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1  |  INTRODUC TION

Long- term health conditions are one of the biggest challenges for 
future healthcare policy related to cost and effects on health and 
quality of life for people around the world (Hajat & Stein, 2018). In 
addition to healthcare services, people with long- term health condi-
tions may need support in learning and maintaining their self- care 

behaviour. Consequently, there is a need to focus on resources for 
long- term self- management and use of techniques that successfully 
manage this (de Silva, 2011). For instance, several general compo-
nents can work to support people with long- term health conditions 
in their self- care behaviour. This can be exemplified by being involved 
in decision- making (Coulter et al., 2015), promoting healthy lifestyles 
and educating people about their condition and how to self- manage 
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Abstract
Introduction: Interventions that support patients to handle the emotional and med-
ical aspects of a long- term health condition is important. One way is to use peer- 
support groups, to help patients solving problems, increasing their knowledge and 
making decisions.
Aim: was to investigate the impact on shared decision- making, empowerment and 
coping after participation in group- learning sessions for patients with long- term con-
ditions (N = 42).
Design: An intervention following a health education programme based on group- 
learning sessions was established. Eight different programmes were held in five dif-
ferent departments at a regional county hospital in Sweden.
Methods: Questionnaires were analysed using paired- sample t- test.
Results: Results showed that patients might have better opportunities to be more 
active during their patient encounter after attending the group learning sessions. 
Interventions directed to patient activation may be one key in future healthcare man-
agement, especially concerning long- term conditions. Empowering patients is central 
in healthcare, and using different approaches is important.
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(Hoffmann, McKenna, Worrall, & Read, 2007). Also, motivate the use 
of structured information (Weng, Dai, Huang, & Chiang, 2010), and 
support in self- monitoring of symptoms (Tucker et al., 2017). Nursing 
care for individuals affected by long- term health conditions are an 
overall goal of nursing care, which also includes supporting patients 
with information and strategies needed to manage the impact of a 
disease have on everyday life (Hellqvist, 2021).

1.1  |  Empowerment, coping and shared decision- 
making

There are expectations that nurses should explore new ways of sup-
porting patients with long- term health conditions, which is different 
from traditional one- to- one consultations. This takes its standpoint 
from a health promotion perspective, that individuals' take respon-
sibility for their own well- being to improve or sustain health (Bossy, 
Knutsen, Rogers, & Foss, 2019). Zimmerman (1995) state that psy-
chological empowerment consists of intrapersonal, interactional 
and behavioural components. The intrapersonal component refers 
to how people think about themselves and includes perceived con-
trol, competence and efficacy. The interactional component refers 
to how people think about and relate to their social environment 
and covers a person’s understanding of options or choices to achieve 
their goals. The behavioural component refers to specific actions 
taken to change one’s situation and how to influence outcomes. 
Behavioural component may also include behaviours to cope with 
stress or adapt to change (Zimmerman, 1995).

The concept of empowerment has become a popular goal for 
healthcare professionals in a number of fields (Agner & Braun, 2018). 
In more recent years, Bravo and colleagues (Bravo et al., 2015) have 
described a conceptual model of empowerment, which includes 
several levels. At the patient level, two points of focus occur; pa-
tient capacities/resources (including self- efficacy, knowledge, per-
ceived control, and sense of meaning and coherence) and patient 
behaviours (participation in decision- making, taking an active role in 
consultations, self- management and participation in support groups). 
At the healthcare provider level, two examples of empowering inter-
ventions are also described. First, interventions that empower indi-
viduals such as motivational interviewing, shared decision- making, 
counselling and health coaching. Second, group- based empowering 
interventions, such as expert patient programmes, personalized care 
planning, patient education or disease self- management programmes 
(Bravo et al., 2015). One central aspect that is required to achieve 
patient empowerment is the change in the power relations that cur-
rently exist between patients and healthcare providers (Pulvirenti, 
McMillan, & Lawn, 2014). It is important that the patient is encour-
aged to actively participate in their consultation and be engaged 
in the decision- making process regarding his or her own health. To 
support the patient in making informed choices is central regarding 
person- centred care and this includes respecting the patient’s pref-
erences for involvement (Scholl, Zill, Härter, & Dirmaier, 2014). More 
specifically, shared decision- making is an approach where healthcare 

professionals and patients can share the best available evidence 
when they are facing a task of making decisions, and the patients are 
supported to consider options or to achieve informed preferences 
(Friesen- Storms, Bours, van der Weijden, & Beurskens, 2015; Olling, 
Steffensen, Berry, & Stacey, 2021).

Being affected by a long- term condition can be seen as a stress-
ful life event, where the person has different individual capacities 
to respond effectively to such an event, which could be defined as 
the process of coping. Coping is a dynamic process of involving con-
tinuous interactions between the individual and the environment 
and is regarded as a person’s own cognitive and behavioural efforts 
to handle stressful situations. Therefore, coping is closely linked to 
the concepts of empowerment and shared decision- making when 
handling stressful life events. Two types of coping occur; problem- 
focused, which is about handling the source of stress and dealing 
with the situation. The second is emotion- focused, which is about 
handling emotions associated with the stressful situation (Lazarus & 
Folkman, 1984). Both empowerment and coping place an emphasis 
on the interaction of the person and the environment, which will 
contribute to social and emotional well- being. It is suggested that 
empowering interactions can be an important mediator of stress-
ful life experiences by encouraging action- oriented responses and 
health to the social environment (Agner & Braun, 2018).

1.2  |  How to strengthen patient empowerment

Based on the principles described by Zimmerman (1995) above, 
a person being active and taking own responsibility for the care 
process, demands person- environment- oriented attributes such as 
having access to information about treatment and disease. This can 
be exemplified by the ability to self- care and self- management (Van 
de Velde et al., 2019). Interventions aiming to support individuals 
to manage the emotional and medical aspects of a specific illness to 
maintain or create a new life role in their everyday life is important. 
Also, to strengthen patient empowerment, interventions can be de-
livered in different formats, for example one- to- one or in groups. 
An advantage of using group sessions is the ability to offer peer 
support, which can support problem solving, increased knowledge 
and decision- making (Clark, MacCrosain, Ward, & Jones, 2020). 

What does this paper contribute to the wider 
global clinical community?

• Patients with long- term conditions should be encour-
aged to share their knowledge to others, which can give 
support in managing their disease

• Group- learning sessions can add a perspective of pa-
tients' lived knowledge which is one of the key as-
pects concerning treatment of patients with long- term 
conditions
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Structured peer- support in self- management programmes for long- 
term health conditions can strengthen patient activation and pro-
vides the knowledge and skills for the patient to have confidence to 
take on that role (Judith H Hibbard & Mahoney, 2010). According 
to van Hooft et al.’ (2017), interventions that focus on self- efficacy 
and motivation are mostly successful and they conclude that edu-
cation alone will not result in a sustainable behavioural change. In 
addition, the target group and use of peers and group homogeneity 
are important factors (van Hooft, Been- Dahmen, Ista, van Staa, & 
Boeije, 2017). Although improvements in self- management is ex-
pected to improve health services utilization and enable people to 
live better lives with a long- term health condition, studies about 
the effectiveness of group- based self- management programmes 
have shown mixed results (Allegrante, Wells, & Peterson, 2019). 
Only relatively modest short- term improvements in outcomes of 
utilization and cost reductions have been described (Franek, 2013). 
On the other hand, qualitative results point to other benefits, such 
as benefits due to lower incidence of symptom distress, greater 
awareness of the disease, improved self- management strate-
gies, learning and peer support (Lindblad, Hedberg, Nygårdh, 
& Petersson, 2020; Stenberg, Haaland- Øverby, Fredriksen, 
Westermann, & Kvisvik, 2016). The results suggest that these kinds 
of programmes are an essential part of contemporary healthcare 
management but the effects and evaluation efforts in measur-
ing outcomes in patient education programmes remain uncertain 
(Stenberg et al., 2016). Therefore, the purpose of this study was to 
investigate the impact on shared decision- making, empowerment 
and coping after participation in group- learning sessions for pa-
tients with long- term health conditions.

2  |  METHOD

2.1  |  Intervention –  health education programme 
based on group- learning sessions

The management staff at the local hospital decided to implement 
a nursing intervention based on a patient- controlled health edu-
cation programme developed by Vifladt and colleagues (Vifladt, 
Landtblom, & Hopen, 2010). This programme emphasized the pa-
tients' own questions and experiences and was performed on five 
group- learning sessions over a period of six months and was led by a 
facilitator (all of them registered nurses). All participants taking part 
in the group- learning sessions had experiences from similar diagno-
ses of long- term conditions, but the length of time following diagno-
sis differed. The purpose of attending the group- learning sessions 
was to meet other people sharing the same diagnosis and to share 
common knowledge and learn from each other’s experiences and 
invited healthcare professionals. On the first occasion, participants 
in the group decided the content for the future sessions (the four 
upcoming sessions) by choosing, for example if an “expert” should be 
invited. An expert could be a dietician, physician or a librarian. Topics 
of interest were discussed and submitted to the experts in advance 

and participants could ask questions during the session. The facilita-
tor was responsible for taking notes and distributed the notes to all 
participants after each session.

2.2  |  Data collection procedure

During 2015– 2018, nine different health education programmes 
were set up in six different departments at a regional county hos-
pital in southern part of Sweden. The hospital was serving about 
94,000 inhabitants. The criterion of inclusion in the study was that 
participants could speak and understand Swedish language and had 
given their informed consent to participate. Selections of partici-
pants were a sample of convenience. The procedure was as follows: 
a registered nurse at each department asked if a patient was inter-
ested in joining the health education programme. The nurse then 
kept a list of potential interested patients. When the list had at least 
10– 12 potential participants, they were invited to the planned group 
sessions. Subsequently some patients changed their mind about 
participating or did not have the ability to join at the specific days 
for the planned group- sessions. According to this sample procedure, 
the total number of participants eligible for this study was unknown 
to the research group. Each group had about 4– 10 participants. At 
the first occasion, a researcher visited the group, gave information 
about the study, and handed out the questionnaires. A facilitator 
who had led the group- learning sessions, distributed questionnaires 
the second time, which was around 6– 9 months after the interven-
tion. No reminders for follow- up answers to the questionnaires were 
sent out as a postal survey. Some departments ran the educational 
programme several times (but only one programme each semester) 
and some departments only set up one programme. To achieve a suf-
ficient number of participants, the data collection lasted over several 
years. A power analysis was not calculated.

2.3  |  Questionnaires

The participants answered background questions about their gen-
der, age, marital status, education level, type of condition and em-
ployment status. EuroQol- 5D visual analogue scale (EQ5D VAS) was 
used as a background variable to estimate participants’ self- reported 
health (Devlin & Brooks, 2017), which is an overall valuation of the 
current state of health, and estimated using a scale of 1– 100, where 
a higher score indicates better health (Burström, Johannesson, 
& Diderichsen, 2001). We used three different questionnaires to 
measure the outcome variables, described below.

2.3.1  |  Shared decision- making

CollaboRATE, is a fast and frugal patient- reported three- item 
measurement, developed to assess the level of shared decision- 
making in a clinical encounter (Barr, Thompson, Walsh, Grande, 
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Ozanne, Elwyn, 2014). Patients are asked to indicate the level of 
effort made in response to the three items: “How much effort was 
made to help you understand your health issues,” “How much ef-
fort was made to listen to things that matter most to you about 
your health issues,” and “How much effort was made to include 
what matters most to you in choosing what to do next.” (Barr 
et al., 2014). The items are answered using a five- point Likert 
scale with responses of 0 –  no effort made to 4 –  every effort was 
made. The Swedish version of CollaboRATE has shown satisfac-
tory psychometric results (Broström, Pakpour, Nilsen, Hedberg, & 
Ulander, 2019).

2.3.2  |  Empowerment

The Swedish version of the Diabetes Empowerment Scale (SWE- 
DES- 23) is a version of Diabetes Empowerment Scale (DES) 
(Anderson, Funnell, Fitzgerald, & Marrero, 2000), which have been 
used in the context of patients with chronic kidney disease (Nygårdh, 
Malm, Wikby, & Ahlström, 2012; Tsay & Hung, 2004). SWE- DES- 23 
contains 23 statements divided into four subscales of empower-
ment. These are: identification of problems and problem- solving; to 
reach goals and overcome barriers (10 items), self- awareness; where 
to get support and make self- care choices (4 items), stress manage-
ment; positive and negative ways of coping (4 items), and willingness 
to change; about reaching goals (5 items). The participants answered 
the items on a five- point Likert scale ranging from 1 (definitely do 
not agree) to 5 (agree entirely). Higher mean values indicate stronger 
empowerment. The reliability of the Swedish version has been 
tested before showing satisfactory psychometric results (Leksell 
et al., 2007).

2.3.3  |  Coping

Ways of coping questionnaire (WCQ) is internationally well known 
and has been translated into several languages. The Ways of Coping 
Questionnaire- Swedish version (WCQ- S) was used to assess the 
stress management and problem- solving aspects related to coping 
(Lundqvist & Ahlström, 2006). This questionnaire has been used be-
fore in patients with chronic disease (Ahlström & Wenneberg, 2002; 
Nygårdh et al., 2012) and measures the thoughts and actions that an 
individual uses to manage stressful situations. The revised WCQ- S 
has 45 statements divided into the eight scales. 1. Confrontive cop-
ing –  describing aggressive efforts to alter a situation and risk taking 
(6 items). 2. Distancing –  efforts to detach oneself and create a posi-
tive outlook (6 items). 3. Self- controlling –  effort to regulate feeling 
(7 items). 4. Seeking social support –  seek informational and emo-
tional support (6 items). 5. Accepting responsibility –  acknowledge 
one’s role in a problem and to attempt to put things right (4 items). 
6. Escape/avoidance –  describe wishful thinking and efforts to avoid 
problems (8 items). 7. Planful problem solving –  problem- focused 

efforts to alter a situation (6 items) and 8. Positive reappraisal –  ef-
forts to create positive meaning by focusing on personal growth (7 
items). The participants answered the items on a 4- point Likert scale 
to indicate the extent to which they use each strategy. The options 
were from 0 (does not apply or not used) to 3 (used a great deal). 
The WCQ- S total score has good internal consistency (Lundqvist & 
Ahlström, 2006).

2.4  |  Analysis

Data were analysed using paired- sample t- test, to determine 
whether the mean difference between the two observations. 
Each participant answered all questionnaires twice. The first ob-
servation followed attendance of the first group- learning session, 
and the second observation was about 6– 9 months after ending 
the intervention. In the paired sample t- test, two competing hy-
potheses are formulated: the null hypothesis and the alternative 
hypothesis. The null hypothesis assumes that the true mean differ-
ence between the paired samples is zero. Conversely, the alterna-
tive hypothesis assumes that the true mean difference between 
the paired samples is not equal to zero. Cronbach’s alpha was used 
in order to determine internal consistency of the questionnaires 
(Kirkwood & Sterne, 2003). All data were analysed using Statistical 
Package for the Social Sciences (SPSS) version 25.0. Statistical dif-
ference was set at p = .05.

2.5  |  Ethical considerations

Considerations were made according to the ethical principles stated 
in the Declaration of Helsinki (Puri, Suresh, Gogtay, & Thatte, 2009). 
Verbal and written information about the study was given to each 
participant before they gave their informed consent to take part in 
this study. The Research Ethics Committee at the Faculty of Health 
Science at Linköping University, Sweden approved the study (D- nr: 
2014/405– 31).

3  |  RESULTS

3.1  |  Response rate and characteristics of 
participants

A total of 80 questionnaires were distributed and 42 were returned, 
which produced a response rate of 52.5% which was deemed sat-
isfactory by the authors. Attrition analysis was not possible due to 
the study design. All characteristics of the patients are presented in 
Table 1. In total, the study sample comes from nine different group- 
learning sessions, which represents six different disease groups. 
According to the patients' estimated health described by EQ5D VAS, 
there was a high variation (mean 63; sd 22.6, range 20– 95).
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3.2  |  Impact of group- learning sessions

3.2.1  |  Shared decision- making (CollaboRATE)

Results are presented for each item from the questionnaire 
CollaboRATE (Table 2) that measures shared decision- making. 
Internal consistency with Cronbach’s alpha was 0.95. A statistical 
difference occurred for the item about efforts that were made to 
help the patient understand their health issues before and after 
the intervention (m 2.23 vs. 2.78, p = .001). Of the 40 patients 
answering the question, 18 patients described a positive change 

(45%) after the intervention. Also, a difference was found in the 
item about what efforts were made to listen to the patient about 
the things that mattered most to them (m 2.25 vs. 2.63, p = .020). 
In this item, 16 of 40 patients showed a positive change (40%). In 
the last item, about efforts made to include what matters most to 
the patient in choosing what to do in the next step, we did not de-
tect any statistical difference, yet 16 out of 39 patients described 
a positive change (41%). These results indicate that after the inter-
vention patients may have better opportunities to be able to be 
more active in a shared decision- making process during a patient 
encounter with a physician.

TA B L E  1  Background information about the studied population

N % Mean (sd) Range

Gender Male 22 52

Female 20 48

Age 18– 34 6 14

35– 54 20 48

55– 74 12 29

Marital status Single 8 19

Married/cohabitant 33 79

Employment Studying 2 5

Unemployed 1 2

Retired/sick- leave 26 62

Working 13 31

Education Comprehensive school 6 14

Upper secondary school 19 45

University 16 38

Diagnosis Inflammatory bowel disease (1 group) 4 9

Atrial fibrillation (3 groups) 20 48

Immunodeficiency (1 group) 1 2

Stroke (2 groups) 9 22

Chronic kidney disease (1 group) 4 10

Depression (1 group) 4 9

EQ5D VAS Before intervention 42 – 63 (22.6) 20– 95

TA B L E  2  Results of shared decision- making after attending group- learning sessions

CollaboRATE

Baseline Follow- up Difference

N mean N mean
N reported 
change (%) 95% CI of diff. t (p)

#1 How much effort was made to help you 
understand your health issues?

40 2.23 40 2.78 18 (45) −0.86– 0.24 −3.63 (.001)

#2 How much effort was made to listen to the 
things that matter most to you about your 
health issues?

40 2.25 40 2.63 16 (40) −0.69– 0.62 −2.42 (.020)

#3 How much effort was made to include what 
matters most to you in choosing what to 
do next?

39 2.31 39 2.54 16 (41) −0.60– 0.13 −1.30 (.202)
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3.2.2  |  Empowerment (SWE- DES- 23)

Internal consistency according to Cronbach’s alpha was 0.92. In 
three of the four subscales in SWE- DES, the subscale of measur-
ing empowerment showed a positive change between baseline and 
follow- up. The subscales about self- awareness –  how to get support 
and make self- care choices (m 3.25 vs. 3.65, p = .037) stress man-
agement –  about positive and negative ways of coping (m 3.09 vs. 
3.41, p = .034) and willingness to change –  about reaching goals (m 
3.42, vs. 3.72, p = .011). Nearly 60% of all patients had made im-
provements between baseline and follow- up after intervention for 
all three subscales and the results are presented in Table 3. In the 
dimension regarding problem identification and problem solving, we 
did not detect any statistical difference, yet 19 participants out of 38 
described a positive change (50%). This indicate that patients after 
the intervention seems to strengthen their empowerment, but the 
results showed no statistical difference when it comes to identifica-
tion of problems and problem solving.

3.2.3  |  Coping (WCQ- S)

Internal consistency according to Cronbach’s alpha was 0.91. 
According to the analysis, no influences were found on coping strat-
egies except for the subscale about escape/avoidance (m = 1.19 and 
0.95, respectively, p = .043). (Table 4), which is about wishful think-
ing and efforts to avoid problems. There is a decrease from base-
line to follow- up, which indicates that this strategy may be used less 
often after the intervention. In the dimension of planful problem 
solving, which describes problem- focused efforts to alter a situation, 
there was also a decrease following the intervention (m = 1.50 and 
m = 1.30, respectively, p = .050).

4  |  DISCUSSION

4.1  |  Principal findings

This study aimed to investigate the impact on shared decision- 
making, empowerment and coping after participation in group- 
learning sessions. The principal findings demonstrate that patients 
may have better opportunities to be more active in a shared 

decision- making process during a patient encounter, after attend-
ing group- learning sessions. Dealing with empowerment, the results 
indicate that patients seemed to strengthen their empowerment and 
more specifically, when it comes to self- awareness; stress manage-
ment and willingness to change. However, the results are more un-
certain when it comes to the identification of problems and problem 
solving. Coping strategies are not affected to any large extent after 
the intervention.

There was improvement between base line and follow- up in the 
two items about efforts made to help the patient understand their 
health issues and efforts made to listen to things that matter most 
to the patient. It could be argued that a majority of patients pre-
fer an active and shared role in decision- making during a medical 
encounter, but there is a gap between a patient’s expectation and 
a doctor’s perception of the patient’s role preference. According 
to Ambigapathy and colleagues (Ambigapathy, Chia, & Ng, 2016), 
more than half of the patients in their study preferred shared 
decision- making as described before consultation, but about 45% 
felt that the decision was shared during the consultation. When pa-
tients are sharing their experiences and knowledge in peer groups, 
it is possible for patients to take a stand for themselves in future 
encounters. This is also described in a systematic review by Clark 
and colleagues (Clark et al., 2020), which illustrates that knowl-
edge, communication and decision- making may increase clinically 
significant outcomes. Being involved in one’s own care relates 
to many factors, such as being able to prepare before decision- 
making, to receive information during consultations, and to expe-
rience continuity by being assured a possibility of returning to the 
healthcare provider after the consultations. Patient involvement 
in consultations needs to build on a communicative interaction 
during consultations with providers that leads to a feeling of clarity, 
confidence related to decision- making, trust towards providers, a 
feeling of being understood and confidence in receiving consistent 
care within an established relationship (Siouta et al., 2016). This 
highlights the importance of providing patients with the strength 
to speak out for themselves, which may be easier for patients after 
attending group- learning sessions.

Self- awareness, which is about self- knowledge and how to make 
necessary self- care choices and awareness of how to obtain sup-
port when needed, was improved after the intervention. There was 
also an improvement in the item, being ready to make changes. This 
is in line with other research, demonstrated in a realist review by 

TA B L E  3  Results of empowerment after attending group- learning sessions

SWE- DES 23

Baseline Follow- up Difference

N Mean N Mean
N reported 
change (%) 95% CI of diff. t (p)

Self- awareness 36 3.25 36 3.56 21 (58) −0.61– 0.20 −2.17 (.037)

Stress management 37 3.09 37 3.41 23 (62) −0.61– 0.02 −2.20 (.034)

Willingness to change 37 3.42 37 3.72 23 (62) −0.35– 0.74 −2.69 (.011)

Identification of problems and problem 
solving

38 3.43 38 3.44 19 (50) −0.23– 0.21 −0.14 (.886)
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van Hooft and colleagues (van Hooft et al., 2017). Their results indi-
cated that the mechanism of knowledge is a key to both behavioural 
changes, coping strategies and self- efficacy. When patients are 
able to connect to each other, it can give them opportunity to re-
lieve stress; providing them with role models and helping them to 
learn strategies to be used to deal with day- to- day issues (Chen & 
Li, 2009), which also supports our results. The impact of empow-
erment and motivation on self- management behaviours has been 
studied before and shows that patients that feel more empowered 
and active are those most likely to self- manage effectively. Thus, 
specific self- management education programmes do not seem to 
make patients more engaged. It remains uncertain which inter-
vention leads to the best support in self- management to increase 
empowerment and motivation (J. H. Hibbard, Mahoney, Stock, 
& Tusler, 2007; van Hooft et al., 2017). The influence on empow-
erment when implementing a health education programme with 
group- learning sessions as in this case, is dependent on several 
aspect that are difficult to control. First, the facilitators' personal 
characteristics and training. Second, patients' ability to undertake 
empowerment activities influenced by their own values, social sup-
port and circumstances for their condition (duration and severity) 
(Bravo et al., 2015). Within the context of self- management, em-
powerment approaches also assume that individuals wish to be 
empowered to self- manage in specific ways. It also assumes that 
they have the capacity and want to change, which may affect the 
intended outcomes (Pulvirenti et al., 2014). The evidence base sug-
gests that the benefits of participating in such interventions that 
support self- management are less incidence of symptom distress 
and greater awareness of patients' condition, peer support, learning 
and improved self- management strategies (Stenberg et al., 2016). 
Therefore, we conclude that the focus on peer- support groups is 
to learn about how peers have taken control of their health and this 
empowered component may lead to an increased responsibility for 
self- management of their condition (Arney et al., 2020; Lindblad 
et al., 2020), which strengthens the results of increased empower-
ment after attending group- learning sessions.

The effect on outcomes concerning coping did not show any 
changes in this study. It has been described that when groups of 

patients with their own experiences come together, it is shown 
that they have greater empathy and can be role models of success-
ful coping strategies. Furthermore, this adds a credibility to such 
programme and when information is shared about similar experi-
ences, an unspoken understanding occurs (Stenberg et al., 2016). 
One explanation of why we did not detect any changes in coping 
strategies may be that the coping perspective is primarily an in-
dividual focus and considers the social environment only to the 
extent that it affects the ability to achieve balance. Social sup-
port is also a significant mediator of life stress. One reliable form 
of social support takes place in the involvement with others who 
have experienced similar stressful events, which increases the 
possibility to give and receive accurate advice that can facilitate 
the coping process (Gutierrez, 1994). Life stress is associated with 
illness perceptions and coping strategies and the consequences of 
the illness mediates the relation of life stress to coping strategies 
(Karademas, Karamvakalis, & Zarogiannos, 2009). Our study sam-
ple consist of several conditions –  with different manifestations 
and different influence on daily life –  which may be one of several 
explanations of why we did not find any effect on coping.

4.2  |  Strengths and limitations

The intervention was based on an initiative from the hospital (so 
clinical in nature) to test a health education programme instead 
of continuing with lessons given from clinicians to groups of pa-
tients (i.e. patient schools). One strength of this intervention is 
that the programme was tested and developed before, relying on 
a pedagogical structure (Vifladt et al., 2010). Also, that outcome 
measures were psychometrically tested and have been used in 
other research areas before. Still, several weaknesses must be 
highlighted. First, the small sample size comprised patients with 
several different conditions that affected daily life and self- care 
management processes in different ways, which we could not con-
trol for. The total number of eligible participants were not known 
to the research group, and an attrition analysis could not be cal-
culated, which also is a limitation. Second, the sample procedure 

TA B L E  4  Results of coping after attending group- learning sessions

WCQ- S

Baseline Follow- up Difference

N Mean N Mean
N reported 
change (%) 95% CI of diff. t (p)

Confrontative coping 36 1.04 36 1.08 17 (47) −0.21– 0.13 −0.51 (.610)

Distancing 35 1.13 35 1.12 16 (46) −0.18– 0.211 0.13 (.896)

Self- controlling 33 1.59 33 1.33 9 (27) −0.06– 0.58 1.68 (.103)

Seeking social support 35 1.45 35 1.34 13 (37) −0.187– 0.41 0.77 (.445)

Escape/avoidance 35 1.19 35 0.97 9 (26) 0.07– 0.43 2.09 (.043)

Planful problem solving 34 1.50 34 1.30 9 (26) 0.00– 0.40 2.04 (.050)

Positive reappraisal 35 1.40 35 1.24 14 (40) −0.91– 0.40 1.28 (.211)

Accepting responsibility 35 1.16 35 1.06 16 (46) −1.94– 0.38 0.67 (.508)
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made by the nurses may also be a limitation as it was based on a 
sample of convenience. The sample procedure after the interven-
tion was carried out during several months that may have affected 
the results. It is questionable if the coping questionnaire was suit-
able as an outcome measure because coping is influenced by many 
other factors that we could not control for. It could be argued that 
a self- management questionnaire had been a better choice, but 
it was deemed difficult due to the heterogeneous group of pa-
tients. One factor that helps explain is the substantial variation 
in estimated general health described in EQ5D- VAS. This factor 
may also have influenced the results. The study results should be 
handled in respect to these limitations, but the results can work as 
an inspiration to future studies and outcome measures following 
self- management interventions.

4.3  |  Conclusions and implications

Patient capacities exemplified by them feeling more prepared in 
a shared decision- making process and taking a more active role in 
consultations point to the direction that it may be improved after 
attending group- learning sessions. Moreover, there seems to be 
an effect on self- awareness and stress management. Interventions 
directed to patient activation, where they take an active role in 
supporting each other may be one of the keys in future healthcare 
management for nurses, especially concerning the care of people 
with long- term health conditions. Results in this study needs fur-
ther research to explore these tendencies. Still, we believe that 
empowering patients is central and if a shared decision- making 
process is to become a reality, nurses need to learn to use differ-
ent methods to explore different patient preferences and needs. 
This is in line with Swedish healthcare regulations, to move to-
wards patient power and increased control and therefore, such 
interventions should be a part of regular care. The group of pa-
tients who want to be active and take their own responsibility for 
their own health puts an additional demand on the competence 
of nurses.

Future research should focus on testing the effect after group- 
learning session interventions, with a larger sample and a more ho-
mogenous group of patients. We would also recommend following 
the effects longitudinally, to understand the long- term effects of 
such interventions and to further explore the results detected in this 
study.
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