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ABSTRACT
The aim of this study was to explore how professionals experience user involvement at an
individual level and how they describe involving users at Healthy Life Centres. Four focus
group interviews were conducted with a total of 23 professionals. Data were analysed using
systematic text condensation. Four themes were identified: (1) Involving users through
motivational interviewing; (2) Building a good and trustful relation; (3) Assessing and adjust-
ing to the user’s needs and life situation; and(4) Strengthening the user’s ownership and
participation in the lifestyle change process. Motivational interviewing was described by the
professionals as a way to induce and ensure user involvement. However, seeing motivational
interviewing and user involvement as the same concept might reduce user involvement from
being a goal in itself and evolve into a means of achieving lifestyle changes. The professionals
might be facing opposing discourses in their practice and a dilemma of promoting autonomy
and involvement and at the same time promoting change in a predefined direction. Greater
emphasis should thus be put on systematic reflection among professionals about what user
involvement implies in the local Healthy Life Centre context and in each user’s situation.

Abbreviations: HLC: Healthy Life Centre; MI: Motivational Interviewing; NCD: Non-
communicable diseases; STC: Systematic Text Condensation. SDT: Self-determination theory
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Introduction

One of the major health challenges of the twenty-
first century, when it comes to human suffering,
mortality and the negative impact on the socio-eco-
nomic development of countries, is the increasing
number of non-communicable diseases (NCDs)
(Riley et al., 2016; Sommer et al., 2015; WHO, 2009,
2013, 2014). The rise of cardiovascular diseases, can-
cers, chronic respiratory diseases and diabetes is
primarily caused by lifestyle-related behavioural risk
factors: tobacco use, physical inactivity, unhealthy
diet and harmful use of alcohol (Ding et al., 2016;
Riley et al., 2016; WHO, 2014, 2015). To meet these
challenges, national and international authorities
have incorporated health-promoting strategies into
public policies (Ministry of Health and Care Services,
2013b; OECD, 2015; United Nations, 2015; WHO,
2013). The World Health Organization (WHO) has
proposed a number of policy options and actions
for implementation by the Member States (WHO,
2013, 2014), stating that the governments are the
guardians of a population’s health and thus are
responsible for ensuring that institutional, legal,
financial and service arrangements are provided for

the prevention and control of the NCDs. Examples of
national initiatives aiming for the adoption and
maintenance of healthy lifestyle behaviours are phy-
sical activity programmes such as the “Exercise on
Prescription” (Sørensen, Sørensen, Skovgaard,
Bredahl, & Puggaard, 2011) and “Physical Activity
on Prescription” (Olsson et al., 2015; Rödjer,
Jonsdottir, & Börjesson, 2016) programmes initiated
in Sweden, Denmark, the Netherlands and Finland.
Many countries have also developed policies to pro-
mote healthy eating (Capacci et al., 2012).

Service user involvement is considered essential in
promoting people’s health and ensuring the quality of
health services (Dent & Pahor, 2015; Rise & Steinsbekk,
2016; Snyder & Engström, 2016; Tenbensel, 2010; WHO,
1986; Williamson, 2014), and is described as one of the
ideals of contemporary health care (Longtin et al.,
2010). A number of studies have shown that user
involvement has potential benefits in changing
health-related behaviours, empowering citizens to
take greater responsibility for their own health, con-
trolling health costs, improving the quality of health
care provision and increasing patients’ satisfaction and
adherence to treatment (Angel & Frederiksen, 2015;
Castro, Van Regenmortel, Vanhaecht, Sermeus, & Van
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Hecke, 2016; Phillips, Street, & Haesler, 2016;
Williamson, 2014). Service user involvement encom-
passes involvement at an individual level, such as in
decision-making regarding individual treatment, or at
an organizational level in the development of health
care services and policy (Rise & Steinsbekk, 2016;
Snyder & Engström, 2016; Tritter, 2009). To ensure the
involvement of service users and health professionals’
duty to do so, some Western countries, such as
Norway, have legislated user involvement (Health and
Care Services Act, 2011; Health Authorities and Health
Trusts Act, 2001; Patient- and Users’ Rights Act, 1999).
Moreover, the obligation to involve users is advocated
in health policy documents, both in Norway and inter-
nationally (Ministry of Health and Care Services, 2015b;
Mockford, Staniszewska, Griffiths, & Herron-Marx, 2012;
NHS England, 2016; NHS England/Public Participation
Team, 2015).

In Norway, user involvement constitutes an impor-
tant part of a health reform (the Coordination Reform)
implemented to strengthen health promotion and the
prevention of NCDs (Ministry of Health and Care
Services, 2009, 2011, 2013a, 2015b; Romøren,
Torjesen, & Landmark, 2011). In this reform, Healthy
Life Centres (HLCs) have been established in primary
health care to promote health and prevent NCDs
(Ministry of Health and Care Services, 2011, 2013b,
2015a; Norwegian Directorate of Health, 2016). The
HLCs are easily accessible, and people can attend
the service through referral from a general practi-
tioner (GP) or other health care providers or by self-
referral (Norwegian Directorate of Health, 2016). The
HLCs offers knowledge-based support for changing
living habits and coping with health challenges
through individual- and group-based counselling
and activities, and use client-centred counselling
approaches to promote the participants’ internal
motivation, empowerment and coping (Abildsnes,
Meland, Samdal, Stea, & Mildestvedt, 2016; Følling,
Solbjør, & Helvik, 2015; Lerdal, Celius, & Pedersen,
2013; Norwegian Directorate of Health, 2016).

The Norwegian Directorate of Health (2016) has
recommended that HLCs adopt an approach based
on salutogenesis (Antonovsky, 1987, 1996) and use
motivational interviewing (MI) as a counselling
approach. Research looking at the evidence of beha-
vioural interventions aiming to promote physical
activity and healthy eating among overweight and
obese adults has found that interventions emphasiz-
ing a person-centred and autonomy-supportive com-
munication style through MI and Self-Determination
Theory (SDT) are associated with long-term positive
effects (Grieco, Sheats, Winter, & King, 2014; Samdal,
Eide, Barth, Williams & Meland, 2017). Beyond the
legally required duty to involve service users, the
HLC guidelines give recommendations on how users
should be involved in the planning, delivery and

evaluation of services (Health and Care Services Act,
2011; Patient- and Users’ Rights Act, 1999; Norwegian
Directorate of Health, 2016).

A number of studies have investigated how health
professionals experience user involvement at an indi-
vidual level and how they work to enhance involve-
ment, such as within mental health, cancer, diabetes
and coronary care (Millar, Chambers, & Giles, 2016;
Snyder & Engström, 2016). Findings have shown that
the main motive for health professionals to initiate
user involvement is to gain access to user knowledge
as an alternative to professional knowledge or as
support for professional knowledge (Sahlsten,
Larsson, Sjöström, & Plos, 2009; Solbjør & Steinsbekk,
2011). However, the responsibility to deliver evidence-
based or high-quality care, together with respecting
service users’ right to make decisions, is sometimes
described as conflicting (Shortus, Kemp, McKenzie, &
Harris, 2013; Solbjør & Steinsbekk, 2011). Ensuring
high-quality care is described as an argument for
limiting user involvement and for professionals to
decide and to exert control over patient care
(Larsson, Liljedahl, & Gard, 2010; Shortus et al., 2013;
Solbjør & Steinsbekk, 2011; Tobiano, Bucknall,
Marshall, Guinane, & Chaboyer, 2015; Tobiano,
Marshall, Bucknall, & Chaboyer, 2016), valuing profes-
sional knowledge above user knowledge (Solbjør &
Steinsbekk, 2011). Although actively involved patients
were considered valuable to enrich the professionals’
work, it is also looked upon as time-consuming and
increasing the workload (Arnetz, Winblad, Arnetz, &
Höglund, 2008; Arnetz & Zhdanova, 2015; Solbjør &
Steinsbekk, 2011).

Different reasons are given for involving service
users in health services, and individual user involve-
ment in treatment decisions is described as one cate-
gory (Tritter, 2009). To differentiate the aim of
involvement, Tritter provides a framework in relation
to the dimensions: direct—indirect; individual—col-
lective; proactive—reactive (Tritter, 2009). By linking
positive and negative descriptions from service users
about how they would like to be involved, Thompson
developed a taxonomy with five discrete levels of
patient-determined involvement (Thompson, 2007).
These levels of involvement are labelled “Non-involve-
ment”, “Information-seeking/receptive”, “Information-
giving/dialogue”, “Shared decision-making” and
“Autonomous decision-making” (Thompson, 2007).
Thompson compared this taxonomy with existing the-
ories of patient involvement, resulting in five parallel
levels of professional-determined involvement,
labelled “Exclusion”, “Information-giving”,
“Consultation”, “Professional-as-agent” and “Informed
decision-making”. Further, the patient’s desire for
involvement can be effected only through a matching
willingness by professionals, labelled as co-deter-
mined involvement (Thompson, 2007).
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In an HLC setting, however, little is known about
how professionals perceive and work with user invol-
vement at an individual level to promote lifestyle
changes. Since user involvement is highly dependent
on the professionals’ knowledge and attitudes
towards involving users in their daily work (Longtin
et al., 2010; Phillips et al., 2015; Rise & Steinsbekk,
2016; Wiig et al., 2013), the professionals’ perspective
is important. Hence, the aim of this study was to
explore how HLC professionals experience user invol-
vement at an individual level and how they describe
involving the service users in individual- and group-
based counselling and activities at HLCs.

Methods

In this qualitative study, we used semi-structured
focus group interviews to explore professionals’ per-
spectives with involving service users at Norwegian
HLCs. Focus group interviews facilitate interaction
between the participants and help to initiate recall,
which is useful when doing an explorative study
(Krueger & Casey, 2014). The study was conducted in
Norway from September 2015 to May 2016.

Setting and sampling

The sampling was strategic, recruiting participants
from HLCs in both rural and urban municipalities in
Central and South-Eastern Norway. The sample of
HLCs should include both well-established and new
centres, as well as centres differing in size (regarding
numbers of employees and inhabitants the HLC
served). Only participants from HLCs offering a 12-
week follow-up period with individual health counsel-
ling were eligible. An additional inclusion criterion
was that participants had experiences with individual-
and group-based counselling and activities related to
physical training and dietary behaviour or tobacco
cessation. Four focus group interviews were con-
ducted. Participants in focus group interviews one
and two were recruited in collaboration with two
local health coordinators, who informed the partici-
pants about the study and then sent the names of the
participants who volunteered to participate to the
first author (ES). Participants to focus groups three
and four were recruited directly by the first author
by telephone. The contact information of the partici-
pants was found on the websites of the Norwegian
Directorate of Health and the municipalities in which
the participants were employed. Those who agreed to
participate received an email with an information
letter, and all signed a written consent form before
taking part in interviews.

Data collection

The interviews included focus groups with 4 to 8
participants, each lasting for 90 minutes. The inter-
views took place at different locations. Focus group
one was conducted in the location of one of the HLCs.
Focus group interviews two, three and four took place
at meeting rooms located at a university campus and
at a public community and conference centre. The
groups were organized in line with the inclusion cri-
teria, with a mix of new and well-established HLCs
and participants of different ages and experiences.
Practical considerations were also taken into account,
such as group size, travel distance and finding meet-
ing dates, times and places that were convenient for
the participants.

All interviews were conducted according to an
interview guide developed by the first author, includ-
ing a literature review and discussions with co-
authors, one of them with extensive research experi-
ence on user involvement (the second author, MBR).
The interviews were initiated using open-ended ques-
tions inviting the participants to tell about their own
experiences, and participants were encouraged to dis-
cuss and illustrate their experiences with user involve-
ment with examples from their practice. See Table I
for examples of topics from the interview guide.
These questions were used only as a guide, and the
sequence was dependent on the participants’
response to previous questions.

The participants took an active part in the discus-
sions by sharing personal experiences and reflections.
Some knew each other, but only a few worked
together on a daily basis. The participants’ familiarity
with each other may have made them feel comforta-
ble and helped them open up for the sharing of
personal experiences. On the other hand, the partici-
pants’ experience of knowing each other and working
together may also have contributed to homogeneity
in experiences and opinions. The discussions did not
reveal any clear disagreements about the topic, but
the participants had different experiences with user

Table I. Main topics in the interview guide.
(1) What do you understand by user involvement at the HLC?
(2) What kind of experiences do you have with involving the users?

- examples of positive and/or negative?
- examples of challenges (if so, how)?
- can user involvement be in conflict with your professional
judgement (if so, how)?

()(3) What kind of meaning or significance do you think user
involvement has?
- benefit or effect?
- influence on the service or on the way you work?
- can user involvement have an intrinsic value (if so, how)?
- can user involvement be health promoting (if so, how)?

()(4) What is needed of you to facilitate for user involvement?
- to what extent do the users want to be involved (why or why not)?
- what are the prerequisites for user involvement?
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involvement due to organizational structures such as
number of service users and the organization of HLC
activities.

The first author operated as the moderator, ensur-
ing that everyone had the chance to express his or
her view. The fourth author (OB) acted as an assistant
moderator, making notes throughout the group dis-
cussions and asking supplemental questions at the
end of the interviews. All interviews were audio-
recorded and transcribed verbatim. The study was
approved by the Norwegian Data Protection Official
for Research (Project no. 43,803).

Data analysis

After each interview, the first author listened to the
digital recording and wrote a summary. After four
interviews, it was concluded that no new or relevant
data seemed to emerge, and the information gath-
ered was found to be sufficiently saturated for analy-
sis (Malterud, 2012).

Analysis was conducted as collaborative negotia-
tions between the four authors. Systematic Text
Condensation (STC) inspired by Giorgi’s approach as
described by Malterud (2012) was used. STC was cho-
sen because it offers a process of intersubjectivity,
reflexivity and feasibility during the analysing of
data, and it is a structured and well-described sys-
tematic method for analysing qualitative data.
Further, STC focuses on the thematic analysis of
meaning and content of data across cases, and
thereby is useful for our study. The STC procedure
consists of four steps (Malterud, 2012). First, all tran-
scripts were read by all four authors to establish an
overview and to gain a general impression of the
data, searching for preliminary themes related to the
professionals’ involvement of users. At this stage, it
was important that the researchers tried to bracket
their preconceptions and meet the data with an open
mind, demonstrating awareness to the participants’
voices. After reading the transcripts, all authors met
to discuss the preliminary themes found. Examples of
preliminary themes were: “Professionalism”,

“Ownership” and “The Meeting”. Next, the transcripts
were reviewed by the first author to identify meaning
units representing different aspects of the partici-
pants’ experience with involving users. Third, the
first author classified and sorted the meaning units
into code groups, followed by a common agreement
between the authors about the content of the codes.
Further, the first author systematically sorted the
meaning units of the actual code groups into a few
subgroups. Then, the content of every subgroup was
reduced into a condensate—an artificial quotation
maintaining as far as possible the original terminology
used by the participants. Examples of code groups
and subgroups were as follows: (1) the code group
“Professional assessment and knowledge” with the
subgroups “Individualization” and “Balance between
what the users want and the professionals’ knowl-
edge”, and (2) the code group “Ownership to own
change process” with the subgroups “Responsibility”
and “Preparing the ground for user involvement”.
After finishing the condensation, illustrative quota-
tions were identified. Finally, the condensed contents
were synthesized to generate generalized descrip-
tions and concepts (recontextualized) concerning pro-
fessionals’ experiences with involving users at the
HLCs, described as the final themes in the presenta-
tion of results. The interpretations and findings were
validated by the research group against the initial
transcripts to ensure that the synthesized result still
reflected the original context. See Table II for an
example of the analysis process.

During the analysis process, preliminary results
were presented and discussed with a research group
focused on patient education and involvement.
Preliminary results were also presented and discussed
at a national HLC conference with a focus on user
engagement and at a national seminar with user
representatives.

Quotes from the transcripts were translated into
English by the first author (ES) and then double-
checked by the other authors to verify the meaning
content. Quotes are used in the result presentation to
elaborate and illustrate the findings. Because of only

Table II. Example of stepwise analysis using STC.
Step 1:
Preliminary
theme Step 2: Identifying and sorting meaning units Step 3: Condensation Step 4: Final themes

Professionalism “When I think about user involvement during the
process, then I feel it is present all the time,
because we try to be where the user are and adjust
to the user in front of us.”

“I experience that the clear majority understand
that you cannot adjust everything to all
participants. You have a sort of minimum common
plan, and that is what they have decided to join.”

“The goal is, as I see it, to tailor a plan for every
single user.”

You have to keep yourself updated and as
professionals we know what is effective training
and healthy diet, and we have a responsibility to
offer a service that is evidence-based. So, you have
to balance between what the users want and our
professional knowledge, if this is in conflict. I think,
however, user involvement is present, because our
goal is to tailor and individualize the service to
every user’s needs.

Assessing and
adjusting to the
user’s needs and
life situation.
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one male being represented in the sample, gender is
not attached to the citations to anonymize the data.

Results

Twenty-three professionals from 23 HLCs from both
rural and urban municipalities in Central and South-
Eastern Norway participated in a total of 4 focus
group interviews. Details of the sample are listed in
Tables III and IV. When asked what they understood
by user involvement and how they involved users in
the Healthy Life Centres (HLC), the professionals
described four main themes: (1) Involving users
through motivational interviewing; (2) Building a
good and trustful relation with the user; (3)
Assessing and adjusting to the user’s needs and life
situation; and (4) Strengthening the user’s ownership
and participation in the lifestyle change process.

These four themes will be elaborated below. Quotes
from the data material are presented to illustrate the
findings.

Involving users through motivational
interviewing

When the participants described how they involve the
users, they linked this to the health consultation and
their use of motivational interviewing (MI) as a con-
versation technique and method. The participants
described MI as a way to induce and ensure user
involvement. As they saw it, the goal for the health
consultation and the use of MI was that the users
should be the ones who control the direction of the
conversation and the ones to come up with the pro-
posals for change. The participants saw it as their
main goal at the HLC to help people make other or
new choices to achieve change. One physiotherapist
said:

“I think the conversation technique we use with MI
certainly encourages user involvement, because it is
based on the user’s preferences. It is the users them-
selves who shall make the proposals of change.”

The participants described MI as an important tool in
the health consultations to find the users’ needs and
wishes. The goal, as they said, was to use MI to guide
the users to be able to see for themselves what they
need. At the same time, as they talked about the user
being the one controlling the direction of the con-
versation, they stated that they also had a responsi-
bility to keep the conversation on track and have a
sort of control over it. As part of this, the participants
talked about user involvement as a basis for the HLC,
since, as they saw it, everything they did at the HLC
should be based on what the user wants, as described
by one of the physiotherapists:

I think that user involvement is maybe the foundation
for the HLC. That everything you do should be
grounded on what the user wants, since you have
MI in the bottom of the conversation and that you
make a plan grounded on this conversation and what
kind of problem the user has. In this way, I feel maybe
that user involvement is in the centre of the whole
service.

Although the participants described MI as an impor-
tant tool and method to ensure user involvement,
they also said that MI was not “the solution of every-
thing”. To know how to practise MI, which they char-
acterized as a complex skill, in the right way was
described as important. MI was further said to be
something learned with considerable practice over
time. However, the participants also saw it as essential
to focus on how they actually met the users, as noted
by one experienced educationalist:

Table III. Demographic characteristics of the participants
(N = 23).
Characteristics Number of informants

Gender
Male 1
Female 22
Age
18–29 6
30–39 5
40–49 7
50–59 3
> 60 2
Profession
Physiotherapist 11
Nurse 6
Educationalist 2
Clinical dietitian 2
Occupational therapist 1
Bachelor’s degree public health 1
Years of Seniority at the HLC
< 2 7
2–4 7
> 5 6
Percentage of full-time equivalent
20–30 6
40–50 7
60–70 1
90–100 9

Table IV. Characteristics of the HLCs (N = 23).
Characteristics Number of HLCs

Established
2003 or before 2
2004–2006 3
2007–2009 3
2010–2012 9
2013–2014 6
Number of positions
1 9
2 6
3 5
4 1
9 1
10 1
Number of inhabitants served
1350–4999 7
5000–9999 7
10,000–19,999 4
20,000–49,999 3
50,000–200,000 2
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“It is a bit worrying if MI becomes like ʻif you have
that, then you have rescued everythingʼ. But it is a
very good tool to start with to get to know each
other.”

Building a good and trustful relation with the
user

According to the participants, building a good and
trustful relation was an essential part of involving the
users. The participants described the first meeting in
the health consultation as especially important, since
their experience was that the first impression was
crucial for whether the users wanted to continue the
contact with the HLC. As part of the first meeting, the
participants described that they “explored the user’s
perspectives” and “showed curiosity and genuine
interest” using MI. As a way of showing curiosity and
interest, they talked about being present in the situa-
tion by actively listening and spending enough time
at the health consultation. One nurse with long-time
experience said:

The first I thought of when you said user involvement,
I was directly into the practical work and how we
actually meet them at the HLC. That we in our daily
work are especially aware of the user being in the
centre of our attention. So I was directly into the
health consultation and that you all the time make
sure that we actually work like we have set ourselves
as goal to work, to be explorative towards the
individual.

Further, they emphasized the importance of involving
the users as equal partners. The participants described
that they wanted the users to feel that they were
seen, listened to, respected and met without preju-
dice, irrespective of background and reasons for
attending the HLC, as expressed by one
physiotherapist:

The HLC is based a lot on user involvement. That you
ask and that you are totally dependent on that you
see the other person who stands in front of you as an
equal individual . . . and that you actually get used to
listening to the user, as the user has been used to
listening to the professionals as an authority before.
You are much more equal.

To make their knowledge as professionals and the
service they offer at the HLC trustworthy, the partici-
pants said it was important to gain the users’ confi-
dence. Some participants described that to gain
confidence, it was crucial to be open to and consider
other problems than the ones just directly related to
the users’ need for lifestyle change. The participants
exemplified this by describing that many users told
about mental challenges in their lives. The partici-
pants talked about user involvement as having the
courage to listen, before they referred the user to
other services, to prevent the perception that the

users were sent from one service to another. One
physiotherapist described it this way:

It is not often that you have a new user that
expresses: “I need help with my exercise and that is
the only problem in my life.” It is a result of many
factors that we should have the courage to feel about
and take into consideration. Of course we need to
know where our limits are, but we are always allowed
to listen, at the same time as we should be careful to
not give to much advice related to other professions’.

However, some participants said that the building of a
good and trustful relation was disturbed by the use of
standardized forms, especially during the health con-
sultation. The use of forms was described as disturb-
ing on the communication process since it made it
more difficult to individualize the conversation and to
gain the users’ confidence. Some participants said,
however, that they never used the forms, due to
language and cultural challenges. One of the partici-
pants, a physiotherapist, exemplified the dilemma
between the use of standardized forms and the wish
to meet the user without any predefined questions by
saying:

It is, I think, a tension between that we have to do
surveys of what we do as part of research, because
we need statistics, we have to be able to evaluate the
service . . . and because of this we maybe need to use
questionnaires, and between just meeting the person
and starting from where the person is.

Assessing and adjusting to the user’s needs and
life situation

The participants emphasized the importance of tailor-
ing and individualizing the service for every single
user. They further described it as a main task for the
HLC to build upon the users’ interests, such as by
guiding them into activities outside the HLC. This
was seen as a part of user involvement at the HLC,
as expressed by one experienced educationalist work-
ing in a small municipality:

The goal is, as I see it, to tailor a plan for every single
user. And to be able to do this, you need to know
what already exists in the municipality. It doesn’t
need to be the HLC that offers the plan. Many volun-
teer organizations run low-threshold activities. Or the
users can come with a tip for new groups or activities,
which can be started because it is absent in the
municipality. So in this way to tailor around the
user, it is a good example [of] how it is user involve-
ment from the start, which makes it easier to moti-
vate them for further action.

A challenge in individualizing the service, they said,
was that many of the HLCs did not have so many
activities to offer. Focusing on user involvement by
promoting the users’ own needs and wishes could
therefore lead to expectations they were not able to
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fulfil, as described by one nurse from a small HLC and
municipality:

I thinkwe cannot fulfil all thewishes.When the users take
an active part, it creates some expectations too. We shall
adjust it for them, but inside our framework. So many
users have high expectations about courses or swim-
ming pools or many other activities, and then the HLCs
maybe have only a few provisions because they are
small.

When asked about how they involved users in the
planning of physical exercise groups and diet-courses,
the common answer was that they involved users in
this to a small extent, and that the HLC professionals
said they already had a plan prior to the training and
the courses. One reason for not involving the users,
they said, was that they thought they met the needs
of the target group. The participants also described
that their impression was that the users understood
that they could not customize the activity to every-
one’s needs, as described by one of the
physiotherapists:

My experience is that the clear majority understand
that you cannot adjust everything to all participants.
You have a sort of minimum common plan, and that
is what they have decided to join. But if you feel the
freedom and confidence to speak out and to be seen,
and that we adjust on the way, then I feel it is good
user involvement, maybe.

Another aspect the participants described as a chal-
lenge or obstacle for user involvement was that they
were supposed to cover and meet a wide range of
needs, conditions and expectations from a large
group of users. As examples of different conditions,
the participants mentioned the users’ age, physical
shape, mental condition, knowledge, cultural back-
ground and motivation. The participants said that
opening up for “too much” user involvement could
lead to feedback that was too specified and related
only to the needs of a small number of users, as
expressed by one physiotherapist:

But, it is like if everyone shall have their needs ful-
filled, then it can be difficult to carry out in practice,
so we have to balance between managing and free-
ing limits . . . we have a plan and a structure and we
have predefined what we think is the best service
provision, from a professional point of view. And
then we shall integrate this to everyone’s needs and
experiences and continuous evaluations.

The participants described their professional knowl-
edge and responsibility as arguments against letting
the users decide what to do. To reach the goal of
changing the user’s lifestyle or living habits, the parti-
cipants said that they had the knowledge about what
was effective and what would lead to results, as
described by a physiotherapist:

And we have, as professionals, if we want to give the
ones who come to us an effect of training, then we
cannot let the participants in the group walk slowly
talking together, if that is what they want, a respon-
sibility to offer training that makes them out of breath
and thereby stronger to move on. So, in that we have
some responsibility.

And as another physiotherapist said:

“For sure we have user involvement, but we guide
them too, because we do know what it requires. But
that they realize things themselves can be a good
ulterior motive.”

Strengthening the user’s ownership and
participation in the lifestyle change process

The fourth main theme was to develop ownership
and participation in the process of lifestyle changes.
The participants talked about involving the users to
promote their ownership of and responsibility for
their own plan, goals and life. To be involved and to
feel ownership was also described as a way of making
the users feel more committed to follow up their
process of health behaviour change. They also
thought that involving the users would make them
more motivated and increase the users’ chance of
succeeding with their own process, as described by
one physiotherapist:

It is about ownership of their own plan. Ownership of
their life. They know that they should stop smoking,
should eat healthy, should exercise, but why shall
they do it? What is in it for them—enjoying them-
selves a lot lying on the couch? So ownership of the
plan is for sure important.

The participants said that they expected the users to
take responsibility for telling them about what they
needed and wanted from the HLC. They also said that
they had expectations about the users following the
plan and that the users told them if they needed
adjustments, such as during the training session. The
participants described, however, that some users
either did not want to be involved or to express
what they wanted, or did not have any thoughts
about what they wanted:

It is those persons that want, “Tell me how I should
eat, tell me what I should do.” That in a way set him-
or herself outside themselves and they do not want
to take responsibility. Involvement here can be
challenging.

The participants related in their descriptions the users’
will to be involved, from whom the users were
referred and how involved the users had been in the
referral process. They described the users who
referred themselves as the ones most motivated and
easiest to involve. The participants further described
that some users did not expect to be involved and got

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING 7



confused and sometimes irritated when they were
asked about their own thoughts. The participants
said that they had experienced that some users
expected to be told what to do, and that user invol-
vement for some users could be felt as “scary” and
could turn out wrong, when the users did not know
what they needed or wanted, as expressed by a
physiotherapist:

For many users, I think, if it is too much involvement,
it can become a bit “scary” too. One maybe wants an
arrangement and plan that are made based on pro-
fessional knowledge, like “This I can safely apply. I do
not know what I need or should manage, but you
maybe know that and can tell me that.”

In addition, they described that, for some users,
maybe the right thing to do was not to involve
them but to tell them what to do and to show them
the way. The participants related in their descriptions
that this applied to which stage in their process of
lifestyle change the users were, as exemplified by the
same physiotherapist as above:

Many of the users we meet, maybe what they need is
to be held by the hand and shown the way. And if
you then, in a way, are given the responsibility to say
what you need, it is maybe exactly what is difficult at
that stage.

Discussion

The aim of this study was to explore how HLC profes-
sionals experienced service user involvement at an
individual level and how they describe involving the
service users in individual- and group-based counsel-
ling and activities at HLCs. When asked what they
understood by user involvement and how they
involved users in the HLCs, the professionals
described four main themes: (1) Involving users
through motivational interviewing; (2) Building a
good and trustful relation with the user; (3)
Assessing and adjusting to the user’s needs and life
situation; and (4) Strengthening the user’s ownership
and participation in the lifestyle change process.

Respect, trust and working in partnership

Our findings showed that trust, respect and working
in partnership with adequate time to build relation-
ships are essential to user involvement. This is in line
with many other studies showing that an optimal
level of involvement depends on both users and pro-
fessionals having adequate time to build relationships
and share knowledge (Angel & Frederiksen, 2015;
Leske, Strodl, & Hou, 2012; Rise et al., 2013; Sahlsten
et al., 2009; Tobiano et al., 2015). On the other hand,
the users’ often complex life challenges and condi-
tions were described as a potential hindrance for user

involvement, which is in accordance with other stu-
dies pointing out that users’ physical and mental
capabilities, severe illness and poor health can
impede involvement (Angel & Frederiksen, 2015;
Longtin et al., 2010; Rise et al., 2013; Solbjør, Rise,
Westerlund, & Steinsbekk, 2013; Tobiano et al., 2015)
and health behaviour change (Abildsnes et al., 2017,
2016; Følling et al., 2015). In addition, our findings
showed that the building of a trustful relationship
and individualization of the service was disturbed by
the use of standardized forms which interrupted the
communication process.

These results highlight that the relationship
between HLC users and professionals might be a
facilitator for user involvement when the users’ indi-
vidual health condition and health challenges are
given attention. This finding is underpinned by other
studies showing that the extent to which user invol-
vement is desired by the users depends on collabora-
tion, sharing power and the quality of the users’
relationship with the professionals (Leske et al., 2012;
Thompson, 2007). This implies that emphasizing com-
petence among HLC professionals in participative
communication, which supports relationship building
and activation, becomes important to promote user
involvement. Further, it highlights the importance of
being aware that developing trust, capacity to parti-
cipate, and consensus around the agenda and goals
depend on sufficient time and expertise (Tritter, 2009),
and that communicative behaviour and relation-build-
ing may be disturbed by protocols and guidelines
(Snyder & Engström, 2016).

Involvement through the practice of MI

A main finding in this study is that the professionals
described motivational interviewing (MI) as a way to
induce and ensure user involvement. Thus, the profes-
sionals are following the recommendations given by
the Norwegian Health Directorate about adopting MI
as a counselling approach at HLCs (Norwegian
Directorate of Health, 2016). MI is described as a
collaborative, goal-oriented and person-centred con-
versation and counselling style for strengthening a
person’s own motivation and commitment to change
(Miller & Rollnick, 2013). A crucial component of the
efficacy of MI is the underlying spirit of MI, described
as the set of heart and mind and underlying perspec-
tive within which the professionals practise MI (Miller
& Rollnick, 2013; Miller & Rose, 2009). The four inter-
related elements of the spirit are partnership, accep-
tance, compassion and evocation (Miller & Rollnick,
2013; Miller & Rose, 2009), which are concepts much
in line with user involvement. Both user involvement
and MI emphasize collaboration and working in part-
nership (Miller & Rollnick, 2013; Rise et al., 2013;
Snyder & Engström, 2016). Achieving partnership
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requires activation of both the health care provider
and the service user, and the user’s view as an expert
must be considered important (Castro et al., 2016;
Larsson et al., 2010). Further, a dialogue consisting
of a bilateral exchange of experiences and knowledge
between service users and health care providers
should take place, both in user involvement and in
MI (Miller & Rollnick, 2013; Rise et al., 2013; Snyder &
Engström, 2016). In addition, the partnership should
entail mutual trust and respect (Angel & Frederiksen,
2015; Castro et al., 2016; Rise et al., 2013; Snyder &
Engström, 2016).

On the other hand, there are some differences
between MI and user involvement, regarding the
rationale or arguments behind them. MI is described
as a clinical method and goal-oriented guiding style
for enhancing intrinsic motivation to move from
ambivalence to enduring change (Miller & Rollnick,
2009, 2013; Rollnick, Miller, & Butler, 2008). This
means that while MI can be considered as a client-
centred counselling method, being goal-oriented in
having intentional direction towards change (Miller &
Rollnick, 2009, 2013), user involvement can be viewed
as an approach, policy or ideology where the process
of involvement in itself is valuable (Beresford, 2012;
Tritter & McCallum, 2006). User involvement is also a
requirement and democratic right in many countries
and some therefore argue that involvement is always
of value, in its own right, irrespective of its impact
(Beresford, 2012; Snyder & Engström, 2016; Staley,
2015).

Hence, when seeing MI and user involvement as
the same concept, one may fail to recognize that, for
some users, involvement itself may be a goal and thus
forget to consider the process as well as an outcome
(Angel & Frederiksen, 2015; Tritter & McCallum, 2006).
This highlights the need for clarification between the
HLC professional and user about the user’s expecta-
tions and preferences for involvement, and to what
extent involvement is desirable and achievable in
each individual case (Angel & Frederiksen, 2015). To
what extent user involvement is desired is found to
depend on the context; seriousness of health pro-
blems; personal characteristics, such as low health
literacy and lack of confidence in one’s own capaci-
ties; and users’ relationships with the professionals
(Longtin et al., 2010; Thompson, 2007). Authors
argue that finding the user’s preferences demands
high levels of sensibility and flexibility from the health
professional in establishing a shared understanding
and accommodating the patient’s perspective
Collins, Britten, Ruusuvuori, & Thompson, 2007).
Further research should therefore investigate the
users’ perspectives of involvement in the HLC.

In the present study, the professionals’ practice and
understanding of user involvement were described as
building relationships, seeing the users as equal

partners, emphasizing users’ own behavioural choice
and creating ownership. This is in line with the con-
cepts describing both the spirit and content of MI,
such as collaboration and honouring autonomy,
respect and user involvement (Castro et al., 2016;
Miller & Rollnick, 2013; Snyder & Engström, 2016).
Our study thus showed that the professionals strongly
emphasized using MI to promote health behavioural
change (Norwegian Directorate of Health, 2016). On
the other hand, when talking about what they under-
stood by the concept of user involvement, their
descriptions were less clear. This finding is in line
with authors arguing that a fundamental problem
affecting user involvement and participation is that
the terms tend to be poorly defined and carelessly
used, both as theoretical concepts and in practice
(Beresford, 2012; Collins, Britten, Ruusuvuori, &
Thompson, 2007). It is further argued that user invol-
vement is connected with the disciplines and dis-
courses of politics and political philosophy, of
democracy and power, and of citizenship rights and
responsibilities (Beresford, 2012). However, it is also
found that understandings of involvement often tend
to be abstracted from these matters and treated in
isolation as technical rather than ideological matters,
forgetting that user involvement is not value-free and
neutral (Barnes & Cotterell, 2012; Beresford, 2012;
Butler & Greenhalgh, 2011). Personal change requires
the individual’s active participation in the change
process, and the professionals’ use of MI at HLCs
contributes to and facilitates for involvement (Miller
& Rollnick, 2013). However, a consequence of consid-
ering MI and user involvement as the same concept
may imply missing the historical, political, ideological
and cultural context behind user involvement and
how these affect the practice of user involvement
(Beresford, 2012).

This is in line with other findings suggesting that
user involvement should be viewed not only as iso-
lated activities, but also as a result of reflecting on
one’s own view on involving, educating and prepar-
ing users, staff and systems (Snyder & Engström, 2016;
Tobiano, Marshall, Bucknall, & Chaboyer, 2015). In a
primary health care and HLC context, this could imply
training staff to support user involvement and to
induce explicit discussions among health profes-
sionals and leaders about the content of user involve-
ment and how to implement it.

Professionals’ knowledge and role versus
involvement of the user

The findings showed that the professionals try to
assess and adjust the service to every user’s needs,
promoting the individual as free, active and reflexive.
However, they also described how user involvement
sometimes conflicts with their professional
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knowledge and responsibility to help the users
change living habits by offering an evidence-based
service. These findings indicate that the professionals
are facing mutually contrasting and opposing dis-
courses in their practice (Knutsen & Foss, 2011). The
professionals seem to be facing a dilemma of promot-
ing autonomy and involvement and at the same time
promoting change in a predefined direction. This
finding also suggests, as stated by others, that the
professionals have to be aware of and adapt to the
needs, knowledge and values of the individual user,
and to balance the autonomy of the user with an
evidence-based practice (Larsson et al., 2010; Taylor,
2009). Our findings showed that the professionals saw
the users’ wide range of needs, conditions and expec-
tations as an obstacle for involvement. It was also an
argument for not particularly involving the users in
the planning of activities.

The participants’ arguments are in line with find-
ings stating that user control can lead to service
provisions that meet the needs of some people
more than others. Following the opinion of the major-
ity may lead to a service that disadvantages others
(Tritter, 2009). In terms of Tritter’s model, the HLC
professionals practise indirect and reactive involve-
ment, which entails the gathering of information
from service users responding to a pre-existing
agenda, where the professionals make the final deci-
sions (Tritter, 2009).

Other studies have also found that it may be diffi-
cult to both respect a user’s autonomy and deliver
high-quality services, both described as important by
the professionals in the present study. To manage
both aspects requires a careful balance (Shortus
et al., 2013).

These findings also highlight that there may be
some challenges due to the nature of the relationship
between laypersons and professionals and the differ-
ence in situation, power and knowledge (Angel &
Frederiksen, 2015). These challenges may arise as a
result of the user being the one having the problem
and expecting the professionals to be the experts and
therefore responsible for solving the problem (Angel
& Frederiksen, 2015; Longtin et al., 2010; Thompson,
2007). In line with previous studies, the professionals
gave descriptions of how they balance between being
paternalistic and promoting the users’ free will
(Longtin et al., 2010). The findings showed how the
professionals sometimes concluded that the right
thing to do, from a professional point of view, was
to make decisions for the user.

This finding resonates with Thompson’s taxonomy,
describing five discrete levels of patient-desired invol-
vement in consultations, divided into patient- and pro-
fessional-determined involvement, and spanning from
non-involved and exclusion to autonomous and
informed decision-making (Thompson, 2007). Our

findings showed that the users are given an active
role in the health conversations in terms of a profes-
sional-determined involvement, where the profes-
sionals try to position the users at the level of
informed decision-making (Thompson, 2007). This
implies that the HLC professionals in our study seem
to use their MI expertise as means of helping the users
decide for themselves, described by Tritter as direct
individual and proactive involvement where the user
actively helps to shape his or her own service (Tritter,
2009). Similar to our findings, other studies state that
the same user may wish to be involved at different
levels and that this may change over time in the same
context (Rise, Westerlund, Bjørgen, & Steinsbekk, 2014;
Thompson, 2007; Tritter & McCallum, 2006).

Involvement as personal responsibility

The results showed that the professionals aimed to
strengthen the user’s ownership to and participation
in the lifestyle change. The professionals described
that during the individual health counselling, they
laid the groundwork for the users to decide what to
do and what should be the goal. According to the
professionals, the health consultations are therefore
an important means of involving the users and indi-
vidualizing the experience of their health problems.
This is supported by researchers, arguing that as
health and medical care become more complex,
uncertain and sometimes contradictory, the health
consultation aiming to examine the user’s experience
becomes increasingly important (Taylor, 2009). The
way the professionals involved the users in the health
consultations resembles the Self-Determination
Theory (SDT) in supporting the individual’s experience
of autonomy, competence and relatedness, elements
that are considered to promote volitional and high-
quality forms of motivation and engagement for activ-
ities (Ryan & Deci, 2000, 2017). In line with the SDT,
our findings showed that the professionals experi-
enced that the service users’ motivation varied. The
professionals’ experience was that users who were
self-referred were the ones easiest to motivate. This
may resonate with the self-referred user’s motivation
being volitional, reflecting their interest or values,
whereas the users who were hard to motivate had
external motivation, being coerced or pressured into
participating at the HLC (Ryan & Deci, 2017).

Thus, supporting the service user towards self-deter-
mination means encouraging the user to influence his
or her life condition (Angel & Frederiksen, 2015).
However, emphasizing an individual focus of involve-
ment and personal responsibility is described as a bal-
ancing act between responsibility and blame, which
may result in stigmatizing instead of health promotion
(Abildsnes et al., 2016; Malterud & Tonstad, 2009;
Malterud & Ulriksen, 2011). Thus, acknowledging that
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some users do not want to be involved can also be
regarded as self-determination. This highlights the
need to adjust the involvement to the users’ circum-
stances (Angel & Frederiksen, 2015). Our findings
showed that the recommended case-to-case approach
and individual adjustment of involvement to optimize
user involvement (Angel & Frederiksen, 2015; Rise et al.,
2014; Snyder & Engström, 2016) is challenged by orga-
nizational issues such as group size and scarce
resources, as well as a potential mismatch between
the user’s expectations and what the HLC can offer.
More research should look into how individual adjust-
ments and user involvement are negotiated against
resource use and standardization of services, keeping
in mind that user involvement also is political in nature
and takes place in a political context (Beresford, 2012).

Strengths and limitations

This is the first study exploring HLC professionals’ per-
spectives on user involvement. The participants varied
in age, working experience and occupational back-
ground, representing both well- and newly established
HLCs from urban as well as rural municipalities. These
variations strengthen this study. The composition of the
focus groups varied as well, with participants in two
groups knowing each other, and two other groups in
which the professionals were less known to each other.
The participants’ familiarity with each other might have
contributed to a more relaxed and free-speaking ses-
sion. On the other hand, former disagreements could
have limited the discussion. The level of discussions
seemed, however, not to be affected negatively by
the group composition. Another strength is that the
analysis and writing of the paper were conducted by
a group of different researchers. This helped ensure the
reliability of the findings.

A limitation is that only one male HLC professional
participated in the study. While there are no official
statistics describing the gender distribution among
HLC staff, a national summary of contact persons in
HLCs shows that approximately 10% are male, reflect-
ing the sample in this study. Another possible limitation
was the absence of user or public involvement in the
research process, such as analysing of data. Including
practice-based knowledge through user or public invol-
vement could have enhanced the quality and appropri-
ateness of the research, offering another perspective.

Conclusion and implication for clinical
practice

A trustful relationship was seen as a prerequisite for
successful involvement and was highlighted as impor-
tant, due to the service users’ life situation and con-
ditions. This underpins the importance of participative
communication skills among health professionals to

promote involvement. The findings showed that MI
was described by the professionals as a way to induce
and ensure user involvement in the health conversa-
tions. However, in seeing MI and user involvement as
the same concept, one may fail to recognize that, for
some users, involvement in itself may be a goal and
not merely a means to achieving lifestyle changes.
The results also suggest that promoting the users’
autonomy and user involvement sometimes conflicts
with the professionals’ knowledge and their responsi-
bly to help the users change their living habits
through offering evidence-based services. Both find-
ings highlight the need for clarification between ser-
vice user and professionals as to what extent
involvement is desirable and achievable. Finally, the
results showed that the professionals promoted the
users’ ownership and personal responsibility in line
with the Self-Determination Theory. This highlights
the need to be aware that strengthening personal
responsibility and involvement might also inflict
blame. Our findings imply that greater emphasis
should be given to the systematic reflection and dis-
cussions among HLC professionals and their leaders
about what user involvement implies in the local HLC
context and in each user’s situation. Further research
should investigate the users’ perspectives of involve-
ment in the HLCs and look into how individual adjust-
ment and user involvement are negotiated against
resource use and standardization of services.

Acknowledgments

The authors would like to thank the health professionals
who participated in the focus group interviews for their
generous insight. Thanks to the two local health coordina-
tors for assisting with recruitment to the study. We also
would like to thank Sigrun Aasen Frigstad for helping as
an assistant moderator in two of the focus groups.

Disclosure statement

No potential conflict of interest was reported by the
authors.

Funding

This work was supported by the Research Council of Norway
under Grant number 238331, “Health Promotion –
Worthwhile? Reorienting the Community Health Care
Services”; Norges forskningsråd [238331].

Notes on contributors

Espen Sagsveen is a PhD candidate at NTNU (Norwegian
University of Science and Technology), Department of
Public Health and Nursing, with an a MSc in health science.
He is educated as a registered nurse (RN) with continuing
education as a psychiatric nurse. He is a member of the

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING 11



Center for Health Promotion Research and the research
group Patient Education and Participation at NTNU.

Marit By Rise is professor at NTNU, Department of Mental
Health, with a doctoral degree in public health. She is a
member of the research group Patient Education and
Participation at NTNU. Her main research topics are patient
experiences, health communication, user involvement and
mental health care. She is involved in two ongoing projects:
Effect of User Involvement and Return to Work. In her
research, she uses methods (research instruments) such as
qualitative methods (NVivo), controlled study and rando-
mized clinical study.

Kjersti Grønning is associate professor at NTNU, Department
of Public Health and Nursing. In her doctoral dissertation
she studied the effect of patient education for patients with
rheumatic diseases. She is a member of the Center for
Health Promotion Research and the research group Patient
Education and Participation at NTNU. She is supervising and
teaching bachelor, masters and doctoral students. She is
involved in several ongoing research projects such as
insights into improving evidence-based-practice in health
care services, involving nursing students in clinical research
settings, and the effect of simulation in nursing education.

Ola Bratås is associate professor at NTNU, Department of
Public Health and Nursing. In his doctoral dissertation he
studied the effect of lung rehabilitation for patients with
COPD (chronic obstructive pulmonary disease). He is a
member of the Center for Health Promotion Research and
the research group Patient Education and Participation at
NTNU. He is supervising bachelor, masters and doctoral
students, and is a lecturer in special pharmacology as well
as statistics/quantitative research methods. He is head of
two ongoing projects: a project investigating the effect of
simulation in nursing education, and a project investigating
students’ satisfaction with seminars during clinical practice
studies.

Ethics approval and consent to participate

The study was approved by the Data Protection Official for
Research (Project no. 43,803). Participation was voluntary,
and all signed a written consent form before taking part in
interviews.

Consent for publication

Not applicable.

Availability of data and material

The datasets used and/or analysed during the current study
are available from the corresponding author on reasonable
request.

Competing interests

The authors declare that they have no competing interests.

Authors’ contributions

All authors read and approved the final manuscript. ES and
OB contributed in terms of the study design, acquisition of

data, analysis and interpretation of data, manuscript draft,
and revision. MBR and KG contributed in terms of the study
design, analysis and interpretation of data, manuscript draft,
and revision.

ORCID
Espen Sagsveen http://orcid.org/0000-0001-9651-1451
Marit By Rise http://orcid.org/0000-0002-6780-6709
Kjersti Grønning http://orcid.org/0000-0003-4256-6339

References

Abildsnes, E., Meland, E., Mildestvedt, T., Stea, T. H., Berntsen, S.,
& Samdal, G. B. (2017). The Norwegian Healthy Life Study:
Protocol for a pragmatic RCT with longitudinal follow-up on
physical activity and diet for adults. BMC Public Health.
doi:10.1186/s12889-016-3981-1

Abildsnes, E., Meland, E., Samdal, G. B., Stea, T. H., & Mildestvedt,
T. (2016). Stakeholders expectations of Healthy Life Centers:
A focus group study. Scandinavian Journal of Public Health.
DOI:10.1177/1403494816655946

Angel, S., & Frederiksen, K. N. (2015). Challenges in achieving
patient participation: A review of how patient participa-
tion is addressed in empirical studies. International
Journal of Nursing Studies, 52(9), 1525–1538.

Antonovsky, A. (1987). Unraveling the mystery of health: How
peoplemanage stress and staywell. San Francisco: Jossey-Bass.

Antonovsky, A. (1996). The salutogenic model as a theory to
guide health promotion. Health Promotion International,
11(1), 11–18.

Arnetz, J. E., Winblad, U., Arnetz, B. B., & Höglund, A. T.
(2008). Physicians’ and nurses’ perceptions of patient
involvement in myocardial infarction care. European
Journal of Cardiovascular Nursing, 7(2), 113–120.

Arnetz, J. E., & Zhdanova, L. (2015). Patient involvement
climate: Views and behaviours among registered nurses
in myocardial infarction care. Journal of Clinical Nursing,
24(3–4), 475–485.

Barnes, M., & Cotterell, P. (2012). User involvement in ser-
vices. In M. Barnes & P. Cotterell (Eds.), Critical perspectives
on user involvement (pp. 73–77). Bristol: Policy Press.

Beresford, P. (2012). The theory and philosophy behind user
involvement. In S. Carr & P. Beresford (Eds.), Social care,
service users and user involvement (pp. 21–36). London/
Philadelphia: Jessica Kingsley Publishers.

Butler, C., & Greenhalgh, T. (2011). What is already known
about involving users in service transmission? In T.
Greenhalgh, C. Humphrey, & F. Woodard (Eds.), User invol-
vement in health care (pp. 10–27). Oxford: Blackwell
Publishing Ltd.

Capacci, S., Mazzocchi, M., Shankar, B., Macias, J. B., Verbeke, W.,
Pérez-Cueto, F. J., . . . D’addesa, D. (2012). Policies to promote
healthy eating in Europe: A structured review of policies and
their effectiveness. Nutrition Reviews, 70(3), 188–200.

Castro, E. M., Van Regenmortel, T., Vanhaecht, K., Sermeus,
W., & Van Hecke, A. (2016). Patient empowerment, patient
participation and patient-centeredness in hospital care: A
concept analysis based on a literature review. Patient
Education and Counseling, 99(12), 1923–1939.

Collins, S., Britten, N., Ruusuvuori, J., & Thompson, A.
(2007). Understanding the process of patient participa-
tion. In S. Collins, N. Britten, J. Ruusuvuori, & A.
Thompson (Eds.), Patient participation in health care con-
sultations. qualitative perspectives (pp. 3–21). Berkshire:
Open University Press.

12 E. SAGSVEEN ET AL.

https://doi.org/10.1186/s12889-016-3981-1
https://doi.org/10.1177/1403494816655946


Dent, M., & Pahor, M. (2015). Patient involvement in Europe–
A comparative framework. Journal of Health Organization
and Management, 29(5), 546–555.

Ding, D., Lawson, K. D., Kolbe-Alexander, T. L., Finkelstein,
E. A., Katzmarzyk, P. T., Van Mechelen, W., & Pratt, M.
(2016). The economic burden of physical inactivity: A
global analysis of major non-communicable diseases.
The Lancet, 388, 1311–1324. http://hdl.handle.net/
11250/2444445

England, N. H. S. (2016). Our 2015/16 annual report. Health
and high quality care for all, now and for future genera-
tion. UK: NHS England - the National Health Service
Commissioning Board. Retrieved from https://www.eng
land.nhs.uk/wp-content/uploads/2016/07/nhse-annual-
rep-201516.pdf

Følling, I. S., Solbjør, M., & Helvik, A.-S. (2015). Previous
experiences and emotionalbaggage as barriers to life-
style change - a qualitative study of Norwegian Healthy
Life Centre participants. BMC Family Practice, 16, 73.

Grieco, L. A., Sheats, J. L., Winter, S. J., & King, A. C. (2014).
Physical Activity Behavior. In K. A. Riekert, J. K. Ockene, &
L. Pbert (Eds.), The handbook of health behavior change
(4th ed., pp. 155–177). New York: Springer Publishing
Company.

Health and Care Services Act. (2011). ACT no. 30 of 24 June
2011: Act relating to municipal Health and care services,
etc. Ministry of Health Care Services. Retrieved from
https://lovdata.no/dokument/NL/lov/2011-06-24-30.

Health Authorities and Health Trusts Act. (2001). ACT no. 93
of 15 June 2001: Act relating to Health Authorities and
Health Trusts. Ministry of Health and Care Services
(MHCS). Retrieved from https://lovdata.no/dokument/
NL/lov/2001-06-15-93.

Knutsen, I. R., & Foss, C. (2011). Caught between conduct
and free choice-a field study of an empowering pro-
gramme in lifestyle change for obese patients.
Scandinavian Journal of Caring Sciences, 25(1), 126–133.

Krueger, R. A., & Casey, M. A. (2015). Focus groups: A
practical guide for applied research. (5th ed.).
Thousand Oaks, CA: Sage publications.

Larsson, I., Liljedahl, K., & Gard, G. (2010). Physiotherapists’
experience of client participation in physiotherapy
interventions: A phenomenographic study. Advances in
Physiotherapy, 12(4), 217–223.

Lerdal, A., Celius, E. H., & Pedersen, G. (2013). Prescribed
exercise: A prospective study of health-related quality
of life and physical fitness among participants in an
officially sponsored municipal physical training pro-
gram. Journal of Physical Activity and Health, 10(7),
1016–1023.

Leske, S., Strodl, E., & Hou, X.-Y. (2012). Patient–
Practitioner relationships desired by overweight/obese
adults. Patient Education and Counseling, 89(2), 309–
315.

Longtin, Y., Sax, H., Leape, L. L., Sheridan, S. E., Donaldson,
L., & Pittet, D. (2010). Patient participation: Current
knowledge and applicability to patient safety. Mayo
Clinic Proceedings, 85(1), 53–62.

Malterud, K. (2012). Systematic text condensation: A strat-
egy for qualitative analysis. Scandinavian Journal of
Public Health, 40(8), 795–805.

Malterud, K., & Tonstad, S. (2009). Preventing obesity:
Challenges and pitfalls for health promotion. Patient
Education and Counseling, 76(2), 254–259.

Malterud, K., & Ulriksen, K. (2011). Obesity, stigma, and
responsibility in health care: A synthesis of qualitative
studies. International Journal of Qualitative Studies on
Health and Well-Being, 6(4). doi:10.3402/qhw.v6i4.8404

Millar, S. L., Chambers, M., & Giles, M. (2016). Service user
involvement in mental health care: An evolutionary
concept analysis. Health Expectations: an International
Journal of Public Participation in Health Care and Health
Policy, 19(2), 209–221.

Miller, W. R., & Rollnick, S. (2009). Ten things that motiva-
tional interviewing is not. Behavioural and Cognitive
Psychotherapy, 37(02), 129–140.

Miller, W. R., & Rollnick, S. (2013). Motivational interviewing:
Helping people change. (3rd ed.) New York: Guilford Press.

Miller, W. R., & Rose, G. S. (2009). Toward a theory of motiva-
tional interviewing. American Psychologist, 64(6), 527.

Ministry of Health and Care Services. (2009). St.meld. nr.
47 (2008-2009) The coordination reform. Proper treat-
ment - at the right place and right time. Retrieved
from https://www.regjeringen.no/contentassets/
d4f0e16ad32e4bbd8d8ab5c21445a5dc/no/pdfs/
stm200820090047000dddpdfs.pdf

Ministry of Health and Care Services. (2011). Meld. St. 16
(2010–2011) National health and care plan (2011–2015).
Retrieved from https://www.regjeringen.no/no/doku
menter/meld-st-16-20102011/id639794/.

Ministry of Health and Care Services. (2013a). Meld. St. 29
(2012-2013) Morgendagens Omsorg (Future Care).
Retrieved from https://www.regjeringen.no/no/dokumen
ter/meld-st-29-20122013/id723252/.

Ministry of Health and Care Services. (2013b). NCD-strat-
egy 2013-2017. Oslo: Ministry of Health and Care
Services.

Ministry of Health and Care Services. (2015a). Meld. St. 19
(2014-2015) Folkehelsemeldingen - Mestring og muligh-
eter (Public Health Report - Coping and Possibilities).
Retrieved from https://www.regjeringen.no/no/doku
menter/meld.-st.-19-2014-2015/id2402807/.

Ministry of Health and Care Services. (2015b). Meld. St. 26
(2014-2015) Fremtidens primærhelsetjeneste – Nærhet og
helhet (The primary health and care services of tomorrow
– Localised and integrated). Retrieved from https://www.
regjeringen.no/no/dokumenter/meld.-st.-26-2014-2015/
id2409890/sec1

Mockford, C., Staniszewska, S., Griffiths, F., & Herron-Marx,
S. (2012). The impact of patient and public involvement
on UK NHS health care: A systematic review.
International Journal for Quality in Health Care, 24(1),
28–38.

NHS England/Public Participation Team. (2015). Patient and
Public Participation Policy. UK Retrieved from https://
www.england.nhs.uk/wp-content/uploads/2015/11/ppp-
policy.pdf.

OECD. (2015). Cardiovascular Disease and Diabetes: Policies
for Better Health and Quality of Care. OECD Health Policy
Studies. Paris: OECD Publishing.

Olsson, S. J., Börjesson, M., Ekblom-Bak, E., Hemmingsson, E.,
Hellénius, M.-L., & Kallings, L. V. (2015). Effects of the
Swedish physical activity on prescription model on
health-related quality of life in overweight older adults: A
randomised controlled trial. BMC Public Health, 15(1), 687.

Patient- and Users’ Rights Act. (1999). ACT no. 63 of 2 July
1999: Act relating to patients’ and users` rights. Retrieved
from https://lovdata.no/dokument/NL/lov/1999-07-02-
63?q=pasient%20og%20bruker.

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING 13

http://hdl.handle.net/11250/2444445
http://hdl.handle.net/11250/2444445
https://www.england.nhs.uk/wp-content/uploads/2016/07/nhse-annual-rep-201516.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/07/nhse-annual-rep-201516.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/07/nhse-annual-rep-201516.pdf
https://lovdata.no/dokument/NL/lov/2011-06-24-30
https://lovdata.no/dokument/NL/lov/2001-06-15-93
https://lovdata.no/dokument/NL/lov/2001-06-15-93
https://doi.org/10.3402/qhw.v6i4.8404
https://www.regjeringen.no/contentassets/d4f0e16ad32e4bbd8d8ab5c21445a5dc/no/pdfs/stm200820090047000dddpdfs.pdf
https://www.regjeringen.no/contentassets/d4f0e16ad32e4bbd8d8ab5c21445a5dc/no/pdfs/stm200820090047000dddpdfs.pdf
https://www.regjeringen.no/contentassets/d4f0e16ad32e4bbd8d8ab5c21445a5dc/no/pdfs/stm200820090047000dddpdfs.pdf
https://www.regjeringen.no/no/dokumenter/meld-st-16-20102011/id639794/
https://www.regjeringen.no/no/dokumenter/meld-st-16-20102011/id639794/
https://www.regjeringen.no/no/dokumenter/meld-st-29-20122013/id723252/
https://www.regjeringen.no/no/dokumenter/meld-st-29-20122013/id723252/
https://www.regjeringen.no/no/dokumenter/meld.-st.-19-2014-2015/id2402807/
https://www.regjeringen.no/no/dokumenter/meld.-st.-19-2014-2015/id2402807/
https://www.regjeringen.no/no/dokumenter/meld.-st.-26-2014-2015/id2409890/sec1
https://www.regjeringen.no/no/dokumenter/meld.-st.-26-2014-2015/id2409890/sec1
https://www.regjeringen.no/no/dokumenter/meld.-st.-26-2014-2015/id2409890/sec1
https://www.england.nhs.uk/wp-content/uploads/2015/11/ppp-policy.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/11/ppp-policy.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/11/ppp-policy.pdf
https://lovdata.no/dokument/NL/lov/1999-07-02-63?q=pasient%20og%20bruker
https://lovdata.no/dokument/NL/lov/1999-07-02-63?q=pasient%20og%20bruker


Phillips, N. M., Street, M., & Haesler, E. (2016). A systematic
review of reliable and valid tools for the measurement of
patient participation in healthcare. BMJ Quality & Safety,
25(2), 110–117.

Phillips, R. L., Short, A., Kenning, A., Dugdale, P., Nugus, P.,
McGowan, R., & Greenfield, D. (2015). Achieving patient-
centred care: The potential and challenge of the patient-as-
professional role. Health Expectations, 18(6), 2616–2628.

Riley, L., Guthold, R., Cowan, M., Savin, S., Bhatti, L., Armstrong,
T., & Bonita, R. (2016). The World Health Organization
STEPwise approach to noncommunicable disease risk-fac-
tor surveillance: Methods, challenges, and opportunities.
American Journal of Public Health, 106(1), 74–78.

Rise, M. B., Solbjør, M., Lara, M. C., Westerlund, H., Grimstad, H., &
Steinsbekk, A. (2013). Same description, different values. How
service users and providers define patient and public involve-
ment in health care. Health Expectations, 16(3), 266–276.

Rise, M. B., & Steinsbekk, A. (2016). Long term effect on
professionals’ knowledge, practice and attitudes towards
user involvement four years after implementing an orga-
nisational development plan: a controlled study. PLoS
One, 11(3), e0150742.

Rise, M. B., Westerlund, H., Bjørgen, D., & Steinsbekk, A.
(2014). Safely cared for or empowered in mental health
care? Yes, please. International Journal of Social Psychiatry,
60(2), 134–138.

Rödjer, L., Jonsdottir, I. H., & Börjesson, M. (2016). Physical
activity on prescription (PAP): Self-reported physical activ-
ity and quality of life in a Swedish primary care popula-
tion, 2-year follow-up. Scandinavian Journal of Primary
Health Care, 34(4), 443–452.

Rollnick, S., Miller, W. R., & Butler, C. C. (2008). Motivational
interviewing in health care: helping patients change beha-
vior. New York: Guilford Press.

Romøren, T. I., Torjesen, D. O., & Landmark, B. (2011).
Promoting coordination in Norwegian health care.
International Journal of Integrated care, 11(Special 10th
Anniversary Edition) (pp. e127).

Ryan, R. M., & Deci, E. L. (2000). Self-determination theory
and the facilitation of intrinsic motivation, social devel-
opment, and well-being. American Psychologist, 55(1), 68.

Ryan, R. M., & Deci, E. L. (2017). Self-determination theory:
basic psychological needs in motivation, development, and
wellness (1 ed.). New York: The Guilford Press.

Sahlsten, M. J., Larsson, I. E., Sjöström, B., & Plos, K. A. (2009).
Nurse strategies for optimising patient participation in
nursing care. Scandinavian Journal of Caring Sciences, 23
(3), 490–497.

Samdal, G. B, Eide, G. E, Barth, T, Williams, G, & Meland, E.
(2017). Effective behaviour change techniques for physi-
cal activity and healthy eating in overweight and obese
adults; systematic review and meta-regression analyses.
International Journal Of Behavioral Nutrition and Physical
Activity, 14(1), 42. doi: 10.1186/s12966-017-0494-y

Shortus, T., Kemp, L., McKenzie, S., & Harris, M. (2013). ‘Managing
patient involvement’: Provider perspectives on diabetes deci-
sion-making. Health Expectations, 16(2), 189–198.

Snyder, H., & Engström, J. (2016). The antecedents, forms
and consequences of patient involvement: A narrative
review of the literature. International Journal of Nursing
Studies, 53, 351–378.

Solbjør, M., Rise, M. B., Westerlund, H., & Steinsbekk, A.
(2013). Patient participation in mental healthcare: When

is it difficult? A qualitative study of users and providers in
a mental health hospital in Norway. International Journal
of Social Psychiatry, 59(2), 107–113.

Solbjør, M., & Steinsbekk, A. (2011). User involvement in
hospital wards: Professionals negotiating user knowl-
edge. A qualitative study. Patient Education and
Counseling, 85(2), e144–e149.

Sommer, I., Griebler, U., Mahlknecht, P., Thaler, K., Bouskill,
K., Gartlehner, G., & Mendis, S. (2015). Socioeconomic
inequalities in non-communicable diseases and their risk
factors: An overview of systematic reviews. BMC Public
Health. doi:10.1186/s12889-015-2227-y

Sørensen, J., Sørensen, J. B., Skovgaard, T., Bredahl, T., &
Puggaard, L. (2011). Exercise on prescription: Changes in
physical activity and health-related quality of life in five
Danish programmes. The European Journal of Public Health,
21(1), 56–62.

Staley, K. (2015). ‘Is it worth doing?’ Measuring the impact of
patient and public involvement in research. Research
Involvement and Engagement, 1(1), 6.

Taylor, K. (2009). Paternalism, participation and partnership
—The evolution of patient centeredness in the consulta-
tion. Patient Education and Counseling, 74(2), 150–155.

Tenbensel, T. (2010). Virtual special issue introduction:
Public participation in health policy in high income coun-
tries – A review of why, who, what, which, and where?
Social Science & Medicine, 71(9), 1537–1540.

The Norwegian Directorate of Health. (2016). Veileder for
kommunale frisklivssentraler – Etablering, organisering og
tilbud (Guidelines for establishing, organizing and content
of municipal healthy life centres). Oslo: Author.

Thompson, A. G. (2007). The meaning of patient involve-
ment and participation in health care consultations: A
taxonomy. Social Science & Medicine, 64(6), 1297–1310.

Tobiano, G., Bucknall, T., Marshall, A., Guinane, J., & Chaboyer,
W. (2015). Nurses’ views of patient participation in nursing
care. Journal of Advanced Nursing, 71(12), 2741–2752.

Tobiano, G., Marshall, A., Bucknall, T., & Chaboyer, W. (2015).
Patient participation in nursing care on medical wards: An
integrative review. International Journal of Nursing Studies, 52
(6), 1107–1120.

Tobiano, G., Marshall, A., Bucknall, T., & Chaboyer, W. (2016).
Activities patients and nurses undertake to promote patient
participation. Journal of Nursing Scholarship, 48, 362–370.

Tritter, J. Q. (2009). Revolution or evolution: The challenges
of conceptualizing patient and public involvement in a
consumerist world. Health Expectations, 12(3), 275–287.

Tritter, J. Q., & McCallum, A. (2006). The snakes and ladders
of user involvement: Moving beyond Arnstein. Health
Policy, 76(2), 156–168.

United Nations. (2015). Transforming our world: The 2030
agenda for sustainable development. Retrieved from New
York, NY: https://sustainabledevelopment.un.org/
post2015/transformingourworld

WHO. (1986). The ottawa charter for health promotion.
Retrieved from http://www.who.int/healthpromotion/con
ferences/previous/ottawa/en/

WHO. (2009). Global health risks: Mortality and burden of
disease attributable to selected major risks (9241563877).
Retrieved from http://www.who.int/healthinfo/global_bur
den_disease/GlobalHealthRisks_report_full.pdf

WHO. (2013). Global ation plan for the prevention and control
of noncommunicable diseases 2013-2020. Retrieved from

14 E. SAGSVEEN ET AL.

https://doi.org/10.1186/s12966-017-0494-y
https://doi.org/10.1186/s12889-015-2227-y
https://sustainabledevelopment.un.org/post2015/transformingourworld
https://sustainabledevelopment.un.org/post2015/transformingourworld
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/
http://www.who.int/healthinfo/global_burden_disease/GlobalHealthRisks_report_full.pdf
http://www.who.int/healthinfo/global_burden_disease/GlobalHealthRisks_report_full.pdf


Geneva http://apps.who.int/iris/bitstream/10665/94384/
1/9789241506236_eng.pdf?ua=1

WHO. (2014). Global status report on noncommunicable dis-
eases Retrieved from Geneva http://www.who.int/nmh/
publications/ncd_report_full_en.pdf

WHO. (2015, January). Noncommunicable diseases. Fact sheet.
Retrieved from http://www.who.int/mediacentre/factsheets/
fs355/en/

Wiig, S., Storm, M., Aase, K., Gjestsen, M. T., Solheim, M.,
Harthug, S., . . . Fulop, N. (2013). Investigating the use of
patient involvement and patient experience in quality
improvement in Norway: Rhetoric or reality? BMC Health
Services Research, 13(1), 1.

Williamson, L. (2014). Patient and citizen participation in
health: The need for improved ethical support. The
American Journal of Bioethics, 14(6), 4–16.

INTERNATIONAL JOURNAL OF QUALITATIVE STUDIES ON HEALTH AND WELL-BEING 15

http://apps.who.int/iris/bitstream/10665/94384/1/9789241506236_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/94384/1/9789241506236_eng.pdf?ua=1
http://www.who.int/nmh/publications/ncd_report_full_en.pdf
http://www.who.int/nmh/publications/ncd_report_full_en.pdf
http://www.who.int/mediacentre/factsheets/fs355/en/
http://www.who.int/mediacentre/factsheets/fs355/en/

	Abstract
	Introduction
	Methods
	Setting and sampling
	Data collection
	Data analysis

	Results
	Involving users through motivational interviewing
	Building a good and trustful relation with the user
	Assessing and adjusting to the user’s needs and life situation
	Strengthening the user’s ownership and participation in the lifestyle change process

	Discussion
	Respect, trust and working in partnership
	Involvement through the practice of MI
	Professionals’ knowledge and role versus involvement of the user
	Involvement as personal responsibility
	Strengths and limitations

	Conclusion and implication for clinical practice
	Acknowledgments
	Disclosure statement
	Funding
	Notes on contributors
	Ethics approval and consent to participate
	Consent for publication
	Availability of data and material
	Competing interests
	Authors’ contributions
	References



