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Aim: With the overall objective to develop future strategies for a more health-promoting health 

service in Sweden, the aim of this paper was to describe how health personnel view barriers 

and possibilities for having a health-promoting role in practice.

Materials and methods: Seven focus group discussions were carried out with a total of 

34 informants from both hospital and primary health care settings in Sweden. The informants 

represented seven professional groups; counselors, occupational therapists, assistant nurses, 

midwives, nurses, physicians, and physiotherapists. The data were analyzed using qualitative 

content analysis.

Results: The analysis resulted in one major theme “If we only got a chance”. The theme 

captures the health professionals’ positive view about, and their willingness to, develop a health-

promoting and/or preventive role, while at the same time feeling limited by existing values, 

structures, and resources. The four categories, “organizational commitment to a paradigm 

shift”, “recognition of staff as health-promoting instruments”, “a balance between resources 

and tasks”, and “freedom of action” capture what is needed for implementing and increasing 

health promotion and preventive efforts in the health services.

Conclusions: The study indicates that an organizational setting that support health promotion 

is still to be developed. There is a need for a more explicit leadership with a clear direction 

towards the goal of “a more health–promoting health service” and with enough resources for 

achieving this goal.

Keywords: qualitative methods, health promotion, health care professionals, health service, 

perceptions

Introduction
The Ottawa Charter has been guiding the goals and concepts of health promotion 

during the past 20 years and has thus been a part of shaping a global public health 

practice.1 One of the five actions identified was re-orienting health services towards 

a better balance between health promotion, disease prevention and treatment, and to 

include a focus on population health outcomes alongside individual health outcomes. 

However, it seems that this strategy has been the least systematically implemented. 

Across the world, the role and structure of health systems continues to be dominated 

by the provision of care for acute and chronic conditions.2

The principles and concepts of the Ottawa Charter are reflected in the new Swedish 

national public health strategy, adopted by the Parliament (Riksdag) in 2003 and 

updated in 2008.3,4 One of the 11 objectives focuses on “A more health-promoting 

health service” and underlines that health services need to be more health-oriented. 
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This implies a shift in perspective towards a holistic view of 

people’s health and a transition to a more health-promoting 

and preventive service.

The adoption of the Swedish public health policy was 

not linked to an increase in monetary resources.5 A rough 

estimate is that only 5% of the total health and medical care 

costs are spent on preventive measures.6 As a consequence 

of a growing gap between demands and resources, health 

services today are becoming more and more overloaded. 

Transferring patient care from the hospitals to primary care 

creates greater difficulties for those services to carry out 

active public health work. Disease-oriented assignments have 

received greater funding whereas preventative measures have 

been cut down.7

The health service is a complex organization with several 

important factors affecting its ability to live up to goals and 

assignments. Apart from the resources invested into health 

promotion, the structure and modes of working are likely to 

influence the possibilities for a preventive and health promo-

tion orientation.6

According to Kouzes and Mico, the organization is 

comprised of three distinct and conflicting domains; policy, 

management, and service domains.8 Each domain operates 

by principles, norms, success measures, structural arrange-

ments, and work modes which are incongruent with the 

others and inhibits the development of a common vision 

of the organization.8 The service domain in turns consists 

of several professional groups that may have different 

sets of values, aims, and demands specific to their own 

interests.

This paper focuses on the service domain since health 

professionals play a key role in implementing the goal of 

“a more health-promoting health service”. Consequently, 

their approach to, and knowledge about, health promotion 

will greatly influence how the goal will be applied in the 

future.

This study is part of a larger project with the objective to 

develop future strategies for a more health-promoting health 

service. The aim of this substudy is to describe how health 

care professionals view barriers and possibilities for having 

a health-promoting role in practice.

Material and method
The study had a qualitative research design. Focus group 

discussions were chosen for data collection since they 

allow utilization of the group dynamic and are well suited 

for exploring people’s views and experiences of concrete 

phenomena as well as of more abstract concepts.9

study setting
The study was performed in the county of Västerbotten, 

located in northern Sweden. The county council administers 

three hospitals and 35 community health care centers.

sampling of informants
The health professionals were regarded as a “group” since 

the aim was to capture the range of experiences and views 

among them. In the purposive sampling, efforts were made 

to include men and women from different professional 

groups and health care settings; the actual selection was 

facilitated by three key persons working at the county 

council administration. In collaboration with the research 

group, they suggested participants to invite and contacted 

them by mail.

Data collection
In total, seven focus groups were organized, with a total of 

34 informants, of which nine were men. The professional 

groups were represented by one counselor, two occupational 

therapists, two physiotherapists, four assistant nurses, five 

midwives, 10 nurses, and 10 physicians. The participants 

working experiences included primary health care (including 

child health services, maternal health care and home nursing) 

and different hospital settings; dementia care, emergency 

care, gynecology and obstetrics, intensive care, medicine, 

orthopedics, palliative care, psychiatry, rehabilitation and sur-

gery. The groups varied from four to six participants, with five 

groups being homogeneous and two mixed in terms of profes-

sion. The homogeneous consisted of midwifes (one group), 

nurses (two groups), and physicians (two groups) whereas 

the remaining mixed groups included informants from the 

other professions. The discussions were conducted in set-

tings situated within the three hospital premises and lasted 

approximately two hours. In order to obtain a relaxed and 

comfortable atmosphere, a joint lunch was arranged before 

initiation of the data collection, where the participants were 

given an opportunity to introduce themselves for each other. 

Three members of the research team took turns in being the 

“moderator” and the assisting observer/recorder. A thematic 

guide was used focusing on five themes; the concept of 

health, the concept of health promotion, health promotion in 

practice, health-promoting leadership and health-promoting 

workplace. To facilitate the discussion the participants were 

asked individually to write down three wishes for future 

health-promoting health services before reflecting about 

their thoughts together as a group. This paper is based on the 

theme “health promotion in practice”. Barriers for having a 
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health-promoting role were not specifically asked for, but 

spontaneously articulated and probed when discussing the 

subthemes; the meaning of health-promoting services, work-

ing with health promotion, developing the health-promoting 

role, and desires for the future.

Data analysis
The focus group discussions were taped and transcribed ver-

batim. The transcriptions were read through several times 

for familiarization with the material and to obtain a sense 

of the whole. Statements dealing with factors influencing 

the professional’s role for health promotion were identi-

fied and analyzed using an inductive approach of qualita-

tive content analysis.10,11 Words and sentences containing 

aspects related to each other were labeled with codes close 

to the text. Codes with similar content were then developed 

into subcategories and categories. Finally, a theme based 

on the text as a whole was formulated. Throughout the 

analysis process, the whole research group was involved 

in reading and interpreting the material. The actual coding 

was performed by the first author (HJ), but discussed in 

“peer-debriefing” sessions to enhance the trustworthiness 

of the research findings.

ethical considerations
The aim of the research project together with the focus 

group methodology was described to the participants in 

an invitation letter. Permission to take part in the study 

without deduction from salary was granted by the employer 

but no other incentive was offered. They were all informed 

that the participation was voluntary and that confidentiality 

would be secure throughout the research process. Prior to 

the discussions the participants were reminded about the 

confidentiality issue and encouraged to agree that the views 

shared would remain with the group. The study was approved 

by local Ethics Committee at the Faculty of Medicine, Umeå 

University (Um dnr 03-133).

Results
The analysis resulted in one major theme “If we only got 

a chance” capturing the health professionals´ positive 

view about health promotion and/or disease preventiona 

being an important aspect of their professional role. They 

described health-promoting work as enjoyable, stimulating 

and meaningful, bringing benefits both to themselves and 

to the patients. However, they also believed that the health 

service has a health-promoting potential that is not optimally 

utilized. They often felt frustrated and restricted, realizing 

the great demands of health-promoting activities and how 

cost-effective it would be, both from a health services and a 

societal perspective. Their written wishes for future health 

promotion services clearly indicated a need for change at 

different levels in the health system.

Figure 1 summarizes the main finding, and also illustrates 

the categories (bold) and the subcategories (normal) that cap-

ture what is needed for implementing and increasing health 

promotion and preventive efforts in the health service. The 

result presentations follow these headings and direct quota-

tions from the discussions are included to indicate how the 

interpretation is grounded in the data.

Organizational commitment 
to a paradigm shift
The health professionals argued that a more health-promoting 

health service implies completely new ways of thinking and 

working. It calls for great changes; a paradigm shift. This 

holds for all parts and levels of the organization.

Make health promotion a prioritized assignment
It was obvious that the health professionals were holding the 

health care management responsible for creating legitimacy 

and for prioritizing health promotion. They wanted direc-

tional signals from the “decision-makers” to pave the way 

and show that they take health promotion seriously.

Then we have to have the possibility to work in such a way 

that we wish to work, out towards the population, more 

groups, we try as well as we can but despite everything they 

stand there and have to have the traditional health care also, 

that is a thing for those who lead this “monstrosity” to turn 

this vessel a little bit.

The informants were unable to identify that leadership 

had prioritized preventive and health-promoting efforts.

From the leadership side one has the expectation that health 

care must fix everything that is scientifically proven ... and 

that means that one places all one’s energy on increasing 

our health-caring ability, one places all energy there and 

does not create space, does not assign resources in order 

to work in a health-promoting manner.

Change the view on efficiency
Health promotion efforts were not only viewed as specific, 

planned and measurable activities but also as natural elements 

integrated into daily work and as an attitudinal approach 

aThe distinction between health promotion and disease prevention efforts 
and the willingness to take on a preventive role but not a health promotion 
role has been described in another paper.12
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in meeting with patients. What happens in the interaction 

between a care-provider and a care-seeker might be hard to 

measure and value. Health-promoting efforts were also gener-

ally associated with higher quality of care and engagement; 

and engagement was perceived as time-consuming. The 

productivity thinking where the efficiency is measured by 

quantity was therefore regarded a barrier to a health promotion 

approach.

No one has even tried to measure what we do; rather, we 

are still stuck in the 30- to 40-year-old system where we 

measure the quantity of efficiency.

Allow a holistic and salutogenic view on health
The health professionals stressed that a health-promoting 

perspective implies a comprehensive view on human life 

where the individual has to be considered as a whole. This 

type of holistic approach was seen as being restricted by a 

strained economic situation where cost has precedence over 

patient concerns. The health care’s long tradition of trouble-

shooting with demands for diagnosing and confirming illness 

for sick leave purposes was also seen as posing a barrier to 

a more salutogenic approach.

Therefore, this sabotages our possibility to be salutogenic 

because we must concentrate on truly finding a diagnosis 

that can be written on the certificate.

Accordingly, a health-promoting perspective claims a 

shift from costs to human concerns as well as a shift from 

focusing on problems and risk factors to seeing possibilities, 

resources and factors that keep people healthy.

A holistic view where health promotion is the focus, of 

course, puts new demands on the staff. Our informants saw 

the need for acknowledging new professional groups both 

within and outside the health services.

Recognition of staff as health-promoting 
instruments
Promoting health in others was described as an “advanced 

task” and the health professionals regarded themselves as 

their most important working tool.

encourage well-being and strength
The health professionals indicated that they used themselves 

as instruments to promote health in others which required a 

sense of well-being and strength; they had to feel “at their 

best” to be able to perform well.

When it pertains to health-promoting health care, I can’t 

refrain from highlighting the health of staff. It is, despite 

everything, ourselves we use as instruments so that our 

patients will feel better. And if the staffs are overcome 

with stress, heavy workload, too great demands, and an 

unclear organization, then we are not good staff. All the 

techniques that we use are essentially bullshit because the 

important thing is what we give of ourselves, and if one 

doesn’t feel well oneself, is too stressed, and feels poorly, 

then one is not a good health care professional. That’s just 

the way it is.

A balance between resources and tasks 
Allocate time 

Take one step at a time 

Organizational commitment to a paradigm shift
Make health promotion a prioritized assignment 

Change the view on efficiency 
Allow a holistic and salutogenic view on health 

If we only 
got a 

chance

Freedom of action 
Simplify the decision-making process 

Accept new creative ideas 

 Rely on co-workers ability

Recognition of staff as health 
promoting instruments 

Encourage well-being and strength 

Foster reflection and learning 

Utilize existing health promotion- 
competence

Figure � A summary of the main findings.
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A positive attitude among the personnel was also seen as 

indirectly promoting the health of the patients. Personnel hav-

ing a good time and laughing at work were seen to transmit 

positive energy to the patients.

We had a patient who was in a four-person room ... this is 

what she said when I brought the lunch ... “it is so fun to 

hear how you sit and laugh in the staff room when you have 

coffee in the morning, because everyone laughs so heartily”, 

and she means that she feels that she becomes alert when she 

heard how we sat and laughed and had fun at work.

The health professionals gave several examples of the nega-

tive health impact of their own working environment. They 

criticized the management for not taking the responsibility for 

creating conditions that support the health of their own staff. 

They claimed that the “wellness thinking”, which they tried to 

convey to the patients was absent at the management level.

Foster reflection and learning
Space and time for reflection and discussion was described 

as prerequisites for individual and organizational change and 

development. However, according to the health professionals, 

this space and time had become more and more restricted.

The time for reflection has disappeared ... there isn’t the 

opportunity.

Our informants did not express that lack of competence 

was the main barrier to health promotion. However, a few of 

them spoke about a need for more knowledge about health 

determinants and a need for improving their communica-

tion skills.

I think we need more and new knowledge about what 

promotes health and the causes for ill-health. We also need 

more knowledge about how to deal with this in practice so 

that we can contribute to give people back the power over 

their own health.

Something one has to learn as a doctor: how I talk to a 

person without taking on all the responsibility myself? 

A great portion comes from the individuals themselves and 

that is something one wants to teach oneself to pick out, 

and we can’t do that today, at least not me.

In general, the possibilities for professional development 

were described as minimal. There were limited opportunities 

for both collegial exchange and for participating in courses.

Utilize existing health promotion competence
The under utilization of existing health promotion compe-

tence and ideas was perceived as a much larger problem 

than lack of competence. Enabling collegial exchange and 

encouraging co-workers to make use of their competence 

was seen as most essential.

A balance between resources 
and assignments
Allocate time
Lack of time was seen as a key barrier to be actively involved 

in health promotion. The last years’ rationalizations had 

meant more tasks to be accomplished in a shorter time span, 

with no room for further assignments.

When one cuts in the same breath, one cannot conduct 

development and research, one cannot take away the queues, 

one cannot increase the accessibility to health care ... yes, 

and then it is not fun for us who work with health and medi-

cal care other than as a utopia.

Besides limited opportunities for reflection and profes-

sional development, lack of time often meant that preventive 

measures were cut down to keep up with more immediate 

disease-oriented assignments. One informant argued that 

preventive work was seriously threatened and at risk of being 

totally taken out of the health service.

One has to save those who are sick and then one does not have 

the time to prevent, which means that even more become sick 

so that one has even more to take care of. So this prevention 

work does not amount to anything but perhaps one has to 

lift it out of the health service in some way.

Restricted time in consultations with patients also posed 

a risk for incorrect measures and for increased re-visits. An 

increased medicalization of the patient´s concerns could 

also follow since prescriptions of drugs may be perceived 

as less strenuous than carrying on a conversation with the 

patient.

I believe that I and many others with me would work 

towards health promotion if we refrained from prescribing 

medicine, for example, and instead, shaping more the right 

expectations that this condition does not need any treatment, 

the body is good at healing itself ... That one works more 

with that but that requires more words, it requires more 

effort from the doctor’s part than writing a prescription, but 

I think that it is much more health promoting.

The health professionals underscored how more time 

will contribute to an overall improved quality of the health 

services, possibilities for having a proactive stance and being 

supportive to patients and relatives. Furthermore, it would 

improve the prospects for collegial support as well as engage-

ment in development/improvement efforts. Accordingly, they 
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saw a clear need for additional resources or re-allocation of 

available resources.

Take one step at a time
The health professionals pointed out that a health-promot-

ing vision/assignment must be realistic and based on avail-

able resources. Aiming too high was considered as utopian 

and provoking. Thus, the work for change towards a more 

health-promoting health service must be considered as a 

long-term process. It was regarded as important to look 

beyond the next fiscal year. Moreover, the aim must be 

built on, by feasible subtargets, describing what shall be 

achieved year by year. They underscored that the long-term 

approach requires organizational stability concerning politi-

cal control, organization of work and budget planning. The 

current constant organizational changes were described as 

devastating, breaking down functional work groups and 

modes of working.

Freedom of action
Even though the health professionals wished for guidelines, 

they called for freedom of action in their practice. They were 

full of suggestions with respect to the implementation; ideas 

that were just waiting to be utilized. Directives from above 

were seen as only causing frustration while a bottom-up 

perspective was considered effective.

Sometimes I think that this county council is too fond of it 

coming from above instead of actually taking advantage of 

the visions that exist. If this county council is going to be 

promoting health then one must begin out there.

simplify the decision-making process
Freedom of action demanded a simplification of the decision-

making process. The health professionals felt that they pos-

sess the will and knowledge about what to do but the system 

is too bureaucratic and hierarchical. They talked about the 

need for a slimmer organization and were not reluctant to 

suggest placement of the health service under private owner-

ship as an alternative.

The will is there but the system is so difficult; there are 

too many rules, laws, musts, it just isn’t possible to work 

any other way.

Accept new, creative ideas
Freedom of action about how to extend the health-promoting 

role in their own units also implied greater acceptance of new 

ideas and creativity.

One does not receive acceptance for different ways of 

thinking or that one wants to do something, try something. 

And it is never possible to do anything other than that which 

is already decided.

Rely on co-workers’ ability
Finally the health professionals demanded that the manage-

ment should rely more on the co-workers’ ability to carry 

out their work adequately. A failure should not be seen as 

“a big deal” but as better than not trying at all.

There is no confidence or trust that we will be able to do 

things independently.

Discussion
Methodological considerations
This study started off with focus group discussions with phy-

sicians and nurses. However, to be able to mirror the range 

and variation in perceptions among a broader group of health 

professionals, we decided to include occupational therapists, 

counselors, physical therapists, assistant nurses and mid-

wives in the study. We considered including psychologists 

and dieticians also, but because the two last discussions 

did not generate much new information we decided not to. 

Because our aim was not to compare the views of different 

professional groups, the over-representation of physicians 

and nurses was not regarded crucial but created an aware-

ness of the importance to also include views from the other 

groups in the analysis. A strength of the overall study is the 

interdisciplinary competence represented in the research team 

(nursing, medicine, physiotherapy, social work, and staff 

management) which enriched the peer-debriefing sessions, 

regularly held during the analytical process.

Results discussion
In our study the health professionals were able to identify 

health promotion and/or disease prevention as an impor-

tant aspect of their professional role and the majority 

also expressed a need and a desire for an enhanced health 

promotion practice. The will or desire to act is an essential 

component of individual and organizational health promo-

tion capacities.13,14 The perceived need of an enhanced health 

promotion practice can act as an important driving force for 

change. However this driving force was limited among our 

informants, who experienced a range of organizational and 

working conditions that negatively influenced their efforts 

to practice health promotion and engage in improvement/

development work. The perceived gap between the desire 
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to work more with health promotion and prevention and the 

perceived possibilities resulted in a sense of frustration and 

resignation accompanied by a feeling of disempowerment 

within the system.

International research has indicated that the capacity of 

health professionals to engage in health promotion work is 

influenced by factors over which they have limited control. 

These factors are largely determined by the characteristics 

of the organization.15

Organizational structures that provide resources, support 

and the opportunity to learn and develop are empowering and 

enable employees to accomplish their work.16 They will be 

more committed to the organization and consequently more 

productive and effective in meeting organizational goals. 

Organizational commitment is of particular importance to 

health care organizations where employees are struggling 

to maintain high-quality patient care with fewer resources.17 

Thus, it is important for the health services management to 

encourage commitment by ensuring that structures are in 

place to allow accomplishment of meaningful goals.17

A more health-promoting health service implies 

changes on an individual as well as on an organizational 

level.18,19 Our informants stressed that it requires com-

pletely new ways of thinking and working and that it calls 

for great changes in the whole organization. Having a 

vision, a plan of where to go is not enough. One must also 

consider the process of how to get there.19 As indicated by 

our informants, directives from “above” do not always get 

a friendly reception. The reason is that the primary driving 

force for change is from staff needs and ideas.20 A sense 

of ownership and autonomy with regard to one’s work are 

important motivational factors.15 Involving staff at all levels 

in the change process is therefore an important component 

of organizational change framework.15

The process of change requires allocation of time. As 

pointed out by our informants, it must be possible to reflect 

and discuss thoughts and ideas. Yet, due to production “always 

being prioritized”, it is difficult to find time for it. Leaders and 

staff must therefore create space and allocate time for this task 

in the everyday workload otherwise there is a risk of failure 

in an already overburdened work situation.21

The health professionals called for freedom of action in 

their practice which demands a simplification of the decision-

making process. This is in line with the domain theory as 

described by Kouzes and Mico.8 The theory suggests that 

the management domain is dominated by “technocratic 

bureaucracy”; meaning that the governing principles are 

hierarchical control and coordination. The service providers 

also see themselves as having rights to control what they 

define as their professional domain. They consider themselves 

capable of self-governance and believe they have the exper-

tise to respond to the needs of the client. Thus, they demand 

autonomy. Since decisions made in each domain impact upon 

the other, each struggles to maintain integrity and seeks to 

balance the power in the system. According to Kouzes and 

Mico, tensions and conflicts between the domains are almost 

continually present.8

The fact that lack of time and resources was identified as 

one of the core constraints is well recognized by others.22–33 The 

health professionals agreed that there is a need for more staff to 

improve the chances of a more health-promoting health service. 

There is simply a need of “more horses to pull the wagon” as 

one of the health professionals expressed it. A reasonable bal-

ance between tasks and resources is an obvious requirement 

for providing good service. Others have pointed how essential 

adequate financial/human resources are for efficient and effec-

tive health actions.13,15 Accordingly, the organizations must 

allocate resources necessary to increase the capacity of health 

promotion. However, it’s not only about allocating additional 

resources but also about making the most of existing ones. 

According to Cederqvist and Hjortendal Hellman, there is 

potential for increasing the cost-effectiveness of the Swedish 

health care system.34 Re-allocations of resources can produce 

a higher value for patients as well as an improved work envi-

ronment for staff.

To be an effective health promotion practitioner requires 

a range of competencies.15,35 In contrast to previous research 

our study did not disclose lack of competence as a key bar-

rier to health promotion.14,22–25,31–33 This was not focused on 

specifically in our discussions but our interpretation is that 

the health professionals to a large extent considered them-

selves to possess adequate competence. However, the need 

for increased health promotion competence, especially in 

form of empowering communication skills was emphasized 

among the physicians, probably reflecting limitations in their 

educational training. Since development of human capital 

in form of individual knowledge and skills is important to 

organizational capacity for health promotion the organization 

must ensure that all staff has relevant competences to perform 

health promotion activities and create structures that facilitate 

the acquisition of further competences as required.16

Promoting health in others was described by the health 

professionals as an “advanced task” calling not only for 

great skills and engagement but also for physical and mental 

strength. Our results emphasize the need for encouraging 

health promotion for the staff themselves. The management 
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must establish conditions for hospitals and health centre’s to 

become healthy workplaces with active support for health 

promotion activities for the staff.

Health professionals also have to find ways to reorient 

themselves to focus more on possibilities than on existing 

barriers. One possible way is to think about health promotion 

as an empowering, holistic, individualized approach appli-

cable to any interaction instead of a new added on task. Then 

they can ask themselves; “what tasks that I perform today am 

I already doing in a health-promoting manner?”

Since this study addresses health professionals as a 

group it raises questions about how the identified barri-

ers and possibilities for having a health-promoting role in 

practice are distributed among health professional groups 

with varying educational background and working expe-

riences. This will be further explored in a forthcoming 

quantitative study.

This study, however, clearly showed that health profes-

sionals are willing to and have a desire for developing their 

health-promoting and/or preventive role at the same time feel-

ing limited by existing values, structures and resources. This 

indicates that an organizational setting that support health 

promotion practice is still to be developed. There is a need 

for a more explicit leadership with a clear direction towards 

the goal of “a more health-promoting health service” and 

with resources that are sufficient for reaching that goal. The 

health professionals’ own resources have to be mobilized 

and better utilized. New ideas and staff engagement must 

be recognized and encouraged.
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