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Abstract

Objective: Health education programs using group learning sessions for patients with long-term conditions have been tested,
but not evaluated. In order to evaluate such sessions, the purpose was to explore experiences from patients with long-term
conditions after participating in group learning sessions. Methods: A descriptive design based on qualitative content analysis
was used. Interviews were conducted with |9 patients with different long-term conditions, and participants were asked about
their experiences after taking part in the group learning sessions. Results: Sharing experiences with one another gave them
opportunities for learning. Patients described a metaphorical “expanded window,” which opens in the group learning sessions;
comparable to encounters during regular visits to health care providers. The nature of the learning environment that follows
the educational model, together with describing lived experiences, allowed patients to share capability and resources, which
was found to be foundational. Conclusions: The health education program as a format was important for shared learning.
The facilitator can support the learning by structuring the format, but most essential was sharing experiences that facilitated
each patient’s learning that can aid the support of individual self-management.
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been successful when it comes to supporting patients with
strategies to improve their self-management (4). Also, it has
been described that fellow patients can form mutual partner-
ships, and in contact with others, a sharing of experiences
can provide emotional support. This perspective is missing
when providers take the lead in self-management pro-
grams (5). Bringing a social environmental dimension to

Introduction

The ability to self-manage (note 1) is central when a patient
is diagnosed with a long-term condition, because it can affect
outcomes for both the patient and their relatives. The self-
management process can improve the patient’s lifestyle,
adherence, and empowerment (1). Although self-
management is a personal task, patients may need support
(2). Interventions that only focus on education will not affect
self-management and behavioral change in people with
long-term conditions. To be successful, interventions should
appeal to a patient’s motivation and self-efficacy (3). There-
fore, self-management interventions should be designed to
support people with long-term conditions and how to deal
with medication, symptom control, and emotional reactions
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of disease in daily life (1). Moreover, self-management pro-
grams that mainly focus on what providers decide is impor-
tant, rather than what patients think is important, have not
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Table |I. Description of Participants and Number of Rounds of
Group Learning Sessions.
(o Men 1 (58%)
belonging) Women 8 (42%)
Age groups
18-34 I
55-74 13
75> 5
Practice Identity Diagnosis Number of rounds®
(Learning as Learning —— (Learning as Atrial fibrillation Il (58%) 4
doing) becoming) Chronic kidney disease (CKD IV) 2 (11%) |
Depression I (5%) I
Stroke 5 (26%) 2
*Relates to number of occasions that the health education program was
Meaning offered at each department.
(learning as
experience)
facts from the group describing experiences, processing
information together, and then analysing the causes. After

Figure |. Components of a social theory of learning “communities
of practice.” Adapted from Wenger 1998 (9).

self-management support by providing socially based
options to improve health and well-being has shown to be
successful (6,7). This social dimension is based on deepen-
ing relationships within personal communities of support—
such as personal networks—that link both social activities
and the management of health and well-being of the mem-
bers of the community (7).

Being diagnosed with a long-term condition leads to
many questions and traditionally, patients seek answers from
their health care provider. Questions about adjustments, how
to cope with changes and fears are issues that become cen-
tral, and it may be difficult to receive answers to these ques-
tions from the provider (8); therefore, shared learning
becomes a key aspect. Understanding how patients together
may support each other in their self-management is an aspect
that is not well investigated. By placing learning in the con-
text of lived experiences and assuming that learning is a part
of human nature, the process becomes a part of a social
participation, which is central in the model communities of
practice (CoP). Communities of practice is defined as groups
of people who share something that they are knowledgeable
about and interact regularly in order to learn how to do things
better. This model is based on a social theory of learning
where learning has 4 central parts; /learning in practice
(learning by doing), community (learning as belonging),
identity (learning as becoming), and meaning (learning as
experience). All 4 parts are seen as interconnected with each
other (9) (Figure 1). Furthermore, this social theory of learn-
ing can be applicable in the program for health education, as
described by Landtblom (10). This program points to a
movement of attention from the provider’s perspective to
the patient’s own understanding and ability to act. The cen-
tral focus is on the patient’s subjective experiences and to
increase their sense of control. It starts with a collection of

shared conclusions, a plan for solutions and realistic plans
for action is undertaken. A health education program is led
by a moderator and often consists of regular physical meet-
ings during a defined time; a start and an end (10). This form
of health education program has been tested over several
years in groups comprised of patients with long-term condi-
tions, but how the learning process evolves has not yet been
explored. Therefore, the aim was to explore experiences
from patients with long-term conditions after participating
in group learning sessions in order to understand more about
the learning process.

Methods
Design

An explorative design with a qualitative approach was used
in order to elucidate the experiences of attending group
learning sessions during the health education program (11).

Health Education Program—Group Learning Sessions

The group learning sessions were inspired by the health
education program developed by Landtblom (10). All parti-
cipants taking part in the group learning sessions had experi-
ences from similar diagnoses of long-term conditions, but
the length of time following diagnosis differed (Table 1).
The purpose of attending group learning sessions was to
meet other people sharing the same diagnosis and to share
common knowledge and learn together. A nurse at each
department invited the participants and they met 5 times
during a period of 6 months. The group constituted of 5 to
10 participants. Each session was led by a facilitator that was
either a manager or a nurse. On the first occasion, partici-
pants in the group decided the content for the future sessions
(the 4 upcoming sessions) by choosing, for example, if an
expert should be invited. An expert could be a doctor, a
dietician, or a librarian. Topics of interest were discussed
and submitted to the experts in advance and participants
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could ask questions during the session. The manager/nurse
was responsible for taking notes and distributed the notes to
all participants after each session (10). After the final ses-
sion, participants were asked if they wanted to share their
experiences to a researcher. If they agreed to participate,
they gave their phone number or email address to the
researcher who contacted each participant and planned for
an interview (12).

Participants and Data Collection

A sample of convenience was used and to be eligible, parti-
cipants should have attended at least 4 of 5 sessions (in order
to answer the research question), and be able to speak and
understand the Swedish language. Between 2015 and 2018, a
total of 8 different rounds of the health education program
were performed (Table 1). In total, 19 patients were inter-
ested in participating in the interview. Thirteen participants
were interviewed in a separate room at the hospital and 6
participants were interviewed by telephone. In the inter-
views, 2 open-ended questions were used: describe what you
think is happening in group learning sessions; and describe
what and if group learning sessions have made any differ-
ence when it comes to managing your condition. Questions
were pilot-tested in the first 2 interviews, only probing ques-
tions (why, explain more) were added and interviews were
therefore added in the sample. The interviews varied in
length from (approximately) 20 to 60 minutes and all inter-
views were recorded and transcribed verbatim by the first
author. The interviews were performed 2 to 6 months after
the participant had ended the program. All participants lived
in their own homes.

Data Analysis

Data were analyzed according to inductive content analysis
(13). In the preparation, all transcribed text was read through
several times to gain an understanding of the content. Then,
units for analysis were selected, which were sentences or
several meanings that were associated with the aim of the
study. During the organization phase, the focus was to
become immersed in the data; the authors went back and
forth between selected sentences and the original text. If
several meanings were selected, a condensation was used
to reduce the text (14). In the next step, the meanings and
sentences were given a code, still close to the original text.
During the open coding phase, codes were divided into cate-
gories and grouped under higher order headings. Similar
categories were collapsed to reach higher order categories.
In the analysis, 1 main category, 2 generic categories, and 5
subcategories emerged. To reach trustworthiness in the ana-
lytic procedure, 2 authors were responsible for the analysis
(A.L. and C.P.) and after a preliminary analysis was per-
formed, 2 other authors (B.H. and A.N.) were involved to
discuss the preliminary results and then added their perspec-
tives until all authors reached consensus about the results.

Ethical Considerations

The ethical principles for autonomy, beneficence, nonmalefi-
cence, and justice were considered as stated in the Declaration
of Helsinki (15). Verbal and written information about the study
was given to each participant before they gave their informed
consent to take part in the present study. The Research Ethics
Committee at the Faculty of Health Science at Linkdping Uni-
versity, Sweden, approved the study (D-nr: 2014/405-31).

Results

The patients’ experiences of learning described after partic-
ipation in group learning sessions were illustrated by “an
expanded window of understanding a changed everyday
life.” Being part of group learning sessions was valuable to
patients because of the opportunity to gain a better under-
standing about how to handle a changed everyday life, which
is the main category (Table 2). The chance to meet other
people who shared experiences that could be communicated
to each other was highly appreciated by participants and was
expressed as an “open window,” which was more open in the
group learning sessions, comparable to a regular encounter
with a health care provider, described in the “nature of a learn-
ing environment.” This presented possibilities to understand
and process shared experiences and knowledge with fellow
participants, which also affected how to live and handle every-
day life, following the changes brought about by the medical
diagnosis, described in the generic category “encouraging
capability and resources.” The 2 generic categories are
described below in the text and with an overview illustrated
in Table 2, which also contains citations from the participants.

Nature of a Learning Environment

This category illustrates the importance of a learning envi-
ronment, which was expressed as a prerequisite for shared
learning. For example, the facilitator that led the sessions
interacted with each participant in the group and held
everything together which promoted and moved the
sessions forward. The facilitator held together, supported
the selection of topics that the group wanted to know more
about, and invited visiting experts such as physicians, die-
ticians, and physiotherapists.

The nature of a learning environment by following the
structure of an educational model was expressed as support-
ing the participants’ learning. It could sometimes be difficult
to remember what was said after leaving the session, but
receiving a written summary after the sessions helped them
remember and process the content between both sessions and
ending of the program. Participants were given an agenda
such that they could prepare themselves prior to the next
meeting. Because the facilitator wrote the summary, partici-
pants could concentrate on the discussions and later receive
the written summary. Rules were created for the sessions
including anonymizing any questions that the participants
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Table 2. Overview of the Linkage Between Main Category, Generic Categories, and Subcategories that Emerged in the Analysis.

Main category Generic category Subcategory

Citations

An expanded window of
understanding a
changed everyday life

Nature of a learning
environment

By possessing professional

competence

By creating content

together

Encouraging capability
and resources

By sharing advice
contributing to
knowledge and skills

By following the structure
of an educational model

By reassurance in sharing
lived experiences

. ..what gave me the most was the experience of
meeting others but there was too little time to talk
about it...” (Patient with Stroke)

“We met a large spectrum of professionals in the group
sessions . . . both physicians, psychotherapists,
librarians . . . which was great. .. really good. There
was many question marks that were corrected...”
(Patient with Atrial Fibrillation)

“We were the ones who influenced the content, | do not
remember everything but...yes...but | think that
either someone of us asked or said what professionals
we might wanted to invite ... ”’(Patient with Stroke)

“l was one of those who had more experience...as |
understand they [professionals] had put together a
group because we were the one who got this.. . .and
we could support each other . ..”(Patient with Atrial
Fibrillation)

“One see that you are not alone there . . . the disease leave
you with the feeling that you are alone in this ... no one
feels the way | feel . . . no one understands me but all of a
sudden you have three four people who ... really
understand how it actually is. . . it’s a fantastic source of
self-esteem | believe . . . and you feel much better...”
(Patient with Depression)

had, which was appreciated by participants since sensitive
questions were not connected to them. Sometimes, not
enough time was spent on questions, and this could be a
limitation. Some expressed that being part of the group
learning sessions did not affect them to a wider extent, but
that it felt nice to be there.

The nature of a learning environment by possessing pro-
fessional competence was also expressed by participants as
important. Participants expressed the value of meeting differ-
ent professionals, which gave them time to both ask questions,
and time to receive thorough descriptions about the specific
disease. Meeting the experts promoted understanding about
the specific condition and gave participants new knowledge
about how to individually deepen their own knowledge by
offering advice and tips on literature to read and routines to
test. Additionally, patients described the benefit of being able
to give “experts” knowledge of their own lived experiences.

The nature of a learning environment by creating content
together was also expressed: each participant’s presence in
the group was important and decisive. This was illustrated by
the perception that sometimes too little time was spent on
sharing their own experiences. Still, it was concluded that
the format of participants deciding together which profes-
sionals to invite was important and valuable.

Encouraging Capability and Recourses

The second generic category illustrates the ability to
share common experiences, something which was taken

advantage of during the shared learning. Encouraging
capability and resources by reassurance in sharing lived
experiences was described as the importance of contributing
with own lived experiences and knowledge with each other.
The participants described themselves as being in focus and
that their presence was highly valuable which was consid-
ered as being a contrast to the traditional encounter with the
physician or the nurse. Being there as a person with lived
experience gave them the feeling of “being chosen” and that
their experiences were taken seriously and added a feeling
of encouragement and comfort.

The participants could also encourage capability and
resources by sharing advice contributing to knowledge and
skills, because they generously gave each other advice
and shared how they had tested the advice they received
from professionals, and what it had brought to their day-
to-day lives. The sharing of experiences led to an increased
understanding of their condition and how it could affect
everyday life and ability to self-manage. This could poten-
tially lead to the feeling of more power: a consideration
expressed in their requirements when visiting their health care
provider. Another impression was that the group learning ses-
sions led to a feeling of being secure, which could lead to a
changing attitude toward a more positive feeling of life again.

Discussion

It is the sharing of experiences with one another that gives
opportunities for learning. The metaphorical “expanded
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window” is described, which is more open in the group
learning sessions, when compared with regular encounters
with health care providers. The nature of a learning environ-
ment by following the educational model, and the sharing of
experiences by encouraging each other’s capability and
resources, is found to be central in supporting self-
management. The results are discussed in the light of the
components in the social theory of learning—CoP
(Figure 1).

In a learning environment, the important role of the facil-
itator is to interact with members of the group and hold them
together. The benefits of a program facilitator and how the
facilitator behaves toward the participants, interacts and
communicates the sharing of knowledge, has been found
to be important elsewhere (16,17). To develop a learning
environment, an increased understanding about how experi-
ences can be shaped by the environment and by the attach-
ment to a community is important (17). Meeting experts can
promote understanding about a condition, leading to new
knowledge about how each participant can deepen their own
knowledge, and give something back to the experts. Being a
part of a group can shift the relationship between patients
and providers. An inherent power shift between patients and
providers has been found (17), meaning that a group can
foster an environment in which patients can feel that provi-
ders also can gain knowledge from patients. Furthermore,
the interaction with group facilitators and other patients can
facilitate participation and sense of hope (18). However,
when the content is formed, it is important that it is related
to the patients’ goals and not to the the providers’ goals
about what is essential in everyday life. The keys to patients
learning must be identified and specified in the process when
the content is created. There may be a difference between
what the participants describe as learning goals and the
learning that actually takes place during the sessions (19).
In the social theory of learning, belonging to a community
where participating is recognizable as competence, together
with practice, where the learning happens in doing it
together, participants can share frameworks and perspectives
which can sustain the group’s mutual engagement (Figure 1),
which was found in the present study. Consequently, the
facilitator’s role to support activities that enables patients’
participation during the group learning sessions is central in
promoting the shared knowledge translation between
patients and experts.

Encouraging capability and resources is important,
together with the contribution of shared lived experiences
and knowledge. This has also been found in a study of sur-
vivors from lung cancer, describing their experiences as a
journey. After the quest for survivorship, they had a need for
learning about the disease and later on for advocacy and
helping others (20). Also, sharing lived experiences has been
described as more appreciated comparable to the educational
part during an intervention for adults with heart failure (21).
Basing interventions on sharing lived experiences of not
being alone in the struggle may provide opportunities for

many patients to spontaneously describe and share their own
stories and challenges. This, in turn, can build the sense of
community for those participating in the group and support
them in developing self-management tools (17,21). Also,
being able to engage with each other can be helpful and
facilitate motivation during the learning process. To recog-
nize the ability to be supportive to one another and to better
self-manage the long-term condition has been described
(17), which supports the results reported in this article. The
component “identity” (learning as becoming) is a way of
talking about learning changes and the creation of personal
histories in the context of the community (9), which links to
these results (Figure 1). Sharing common experiences can
serve as a source of identity construction in a group. It shifts
the attention from the learning process to the relationships
and exchanges that are going on between the members of the
group. It has been found that CoP is a powerful mechanism
for solving problems (22). Mobilizing the capability of a
group working together can be a useful pathway to support
changes because it highlights the process of engagement
with the current concerns of individuals and the group mem-
bers (7). These point to the results showing that sharing
experiences can lead to patients gaining an increased under-
standing of their health condition and how it affects every-
day life, leading to the feeling of empowerment. Being a part
of a group sharing a common ground can improve the sense
of social connection as it seems to eliminate the feeling of
being isolated (23,24). The link between self-management
and changes in social interactions highlights the importance
of being part of a social community as well as the surround-
ing environment (21,23). The meaning as in learning as
experience described in the social theory of learning is the
way participants talk about the ability to change—both indi-
vidually and collectively—if it is experienced as meaningful
to be part of the group (9). Others have also described com-
munity as vital and include the value of sharing knowledge
with others who understand the unique situation (20). In
group learning sessions with people with eating disorders,
participants describe that attending the group helped them to
clarify personal values outside their condition and how to
prioritize recovery and encourage one another toward beha-
vioral change (25). Therefore, supporting each other from
the basis of knowledge gained from lived experiences adds a
perspective that a meeting with health care providers cannot
present to that extent. The relational aspect of being a part of
the group should not be underestimated, but individual dif-
ferences are present.

Methodological Considerations

Due to the sample strategy, participants may be less willing
to share negative experiences about the studied phenom-
enon, which may have affected the results. The time of col-
lecting data was extended due to when the rounds occurred
(about 1-2 each semester). This may have affected the
results, since problems with recounting the memory of own
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experiences may have been affected. Another limitation is
that the total number of participants in each round was
unknown to the research team, but according to the use of
a qualitative design, this limitation has less influence on the
study results. Thus, participants had attended different group
learning sessions and had experiences from several long-
term conditions which can strengthen the study results
(25). Trustworthiness has been strengthened by describing
the analytical procedure and involving several researchers
who have experience in qualitative research. Transferabil-
ity is assured by describing participants and the educational
format, but given the study design, the results can only
guide the future direction of planning and performing
health education (12).

Conclusions and Clinical Implications

This study evaluates a health education program based on
group learning sessions by describing patients’ experiences
and we conclude that the health education program as a
format is important for shared learning to occur. The role
of facilitator should not be underestimated because they can
support the learning by structuring the format. Most impor-
tant is the sharing of experiences in which the participants’
capability and resources are central aspects in the learning
process which can support the self-management process. For
future directions, more research into effects related to health
education should be explored and interventions where
patients coproduce the content and lead sessions would be
a way forward. We recommend using the power of fellow
patients where they can share advice and support each other.
We also recommend empowering patients to decide what the
content of group learning sessions should focus on. These 2
recommendations can be powerful elements in the care of
people with long-term conditions, which handle their self-
management on a daily basis.
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Note

1. Self-management addresses the ability to manage symptoms,
treatments, and lifestyle changes and physical, psychological,
and cultural consequences of a health condition. Richard A. &
Kimberly S. (2011). Delineation of self-care and associated
concepts. J Nurs Scholarship, 43(3), 255-64. doi:10.1111/j.
1547-5069.2011.01404.x
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