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Review: Experiences and preferences
of counselling about living habits in
healthcare — a systematic review of
studies on the patient perspective
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Abstract

Background Recent policy in Sweden states that patients in every part of health care are to be presented with health counsel-
ling concerning living habits: tobacco, alcohol, an inactive lifestyle and eating habits. This review aims to investigate experi-
ences and preferences of counselling about living habits from the patient’s perspective.

Method A literature review of six major databases using a wide approach to detect studies of different methodologies, patient
categories, health care settings and intervention types. Inclusion criteria were studies in any setting/category concerning pa-
tients’ experience of discussing living habits with a health care practitioner (HCP). Results came to merit synthesis and quality
appraisal using only instruments for qualitative studies.

Results 21 studies are presented. With one exception all originate from primary care. Themes are presented under headlines:
encouragement, empowerment & support; doctor-patient relationship; individualization & involvement; stigma; time and on-
going support; empathy; and attitudes not favoured by patients. Most studies are of good quality with the most common re-
mark of not having discussed chosen methodology or not having discussed the researcher’s role in outcome.

Results are discussed in relation to Motivational Interviewing, Self-Determination Theory and Social Cognitive Theory. A review
of qualitative studies had to take special emphasis to search strategy, quality appraisal and synthesis.

Conclusion/implication This review provides an overview of published studies in the field of patient experience. Further study

is needed to widen the scope beyond Primary care and to secure findings in more controlled settings.
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Introduction

According to a recent investigation and
policy document from the Swedish Na-
tional Board of Health and Welfare every
person in contact with Swedish health-
care should be provided with health
counselling about living habits such ass
tobacco, alcohol, an inactive lifestyle and
unhealthy eating habits (1). The founda-
tions of such a policy is hardly disputed
with an estimated one third of the total
burden of disease in the industrialised
countries derive from tobacco, alcohol,
blood-pressure, cholesterol and obesity
according to the World Health Organisa-
tion (WHO) (2). Growing attention is be-
ing directed towards lower income coun-
tries with an increase of lifestyle related
disease making lifestyle related disease a
global dilemma, and even in these coun-
tries more persons die from lifestyle-
related illnesses than infections (3). In
Sweden, tobacco, excessive use of alco-

hol, insufficient physical activity and un-
healthy eating habits together constitutes
the greatest contribution among living
habits to the total burden of disease (4).

Health promotion (HP) was conceptu-
alised in the Ottawa charter from 1986
as “the process of enabling people to in-
crease control over, and to improve, their
health” and is since then seen as a pro-
cess of empowerment towards health (5).
This concept of health dates back to the
original WHO definition from 1948 where
health was seen as “a state of complete
physical, social and mental well-being,
and not merely the absence of disease or
infirmity” (6). Since 2000 the WHO has
focused on securing HP on an evidenced
based platform, hence the WHO general
secretary statement: “Health promotion
should be based on evidence rather than
ideology”, and evidence based HP is re-
cently acknowledged and conceptualised
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in a WHO document emphasising the importance of em-
powerment concerning lifestyle, behaviour and readi-
ness for change as an entrance to lifestyle intervention

programs (7).

From a theoretical perspective patient centred medicine
is a topic receiving a lot of attention in the field of doctor-
patient relationships today (8). Although multiple theo-
ries and frameworks coexist, Mead and Bower provide
five dimensions of patient centred care: a bio-psychoso-
cial approach, understanding the meaning of health from
the patient’s personal perspective, using shared decision
making and sensitivity for patient preference, creating
a therapeutic alliance and understanding the meaning
of personal quality and preference in the practice as a
doctor (9). One way of increasing patient centeredness
is by conducting a Motivational Interviewing (MI) ap-
proach to the health encounter as proposed by Miller &
Rollnick (10).This includes the four major techniques:
showing empathy, developing discrepancy, avoiding re-
sistance and increasing autonomy. Another way, Self-
Determination theory by Deci and Ryan (11), is based on
autonomy, competence and relatedness, and yet another
stems from the concept of self-efficacy of social cognitive
theory by Bandura (12), both of which link to the influ-
ence of behaviour.

To fully carry out evidence based medicine one must
acknowledge evidence, competence within staff and the
preference of patient, where the patient’s perspective is
to be just as acknowledged as evidence and skill (13) and
should be used to educate policy makers (14). It is known
that patients accept questions and advice from health-
care practitioners (HCP). This has been recognised in
the first studies of the subject (15) as well as in a recent
Scandinavian context by Johansson et al. where advice
about exercise was the most common and advice about
alcohol the least common (16). They also found that pa-
tients receiving advice were more satisfied with their
visit than patients who did not receive advice. Nilsen
investigated feelings toward brief alcohol advice find-
ing that conversations rarely generated unease and that
conversations were more likely to result in changed liv-
ing habits if they lasted ten instead of five minutes (17).
These studies mainly use questionnaires to investigate
the views of the public and it, with the words of Stott and
Pill, “with its reliance on self -administered postal ques-
tionnaire and forced choice format answers, inevitably
means that little is known about those who reject or have
reservations about the concept of lifestyle counselling
or why they hold such views” (18). Whether or not the
public opinion is in line with healthcare causal relation-
ships between living habits and disease is to some part
questioned though (19). This merits the use of qualita-
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tive studies as well as quantitative. Furthermore, many
qualitative studies have been performed on patient pref-
erences, but only recently international consensus has
been gathered for the methods of reviewing qualitative
research (20).

The aim of this review was thus to gather the experiences
and preferences of patients in relation to receiving health
counselling concerning the four major lifestyle habits
responsible for most disease, hence answering the fol-
lowing research question: What are the experiences and
preferences of patients having undertaken various ways
of health counselling directed towards living habits?

Methods

Search methods

In the period March 6 to April 4 2012, Medline, Embase,
CINAHL, Web of Science, The Cochrane Library and
PsycInfo were searched for scientific publications using
the search strategy given in appendix 1, supplemented
by manual search. Although changes were made to com-
ply with respective database index system, such as the
Medline MeSH, the basic concepts of each search strat-
egy were similar to the one provided.

Inclusion/ exclusion

Studies included in this review investigated patients’ ex-
periences and preferences about health, personal behav-
iour and treatment during health promoting interviews.
Studies were accepted for review independently of qual-
itative or quantitative methodology. Included studies
concerned adult patients of any kind, who had under-
gone health counselling of health promotive, preventive
and rehabilative nature. Living habits included by this
review concerned the four major ones: tobacco, alcohol,
insufficient physical activity and eating habits as relat-
ed to recent guidelines (1). The studies should evaluate
the experiences of HP counselling that had taken place
and if possible also the preferences, but not for example
only evaluate the effect, compliance, satisfaction and
frequency of HP counselling, or deal with wishes, bar-
riers, visions, facilitators and expectations without hav-
ing undertaken the HP counselling. Most importantly it
should explicitly be mentioned in the aim of the studies
to measure patient preference and expectation of the re-
view topic.

Exclusion criteria were studies of children, partners or
families as well as studies of health professionals alone
or together with patients. In addition other health talks
and specific health concerns were not included. There
were no exclusion criteria for publication year, language
or gender.
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Design

Although we had no preconception of certain meth-
odological preferences such as RCT studies, qualita-
tive studies or studies using survey methodology, we
acknowledged that patient preference could often be
investigated using qualitative methodology such as in-
dividual interview or focus group interview. Although
this acknowledgment did not affect our search strategy,
the studies retrieved by the search warranted synthesis
of qualitative material and quality appraisal related to
qualitative research. For such a synthesis we have cho-
sen the thematic analysis as described by Dixon-Woods
(21), and the criteria for good and poor quality was cho-
sen from the Cochrane Collaboration (20). According to
this a quality assessment tool should comprise of the fol-
lowing four core themes: credibility, transferability, de-
pendability and confirmability corresponding to quan-
titative terminology: internal validity, generalisability,
reliability and objectivity. For the critical appraisal of
studies in this review we use the Critical Appraisal Skills
Programme (22) as it is recommended for first time us-
ers by the Cochrane collaboration. The results of this
evaluation are found as table 1 in this review.

According to thematic analysis we have read manu-
scripts repeatedly to look for common themes and pat-
terns. Although no attempt has been made to alter or
conjoin themes they are presented under common head-
lines for clarity.

Results

Search outcome

The search strategy resulted in 30,274 articles. These
were sorted according to relevancy of title, which ren-
dered 4,849 articles of relevant topic. After controlling
for duplicates these amounted 4,175 (see figure 1). Inclu-
sion procedures included reading abstracts, examining
inclusion criteria and performing a team conference af-
ter which a total of 21 qualitative studies were accepted
for review (18;23-42) (see appendix 2 for details of the
studies).

Settings

The presented studies used the primary care setting only
or in part but Arborelius et al. (ante-natal clinic) (40).
Other settings included a hospital setting (23;24), a dia-
betes learning centre (27) and an ante-natal clinic (41) in
addition to primary care.

Health determinants

Seven studies focused on tobacco specifically (18;24;38-
42). Stott & Pill and Lock put particular emphasis on al-
cohol (18;36). Insufficient physical activity was consid-
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Figure 1

30,274 articles

4,849 articles

25,425 articles not
relevant for the subject
according to their titles

674 duplicates excluded

4,175 articles of
relevant topic

After reading abstracts
545 articles were
considered relevant for
review

(455 excluded studies mainly\

categorised as: Wishes/
Visions; Satisfaction/
Acceptance; Comparing staff
and patient agreement;
Experience and preference
of staff; Frequency, effect or
recall of HP; Compliance/
Adherence to health
initiatives; Reviews
Protocols/Preliminary
results; campaign/leaflets;

Others

73 excluded after
team conference
\ 4

21 studies included
in the review

ered in five studies (18;25;28;30;32). Only Hardcastle
et al. and Cable et al. investigated diet expressly (25;38)
and weight reduction was considered by Malterud et
al., Brown et al. and Stott & Pill (18;26;34). Five stud-
ies explored lifestyle counselling within DM-2 treatment
(27;31;33;35;37). Dellasega et al. and Walseth et al. had
no certain living habit in focus but general lifestyle coun-
selling (23;29).

After examining in-
and exclusion criteria
90 remained for team
conference

4 studies included
after manual search
of citation lists

Themes elicited

Major themes from thematic analysis of chosen studies
are presented in detail in table 1 and are described under
the following headlines: encouragement empowerment
& support; doctor-patient relationship; individualisa-
tion & involvement; stigma; time and ongoing support;
empathy and attitudes not favoured by patients.

Encouragement, empowerment and support

Participants in 13 studies stressed the importance of
receiving encouragement, being empowered or getting
support from their HCP during discussion of living hab-
its (23-25;28-31;34-36;38;40;42). Studies by Dellasega
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Table 1 Critical Appraisal Skills Programme

Was there Is aqua- Was the Was the Were the Has the Have ethi- Was the Is there How Score:

aclear litative research recru- data col- relationship cal issues data aclear valuable

statement metho- design ap-  itment lectedina  between been analysis state- is the

of aims? dology propriate strategy way that researcher  takeninto suficiently ment of research?

appro- to address  appropri- addres- and partici- conside- rigorous?  findings?
priate? the aims of atetothe sed the pants been  ration?
the study? aims of the research adequately

Article research?  issue? considered?
Dellasega, + + - + + - + + + - 7/10
2011 (23)
Hansen, + + - + + - - + + + 7/10
2011 (24)
Hardcastle, + + - + + + - + + + 8/10
2011 (25)
Malterud, + + - + - - + + + + 7/10
2010 (26)
Oftedal, + + - + + - + + + + 8/10
2010 (27)
O’sullivan, + + - + - - + + + + 7/10
2010 (28)
Walseth, + + - - + + - + + + 7/10
2010 (29)
Horne, + + - - + - + - + + 6/10
2009 (30)
Adolfsson, + + - + + - + + + + 8/10
2008 (31)
Elley, + + - + - - + - + + 6/10
2007 (32)
Kokanovic, + + - + - - + + + + 7/10
2007 (33)
Brown, + + - + + - + + + + 8/10
2006 (34)
Hornsten, + + - + + - + + + + 8/10
2005 (35)
Lock, + + - + + - + + + + 8/10
2004 (36)
Pooley, + + - + - - - + + + 6/10
2001 (37)
Cable, + + + + + - - + + + 8/10
1999 (38)
Butler, + + - + + + + + + + 9/10
1998 (39)
Arborelius, + + - + + + + + + + 9/10
1997 (40)
Haugland, + + - + + - - + - + 6/10
1996 (41)
Willms, + + + + + - - + + + 8/10
1991 (42)
Stott, + + + + + - - - + + 7/10
1990 (18)
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et al., O’sullivan et al. and Hornsten et al. put emphasis
on autonomy supportive consultation styles (23;28;35).
In the study by Hardcastle & Hagger to provide physical
exercise and diabetic counselling support and encour-
agement was considered more important than advice
and information (25).

O’sullivan et al. report a strong satisfaction from partici-
pants in being supported with aspect to autonomy and
letting the patient be in control of the decision making
process and simultaneously in conveying a sense of re-
sponsibility into these decisions (28). Participants do
not like being told what to do but to acknowledge what is
needed together with their counsellor and thereby feel-
ing responsible. Autonomy is delivered from having an
ability to choose among different alternatives and get-
ting to set the agenda for exercise for themselves. (28).

The Doctor-Patient relationship

Twelve out of 21 studies emphasised the importance of a
good doctor-patient relationship (18;23-25;29;31;33;35-
38;42). According to Hansen et al. and Walseth et al.
this facilitated a good reception and tolerance of advice
within the patient and impeded feelings of aversion or
submission. Patients, who empathised with their prac-
titioner, accepted and welcomed advice (18;24;27-
30;34;36;39). Apart from increased tolerance, a good re-
lationship could create a sense of responsibility towards
the healthcare practitioner (23;25;26;29;31;42) and
could determine whether advice were acted upon or not
(18). A successful relationship was described more as a
partnership and contrasted with images of a more pa-
ternalistic approach (23;35). Adolfsson and colleagues
described, in their setting of an empowerment group,
relationships of horizontal nature where changing and
learning came through active involvement rather than
by receiving knowledge and complying (31). A more hi-
erarchical relationship could in turn make patients lie
to HCPs (24) or withhold information and questions
(33;37). Patients across the sample of studies appreci-
ated when the HCPs were familiar with their personal
circumstances and when patients were regarded as ex-
perts of their life (29;33). In the study by Dellasega et
al. the patients reported enjoying talking to MI trained
nurses instead of standard condition doctors because of
“being heard and responded to as a person” (23).

Individualisation & involvement

Six studies stressed the need for patient involvement
during consultation (23;26;27;31;35;42). The Dellasega
et al. participants reported agreement with a partner-
ship in planning and goal setting together with MI-
trained nurses. Nurses way of informing patients, letting
them decide among alternatives, acted as empowerment
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to make own decisions using nurses as a resource. A tai-
lored approach, fit to the unique patient, was centred by
nine out of the 21 studies reviewed (27-29;32;33;37;39-
41). According to Dellasega et al. one way of facilitating
the relationship to patients was by using patient centred
communication (23) which was described by Butler et
al. as respectful, responsive and understanding. Being
heard and listened to in an interested way as a way of
performing a patient centred approach were emphasised
by several studies (18;23;25;35;37;40).

Stigma

Seven studies concerned the topic of stigma within the
patient and concerned mostly smoking or weight relat-
ed living habits (24;26;30;34-36;39). In the Hansen et
al. study perceptions of stigma was a prevalent finding.
This included the feeling of smoking being the only thing
on the doctor’s mind and, to the patients, an unrealistic
causality with smoking being blamed by health profes-
sionals for every sign of disease. Strategies to avoid this
included lying to doctors about smoking status.

Time and ongoing interventions

To participate in lifestyle discussion the patients wanted
sufficient time during the consultation (29;33;34;37;41),
and ongoing support (25;27;28;32). Oftedal pointed out
the importance of receiving supportive feedback from
HCPs to motivate ongoing life style remodelling and in
the same time emphasising its constant presence (27).
Ongoing guidance and support were further acknowl-
edged by O’sullivan et al., with participants emphasising
the meaning of ongoing support from a physical activ-
ity counsellor in addition to physical activity counselling
from their ordinary HCP.

Empathy

Participants from four studies included empathy
(23;27;29;33). Dellasega et al., Oftedal et al. and Kokan-
ovic et al. all emphasised the need to receive empathy
during consultations (23;27;33). Oftedal et al., in their
study of support and education to self-manage DM-2,
underscored the importance and breadth of empathy in
consultations, reporting empathy as the main ingredi-
ent in support. Empathy, being defined by participants
as “an understanding, listening and holistic approach”,
impede participants to be honest to their practitioners,
being willing to engage in conversations, whereas lack of
empathy gave the most opposite effect. Participants un-
derscore the listening aspect of empathy, waving of text
book solutions to lifestyle and making it more about the
patient where empathy is seen as a way to gain a holistic
approach to the individual’s needs. Another kind of em-
pathy was wished for by participants in the Walseth et al.
study (29). They see empathy as a way of support, such
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as appreciation when things go well, but also seek for
encouragement, consolation and support when things
don’t. This also emphasises that patients in the Walseth
condition see the practice of lifestyle intervention as an
ongoing process in partnership with HCP.

Attitudes not favoured by patients

In addition, eight studies described attitudes that
were not favoured by patients. Six studies rejected at-
titudes described as vertical, paternalistic or preaching
(23;24;31;33;35;40). Although, some of the participants
in the Hansen condition did not reject to a lecturing con-
sultation style about smoking (24). Two articles men-
tion lack of interest for discussion among staff (35;41).
Patients strongly strived for non-judgmental treatment
from HCPs (23;26;34).

Quality of studies

On a scale from zero to ten the assessment of the study
quality ranged from six to nine with a median value of
seven (see table 1) with regard to the CASP assessment
tool. Most commonly studies did not discuss choice of
design within the qualitative field (such as why a focus
group is chosen instead of individual interview etc).
Another common shortage was a discussion of the re-
searchers’ own role in formulating research questions or
possible part in the outcome narratives.

Discussion

This review included twenty-one qualitative studies in-
volving 760 (498 women,/ 262 men) patients participat-
ing in HP counselling. The main experiences and pref-
erences of patients undergoing HP counselling showed
in the doctor-patient relationship; individualisation &
involvement; encouragement, empowerment & support;
and stigma. Further, but less frequent themes, were time
& ongoing interventions; empathy; and attitudes not fa-
voured by patients.

The doctor-patient relationship was further examined
in a review by Di Blasi et al. (44), which showed that
friendly appearance supports the patient’s health out-
come, but also that studies in this field are methodologi-
cally complex to conduct. This is further supported in a
study by Moller Hansen et al. (45). In their work-shop
based study about patient education, one major theme
from participants was ensuring ‘Entirety’ in the meeting
with the doctor. Entirety is about connecting what has
happened in the past with what is present today, which
put special focus on the doctor-patient relationship. En-
tirety is also about taking a patient centred viewpoint, to
see the person instead of the disease. This is an aspect
of individualisation which therefore could be seen as an
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outcome of a good doctor-patient relationship and as the
ability to provide individualised care.

Another recurrent theme is that of support, which in
terms of Bandura’s social cognitive theory is about in-
creasing clients concept of self-efficacy through encour-
agement and being positive (12). Supporting self-efficacy
strengthens the individual’s confidence about capability
to perform certain activities, possibly lifestyle modifica-
tion. To support self-efficacy is also to consider lasting
behaviour change, and is associated with positive feed-
back, which was also mentioned as desirable, by several
of the studies. Hardcastle interprets this as to use indi-
vidualised feedback and to set personalised goals (25). A
way of increasing autonomy, competence, as well as self-
efficacy is by using an MI approach. This was done in
the study by Dellasega et al. (23). Although here used in
a longer term intervention, the essence of the approach
can be used in every day consultations by using open-
ended questions, affirm and support patients’ self-con-
fidence by using reflective listening and by summarising
discussion (23).

Also mentioned, the presence of stigma put forth by
several studies pose special consideration by HCPs, and
patients in these studies wish for a sensitive approach
(24;26;30;34-36;39). The opinions of the overweight or
obese have furthermore been investigated by Gray et al.
who found a wide spread of opinions, but propose avoid-
ing terms as ‘Fat’, while ‘obese’ although also negative
to patients were considered effective within the frame of
health discussions (46). Equally important is the subjec-
tivity of experience mentioned by Malterud et al. (26).
This is important in the case of perceived paternalistic,
hierarchal or preaching communication styles perceived
from the aspect of patients where, as Malterud et al. puts
it “exploring encounters between doctor and patient
from the perspective of one of them — the patient — will
not provide access to the motives or attitudes of the oth-
er” (p 208). That is to say, what have been perceived as
stigmatising or humiliating may have been with the best
of intentions.

The hierarchical communication patterns were among
the most prevalent of unfavoured behaviours in this
review (23;31;33;35;40). Although, the results of Horn-
sten also provide an alternative possible conclusion that
unfavoured behaviours were the mere failures of deliv-
ering the wanted ones such as empathy, autonomy or

equality (35).

The need for time in form of constant or prolonged sur-
veillance and control was apparent in many of the stud-
ies. This is in line with the second and less successful
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means of behaviour motivation postulated by Deci and
Ryan in Self-determination theory. This theory suggests
that motivation can either be autonomous or controlled,
where autonomous means of motivation is strived for
as this extends behaviour change beyond intervention
time frames (11). This theory suggest three psychological
needs for behavioural activation; autonomy, competence
and relatedness. All three are suggested by independent
studies in this review, where a lack of choice produce re-
sistance and acknowledgment of feelings, and perspec-
tives produces incentives to change. MI has previously
been associated with all three concepts of psychological
need for behaviour change postulated by self-determi-
nation theory. Although MI in the studies reviewed was
used more as a controlled intervention it is, as postu-
lated by Hardcastle, also possible to use this as an ap-
proach in regular counselling and conversation. Another
of the main ingredients to MI-inspired communication
is empathy, which is emphasised as important in four of
the reviewed studies (23;27;29;33). Pollak et al. provide
further support to the importance of empathy, which, as
delivered by doctors during weight-loss discussions can
increase patients’ attempts to lose weight by providing
empathy in the consultation (47).

The present review shows that primary care and dia-
betes constitute the load of attention from researchers.
Eggleston et al. show that GPs and practice nurses are
the most appropriate professional category to deliver
professional advice according to patients (48), and most
studies concerned in this review focused GPs and prac-
tice nurses. Although, since the health promotive para-
digm is to be spread everywhere in healthcare (1), more
research is necessary to investigate the roles of profes-
sionals other than the GP and Nurse Practitioner, and
to healthcare settings other than primary care. Also the
perceptions of hospitalised patients and special popu-
lations merit more focus since none of the studies ren-
dered by this review mention these.

This review has several strengths and limitations. The
comprehensiveness and the broad searching for litera-
ture are strengths. However, still many papers may have
been overlooked according to the tradition of grey litera-
ture in qualitative studies. Other publication bias would
be similar to those known from quantitative studies, i.e.
positive or unique results and English language skills

(49).

Although this review did not search for qualitative mate-
rial only, it was expected from the start that the majority
of material would be of such type. Several authors have
emphasised the limitations of carrying out a systematic
literature search of qualitative studies (50-52). Evans et
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al. described the difficulties of using title searches for
qualitative studies, which in qualitative standards are
more descriptive than informative. Further, abstracts of
qualitative studies have been under less evaluation and
may lack the type of structure and standard known to
RCTs (51). Both Evans et al. and Mays et al. suggest dif-
ferences and deficiencies in indexing of qualitative ma-
terial in scientific databases (51;52). This might be be-
cause of less interest in qualitative studies during early
development of evidence based medicine. In all, difficul-
ties as such may make the search process less efficient
in finding everything written on a subject and authors
may expect a lot more material from the hand search not
covered by the systematic literature search (50;52), for
example as much as half of included studies in a study by
Casteel et al. (53). For the reviewer this might mean, as
for Harden et al. who report difficulties finding qualita-
tive material for their review, a need to use a wider scope
returning a large number of citations to include relevant
qualitative material (50).

The concept of quality is another limitation of debate
concerning qualitative studies as for how much empha-
sis, and in what way, quality is to be measured (54). For
quality selection and criteria this review acknowledged
the need for a quality assessment, but in agreement with
Dixon-Woods et al. (54) faced the difficulties in choos-
ing such criteria for such a diverse field as qualitative re-
search and that quality does not necessarily have much
to say about individual narratives in an otherwise flawed
study as concluded by Hannes (20). Thus, in agreement
with Harden et al. (50), quality assessment was not used
as an exclusion criteria but instead to inform the reader,
to make sure studies do in fact assess intervention and
outcome in the subject of review (20) and as a way of the
exploration and interpretation process (55). It is, as ac-
cording to Hannes, about detecting methodological flaw,
yet maintaining the importance of the narrative (20).

In congruence with Dixon-Woods et al. (21) there are
numerous ways to conduct a meta approach to qualita-
tive research. Two main categories of synthesis can be
identified; the integrative and the interpretive. Integra-
tive synthesis will allow for causal generalisations but
demand secure parameters and well defined concepts.
The interpretive will avoid specifications beforehand
and aim to develop these along analysis. Although theo-
ries of meta-analysis seldom consist exclusively of one
or the other, proportions of these two main directions
exist within every technique. For this review we chose
the thematic analysis as described by Dixon-Woods et
al. (21) similar to the narrative review (56), because of
its suitability with reoccurring themes. According to
Dixon-Woods et al. the thematic analysis “involves the

Editorial Office, WHO-CC e Clinical Health Promotion Centre ® Bispebjerg / Frb University Hospital, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2013



Volume 3 | Issue 2

www.clinhp.org

Oct/Nov | 2013 | Page 53

identification of prominent and recurrent themes in the
literature and summarising findings of different studies
under thematic headings” (p 47) (21). As most studies
in this review used a thematic approach conceptualising
participants’ narratives into common themes, the nar-
rative approach was fitting since strategies like thematic
analysis and narrative reviews “seeks to identify and
bring together the main, recurrent or most important is-
sues or themes arising from a body of literature” (p 12)
(52). Such an approach demands that data and themes
are well defined such to avoid forming new themes or
concepts (21).

From a clinical perspective it is important to realise that
patients have important experiences and clear prefer-
ences to use for future HP counselling. However, it is
unknown to which degree the results of this qualitative
review will have an effect, if they are generalised and im-
plemented, or if the value lies in the further generation
of new hypotheses or qualification of existing hypoth-
eses to become evaluated in for instance a randomised
design to create evidence at a higher level. In case of
direct implementation it would be relevant to carefully
monitor the results and outcomes. It is also important to
evaluate the possibilities of generalisibility of the results
beyond those specific settings and realities of the indi-
vidual studies (57).

From a research point of view, this review has given a
collated overview of the existing papers, their quality and
results. Interestingly the quality of the studies included
was relatively good. The review process has shown the
need for better structured abstracts and articles.

To our knowledge this was the first review to gather
and present what is known on the patient’s perspective
of lifestyle counselling within healthcare. In conclusion
this review identified the importance of encourage-
ment, empowerment & support, a good doctor-patient
relationship; individualisation & involvement; the sig-
nificance of stigma, distributing sufficient time for dis-
cussion and the advantages of showing empathy while
discussing healthy lifestyle change with patients.
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Appendix 1 Search strategy, Medline
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27
28

29
30
31
32
33
34
35
36
37
38
39
40
41
42

MH "primary health care+"

MH "general practice+"

MH "inpatients+"

MH "outpatient clinics, hospital+"
MH "pregnant women-+"

MH "alcoholics+"

MH "alcohol drinking+"

MH "drug users+"

MH "mental disorders+"

MH "psychiatric nursing+"

MH "smoking+"

MH "diabetes mellitus+"

MH "cardiovascular diseases+"
MH "lung diseases+"

MH "vulnerable populations+"
MH "overweight+"

MH "sedentary lifestyle+"

TI maternal N2 care) OR (AB maternal N2 care)

Tl maternal N2 care) OR (AB maternal N2 care)

(
(
(TI maternal N2 "health care") OR (AB maternal N2 "health care")
(TI maternal N2 "health care") OR (AB maternal N2 "health care")
(TI "maternal health" N2 service*) OR (AB "maternal health" N2 service*)
(Tl alcohol N2 use*) OR (AB alcohol N2 use*)

(TI drug N2 use*) OR (AB drug N2 use*)

(TI psychiatric N2 patient*) OR (AB psychiatric N2 patient*)

(Tl diabetes) OR (AB diabetes)

(Tl surgical N2 patient*) OR (AB surgical N2 patient*)

(Tl special N2 population*) OR (AB special N2 population*)

(Tl inactive N2 lifestyle*) OR (AB inactive N2 lifestyle*)
(Tl obes*) OR (AB obes*)

(Tl sedentary) OR (AB sedentary)

(TI smoker*) OR (AB smoker*)

(Tl hospitalized N2 patient*) OR (AB hospitalized N2 patient*)
OR/1-33

MH "data collection+"

MH "questionnaires+"

MH "qualitative research+"

MH "focus groups+"

(TI qualitative) OR (AB qualitative)

(Tl survey*) OR (AB survey*)

OR/35-40

MH "health promotion+"

43

MH "patient education as topic+"

MH "counseling+"

MH "health education+"

MH "early intervention+"

MH "early intervention+"

MM "Early Intervention (Education)"

Tl counsel#ing) OR (AB counsel#ing

(TI health N2 advice*) OR (AB health N2 advice*)

(Tl lifestyle N2 advice*) OR (AB lifestyle N2 advice*)

(Tl health N2 counsel#ing) OR (AB health N2 counsel#ing)

Tl health N2 education) OR (AB health N2 education)

Tl simple N2 advice*) OR (AB simple N2 advice*)

Tl advice*) OR (AB advice*)

TI minimal N2 intervention*) OR (AB minimal N2 intervention*)

Tl brief N2 intervention*) OR (AB brief N2 intervention*)

TI motivational N2 enhancement*) OR (AB motivational N2 enhancement*)
TI motivational N2 interviewing) OR (AB motivational N2 interviewing)
Tl behavio#tral N2 counsel#ing ) OR (AB behavio#ral N2 counsel#ing)

Tl extended N2 intervention*) OR (AB extended N2 intervention*)

Tl stage* N2 change) OR (AB stage* N2 change)

(TI goal N2 setting*) OR (AB goal N2 setting*)

(Tl negotiation N2 method*) OR (AB negotiation N2 method*)

(T1 self N2 efficacy) OR (AB self N2 efficacy)

(Tl reasoned N2 action*) OR (AB reasoned N2 action*)

(Tl social N3 learning N3 theor*) OR (AB social N3 learning N3 theor*)

(Tl patient N3 cent#tred N3 counsel#ing) OR (AB patient N3 cent#fred N3
counseliting)

(Tl planned N2 behavio#r*) OR (AB planned N2 behavio#r*)

(Tl health N4 action N4 process N4 approach) OR (AB health N4 action N4
process N4 approach)

(TI FRAMES) OR (AB FRAMES)

(TI 5A) OR (AB 5A)

OR/42-72

MH "patient satisfaction+"

MH "patient preference+"

MH "attitude to health+"

MH "professional-patient relations+"

MH "patient acceptance of health care+"

(Tl patient N2 opinion*) OR (AB patient N2 opinion*)

(Tl patient N2 perspective*) OR (AB patient N2 perspective*)
(Tl patient N2 perspective*) OR (AB patient N2 perspective*)
OR/74-81

34 AND 41 AND 73 AND 82
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