
J Adv Nurs. 2019;75:1943–1952.	 		 	 | 	1943wileyonlinelibrary.com/journal/jan

 

Received:	16	October	2018  |  Revised:	7	February	2019  |  Accepted:	5	March	2019
DOI: 10.1111/jan.14037  

O R I G I N A L  R E S E A R C H :  
E M P I R I C A L  R E S E A R C H  –  Q U A L I T A T I V E

Stepping outside the consultation room. On nurse–patient 
relationships and nursing responsibilities during a type 2 
diabetes walking project

Mirjam Stuij MSc, Researcher1,2  |   Agnes Elling‐Machartzki PhD, Senior Researcher2 |   
Tineke A. Abma PhD, Professor Participation & Diversity1

This	is	an	open	access	article	under	the	terms	of	the	Creat	ive	Commo	ns	Attri	bution	License,	which	permits	use,	distribution	and	reproduction	in	any	medium,	
provided	the	original	work	is	properly	cited.
©	2019	The	Authors	Journal of Advanced Nursing	Published	by	John	Wiley	&	Sons	Ltd

1Department	of	Medical	Humanities,	
Amsterdam	Public	Health	Research	
Institute,	Amsterdam	UMC	(location	VUmc),	
Amsterdam,	the	Netherlands
2Mulier	Institute,	Utrecht,	the	Netherlands

Correspondence
Mirjam	Stuij,	Department	of	Medical	
Humanities,	Amsterdam	Public	Health	
Research	Institute,	Amsterdam	UMC	
(location	VUmc).	P.O	box	7057,	1007	MB	
Amsterdam,	the	Netherlands.
Email:	m.stuij@vumc.nl

Funding information
This	study	was	supported	by	NWO,	the	
Netherlands	Organization	for	Scientific	
Research,	as	part	of	their	research	
programme	Sport:	Participation.	The	funding	
party	was	not	involved	in	the	study	or	its	
publication.

Abstract
Aims: To	examine	the	care	practices	of	nurses	during	the	organization	of	20	weeks	
of	walking	sessions	for	people	with	type	2	diabetes	and	to	reflect	on	implications	for	
nurse–patient	relationships	and	nursing	responsibilities	 in	the	provision	of	physical	
activity	(PA)	care.
Design: Qualitative,	ethnographic	study.
Methods: Almost	70	hr	of	field	work	was	completed	by	participant	observations	and	
informal	conversations	with	nurses	and	participating	patients	of	two	different	walk-
ing	groups	(April–October	2016).	Analysis	of	field	notes	followed	an	inductive	holis-
tic‐content	approach,	using	both	within‐case	and	across‐case	analysis.
Results: The	analysis	revealed	four	main	themes	related	to	the	nurses’	care	practices:	
(a)	organizational	efforts;	(b)	combining	group	and	individual	care;	(c)	stepping	in‐	and	
outside	 the	 patient	mode;	 and	 (d)	 implications	 back	 inside	 the	 consultation	 room.	
Underlying	 these	 themes	was	 a	process	of	 relational	 development,	 both	with	 and	
among	patients.
Conclusion: Stepping	outside	the	consultation	room	seems	to	offer	more	space	for	
patients’	lifeworld	narratives	and	contribute	to	more	continuous	and	person‐centred	
care.	However,	it	also	raises	new	questions	about	the	provision	of	PA	care	and	nurs-
ing	responsibilities	in	this.
Impact: Current	nursing	repertoires	for	PA	counselling	in	type	2	diabetes	care	are	in-
sufficient	and	might	be	extended	by	organizing	walking	sessions	for	patients.	Related	
nursing	care	practices	impacted	relationships	both	with	and	among	participating	pa-
tients.	These	have	consequences	for	boundaries	of	both	nursing	responsibilities	and	
care	provision.
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1  | INTRODUC TION

Worldwide,	physical	activity	(PA)	recommendations	are	part	of	clin-
ical	practice	guidelines	for	the	management	of	type	2	diabetes	(IDF,	
2017).	 However,	 previous	 studies	 indicate	 that	 PA	 is	 not	 an	 easy	
topic	in	diabetes	care.	While	healthcare	professionals	consider	it	to	
be	important,	they	mention	uncertainty	about	the	effectiveness	of	
their	 counselling	 and	 uncomfortable	 feelings	 about	 providing	 de-
tailed	advices	 (Hébert,	Caughy,	&	Shuval,	2012).	Their	main	reper-
toire	 inside	 the	 consultation	 room	 consists	 of	 education,	 offering	
advices	and	encouragement,	or	referral	 to	exercise	specialists,	but	
this	seems	insufficient	to	support	patients	to	adopt	more	active	life-
styles	(IDF,	2017;	Stuij,	2018).

To	extent	the	professional	'PA	care'	repertoire,	a	Dutch	project	
was	initiated	to	facilitate	healthcare	professionals	in	the	organization	
of	weekly	walking	sessions	 for	patients	with	 type	2	diabetes.	This	
was	scheduled	for	20	weeks	with	participation	in	a	4	Days	Walking	
Event	 as	 a	 shared	 goal.	 After	 small	 initiatives	 in	 2014	 and	 2015,	
these	walking	sessions	were	organized	as	part	of	a	yearly	'National	
Diabetes	Challenge'	 (NDC)	on	125	locations	in	2016	and	over	200	
locations	in	2018	(Bas	van	de	Goor	Foundation,	2016,	2018).

Many	of	these	organizing	professionals	are	nurses,	as	they	offer	
most	of	the	practical	type	2	diabetes	care	in	the	Netherlands.	Over	
85%	of	Dutch	people	with	type	2	diabetes	is	treated	in	primary	care	
(Vektis,	2015),	where	general	practitioners	have	the	final	responsibil-
ity,	but	generally	most	care	is	handed	over	to	general	practice	nurses	
(praktijkondersteuners somatiek).	 These	 are	 registered	 nurses	 who,	
for	 instance,	educate	patients	about	diabetes	and	lifestyle	(Freund	
et	al.,	2015).	Patients	in	need	of	more	complex	care	are	referred	to	
an	internist	in	secondary	care,	where	nurses	specialized	in	diabetes	
can	offer	most	of	the	practical	care	(Houweling	et	al.,	2009).

Several	 studies	 point	 towards	 the	 potential	 of	 nurse‐led	 inter-
ventions	aimed	at	healthy	lifestyle	and	chronic	disease	management	
(Sargent,	 Forrest,	 &	 Parker,	 2012;	 Stephen,	McInnes,	 &	 Halcomb,	
2018).	 However,	 these	 might	 change	 existing	 practices	 and	 ask	
for	professional,	organizational	 and	policy	adaptations	accordingly	
and	 challenge	 professional	 responsibilities	 (Stephen	 et	 al.,	 2018).	
Therefore,	the	aim	of	this	study	is	to	examine	the	care	practices	of	
nurses	during	the	organization	of	walking	sessions	and	to	reflect	on	
implications	for	nurse–patient	relationships	and	nursing	responsibil-
ities	in	the	provision	of	PA	care.

1.1 | Background

Review	studies	show	competing	priorities	and	lack	of	time,	train-
ing	 and	 reimbursement	 as	 the	 most	 important	 barriers	 to	 PA	
promotion	practices	 for	healthcare	professionals,	while	good	re-
lationships	 with	 patients,	 knowledge	 about	 their	 personal	 lives	
and	active	lifestyles	of	professionals	themselves	are	mentioned	to	
be	enhancing	(Hébert	et	al.,	2012;	Huijg	et	al.,	2015).	Qualitative	
insights	 indicate	 ambivalent	 feelings	 of	 professionals	 about	 the	
understanding	of	inactive	patient	behaviour	and	regarding	profes-
sional	views	related	to	individual	and	professional	responsibilities	

for	behaviour	change	(Stuij,	2018).	These	findings	illustrate	the	im-
portance	of	the	care	context	and	the	quality	of	relationships	with	
patients,	as	well	as	the	existence	of	morally	ambivalent	tensions	in	
the	provision	of	PA	care	 (cf.	Strandås	&	Bondas,	2018;	Wiechula	
et	al.,	2016).

Overall,	nurses	seem	to	be	mostly	medically	oriented,	while	pa-
tients	 experience	 little	 attention	 to	 personal,	 social	 and	 practical	
challenges	 to	 integrate	 illness	 into	 their	 daily	 life	 (Been‐Dahmen,	
Dwarswaard,	Hazes,	Van	Staa,	&	Ista,	2015;	cf.	Brundisini,	Vanstone,	
Hulan,	DeJean,	&	Giacomini,	2015).	This	points	 towards	a	gap	be-
tween	 system	 and	 lifeworld,	 proposed	 as	 a	 distinction	 between	 a	
scientific,	bureaucratic	and	impersonal	logic	on	the	one	hand	and	a	
logic	based	on	values	and	narratively	embedded	face‐to‐face	rela-
tions	on	the	other	hand	(Habermas,	1984;	Kunneman,	2015;	Van	den	
Ende	&	Kunneman,	2008).	This	distinction	is	considered	a	structural	
feature	of	care	contexts,	resulting	in	an	ongoing	tension.	The	course	
of	a	consultation,	for	instance,	can	be	guided	by	blood	sample	results	
or	the	question	'how	are	you?'.

Rather	 than	dealing	with	a	 structural	opposition	between	 these	
logics,	healthcare	professionals	can	also	operate	in	an	in‐between	do-
main	where	both	system	and	lifeworld	are	important;	 it	depends	on	
the	situation	which	one	prevails	(Abma,	Leyerzapf,	&	Landeweer,	2017;	
Kunneman,	2015).	Furthermore,	it	is	argued	that	both	logics	generate	
morally	ambivalent	dilemma's,	for	instance,	related	to	solidarity,	divi-
sion	of	services	and	personal	 interests	(Van	den	Ende	&	Kunneman,	
2008).	 Therefore,	 professional	 care	 practices	 always	 involve	 moral	
choices	about	the	provision	and	organization	of	‘good’	care.

Against	 this	 background,	 the	NDC	 provides	 an	 interesting	 ex-
tension	of	the	PA	care	repertoire,	as	nurses	actually	go	walking	with	
their	patients	instead	of	giving	advices	or	a	referral.	It	is	initiated	by	
the	Bas van de Goor Foundation,	a	small	non‐profit	organization	that	
promotes	sport	and	PA	for	people	with	diabetes	and	aims	to	lower	
the	threshold	for	patients	to	become	more	active.	During	the	NDC,	
the	foundation	facilitates	nurses	in	the	organization	of	weekly	walk-
ing	sessions;	for	instance,	they	provide	communication	materials	and	
a	project	plan	with	training	schedules,	have	a	helpdesk	and	organize	
a	final	collective	walking	event	(Bas	van	de	Goor	Foundation,	2015).

Several	features	of	the	nurses’	care	practices	in	this	project	are	
different	from	their	regular	practices.	Overall,	these	new	practices	
seem	 to	be	more	outside	 the	 system	world	 and	 into	 the	patients’	
lifeworld	than	regular	care	practices.	First,	care	is	provided	in	a	dif-
ferent	context,	because	nurses	and	patients	literally	step	outside	the	
consultation	room	to	walk	outdoors.	Second,	instead	of	one‐to‐one	
care,	nurses	provide	care	to	a	group	of	people.	These	two	features	
might	impact	nurse–patient	relationships	(Wiechula	et	al.,	2016)	and	
offer	possibilities	for	patients	to	share	experiences	and	 learn	from	
each	other	(Oftedal,	Karlsen,	&	Bru,	2010).	Third,	it	is	a	bottom‐up	
project	without	protocols	about	how	to	arrange	care	as	only	facilita-
tion	is	offered	and	the	organization	is	left	open	to	the	nurses	them-
selves—offering	 space	 for	 learning	 and	 adaptation	 along	 the	 way	
(Horstman	&	Houtepen,	2008).

Therefore,	 it	 is	 expected	 that	 these	 new	 care	 practices	 create	
opportunities	to	better	meet	the	caring	needs	of	patients,	but	also	
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raise	new	moral	questions	about	the	provision	and	organization	of	
care.	A	study	of	the	learning	process	and	professional	development	
of	the	organizing	nurses	might	offer	a	starting	point	for	a	reflection	
on	 nurse–patient	 relationships	 and	 nursing	 responsibilities	 in	 the	
provision	of	PA	care.

2  | THE STUDY

2.1 | Aims

The	aim	of	 the	study	was	 to	examine	the	care	practices	of	nurses	
during	the	organization	of	20	weeks	of	walking	sessions	for	people	
with	type	2	diabetes	and	to	reflect	on	implications	for	nurse–patient	
relationships	and	nursing	responsibilities	in	the	provision	of	PA	care.

2.2 | Design

This	 study	 was	 conducted	 from	 a	 social	 constructivist	 paradigm:	
we	approached	reality	as	multiple	and	socially	constructed	through	
lived	experiences	and	interactions	(Creswell	&	Poth,	2018).	To	exam-
ine	the	care	practices	carefully,	an	ethnographic	study	was	carried	
out	where	the	researcher	(first	author)	participated	in	two	walking	
groups.	A	comparison	of	two	different	locations	enabled	us	to	better	
understand	 these	 practices,	 as	 differences	 and	 similarities	 as	well	
as	specificities	of	the	context	emerged	(Ayres,	Kavanaugh,	&	Knafl,	
2003).	Furthermore,	as	we	did	not	want	 to	 limit	our	observations,	
we	did	not	define	care	practices	 in	advance.	 Instead,	we	observed	
what	was	actually	done	in	practice	(Mol,	Moser,	&	Pols,	2010)	what	
the	nurses	and	others	told	the	researcher	and	each	other	about	it.

2.3 | Participants

To	understand	what	was	new	compared	with	regular	care	practices,	
the	nurses	 in	this	study	needed	to	take	part	 in	the	project	 for	the	
first	 time.	 Further	 inclusion	 criteria	 were	 pragmatic,	 namely	 fea-
sibility	 for	 the	 researcher—e.g.	 walks	 not	 scheduled	 at	 the	 same	
time—and	willingness	of	 the	nurses.	One	nurse,	henceforth	 'Ellen',	
presented	herself	after	a	presentation	of	the	researcher	at	a	general	

information	 meeting	 about	 the	 NDC.	 The	 second	 nurse,	 'Nicole',	
was	included	after	an	e‐mail	sent	by	the	Bas van de Goor Foundation. 
Relevant	characteristics	are	listed	in	Table	1.

2.4 | Data collection

The	 researcher	 was	 educated	 as	 a	 medical	 sociologist	 and	 has	
10	years	of	experience	in	qualitative	research,	including	participant	
observations,	with	a	focus	on	type	2	diabetes	care	and	PA	for	the	
past	5	years.	She	participated	in	two	walking	groups	from	the	onset	
until	the	final	event	and	meetings	(April–October	2016).	She	held	in-
formal	conversations	with	the	nurses	and	patients	and	made	obser-
vations,	both	written	down	in	field	notes	afterwards.	In	total,	almost	
70	hr	of	field	work	was	completed.

As	the	researcher	did	not	know	the	research	setting	beforehand,	
field	notes	were	collected	in	an	unstructured	way,	without	specific	
questions	or	observation	protocols	(Hammersley	&	Atkinson,	2007).	
They	were	written	 in	 both	 first	 and	 third	 person.	 This	 was	 not	 a	
conscious	decision,	but	reflected	the	researcher's	presence	as	 'the	
lens	through	which	one	sees'	as	well	as	someone	depicting	others	
(Emerson,	Fretz,	&	Shaw,	2011:101).	As	 she	was	present	 from	 the	
beginning	of	the	project	onwards,	she	became	part	of	the	groups,	in	
an	undefined	role	mingling	between	observer,	participating	walker	
and	scheduled	as	a	walking	guide	at	times.	This	enabled	her	to	relate	
an	'insider'	participant	view	to	an	'outsider'	academic	view	to	make	
sense	of	the	nurses’	care	practices	(Green	&	Thorogood,	2018).	She	
reflected	on	this	in	reflexive	field	notes.

2.5 | Ethical considerations

This	 study	was	conducted	as	part	of	a	 larger	project,	which	was	
waived	 requirement	 of	 full	 medical	 ethical	 approval	 by	 the	 uni-
versity's	medical	research	ethics	committee	and	further	discussed	
with	 its	 privacy	 officer.	 As	 a	 result,	 the	 organizing	 nurses	 were	
informed	 by	 a	 letter	 explaining	 the	 aims,	 practical	 implications	
and	 benefits	 of	 the	 study	 and	 efforts	 to	 ensure	 confidential-
ity.	 This	 was	 talked	 about	 with	 each	 nurse	 and	 put	 down	 in	 an	
informed	 consent	 form.	This	 form	also	ensured	openness	of	 the	

Pseudonym 'Nicole' (location N) 'Ellen' (location E)

Position Diabetes	nurse General	practice	nurse	(praktijkondersteuner 
somatiek	in	Dutch)

Employed	at Hospital	(secondary	
care)

Healthcare	centre	(primary	care,	a	centre	
where	general	practitioners	and	several	
other	(paramedic)	healthcare	professionals	
are	located)

Gender Female Female

Years	of	working	
experience

Over	20	of	which	
15	years	as	diabe-
tes	nurse

12

Experiences	with	
walking	groups	
before

None Already	facilitated	a	small	weekly	walking	
group	with	her	colleague	for	a	few	years

TA B L E  1  Details	of	the	organizing	
nurses
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researcher	about	the	study	towards	the	participating	patients	to	
obtain	oral	 informed	consent.	 In	practice,	she	 introduced	herself	
to	 the	groups	during	 the	 information	meeting	and	 first	walk	and	
then	whenever	necessary	to	ensure	that	everyone	was	informed.	
For	privacy	reasons,	minimum	information	about	the	locations	and	
people	involved	is	provided.

2.6 | Data analysis

Field	notes	were	analysed	using	MaxQDA	Version	12,	following	an	
inductive	 holistic–content	 approach	 (Lieblich,	 Tuval‐Mashiach,	 &	
Zilber,	1998):	we	interpreted	practices	in	the	context	of	other	obser-
vations	to	connect	these	to	each	other,	locate	them	in	time	and	place	
and	 thereby	 explore	 the	 process	 and	 development	 of	 the	 nurses	
during	the	project	(Lieblich	et	al.,	1998;	cf.	Beal,	2013).	We	altered	
between	(re‐)reading	field	notes,	open	coding	and	further	arrange-
ments	of	codes	(Elo	&	Kyngäs,	2008),	which	resulted	in	four	major	
closely	 connected	 and	 more	 abstract	 themes.	 Moving	 between	
within‐case	and	across‐case	analysis	 sensitized	us	 towards	critical	
reflections	on	these	codes	and	themes	and	the	preservation	of	the	
contextual	 richness	of	each	case	 (Ayres	et	al.,	2003).	The	analysis	
was	carried	out	by	 the	 first	 author	and	 frequently	discussed	with	
the	others—a	critical	sport	scholar	and	an	interdisciplinary	scholar	in	
the	fields	of	social	sciences,	humanities	and	medical	sciences	with	a	
background	in	nursing.

2.7 | Rigour

To	enhance	rigour,	we	used	 the	 following	strategies	 (Polit	&	Beck,	
2012):	(a)	prolonged	engagement	and	persistent	observation	in	the	
field	by	being	present	for	the	whole	project;	(b)	space	triangulation	
by	collecting	data	on	two	locations;	(c)	informal	member	checks	by	
discussion	of	the	findings	with	nurses	and	patients	during	the	walks	
and	 meetings;	 (d)	 reflexive	 journaling	 during	 data	 collection	 and	
analysis	and	in‐depth	discussions	about	this	in	the	author	team;	and	
(e)	thick	description	by	providing	rich	and	vivid	descriptions.

3  | FINDINGS

The	analysis	resulted	in	four	main	themes	related	to	the	care	prac-
tices	 of	 the	 nurses:	 (a)	 organizational	 efforts;	 (b)	 combining	 group	
and	 individual	care;	 (c)	 stepping	 in‐	and	outside	 the	patient	mode;	
and	(d)	implications	back	inside	the	consultation	room.	These	themes	
were	closely	 connected	 to	each	other;	 together	 they	describe	 the	
context	and	process,	especially	related	to	developments	of	relations	
with	and	among	patients.

3.1 | Organizational efforts

Both	nurses	started	with	about	30	patients;	included	through	con-
sultations,	 information	 meetings	 and	 leaflets.	 These	 were	 not	 all	
their	own	patients,	but	also	other	people	with	type	2	diabetes	living	

in	the	surrounding.	Indeed,	most	in	Ellen's	group	was	not	her	patient.	
This	indicates	the	nurses’	responsibilities	went	beyond	their	own	pa-
tient	files	from	the	beginning	onwards.

The	 project	 demanded	 relatively	 considerable	 organizational	
efforts	of	 the	nurses.	These	comprised	the	practical	work	neces-
sary	 for	 the	 realization	of	 the	walks.	Most	of	 these	 efforts	were	
calculated	 in	beforehand,	although	the	amount	of	necessary	time	
was	unforeseen,	like	the	actual	walking,	tasks	related	to	the	recruit-
ment	 of	 participating	 patients	 and	 'walking	 guides',	 the	 planning	
of	routes	and	the	arrangement	of	devices	and	sweets	to	measure	
and,	when	necessary,	increase	blood	glucose	levels	along	the	way.	
However,	the	nurses	also	needed	to	be	flexible	with	respect	to	un-
certain	 conditions,	 like	 the	weather	 and	 number	 of	 people	 actu-
ally	present	during	a	walk.	Although	these	efforts	were	necessary	
for	 both	 groups,	 Ellen's	 earlier	 experiences	with	 a	walking	 group	
seemed	 to	 help	 her.	 Especially	 the	planning	of	 routes	 seemed	 to	
cause	 less	 stress,	 as	 she	already	knew	possible	walking	 routes	 in	
the	surrounding	quite	well.

Overall,	three	main	organizational	efforts	were	found:	(a)	orga-
nizing	support	from	colleagues;	(b)	personal	investments;	and	(c)	or-
ganizing	follow‐up.

3.1.1 | Organizing support from colleagues

Both	nurses	made	the	decision	to	 join	the	project	themselves,	be-
cause	they	were	interested	in	this	new	approach.	They	got	permis-
sion	to	do	this	and	both	were	provided	with	about	the	same	amount	
of	 time	 for	 the	 organization.	 Moreover,	 they	 experienced	 most	
colleagues	 to	be	positive	when	 they	 told	 them	about	 this	project.	
However,	they	equally	struggled	to	find	practical	support	from	col-
leagues.	Both	had	one	or	 two	 colleagues	helping	 them	 frequently	
and	also	found	some	others	willing	and	able	to	guide	a	walk	now	and	
then.	But	this	was	not	something	easy	and	seemed	to	cause	extra	
stress,	especially	because	the	nurses	themselves	could	not	be	there	
every	 walk,	 for	 instance,	 because	 of	 other	 professional	 duties	 or	
their	own	summer	holidays.	This	was	illustrated	by	the	inclusion	of	
the	researcher	in	the	guidance	schedule	at	location	E.

For	Nicole,	especially	the	inclusion	of	doctors	turned	out	to	be	
difficult,	despite	the	efforts	she	took	to	realize	this:

A	lady	asks	why	the	walks	are	scheduled	around	diner	
time,	because	that	is	impractical	with	diabetes.	Nicole	
tells	her	that	it	 is	more	easy	to	empty	the	agenda	of	
the	internists	at	the	end	of	the	day.	She	does	not	tell	
about	her	own	consultations.		[location	N,	instruction	
meeting]

Nicole	tells	the	group	she	won't	be	there	the	next	four	
weeks	and	still	needs	to	fill	the	schedule	with	guides.	
But	she	will	arrange	for	the	doctors	to	be	there,	she	
says.	The	group	 thinks	 this	won't	work	because	 the	
doctors	always	have	excuses:	too	many	consultations,	
meetings,	or	whatever.		 [location	N,	walk	8]
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At	the	end	of	the	project,	Nicole	said	she	was	disappointed	about	
the	 absence	of	 the	doctors.	 She	 thought	 they	did	not	dare	 to	walk	
along	with	their	patients.	This	probably	 illustrates	the	dominance	of	
the	 system	world	 with	 a	 strict	 hierarchy	 between	 doctors	 and	 pa-
tients,	something	the	patients	seemed	aware	of.	The	doctors	of	the	
other	 location	 did	 not	 join	 either,	 something	 Ellen	 also	 noticed	 and	
tried	to	change,	although	it	seemed	to	be	less	frustrating	for	her.	This	
might	indicate	that	the	patients	and	nurse	in	the	hospital	experienced	
a	larger	distinction	between	the	system—and	related	hierarchical	po-
sitions—and	lifeworld	than	those	involved	with	the	healthcare	centre.

3.1.2 | Personal investments

The	 organizational	 efforts	 were	 not	 all	 visible	 to	 others,	 as	 they	
were	carried	out	whenever	 there	was	a	spare	moment.	Moreover,	
these	 required	 the	 investment	 of	 the	 nurses’	 spare	 time,	 because	
working	hours	were	not	 sufficient.	Therefore,	 the	project	entered	
the	 lifeworld	of	 the	nurses	 themselves.	The	walks	of	Ellen,	 for	 in-
stance,	were	scheduled	 in	the	evenings.	At	the	other	 location,	 the	
walks	were	scheduled	at	the	end	of	the	working	day	with	the	first	
half	planned	inside	 'consultation	hours'.	But	this	also	meant	Nicole	
often	seemed	to	be	in	a	hurry	to	be	there	in	time	for	the	walks,	il-
lustrating	a	tension	with	regular	care	practices.

3.1.3 | Organizing follow‐up

The	third	main	organizational	effort	had	to	do	with	follow‐up.	These	
were	extra	efforts	the	nurses	went	into,	as	they	were	not	necessary	
for	 the	 project.	 First,	 part	 of	 the	 patients	 quit	 during	 the	 project.	
For	 instance,	 Ellen	 noticed	 that	 her	 'slow	 group	 had	 disappeared'	
the	second	walk.	Indeed,	at	both	locations,	the	number	of	patients	
almost	halved	after	the	first	walks.	During	the	remainder	of	the	pro-
ject,	some	others	quit	as	well.	Both	nurses	called	after	them	to	con-
vince	them	to	continue	participation	and	if	they	did	not	want	to,	to	
refer	 them	 to	 an	exercise	 expert.	 Second,	 the	nurses	 cared	 about	
follow‐up	after	the	project,	to	enable	patients	to	continue	to	be	ac-
tive.	Both	searched	in	the	neighbourhood	for	options,	tried	to	create	
a	social	network	with	exercise	coaches	or	the	local	walking	club	and	
organized	a	final	meeting	to	inform	the	patients.

3.2 | Combining individual and group care

The	provision	of	care	to	a	group	of	people	was	a	new	practice	and	
brought	 along	 the	 intricacy	 of	 attentiveness	 towards	 individual	
needs,	while,	at	the	same	time,	having	an	eye	for	everyone.	This	was	
especially	visible	in	the	subthemes	‘dealing	with	private	matters’	and	
‘taking	care	of	both	quick	and	slow	walkers’.	However,	the	group	also	
provided	opportunities	for	‘shared	care’,	the	third	subtheme.

3.2.1 | Dealing with private matters

Providing	 group	 care	brought	 along	 issues	 about	dealing	with	pri-
vate	matters.	 For	 instance,	Nicole's	 group	 took	part	 in	 a	 study	on	

the	 effectiveness	 of	 the	 project	 and	 this	 required	 measurements	
beforehand:

The	 scales	 are	 taken	 out.	 Nicole	 weighs	 everyone,	
measures	 their	 belly	 and	 waist	 circumference	 and	
notes	the	values	down	on	a	small	piece	of	paper.	This	
results	in	some	funny	remarks:	‘Hey,	don't	hold	your	
stomach!’,	 or	 ‘Plus	 ten	 kilos!’.	 Most	 people	 do	 not	
know	each	other,	this	seems	to	evoke	uncomfortable	
feelings.		 [location	N,	instruction	meeting]

Here,	 the	emphasis	of	 the	 system	world	on	measurements	 in-
terfered	with	the	intimacies	from	the	lifeworld,	which	are	normally	
discussed	in	the	privacy	of	the	consultation	room.	These	issues	were	
especially	faced	at	the	beginning	of	the	project	and	sorted	out	along	
the	way,	because	‘private’	moments	were	created	during	the	walks	
and	the	nurses	got	used	to	these	matters.	Both	showed	flexibility	to	
handle	these,	illustrated	by	remarks	like	‘come	by	and	see	me	tomor-
row’	and	 ‘you	can	come	in	whenever	my	[consultation	room]	door	
is	open’.

3.2.2 | Taking care of both quick and slow walkers

From	the	first	walk	onwards,	patients	differed	in	their	pace	because	
of	their	different	conditions.	This	resulted	in	‘quick’	and	‘slow’	walk-
ers,	something	the	nurses	had	to	adapt	to.	For	example,	one	patient	
at	location	N	was	clearly	slower	than	all	others.	After	the	first	walk,	
he	 said	 he	 needed	more	 pauses	 along	 the	way.	 Therefore,	Nicole	
took	along	a	wheelchair	for	the	second	walk,	which	had	implications	
for	the	others	as	well:

Nicole	is	still	not	back	[at	the	meeting	point	at	the	end	
of	the	walk]	and	the	others	are	in	doubt	whether	to	go	
home	or	not.	But	then	she	arrives,	together	with	her	
friend	[a	volunteer	guide]	and	the	man	in	the	wheel-
chair.	Nicole	pushes	the	wheelchair	and	the	three	of	
them	 were	 behind	 the	 whole	 route.	 The	 other	 pa-
tients	tell	her	they	want	someone	walking	with	them	
in	 front	as	well,	 to	guide	 them.	They	seem	a	bit	an-
noyed.		 [location	N,	walk	2]

Nicole	walked	behind	with	this	man	for	four	walks,	until	he	decided	
to	quit	because	he	could	not	carry	on	anymore.	At	the	end	of	the	proj-
ect,	Nicole	indicated	that	she	found	it	difficult	to	pay	attention	to	ev-
eryone,	especially	because	some	demanded	more	than	others.

Ellen	used	a	different	approach	from	the	first	walk	onwards:

The	 leading	 group	 is	 waiting	 beneath	 the	 crossover.	
Ellen	 says	 she	 wants	 everyone	 together	 to	 see	 how	
it	goes.	The	very	 last	walkers	are	still	quite	a	way	be-
hind	 and	 Ellen	 suggests	we	walk	 back	 and	 get	 them.	
‘Vacuuming’,	she	calls	it.	As	not	everyone	sees	the	ben-
efit,	we	go	back	with	a	small	group.		[location	E,	walk	1]
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This	 was	 an	 approach	 she	 used	 throughout	 the	 project	 and	
matched	her	own	sport	biography;	Ellen	used	to	be	a	running	coach	
and	participated	in	marathons.	Elements	of	performance	were	visible	
in	her	approach,	as	she	measured	and	stressed	the	distance	and	num-
ber	of	steps	for	each	walk.

These	 two	 approaches	 illustrate	 differences	 in	 the	 organi-
zation	 of	 both	 nurses.	 This	 was	 probably	 dependent	 on	 many	
different	 factors—like	 the	 context,	 their	 patients	 with	 different	
conditions	 and	 care	 needs,	 their	 own	 preferences	 and	 Ellen's	
previous	experiences	with	a	walking	group—and	exemplifies	 the	
personal	 interpretation	 of	 both	 nurses	 in	 the	 provision	 of	 care.	
This	 interpretation	was,	many	times,	also	a	matter	of	 improvisa-
tion	because	the	context	or	needs	of	patients	required	last‐minute	
adaptations.	As	the	approach	of	Nicole	illustrated,	this	also	raised	
dilemmas.

3.2.3 | Shared care

In	the	course	of	the	project,	patients	also	came	to	take	care	of	each	
other.	This	‘shared	care’	was	both	practical	and	social	and	took	some	
work	off	the	nurses.	For	example,	patients	helped	them	to	map	out	
routes	or	distribute	water	bottles.	Furthermore,	they	shared	a	lot	of	
experiences	and	tips	with	each	other,	for	instance,	about	what	to	do	
with	high	blood	sugar	 levels,	how	to	deal	with	 insurance	demands	
and	where	to	buy	good	walking	shoes.

Another	form	of	shared	care	was	a	kind	of	social	discipline	that	
emerged:	patients	asked	others	about	their	absence	and	checked	if	
everything	was	fine.	In	one	of	the	groups,	this	social	discipline	con-
tinued	after	the	project:

Ellen's	group	is	sharing	phone	numbers.	They're	start-
ing	 a	WhatsApp	 group	 and	 agree	 on	walking	 every	
Saturday	morning	 for	 two	 hours.	 (…)	 Ellen	 says	 she	
also	 joined	the	group,	 ‘to	keep	an	eye	on	them’,	she	
jokes.		 [location	E,	final	meeting]

For	these	patients,	shared	care	resulted	in	a	self‐organized	fol-
low‐up	 of	 the	 project.	 It	 illustrates	 a	 shift	 in	 the	 responsibility	 of	
the	nurse	 in	organizing	PA	care	 towards	a	delegation	 towards	 the	
	patients	themselves.

3.3 | Stepping in‐ and outside the patient mode

Over	 the	 course	of	 the	project,	 relations	between	 the	nurses	 and	
patients	changed.	This	was	made	explicit	by	one	of	the	nurses	near	
the	end	of	the	project:

The	leading	group	is	waiting	ahead.	Ellen	proposes	a	
route	 to	 continue	and	 tells	 the	group	 she	 really	has	
to	leave	[because	of	a	scheduled	consultation].	Up	to	
three	times	she	says:	‘I	need	to	get	back	into	the	pa-
tient	mode	now!’.		 [location	E,	walk	20]

This	remark	 implied	another	mode	during	the	walks	and	another	
attitude	towards	the	patients.	At	the	other	 location,	there	were	also	
hints	towards	being	in	a	different	mode:

Nicole	mapped	out	a	route	this	time.	She	jokes	we	can	
walk	by	the	ice‐cream	vendor	and	buy	an	ice‐cream.	
(…)	Indeed,	we	do	and	Nicole	treats	us.	Some	people	
pass,	 others	 pick	 the	 sugar	 free	 strawberry	 flavour.	
Her	 colleague	 does	 not	 want	 to,	 she	 seems	 to	 dis-
agree.		 [location	N,	walk	8]

An	 ice‐cream	was	 something	Nicole	probably	would	not	 recom-
mend	inside	the	consultation	room	and	it	implied	her	being	more	out-
side	the	professional	mode	during	the	walks.

Related	 to	 this,	 the	 walks	 offered	 nurses	 and	 patients	 an	
opportunity	 to	 get	 to	 know	 each	 other	 beyond	 the	 biomedical.	
For	 instance,	 many	 informal	 talks	 about	 the	 surroundings	 re-
sulted	 in	personal	 talks	about	where	one	 lived	or	daily	pursuits.	
Furthermore,	conversations	were	continued	over	the	weeks	and	
people	talked	about	events	in	between	the	walks.	In	this	process	
of	 getting	 acquainted,	 both	 nurses	 also	 exchanged	 personal	 in-
formation	about	themselves,	something	they	told	they	hardly	did	
before:

Nicole	wears	a	step	counter	as	well.	(…)	She	tells	me	
she	also	 joined	the	online	community	 [they	have]	 to	
make	 her	 data	 visible	 for	 everyone.	 She	 also	 added	
her	body	weight,	 so	others	can	see	 it.	She	wants	 to	
lose	some	and	she	thought	she'd	better	be	fair	about	
it	in	the	group.		 [location	N,	walk	1]

This	illustrates	both	an	identification	with	patient	issues	and	an	ex-
ample	of	shared	care.	Moreover,	it	indicates	a	shift	where	the	nurse's	
lifeworld	became	part	of	the	nurse–patient	relations.

3.4 | Implications back inside the consultation room

Near	 the	 end,	 both	 nurses	 narrated	 they	 noticed	 the	 conversa-
tions	inside	the	consultation	room	changed;	they	experienced	their	
patients	 to	 feel	more	 free	 to	ask	questions	and	tell	certain	 things,	
while	 they	 themselves	 asked	 other	 questions	 than	 before.	Nicole,	
for	instance,	told	she	had	an	extensive	conversation	with	someone	
about	why	he	gained	so	much	weight,	while	she	usually	asked	pa-
tients	only	about	their	current	dietary	and	exercise	behaviour.	Ellen	
experienced	a	patient	that	used	to	be	stiff	to	talk	more	freely	during	
consultations.

In	 addition,	 Nicole	 mentioned	 she	 became	more	 interested	 in	
certain	 topics,	 because	 she	 heard	much	more	 about	 her	 patients’	
lifeworld	 experiences.	 An	 example	 of	 this	 was	 bariatric	 surgery,	
something	several	of	her	patients	underwent,	were	on	a	waiting	list	
for	or	 thought	 about.	One	of	her	patients	had	 such	a	 surgery	 the	
week	before	the	final	walk:
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Nicole	 tells	me	 everything	went	well;	 he	 sent	 her	 a	
WhatsApp	message	after	surgery.	He	also	texted	that	
his	nurse	over	 there	did	not	know	how	to	deal	with	
his	high	blood	glucose	levels.	Nicole	answered	him	by	
texting	this	was	normal	after	surgery	and	should	get	
better	in	time.	He	sent	back	a	message	with	a	thank	
you	from	the	other	nurse.	Nicole	says	another	patient	
had	 bariatrics	 recently.	 (…)	 She	 also	 talked	 about	 it	
with	yet	another	one,	but	he	does	not	dare	to	at	the	
moment.	She	plans	to	relate	these	three	to	each	other,	
so	they	can	exchange	experiences.		 [location	N,	final	
walk]

This	 excerpt	 demonstrates	 both	new	and	 creative	 care	 prac-
tices,	more	 informal	connections	between	the	nurse	and	her	pa-
tients	and	another	example	of	the	organization	of	shared	care.	It	
illustrates	how	 lifeworld	experiences	entered	and	 impacted	care	
relations.

4  | DISCUSSION

This	study	focussed	on	care	practices	of	two	nurses	working	in	a	
new	 context;	 instead	 of	 protocol‐based	 consultation	 room	 care,	
they	 provided	 20	 weeks	 of	 PA	 care	 outside	 by	 offering	 weekly	
walking	sessions	for	people	with	type	2	diabetes.	The	organization	
of	these	walks	was	facilitated,	but	without	a	fixed	script;	how	to	
offer	this	care	was	left	to	the	nurses—illustrated	by	differences	in	
the	two	approaches.	Furthermore,	our	 focus	on	system	and	 life-
world	dynamics	provided	detailed	insights	into	innovations	in	PA	
care	practices	and	especially	the	impact	on	relationships	between	
those	involved.

Overall,	 underlying	 the	 four	 main	 themes	 found	 in	 this	 study	
were	 two	 important	 processes	 of	 developments	 in	 relations	 with	
and	among	participating	patients,	namely	in	nurse‐patient	relation-
ships	and	shared	care.	The	aim	of	the	discussion	is	to	reflect	on	the	
value	of	these	developments	as	well	as	on	new	questions	that	arise.	
Finally,	these	insights	are	used	to	reflect	on	implications	for	nursing	
responsibilities	 in	 the	provision	of	PA	care.	 Interestingly,	 although	
the	 starting	 point	 of	 the	 project	 was	 to	 help	 patients	 to	 become	
more	active,	the	implications	seemed	to	stretch	beyond	PA	care	and	
impact	the	provision	of	diabetes	care	more	generally.

4.1 | Nurse–patient relationships

Nurse–patient	 relationships	 are	 found	 to	 be	 shaped	 by	 the	 care	
context	(Wiechula	et	al.,	2016).	The	context	in	this	particular	study	
seemed	 to	 be	 more	 person‐centred	 instead	 of	 patient‐centred	
(Zhao,	Gao,	Wang,	 Liu,	&	Hao,	2016),	with	 a	 focus	 shifting	 from	
illness	 towards	 walking	 together	 and	 creating	 opportunities	 to	
exchange	more	extended	narratives	about	 life	and	 illness	 (Frank,	
2013)	than	the	consultation	room	permits.	Moreover,	since	nurses	
and	patients	saw	each	other	weekly	for	a	longer	period,	it	offered	

an	opportunity	for	what	Zhao	et	al.	 (2016)	call	 'continuous	care'.	
As	a	 result,	 they	got	 to	know	each	other	better—beyond	the	pa-
tient	aspects.

Deeper	 insights	 into	the	patients’	 lifeworld	experiences	might	
contribute	 to	a	better	professional	understanding	of	patients’	PA	
behaviour,	 including	 their	 difficulties	 in	 becoming	 more	 active	
(Stuij,	 2018;	 cf.	 Hinder	 &	 Greenhalgh,	 2012).	 Furthermore,	 this	
might	result	in	the	development	of	a	‘common	story’	about	health	
enhancement	 that	 requires	 mutual	 commitment	 of	 both	 patient	
and	nurse	 (Strandås	&	Bondas,	2018).	 In	 line	with	 this,	 individual	
patient	 responsibility	 for	 PA	behaviour	 became	 a	 form	of	 shared	
responsibility	because	of	 the	mutual	commitment	of	everyone	 to	
this	project.

In	addition,	the	exchange	between	nurses	and	patients	became	
more	mutual	during	the	project,	as	the	nurses	also	shared	informa-
tion	 about	 themselves.	Although	 the	 evidence	 is	 not	 unequivocal,	
this	'self‐disclosure'	has	the	potential	to	enhance	relationships	with	
patients	 (Arroll	&	Allen,	 2015).	However,	 it	might	 also	 create	new	
professional	dilemmas,	especially	related	to	keeping	a	'professional	
distance'	(Hem	&	Heggen,	2003)	and	the	nurses’	own	boundaries	be-
tween	their	professional	and	personal	life.	For	instance,	they	might	
face	questions	about	what	to	share	and	whether	they	want	to	do	this	
at	all.	Although	the	nurses	in	this	study	did	not	seem	to	face	tensions	
related	to	this,	it	might	also	result	in	uncomfortable	feelings.

4.2 | Shared care

An	 important	 new	 feature	 of	 this	 project	 was	 offering	 care	 to	 a	
group	of	 people.	 This	 brought	 new	 issues	 about	 how	 to	 care,	 for	
example,	in	dealing	with	private	matters	or	caring	for	both	quick	and	
slow	walkers.	These	questions	were	handled	in	practice.	Moreover,	
group	 care	 brought	 new	 dynamics	 and	 offered	 the	 opportunity	
of	 shared	care	 since	patients	 came	 to	 take	care	of	each	other,	 as	
a	 form	of	social	discipline	 (Huijer,	2013).	This	was	also	something	
the	 nurses	 learned	 to	 organize,	 for	 instance	 by	 connecting	 spe-
cific	 	patients	 to	each	other.	 In	 this	way,	 attention	 is	 refocused	 to	
what	 patients	 can	 learn	 from	each	 other	 instead	 of	 from	 a	 nurse	
(Horstman	&	Houtepen,	2008).

However,	care	was	not	shared	by	everyone	as	a	part	of	the	pa-
tients	quit	during	the	project.	Their	 reasons	might	be	several,	but,	
at	 a	minimum,	 a	 fit	with	 the	walking	project,	 the	 approach	of	 the	
professional	and	preferably	the	pace	and	personalities	of	the	others.	
This	 is	something	that	cannot	be	controlled	and	thus,	meet	every-
one's	needs,	as	illustrated	by	the	results.	This	creates	new	possible	
dilemma's,	 for	 instance,	 about	how	much	extra	 effort	 to	 invest	or	
when	 to	 let	 go	 of	 patients,	 especially	 when	 extra	 efforts	 require	
spare	time.	This	might	be	even	more	complicated	when	behaviour	
change	becomes	a	shared	responsibility	instead	of	an	individual	re-
sponsibility.	 In	 addition,	 colleagues	 of	 the	 organizing	 nurses	were	
difficult	to	include	in	the	project,	especially	the	doctors,	despite	the	
efforts	taken.	Their	reasons	might	also	be	several,	although	it	illus-
trates	a	system–lifeworld	hierarchy	that	was	not	countered,	at	least	
not	at	these	two	locations.
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4.3 | Reflections on nursing responsibilities in the 
provision of PA care

Given	 the	 difficulties	 of	 healthcare	 professionals	 in	PA	promotion	
practices	 (Hébert	 et	 al.,	 2012;	 Huijg	 et	 al.,	 2015;	 Stuij,	 2018),	 PA	
care	might	benefit	from	more	lifeworld‐led	forms	of	care	(Dahlberg,	
Todres,	&	Galvin,	2009).	Although	the	current	study	did	not	aim	to	
measure	effects	of	the	project	on	actual	PA	behaviour,	the	findings	
offer	a	starting	point	 for	a	 reflection	on	nursing	 responsibilities	 in	
the	provision	of	(PA)	care.

Overall,	this	project	seemed	to	have	‘blurred’	the	boundaries	of	
both	nursing	roles	and	care	provision,	by	 literally	stepping	outside	
the	consultation	room	and	leaving	regular	protocols	behind.	This	was	
underlined	by	 the	professionals	 feeling	 ‘outside	 the	patient	mode’	
during	the	walks.	This	different	approach	seemed	to	help	nurses	to	
enrich	 their	 generalized	 evidence‐based	 knowledge	 of	 benefits	 of	
PA	 for	 their	 patients—most	 valued	 in	 the	 system	world—with	 the	
concrete,	local	knowledge	from	their	patients’	lifeworld,	more	than	
they	normally	acquired	inside	their	consultation	room.	This	type	of	
knowledge	 is	considered	a	prerequisite	 for	good	care	 (Hamington,	
2018)	and	might	contribute	to	the	nurses’	tacit	know‐how	(Salter	&	
Kothari,	2016)	in	providing	PA	care.

Providing	 practical	 and	 social	 self‐management	 support	 is	
found	to	be	important	in	type	2	diabetes	care	(Oftedal	et	al.,	2010).
Taking	patients	by	the	hand	might	contribute	to	this,	as	it	fosters	
the	 development	 of	 care	 attuned	 to	 personal	 needs	 and	wishes	
through	attentiveness	and	presence.	As	such,	it	fits	with	an	ethics	
of	care	that	directs	nurses’	attention	to	responsiveness	in	relation-
ships	 (Abma	&	Baur,	2014).	 In	 this	process,	 the	nurses’	 responsi-
bility	 shifted	 from	expert	 education	 towards	 facilitation	 (Jacobs,	
2011)	of	PA	possibilities	and	shared	care.	Furthermore,	participa-
tion	 in	 this	 project	might	 offer	 nurses	 a	 possibility	 to	 reflect	 on	
their	own	role	and	caring	responsibilities	in	providing	PA	care	and	
counselling	(Jacobs,	2011).

Participation	 of	 the	 two	 nurses	 in	 this	 project	 showed	 their	
intrinsic	motivation	 to	 improve	PA	 care	 and	offered	 them	a	 rich	
learning	 experience.	 However,	 being	 more	 outside	 the	 system	
world	might	also	offer	new	risks	and	dilemmas,	for	instance,	about	
maintaining	 a	 professional	 distance	 and	 the	 investment	 of	 time.	
Inside	 the	consultation	 room,	 time	 is	 limited,	or	at	 least	more	or	
less.	 During	 this	 project,	 the	 requested	 investment	 of	 time	was	
not	limited	in	a	similar	way.	Although	the	nurses	probably	did	not	
know	beforehand	how	much	 time	was	needed,	 it	was	not	possi-
ble	to	(partly)	withdraw	during	the	project,	because	of	their	com-
mitment	towards	patients.	Especially	the	investment	of	their	own	
spare	time	caused	a	dilemma	between	their	own	interest	and	soli-
darity	with	their	patients	(Van	den	Ende	&	Kunneman,	2008).

Therefore,	professional	innovations	as	illustrated	in	this	study,	also	
require	 organizational	 and	 policy	 adaptations	 (Stephen	 et	 al.,	 2018)	
to	care	for	the	nurses	themselves.	For	instance,	they	need	sufficient	
support	 to	 carry	 out	 the	 organizational	 efforts	 for	 such	 a	 project.	
Moreover,	 this	 project	 raises	 questions	 about	 the	 provision	 of	 PA	
care	as	part	of	self‐management	support.	For	instance,	whether	such	

a	project	should	be	part	of	nursing	care	at	all.	Given	the	results	pre-
sented	in	this	study,	PA	care	might	benefit	from	a	more	playful	handling	
of	the	system	and	lifeworld	balance	and	further	exploration	of	creative	
elements	in	(PA)	care	for	people	with	type	2	diabetes.

4.4 | Limitations

A	limitation	of	this	study	is	that	we	did	not	talk	to	patients	who	quit	
or	doctors	who	did	not	take	part.	Their	 insights	might	have	added	
extra	information,	for	instance,	about	whether	doctors	were	unable	
or	unwilling	to	join.	Furthermore,	the	perspective	of	the	patients	was	
hardly	included	in	this	study.	Finally,	the	two	cases	in	this	study	were	
not	indicative	for	all	locations	where	the	project	was	carried	out.	For	
instance,	the	learning	process	could	have	turned	out	differently,	or	
failed.

5  | CONCLUSION

This	study	provided	a	detailed	examination	of	care	practices	of	nurses	
organizing	weekly	walks	 for	people	with	 type	2	diabetes.	The	 focus	
on	system	and	 lifeworld	dynamics	offered	 in‐depth	 insights	 into	the	
potential	 of	 these	 new	 practices	 and	 especially	 revealed	 relational	
developments	 during	 the	project.	 Stepping	outside	 the	 consultation	
room	seems	to	offer	more	space	for	patients’	lifeworld	narratives	and	
contribute	to	more	continuous	and	person‐centred	care.	However,	it	
also	raises	new	questions	about	the	provision	of	PA	care	and	related	
nursing	responsibilities.	These	questions	need	to	be	further	discussed,	
for	instance,	by	policy	makers,	healthcare	professionals	and	research-
ers,	to	further	develop	the	provision	of	'good'	PA	care	for	people	with	
type	2	diabetes.

ACKNOWLEDG EMENTS

The	authors	are	grateful	to	the	nurses	and	patients	for	taking	part	in	
this	study	and	sharing	their	experiences.

CONFLIC T OF INTERE S T

No	conflict	of	interest	has	been	declared	by	the	authors.

AUTHOR CONTRIBUTIONS

MS,	AE,	and	TA	made	substantial	 contributions	 to	conception	and	
design,	or	acquisition	of	data,	or	analysis	and	interpretation	of	data;	
MS,	AE	and	TA	were	involved	in	drafting	the	manuscript	or	revising	it	
critically	for	important	intellectual	content;	MS,	AE	and	TA	gave	final	
approval	 of	 the	 version	 to	 be	 published.	 Each	 author	 participated	
sufficiently	in	the	work	and	was	responsible	for	appropriate	portions	
of	the	content;	MS,	AE	and	TA	agreed	to	be	accountable	for	all	as-
pects	of	the	work	in	ensuring	that	questions	related	to	the	accuracy	
or	 integrity	of	any	part	of	 the	work	are	appropriately	 investigated	
and	resolved.



     |  1951STUIJ eT al.

ORCID

Mirjam Stuij  https://orcid.org/0000‐0003‐1874‐9231 

R E FE R E N C E S

Abma,	T.	A.,	&	Baur,	V.	 E.	 (2014).	User	 involvement	 in	 long‐term	care.	
Towards	a	 relational	 care‐ethics	 approach.	Health Expectations,	18,	
2328–2339.	https	://doi.org/10.1111/hex.12202	

Abma,	T.	A.,	Leyerzapf,	H.,	&	Landeweer,	E.	(2017).	Responsive	evalua-
tion	in	the	interference	zone	between	system	and	lifeworld.	American 
Journal of Evaluation,	 38,	 507–520.	 https	://doi.org/10.1177/10982	
14016 667211

Arroll,	B.,	&	Allen,	E.‐C.‐F.	(2015).	To	self‐disclose	or	not	self‐disclose?	A	
systematic	 review	of	 clinical	 self‐disclosure	 in	primary	 care.	British 
Journal of General Practice,	65,	e609–e616.	https	://doi.org/10.3399/
bjgp1	5X686533

Ayres,	L.,	Kavanaugh,	K.,	&	Knafl,	K.	A.	(2003).	Within‐case	and	across‐
case	 approaches	 to	 qualitative	 data	 analysis.	 Qualitative Health 
Research,	13,	871–883.	https	://doi.org/10.1177/10497	32303	255359

Bas	 van	 de	 Goor	 Foundation.	 (2015).	 Projectplan	 Nationale	 Diabetes	
Challenge	2016.	Versie	december	2015.	Retrieved	from	http://docpl	
ayer.nl/19338	490‐Proje	ctplan‐natio	nale‐diabe	tes‐chall	enge‐2016‐
versie‐decem	ber‐2015.html

Bas	van	de	Goor	Foundation.	 (2016).	Analyse	en	resultaten	onderzoek	
Nationale	 Diabetes	 Challenge	 2016.	 Retrieved	 from	 https	://www.
natio	naled	iabet	escha	llenge.nl/Stipp	WebDL	L/Resou	rces/Handl	ers/
Downl	oadBe	stand.ashx?ID=10000	00076	

Bas	 van	 de	 Goor	 Foundation.	 (2018).	 Nationale	 Diabetes	 Challenge,	
Locaties.	 Retrieved	 from	 https	://www.natio	naled	iabet	escha	llenge.
nl/locat	ies/

Beal,	 C.	 C.	 (2013).	 Keeping	 the	 story	 together:	 A	 holistic	 approach	 to	
narrative	analysis.	Journal of Research in Nursing,	18,	692–704.	https	
://doi.org/10.1177/17449	87113	481781

Been‐Dahmen,	J.	M.	J.,	Dwarswaard,	J.,	Hazes,	J.	M.	W.,	Van	Staa,	A.,	&	
Ista,	E.	(2015).	Nurses’	views	on	patient	self‐management:	A	qualita-
tive	study.	Journal of Advanced Nursing,	71,	2834–2845.	https	://doi.
org/10.1111/jan.12767	

Brundisini,	 F.,	 Vanstone,	 M.,	 Hulan,	 D.,	 DeJean,	 D.,	 &	 Giacomini,	 M.	
(2015).	 Type	2	diabetes	 patients’	 and	providers’	 differing	perspec-
tives	 on	 medication	 non	 adherence:	 A	 qualitative	 meta‐synthesis.	
BMC Health Services Research,	 15,	 516.	 https	://doi.org/10.1186/
s12913‐015‐1174‐8

Creswell,	J.	W.,	&	Poth,	C.	N.	(2018).	Qualitative inquiry and research de-
sign. Choosing among five approaches	 (4th	ed.).	Thousand	Oaks,	CA:	
Sage.

Dahlberg,	 K.,	 Todres,	 L.,	 &	Galvin,	 K.	 (2009).	 Lifeworld‐led	 healthcare	
is	 more	 than	 patient‐led	 care:	 And	 existential	 view	 of	 well‐being.	
Medical Journal of Health Care and Philosophy,	12,	265–271.	https	://
doi.org/10.1007/s11019‐008‐9174‐7

Elo,	 S.,	 &	 Kyngäs,	 H.	 (2008).	 The	 qualitative	 content	 analysis	 pro-
cess.	 Journal of Advanced Nursing,	 62,	 107–115.	 https	://doi.
org/10.1111/j.1365‐2648.2007.04569.x

Emerson,	 R.	M.,	 Fretz,	 R.	 I.,	&	 Shaw,	 L.	 L.	 (2011).	Writing ethnographic 
fieldnotes	(2nd	ed.).	Chicago,	IL:	University	of	Chicago	Press.

Frank,	A.	W.	(2013).	The wounded storyteller. Body, illness and ethics	(2nd	
ed.).	Chicago,	IL:	University	Press.

Freund,	T.,	Everett,	C.,	Griffiths,	P.,	Hudon,	C.,	Naccarella,	L.,	&	Laurant,	
M.	 (2015).	 Skill	 mix,	 roles	 and	 remuneration	 in	 the	 primary	 care	
workforce:	Who	are	the	healthcare	professionals	in	the	primary	care	
teams	across	the	world?	 International Journal of Nursing Studies,	52,	
727–743.	https	://doi.org/10.1016/j.ijnur	stu.2014.11.014

Green,	J.,	&	Thorogood,	N.	(2018).	Qualitative methods for health research 
(4th	ed.).	London,	UK:	Sage.

Habermas,	J.	(1984).	The theory of communicative action. Reason and the 
rationalization of society	(Vol.	1).	London,	UK:	Heinemann.

Hamington,	M.	(2018).	Care,	competency	and	knowledge.	In	M.	Visse,	&	
T.	A.	Abma	(Eds.),	Evaluation for a caring society	(pp.	27–48).	Charlotte,	
NC:	IAP	Press.

Hammersley,	M.,	&	Atkinson,	P.	(2007).	Ethnography. Principles in practice 
(3rd	ed.).	London,	UK:	Routledge.

Hébert,	E.	T.,	Caughy,	M.	O.,	&	Shuval,	K.	(2012).	Primary	care	providers’	
perceptions	of	physical	activity	counselling	in	a	clinical	setting:	A	sys-
tematic review. British Journal of Sports Medicine,	46,	625–631.	https	
://doi.org/10.1136/bjspo	rts‐2011‐090734

Hem,	 M.	 H.,	 &	 Heggen,	 K.	 (2003).	 Being	 professional	 and	 being	
human:	 One	 nurse's	 relationship	 with	 a	 psychiatric	 pa-
tient. Journal of Advanced Nursing,	 43,	 101–108.	 https	://doi.
org/10.1046/j.1365‐2648.2003.02677.x

Hinder,	S.,	&	Greenhalgh,	T.	(2012).	“This	does	my	head	in”.	Ethnographic	
study	 of	 self‐management	 by	 people	 with	 diabetes.	 BMC Health 
Services Research,	12,	83.	https	://doi.org/10.1186/1472‐6963‐12‐83

Horstman,	K.,	&	Houtepen,	R.	(2008).	Van	sturen	naar	leren.	In	G.	Jacobs,	
R.	 Meij,	 H.	 Tenwolde,	 &	 Y.	 Zomer	 (Eds.),	Goed werk: Verkenningen 
van normatieve professionalisering	 (pp.	 106–125).	 Amsterdam,	 The	
Netherlands:	Uitgeverij	SWP.

Houweling,	S.	T.,	Kleefstra,	N.,	Van	Hateren,	K.	J.	J.,	Kooy,	A.,	Groenier,	K.	
H.,	ten	Vergert,	E.,	…	Bilo,	H.	J.	G.	(2009).	Diabetes	specialist	nurse	as	
main	care	provider	for	patients	with	type	2	diabetes.	The Netherlands 
Journal of Medicine,	67,	279–284.

Huijer,	 M.	 (2013).	 Discipline. Overleven in overvloed.	 Amsterdam,	 The	
Netherlands:	Boom	Uitgevers.

Huijg,	J.	M.,	Gebhardt,	W.	A.,	Verheijden,	M.	W.,	Van	der	Zouwe,	N.,	De	
Vries,	J.	D.,	Middelkoop,	B.	J.	C.,	&	Crone,	M.	R.	(2015).	Factors	influ-
encing	primary	healthcare	professionals’	physical	activity	promotion	
behaviors:	 A	 systematic	 review.	 International Journal of Behavioral 
Medicine,	22,	32–50.	https	://doi.org/10.1007/s12529‐014‐9398‐2

IDF.	 (2017).	 Recommendations for managing type 2 diabetes in primary 
care.	Retrieved	from	www.idf.org/manag	ing‐type2‐diabetes

Jacobs,	 G.	 (2011).	 “Take	 control	 or	 lean	 back?”	 Barriers	 to	 practicing	
empowerment	 in	 health	 promotion.	Health Promotion Practice,	 12,	
94–101.	https	://doi.org/10.1177/15248	39909	353739

Kunneman,	H.	(2015).	Humanistic	information	studies:	A	proposal.	Part	
2:	 Normative	 professionalization.	 Logeion,	 2,	 11–32.	 https	://doi.
org/10.21728/	logei	on.2016v	2n1.p11‐32

Lieblich,	A.,	Tuval‐Mashiach,	R.,	&	Zilber,	T.	(1998).	Applied social research 
methods: Narrative research.	Thousand	Oaks,	CA:	SAGE	Publications	
Ltd.	https	://doi.org/10.4135/97814	12985253

Mol,	A.,	Moser,	I.,	&	Pols,	J.	(2010).	Care:	Putting	practice	into	theory.	In	I.	
A.	Mol,	I.	Moser,	&	J.	Pols	(Eds.),	Care in practice. On tinkering in clinics, 
homes and farms	(pp.	7–25).	Bielefeld:	Transcript	Verlag.

Oftedal,	 B.,	 Karlsen,	 B.,	 &	 Bru,	 E.	 (2010).	 Perceived	 support	 from	
healthcare	 practitioners	 among	 adults	 with	 type	 2	 diabe-
tes.	 Journal of Advanced Nursing,	 66,	 1500–1509.	 https	://doi.
org/10.1111/j.1365‐2648.2010.05329.x

Polit,	D.	F.,	&	Beck,	C.	T.	(2012).	Nursing research. Generating and assess-
ing evidence for nursing practice	(9th	ed.).	Philadelphia,	PA:	Lippincott	
Williams	&	Wilkins.

Salter,	K.	L.,	&	Kothari,	A.	(2016).	Knowledge	‘translation’	as	social	learning:	
Negotiating	the	uptake	of	research‐based	knowledge	in	practice.	BMC 
Medical Education,	16,	76.	https	://doi.org/10.1186/s12909‐016‐0585‐5

Sargent,	G.	M.,	Forrest,	L.	E.,	&	Parker,	R.	M.	(2012).	Nurse	delivered	life-
style	interventions	in	primary	health	care	to	treat	chronic	disease	risk	
factors	associated	with	obesity:	A	systematic	review.	Obesity Reviews,	
13,	1148–1171.	https	://doi.org/10.1111/j.1467‐789X.2012.01029.x

Stephen,	C.,	McInnes,	S.,	&	Halcomb,	E.	 (2018).	The	 feasibility	and	ac-
ceptability	of	nurse‐led	chronic	disease	management	 interventions	
in	primary	care:	An	integrative	review.	Journal of Advanced Nursing,	
74,	279–288.	https	://doi.org/10.1111/jan.13450	

https://orcid.org/0000-0003-1874-9231
https://orcid.org/0000-0003-1874-9231
https://doi.org/10.1111/hex.12202
https://doi.org/10.1177/1098214016667211
https://doi.org/10.1177/1098214016667211
https://doi.org/10.3399/bjgp15X686533
https://doi.org/10.3399/bjgp15X686533
https://doi.org/10.1177/1049732303255359
http://docplayer.nl/19338490-Projectplan-nationale-diabetes-challenge-2016-versie-december-2015.html
http://docplayer.nl/19338490-Projectplan-nationale-diabetes-challenge-2016-versie-december-2015.html
http://docplayer.nl/19338490-Projectplan-nationale-diabetes-challenge-2016-versie-december-2015.html
https://www.nationalediabeteschallenge.nl/StippWebDLL/Resources/Handlers/DownloadBestand.ashx?ID=1000000076
https://www.nationalediabeteschallenge.nl/StippWebDLL/Resources/Handlers/DownloadBestand.ashx?ID=1000000076
https://www.nationalediabeteschallenge.nl/StippWebDLL/Resources/Handlers/DownloadBestand.ashx?ID=1000000076
https://www.nationalediabeteschallenge.nl/locaties/
https://www.nationalediabeteschallenge.nl/locaties/
https://doi.org/10.1177/1744987113481781
https://doi.org/10.1177/1744987113481781
https://doi.org/10.1111/jan.12767
https://doi.org/10.1111/jan.12767
https://doi.org/10.1186/s12913-015-1174-8
https://doi.org/10.1186/s12913-015-1174-8
https://doi.org/10.1007/s11019-008-9174-7
https://doi.org/10.1007/s11019-008-9174-7
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.1111/j.1365-2648.2007.04569.x
https://doi.org/10.1016/j.ijnurstu.2014.11.014
https://doi.org/10.1136/bjsports-2011-090734
https://doi.org/10.1136/bjsports-2011-090734
https://doi.org/10.1046/j.1365-2648.2003.02677.x
https://doi.org/10.1046/j.1365-2648.2003.02677.x
https://doi.org/10.1186/1472-6963-12-83
https://doi.org/10.1007/s12529-014-9398-2
http://www.idf.org/managing-type2-diabetes
https://doi.org/10.1177/1524839909353739
https://doi.org/10.21728/logeion.2016v2n1.p11-32
https://doi.org/10.21728/logeion.2016v2n1.p11-32
https://doi.org/10.4135/9781412985253
https://doi.org/10.1111/j.1365-2648.2010.05329.x
https://doi.org/10.1111/j.1365-2648.2010.05329.x
https://doi.org/10.1186/s12909-016-0585-5
https://doi.org/10.1111/j.1467-789X.2012.01029.x
https://doi.org/10.1111/jan.13450


1952  |     STUIJ eT al.

Strandås,	M.,	&	Bondas,	 T.	 (2018).	 The	 nurse‐patient	 relationship	 as	 a	
story	of	health	enhancement	in	community	care:	A	meta‐ethnogra-
phy.	Journal of Advanced Nursing,	74,	11–22.	https	://doi.org/10.1111/
jan.13389 

Stuij,	M.	 (2018).	 ‘Physical	 activity,	 that's	 a	 tricky	 subject’.	 Experiences	
of	health	care	professionals	with	physical	activity	in	type	2	diabetes	
care. BMC Health Services Research,	18,	297.	https	://doi.org/10.1186/
s12913‐018‐3102‐1

Van	den	Ende,	T.,	&	Kunneman,	H.	(2008).	Normatieve	professionaliteit	
en	 normatieve	 professionalisering:	 Een	 pleidooi	 voor	 conceptuele	
verdieping.	 In	 G.	 Jacobs,	 R.	Meij,	 H.	 Tenwolde,	 &	 Y.	 Zomer	 (Eds.),	
Goed werk: Verkenningen van normatieve professionalisering	 (pp.	68–
87).	Amsterdam,	The	Netherlands:	Uitgeverij	SWP.

Vektis.	 (2015).	 Diabetes.	 Retrieved	 from	 https	://www.zorgp	risma	publi	
ek.nl/produ	cten/patie	ntgro	epen/diabe	tes/

Wiechula,	 R.,	Conroy,	 T.,	Kitson,	A.	 L.,	Marshall,	 R.	 J.,	Whitaker,	N.,	&	
Rasmussen,	P.	(2016).	Umbrella	review	of	the	evidence:	What	factors	

influence	 the	 caring	 relationship	 between	 a	 nurse	 and	 patient?	
Journal of Advanced Nursing,	72,	723–734.	https	://doi.org/10.1111/
jan.12862 

Zhao,	J.,	Gao,	S.,	Wang,	J.,	Liu,	X.,	&	Hao,	Y.	(2016).	Differentiation	be-
tween	two	healthcare	concepts:	Person‐centred	and	patient‐centred	
care. International Journal of Nursing Sciences,	3,	 398–402.	 https	://
doi.org/10.1016/j.ijnss.2016.09.009

How to cite this article:	Stuij	M,	Elling‐Machartzki	A,	Abma	
TA.	Stepping	outside	the	consultation	room.	On	nurse–
patient	relationships	and	nursing	responsibilities	during	a	
type	2	diabetes	walking	project.	J Adv Nurs. 2019;75:1943–
1952. https	://doi.org/10.1111/jan.14037	

The	Journal of Advanced Nursing (JAN)	is	an	international,	peer‐reviewed,	scientific	journal.	JAN	contributes	to	the	advancement	of	evidence‐based	
nursing,	midwifery	and	health	care	by	disseminating	high	quality	research	and	scholarship	of	contemporary	relevance	and	with	potential	to		advance	
knowledge	 for	 practice,	 education,	 management	 or	 policy.	 JAN	 publishes	 research	 reviews,	 original	 research	 reports	 and	 methodological	 and	
	theoretical	papers.	

For	further	information,	please	visit	JAN	on	the	Wiley	Online	Library	website:	www.wileyonlinelibrary.com/journal/jan	

Reasons to publish your work in JAN: 
• High-impact forum:	the	world’s	most	cited	nursing	journal,	with	an	Impact	Factor	of	1.998	–	ranked	12/114	in	the	2016	ISI	Journal	Citation	
Reports	©	(Nursing	(Social	Science)).	

• Most read nursing journal in the world:	over	3	million	articles	downloaded	online	per	year	and	accessible	in	over	10,000	libraries	worldwide	
(including	over	3,500	in	developing	countries	with	free	or	low	cost	access).	

• Fast and easy online submission: online	submission	at	http://mc.manuscriptcentral.com/jan.	
• Positive publishing experience:	rapid	double‐blind	peer	review	with	constructive	feedback.	
• Rapid online publication in five weeks:	average	time	from	final	manuscript	arriving	in	production	to	online	publication.	
• Online Open:	the	option	to	pay	to	make	your	article	freely	and	openly	accessible	to	non‐subscribers	upon	publication	on	Wiley	Online	Library,	
as	well	as	the	option	to	deposit	the	article	in	your	own	or	your	funding	agency’s	preferred	archive	(e.g.	PubMed).	

https://doi.org/10.1111/jan.13389
https://doi.org/10.1111/jan.13389
https://doi.org/10.1186/s12913-018-3102-1
https://doi.org/10.1186/s12913-018-3102-1
https://www.zorgprismapubliek.nl/producten/patientgroepen/diabetes/
https://www.zorgprismapubliek.nl/producten/patientgroepen/diabetes/
https://doi.org/10.1111/jan.12862
https://doi.org/10.1111/jan.12862
https://doi.org/10.1016/j.ijnss.2016.09.009
https://doi.org/10.1016/j.ijnss.2016.09.009
https://doi.org/10.1111/jan.14037

