habits (84%), tobacco use (81%) and hazardous use of 

alcohol (66%). Concerning unhealthy eating habits, nurses reported a 

significantly higher level of knowledge (93%) than physicians did (67%) (P = 

< 0.001), which is consistent with the findings in the previous study. 

Furthermore, 41% of the respondents reported having a thorough knowledge 

of lifestyle counselling (not measured in the first study). 

Extent of work with patient lifestyles 

Fifty-five percent considered the promotion of healthy lifestyle habits as 

being a substantial part of their duties. However, nurses reported higher 

(65%) than physicians did (36%) (P = 0.003). Seventy-three percent of the 
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respondents stated they would like to work with patients’ lifestyles to a 

greater extent. In addition, nurses reported greater interest in expanding 

their prevention and health promotion efforts (83%), than physicians did 

(54%) (P = < 0.001), and physicians reported less interest in expanding 

efforts on patients’ lifestyles compared to baseline (P = 0.046). Nurses’ and 

physicians’ involvement in work with patient lifestyles is described in Figure 

7, where it is shown that tobacco use receives the greatest focus of attention 

of any lifestyle habit in PHC (78%), followed by insufficient physical activity 

(77%), unhealthy eating habits (68%) and the hazardous use of alcohol 

(65%). Furthermore, Figure 7 shows that nurses’ work with all four lifestyles 

increased from baseline measures of lifestyle efforts.  

 

 

Figure 7. Health professionals’ involvement in work with different lifestyle 

habits. 

Implementation of clinical guidelines 
Findings indicated that the implementation progress of the CPGs on lifestyle 
interventions so far was limited (Figure 8). Only 30% of the health care 
professionals (18% of the physicians and 36% of the nurses) indicated the 
CPGs had been implemented to a high degree at their PHCC, and only 44% 
(18% of the physicians and 58% of the nurses, (P = < 0.001) reported almost 
always using the CPGs on lifestyle when working with patients. Furthermore, 
important significant differences were found between nurses and physicians’ 
attitudes and their use of the CPGs.  
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Figure 8. Progress of the implementation of CPGs on lifestyle interventions 

in PHC  
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Discussion 

The overall purpose of this thesis was to contribute towards a better 

understanding of the complexities of increasing primary health care’s health-

orientation, while at the same time exploring the preconditions to implement 

the CPGs on lifestyle interventions. This was investigated by exploring the 

CPG development process and how implementation challenges were 

addressed; health care organizations readiness for change; and health 

professionals’ attitudes, knowledge, extent of work and organizational 

support before and after the intervention i.e. the implementation of the CPG 

s. CPG adoption was also explored. In the following discussion section, the 

most important results will be examined, interpreted and structured 

according to core features in implementation theory that are known to 

influence the uptake of an innovation. These are: characteristics of the 

innovation, the adopters (managers, professionals, and patients), the 

environmental characteristics (inner and outer setting), and the specific 

implementation activities [55-57]. However, it is important to note that in 

this thesis, the patients and the particular implementation activities have not 

been studied. First, a short summary of the main findings will be provided. 

Summary of main findings 

In the national development process of the CPGs on lifestyle interventions, 

the results showed that numerous implementation challenges were identified 

and approached by the guideline developers. At the same time, these CPGs 

challenged the NBHW development-model due to their preventive, non-

disease specific focus. In the overall assessment of ORC, both organizations 

demonstrated favorable conditions concerning the change focus (health 

orientation) and the specific intervention (national guidelines on lifestyle 

interventions). More limited support for change, learning, and the change 

format (national guidelines, in general) was found. Furthermore, factors in 

the outer context seemed to influence the priority and timing of the 

intervention, as well as considerable inconsistencies across the professional 

groups. In the baseline measurement, the health professionals reported 

having a positive attitude and thorough overall knowledge about lifestyle 

intervention methods. However, both knowledge and involvement differed 

between the professional groups. Moreover, organizational support like 

CPGs and the development of PHC collaborations with other stakeholders 

were identified as opportunities for possibly enhancing work with lifestyle 

interventions in PHC. In the two-year-follow-up, health professionals had 

increased their use of methods to enhance patient lifestyle changes 

concerning the use of tobacco and the hazardous use of alcohol. 
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Furthermore, the nurses appeared to work to a higher extent with all four 

lifestyle habits. However, the results of the implementation of CPGs on 

lifestyle interventions in PHC were weak, and important differences in 

physicians and nurses’ attitudes and use of the guidelines were found. In 

summary, these results show the challenges of implementing CPGs on 

lifestyle interventions in PHC and the complexity of strengthening the health 

perspective in healthcare. 

Health orientation and Clinical Practice Guidelines on 
lifestyle interventions in healthcare as innovation 

The attributes of an innovation itself may explain much of the variation of an 

innovation’s adoption rates [55-57]. The “innovation” in this thesis would be 

the CPGs on lifestyle intervention, which are set within the wider health 

orientation perspective in health care. Health orientation as a field of 

practice, exhibits different characteristics than more traditional medical 

fields in more than one way (e.g. priority issues, evidence base, timespan 

between intervention/patient outcome (if visible at all), ethical issues like 

e.g. paternalism in the counseling situation etc…). The implementation 

literature discusses the fact that the particular field of an innovation or 

guideline may influence its uptake in clinical practice [58]. The findings in 

this thesis also demonstrate that a particular practice guideline can influence 

the development process of the guideline itself. The research also shows how 

the developers need to be engaged at an early stage, both considering and 

resolving potential implementation issues (I). 

In this thesis (I, II, IV) both health professionals and key respondents at 

strategic levels in the healthcare organizations characterize the field as “non 

urgent” and “not prioritized”. At the same time, according to the ethical 

priority law in Swedish healthcare [78], the prevention field is less of a 

priority than the treatment of life threatening acute diseases, diseases that 

require treatment to avoid premature death or permanent disability, 

palliative care, end of life care, severe chronic diseases, and care for people 

with reduced autonomy. Health professionals stated that this means that 

they need to take care of patients who are already sick, which restricts their 

ability to engage in healthy lifestyle counseling. Thus, lifestyle behaviors are 

being discussed “on top of the rest”. Key respondents in the case study 

organizations referred to huge cost savings in the organizations, and 

anticipated that it would be difficult to motivate and give priority to develop 

the work with lifestyle interventions at the same time. Furthermore, these 

key respondents mentioned “other competing interventions” that limit care 

providers’ availability to engage in lifestyle interventions and to provide 

other services within a certain time span, as they had been instructed by 
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political management. These findings are similar to those identified in other 

studies, which report on the difficulty of prioritizing health promotion and 

prevention in health care. These previous studies found that traditional 

medical care is prioritized at the cost of health promotion, which continues 

to be optional and not well integrated in PHCs [51, 59, 80, 81]. Such results 

imply that there is a risk that lifestyle intervention CPG implementation will 

be challenging because it will not be prioritized in health care organizations 

due to the concerns relating to this particular field of intervention. These 

findings also suggest that political management plays an important role in 

facilitating successful implementation and needs to visibly support the 

implementation of the CPGs. At the same time, the operative management 

have to provide the necessary conditions, like time, space and support to 

ensure implementation success. 

The field of prevention noticeably represents characteristics that are 

substantively different from traditional medical fields. Over and above this, 

CPGs are “recommendations” and are therefore not mandatory. All of the 

above are important features that characterize the innovation and which will 

continue to challenge an implementation process.  

Health professionals as adopters - attitudes to health focus 
and national Clinical Practice Guidelines 

The findings show that health professionals, in general, have a positive 

orientation to the content of the innovation, i.e. health orientation of 

primary care and working with patients to encourage healthy lifestyles (II, 

III IV).  This is an encouraging sign, as implementation models, show that 

adopters’ attitudes, beliefs and familiarity with the innovation influence their 

willingness to change behavior and to engage in implementation activities. 

Therefore, attitude and motivation are of great concern when implementing 

CPGs [56] and the findings demonstrate favorable conditions for CPG 

implementation.  

However, in the two-year follow-up survey, a decline was found in the 

physicians’ desire to increase their work with patients’ lifestyle change. A 

possible explanation for this difference might be that the release and initial 

implementation of lifestyle intervention CPGs somehow influenced 

physicians’ interest in engaging further with the patients’ lifestyles. Health 

professionals’ attitudes for the innovation form (i.e. CPGs as such), is less 

clear, and the results show important differences between nurses and 

physicians (II, IV). Less than half of the physicians consider the CPGs on 

lifestyle interventions to be helpful in addressing patients’ lifestyle change. 

Furthermore, physicians were less likely to see the CPGs as beneficial to the 
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PHCC than nurses were, and they were also less likely to see the CPGs as 

important to increase the quality of patient care.  These results indicate that 

physicians see less value in the CPGs on lifestyle intervention. This is an 

interesting finding, given the fact that improving the quality of patient care 

was one of the primary reasons for developing the CPGs [45]. This is 

concerning, as the implementation literature indicates the more  

organizational members value the change as needed, beneficial or important, 

the more they will commit to its implementation [66]. On the other hand, the 

perceived obstacles to implementation reported by physicians could also 

explain the reasons why there is limited physician uptake of CPGs on lifestyle 

interventions. The obstacles included lack of time, guideline fatigue, a lack of 

IT-support and that lifestyle interventions are being done – with or without 

guidelines. A previous study has showed, that physicians’ non-adoption of 

CPGs mainly depends on lack of awareness, limited familiarity and lack of 

agreement with guidelines [113]. The results in this thesis confirm 

physicians’ lack of familiarity with CPGs, however, it remains unclear 

whether the physicians are in agreement with the guidelines or not. In 

summary, the findings on attitudes and motivations to utilize CPGs may 

partially explain physicians’ limited engagement with prevention activities in 

clinical practice. Due to the short period of time between baseline and 

follow-up measures, there is reason to approach these conclusions with 

caution, as the literature shows that limited time between baseline and 

follow-up measures may impede researchers ability to detect valid outcome 

measures [53], especially since there is a possibility that physician uptake of 

CPGs could yet increase. 

Inconsistencies across professional groups were very common. Regarding 

general inconsistencies between the professional groups (II, III, IV), this can 

be interpreted as an overarching characteristic that could influence 

implementation [66]. The intra-organizational variability in perceptions 

regarding the specific innovation and the larger health orientation 

perspective, indicate a lower level of ‘readiness to change’. Readiness for 

change is generally higher when people share a sense of confidence that they 

can collectively implement a complex change [66]. Since implementation of 

interventions demands coordinated and collective actions by interdependent 

actors that all influence the result, this could be an indication of significant 

barriers to implementation. In a similar study that involved the 

implementation of a tool for lifestyle interventions in PHC, differences in 

beliefs regarding the value of the tool between health professional groups 

influenced the uptake of the innovation, and an adaptive strategy was 

suggested [75]. 
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Health professionals as adopters – level of knowledge and 
of work with patients’ lifestyles 

This thesis shows nurses and physicians’ level of knowledge and their work 

with patient lifestyle improvements and how these aspects have developed 

over a two-year period. It also shows differences in engagement with various 

lifestyle practices (i.e. reduction in tobacco use, physical activity, etc.). To 

possess the necessary knowledge about an innovation, it is necessary to be 

able to adopt the innovation [55-57, 66]. As a result, it is important as a basic 

implementation strategy to increase employee’s knowledge of the innovation 

[114]. The findings demonstrate that knowledge of the different methods for 

promoting healthy lifestyle behaviors was high for both nurses and 

physicians at baseline, and had not changed significantly over a two-year 

period (III, IV). However, the level of knowledge regarding methods to 

address unhealthy eating habits was significantly lower for physicians than 

for nurses in both measurements. In addition, in the follow-up survey, 

physicians’ work with unhealthy eating habits was significantly lower than 

nurses. The extent to which health professionals worked with patients’ use of 

tobacco and hazardous use of alcohol increased over time and nurses 

increased their engagement with patients on all four lifestyle habits. The 

results also showed that physicians were less likely to work with patients on 

improving eating habits and physical activity two years after the CPG 

implementation (not significant). They were also less likely to report that the 

promotion of healthy lifestyles is a substantial part of their work. The reason 

for this remains unclear, but the observed tendency may be attributed to the 

healthcare organizations’ internal organization of “who is doing what” during 

the implementation of the CPGs on lifestyle interventions.   

Despite the increase in the extent to which providers were addressing 

patients’ hazardous use of alcohol, it continues to be the least addressed 

lifestyle factor both in terms of extent of patient counseling and in terms of 

provider knowledge. This is in line with other studies [73, 115], which found 

that GPs and nurses rate their counseling skills for reducing patient alcohol 

consumption lower than for counseling on e.g. smoking [115]. GPs also 

differed in their attitudes regarding assessing patient alcohol consumption, 

with many indicating that it is only possible during specific health checks 

[73]. Clearly, hazardous use of alcohol deserves to receive further 

investigation.  

Accordingly, the results indicates that offering health professionals’ training 

on counseling skills, methods to work with patients’ alcohol habits, and 

physicians’ knowledge of unhealthy eating habits might improve the success 

of prevention CPG implementation. 
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The healthcare organizations and their environmental 
characteristics 

Outer context 

One of the main findings was that features in the outer context (II), such as 

socio-political climate and environmental stability, seemed to greatly affect 

the PHCC’s ability to focus on the upcoming CPGs on lifestyle interventions 

(II). Respondents described uncertainty, which was driven by political 

outcomes, as well as a new law that would likely change the PHC structure, 

and other competing interventions. Other implementation studies indicate 

that many factors in the socio-political context and the wider macro-system 

environment can exert strong influence on implementation outcomes and an 

organization’s change capacity [116, 117].  It has also been demonstrated that 

concurrent projects and activities can interfere and affect the success of 

implementation outcomes - even when they may have obvious overlap and 

benefits [118]. The context in which this study took place indicated that the 

surrounding conditions would likely interfere with the implementation 

process. Awareness of these factors would be beneficial for those engaged in 

planning specific implementation activities. Consequently, these results 

indicate that readiness to change  depend on the political context and the 

point in time when implementation activities are launched. As a result, 

implementation timing should be carefully chosen, leaving sufficient time 

and resources for successful implementation. 

Study results (III and IV) also indicated limited cooperation with 

stakeholders (e.g. sport clubs, referral to other professionals, patient 

associations, municipalities etc.) in the PHCCs geographical area. The 

literature [107] emphasize the fact that health orientation in its broadest 

sense should involve the community that is being served by the PHCC. This 

indicates that the lack of referral options and the PHCCs isolation from other 

community services could negatively influence lifestyle promotion activities 

[77, 83]. Consequently, the results suggest that the cooperation and 

development of stronger relations with many stakeholders in the region will 

likely enhance providers’ work with patients’ on lifestyle improvements. 

However, political or administrative mandates would likely be necessary to 

engage community stakeholders in public health initiatives.  

Inner context - work environment and structural obstacles 

Health professionals work environment appears influential to their 

engagement with patients’ lifestyle practices and CPGs (III, IV). The work 

environment has been characterized as one that often involves heavy 
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workloads, limited time, and reliance on a temporary workforce. Under 

those circumstances, lifestyle counseling appears to be too time consuming. 

Lack of time is a common obstacle to CPG implementation, prevention work 

and health promotion according to several studies [32, 59, 76, 80]. Over and 

above time constraints, the nurses in this study referred to the lack of 

continuity of patient care, resulting from physician shortages and the use of 

temporarily physicians, as an important obstacle to implementation. It is 

commonly acknowledged that the implementation process is more likely to 

be smooth when provider teams are stable and there is low turnover [57]. 

This indicates that it is possible that the reported shortage of health 

professionals and the use of a temporary workforce to fill the gap could have 

hampered implementation in the participating healthcare organizations.  

A structural feature that was often emphasized was the growing need for 

access to data and the adaptation of medical records to accommodate 

lifestyle intervention efforts according to the CPGs (II, IV).  Similar studies 

have demonstrated that an innovation is more likely to be assimilated if it 

fits with the organizations ICT, i.e. “innovation – system fit” [55]. In one 

study, the implementation of a prescriber system in PHC was delayed for 

years because of the lack of an improved ICT [119]. Another structural 

obstacle that was mentioned was the lack of a strategic and systematic model 

for implementing national CPGs in both healthcare regions (II). These were, 

however, developed during the data collection phase of this thesis. 

Accordingly, it is suggested that PHC management (which was reported to be 

positive to CPGs on lifestyle interventions) should put a stronger focus on 

adapting the work environment and providing the structural support needed 

to enable the implementation of the CPGs.  

Methodological considerations 

Various methodological considerations and issues to reflect on when 

interpreting the findings are discussed below. 

Generalizability 

The generalizability of these results is subject to certain limitations. For 

example, external validity is somewhat limited as the study focused on two 

specific (II, II, IV) healthcare organizations out of twenty-one possible 

healthcare organizations in Sweden. Therefore, these results may not be fully 

generalizable to other Swedish healthcare regions, or to other healthcare 

systems. However, the study does contribute to researchers understanding of 

the importance of contextual influence on specific ORC and identifies 
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particular challenges with health orientation and national guideline 

implementation. This information may prove useful in other settings, as 

well. Furthermore, one of the organizations included in the study had 

previously focused on health orientation and this may have contributed to an 

overestimation of positive findings. 

Risk for bias 

The results from this study are based on self-reported data in the form of 

interviews (I, II) and questionnaires (II, II, IV) with information from 

guideline-developers, PHC health professionals, PHC managers, and other 

strategic key individuals in the participating health care organizations. The 

nature of self-reported data brings the potential risk of bias, as respondents’ 

exaggerations, feelings, social desirability etc. can influence their answers 

and the validity of study results. Therefore, it is important to review these 

results with caution [120, 121]. In regards to social desirability, it is possible 

that, for example, PHC-managers exaggerated the PHCCs’ organizational 

support for implementing national guidelines, or the PHCCs’ readiness for 

CPGs on lifestyle interventions (II). Furthermore, previous research shows 

that there is typically an overestimation of adherence to guidelines in self-

reported data [122], and it is possible that health professionals 

overestimated the use of CPGs on lifestyle interventions (IV). However, the 

extent to which this is the case remains unknown. 

Response-rates and sampling 

High response-rates are important way to reduce bias [123]. The internal 

validity of study findings could have been impacted by the response-rate and 

sampling (I, II, III, IV). Overall response rate for the first questionnaire was 

49%, while the response rate for the second questionnaire was 50%. 

However, these response rates are not markedly different from those that are 

reported in other similar public health studies [124, 125]. Previous studies 

have demonstrated that health care professionals’ response rates to 

questionnaires is around 56% [126] and that participation in epidemiologic 

studies, like cohorts, are declining [123]. The reasons for non-response were 

reported by some individuals, with time constraints and questionnaire 

fatigue being commonly cited. Another reason relates to outdated employee 

data, which meant that individuals who were on leave for various reasons 

(parental leave, illness or trying new jobs) did not have the option of 

responding. Moreover, it is also possible that individuals who were 

particularly interested in health orientation were more likely to respond, 

which could have led to an over-representation of those with positive 
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dispositions to this topic. Each of these factors might have influenced the 

results and could have impacted the final results.  

Interview respondents (I, II) were chosen based on their key strategic roles 

and involvement in developing the national CPGs (I), and in their role 

planning for the implementation of the CPGs at higher administrative levels 

(II). Purposive sampling is a method of gathering information about a topic 

based on expert judgement [101].  Given the time and resources that would 

have been required to do this, we did not interview any respondents at the 

PHCC level (II), although this could have provided more detailed data to 

supplement the survey data. 

The two-year period (IV) may also have been too limited to draw any major 

conclusions about the uptake of guidelines [53] – however, the research can 

be viewed as an initial assessment of guideline implementation success, 

which offers valuable information on the potential obstacles that can be 

addressed in planning further implementation of the CPGs. Still, one of the 

strengths of longitudinal studies is that they allow researchers to measure 

change over time based on various exposures and outcomes at different 

points in time [101]. In the long run, this may provide stronger evidence of 

the influence of implementation effects of national CPGs. 

It is also worth mentioning the impact of the interviews (II), which probably 

influenced preparations within the organizations that served as case studies.  

For example, both organizations developed a general strategy regarding how 

to implement national guidelines in their organizations. If this is the case, it 

is possible that interviews should be used to highlight the importance of 

considering certain areas prior to implementation at PHCC levels. 

Ethical considerations 

All of the studies featured in this thesis were carried out in compliance with 

the ethical principles outlined in the Helsinki Declaration [127]. Ethical 

approval was obtained by the Regional Ethical Committee in Umeå (Dnr. 

2011-64-31M). All study participation was voluntary and based on informed 

consent. All respondents received written information (interview 

respondents also received oral information) regarding the purpose of the 

research, the person to contact for further information, and confidentiality 

measures that would be utilized throughout the research process. Participant 

confidentiality has been prioritized in the reporting of study findings 

throughout the research process. 
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In one study (I), one of the co-authors (L.W.) was also included as a research 

subject, as he served as the chair of the prioritization group during the 

guideline development process. This was handled by limiting this person’s 

participation in data collection and analyses.  
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Conclusions and recommendations for 
policy, practice, and future research 

This thesis summarizes research related to strengthening lifestyle 

interventions in primary care and to understanding the challenges of 

implementing national guidelines in healthcare. Many aspects of the 

implementation process have been examined and some questions have been 

answered. However, there are many other aspects of guideline 

implementation and healthcare prevention efforts that still need to be 

considered, as many new questions have also been raised. Some conclusions 

and recommendations are also made in relation to policy and practice.  

Unhealthy lifestyle habits and the following NCD’s are challenges for health 

systems and societies due to their costs both in economic terms and in terms 

of the health of populations. Healthcare systems need to introduce more 

health-oriented health care and they need to provide assistance to people 

who seek to change unhealthy behavioral habits. At the policy level in 

Sweden, several initiatives to reorient healthcare towards a prevention 

perspective have been undertaken, and some progress has been noted. 

However, there is still a long way to go to fully utilize the potential of lifestyle 

interventions in healthcare to reduce chronic disease and associated 

healthcare costs.  

In 2011, the CPGs for lifestyle interventions were released to aid patients 

with lifestyle changes, however, the findings in this thesis indicate that 

uptake and usage of the CPGs on lifestyle interventions has been relatively 

limited. On the other hand, the introduction of CPGs has positively 

influenced the general disposition towards counseling on patients’ lifestyle 

changes concerning use of tobacco and hazardous use of alcohol. The results 

also demonstrate that particular segments of the healthcare community are 

more fully engaged in providing patients with counseling on all four 

lifestyles, i.e. nurses. The thesis also reveals important differences in 

physicians and nurses’ attitudes towards and use of the guidelines. The weak 

uptake of the CPGs in clinical practice, in particular by the physicians, 

indicates that there is room for improvement. Follow-up surveys also 

indicated that physicians provide less counseling on particular lifestyle 

factors, and that they had less interest in working with patients on lifestyle 

changes then they did initially (i.e. at baseline). Since the literature shows 

that inadequate time spans between baseline and follow-up measures may 

impede researchers’ ability to capture valid outcomes. As the follow-up was 

conducted in 2013, it is possible that an additional assessment of CPG 

uptake, may provide valuable data on current physicians practices.  
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Moreover, to gain further insight into the clinical practice work with the 

CPGs on lifestyle interventions, it would be interesting to conduct further 

interviews with some PHCC managers, health professionals and patients. 

These interviews could add questions concerning the implementation 

process e.g. specific implementation activities, the work in practice with 

lifestyle counselling, the CPGs and patients’ opinions about these activities. 

This may provide valuable information and further guidance regarding the 

low uptake of CPGs, in general, and in particular with the physicians. 

Overall, the healthcare organizations demonstrated readiness for change in 

relation to embracing the health orientation perspective and the anticipated 

CPGs on lifestyle interventions. However, ORC-factors that may influence 

implementation were identified in the socio-political environment and in the 

organizational context of competing interventions. Intra-organizational 

variability in perceptions across professional groups indicated lower 

readiness to change together with limited preparation for CPGs, in general. 

The findings suggest intervention specific analyses that include features of 

the inner and outer context that can help in developing an effective 

implementation strategy. This information will aid key decision and improve 

the planning process. It will also allow activities to be launched at an optimal 

point in time, providing helpful information on target groups, areas of 

concern and specific requirements that can improve the success of 

implementation activities.  

Health professionals, as indicated in these studies, appear to largely have a 

positive attitude and thorough overall knowledge about lifestyle intervention 

methods. However, both knowledge and involvement differed between 

professional groups. Thus, more targeted education efforts seem to be 

needed, especially concerning methods for reducing the hazardous use of 

alcohol, improving health professionals’ counseling skills and physicians’ 

knowledge of unhealthy eating habits. The results of our study indicate low 

engagement with stakeholders in the PHCCs geographical area, and 

investments in these stakeholder connections were identified as a method for 

possibly enhancing work with lifestyle interventions in PHC. Future research 

could therefore explore best practices in this respect, and probably an 

international comparison of cutting-edge practices in various countries 

would provide some valuable examples. 

Since the implementation of guidelines also depends on their form and 

content, the development- process was analyzed from an implementation 

perspective. The assessment indicated that NBHW developers were aware 

about and addressed many implementation challenges. The results also 

confirmed that the field of guideline influenced the development process. 
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The results emphazise the importance to consider the implementation 

process already during guideline development, as well as it indicate a need of 

adapted development models. 

Throughout the four studies it became increasingly clear that health-

orientation, as well as the application of lifestyle interventions in clinical 

practice and in guidelines, brings unique challenges that are distinctively 

different from those found in more traditional fields of medicine. The most 

evident, and probably also the most problematic difference, is that 

prevention is not an urgent priority (!) which means it receives a lower 

priority in healthcare settings. This was reported at every organizational 

level, and appears to be an important factor to address in the 

implementation of prevention activities in clinical settings. It would be 

interesting to conduct further research that could lead to the development of 

innovative organizational models and/or initiatives that incorporate 

patients’ lifestyle changes into an adapted health care structure which 

emphasizes a positive work environment, and prioritizes healthy lifestyle 

interventions as much as other medical interventions.  
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Summary in Swedish – Svensk 
sammanfattning: 

Stärka arbetet med levnadsvanor i primärvården – Utmaningen 

att förändra och att introducera riktlinjer i klinisk praxis 

 

Bakgrund: Levnadsvanor som tobaksbruk, riskbruk av alkohol, 

ohälsosamma matvanor och otillräcklig fysisk aktivitet är riskfaktorer för att 

utveckla kroniska sjukdomar, vilka orsakar de flesta dödsfallen i världen. 

Ohälsa och dess följdsjukdomar utmanar också samhällen och hälsosystem 

världen över p.g.a. de höga kostnader som de medför. För att förbättra 

situationen så försöker regeringar och organisationer förändra hälso- och 

sjukvårdens perspektiv till att fokusera mer på hälsa och att arbeta med 

effektiva interventioner för att förebygga och att förändra människors 

ohälsosamma vanor. År 2011 i Sverige, publicerades nationella kliniska 

riktlinjer för vårdens arbete med att förebygga sjukdom genom att stödja 

förändring av patienters ohälsosamma levnadsvanor. Det är dock välkänt 

hur svårt det är att förändra klinisk praxis och att introducera riktlinjer, och 

interventioner på området hälsa i sjukvården brottas med specifika 

utmaningar. Det övergripande syftet med den här avhandlingen har varit att 

bidra till en bättre förståelse av komplexiteten i att hälsoorientera 

primärvården, och att utforska förutsättningarna till att implementera 

kliniska riktlinjer för att stödja förändring av patienters levnadsvanor. De 

mer specifika syftena var: att (I) utforska hur implementeringsutmaningarna 

behandlades i utvecklingsprocessen av riktlinjerna ; att (II) undersöka 

dimensioner av beredskapen för förändring i primärvården för att 

implementera riktlinjerna om levnadsvanor inkluderande aspekter av 

interventionen själv samt kontexten ; att (III) utforska i vilken utsträckning 

hälsoprofessionerna arbetar med levnadsvanor i primärvården, och att 

beskriva deras kunskap, attityder och uppfattat organisatoriskt stöd för 

livsstilsinterventioner ; att (IV) i en två-årig uppföljning utvärdera 

utvecklingen av arbetet med levnadsvanor i primärvården, och 

användningen av de specifika nationella riktlinjerna för levnadsvanor . 

Metod och resultat: En intervjustudie med riktlinjeutvecklare på nationell 

nivå (n = 7) visade att många utmaningar för implementeringen av 

riktlinjerna identifierades och bemöttes under utvecklingsprocessen i fyra 

teman av strategier: breda överenskommelser och konsensus om inriktning 

och syfte, systematiskt och aktivt inkluderande av stakeholders, formaliserad 

och strukturerad utvecklingsprocess, öppenhet och insyn utvecklingsprocess. 

Samtidigt utmanade dock riktlinjerna om livsstilsinterventioner 
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Socialstyrelsens utvecklingmodell p.g.a. deras förebyggande och icke 

sjukdomsspecifika fokus (I). En multipel fallstudie med nyckelpersoner 

ansvariga för implementeringen av riktlinjerna i sjukvårdsorganisationerna 

(n = 10) samt vårdpersonal och chefer (n = 340), visade på gynnsamma 

villkor för förändring i båda organisationerna rörande förändringsfokus 

(d.v.s. hälsoorientering) och den specifika interventionen (d.v.s. riktlinjer om 

metoder för att stödja förändring av ohälsosamma levnadsvanor). Stödet för 

förändring och lärande visade på något svagare resultat, likaså formen för 

förändringen d.v.s. nationella riktlinjer i allmänhet. Faktorer i den yttre 

kontexten visade sig kunna påverka prioritering av och optimalt val av 

tidpunkt för interventionen, likaså betydande skillnader i uppfattningar 

mellan yrkesgrupperna (II). En tvärsnittsstudie bland läkare och 

sjuksköterskor (n = 315) i primärvården visade att de har en positiv attityd 

och en god kunskapsnivå om metoder för livsstilsförändring. Både 

kunskapsnivå och i vilken utsträckning man arbetar med patienters livsstil 

skiljer sig mellan yrkesgrupper. Organisatoriskt stöd som nationella 

riktlinjer och utvecklandet av primärvårdens samarbete med intressenter i 

närområdet identifierades som viktigt för att förbättra arbetet med livsstil 

interventioner (III). En longitudinell undersökning bland vårdpersonal 

visade att användning av metoder för att förändra patientens vanor 

beträffande tobaksbruk och riskbruk av alkohol har ökat över tid, och att 

sjuksköterskorna arbetar i högre utsträckning med alla fyra levnadsvanorna 

än i tidigare. Implementeringen av de nationella riktlinjerna för 

levnadsvanor hade inte kommit så långt vid det andra mättillfället, och stora 

skillnader visade sig i hur läkare och sköterskor ser på riktlinjer och i vilken 

utsträckning de använder dem (IV). 

Slutsats: Hälsofrämjande och prevention skiljer sig på många sätt från mer 

traditionella fält inom medicinen. För att stärka implementeringen av det 

här viktiga (men ej akuta) fältet i hälso- och sjukvården, så måste det först av 

allt prioriteras på alla nivåer! Resultatet visar på ett svagt upptag av 

riktlinjerna för livsstilsinterventioner i klinisk praxis, och lämnar utrymme 

till förbättring. Aspekter av resultatet som presenteras i avhandlingen kan 

vägleda fortsatt utveckling och implementering av hälsoorientering och 

riktlinjer för livsstilsinterventioner inom primärvården, samt användas för 

att påverka policy, praxis och framtida forskning. Det gäller framför allt 

aspekter av utveckling av nationella riktlinjer på området; hälso- och 

sjukvårdsorganisationernas beredskap till förändring; hälsoprofessionernas 

attityder, kunskap och i vilken utsträckning de arbetar med 

livsstilsinterventioner och riktlinjer. 
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APPENDIX 1. Study II, III and IV. Questionnaire I (and II) 

1.Sex 

2.My present job title is: 

3.With my present title I’ve been working: 

4. At my PHCC, there is a strategy about receiving and implementing new knowledge 

5. At my PHCC, priority is given to competence development and continuous education 

6. At my PHCC, there are well functioning information and communication channels 

7. At my PHCC, we have a great support from management in work with change and development 

8. At my PHCC, there is an openness and possibility to try new ways of working 

9. At my PHCC, I have good opportunities to influence the organisations development 

10. At my PHCC, I have good opportunities to influence my work duties and the way I’m working. 

11. At my PHCC, we have a thorough knowledge of how we can promote healthy lifestyle habits among our 
patients 

12. At my PHCC, we consider it important to promote healthy lifestyles for our patients 

13. At my PHCC, there are incentives to promote healthy lifestyles among our patients 

14. At my PHCC, there are local guidelines/care programs on how we should promote healthy lifestyles among our 
patients  

15. At my PHCC, we work extensively with the promotion of healthy lifestyles among our patients 

16. At my PHCC, there are many factors that facilitate the promotion of healthy lifestyles among our patients 

17. At my PHCC, there are many factors that hinder the promotion of healthy lifestyles among our patients 

18. At my PHCC, management is positive toward our work with promotion of healthy lifestyles 

19. At my PHCC, we collaborate with other stakeholders such as municipalities and community associations about 
our patients’ lifestyles 

20. At my PHCC, the recommendations in different national guidelines, are important as support tools concerning 
the respective disease/condition 

21. At my PHCC, there is a strategy/modell to implement national guidelines 

22a. At my PHCC, the responsibility to implement new national guidelines is: a) health organization’s management 

22b. At my PHCC, the responsibility to implement new national guidelines is: b) PHCC management 

22c. At my PHCC, the responsibility to implement new national guidelines is: c) all employees 

23. At my PHCC, there are many factors that facilitate the implementation of new national guidelines 

24. At my PHCC, there are many factors that hinder the implementation of new national guidelines 

25. At my PHCC, we have particular resources for the implementation of national guidelines 

26. At my PHCC, we have support from our manager to work with national guidelines 

27. At my PHCC, national guidelines increase the quality of care 

28. At my PHCC, we update our local care programs according to recommendations in national guidelines 

29. At my PHCC, the use of national guidelines is controlled in our collective regular follow-ups  

30. I don’t think CPGs on methods for disease prevention are needed 



31. I always make note about my patients lifestyle habits in the medical record 

32 I would like to work to a greater extent with promotion of healthy lifestyles among my patients 

33a I have a thorough knowledge of disease prevention methods concerning tobacco use 

33b I have a thorough knowledge of disease prevention methods concerning hazardous use of alcohol 

33c I have a thorough knowledge of disease prevention methods concerning unhealthy eating habits 

33d I have a thorough knowledge of disease prevention methods concerning insufficient physical activity 

34. I consider the promotion of healthy lifestyle habits to patients in health care as being cost effective 

35a I work to a great extent with promotion of healthy lifestyle habits concerning tobacco use 

35b I work to a great extent with promotion of healthy lifestyle habits concerning hazardous use of alcohol 

35c I work to a great extent with promotion of healthy lifestyle habits  concerning unhealthy eating habits 

35d I work to a great extent with promotion of healthy lifestyle habits  concerning insufficient physical activity 

36. I consider duties concerning lifestyle habits as compatible with PHCs aim and objectives 

37. I perceive a need of  CPGs on methods for disease prevention in my work 

38. I consider the implementation of CPGs on methods for disease prevention as challenging for our present way 
of working at the PHCC 

39. I’m very worried about the change in my work that the implementation of CPGs on methods for disease 
prevention will bring about 

40. I think the implementation of CPGs on methods for disease prevention will hamper my work 

41. For me it is easy to develop and try new ways of working and new routines 

42. I perceive a need to develop PHCs’ work to promote healthy lifestyle habits in our patients 

43. I think my PHCC will benefit from the implementation of CPGs on methods for disease prevention 

44. I think my direct heads of department will hesitate to support the implementation of CPGs on methods for 
disease prevention 

45. The promotion of healthy lifestyle habits among my patients is a substantial part of my duties 

46. The objectives of the PHCC are clear 

47. To me it’s important to receive support from my direct head of department in trying to develop the work 

48. In general,  I am positive to national guidelines in health care 

49 Within my work in PHC I’ve been working with the following guidelines: 

50 Other: 

PHC - Primary Health Care 

PHCC - Primary Health Care Centre 

CPGs - Clinical Practice Guidelines 

 



   

 

APPENDIX 2. Study I. Interview guide 
 
 

Intervjuguide Socialstyrelsens generella modell för riktlinjeutveckling 

A. Socialstyrelsens generella modell för riktlinjeutveckling 

B. Exemplet – Riktlinjer för sjukdomsförebyggande metoder 

Del A: Generell Modell 

1. Vill du berätta kort om din bakgrund och dina nuvarande arbetsuppgifter? 

2. Vilken roll har du på Socialstyrelsen? Hur är din koppling till Nationella Riktlinjer?  

3. Vill du beskriva Socialstyrelsens modell för framtagande av Nationella riktlinjer?  

(Historia, syfte, metod, process) 

4. Samverkar Socialstyrelsen med andra aktörer i utvecklingsprocessen?  

(Vilka? I vilka skeden? Vilket syfte? Svårigheter, utvecklingspotential? SBUs roll?) 

5. Passar modellen för alla riktlinjeområden? Vilka erfarenheter har ni gjort för olika typer av 

kunskapsområden? 

6. I riktlinjeprocessen på Socialstyrelsen är ett antal grupper involverade. Vilka är dessa grupper 

och vilka roller har de? 

7. Om vi fokuserar en stund på prioriteringsgruppens arbete. Hur skulle du beskriva:  

a) valet av deltagare till prioriteringsgruppen 

b) Deras uppgift i riktlinjeprocessen (syfte, ide med deras medverkan) 

c) Beslutsmodellen för riktlinjerna prioriteringsgruppen? 

d) Hur leds arbetet i prioriteringsgruppen 

e)Hur introduceras deltagarna i prioriteringsguppgiften? 

f) Hur förhåller sig prioriteringsgruppen till andra processer och grupper i riktlinjeutvecklingen  

g) Kan du se några baksidor, eller nackdelar med prioriteringsgruppens nuvarande roll och 
funktion i riktlinjeprocessen? 

8. Vilken roll har Socialstyrelsen för införandet – implementeringen – av riktlinjer? Ge exempel 

9. Vad ser du som utmaningarna med att nå ut med riktlinjerna? 

10. Samverkar ni med några internationella aktörerna på Guideline-området? 

11. Vilka utvecklingsområden ser du för riktlinjemodellen? 

 
 
 



2009-10-19 

 

 
 
 
Del B: Riktlinjeprocessen ”Sjukdomsförebyggande metoder” 
 
1. Hur kom det sig att blev riktlinjer på det preventiva området? 
(Uppdraget, tidpunkten, behov, kriterier för val av områden avvägningar kring delområden) 

 
2. Fas 1. Hur skulle du beskriva den inledande fasen? När startade den och vad var huvudragen i 
den processen? (Hur inverkade området, preventiva insatser) 
 
3. Fas 2 Vad kännetecknade nästa fas, dvs expertgruppernas arbete? 
(Tillsättandet, processen, mål, svårigheter, Hur inverkade området) 
 
4. Evidens. Hur har ni använt begreppet evidens i denna process? Har riktlinjeområdet någon 
betydelse för tillgång/användning av evidens? 
 
5. Fas 3 Prioriteringsgruppen. Hur skulle du beskriva prioriteringsgruppens process? Från 
starten tills där de står i dag Hur skulle du processen kring prioriteringsgruppens arbete?  
(Urval av medlemmar, utbildning, mål, svårigheter. Hur inverkade området. Början – mitt- slut)  
 
6. Vilka är utmaningarna i denna specifika riktlinjeprocess? 
 
7. Har ni samverkat med några externa aktörer? 
(Vilka? SBUs roll? Professionsföreningar? Patientföreningar?) 
 
8. Hur tänker ni kring införandet av dessa riktlinjer? 
(Hinder? Underlättande faktorer?  
 
8. Vilken roll har Socialstyrelsen ifråga om implementeringen av dessa riktlinjer?  
(Exempel!) 
 
9. Har ni haft eller har ni planer på aktiva strategier för implementering under 
riktlinjeprocessen? 
(Exempel!) 
 
10. Utifrån riktlinjearbetet med de sjukdomsförebyggande metoderna – ser du något särskilt 
utvecklingsområde?  
 
Övrigt 
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