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Abstract
Background Cardiovascular disease and type 2 diabetes are among the largest public health challenges in Sweden. 
Research indicates that a healthy lifestyle can prevent most cases. The health dialogue is an evidence-based public 
health programme for primary care with positive results in several regions of Sweden. This study aimed to describe 
health care professionals’ experiences and perceptions of health promotion through the health dialogue intervention 
during the pilot phase in the Scania region of Sweden.

Methods The study consists of 12 individual interviews with health care professionals educated in the health 
dialogue method, implementing the intervention in Scania. Qualitative content analysis with an inductive approach 
was used.

Results The analysis resulted in 10 sub-categories and the four main categories: A more health-promoting mindset 
would benefit primary care; Empower individuals; Facilitate sustainable lifestyle changes; Challenges, tools and 
support for the implementation of the health dialogue. One overarching theme emerged: “Health dialogue, a potential 
start of a paradigm shift in Swedish primary care”.

Conclusions Conclusions imply that the health dialogue is a well-structured method with tools to make health 
promotion and primary prevention an integrated part of primary care. A respectful and motivating approach during 
the health dialogue is recommended. It is important to have an ongoing discussion about the approach among the 
health care professionals. Incorporating the Health Belief Model in the health care professionals’ education in the 
method could increase the focus on self-efficacy during counselling, which could favour the participants’ change 
process.
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Background
In Sweden, non-communicable diseases cause about 90% 
of all deaths [1, 2] and cardiovascular disease (CVD) is 
the predominant cause of mortality, responsible for about 
35% of all deaths in Sweden [1, 2]. CVD is also the largest 
contributor to the burden of disease, measured in disabil-
ity-adjusted life-years [3–5]. Diabetes is responsible for 
nearly 4% of all deaths in Sweden and is among the most 
common causes of death and disability [4]. Type 2 diabe-
tes highly increases the risk of CVD [6]. CVD and type 2 
diabetes are preventable through improved lifestyle fac-
tors [3, 7–10]. Scania is the southernmost region of Swe-
den, consisting of 33 municipalities and about 1.4 million 
inhabitants [11]. A recent public health survey showed 
that unhealthy lifestyle factors were common in Sca-
nia [12]. One of the regional goals by 2030 is to improve 
public health and quality of life for all, through increased 
health equality and interventions to promote a healthier 
lifestyle [13].

The health dialogue method
The health dialogue is a public health program aimed 
to reduce CVD incidence and prevalence and has been 
implemented in several regions across Sweden since the 
1980s. Long-term follow-up studies have shown a sig-
nificant reduction in premature mortality [14–16]. A 
cost-effectiveness analysis from the region of Västerbot-
ten conducted from 1990 to 2006 found that the cost per 
quality-adjusted life-year (QALY) from a societal per-
spective was 62 Euro, compared to the Swedish threshold 
value of 48 000 Euro per QALY, which makes the method 
very cost-effective [17]. Through the health dialogue, 
selected age groups from the population are invited to 
individual and standardized health examinations and 
dialogues to prevent CVD. The method includes blood 
sampling, measuring blood lipids and fasting blood glu-
cose, and measuring blood pressure, body mass index 
and waist-hip ratio. The participants fill out an extensive 
online questionnaire about their lifestyle, encompassing 
dietary habits, physical activity, tobacco use, alcohol con-
sumption and social factors such as relationships, work 
situation, sleep and stress. Additionally, there is one sec-
tion about the family history of CVD and diabetes. The 
results of the questionnaire, biomarkers, and body mea-
surements are displayed in an individual graphic health 
curve illustrating 11 risk factors for CVD, automatically 
created by a software. The participants then come to the 
primary care clinic to see a health dialogue practitioner 
for an approximately one-hour motivational interview 
based on their health curve [18].

The method applies both a low- and a high-risk strategy 
as all inhabitants are invited independent of health status. 
Participants identified as being at high risk are offered 
follow-up visits according to their specific needs [18]. 

The health dialogue practitioner is also encouraged to 
reach out to local stakeholders, for example, the munici-
pality, grocery stores, pharmacies, and sports associa-
tions, for collaborations to facilitate health promotion 
on a community level [18]. The Health Belief Model is a 
long-established public health theory that explains indi-
vidual health behaviour change [19–22]. The health dia-
logue method was developed in the 1980s and inspired 
by the Health Belief Model (H, Lingfors, personal com-
munication 22 April 2021). According to the theory, indi-
viduals will take action to improve their health if they 
perceive themselves as susceptible to a condition, dis-
ease, or other health problem that they believe can have 
a serious impact on them. It is important that the indi-
vidual understands which actions are considered feasible, 
and where they think the benefits exceed the barriers. In 
addition, they need to believe that the action can reduce 
their susceptibility. To act, self-efficacy is also needed 
[22]. Self-efficacy describes one’s own perceived ability to 
carry out the act or change a certain behaviour [19–22].

To our knowledge, one qualitative study investigating 
Swedish public health nurses with many years experience 
in the method of health dialogue in a primary care setting 
in a northern region was found [23]. Another study about 
a similar method [24] and three additional articles about 
the method of health dialogue in other settings [25–27]. 
This study can contribute to the knowledge about health 
care professionals’ experiences and perceptions of learn-
ing the health dialogue method and start working with it 
in a primary care setting.

Method
This study aimed to describe primary care profession-
als’ experiences and perceptions of health promotion 
through the health dialogue method during the pilot 
phase of the intervention in the Scania region.

Study setting and sampling strategy
A four-month pilot phase of the health dialogue was con-
ducted in the Scania region of Sweden between October 
2020 and January 2021, in 11 out of the total 158 primary 
care clinics in the region. A pilot phase coordinated by 
the Department of Healthcare Management in the Scania 
region was chosen to test the method and implementa-
tion strategy before a political decision was made about 
long-term implementation [18]. Primary care in Sweden 
covers the entire population, is tax-financed and is the 
first instance of health care. All inhabitants choose which 
clinic to be listed at no matter the geographical area, or 
if the clinic is private or public. All primary health care 
clinics in Scania were invited to participate in the pilot 
phase. 50 of 158 clinics showed interest and the 11 clinics 
were chosen for the pilot phase to reach maximum varia-
tion regarding rural/urban area, public/private clinics, 
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size, geographical area and care need index [28]. Regis-
tered nurses, physiotherapists and dietitians, at the 11 
primary care clinics conducted the health dialogues as 
part of their work. The health care professionals received 
a five-day formal education in the health dialogue 
method, including motivational interviewing. The health 
care professionals received a method guide consisting of 
a summary of the latest evidence on areas covered in the 
health questionnaire and the health curve, used for the 
health dialogue and guidance for follow-up on detected 
health risks [18]. They also had the possibility to contact 
the Department of Healthcare Management for sup-
port. A new software was built for the pilot phase but 
was delayed for about two months. Thus, the health care 
professionals were offered to start with a printed ver-
sion of the questionnaire where they manually calculated 
the results from the health questionnaire to produce the 
graphic health curve. All inhabitants born in 1980 and 
listed at the participating clinics in the pilot phase were 
invited to a health dialogue. Each primary care clinic had 
1–3 health care professionals working part-time with the 
health dialogue.

In this study, purposive sampling was applied to obtain 
experiences and perceptions of the central phenomena 
by including different professions and both public and 
private clinics [29–31]. The inclusion criteria were reg-
istered primary care professionals (nurses, physiothera-
pists, and dietitians) who had been working as health 
care professionals within the pilot phase. In total, 21 
health care professionals at 11 different primary care 
clinics in eight municipalities, including eight public and 
three private clinics, met the inclusion criteria and were 
identified through the Department of Healthcare Man-
agement in the Scania region. Invitation letters were sent 
out to the 21 eligible informants and among these, a total 
of 12 informants responded and agreed to participate: 
eight informants from six public clinics and four infor-
mants from two private clinics. The clinics included were 
situated in six municipalities allocated in all geographi-
cal areas of Scania (west, Malmö, south and northeast). 
The different professions participating in the pilot phase 
were all represented: nurses [7], specialist nurses [2], 
physiotherapists [2], and dietitians [1]. Nine informants 
were women and three were men. The average age of the 
informants was 41 years and ranged from 24 to 71. The 
average experience of the professionals was 15 years and 
ranged from one to 50 years. Six informants had previ-
ous experience with motivational interviewing before the 
pilot phase.

Data collection
The Swedish Ethical Review Authority provided ethi-
cal approval for our study, as a part of a larger research 
project examining the health dialogue method (dnr. 

2020–07138). Our study was conducted in accordance 
with the Helsinki Declaration principles of autonomy, 
beneficence, non-maleficence, and justice [32]. Infor-
mants received an information letter about the study 
in Swedish, and both written- and oral consent were 
obtained. A semi-structured interview guide was chosen 
because it gave a clear structure yet left space for emerg-
ing questions during interviews (attached in supple-
ment) [33]. Initially, pilot interviews with two health care 
professionals were conducted which resulted in minor 
changes to the interview guide. The interviews were con-
ducted through the encrypted video conferencing plat-
form Zoom. A video conference was chosen because it is 
as similar to an in-person meeting as possible, compared 
to telephone interviews, for example [34, 35]. The data 
was collected during spring 2021 in Swedish and audio-
recorded with a mobile phone. The first author (SA) 
conducted all interviews. Substantive, methodological, 
and analytical field notes were written during and after 
each interview. The average length of the interviews was 
59 min and ranged from 43 to 83 min. The audio record-
ings were used for verbatim transcription of each inter-
view. Member checking was done with one informant 
due to insufficient audio recording quality of the last 
20 min of the interview. No substantial new information 
emerged during the last interviews, which implies that 
saturation was reached [30].

Analytical approach
Qualitative content analysis according to Graneheim 
and Lundman (2004) was applied [36] to understand 
and describe primary care professionals’ subjective, 
lived experiences and perceptions of health promo-
tion through the health dialogue. The analytical process 
started by dividing all of the verbatim transcribed indi-
vidual interview text related to the aim into meaning 
units. The meaning units were paragraphs of information 
referring to a specific topic relevant to the study’s aim 
and research questions [36] (see Table 1). Then the mean-
ing units were condensed meaning that the text of each 
meaning unit was shortened but the core of what was 
said was preserved. After that, each condensed meaning 
unit was labelled with a code, which allowed the data to 
be explored in new ways and reflected the key content 
of each meaning unit [36] (see Table  1). Thereafter the 
authors SA and LM looked for patterns, similarities, dif-
ferences, and emerging meanings among all codes from 
all interviews. The codes were sorted into content areas, 
then into sub-categories, which were thereafter grouped 
into categories. In the final step, the categories were 
interpreted into one overarching theme. Up until the 
process of coding, everything was conducted in Swed-
ish, which was the mother tongue of the researchers and 
the informants. The coding and the following steps of the 
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analysis were conducted in English. The quotes used for 
the presentation were translated into English with some 
minor grammatical corrections. Finally, sub-categories, 
categories and the theme were reviewed by authors KO 
and ET. An audit trail was created during the research 
process, consisting of methodological and analytical field 
notes including reflections and ideas during the analyti-
cal phase [30, 31].

Results
Four main categories emerged, derived from ten sub-
categories. The informants’ perceptions and experiences 
of the pilot phase were marked by the overarching theme 
“Health dialogue, a potential start of a paradigm shift 
in Swedish primary care.” The results are presented in 
Table 2. The interviewees, the health care professionals, 
are referred to as informants and the persons they met 
and conducted the health dialogues with are referred to 
as participants.

A more health-promoting mindset would benefit primary 
care
The informants experienced the health dialogue as a clear 
method to work with health promotion in primary care. 
By inviting all inhabitants in specific age groups, primary 
care can potentially reach and introduce a new group of 
patients, which might lead to early detection of disease. 
This could benefit both the patient and the health care 
system. Although, this increases the burden on primary 
care initially and the intervention needs to be well estab-
lished on all levels of decision-making and appropriate 
resources allocated. The intervention has the potential to 
spread knowledge about lifestyle habits by participants 
to their families and friends. Local collaborations were 
identified as a potential development to increase health 
promotion. The health care professionals described that 
they incorporated their new knowledge of lifestyle hab-
its into all patient meetings they had to empower patients 
to make active choices about their lifestyles. This could 
benefit primary care by potentially delaying and reducing 

Table 1 Examples of the data analysis process
Meaning unit Condensed meaning unit Code Sub-category Category
“It will have a great effect I think, on those who want help. Because I 
mean, in the end, it is voluntary and unfortunately, there are probably 
many who would have needed it who declined. Uhm, but sure I think 
it can be, it will take time, it probably will, but I think we will see great 
results in 10–15 years, by starting something like this. I think the bur-
den on health care can decrease, absolutely, I believe so. That people 
take more responsibility for their health and, kind of, do not need to 
seek health care because of health problems they get out of a bad 
lifestyle. So, I absolutely think it will have a positive effect.”
Informant 10

This can have a great effect. 
Voluntary so many who need 
it might decline. Takes time 
to see results but probably 
great effect in 10–15 years. 
Decrease the burden on 
health care. Make people take 
responsibility for their health.

Decrease 
the burden 
on health 
care through 
awareness 
and lifestyle 
choices.

Encourage a 
healthy lifestyle 
in the whole 
population

A more 
health 
promot-
ing 
mindset 
would 
benefit 
primary 
health 
care

“Primarily the participants realize that their current lifestyle does not 
look so good. Many live in denial, that I am healthy, then there is no 
reason I will not be healthy in the future. But when they get it on 
paper, that this is an unhealthy behaviour, regarding heart health, 
then they have realized that they can change some habits. Many are 
perceived as motivated to change and also happy to get to know that 
there is potential for healthier habits.” Informant 1

The participants realize that 
their current lifestyle is not so 
good. Many live in denial that 
they feel good now, and do 
not see any risk of not feeling 
good in the future. Unhealthy 
habits on paper give insights. 
Motivated to change.

Many live 
in denial 
but health 
status on 
paper gives 
insights and 
motivation to 
change.

A chance to 
stop and reflect 
if changes are 
needed

Empow-
er the 
partici-
pants

Table 2 Overview of emerging sub-categories, categories, and the theme in the data analysis
Sub-category Category Theme
The health dialogue is health promotion A more health-

promoting mindset 
would benefit primary 
health care

Health 
dialogue, 
a poten-
tial start 
of a para-
digm 
shift in 
Swedish 
primary 
health 
care

Encourage a healthy lifestyle in the whole population

The health care professionals’ new knowledge will benefit patients

Supportive colleagues are important when primary prevention introduces an additional patient group

A chance to stop and reflect if changes are needed Empower individuals
Let the participant guide the dialogue

Being invited to a health dialogue regularly will give a sense of comfort and a reminder to prioritize health Facilitate sustainable 
lifestyle changesIt is important to support the participants in changing their lifestyle habits

The tools and materials are unique and effective Challenges, tools and 
support for the imple-
mentation of the health 
dialogue

Method and competence support are necessary
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the lifestyle-related burden of disease through improved 
lifestyle habits.

The health dialogue is health promotion
Informants expressed that the health dialogue was a 
structured way to naturally implement health promotion 
and primary prevention into primary care and that an 
increased focus on health promotion and raised aware-
ness about one’s lifestyle can be a way to reduce the bur-
den on the health care system in the long term, both 
through primary and secondary prevention.

“In the future, I hope that the health dialogue will 
be a natural part of health care, for 40-year-olds 
and 50- and 60-year-olds. This, I believe, will make 
a major difference as we find many diseases at early 
stages and persons at risk of developing disease.” 
Informant 1.

Encourage a healthy lifestyle in the whole population
Informants expressed that the goal of the health dialogue 
is to raise awareness about health and lifestyle, specifi-
cally among the invited participants, but as a secondary 
consequence, they may spread the awareness to their 
family and friends as well. Another important part of the 
intervention is local collaboration to reach the commu-
nity level. Most of the informants had not started local 
collaborations during the pilot phase due to a lack of 
time and local restrictions caused by the Covid-19 pan-
demic. However, all informants stressed the importance 
of this part of the intervention and had ideas for future 
collaborations.

“We have collaborated with a pharmacy, they dis-
tributed information pamphlets to customers about 
our intervention for two weeks, and they also adver-
tised their health-promoting products. The local 
grocery store has advertised our intervention, and 
we started a discussion about their placement of 
healthy products, but we have not come so far with 
that yet […] We have contacted the municipality 
and have had meetings with them […] The public 
health plan is not updated and needs to be revised, 
so we said that we would like to be a part of the revi-
sion.” Informant 11.

The health care professionals’ new knowledge will benefit 
patients
Informants experienced that the health-promoting 
aspect of the health dialogue was ever-present and made 
them integrate lifestyle questions into their everyday 
work, thereby benefitting many of their patients. Another 

example was that the motivational interviewing method 
helped nurses obtain a lot of information quickly during 
telephone triage, as it allowed more focus on the patients. 
An important benefit of the method was that the infor-
mants learned to view the patient in a more holistic way 
than before.

“I think that you get a completely new understand-
ing of the whole person, by not just focusing on, for 
example, the medical part, and staring blindly at 
that because it is all about the holistic view. We 
have talked a lot about this, that you learn to see the 
whole person, not just a small area with a problem.” 
Informant 10.

Supportive colleagues are important when primary 
prevention introduces an additional patient group
Informants reported that they had support for their work 
with the health dialogue at their clinics. Supportive man-
agement allocated the time needed, allowed the inter-
vention to be as prioritized as the other tasks and had 
regular follow-ups. At some of the clinics, participants’ 
colleagues perceived it as inappropriate to carry out the 
pilot phase during the Covid-19 pandemic. While most 
informants experienced support from their colleagues, 
they had an understanding for the fact that introducing 
health promotion and primary prevention into primary 
care can bring more work initially as patients will be 
treated at an earlier stage of their disease, but that it can 
decrease the burden on the health care system in the long 
term.

“The doctors at our clinic are very curious and they 
ask how the work is proceeding and so on, and I 
think everyone at the clinic is aware that this can 
increase the burden on primary care initially but on 
the other hand maybe we can reduce the burden in 
the future” Informant 12.

Empower individuals
The informants reported that they realized how the 
health dialogue method could be used to enhance the 
participants’ sense of empowerment over their health. In 
motivational interviewing, the health care professional 
should ask for permission to give information, for exam-
ple about smoking. This allows the participants to decide 
which areas they want the dialogue to focus on and they 
could also choose to avoid certain areas. There was a 
great variation in the dialogues, in some cases, several 
risk factors occurred and some focused on addressing 
potential risk factors while others focused on maintain-
ing and promoting healthy behaviours.
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A chance to stop and reflect if changes are needed
Informants experienced that all participants benefit-
ted from the health dialogue, irrespective of health sta-
tus. Perfectly healthy participants got a confirmation 
that they could continue with their routines, while oth-
ers with several health risks got a wake-up call, increased 
awareness of their risks and often realizations about 
what they needed to change. Some participants mislead-
ingly perceived themselves as healthy and some lived in 
denial about their health risks, but getting an evidence-
based, visual health curve in their hands often gave the 
participants insight and motivation to change. The health 
dialogue empowers the participants. After acquiring 
knowledge about risk factors and getting an increased 
awareness of their health status the participants could 
make informed choices about their lifestyle.

“Being aware, one can make active choices in every-
day life. Choose active transportation, walk, bike 
and so on. When one goes grocery shopping one can 
make active choices there, there are many alterna-
tives to what one usually buys.” Informant 9.

Informants explained that many health risks were 
detected early, which raised awareness among partici-
pants about how their everyday lifestyle choices affect 
their long-term risk of disease. Hence, they got the 
chance to change their habits gradually, which can be 
beneficial to achieve sustainable change. Some infor-
mants indicated that answering the questionnaire before-
hand often gave more truthful answers and mentally 
prepared the participants for the appointment. In fact, 
some informants reported that participants who were 
aware of certain health risks even changed their habits 
before the dialogue. The informants had different ways 
of approaching the participants’ health risks, some were 
guiding and encouraging, while others had a more fear-
inducing approach. Although, they all aimed toward 
informing and empowering the participants.

Let the participant guide the dialogue
Informants expressed that the graphic health curve was 
a pedagogic way to talk about lifestyle habits based on 
the participants’ results. The informants perceived moti-
vational interviewing as a helpful method for letting the 
participant guide the dialogue. It was important to adjust 
the dialogue according to the participant, for example, 
leaving out the medical terminology to facilitate a con-
versation without prestige. It was also important, in some 
dialogues, to point out that the aim was to inform and 
offer help and let it be completely up to the participant 
to make their own choices so that they felt empowered 
instead of forced. Some informants let the participant 

choose what areas to talk about and some tried to cover 
all areas.

“First, I explained to the participant what the health 
curve is and how it looks, before starting. Then I 
would show their health curve to them and ask if 
there is anything specific that they want to focus on 
or if it is okay if we start from the top to the bottom. 
Partly because if you had talked about all areas 
then I think that they felt like the red areas were a 
little less dramatic because there might also be green 
areas. If you only focus on the red areas, then it 
could be perceived as criticism.” Informant 6.

Facilitate sustainable lifestyle changes
The informants experienced that the participants had a 
positive attitude towards the health dialogue, and many 
expressed a wish to be offered regular health dialogues 
and to engage with their health care provider outside 
of being sick. Many informants thought this could help 
participants in adopting sustainable lifestyle changes. 
The informants experienced that the amount of support 
requested to make healthy changes varied greatly among 
participants. While follow-up visits were one way to pro-
vide support, it was not an explicit part of the interven-
tion, unless the health care professionals identified risk 
factors.

Being invited to a health dialogue regularly will give a sense 
of comfort and a reminder to prioritize health
Informants reported that they had participants who 
asked about coming back for a new health dialogue in 
the future. They perceived the participants as interested 
in the intervention and grateful for the insights it gave 
them about their health. The informants reflected on the 
40-year-old age group and that they are in the midst of 
life, with the double task of child-rearing and advancing 
their careers, which can be stressful. The informants also 
raised that 40 years old are often young enough to iden-
tify risks early and prevent non-communicable diseases. 
However, 50-year-olds may have more time to prioritize 
their health as their children are older. Some informants 
indicated that it would ease the transition into retirement 
and decrease the risk of falling ill soon after retirement if 
65-year-olds were included, with a focus on the lifestyle 
changes retirement often brings. Informants reported 
that they thought it would benefit most individuals 
to have specific age groups as well as health dialogues 
through referral in Scania.

“I think the participants would appreciate being 
invited every 10 years. Then they would get a 
reminder not to forget themselves and to prioritize 
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their health.” Informant 9.

It is important to support the participants in changing their 
lifestyle habits
Informants stressed the importance of supporting the 
participants’ behaviour change process. Follow-up vis-
its and referrals to other health care professionals when 
needed were mentioned as ways to support the par-
ticipants. Health risks were sometimes associated with 
social factors, which can be difficult to change. Thus, 
support was sometimes essential. If the participants were 
given just one appointment, some of them might change 
their habits for a few weeks and then fall back into their 
old habits again. Some informants solved this by offering 
the participants a follow-up visit after six months, when 
necessary, to evaluate their lifestyle changes.

“I had some participants who needed to change their 
diet and increase their physical activity and they 
were motivated to change. I offered to contact them 
again, either by phone or to book a new appointment 
where I would weigh them and measure their hip-
waist ratio again. Almost all of them were positive, 
just to get some feedback, from someone who actu-
ally followed up with you. It is not just empty words 
that I should try to change my diet so that I can lose 
that 30 kg overweight that I have that is actually 
dangerous to me, and then to know that yes, she will 
call me in six months again and then we will follow-
up and see if the changes I have made have been 
beneficial or not.” Informant 6.

Some informants indicated that another reason for fol-
low-up was that they found it difficult to cover health 
goals during the health dialogue, either due to lack of 
time or because they judged it overwhelming for the par-
ticipant to talk about goals during the first appointment. 
Some informants booked a follow-up appointment where 
they talked about goals or gave the participants a health 
plan folder where they could fill in their goals themselves.

Challenges, tools and support for the implementation of 
the health dialogue
Informants expressed that the health dialogue method 
had a clear structure, with helpful tools, including bio-
markers, the health questionnaire and the software that 
generated the health curve. This was then followed by a 
motivational interview based on each participant’s indi-
vidual health curve. Although the informants were sat-
isfied with the method, there were struggles during the 
pilot phase, due to both technical issues and limited 
time. One important facilitating aspect was the method- 
and competence support offered by the Department of 

Healthcare Management in the Scania region throughout 
the pilot phase.

The tools and materials are unique and effective
Informants described that the method guide was help-
ful when they were new to the method. Reading rel-
evant parts of the guide was a good way to prepare for 
appointments. It was also important to go through the 
health questionnaire before the appointment to know 
what factors caused each health risk. Informants experi-
enced that it was challenging to find the reasons behind 
the health risks in the software compared to the printed 
version, where they would see the corresponding answers 
behind an outcome in the health curve, for example, high 
consumption of red meat which could indicate subopti-
mal diet in the health curve. Making these connections 
clearer in the software would make the dialogues easier 
to conduct.

The health curve was fundamental to the method. A 
few informants reported that they had previously con-
ducted health talks, similar to the health dialogue but 
more basic, with patients at their clinics before the pilot 
phase. They described that the health dialogue method 
gave a much better structure which made it easier. They 
pointed out that the health curve and the software were 
unique and essential, and that the health question-
naire includes more areas than what they had previously 
experienced.

“The health curve is very clear, it is really great… 
It would have been harder to conduct a dialogue 
like that, just out of thin air and just talk about the 
areas, here you really get it on print.” Informant 10.

Method and competence support are necessary
The Department of Healthcare Management in Sca-
nia has functioned as a method- and competence sup-
port, both through the five days formal education of 
health care professionals and through support during 
the pilot phase. Informants found it challenging to be 
part of a pilot because it was hard to estimate how much 
time would be needed and the start of the software was 
continuously postponed due to technical issues. Many 
informants started with a printed version of the health 
questionnaire during the software delay. Among those 
who started with the printed version, many experienced 
that it was time-consuming and difficult to do the calcu-
lations and syntaxes behind the outcomes in the health 
curve manually. Those who waited for the software found 
it stressful to see the waiting lists and some of them had 
to work overtime to make up for the time lost. Infor-
mants expressed that the method and competence sup-
port was accessible and helpful, and that support was 
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crucial, especially at the beginning of the implementa-
tion. They also stated that it was positive that someone 
had an overview of the project and could keep all clinics 
synchronized.

“They have been available, and they answered our 
questions basically the same day […] and wanting to 
support, it has been a good collaboration.” Informant 
4.
“Truly great support, really. Nothing feels embar-
rassing or difficult to ask, truly great collaboration.” 
Informant 3.

Emerging theme: Health dialogue, a potential start of a 
paradigm shift in swedish primary care
What all emerging categories had in common was the 
hope that the health dialogue intervention would be the 
start of a greater change in primary care and a paradigm 
shift towards an increased focus on health promotion. 
A more health-promoting mindset, through the health 
dialogue intervention, would benefit primary care in the 
sense that it is a cost-effective way to promote health, 
as well as prevent- and delay lifestyle-related diseases, 
such as CVD and type 2 diabetes. It has the potential, to 
reduce the burden on primary care long term. Informants 
experienced that the health dialogue method empow-
ered the participants to make active choices about their 
own health, which would benefit both the individual and 
the health care system. For the health dialogue to help 
facilitate sustainable lifestyle changes, the health care 
professionals need to understand the participant’s needs 
and offer a follow-up visit when necessary. Informants 
expressed that the health dialogue gave them systematic 
tools which made the implementation easier, compared 
to other methods for lifestyle counselling.

Discussion
The findings from our study indicate that the informants 
believe in the health dialogue method and the interven-
tion gave them hope for a paradigm shift in Swedish pri-
mary care, towards a greater focus on health promotion. 
Both how to empower the participant, facilitate lifestyle 
changes, and how the health dialogue method works 
were important aspects for the informants for the imple-
mentation. The findings indicate the importance of let-
ting the participant guide the dialogue and stress the 
importance of motivational interviewing as a facilitator 
for a good dialogue. However, informants had different 
previous experiences with motivational interviewing, 
and some found it hard to learn the method. A Danish 
qualitative study on preventive health dialogues in gen-
eral practice indicated that it can be hard for clinicians 
to combine motivational interviewing and a health 

curve tool [24]. A systematic review of motivational 
interviewing as a tool to support lifestyle change among 
individuals with increased risk of CVD found that the 
effectiveness remains uncertain and that more research 
is needed [37]. Although, another systematic review 
and meta-analysis on motivational interviewing for life-
style counselling found promising results [38]. Due to 
the complexity of counselling lifestyle changes as well as 
combining a health curve tool with motivational inter-
viewing, it might be advisable to offer the health care 
professionals regular follow-up training to develop their 
motivational interviewing skills.

Informants were highly motivated to empower the 
participants. A systematic review among nurses implies 
that empowerment is complex [39]. The findings from 
our study indicate that different approaches were used 
to address lifestyle factors and health risks during the 
health dialogue, despite receiving the same education 
and instructions. Some had a guiding and encouraging 
approach while others used negative motivation. Simi-
lar results were found in a qualitative study on primary 
care nurses in northern Sweden performing health dia-
logues [23], where some used a method characterized by 
a listening, guiding, motivating, and confidence-building 
approach while others used a method characterized by 
directing the conversation, pressuring, instilling fear, 
and demanding responsibility. Both these findings indi-
cate that various approaches are applied by individual 
health care professionals. However, in accordance with 
motivational interviewing and the health belief model, 
the respectful, guiding, motivating and encouraging 
approach is recommended rather than an intimidating 
approach. It is advisable to have an ongoing discussion 
about the most appropriate approach among the health 
care professionals. In Scania, registered health care 
professionals (i.e. nurses, physiotherapists, dietitians, 
occupational therapists, and physicians) are invited to 
perform health dialogues. During the pilot phase, only 
nurses, physiotherapists, and dietitians participated. If 
different professions have different strategies for con-
ducting health dialogues and their respective effects need 
to be explored in future studies.

Only a few informants had started local collaborations 
during the pilot phase, although everyone considered it 
important. A long-term follow-up study of the health 
dialogue method in Sweden raised community-oriented 
efforts as one of the success factors [15]. A qualitative 
study on health behaviour changes in primary care in 
London indicated the importance of a supportive com-
munity context and societal reminders for sustainable 
lifestyle changes [40]. Additionally, a discussion paper 
suggests that interventions that require low-level individ-
ual agency are more effective and improve health equal-
ity compared to interventions that require high-level 
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individual agency [41]. There is not yet a systematic 
structure on a regional level for local collaborations to 
facilitate health promotion, therefore a large responsibil-
ity falls on the health care professionals and the primary 
care clinics.

During the dialogues, the informants encouraged the 
participants’ own suggestions of possible lifestyle changes 
as well as suggested changes that could decrease their 
health risks. This was often followed by the participant’s 
reflections on perceived benefits and barriers of a change, 
where the informant would explain known, realistic, 
outcome expectations if the participant was unaware of 
those. Findings from our study indicate that the dialogues 
covered the first two steps of the Health Belief Model: 
(1) Perceived susceptibility to a problem and perceived 
seriousness of consequences of a problem, which leads 
to a perceived threat: (2) Perceived benefits of a specified 
action and perceived barriers to acting, which leads to 
outcome expectations: (3) Perceived ability to carry out 
recommended action, which is defined as self-efficacy 
[19, 22, 42]. The findings revealed that most informants 
did not talk about self-efficacy during the dialogues. Sup-
porting self-management through a focus on self-efficacy 
and behaviour change is supported by previous research 
[43, 44]. A qualitative study from Sweden further sup-
ports the importance of self-efficacy for lifestyle changes, 
through patients’ perspectives [45]. Incorporating the 
Health Belief Model in the informants’ five days formal 
education could possibly further improve the education 
and strengthen communication around self-efficacy dur-
ing the health dialogues to benefit the participants’ health 
behaviour change processes.

Methodological considerations
The sampling variation was achieved by including infor-
mants with different professions, sex and ages from eight 
out of 11 possible, both private and public primary care 
clinics from six municipalities. A total of 12 out of 21 
possible informants provided several perspectives on the 
central phenomenon. Despite a small sample, no substan-
tial new information emerged during the last interviews 
which indicated that saturation was reached [31]. The 
data was collected during the Covid-19 pandemic. Due 
to local recommendations, all interviews were conducted 
via Zoom video conferencing to allow real-time face-to-
face meetings, which is more likely to provide rich data 
and rapport building between the interviewer and the 
participants compared to telephone interviews [34, 35]. 
However, real-life interviews would probably have made 
rapport-building easier which might have provided richer 
data.

Authors SA, KO and ET were knowledgeable about 
the health dialogue method and LM was experienced in 
qualitative research methodology. SA and LM conducted 

the analysis together to strengthen trustworthiness [28, 
29]. An iterative data analysis was used and the data was 
continuously re-examined with increasing insights [29].

This study contributes to the knowledge about differ-
ent health care professionals’ experiences and percep-
tions of the health dialogue method and implementation. 
The findings highlight important aspects experienced by 
the health care professionals new to the health dialogue 
method. This can contribute to the planning and imple-
mentation of the health dialogue method in other regions 
and countries.

Conclusions
Our study indicates that health care professionals imple-
menting the health dialogues are optimistic about the 
potential of the method to bring an increased focus on 
health promotion in primary care. The health dialogue 
is a well-structured method with tools to make health 
promotion and primary prevention an integrated part of 
primary care. A respectful and motivating approach dur-
ing the health dialogue is recommended, and it is impor-
tant to have a continuous discussion about this among 
health care professionals. Incorporating the Health Belief 
Model in the health care professionals’ five days formal 
education could increase the focus on self-efficacy during 
counselling, which could favour the participants’ behav-
iour change process.
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