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Encounters in primary healthcare from the perspectives of people with
long-term illness, their close relatives and district nurses
Anna Nygren Zotterman, Division of Nursing, Department of Health Science,
Luleå University of Technology, Luleå, Sweden

ABSTRACT
People with a long-term illness and their close relatives regard encounters as the foundation of their relationship
with the district nurses within the primary healthcare setting. The overall aim of this doctoral thesis was to
describe and elucidate the experiences of encounters for people with long-term illness, their close relatives and
district nurses within a primary healthcare setting. From the overall aim, specific aims were formulated as
follows: to describe district nurses’ views on quality of healthcare encounters in primary healthcare (I), to
elucidate meanings of encounters for patients with long-term illness within the primary healthcare setting (II), to
elucidate meanings of encounters for close relatives of people with a long-term illness within a primary
healthcare setting (III) and to describe the experiences of dignity encounters from the perspective of people with
long-term illness and their close relatives within a primary healthcare setting (IV). Data were collected from
focus group interviews (I), narrative interviews (II, III), and semi-structured interviews (IV). The interviews
were analysed using thematic content analysis (I, IV) and phenomenological hermeneutics (II, III). The findings
show that encounters are given great importance among people who have a long-term illness, their close
relatives, and district nurses in the setting of primary healthcare. The manner in which the encounter was
experienced in the relationship with healthcare personnel was, at many times, crucial for the whole care
experience to be viewed as beneficial or not. The findings show that district nurses described that the encounters
formed the basis of their work as an important aspect and that many times they were difficult because of stress
and lack of time. The first meeting with the patient was important since it was unique and unrepeatable. District
nurses considered themselves as being the patients ‘advocate’ who helped them and protected their interests.
They indicated the importance of confirming the patient as a person deserving of respect, and if a meeting turned
out poorly, it was their duty to give the patient an apology (I). The findings also show that patients with a longterm illness experienced that good encounters had health-promoting effects on their health and recovery. Patients
felt well when they were welcomed as a person with respect, interest, and attention by the healthcare personnel.
They wanted to participate in their own care by receiving regular information and follow-up dialogues about
their status with the healthcare personnel. Continuity with the healthcare personnel laid the foundation for a
personal and a trustful relationship (II). Close relatives of people with a long-term illness wanted to be
encountered as part of the ill person’s family as they accompanied him or her to the healthcare centre. To be
confirmed as a family was important, as it gave meaning to their lives and strengthened their well-being. A good
encounter was characterised by aspects of being involved in the care of the ill person and being respected as a
valuable person (III). The findings show that people with a long-term illness and their close relatives experienced
dignity in the encounter when they had access to care. They experienced that it was important to be encountered
with dignity, as it meant receiving help with their needs from the healthcare personnel. To be confirmed by being
seen and listened to was important. When the couples experienced dignity in the encounter, they felt satisfied
with the care they received. To be encountered with dignity made they feel valuable; this facilitated their health
and well-being, and it contributed to a good impression of the healthcare personnel within primary healthcare
(IV). In conclusion, the findings of this thesis show that healthcare encounters are more than just meetings; they
also mean being confirmed as a human being by being treated with respect, engagement and dignity. Healthcare
personnel should promote encounters for people with long-term illness and their close relatives in order to
support their feelings of being regarded as persons and to feel that they are welcomed to primary healthcare with
their needs, which can empower their health and well-being.
Keywords: healthcare encounter, dignity, people with long-term illness, close relatives, lived experience,
nursing, phenomenological hermeneutics, thematic content analysis, district nurses
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ABBREVIATIONS AND DEFINITIONS

DN

District nurse

FG

Focus group

PHC Primary healthcare or primary healthcare centre
GP

General Practitioner

RN

Registered nurse

ICN International Council of Nurses

Encounters – The definition used in this thesis considers the encounter as something
interpersonal, person-to-person or human-to-human (cf. Holopainen, 2016). The term
encounter in this thesis applies to all personal meetings occurring at the PHC setting for
people with long-term illness, patients, their close relatives and district nurses/healthcare
personnel.

Long-term illness or chronic illness – defined as an illness that is irreversible presence,
accumulation, or latency of disease states or impairments that involve the total human
environment for supportive care and self-care, maintenance of function, and prevention of
further disability (Lubkin & Larsen, 2009). In this thesis, the word long-term illness is chosen
instead of using the term chronic illness, but the terms could be synonymous with each other.
People with long-term illness – are referred to as patients or people depending on the context
of the study being conducted. For example, when people are attended to in a healthcare
context, they become a patient (cf. Eriksson, 1994).
Close relatives – includes people of a close family relationship, but can also include friends,
neighbours or colleagues of significant importance to the ill person (Bergh, 2002). In this
thesis close relatives refer to close family members.
4

PREFACE
In my previous work as a DN within the setting of PHC, I have clinical experience of
encounters with people with long-term illness and their close relatives both in home care and
at the healthcare centre in PHC. These encounters have been inspiring and have meant a lot to
me in my professional role as a DN. I have encountered questions and comments from people
with long-term illness, close relatives and former colleagues, most of these questions and
comments have been concerned with the significance of good, quality healthcare encounters,
but also about problems that may arise or have arisen in meetings, which can or have affected
them poorly in different ways. Since I always have been interested in healthcare ethics and
how the care can be improved, it seemed natural to write a thesis within this research area.
When I worked clinically, it came to my knowledge how important a healthcare encounter
seemed to be for the patients and their close relatives in the PHC. This led to my interest in
exploring why these encounters are important and what constitutes encounters in the context
of PHC. When I started my doctoral studies, I had the opportunity to be part of a larger
research project within this research area aiming to explore healthcare encounters.
Understanding the phenomenon of encounters is necessary and important for healthcare
personnel if they are to be able to support and understand the needs of these people.

Vi utbildar oss på det tekniska området, vi blir specialister, men när utbildar vi oss till
människor, till lyssnare? Vem är det vi arbetar för och lever för? Jag snackar inte om ideal,
jag talar om dig och mig, att finnas till inför ett Du.
Ur Hallonfallet av Göran Tunström

5

6

INTRODUCTION
This doctoral thesis is written in the field of nursing and focuses on the encounters between
people with a long-term illness, their close relatives and district nurses in the context of PHC.
Encounters in healthcare are important and can many times determine whether a patient and
close relative have experienced their care as good or not (eg. Attre, 2001; Croona, 2003;
Davis, 2005; Skär & Söderberg, 2012; Säll Hansson et al., 2011; Söderberg, Olsson & Skär,
2012; Wiman & Wikblad, 2004). It is well known that the achievement of much healthcare
provision is strongly connected to the quality of the interaction and collaboration that takes
place between healthcare personnel and patients (Chatwin, 2008).
Primary healthcare is facing a number of challenges. One challenge concerns the care of
patients with a long-term illness within PHC. In Sweden, primary care is the first level of care
for patients with a chronic illness (Nolte, Knai & McKee, 2008). People diagnosed with a
chronic illness have increased over the world, chronic illness now constitute the substantial
burden of illness in the world and are predicted to increase in the future (WHO, 2013).
Sweden has followed the same pattern with an increase of long-term illness among the
population. The progress of long-term illness among the population has led to an increased
demand on the healthcare personnel in the PHC in order to support and meet those needs
(Nolte et al., 2008). According to the national care guarantee established in 2005, it was
decided that patients with healthcare needs ought to receive help within PHC by telephone or
a consultation at the same day the contact takes place, and to be able to meet a GP within
seven days. This guarantee has given the patient a stronger position at the PHC (Glenngård et
al., 2005). Given the importance of preventive care, managing comorbidity and coordinating
care, PHC should remain the best healthcare setting for most patients living with a chronic
illness (Wagner, 2001).
7

BACKGROUND
Encounters in healthcare
Encounters take place in all different contexts within healthcare and a respectful encounter
towards the patient and their close relatives is fundamental within nursing care (Attre, 2001;
Gustafsson, Gustafsson & Snellman, 2013a; Jonasson, Liss, Westerlind & Berterö, 2010). The
right to be approached and greeted as a patient in a positive manner can be seen as selfevident and part of a natural human action (Säll Hansson et al., 2010). Each encounter is
unique, and in the encounter the patient needs to be seen as a unique person. This can generate
feelings of being recognised as an important person with unique needs (Attre, 2001;
Gustafsson, Snellman & Gustafsson, 2013b; Holopainen, 2016; Snellman, Gustafsson &
Gustafsson, 2012; Walsh & Kowanko, 2002). As the patient is viewed as a unique person then
the care is holistic, meaning that the nurse regards their value of as people and not only
regards them as patients (Dahlberg, 1992). Being encountered as a human being in the
healthcare meeting is characterised by being met with respect for their human dignity
(Edlund, 2002; Nåden & Eriksson, 2002; Widäng & Fridlund, 2003) and that is associated
with good care (From, Johansson & Athlin, 2009).
Encountering people in an acceptable and pleasant way in daily life can be seen as a general
expression of human kindness, but when it concerns, for instance a member of the care
profession, the question of human encounters is somewhat different and demands different
forms of understanding than our normal understanding (Croona, 2003). An encounter which
takes place face-to-face within the healthcare setting is a physical human meeting that can
provide the nurse with unique information and special understanding which is necessary to get
a holistic picture of a person in need of healthcare (Wälivaara, Sävenstedt & Axelsson, 2013).
In the human to human encounter, the patient is able to express their own feelings, and as the
8

healthcare personnel is open and focused they have the ability to understand (Takman &
Severinsson, 1999).
Encounter as a term is related to the words meeting, appointment or relationship but diverges
as the encounter regularly means more a personal contact between a few people that take
place planned or unplanned, that comes across and get in touch with each other (Westin,
2008). The healthcare encounter relates to the interaction that occurs between people that
involves their views and the perceptions they have of each other (Anderson, Saribay &
Thorpe, 2008). The encounter is characterised by nakedness, being on the same wavelength,
and experiencing solidarity and closeness. In the encounter a feeling of belonging to a shared
humanity reveals itself (Nåden &Eriksson, 2002). According to Holopainen (2016), the most
important hallmarks of a healthcare encounter are characterised by mutuality and reciprocity
aiming to create symmetry between the healthcare personnel and the patient (ibid.). The
foundation for human lives lies in the relationship with other human beings. It is necessary for
us humans to confirm each other; humanity becomes real in genuine meetings (Buber, 1997).
For an encounter to be considered genuine there must be trust, confidence and respect of the
person with healthcare needs (Wälivaara et al., 2013). Encounters based on respect can be
seen as an expression of professional treatment in care where healthcare personnel must have
a genuine interest in the needs of others (Wadensten, Engholm, Fahlström & Hägglund,
2009).
Encounters include the communication among people and are about meetings their
expectations and the needs that they might have (Croona, 2003; Peplau, 1997). Patient-centred
communication within nursing care is to be met with open and honest communication, where
the verbal and non-verbal communication can be an indicator of genuineness, since it can
mediate emotional support, understanding and respect for the patient as a person (McCabe,
9

2004). Communication can be described as empowering the patient, when the healthcare
personnel values the patient and when they confirm the personhood of each other and when
there is room for a dialogue where both feel heard (Skuladottir & Halldorsdottir, 2008). In the
healthcare encounter when patients are acknowledged and listened to, it can be described as
supportive and meaningful (Björkman, Simrén, Ringström & Jacobsson Ung, 2016; Snellman
et al., 2012).
To reach a deeper understanding of the people with long-term illness and close relatives
experiences of healthcare encounters, research has to focus on their needs of being met in a
pleasant way and what it means for them and their health and well-being. Studies (Jonasson et
al., 2010; Nygård, Malm, Wikby & Ahlström, 2012; Skuladottir & Halldorsdottir, 2008;
Snellman et al., 2012; Säll Hansson et al., 2010) show that it is significant that healthcare
personnel are aware of the importance that the encounter has for patients with long-term
illness and their close relatives in order to support them and listen to their needs. More
knowledge about meetings between the patient and healthcare personnel is needed and how
these meetings affect them in various ways (Jakobsson, 2007).

The caring aspect of the encounter
Caring goes beyond the call of duty, meaning that the nurse acts not because she is expected
to but because she wants to, she becomes personally involved in the patient’s condition and
her actions reflect her commitment to the patient (Ford, 1990). The characteristics of a caring
person are when she or he is responsive to a person as a unique individual and perceives that
person’s feelings (Watson, 2012). The essential structure of a caring encounter can be
revealed when the nurses or healthcare personnel are competent and accompany their
competence with empathy; this means that they are concerned about and respectful of the
patient as a person. Caring appears when nurses and healthcare personnel have insight into
10

how patients feel and intend to improve their well-being by bringing them hope, being
genuine and being able to see the person behind the patient (Halldorsdottir & Hamrin, 1997).
A caring encounter can serve as an indication of goodness, a meaningful life and can alleviate
patient suffering (Arman, 2003). A patient who feels that the nurse really cares about and
really sees the person´s individual needs is likely to establish trust, faith and hope in nursing
care (Watson, 1985).
A caring encounter can be described as when the patient and the nurse have mutual trust and a
connection to each other built on open communication, respect and kindness (Halldorsdottir,
1996; Holopainen, Nyström, Kasén, 2014a; Jonasson et al., 2010). The gift of the nurse is the
giving of his or herself, by being available and at the disposal of the patient. When the patient
accepts that gift, the nurse is invited to share the world of the patient’s suffering, which can be
described as caring (Fredriksson & Eriksson, 2003). The characteristics of a caring encounter
from the nurses’ perspectives involve being morally responsible, truly present, dedicated and
involved in the patients’ daily life (Wiman & Wikblad, 2004), and the perceived effect of a
caring encounter for patients with long-term illness is a sense of solidarity, empowerment,
well-being and healing (Halldorsdottir & Hamrin, 1997).

The uncaring aspect of the encounter and suffering from care
Research (Jangland, Gunningberg & Carlson, 2009; Skär & Söderberg, 2012; Söderberg et al.,
2012) has shown that patients and their relatives have reported complaints regarding uncaring
encounters to the Patient Advisory Board in Sweden. The patients and their relatives have
experienced disrespect, distrust and nonchalance from their healthcare personnel. The
consequences of this uncaring attitude from the healthcare personnel made the patients and
relatives feel less confident with the care. According to Eriksson and Svedlund (2007),
uncaring behaviour from the healthcare personnel can have a major impact on patients’ faith,
11

as not knowing whom to trust in the healthcare. Wiman and Wikblad (2004), state that
uncaring encounters in healthcare are often characterised by disinterest, insensitivity, coldness
and inhumanity. According to Halldorsdottir and Hamrin (1997), the perceived effects of such
uncaring encounters for patients with long-term illness can result in uneasiness,
discouragement and a sense of being broken down.
Patients with a chronic kidney disease have described their experiences of being met with
nonchalance from healthcare personnel and how that limited their opportunities to have
proper conversations about their illness. Being met with nonchalance, insufficient
involvement and apathy when they were dependent on healthcare personnel had negative
impacts on the care relationship, which made them irritated and filled with distrust. When
situations like that occurred it affected the chances of re-establishing mutual respect with the
healthcare personnel (Nygård et al., 2012). Encounters can also be described as negative,
when patients are being trivialised and not believed in their meetings with the healthcare
personnel (Juuso, Skär, Olsson & Söderberg, 2014; Skär & Söderberg, 2012; Söderberg et al.,
2012; Söderberg, 1999). This can cause feelings of anger and confusion leading them to
mistrust themselves (Björkman et al., 2016; Söderberg, Lundman & Norberg, 1999).
Patients can be harmed by encountering uncaring healthcare personnel; this can result in a
violation of human dignity. Feelings of not being understood and feelings of being ignored
could lead to further suffering (Björkman et al., 2016; Jumisko, Lexell & Söderberg, 2007;
Juuso et al., 2014; Skär & Söderberg, 2012; Säll Hansson et al., 2011; Söderberg et al., 2012;
Söderberg et al., 1999). Violations of patient dignity and human value are the most common
forms of suffering from care. To violate patient dignity means to remove the ability to fully be
a person (Eriksson, 1994). Suffering strikes at the very roots of the aim of good life
(Fredriksson & Eriksson, 2003). Suffering from care can be described as an intrusion in
12

patients’ lives after being violated, which could cause them harm, pain and frustration. This
means a loss for the patient because their own suffering cannot be relived (Kasén, Nordman,
Lindholm & Eriksson, 2008). According to Arman et al. (2004) suffering related to healthcare
is a matter of neglect when patients’ existential suffering is not seen and they are not treated
as whole human beings. In relationships it becomes visible, when suffering impedes both selfesteem and autonomy, as it impedes the good life that we want for the other (Fredriksson &
Eriksson, 2003). Suffering can be alleviated in a relationship characterised by responsibility
and a desire to do good (Eriksson, 2002).

The theory of caring and uncaring encounters
The theory of caring of uncaring has been developed by Halldorsdottir (1996) and is based on
a continuum of caring and uncaring encounters and five modes of being with another, which
is a base for the human encounters between the nurse and the patient. When the nurse affirms
the personhood of the patient by connecting in a caring way, then the nurse tries to relieve
vulnerability and enhances well-being, healing, and learning which are described as the lifegiving mode. In the life-sustaining mode, the nurse acknowledges the patient´s personhood
through support, encouragement and reassurance. In the case when the nurse is not perceived
to affect the patient’s well-being, neither in a positive nor a negative way, it is described as a
life-neutral mode. If the nurse is insensitive or indifferent towards the patient, in the liferestraining mode, it can lead to discouragement and negatively affect the well-being of the
patient. In the last mode, the life-destroying mode is when the nurse depersonalises the
patient, and increases vulnerability, which causes distress and despair and hurts the patient.
Halldorsdottir uses two major metaphors in the theory referring to as ‘the bridge’ and ‘the
wall’. The bridge is the metaphor for communication and connectedness experienced by the
patient in an encounter. The connection aspect of professional caring is important and can be
13

described as the process of building a bridge. The uncaring aspect of the encounter is
symbolised with the metaphor of the wall. The wall symbolises negative or non-existing
communication, detachment and the lack of a caring connection from the healthcare personnel
towards the patient. The wall can vary in form of size and shape, depending on how negative
the approach from the nurse is, which is characterised by disinterest, insensitivity, coldness
and inhumanity. The most severe form of uncaring to the patient as a person is inhumanity,
which means that the patient is mistreated, ridiculed and totally ignored as a person. This
leads to negative feedback and suffering for the patient.

The healthcare relationship
Human relationships are significant; particularly for people enduring the added stress that
comes with a critical health problem (Peplau, 1997). The nurse-patient relationship is the
primary human contact that is central in a fundamental way to providing nursing care (Berg,
Berntsson & Danielsson, 2006; Berg, Skott & Danielsson, 2007; Morse, 1991; Moyle, 2003;
Peplau, 1997), and is many times considered as the core of nursing (Halldorsdottir, 2008).
According to Watson (1985), a patient who feels that the nurse cares about and sees their
individual needs and concerns is able to establish a relationship based on trust, hope and faith.
According to Granados Gámez (2009), the nurse-patient relationship is based on caring for
others, and in nursing it is important to maintain a helping relationship, which is a way of
caring for human needs. Moyle (2003), shows that the nurse-patient relationship, from the
perspectives of the patients, is characterised as a relationship in which they can feel relief,
safety and closeness with the nurse. According to Butts (2013), the healthcare relationship
needs to be on-going in the sense that nurses and patients develop a long and trustworthy
relationship. Patients with a chronic illness are in need of emotional support and the security
of knowing that the nurse will be there for them. Björkman et al. (2016) stated that patients
14

rate interpersonal skills that the healthcare personnel possess as far more important than the
level of expertise in their illness. This means that the healthcare relationship has significance
for developing trust in the encounters with each other (Eriksson & Nilsson, 2008; Holopainen,
Nyström & Kasén, 2014b; Pennbrant, 2013).
People need to develop relationships to confirm self-worth, connectedness and support selfesteem. Relationships are described as constituting the social fabric of life, in which the
nurse-patient relationship is unique (Peplau, 1997). All kinds of professional caring involve
both aspects of the relationships, such as caring about and caring for the patient (Andrée
Sundelöf, Hansebo & Ekman, 2004). A caring relationship involves support and help for the
patient to strengthen their health and recovery process. This relationship provides a sense of
meaning because healthcare personnel can make a difference for another person and the
motivating force is a shared feeling of meaningfulness in the relationship (Chow, 2013).
All caring is formed in the relationship between patient and caregiver. In this relationship the
patient shall be regarded as a unique human being, an entity of body, soul and spirit (Eriksson,
2002). The caring relationship in the encounters between patients with long-term illness and
nurses are constituted of openness, presence and respect for each other (Berg et al., 2006;
Berg et al., 2007). To respectfully search for the patient’s needs is to encounter the patient as
a subject, where the focus is on the unique lived experience. A caring relationship can appear
in the encounter when there is mutuality and confidence in the nurse-patient relationship
(Berg et al., 2006). The caring relationship can maintain a patient’s dignity when nurses listen
to them with a feeling of being cared for and when they are validated through a shared
understanding (Berg & Danielsson, 2007). One of the most important hallmarks for the
development of a good healthcare relationship is to create opportunities for open
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communication. Communication based on engaging conversations is necessary for healthcare
personnel to learn more about their patients’ problems and needs (Attre, 2001).

People with long-term illness and healthcare encounters
Living with a long-term illness means to deal with several life changing moments, and life
can become a struggle to return to what one was (e.g. Jumisko, Lexell & Söderberg, 2005;
Kralik, Brown & Koch, 2001; Kralik, 2002; Lundman & Jansson, 2007; Svenningsson, Gedda
& Marklund, 2011; Söderberg et al., 1999; Whittemore & Dixon, 2008). When people are
being diagnosed with a long-term illness their healthcare needs usually increase (Charmaz,
1983; Kralik et al., 2001), which creates a new life situation (Charmaz, 1983; Jeon, Kraus,
Jowsey & Glasgow, 2010; Jumisko et al., 2007; Juuso et al., 2014; Morton et al., 2010;
Söderberg et al., 1999). During the healthcare encounter, as when patients are being supported
by the healthcare personnel, it can enhance feelings of being secure. When a person becomes
a patient with healthcare needs, it is still important to be regarded as a human being. Being
allowed to be a patient also means being allowed to be one’s self in one’s circumstance of life
(Holopainen et al., 2014b). For people with long-term illness the healthcare encounter can
then be seen as a meeting place where they can share their experiences, knowledge and
requests regarding the illness (Holopainen et al., 2014b; Nygård et al., 2012; Säll Hansson et
al., 2011). As a patient, to be able to communicate with the healthcare personnel is perceived
as important for the possibility of creating an atmosphere of trust, respect and security
(Svenningsson et al., 2011). To be encountered with interest and engagement by the
healthcare personnel can also facilitate involvement in the healthcare decisions concerning
their treatment (Juuso et al., 2014).
People with chronic illness require special attention and understanding at a level that other
patients may not require. Chronic illness often results in a persistent, on-going and un-healing
16

suffering, and if any inseparable part is suffering, the whole person will suffer and produce
enormous demands and conflicts to which the ill person must respond (Butts, 2013; Charmaz,
1983). People with chronic illness can feel as though their illness are controlling them rather
than feeling that they are in control of their own lives. Healthcare encounters with the nurses
can facilitate the feeling of regaining control through recognition of their condition and
coming to know themselves better. Caring encounters can help patients gain control over
certain aspects of their lives and find harmony in the movement between being a patient and
being a human being (Holopainen et al., 2014b). To be encountered with meaningfulness can
be described, from the patients’ perspectives, as something warm and safe and that carries the
possibility of managing life-changing moments. This can further be described as a healing
force; the encounter can heal something that has been ruined by illness or suffering
(Gustafsson et al., 2013b). To receive a good encounter as a patient from healthcare personnel
can enable his or her feelings of being seen as human and having their human dignity
maintained (Säll Hansson et al., 2011).

Close relatives of people with a long-term illness
When a person becomes ill, the illness affects not only that person but also their close
relatives due to the life-changing situation (Brännström, Ekman, Boman & Strandberg, 2007;
Eggenberger et al., 2011; Jumisko et al., 2007; Knafl & Gillis, 2002; Olsson Ozanne,
Graneheim, Persson & Strang, 2012; Söderberg, Strand, Haapala & Lundman, 2003; Öhman
& Söderberg, 2004). Living with a person who has a serious chronic illness affects close
relatives because they are forced to alter their daily lives and must take responsibility for the
care of the ill person (Öhman & Söderberg, 2004). Over time families develop patterns of
adaption to accommodate the demands of the illness, and make the illness a part of their
everyday routine (Knafl & Gilliss, 2002). Once families begins to understand the impact of
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the chronic illness, and how it will affect their present and future, caring strategies are used to
care for the family member with chronic illness. They describe an on-going advocacy for their
family member living with a chronic illness (Eggenberger et al., 2011).
It is important that nurses view the family as an integrated part of the patient’s life, with needs
and experiences, and that they are included in the nursing care of the patient as the family is
an everyday aspect of most people’s lives (Fast Braun & Foster, 2011). Close relatives are
important, both for the ill person and for the healthcare personnel (Engström & Söderberg,
2007). Nurses can support the family and assist them with help in engaging with the chronic
illness through a process of connecting, struggling and pondering (Eggenberger et al., 2011).
Jumisko et al. (2007) state that the relatives of a patient with a traumatic brain injury have
experienced that health professionals paid insufficient attention to their needs as they often
had a need to talk about their experiences. According to Bergh (2002), if relatives are not seen
as important, then they are not provided with information and their need for knowledge is not
focused on in the healthcare meeting.
Nurses must take the responsibility to extend the care for the patient to include their context.
Fast Braun and Foster (2011) express this importance in order to remind nurses that patients
have loved ones that are close to them, and that they are dealing with different concerns
regarding the ill person. It is important for them to take part in the healthcare conversation and
feel that they are able to discuss responses to and feelings about the illness. Studies
(Gustafsson et al.,2013; Jonasson et al., 2010; Westin, Öhrn & Danielsson, 2009) show that
relatives describe the encounter as important as it can facilitate their feelings of being
confirmed and being involved in the care of the ill person, which can bring them coherence in
difficult situations. According to Eggenberger et al. (2011), nurses must guide families with
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support and assist families to engage with the chronic illness of their ill family member in
order to promote the health of the whole family.

The district nurse in healthcare encounters
Encountering patients and families belongs to the DNs daily work, and to develop a close
relationship based on respectful communication and trust is of significant importance
(Eriksson & Nilsson, 2008; Pusa, Hägglund, Nilsson & Sundin, 2015; Walshe & Luker, 2010;
Öhman & Söderberg, 2003). The DN plays a key role in co-ordinating care for people with
long-term conditions because of her extensive skills and expertise. The DNs are key members
of the PHC team and the nature of district nursing work enables relationships to develop with
the patient, family and informal caregivers as a basis to manage long-term conditions (Bliss &
While, 2014). The DN works with preventive public health work and routine healthcare.
There are now two types of DNs in Sweden. There are municipal DNs who are doing home
visits to people who are handicapped and older people and there are county council nurses
who do very few home visits; the major part of their time is spent on child healthcare or on ill
adult patients at their clinics (Leppänen, 1998). The DNs who work within PHC, which
belongs to the county council, work closely with GPs and other healthcare personnel
(Törnkvist, Gardulf & Strender, 2000). The DNs main concern in their work applies to direct
patient care and the on-going personal relationship, which they form with patients and their
families. These are important aspects for them in order to be satisfied with their work
(Haycock Stuart, Jarvis & Daniel, 2008).
According to Öhman and Söderberg (2004), healthcare encounters between the DN, people
with a serious chronic illness and their close relatives can generate a foundation where both
are able to share their familiarity and understanding of being ill. The encounter contributes to
increasing their feeling of being human. Eriksson and Nilsson (2008), state when DNs are
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aware of the importance of how they express themselves in the meeting with the patient in
terms of a respectful communication based on sensitivity and the ability to see the whole a
trusting relationship can be established. This requires that the DN have a pedagogical
competence as dialogue and conversation are tools to create closeness in meetings to ensure
that the patient feels that they participate in their own care.
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RATIONALE
The healthcare encounter is important for each person, but it is especially important for people
with a long-term illness and their close relatives since they have a larger need for care within
PHC. After reviewing the research literature, it shows that healthcare encounters are relatively
unexplored in the PHC setting based on the perspectives of people with long-term illness,
their close relatives and district nurses. Research about healthcare encounters is extensive but
mostly concentrated to inpatient care or the elderly community care. The PHC is the first level
of care, and to patients with a large healthcare need, it is important to receive a good
encounter and be confirmed as a whole person with various needs as it can affect whether
their experiences of the care were good or not.
For people with long-term illness and their close relatives, nursing care at the PHC aims to
help and support their needs and resources for better health and well-being. This can create
conditions for a caring and trusting relationship where the patients’ and the close relatives’
needs and resources are supported and protected. Research has shown that when an encounter
is based on respect, kindness and dignity it is caring. A healthcare relationship that is caring
can generate meaning and a shared understanding of the illness experience. Uncaring
encounters can influence patients’ confidence in the healthcare and leave them suffering from
care. The knowledge gained from this thesis can be used by healthcare personnel to develop
good encounters in agreement with patients’ and close relatives’ needs and expectations in the
setting of PHC.
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THE AIM OF THE DOCTORAL THESIS
The overall aim of this thesis was to describe and elucidate the experiences of encounters for
people with long-term illness, their close relatives and district nurses within a primary
healthcare setting.

Specific aims of the papers
Paper I to describe district nurses ‘views on quality of healthcare encounters in primary
healthcare
Paper II to elucidate meanings of encounters for patients with long-term illness within the
primary healthcare setting
Paper III to elucidate meanings of encounters for close relatives of people with a long-term
illness within a primary healthcare setting
Paper IV to describe the experiences of dignity encounters from the perspective of people
with long-term illness and their close relatives within a primary healthcare setting
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METHODS
Methodological framework
A naturalistic perspective
A naturalistic methodological framework was chosen in this thesis since the idea of a
naturalistic inquiry is based on the belief that the context is necessary for understanding
human behaviour. This thesis has explored people with long-term illness, their close relatives,
and DNs experiences and meanings of encounters in PHC. One important aspect within the
naturalistic paradigm, concerns that conducting research and acquiring knowledge of human
experiences outside of its natural context is not possible. In a naturalistic perspective, research
takes place in the real-world settings, and the researcher does not attempt to influence, control
or manipulate what is relating naturally (Patton, 2015). This is also named as a natural setting.
No phenomenon can be understood out of the relationship to the context. For the naturalistic
researcher, attention must take account of all factors and influences in the context, there is not
possible to confine attention to a few variables of interest and ignore the setting (Lincoln &
Guba, 1985). In a naturalistic inquiry real-world situations as they occurs naturally are
studied, which requires openness to whatever emerges (Patton, 2015).
The research was conducted in the context of the PHC with an insider perspective from the
view of point of people with long-term illness, close relatives and the district nurses.
According to Conrad (1987), an insider perspective focuses straight and explicitly on the
subjective experience of living with illness. It focuses especially on the perspectives of people
with illness and attempts to examine their experiences in a more inductive manner. The
natural settings in this thesis were the PHC setting, as the patients and their close relatives
have their encounters with the DNs within PHC. According to Lincoln and Guba (1985) they
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suggest that an inquiry must be carried out in a natural setting since the phenomena under
study, “take their meaning as much from the contexts as they do from themselves” (p. 189).

Pre-understanding
Within all research, quantitative or qualitative, we have to deal with our presuppositions in
order to remain open throughout the entire process of inquiry (Nyström & Dahlberg, 2001).
Pre-understanding is an important concept to consider and reflect upon as researchers. As
researchers we must be open for the phenomenon that is in focus. According to Dahlberg,
Drew and Nyström (2001) openness can never be absolute, which means that absolute
objectivity is an unreachable goal among researchers. As researchers we have life-worlds that
we cannot escape from; our life-world is the context for our research. Nyström and Dahlberg
(2001), claim that our prejudices stand in the way of complete openness. In phenomenological
research it is important to be aware of this and bracket these prejudices in the search for
essences of the phenomenon we want to study.
During studies I-IV, I have tried to be aware of my pre-understanding as a district nurse and
doctoral student, as I have experiences in encountering patients with long-term illness and
their close relatives, so as to be as open as possible to the current phenomenon. This was also
important for my tutors, to keep themselves aware of their pre-understanding, as they have
experiences as nursing researchers and registered nurses in encountering patients and close
relatives in the healthcare setting. During the whole research process, both throughout the
interviews and when I interpreted the interview texts, I did not take things for granted. I asked
clarifying questions during the interviews with the participants and I tried to be as open as
possible for the phenomenon under study, during the interpretation of the texts, based on a
dialogue with my tutors.
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Design
In this thesis, a qualitative study design was used. To address the different aims of the studies
(I-IV), different qualitative methodological approaches were used (Table 1).

Table 1 Overview of Papers’ (I-IV) aims, design/methods, and data collection
Paper Aim
Design/Method
Data collection
I

To describe district nurses’

Qualitative method/ thematic

views on quality of primary

content analysis

healthcare encounters

(Downe-Wamboldt; Baxter;

Focus groups interviews

Woods & Catanzaro)

II

III

To elucidate meanings of

Qualitative method/

Individual interviews

encounters for patients with

using phenomenological

with a narrative

long-term illness within the

hermeneutics (Lindseth &

approach

primary healthcare setting.

Norberg)

To elucidate meanings of

Qualitative method/ using

Individual interviews

encounters for close relatives of

phenomenological

with a narrative

people with a long-term illness

hermeneutics (Lindseth &

approach

within a primary healthcare

Norberg)

setting.

IV

To describe the experiences of

Qualitative method

Semi-structured

dignity encounters from the

/thematic content analysis

interviews

perspective of people with long-

(Downe-Wamboldt; Baxter;

term illness and their close

Woods & Catanzaro)

relatives within a primary
healthcare setting.
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Context
The context of this thesis studies is PHC and was conducted in the county of Norrbotten,
which is located in the northern part of Sweden. There are 32 PHC centres in Norrbotten and
28 are operated in the county council and four are run privately (Norrbotten County Council,
2015). In the study presented in Paper I, DNs from five healthcare centres were included. In
Paper II, patients with long-term illness from one healthcare centre were involved. In Paper
III, close relatives of people with long-term illness were included from three healthcare
centres. Paper IV, involved people with long-term illness and their close relatives; they were
recruited from one patient association in Norrbotten, but their experiences were related to
encounters in the context of PHC.
The PHC is the first level of care, which can be described as an entry to the healthcare system
for all healthcare needs and problems (Starfield, 1998). To provide high quality PHC is
important for all. Characteristics for quality in PHC include continuity and communication,
person-centred care and the way the nursing is performed towards the patient (Hsiao & Boult,
2008). Primary care in Sweden is based on quality, accessibility, continuity, co-operation, a
holistic view and is organised in primary healthcare centres, in which GPs and DNs are the
central actors (Strandberg, Oved, Borgquist & Wilhelmsson, 2007). The goal of PHC in
Sweden is to improve general health of the population, to treat diseases and injuries that do
not require hospitalisation, and include both basic curative care and preventive care delivered
through the local PHC (Glenngård et al., 2005).There are over 1000 PHC across Sweden
financed by county councils. Patients have to pay for family medicine, primary care, and
referrals to all other services are free (Nolte, Knai & McKee, 2008).
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Participants and Procedure
Characteristics of the participants are presented in Table 2.
Table 2 Characteristics of the participants (I-IV)
Paper

Participants

Number

Sex

Age, yrs

I

District nurses

n=27

Female=26

md=51

Male= 1

Range=33-66

II

Patients with long-

n=10

Female=5

md=64.5

Male=5

Range=54-77

Female=7

md=65.5

Male=3

Range=51- 87

Female= 5

md=73

Male= 5

Range=65-87

term illness
III

Close relatives to

n=10

people with longterm illness
IV

People with long-

5 couples (n=10)

term illness and
close relatives

Paper I
A purposive sample of 27 DNs (26 females and 1 male) participated in this study. Purposive
sampling means that people who are the most representative are selected to participate as they
have experience with a certain topic and can answer the aim of the study (cf. Patton, 2015).
The criteria for participation were that they were registered nurses with a DN graduate
diploma and had experience working as DNs for a minimum of six months in PHC. The
participants were ranged in age from 33 to 66 years (md=51). The DNs had worked as DNs
between 2 and 34 years (md=10).
The head nurses from each PHC centre gave the permission to participate in this study and
distributed an information letter to the DNs that contained information about the study aim.
The district nurses that met the inclusion criteria and agreed to participate were contacted by
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phone and mail to decide the time and place for the interview. All the FG interviews were
carried out at the healthcare centres.

Paper II
A purposive sample of five women and five men with long-term illness participated in this
study. They were aged between 54 and 77 years (md=64.5). The participants had various
diagnoses such as rheumatoid arthritis, asthma, cancer, diabetes, heart disease, chronic kidney
disease, Bechterew’s disease, lower leg amputation or osteoporosis, and had lived with their
diagnosis for 1 to 25 years. The inclusion criterion to participate was adults with long-term
illness with no specific diagnosis, who had the willingness to talk about their experiences and
had a long and regular contact with the healthcare personnel in PHC. Five of the participants
were married, one was cohabiting, two were single and two were widowed. Seven patients
had received pensions, and three were on sick-leave.
The head nurse at the chosen healthcare centre gave consent to participate in this study and
elected two registered nurses at the PHC to provide assistance in the recruitment process.
These two registered nurses, who recruited the patients, handed over the information about the
nature of the study to the participants. A total of 14 patients were asked and ten agreed to
participate. After each patient agreed to participate, a telephone contact was made and an
appointment for each interview was settled. The individual interviews were conducted at the
healthcare centres or in the home environment based on their request.

Paper III
Ten close relatives (seven women and three men) to people living with long-term illness
participated in this study. The people with long-term illness were diagnosed with asthma,
chronic obstructive pulmonary disease, Bechterew’s disease, vascular dementia, rheumatoid
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arthritis, heart failure, multiple sclerosis, diabetes mellitus, or psoriasis. The sample was
purposive and the inclusion criteria were; adults being a close relative of a person with a longterm illness and having participated in the encounters at the PHC. The close relatives ranged
in age from 51 to 87 years (md=65.5). Eight of the close relatives were spouses, one was a
daughter, and one was a mother.
Ten close relatives to patients with long-term illness in Paper II received a letter with
information about the study; three of them agreed to participate and were recruited in that
way. Seven close relatives were then recruited from two additional PHCs. The head nurse at
each healthcare centre gave the permission to participate in the study, and two registered
nurses from each healthcare centre were responsible for the recruitment. They informed the
participants about the study nature and the aim. After they agreed to further contact, I phoned
them and gave them further information, and a time and place for the interviews were
decided. Nine of the participants were interviewed in their homes and one at the healthcare
centre, at their request.

Paper IV
A purposive sample of five couples (five women and five men) participated in this study. The
participants were aged between 65-87 years (md=73). The criterion for participation was that
one person in the couple was diagnosed with a long-term illness and the other person was
closely related and that they both had the experience of healthcare encounters in PHC. Three
couples were married and two were cohabiting. The patients had multiple and different
diagnoses such as cerebral haemorrhage, arthritis, rheumatoid arthritis, chronic kidney disease
or diabetes. Several of the participants were members of a support association, as they had a
wish to take part in a community and share activities together with other people living with
long-term illness, hence the different diagnoses.
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The couples were recruited from a patient association in Norrbotten. The chairman of the
patient association gave consent for this study. The chairman and I handed over information
about the study’s nature at a membership meeting. They were given both verbal and written
information, and after the meeting they had the chance to submit their names for further
information. The couples who were interested in participating signed a list with their contact
information in order to receive further contact. I contacted them and arranged the time and
place for the interviews. The interviews were conducted in their homes at their request.

Data collection
Qualitative research interviews (I-IV)
Data were collected with qualitative research interviews in the studies presented in Papers IIV. Kvale (1996) implies that the qualitative research interviews attempt to describe and
understand the meanings of central themes in the world of the subjects. Aiming to understand
the world from the study subjects’ perspective and to develop meaning from their
experiences. According to Patton (2015), the purpose in qualitative interviews is to allow the
interviewer to enter into the other person’s perspective. It starts with the assumption that the
perspective of others is meaningful and knowable and can be made explicit. The interview is a
way to find out what is in and on someone else´s mind to gather their stories. Kvale (1996)
describes that the qualitative research interview is a specific form of human interaction in
which knowledge evolves thorough a dialogue, and according to Patton (2015), the researcher
is a partner in information development.
Kvale (1996) further describes that a qualitative research interview, seeks to describe specific
situations and action sequences from the subject’s world. The interviewer must listen to the
explicit descriptions and meanings, as well as to what is said between the lines (i.e. implicit
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message). The interview attempts to gather descriptions of the interviewee’s world that are as
rich as possible, and the interviewer must be curious and sensitive to what is said and what is
not said. The data collection methods that have been used in this thesis are focus group
interviews in Paper I, narrative interviews in Papers II and III, and semi-structured interviews
in Paper IV.

Focus group interviews (I)
Data was collected with FG interviews with DNs at five healthcare centres in northern
Sweden in this study. Focus groups are a form of group interview that capitalises on
communication between research informants in order to generate data (Kitzinger, 1995;
Morgan, 1998). The idea with focus groups is that group processes can assist people to
explore and clarify their views in ways that would be less accessible in a one-on-one
interview (Kitzinger, 1995). Since the aim of the study was to describe DNs views on quality
of healthcare encounters, FG interviews were a suitable method as the interviews enable
interaction to talk about the focus of the study. According to Morgan (1998), focus groups can
create a rich understanding of a participant’s experiences and beliefs, and it is a process of
communication that connects the world of the research team and the participants.
The FG interviews took place at each healthcare centre in a quiet conference room. We
gathered at a round table so that everyone could have eye contact with each other. Before the
interview started we talked about things like the weather to create a peaceful atmosphere.
According to Morgan (1998), the focus group should be guided by a moderator as the group
discusses different topics that the interviewer raises. I worked as the moderator for each FG
interview session. According to Kitzinger (1995), the interview sessions should be relaxed
and the moderator should encourage people to talk to each other. In this study, the DNs were
informed about the aim of the study and the focus for the interviews. A vignette was used to
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stimulate the FG interviews. Vignettes are short scenarios in written or graphic form intended
to stimulate responses about a specific situation (Barter & Renold, 1999) Vignettes are
increasing in qualitative research and can be described as a powerful investigate tool to study
attitudes, beliefs and perceptions (Wilks, 2004). The use of vignettes can work to clarify
judgments, explore sensitive topics and allow actions in the context to be explored (Barter &
Renold, 1999). The vignette used in this study, described a patient complaint that had been
notified to the Patient Advisory Committee in northern Sweden. The interviews started with
me reading the vignette. An interview guide was used with questions connected to the
vignette as for example, the opening question was: Please describe your views about the
patient’s situation? Followed by, please describe as a DN how you think the patient felt in the
meeting at the healthcare centre? Please describe how you would have acted as a DN in the
meeting? Clarifying questions were asked such as: Can you give any example? What do you
mean by that? After the interviews, I summarised what they had talked about so they could
reflect upon their thoughts. They also had a chance to ask questions that may have occurred
during the FG interview. The FG interviews were recorded digitally and transcribed verbatim.
The FG interviews lasted between 44-71 minutes (md=58).

Narrative interviews (II-III)
Personal interviews with a narrative approach were conducted in the studies presented in
Paper II-III (cf. Mishler, 1986; Sandelowski, 1991). According to Sandelowski (1991),
narratives are stories that reveal an individual’s construction of past and future life events at
certain moments in time. The interviews were collected from autumn 2013 to autumn 2014.
Narrative interviews were chosen since the aim was to understand the meanings of encounters
at the PHC. Kvale and Brinkmann (2009), describe the narrative interviews as an interview
method that focuses on the participants’ stories that they are telling, as narratives are
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descriptions of lived experience. Dahlberg et al. (2001), states that a narrative interview can
serve many interests and the narratives can be related to the interviewee’s life story viewed
from their own perspective, and it focuses upon episodes in the research participants’
everyday life experience.
The interviews presented in Paper II took place in the participants’ homes or in a quiet room
at the PHC. The participants were asked questions, for example: Please tell me about your
experiences of encounters in PHC? Please tell me how a good meeting at your healthcare
centre ought to be? What does a good encounter means to you? What does a poor encounter
mean? Clarifying questions were asked: Can you tell me more about that? Can you give an
example? The interviews were recorded digitally and transcribed verbatim. The interviews
lasted between 20 and 63 minutes (md=37.5).
The interviews presented in Paper III were conducted in the participants’ homes and at the
healthcare centre. The participants were asked questions such as these examples: Please tell
me about your encounters with the PHC personnel as a close relative of a person with a longterm illness? Please tell me what makes for a good meeting at the healthcare centre? Please
tell me what a good encounter means for you as a close relative? Please tell me what a poor
encounter means for you as a close relative? Questions for clarification were asked when
needed: What do you mean by that? Can you give any examples? The interviews were
recorded digitally and transcribed verbatim. The interviews lasted between 34 to 68 minutes
(md=52).

Semi-structured interviews (IV)
Semi-structured interviews with people with long-term illness and their close relatives were
conducted in this study. According to Galletta (2013), the semi-structured interview provides
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a range of possibilities; it is structured to address specific topics under study. A key benefit of
the semi-structured interview is the attention to the experience as narrated and offers a great
potential to attend to the complexity of a story in need of contextualisation. Kvale (1996)
states that semi-structured interviews have a sequence of themes and questions to be covered,
and at the same time there is an openness to change the form of the questions, in order to
receive follow-up answers from the subjects.
The interviews were performed in the participants homes based on their request. The
participants were asked open-ended questions such as: Please describe what a dignity
encounter means for you in the meeting with the healthcare personnel as you are visiting the
healthcare centre? Please describe when you have experienced a dignity encounter with the
healthcare personnel, please give examples? Please describe an incident when your dignity
was affected? Please describe what made an encounter dignified or not dignified? Please
describe what healthcare personnel should do to promote a dignity encounter in the PHC
setting? Please describe how a dignity encounter should be designed? During the whole
interview clarifying questions were asked such as: Can you please give me an example? What
do you mean by that? The interviews lasted between 48 and 67 minutes (md=57) and were
digitally recorded and transcribed verbatim.

Data analysis
Thematic content analysis (I, IV)
The interviews presented in Paper I and IV were analysed with a thematic content analysis
(cf. Downe-Wamboldt, 1992; Baxter, 1991; Woods & Catanzaro, 1988). Content analysis is a
research method that aims to provide a systematic and objective means to make valid
interpretations from verbal, visual or written data in order to describe and quantify
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phenomena (Downe-Wamboldt, 1992). According to Patton (2015), content analysis refers to
qualitative data reduction, which takes a volume of qualitative material and tries to identify
core consistencies and meanings. As the aims were to describe views (I) and experiences (IV)
a thematic content analysis was used, which aims to provide knowledge and understanding
about a phenomenon under study (cf. Downe-Wamboldt, 1992).
The purpose of content analysis is to describe the studied phenomenon for a particular
purpose and aggregate data into categories and themes. This method implies a systematic
process involving different steps the researcher aims to follow with a movement back and
forth from text and the analysis (Downe-Wamboldt, 1992). We began the analysis by reading
the interview text several times to get a deeper sense of the content. In the next step we
identified text units that corresponded to the aim. Text units can be described as a piece of
text with a similar content. The text units were then condensed, meaning that the text body
was reduced to essential words from several sentences. The content we found essential
formed the basis for the coding and we started to code the different text units. A code is a
broad term for the condensed text unit and can be described as a label that is a word. We
proceeded with the analysis and sorted similar codes into categories based on similarities and
differences in content (cf. Downe-Wamboldt, 1992). In the last step of the analysis, we
interpreted the categories of underlying message and patterns as the data allowed us, which
were presented into themes. Themes are i.e. threads of meaning that occur in category after
category (cf. Baxter, 1991; Woods & Catanzaro, 1988).

Phenomenological hermeneutical interpretation (II-III)
In this thesis, the interview texts presented in Papers II and III were analysed with a
phenomenological hermeneutical interpretation developed by Lindseth and Norberg (2004),
and inspired by the French philosopher Paul Ricoeur (1976). Phenomenology can be
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expressed as going back to the things themselves; the thing is the phenomenon and aims to do
justice to our lived experience (Husserl, 1970). Husserl considered all meaning to have its
origin in the life-world (Nyström & Dahlberg, 2001). Life-world is the world we live in, and
experience during our daily lives in an ordinary, natural attitude, meaning that we take for
granted our experiences in all activities we conduct (Bengtsson, 2001).When phenomenology
tries to grasp the things themselves as they appear, hermeneutics can be described as the
philosophy of understanding gained through interpretation. The meaning of hermeneutics is to
explain something and clarify it, there is a movement between parts of the texts and whole
content and is commonly referred to as the hermeneutic circle (Dahlberg et al., 2001).
The aim of phenomenological hermeneutics is to gain a deeper understanding of the essential
meaning of lived experience based on text interpretation (i.e. Lindseth & Norberg, 2004).
According to Ricoeur (1976) interpretation is a particular case of understanding, it is an
understanding applied to the written expressions of life. To understand a text is to follow its
movement from what it says to what it talks about. Being able to understand and to improve
our own practice we have to start with our lived experiences (i.e. Lindseth & Norberg, 2004).
According to Ricoeur (1981), there exists a mutual belonging between phenomenology and
hermeneutics.
Phenomenological hermeneutics, as a method, involves three phases; the naïve
understanding, the structural analysis and the comprehensive understanding. In order to gain
understanding there has to be a constant movement between the text as a whole and its parts,
between explanation and understanding (Ricoeur, 1976). In the studies presented in Paper II
and Paper III, we started to read the interview texts several times with as open a mind as
possible, to get a sense of the texts as a whole: meanings of encounters for patients with longterm illness (II) and meanings of encounters for close relatives of people with a long-term
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illness within a PHC setting (III). After this reading we presented a naïve understanding.
According to Ricoeur (1976), understanding will be a naïve grasp of the meaning of the text
as a whole.
The naïve understanding guided the next phase: the structural analysis. According to Lindseth
and Norberg (2004), the structural analysis is a phase to view the text as objectively as
possible and is a way to validate or invalidate the naïve understanding. Guided by the aims of
Paper II and Paper III, the interview texts were divided into meaning units linked to each
other by content. The meaning units were condensed and sorted into sub-themes, based on
similarities and differences in meaning. We abstracted the sub-themes into themes. According
to Lindseth and Norberg (2004), a theme is a thread of meaning that penetrates text parts; it is
seen as essential meaning of lived experience. Themes should be formulated as condensed
descriptions in a way that discloses meaning.
The aim of the last phase, comprehensive understanding, is to grasp a deeper understanding of
the text as a whole. Developed by and supported of the naïve understanding, the structural
analysis, relevant literature and our pre-understanding as researchers, the interview texts were
interpreted in their whole in order to reach a new comprehensive understanding of lived
experience in the studies presented in Paper II and III. In this phase, the focus is not on what
the text says, instead the focus in on possibilities of living in the world that the interview text
opens up (i.e. Lindseth & Norberg, 2004; Ricoeur, 1976).
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ETHICAL CONSIDERATIONS
This research is in accordance with the Helsinki Declaration (2013). The risks, burdens and
benefits for the research participants were taken into account before this research project
started.
The participants in studies I-IV were given both verbal and written information about the
nature of the study. Before the interviews started, the participants were informed that their
participation was voluntary, meaning that they could withdraw from the study any time they
wished without giving a reason. Kvale and Brinkmann (2009), state the importance of giving
the participants full information about the aim and the study design in order to protect the
participants and to avoid a terrible research procedure. Informed consent means that the
participants become aware of their rights and that their participation is based on their free
will.
Written consent was received from the participants in the studies I-IV, and they were
guaranteed confidentiality. According to Polit and Beck (2012), the rights of participants
imply that the data they provide to a research project will be kept in strict confidence and their
privacy is protected and controlled through a numerous of confidentiality procedures. One
way of doing this is to guarantee the participants an anonymous presentation of the findings,
meaning that no information about their identity would be presented (cf. Kvale & Brinkmann,
2009). Polit and Beck (2012), state some concerns regarding this within qualitative studies; as
the researcher and the participants often become closely involved, it is almost never possible
to guarantee anonymity. Whenever it is possible to achieve anonymity, researchers should
strive to do so. In the study presented in Paper I, FG interviews were conducted, which is a
form of an interview performed with several participants. In a FG interview the participants
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come together and they are not unknown to each other. I carefully addressed the importance
of not discussing this interview elsewhere or with other people.
During the interviews in the studies presented in Papers I-IV, it was important to promote a
pleasant atmosphere for the participants to freely narrate their lived experience about the
phenomenon under study. Before the interviews were conducted my tutors and I talked a lot
about ethical issues related to performing an interview and how to make the participants feel
confident during their participation. According to Kvale and Brinkmann (2009), the
interviewer must be aware about the openness and the intimacy that characterises much of
research interviews that implicate that participants may discuss things they are not supposed
to reveal. All studies in this doctoral thesis have been approved by the Regional Ethics
Review Board (Dnr. 2010-178-31 M; 2 Dnr. 2015-214-32M).
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FINDINGS
The findings of this thesis are presented separately. An overview of themes and subthemes are
presented in Table 3.
Table 3. Overview of themes and subthemes (I-IV)
Paper

Themes

Subthemes

I

Being aware of the importance and
difficulties during encounters
Being the patients´ advocate
Being attentive to the unique
person
Being informed when a meeting
turned out poorly

II

Being in togetherness strengthens
health and well-being

Feeling welcomed as a person
Being involved in their own care
Continuity care create trustful
relationships

III

Being confirmed as a family

Being needed
Being in a familiar and trusting
relationship

Being involved in the care

Being met with engagement
Being met with helpfulness

Being respected as a valuable
person

IV

Accessibility of care
Confirmation throughout the
period of care
Satisfaction with the care received

41

Being met with compassion
Being met with dignity

Paper I
District nurses views on quality of primary healthcare encounters
The perspective of the district nurses
The findings from the analysis of the focus group interviews with the DNs resulted in four
themes: Being aware of the importance and difficulties during encounters, being the patients’
advocate, being attentive to the unique person and being informed when a meeting turned out
poorly. The DNs described a good quality encounter as the foundation of a caring relationship
with patients in PHC and as the basis of their work.
Being aware of the importance and difficulties during encounters was related to DNs views
that the encounter is significant in making patients feel welcomed and safe, but at the same
time, it contained dimensions of difficulties as they gave patients telephone advice, met
patients from other countries or greeted angry patients. The DNs sometimes experienced that
their work contained so much stress, which contributed to a lack of time, creating a negative
impact on the encounters with the patients. Instead, time was an important factor in creating a
caring relationship. There was a good chance for the DNs to develop a caring relationship
with the patients when the first meeting was good, and a first good impression was made. The
DNs described that it was significant for them to make patients feel that they were welcomed
and that contributed to a positive attitude among the patients. To interact in a professional
manner and focus on the patient was part of a good encounter; this presupposed that they had
awareness of their own values and ethics. These were factors of importance throughout the
whole encounter.
Being the patients´ advocate was related to DNs views that patients are vulnerable and must
be protected in different ways throughout the care. The DNs described that they protected the
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patients when they lacked the strength to fight for their rights in healthcare, looking out for
their interests. They expressed that patients often turned to them, especially when the
encounter with a physician did not work out well. The DNs found themselves as being the
patient’s advocate in situations like that, as they wished to improve the communication in the
relationship between the patient and the physician. They also used to follow the patients when
they had appointments with the physician as a way to support and protect the interest of the
patients. If there was dissatisfaction among the patients, the DNs informed the patients about
their rights and where they could file their complaints, in order to make everything well for
the patient.
Being attentive to the unique person was related to the DNs wishes to meet the patient with
genuine interest and attention during the encounter. The DNs described that it was significant
that the patient was given attention based on engagement, commitment, and interest. The DNs
stressed the importance of being professional during the encounter; one way of being
professional was when they regarded the patients with respect for their human rights and
viewed them as equals. A relationship founded on equal terms was also connected to the
importance of believing and taking the patients seriously as they needed care. The DNs
described that when the patients were in need of help, it was of significance to confirm them
and that was achieved when they were seen and listened to. To create a good encounter the
DNs expressed that they had to regard each patient’s life story; this gave them a chance to
learn more about the patient. They described this as a useful source of information, which
gave them knowledge about the patient. When they failed to see and listen to the patient they
described it as a poor quality encounter, this could harm the patient’s dignity and confidence
in healthcare. Hence, encountering patients with kindness led to patients being cared for and
was part of a good, quality encounter.
43

Being informed when a meeting turned out poorly was related to DN awareness and
understanding if a patient had experienced dissatisfaction and shortcomings during the
encounter. They described that if a meeting had failed then it was important to meet the
patient once more in person at the healthcare centre, as an opportunity for them to discuss the
negative encounter. They expressed that it was important to handle the situation immediately
as a way for the patient to address their sense of dissatisfaction and to talk about what they
had experienced as poor. When they gave the patient a chance to discuss this with them it was
a way to promote a good encounter instead. The DNs described that it was important that they
admitted what went wrong and gave the patient an apology. This was appreciated by the
patients as they were given an explanation and improved the nurse-patient relationship. The
DNs expressed a need to talk about complicated encounters that not had worked out well with
their colleagues as a way to learn from each other. Organised meetings where they could talk
about issues related to encounters were of major importance, as a means for improving patient
encounters.

Paper II
Being in togetherness: meanings of encounters within primary
healthcare setting for patients living with long-term illness
The perspective of patients with long-term illness
The findings from the analysis of the narrative interviews suggests that meanings can be
understood as one main theme, being in togetherness strengthens their health and well-being,
and three sub-themes, feeling welcomed as a person, being involved in their own care and
continuity care create trustful relationships. Meanings of encounters for patients with longterm illness were characterised by being met with respect for their dignity. To be encountered
with respect and dignity by the healthcare personnel gave them energy and facilitated their
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health and well-being in a beneficial way, as it enabled recovery and gave strength to manage
their daily lives.
Feeling welcomed as a person was related to the patient’s feelings of being welcomed to the
PHC. The patients with long-term illness described that when they felt that they were
welcomed they became positive and satisfied as a person and that was described as a good
encounter. Being encountered with a good approach with respect, kindness and humanity by
the healthcare personnel made them energised which facilitated the healing of a wounded
body. This was explained to improve health and well-being in a positive way. The patients
described that it was important that the healthcare personnel viewed them as unique persons.
Healthcare personnel, who confirmed them by seeing and listening to what they had to share,
made the patients feel unique and that they had full attention during the encounter. If the
healthcare personnel were stressed and only attended to their most necessary needs, it was
described as a poor encounter. Instead they wanted to have sufficient time and for the
healthcare personnel to be presence in the encounter. The patients expressed that they wanted
their opinions and their specific needs to be considered when their care and treatment was
planned. To be given questions gave them the impression that the personnel were genuinely
interested, which was part of a good encounter. Good encounters made them feel positive, and
it allowed them to be able to talk about other things rather than the illness. The patients had
experienced situations when they not had been confirmed, and they felt that they were
disrespected, which affected their confidence in the care. They highlighted the importance of
receiving good encounters as it meant they were given strength to manage their daily lives.
Being involved in their own care was related to the patients’ feelings when given information
and explanations continuously throughout care at the PHC. This made them feel that they
were involved in their own care. The patients wanted to receive regular information about
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their care plan, test results and medications, which they sometimes lacked and that had a
negative impact on the patients’ safety. Healthcare personnel that left them without
information and feedback contributed to their feelings of being ignored and met with
nonchalance, which caused them unnecessary concern. They described that they needed to
encounter healthcare personnel who were well-informed about their conditions. The patients
with long-term illness experienced good encounters when the healthcare personnel contacted
them for follow-up conversations; this was an important strategy for long-term care planning.
To receive regular feedback was important to feeling safe and confident with the care, and to
be involved in their own care facilitated their recovery and healing from treatments in a
positive way. The patients described that part of a good quality encounter was when they
received this regular feedback and a regular health examination at the PHC. This filled them
with trust and confidence in the relationship with the healthcare personnel.
Continuity care create trustful relationships was related to patients’ wishes of continuity in
the encounter with the healthcare personnel within the PHC, meaning that it was important
that they had knowledge about them and took responsibility for their care. They valued
meeting with the same healthcare personnel as it laid the foundation for a personal
relationship to develop based on trust. Continuity in the encounters with the healthcare
personnel helped them to be well informed about their conditions. The patients described that
there existed some difficulties when they had to change the physician or the nurse, in
situations like this they had to repeat their medical history over and over again. They
highlighted that this was a problem within the PHC nowadays. The patients wanted to have a
personal relationship with healthcare personnel that they knew well. This gave them the
knowledge of whom they could turn to with their thoughts, feelings and questions regarding
the illness. The patients also expressed that when there was continuity in the encounter with
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the healthcare personnel it also meant that it was easier to receive help with their needs. It was
important for the patients to know that the healthcare personnel had full responsibility for
them, which contributed to their sense of being confident with the care at the PHC. As they
often had to encounter a new physician or nurse at every healthcare appointment, it was
described as very exhausting and frustrating. Patients described that continuity was the
prerequisite for developing trust in the healthcare personnel in the setting of PHC.

Paper III
Meanings of encounters for close relatives of people with a long-term
illness within a primary healthcare setting
The perspective of close relatives of people with long-term illness
The findings from the analysis of the narrative interviews suggests that meanings of
encounters for close relatives can be understood as being confirmed as a family, being
involved in the care and being respected as a valuable person (i.e. three themes). Close
relatives to people with long-term illness wanted to be met with respect and dignity by the
healthcare personnel at the PHC. They are involved in the care of the ill person and as they
accompany they want to have a dialogue and information from the healthcare personnel
concerning the care. Close relatives valued when they were met as family team, as the whole
family is affected by the illness and have different needs to be supported with.
The first theme being confirmed as a family included two subthemes; being needed and being
in a familiar and trusting relationship. The close relatives felt meaning in their lives when
they followed the ill person to the PHC; it was important for them that they were supportive
and were updated about their health status. They expressed the importance to be given
information, as the ill person did not always have the strength to take that in. Close relatives
described the significance of being there for the ill person and that it was a privilege, as they
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felt that they were needed. To be needed gave meaning to their lives and strengthened their
own well-being. The close relatives felt that an encounter had been good when the ill person
was in focus and cared for in a good way. It was also important that the healthcare personnel
invited close relatives into the healthcare conversation that created feelings of comfort and
security. Close relatives valued being seen as an important resource in the care of the ill
person. To be viewed as a team was an important aspect of a good encounter. They described
that it was significant to be confirmed and listened to as a family team; this facilitated the
relationship with the healthcare personnel. To have a relationship was important as it gave
them support and relief when they experienced difficult situations. Support was important,
and when they had experienced a lack of support they felt sad and frustrated. Instead close
relatives valued having a familiar and trusting relationship with the healthcare personnel.
When the healthcare personnel encountered them with a personal and friendly approach it was
easier to connect with each other. If there was continuity in the healthcare relationship, than
close relatives felt confident. A familiar and close relationship contributed to close relative’s
sense of support, relief and ability to communicate with each other
The second theme, being involved in the care, including the sub-themes being met with
engagement and being met with helpfulness, was related to the close relatives’ feelings of the
encounters, in which they wanted to be invited into the care and be given assistance in the
care of the ill person. Close relatives felt that they wanted to be involved in the care; it was
significant that they received explanations and information. They described that they valued
when the healthcare personnel taught them about treatments, it facilitated their sense of
involvement and confidence. Close relatives felt involved in the care of the ill person when
they had a dialogue with the healthcare personnel. This dialogue allowed them to ask
questions directly to the healthcare personnel, and they appreciated when they obtained
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answers to their questions. Close relatives described that they had the responsibility for the
care of the ill person at home, which made it important for them to be involved, and that it
was important for there to be a dialogue with the healthcare personnel in order for them to feel
listened to. Encounters that promoted their sense of involvement gave them meaning, hope
and strength to manage their situation. If the healthcare personnel did not give them
explanations they felt distress. Close relatives wanted to encounter healthcare personnel that
inspired them to take part with engagement and presence. They felt that healthcare personnel
that showed a will to provide them with help and support gave them comfort. Close relatives
valued when they reached out to the healthcare personnel and received help by a phone call,
and then the care was available. Healthcare personnel that close relatives’ experienced were
interested were described as competent and professional. Close relatives described that
healthcare personnel sometimes ignored their needs; this made them feel less confident with
the care of the PHC. This was described as a poor encounter, and good encounters were when
they felt that they were helped.
The third theme, being respected as a valuable person, and involving two subthemes, being
met with compassion and being met with dignity, was related to close relatives and their
wishes to be encountered with respect for their dignity. They felt respected when the
healthcare personnel showed empathy and communicated with them in a respectful way; it
made them confident. Sometimes the healthcare personnel viewed them as an appendix
instead of as a caring family member, which affected them in a negative way. Close relatives
felt sad and angry when that happened. It was important to be encountered with warmth by
committed healthcare personnel, which gave them a sense of being cared for. They described
that a good encounter was when they were met with an open and polite approach from the
healthcare personnel, which facilitated their sense of being respected. Close relatives felt
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welcomed when they had time and the GPs and nurses listened to their stories; they showed
that they had their heart in the right place. To be listened to was an important aspect of the
encounter, which they highly appreciated, and was described as caring. Close relatives
expressed that good encounters promoted their dignity, as the healthcare personnel showed an
understanding that made it easier to deal with the illness. Healthcare personnel who showed
such behaviour in the encounter were described as supportive and regarding the close relatives
as humans. As the close relatives often had to act as the ill person spokesperson it was
valuable if they were taken seriously and not met with suspicion as they had sometimes felt
which negatively affected their trust in the care. When they raised their voices in
disagreement, this influenced future encounters in a beneficial and a respectful way.

Paper IV
Dignity encounters: The experiences of people with long-term illness
and their close relatives within a primary healthcare setting
The perspectives of people with long-term illness and their close relatives
The findings from the analysis of the semi-structured interviews resulted in three themes such
as: accessibility of care, confirmation throughout the period of care, and satisfaction with the
care received. The couples described that a dignity encounter was when they felt that they had
access and a good contact with the healthcare personnel. They felt that a dignity encounter
was when they were confirmed by the healthcare personnel, and that made them satisfied with
the care.
The first theme accessibility of care was related to the couple’s need for access to the
healthcare personnel within the PHC. When there was access it was described as they were
encountered with dignity. They felt that access influenced their sense of being welcomed. The
couples had access when they could contact the healthcare personnel and be held with advice
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and health counselling, then they were guided in the right way. Dignity encounters received
from the healthcare personnel meant being able to develop a trusting relationship, which was
described by the couples as positive. The couples described that it was important to have a
good contact as it enabled them to be understood and cared for. They appreciated when the
GP contacted them even though no appointment was booked which formed a fruitful
conversation. The couples had on occasion experienced less access to the healthcare
personnel. They felt frustrated when they could not contact and receive help as needed. In
situations like this they wished for a direct contact channel with the healthcare personnel.
They felt that healthcare personnel practiced dignity encounters when there was time and the
environment was peaceful. The couples described that dignity encounters should be planned
without long waiting times and with a feeling of being welcomed.
Confirmation throughout the period of care was related to the couple’s sense of being seen
and listened to. The couples felt that a dignity encounter was when they could exchange their
experiences and the healthcare personnel showed an understanding, then they became close to
each other. They valued when the healthcare personnel paid attention and when they held eye
contact and used human touch as they introduced themselves. The couples felt that there was
a dignity encounter when the healthcare personnel asked questions about how they could be
helped, as they wanted their views to be important. To be believed in was part of a dignity
encounter, and when the opposite was the fact then they felt as though they had no help,
which violated their dignity. This made them sad, angry and had negative effects on their
health and well-being. When a dignity encounter could not be promoted, couples confidence
in the care decreased. The couples felt that when they received a dignity encounter based on
confirmation from the healthcare personnel it promoted a shared understanding for their
situation.
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Satisfaction with the care received was related to the couple’s experiences of being met with
respect for their dignity, which contributed to their feelings of being satisfied with the care
received. A dignity encounter which made them satisfied was connected to healthcare
personnel’s ability to influence them with hope and happiness. The couples felt satisfied to be
encountered with dignity, which facilitated care and filled them with an inner thankfulness
and an overall good impression of the healthcare personnel at the PHC. In situations when
they had felt dissatisfaction in the encounter with the healthcare personnel they had addressed
this directly, which had led to the personnel being more responsive to their needs. When the
couples were encountered with dignity, it had a positive impact on their health and well-being
in terms of being more safe and calm. Encounters who promoted their dignity, gave them
good memories of received care and with a feeling to visit that PHC again.
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DISCUSSION
Interpretation of the findings
The overall aim of this thesis was to describe and elucidate the experiences of encounters for
people with long-term illness, their close relatives and DNs within a PHC setting. The
findings will be related to the theory of caring and uncaring (Halldorsdottir, 1996), and prior
research. This thesis shows that people with long-term illness and their close relatives
considered the encounter as the starting point for developing a trusting and caring relationship
with DNs and the healthcare personnel within the PHC (I-IV). According to Halldorsdottir
(2008), the nurse-patient relationship is the core of the professional nursing care and can be
the difference between whether or not the patient felt that the encounter was caring. Salient in
this thesis was that the encounter in PHC has to be built on respect and dignity (I-IV). Further,
dignity encounters meant more for the participants than being treated well; it meant the
relationship with the healthcare personnel was strengthened in terms of closeness and being
involved in the care (IV). When the encounter was good and promoted dignity, it also
promoted the patients’ health and well-being in a beneficial way (II-IV). According to
Halldorsdottir (1996), an encounter that aims to promote the health and well-being of the
patient is described as caring. When patients feel that they are cared for, the encounter can
increase a sense of security and well-being, a sense of acceptance, and an internal sense of
healing. According to ICN (2012), one of the overall goals in nursing is to promote health and
well-being and prevent illness. Therefore, it is important for the healthcare personnel to be
aware that healthcare encounters can affect the patient’s health (cf. Halldorsdottir & Hamrin,
1997).

53

The patients described that it was important that the encounter with the healthcare personnel
create possibilities to develop a personal relationship because it permeated them with trust and
confidence (II). Close relatives stated that when they encountered healthcare personnel that
had a personal and friendly approach, it created a familiar and trusting relationship and it was
easier to connect. In this situation they felt support and relief (III). This can be interpreted as a
caring connection (cf. Halldorsdottir, 1996), which can lead to mutual trust symbolised as the
bridge, between the patients and the healthcare personnel (Skuladottir & Halldorsdottir,
2008). A caring connection can be compared with a friendship, wherein trust is important for
an encounter to be perceived as caring (Halldorsdottir & Hamrin, 1997). This is in agreement
with Gustafsson et al. (2013b) that pointed out the importance for patients and relatives to
experience trust in the encounter because having someone to trust gives them a person to lean
on that is not affected personally. This can cause feelings of safety and security. The patients
in this thesis valued to meet competent and professional healthcare personnel as it meant to be
safe with care provided, and characterised a secure encounter (II).
In this thesis, the findings show that an important prerequisite for an encounter to develop a
personal (II) and familiar relationship was when there was continuity in the encounter (III).
This facilitated to receive help, support and to connect with each other for both patients and
their close relatives (II, III). Morse (1991) noted that a long lasting nurse-patient relationship
facilitates that the patient is viewed as a person. This relationship enables the patient to trust
the nurse and the nurse enters a relationship in which the needs of the patient are highly
regarded. According to From et al. (2009), continuity in daily care is closely related to good
care. Eriksson and Nilsson (2008) showed that continuity is an important precondition for
development of trust in the healthcare encounters. For the development of continuity there
must be enough time in the encounter because time is a prerequisite for a trusting relationship.
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Further, findings show that people with long-term illness and their close relatives experienced
a trusting relationship with the healthcare personnel when they had established a good contact
in a dignified encounter (IV). According to Halldorsdottir (1991) when the patient is given
professional caring, built on mutual trust patient dignity is protected, this can be interpreted as
the life-giving mode. This mode reinstates well-being and human dignity of the patients.
Gustafsson et al. (2013a), showed that healthcare encounters that promotes well-being for
patients and relatives is based on respect and dignity and includes the dimension of doing
good for someone in need. When the healthcare personnel acknowledge the patients’
suffering, they show understanding and genuine interest.
An encounter that creates feelings of being welcomed was described by the patients as
important when being helped with their needs (II), and met with dignity (IV). Matiti, CotrelGibbons and Teasdale (2007) showed that it is important within nursing to support patient
dignity. According to Widäng and Fridlund (2003), when the patient are met with dignity it
contribute to feelings of being seen as a whole person, respected and seen as trustworthy.
Lindwall and von Post (2014) showed that one way to preserve patients’ dignity is to see and
listen to patients’ needs. According to Halldorsdottir (1991), this can be interpreted as the lifesustaining mode, including good will and benevolence. Furthermore, this thesis show that
when the patient felt welcomed the encounter was based on respect, kindness, humanity, and
experienced as a good encounter (II). According to Halldorsdottir (1996) this can be
interpreted as the patient in a caring encounter is shown respect and truly presence by the
healthcare personnel. In situations like this the patient feels as the nurse attends to them which
can be empowering by making the patient feel special (Halldorsdottir, 2008).
The DNs described that it was their duty to create an encounter that made patients feel
welcomed by interacting in a professional manner. They also approached the patient with
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their full focus and viewed themselves as the patient advocate (I). According to Halldorsdottir
(1996), when the nurse acts in a professional way, she is competent in connecting with
people. This can be built when the patient feels that the nurse is genuinely concerned, open,
and respectful. In this thesis, the findings show that people with long-term illness and their
close relatives believed that the encounter promoted their dignity when they had a good
contact with the healthcare personnel. This contributed to the feeling of being cared for and
that healthcare personnel understood their life-situation (IV). Halldorsdottir (1996) describes
this as a caring connection has been developed. A caring connection allows the patient to feel
that the healthcare personnel are genuine in their concern, which enables an understanding of
the patient’s needs. According to Eriksson (2002), there is an ethical motive in all caring,
which involves respect for the absolute dignity of the human being. Human dignity implies
responsibility for one’s own and the life of another.
In this thesis, the findings show that it was essential that the encounter contained aspects of
confirmation (I-IV). Patients felt confirmed when the healthcare personnel had time to be
present and listened to their needs and resources in daily life (II), and created a sense of a
shared understanding of their life-situation (III-IV). According to Buber (1997), is it
necessary for humans to confirm each other in their individual existence. Confirmation is one
of the most essential human needs and necessary for an encounter to be authentic and
genuine. A prerequisite for the encounter to be authentic is to accept the other person as
another human being. In the present thesis, findings show that it was important to be
confirmed as a family (III) and when the healthcare personnel listened to their experiences it
promoted closeness and their dignity (IV). Lindwall and von Post (2014) noted that listening
and being engaged in patients’ and relatives’ stories was a way to build a healthcare
relationship based on dignity. Skuladottir and Halldorsdottir (2008) noted that when two
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people confirm and value the personhood of each other a true dialogue may arise. This can
empower the communication to speak freely, feel listened to and being understood. This
thesis show that part of a dignity encounter was linked to people with long-term illness and
close relatives’ feelings of being confirmed as credible persons and to receive support with
their needs (IV). Nåden and Sæteren (2006) showed that patient’s feel confirmed when they
are encountered with interest, which maintain their dignity. According to Nygård et al. (2012)
a confirming encounter makes it possible for the patient to establish a relationship with the
healthcare personnel in equal terms.
Patients and close relatives believed that the encounter with the healthcare personnel was the
beginning of the collaboration and involvement in the care. They felt involved when the
healthcare personnel invited them to a dialogue, were given information, and allowed to take
part in planning and decision making (II-III). Patients gained strength and their recovery
benefitted when they were provided with information and explanations by the healthcare
personnel (II). This can be interpreted as building a bridge between the nurse and the patient,
in which the essential structure of an encounter can be described as empowering. This is
manifested through acknowledgment of the other through dialogue, engagement and
involvement. This can increase the patient’s sense of control, relieve their vulnerability, and
give the patient a full voice (Skuladottir & Halldorsdottir, 2008). When the nurse and the
patient reach out to each other in a caring encounter, it is easier to work together towards the
common goal of increased health and well-being (Halldorsdottir, 2008).
A poor encounter was experienced by the patients and close relatives when the healthcare
personnel did not confirm them, and lacked information and follow-up conversations. It led to
decreased confidence of the care. They also felt that no one had responsibility of their care (II)
because they were ignored and met with nonchalance (II-III). This is in line with Söderberg et
57

al. (2012), who found that women were treated with indifference and ignorance by the
healthcare personnel when they were seeking care in the PHC and within inpatient care. These
encounters were marked by a lack of interest from the healthcare personnel, and they were
met with scepticism and with a sense of being a troublesome patient. In this thesis, encounters
that failed to promote people with long-term illness and their close relatives’ dignity had a
negative impact on the patients’ health and well-being (IV). Halldorsdottir (1996) described
this as an uncaring encounter. Uncaring encounters can decrease the health and well-being of
the patient. In an uncaring encounter the patient perceives that the nurse and healthcare
personnel are incompetent, lack genuine concern, do not respect the patient’s need for
information, and lack understanding for their situation. In situations of dependency, a patient
that is not cared for can develop feelings of loss, despair, helplessness, and having no value as
a human, which is life-destroying (Halldorsdottir, 1991). This is disempowering for the
patient which can result in a wall between the nurse and the patient. When there is a wall,
there is a lack of trust and a disconnection in the nurse-patient relationship, and the patient can
lose control and feel hopeless (Skuladottir & Halldorsdottir, 2008).
In this thesis, the findings show that the DNs wanted to know when patients experienced
dissatisfaction or shortcomings, and wanted to meet once more in order to discuss these
issues. It was positive to apologize directly to the patient, and it was vital for improvement of
the nurse-patient relationship (I). Studies (Skär & Söderberg, 2012; Söderberg et al., 2012)
show that patients rarely receive a personal apology from the healthcare personnel that treated
them poorly. This issue may due to the healthcare personnel’s failure to recognize behaviour
of bad treatment. It is often difficult to accept criticism, and healthcare personnel often protect
each other in a close system. It was important to receive a personal apology by the healthcare
personnel because it made it easier for them to proceed and move forward. According to
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Person (2007), acts of forgiveness confirm goodness, fullness, charity, and maturity. Further,
when there is room for forgiveness, the relationships are formed of mutuality and respect. The
inability to forgive can negatively affect the ability to trust, which is a prerequisite to develop
a relationship. According to Skär and Söderberg (2012), a patient that does not receive a
personal apology can feel distressed. Alternatively, healthcare encounters that consider and
confirm the patient’s needs could reclaim human dignity.
Patients positively described healthcare personnel that approached them with commitment
and interest in the encounter (II). Encounters based on commitment were associated with
good care, which can be a foundation for caregivers’ willingness to help and being sensitive
to patients’ needs (From et al., 2009). The findings show that healthcare personnel who
encouraged warmth, commitment, and compassion led to encounters where close relatives
were truly cared for (III). This can interpreted as a life-sustaining mode, wherein the
encounter is caring and characterised by genuine kindness, concern, respect, and aims to
strengthen the other (Halldorsdottir, 1991). This involves being open, morally responsible,
and genuinely concerned for the patient as a person (Halldorsdottir, 1996). Snellman et al.
(2012) noted that it is of significant importance for patients to be encountered with humanity.
When caregivers possess qualities such as warmth and calmness, it can give the patient
harmony. Further, mutual respect in encounters can increase feelings of health and well-being.
The findings show that it was important that the encounter was characterised by respect and
dignity in the relationship for people with long-term illness, their close relatives and DNs (IIV). An encounter based on dignity improved the patients’ feelings of confirmation and their
satisfaction with the care they received. When the healthcare personnel cared about their
health problems, the patients felt a sense of hope and devotion (IV). Halldorsdottir and
Hamrin (1997) showed that when the patient felt that the healthcare personnel knew how to
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make them feel better and had insight into how they felt; the encounter was perceived as
caring. Healthcare personnel that have adopted a caring approach are warm, genuine, and
instil hope in their patients. Halldorsdottir (1991) stated that a nurse approaching a lifesustaining mode means that the nurse is committed, skilful, and aware of how to safeguard the
patients’ integrity and dignity. According to Rehnsfeldt et al. (2014) dignity is upheld in the
healthcare encounter when people with healthcare needs are regarded as persons and met with
commitment.

METHODOLOGICAL CONSIDERATIONS
In this thesis, encounters were studied in order to understand what it means for patients with
long-term illness, close relatives, and DNs. Both patients and their close relatives were asked
about their experiences to obtain a wider perspective about healthcare encounters. The
participants in this thesis were chosen by a purposive sampling with the goal to recruit
participants that had experiences with the phenomenon in focus. Recruiting information-rich
participants provides insight and in-depth understanding rather than empirical generalisation
in research (cf. Patton, 2015). During the different studies presented in Paper I-IV, the sample
size varied. The sample sizes were considered and an approximation of the sample size was
established. The final sample size in each study was evaluated throughout the research
process (cf. Malterud, Dirk Siersma & Dorrit Guassora, 2015). The recruitment of participants
were stepwise revisited and discussed with my tutors. According to Malterud et al. (2015),
information power is a concept that can be used as a guide for the sample size and states that
sample suitability and data quality is more important than the number of participants.
Information power indicates that the more information the sample holds, the fewer
participants are required. In the study presented in Paper IV the sample size was rather small.
However, we considered the sample size to be large enough because it contributed richness
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and depth to the analysis as well as in studies I-III. Sandelowski (1995) argues that it is
important that the sample size is large enough to reach variation in the participants’
experiences of the phenomenon yet small enough to permit a deep analysis of the data. In this
thesis, this was taken into account in the studies (II-IV) and the participants varied in ages,
gender, and diagnosis to obtain a wider perspective about their experiences of encounters in
PHC.
In the study presented in Paper I we used FG interviews according to the aim of the study.
The advantage with FGs is that they allow participants to engage in an interaction that focuses
on attitudes and experiences, which are of interest to the researcher (Morgan & Spanish,
1984). The group composition can help people to understand their own views (Kitzinger,
1995). Since the aim was to describe DNs views on quality of primary healthcare encounters,
FG interviews were considered a suitable method. Similar to other techniques within
qualitative research, FG interviews have strengths and limitations (Morgan & Spanish, 1984;
Patton, 2015). The DNs who participated in the FG interviews were a relatively homogenous
group in terms of gender and profession. There was only one male participant, which led to a
lack of variety in the male perspective. According to Patton (2015), a strength of FGs is that
they can replicate varied perspectives, so FGs should be homogenous in the backgrounds and
not attitudes. If the participants in the FG agree on everything, then the conversation tends to
be monotonous and could affect the richness of the data. However, the DNs’ varied ages, and
working experience as DNs which contributed to a rewarding conversation among the
participants during the FG interviews. The moderator has impact on the data collection
(Morgan, 1998). This was taken into account, and the focus was to allow the participants to
talk and discuss the topics with each other. Throughout the FG interviews, I worked as the
moderator and one of my tutors observed and took notes, which can be viewed as a strength.
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An interview guide was used to cover important topics. According to Patton (2015), it is
essential to keep the FG focused on the interaction when conducting a FG.
In the studies II and III, individual narrative interviews were conducted, and in study IV semistructured interviews with couples were used in accordance with the aims of the studies.
Patton (2015) argues that we must ask people questions about things we cannot directly
observe such as feelings, thoughts and intentions. I, as a doctoral student and interviewer,
conducted all the interviews with the participants and was responsible for inviting the
participants into a dialogue. According to Patton (2015) it is important for the interviewer to
be authentic, trustworthy, non-judgmental, and show interest. Therefore, it was important
establish a trusting relationship with the participants, in where they felt that they could talk
and share their thoughts and experiences, as a way to achieve trustworthiness in data
collection. Patton (2015) argues that by spending sufficient time with research participants
such relationship will be built, and the participants are more likely to be honest and
comprehensive in what they are telling to the interviewer, it contributes to trustworthy data.
The participants in studies II-IV were free to choose the place they wanted to be interviewed.
Most interviews took place in their homes and some preferred to meet at the PHC. In order to
bridling my pre-understanding in relation to the participants’ situations, it was important for
me to ask follow-up questions with clarifying probes for a greater depth and detail (cf.
Nyström & Dahlberg, 2001 ).
In the studies in Papers II-III, the participants were interviewed individually. According to
Taylor and de Vocht (2011) individual interviews have the potential in making the
participants more willing to disclose things for the interviewer that they would not disclose in
the presence of their partner for instance. However, one limitation with individual interviews
is for the possibility that the participants choses to reveal or conceal information, without any
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possibility to be corrected, which is important to be aware about. Though, in Papers II-III the
participants talked and narrated freely about their experiences about healthcare encounters
which contributed to richness in the interviews. In the study presented in Paper IV, the
participants were interviewed in couples. According to Taylor and de Vocht (2011) such
interviews also are referred to as joint interviews, which can result in particular insights that
are not possible in individual interviews, as they provide a window into the couples world of
shared experiences and meanings. The strength in this study presented in Paper IV was the
interaction among the couples, both were allowed to talk and share common experiences and
filled in gaps or clarified their descriptions when it was needed. According to Taylor and de
Vocht (2011) a benefit with joint interviews in a research interview is that partners can help to
reduce each other’s blind spot. In joint interviews, a benefit by allowing a partner in the
interview is to correct unacknowledged biases, as it can result in a more valid version and
more reliable information. According to Kvale (1996) different groups of subjects require
different interview approaches. Taylor and de Vocht (2011) whether the interview are
conducted individually or in couples the interview will be different and because of the
different data that these methods produce, researchers must be clear about the study aims and
take into considerations all methodological, ethical and practical aspects. In present thesis,
this was considered and discussed in the team as data was collected in studies presented in
Papers I-IV.
The data analysis methods were chosen to answer the aims of the studies (I-IV). According
Ezzy (2002), qualitative data analysis tries to understand the meanings of the participants’
perspectives by entering into their world. In the studies presented in Paper I and Paper IV a
thematic content analysis was chosen to analyse the findings because the aim was to describe
their views and experiences. Downe-Wamboldt (1992) argues that researchers often face a
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difficult choice between depth and level of understanding and wants the most empirically
meaningful information. That is why, whenever it is possible, the best solution to the dilemma
between levels of understanding is to use both latent and manifest content approaches to data
analysis. To achieve trustworthiness of the method, my tutors and I discussed the subthemes
and themes in order to reach a consensus (cf. Downe-Wamboldt, 1992).
In the studies II and III, a phenomenological hermeneutical interpretation was chosen to
analyse the interview texts, in accordance with the aims of the studies. By using this method,
we sought to determine the essential meaning of the experience of encounters in PHC (cf.
Lindseth & Norberg, 2004). The phenomenological hermeneutical interpretation involves a
process of validation: the process starts with the naïve understanding that guides the structural
analysis, and the structural analysis is reflected upon to validate or invalidate the naïve
understanding. In the studies II-III, this was taken into consideration and the process consisted
of moving back and forth between parts and the whole and between the naïve understanding
and the structural analysis. This was a process we repeated until the naïve understanding was
validated through the structural analysis. Within the research team we discussed and reflected
upon themes in relation to the naïve understanding (cf. Lindseth & Norberg, 2004). In the
comprehensive understanding, the text was read in its whole, while the naïve understanding,
the themes from the structural analysis, our pre-understanding, and literature were kept in
mind to revise, broaden, and deepen our awareness into a new interpreted whole.
Throughout the studies I-IV my goal have been to present and describe the studies as clear
and carefully as possible in order to achieve trustworthiness. In order to maintain credibility
we strived for a clear presentation of the data collection, the findings from the interviews and
interpretation of the findings. Lincoln and Guba (1985) pointed out that ensuring credibility is
one of most important factors in establishing trustworthiness. As a way to increase
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conformability during the studies I-IV, the interviews were digitally recorded and transcribed
verbatim. Further, I and my tutors audit all steps as analysing the data. Dependability has also
been striven for; one way to achieve this was for an independent auditor to review the
findings in the studies I-IV (cf. Lincoln & Guba, 1985). The findings in the studies presented
in Paper I-IV cannot be generalised but can be transferred to situations that is similar to the
findings and recontextualized to the current context (cf. Polit & Beck, 2012).
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CONCLUSIONS AND IMPLICATIONS
This doctoral thesis focuses on the experiences of encounters for people with long-term
illness, their close relatives, and DNs within a PHC setting. The encounters with the
healthcare personnel in the PHC have shown to have a vital impact on patients with long-term
illness and their close relatives’ health and well-being. Encounters that facilitated their health
and well-being in a beneficial way were characterised by engagement, confirmation, respect
and dignity. When they had an encounter based on respect and dignity, the patients and their
close relatives were strengthened, energised, and satisfied. The patients and their close
relatives felt dignified when the healthcare personnel saw and listened to them. Furthermore,
these encounters facilitated a shared understanding and allowed them to communicate their
experiences with the illness. It was significant to be confirmed as a team at the PHC through
the patients’ encounter with the healthcare personnel. When the patients and their relatives
were acknowledged as a team at the PHC, the encounter strengthened the relationship with the
healthcare personnel. It is important that close relatives are viewed as an important resource in
the care of the patient. The hallmark of a good encounter in the PHC was for patients and their
close relatives to be involved in the care and take part in decision making when the care was
planned. Access and continuity with the healthcare personnel were prerequisites for an
encounter to be characterised as good and dignified. This thesis provides knowledge about
what constitutes good and dignified encounters in the setting of PHC. The healthcare
personnel at the PHC must be bridge builders that aim to create positive encounters with
patients and their close relatives.
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SUMMARY IN SWEDISH – SVENSK SAMMANFATTNING
Vårdmöten i primärvården från personer med långvarig sjukdom, deras
närstående och distriktssköterskans perspektiv
Introduktion
Denna doktorsavhandling har fokus på personer med långvarig sjukdom, deras närstående och
distriktssköterskor i primärvården. Varje dag äger många vårdmöten rum i olika
vårdkontexter och ett respektfullt möte med patienter och deras närstående är fundamentalt
inom omvårdnad. Varje vårdmöte är unikt och det är varje patients rätt att mötas som en unik
person. Personer som diagnosticeras med långvariga sjukdomar ökar i vårt samhälle, både på
nationell- och internationell nivå. När personer med långvariga sjukdomar är i behov av vård
är det i första hand till primärvården de ska vända sig för att få hjälp. Primärvården står för
majoriten av antal besök som har hand om denna patientgrupp. Personer med långvariga
sjukdomar har oftast ett stort vårdbehov och sjukdomen påverkar inte enbart den som är sjuk
utan även dennes närstående. Därför är det viktigt att uppmärksamma personer med långvarig
sjukdom och närståendes behov av goda möten inom primärvården. När de kommer till
primärvården så utvecklar de en relation till hälso- och sjukvårdspersonalen på hälsocentralen.
Vårdmötet med hälso- och sjukvårdspersonalen kan många gånger vara avgörande för deras
upplevelser av vården som god eller inte. Det är viktigt att hälso- och sjukvårdspersonal inom
primärvården försöker främja goda möten genom att visa respekt, bekräftelse och värdighet
för personer med långvarig sjukdom och deras närstående, därför att det kan ha goda
hälsofrämjande effekter för deras hälsa och välbefinnande.

Övergripande syfte
Doktorsavhandlingens övergripande syfte var att beskriva personer med långvarig sjukdom,
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deras närstående och distriktsköterskans upplevelser av vårdmöten i primärvården.
Avhandlingen har en kvalitativ design och består av fyra delarbeten.
Table 1 Översikt över delstudiernas syfte, design/metod, deltagare och datainsamling
Studie Syfte

Design/Metod

Deltagare

I

Beskriva distriktssköterskors
syn gällande kvalitet på
vårdmöten inom
primärvården

Kvalitativ
27 distriktssköterskor
metod/tematisk
innehållsanalys
(DowneWamboldt; Baxter;
Woods &
Catanzaro)

Fokusgrupp
intervjuer

II

Beskriva innebörder av
vårdmötet för patienter med
långvarig sjukdom i
primärvården

Kvalitative metod/ 10 patienter med
fenomenologi
långvarig sjukdom
hermeneutik
(Lindseth &
Norberg)

Individuella narrativa
intervjuer

III

Beskriva innebörder av
vårdmötet för närstående till
personer med långvarig
sjukdom i primärvården

Kvalitative metod/ 10 närstående till personer
med långvarig sjukdom
fenomenologi
hermeneutik
(Lindseth &
Norberg)

Individuella narrativa
intervjuer

IV

Beskriva upplevelserna av
värdighet i vårdmöten för
personer med långvarig
sjukdom och deras
närstående

Kvalitativ metod
/tematisk
innehålsanalys
(DowneWamboldt; Baxter;
Woods &
Catanzaro)

Semi-strukturerade
intervjuer

5 par =10 personer
(5 personer med långvarig
sjukdom och 5
närstående)

Data insamling

Delstudie I – Distriktssköterskornas perspektiv
Syftet med delstudie I var att beskriva distriktsköterskors syn på kvalitet i vårdmöten inom
primärvården. Data samlades in med hjälp av fokus grupper på fem hälsocentraler runtom i
Norrbotten. Datainsamlingen genomfördes med fokusgrupp intervjuer med 26 kvinnor och 1
man. En vinjett användes som underlag för att stimulera fokusgrupp intervjuerna. Vinjetten
beskrev ett patientärende anmält till Patientnämnden i Norra Sverige. Data analyserades med
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hjälp av tematisk innehållsanalys. Analysen av fokusgruppintervjuerna med
distriktssköterskorna resulterade i fyra teman: att vara medveten om betydelsen och
svårigheter i vårdmötet, att vara patientens advokat, att vara uppmärksam mot den unika
personen, att vilja bli informerad när ett vårdmöte brustit. Distriktssköterskorna beskrev att
god vårdkvalitet i vårdmötet var grunden i deras arbete och för att kunna utveckla en vårdande
relation med patienter i primärvården.
Temat att vara medveten om betydelsen och svårigheter i vårdmötet relaterades till
distriktsköterskorna syn att vårdmötet är viktigt för att få patienterna att känna sig välkommen
och trygga. De beskrev att det fanns svårigheter i vårdmötet till exempel vid
telefonrådgivning, att möta utrikesfödda personer och att möta irriterade patienter.
Distriktssköterskorna upplevde att stress och tidsbrist inverkade negativt på vårdmötet. Att
spendera tid med patienten var en förutsättning för att kunna utveckla en vårdande relation
med patienten. Det fanns en god chans för distriktssköterskorna att utveckla en relation med
patienter om det första mötet och det första intrycket blev bra. Distriktssköterskorna beskrev
att det var viktigt att få patienterna att känna sig välkomna eftersom det kunde bidra till en
positiv attityd. Att vara professionell var att ha patienten i fokus, vilket var del i ett bra
vårdmöte. Detta förutsatte att distriktssköterskorna var medvetna om sina egna värderingar
och om etik, vilket var viktiga faktorer genom hela vårdmötet.
Temat att vara patientens advokat relaterades till distriktssköterskornas syn att patienter är
sårbara och måste beskyddas på olika sätt under vårdtiden. Distriktssköterskorna beskrev att
de beskyddade patienterna när de saknade styrka och ork att kämpa för sina rättigheter,
eftersom det låg i deras intresse. De beskrev att patienterna ofta vände sig till dem, speciellt
när ett vårdmöte med läkaren inte föll väl ut. I sådana situationer såg de sig som patientens
advokat, eftersom de önskade förbättra kommunikationen i relationen mellan patient och
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läkare. Distriktssköterskorna brukade även följa med patienterna när de hade en bokad tid hos
läkaren som ett stöd och för att skydda deras intressen. När det fanns missnöje bland
patienterna, brukade distriktssköterskorna informera om deras rättigheter och vart de kunde
fylla i deras klagomål, för att allt skulle bli så bra som möjligt för patienten.
Temat att vara uppmärksam mot den unika personen relaterades till distriktssköterskornas
önskan om att möta patienten med genuint intresse och uppmärksamhet i vårdmötet.
Distriktssköterskorna beskrev att det var viktigt att patienten fick uppmärksamhet baserat på
engagemang och intresse. De beskrev att det var viktigt att vara professionell, och ett sätt att
vara professionell var när de betraktade patienterna med respekt för deras mänskliga
rättigheter och med jämlikhet. En jämlik relation kopplades samman med vikten av att tro och
ta patienten på allvar när de var i behov av vård. Distriktssköterskorna beskrev att det var
viktigt att bekräfta patienterna, att få dem att känna sig sedda och lyssnande till. Ett bra
vårdmöte var när de tog hänsyn till varje patients livshistoria, det gav dem en chans att lära
sig mer om patienten. När de misslyckades med att se och lyssna till patienten, beskrev
distriktssköterskorna det som att kvaliteten brustit och resultatet blev ett mindre bra vårdmöte.
Detta kunde skada patientens värdighet och tillit till vården. Istället var det viktigt att möta
patienterna med vänlighet och få dem att känna sig väl omhändertagen, det var god
vårdkvalitet i vårdmötet.
Temat att vilja bli informerad när ett vårdmöte brustit relaterades till distriktssköterskornas
medvetenhet och förståelse om en patient upplevt missnöje och brister under ett vårdmöte. De
beskrev att när ett vårdmöte hade brustit var det viktigt för dem att träffa patienten och
samtala om det som inträffat, det var en möjlighet för dem att diskutera det som gått fel. Det
var viktigt att hantera missnöjet omgående, och erbjuda patienten en chans att samtala om sina
negativa upplevelser. Distriktssköterskorna ansåg att det var viktigt att erbjuda patienten en
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chans att samtala med dem, i syftet att förbättra vårdmötet och ett försök att göra det bra.
Distriktssköterskorna beskrev att det var viktigt att kunna erkänna det som gått fel och att
kunna be patienten om ursäkt. De beskrev att patienten uppskattade att få en ursäkt och en
förklaring när vårdmötet brustit, vilket förbättrade deras relation. Distriktssköterskorna
beskrev att de hade ett behov av att samtala om vårdmöten tillsammans med sina kollegor. Att
det fanns organiserade möten för distriktssköterskorna att samtala om sådana frågor var
viktigt. Distriktssköterskorna beskrev att det var meningsfullt att lära av varandra när det
gällde komplicerade vårdmöten. Att samtala med sina kollegor om vårdmöten var ett led i att
förbättra vårdkvaliteten.

Delstudie II – Patienter med långvarig sjukdom perspektiv
Syftet med delstudie II var att beskriva innebörder av vårdmötet för patienter med långvarig
sjukdom i primärvården. Datainsamlingen genomfördes med narrativa intervjuer med fem
kvinnor och fem män. Data analyserades med en fenomenologisk hermeneutisk tolkning. I
denna studie tolkas innebörden av vårdmötet för patienter med långvarig sjukdom som att
känna samhörighet främjar hälsan och välbefinnande, vilket framkom i huvudtemat. Studien
visar att innebörden av vårdmötet kan förstås som att känna sig välkommen, att få vara
involverad i sin egen vård och att kontinuitet i vården skapar en tillitsfull relation. Innebörden
av vårdmöten för patienter med långvarig sjukdom karakteriseras av att bli mött med respekt
och värdighet. Att mötas med respekt och värdighet av hälso- och sjukvårdspersonalen gav
dem energi och inverkade positivt på deras hälsa och välbefinnande. Detta gjorde det möjligt
att tillfriskna och kraft att hantera sitt dagliga liv.
Första temat att känna sig välkommen relaterades till patienternas känsla att känna sig
välkommen till primärvården. Patienter med långvarig sjukdom beskrev att när de kände sig
välkomna så blev de mer positiva och nöjd som person, vilket var del i ett gott vårdmöte. Att
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mötas med respekt, vänlighet och mänsklighet av hälso- och sjukvårdspersonalen resulterade i
att de fick mer energi vilket även främjande läkningen av en skadad kropp. Detta förbättrade
deras hälsa och välbefinnande på ett positivt sätt. Patienterna beskrev att det var viktigt att
hälso- och sjukvårdspersonalen betraktade dem som unika personer. Det var betydelsefullt att
bli bekräftad genom att få känna sig sedd och bli lyssnad till, detta bidrog till deras känsla av
att vara unik och att bli uppmärksammad i vårdmötet. När hälso- och sjukvårdspersonalen var
stressad och endast kunde uppmärksamma deras mest nödvändiga behov, beskrevs vårdmötet
som mindre bra. Istället önskade patienterna att få gott om tid i vårdmötet med personalen.
Patienterna önskade att deras tankar och deras specifika behov tillvaratogs i vårdmötet, när
deras vård och behandlingar planerades. De upplevde att när de fick frågor så visade hälsooch sjukvårdspersonalen att det var genuint intresserade, vilket var ett gott vårdmöte. Goda
vårdmöten var när patienterna kunde tala om andra saker än sjukdomen tillsammans med
hälso- och sjukvårdspersonalen. Patienterna upplevde även stunder när de inte känt sig
bekräftade utan istället blev mötta med respektlöshet vilket inverkade negativt på deras tillit
till vården. Därför var det viktigt att uppleva goda vårdmöten eftersom det gav dem styrka att
hantera sina dagliga liv.
Det andra temat att få vara involverad i sin egen vård relaterades till patienternas känsla att ta
emot information och förklaringar regelbundet under deras vård på hälsocentralen. Patienterna
upplevde att när detta tillvaratogs i vårdmötet resulterade det i att känna sig delaktig i sin egen
vård. Patienterna önskade regelbunden information om deras vårdplan, provresultat och
medicinering, något som ibland inte fungerade vilket det äventyrade deras patientsäkerhet.
Hälso- och sjukvårdspersonal som inte meddelade dem information och feedback, bidrog till
en känsla av ignorans, vilket orsakade dem onödig oro. Patienterna önskade möta personal
som var välinformerade om deras tillstånd. Patienterna med långvarig sjukdom upplevde goda
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vårdmöten när hälso- och sjukvårdspersonalen följde upp deras vård. Att få feedback var
viktigt för att kunna känna sig trygg och ha tillit till vården. När patienterna fick vara delaktig
i sin egen vård var det lättare att tillfriskna från olika behandlingar. Det goda vårdmötet
kännetecknades av att vården följdes upp, att få regelbunden feedback och regelbundna
hälsoundersökningar.
Det tredje temat att kontinuitet i vården skapar en tillitsfull relation relaterades till
patienternas önskan att ha kontinuitet i vårdmötet med hälso- och sjukvårdspersonalen i
primärvården. Det var viktigt att känna att personalen hade kunskap om och hade det
övergripande ansvaret för deras vård. Patienter beskrev att de önskade möta samma hälso- och
personal som vid senaste besöket, eftersom det bidrog till en personlig och tillitsfull relation.
Det var viktigt att få känna att hälso- och sjukvårdspersonalen var välinformerade om dem
och deras vård vilket stärkte deras känsla av trygghet. På så sätt var det lättare att få hjälp med
sina behov. Patienterna beskrev att detta var ett stort problem i primärvården idag, där de ofta
tvingades byta distriktsläkare och sjuksköterskor vid nästkommande vårdmöte, vilket var
påfrestande och frustrerande. De önskade en personlig relation och att lära känna hälso- och
sjukvårdspersonalen, för att kunna vända sig till dem med sina tankar, känslor och frågor när
det behövdes var av stor vikt. Kontinuitet bidrog till att det var lättare att få hjälp med sina
behov. Kontinuitet var en förutsättning för att känna sig trygg och tillitsfull i vårdmötet med
hälso- och sjukvårdspersonalen i primärvården.
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Delstudie III – Närståendes perspektiv
Syftet med delstudie III var att beskriva innebörder av vårdmötet för närstående till personer
med långvarig sjukdom i primärvården. Datainsamlingen genomfördes med narrativa
intervjuer. Tio deltagare deltog i studien, sju var kvinnor och tre var män. Data analyserades
med fenomenologisk hermeneutisk tolkning. I denna studie tolkas vårdmötet som att känna
sig bekräftad som en familj, att vara involverad i vården och att vara respekterad som en
värdefull person. Närstående till personer med långvarig sjukdom önskade bli mött med
respekt och värdighet av hälso- och sjukvårdspersonalen i primärvården. Att vara delaktig i
vården av deras anhörige som lever med långvarig sjukdom, när de följer med till
hälsocentralen var viktigt. Närstående värdesatte att ha en dialog och att få information från
hälso- och sjukvårdspersonalen. De beskrev att det värdesätter att mötas som ett team när de
besöker hälsocentralen, eftersom hela familjen påverkats av sjukdomen.
Det första temat att känna sig bekräftad som en familj inkluderade två subteman: att känna sig
behövd och att få vara i en familjär och tillitsfull relation. Närstående upplevde det
meningsfullt att följa med till hälsocentralen som stöd för att hålla sig uppdaterad om
anhöriges hälsostatus. De beskrev att det var viktigt att de fick information, eftersom att den
anhörige som lever med sjukdom inte alltid vara kapabel till det. Närstående beskrev att det
var viktigt att finnas till för anhöriga som var sjuk och det var ett privilegium att få känna sig
behövd. Att få vara behövd skapade mening i deras liv och stärkte dem i deras eget
välbefinnande. Ett vårdmöte kännetecknades av när den anhörige som lever med sjukdom var
i fokus och blev väl omhändertagen. Närstående upplevde även att det var viktigt att de blev
inbjudna in i samtalet. Att få vara del i en dialog och få goda förklaringar bidrog till deras
känsla av trygghet och säkerhet. Närstående beskrev att det var betydelsefullt att de sågs som
en viktig resurs och tillgång. Att bli sedd och lyssnad till som en familj, främjade relationen
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med hälso- och sjukvårdspersonalen. Närstående upplevde att det var viktigt att ha en god
relation med personalen, eftersom det gav dem stöd och lättnad i svåra stunder. Stöd var
viktigt, och när de inte fick stöd blev de ledsna och frustrerade. Istället värdesatte de en
familjär och tillitsfull relation. När hälso- och sjukvårdspersonalen visade vänlighet och
vänskap, var det lättare att mötas. Kontinuitet med hälso- och sjukvårdspersonalen inverkade
positivt i vårdmötet och främjade deras känsla av trygghet. Att få ha en nära och familjär
relation med hälso- och sjukvårdspersonalen stärkte deras kommunikation och att känna stöd.
Det andra temat att vara involverad i vården inkluderade två subteman: Att mötas med
engagemang och att mötas med hjälpsamhet. Subteman relaterades till närståendes känslor att
bli inbjudna i vårdmötet och att få hjälp i vården av deras anhöriga som lever med långvarig
sjukdom. Närstående önskade få vara delaktig i vården, det var viktigt att få förklaringar och
information. De värdesatte när hälso- och sjukvårdspersonalen lärde och instruerade dem i allt
som rörde den anhöriges vård, vilket bidrog till en känsla av delaktighet och tillit. När de hade
en god dialog med personalen kände de sig delaktiga. Dialogen gjorde det möjligt för dem att
ställa frågor och få svar på deras funderingar. Närstående beskrev att eftersom de har ansvaret
för vården av den anhörige i hemmet, var det viktigt att få vara delaktig i vårdmötet och att ha
en dialog genom att känna sig lyssnad till. Om närstående inte tillhandahölls med information
blev de bekymrade och ängsliga. De ville möta en engagerad och närvarande hälso- och
sjukvårdspersonal som inspirerade dem att vara delaktiga. Närstående upplevde att när
personalen visade stöd och hjälpsamhet ökade deras känsla av trygghet. De uppskattade att
kunna ha god tillgänglighet till hälso- och sjukvårdspersonalen, att kunna nå dem med ett
telefonsamtal var viktigt. Närstående beskrev att när de blev respekterade i vårdmötet
upplevde de att personalen var kompetent och professionell. I situationer när de inte fick
hjälp och deras behov ignorerades, upplevde de vårdmötet som mindre bra.
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Det tredje temat att vara respekterad som en värdefull person inkludera två subteman: Att
mötas med medkänsla och att mötas med värdighet relaterades till närstående och deras
önskemål att mötas med respekt för deras värdighet. Närstående kände sig respekterade när
hälso- och sjukvårdspersonalen visade empati och kommunicerade med dem på ett
respektfullt sätt. Det fanns tillfällen när hälso- och sjukvårdspersonalen betraktat dem som ett
bihang istället för att bli sedd som en omsorgsfull familjemedlem, vilket hade en negativ
inverkan genom att de kände sig arga och ledsna. Det var viktigt och betydelsefullt att mötas
med värme, engagemang, artighet och öppenhet, det fick dem att känna sig respekterade.
Närstående kände sig välkommen när det fanns tid i vårdmötet och när läkaren och
sjuksköterskan lyssnade till deras berättelser, det var att ha hjärtat på rätt ställe. Att bli lyssnad
till var en viktig del i vårdmötet. Ett vårdmöte som upplevdes positivt fick dem att känna att
deras värdighet bevarades eftersom att personalen visade en förståelse vilket gjorde att det var
lättare att hantera sjukdomen. Hälso- och sjukvårdspersonal som uppvisade ett sådant
beteende var stödjande och visade mänsklighet. Närstående behövde ibland agera som
talesperson för den anhörige som var sjuk, i situationer som det var det betydelsefullt att bli
tagen på allvar och inte mötas med misstänksamhet. Detta hade inträffat vid några tillfällen
vilket föranlett att de sagt ifrån till hälso- och sjukvårdspersonalen. Detta förbättrade framtida
vårdmöten på ett respektfullt sätt.

Delstudie IV – Personer med långvarig sjukdom och närståendes perspektiv
Syfte med delarbete IV var att beskriva upplevelserna av värdighet i vårdmöten för personer
med långvarig sjukdom och deras närstående i primärvården. Datainsamlingen genomfördes
med semi-strukturerade intervjuer med fem par (fem kvinnor och fem män). I denna studie
benämns personer med långvarig sjukdom och deras närstående som par. Data analyserades
med en tematisk innehållsanalys. Analysen resulterade i tre teman: tillgänglighet till vård,
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bekräftelse under vårdtiden, att känna sig nöjd med vården. Resultatet visar att paren beskrev
ett värdigt vårdmöte som ett möte när det de hade tillgång och en god kontakt med hälso- och
sjukvårdspersonalen. De kände att ett vårdmöte upplevts värdigt när det blev bekräftade av
personalen, vilket bidrog till en känsla av att vara nöjd och tillfredsställd med vården.
Det första temat tillgänglighet till vård relaterades till parens behov av att ha tillgänglighet
med hälso- och sjukvårdspersonalen inom primärvården. När det var god tillgänglighet kände
paren att de blev mötta med värdighet. Paren beskrev att tillgängligheten påverkades deras
känsla av att vara välkommen. Paren upplevde att de hade tillgänglighet när de kunde
kontakta hälso- och sjukvårdspersonalen för råd och hälsorådgivning, som ett led i att bli
guidad i rätt riktning. Att mötas med värdighet som innefattade god tillgänglighet bidrog till
att kunna utveckla en tillitsfull relation. Paren beskrev att det var viktigt att ha god kontakt
med hälso- och sjukvårdspersonalen eftersom det inverkade positivt i att känna sig förstådd
och omhändertagen. De uppskattade när distriktsläkaren kontaktade dem utan att de bokat en
tid och det ledde till givande samtal. När paren upplevt bristande tillgänglighet, kände de sig
frustrerande när det inte kunde kontakta och få den hjälp de var i behov av. Sådana tillfällen
önskade paren att det fanns ett sätt att kunna kontakta dem direkt. Paren upplevde att när
hälso-och sjukvårdspersonalen mötte dem med värdighet när det fanns tid och att vårdmiljön
var rogivande. Paren beskrev att ett värdigt vårdmöte bör vara planerat utan lång väntetid och
att det främjar en känsla av att vara välkommen.
Temat bekräftelse under vårdtiden relaterades till parens känsla av att vara sedd och lyssnad
till. Paren upplevde att ett värdigt vårdmöte var när de kunde utbyta sina upplevelser och när
hälso- och sjukvårdspersonalen visade förståelse, vilket skapade en närhet till varandra. De
uppskattade när personalen uppmärksammade dem genom att presentera sig själv, ha
ögonkontakt med dem och vid beröring. Paren upplevde vårdmötet som värdigt när de fick
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frågor vad de önskade hjälp med och när deras tankar togs i beaktan. Det var viktigt att bli
trodd, det beskrev som en del i ett värdigt vårdmöte. När paren inte blev trodda fick de ingen
hjälp, vilket kränkte deras värdighet. Detta gjorde dem ledsna, arga och hade en negativ effekt
på deras hälsa och välbefinnande. När ett vårdmöte inte bevarade parens värdighet, minskade
deras förtroende för vården. Paren upplevde att när hälso- och sjukvårdspersonalen bevarade
deras värdighet i vårdmötet så fanns det en delad förståelse för deras situation.
Temat som beskrev att känna sig nöjd med vården relaterades till parens upplevelser av att
mötas med respekt för sin värdighet, vilket gynnade deras känslor av att vara nöjd med
vården. Ett värdigt vårdmöte som gjorde dem nöjda kopplades samman till hälso- och
sjukvårdspersonalens förmåga att ingjuta hopp och glädje. Paren kände sig nöjda när de
möttes med värdighet, vilket främjade deras känsla av tacksamhet och att känna sig väl
omhändertagen. Värdiga vårdmöten ledde till ett gott helhetsintryck för hälso- och
sjukvårdspersonalen som arbetar på hälsocentralen. I situationer när de upplevt missnöje i
vårdmötet med hälso- och sjukvårdspersonalen valde de att berätta det för dem omgående,
vilket resulterade i att personalen blev mer lyhörda för deras behov. När paren möttes med
värdighet påverkade deras hälsa och välbefinnande positivt, genom att de blev lugna och
trygga. Vårdmöten som bevarade deras värdighet gav dem goda minnen och med en känsla att
vilja besöka sin hälsocentral igen.

Sammanfattning
Denna doktorsavhandling har fokus på personer med långvarig sjukdom, deras närstående och
distriktssköterskor i primärvården. Vårdmöten med hälso- och sjukvårdspersonal i
primärvården har visat sig ha stor inverkan på patienter långvarig sjukdom och närståendes
hälsa och välbefinnande. Vårdmöten som främjades deras hälsa och välbefinnande på ett
fördelaktigt sätt karakteriserades av humanitet, bekräftelse, respekt och värdighet. När
79

patienter och deras närstående möttes med respekt och värdighet kände de sig styrkta, fylld
med energi och tillfredsställda. De kände värdighet när de blev sedda och lyssnade på och när
deras berättelser uppmärksammandes av hälso- och sjukvårdspersonalen, det bidrog till en
gemensam förståelse att kunna kommunicera sina upplevelser gällande sjukdomen. I
vårdmötet, var det viktigt att bli bekräftad som ett team. Att bli sedd som ett team i vårdmötet
på hälsocentralen stärkte relationen med hälso- och sjukvårdspersonalen. Det är viktigt att
hälso- och sjukvårdpersonalen tar detta i beaktan och ser närstående som en viktig resurs i
vården av patienten med långvarig sjukdom. Vad som kännetecknar det goda vårdmötet i
primärvården är när patienter och närstående får vara delaktiga i vården. Att ha god tillgång
och kontinuitet med hälso- och sjukvårdspersonalen var förutsättningar för ett gott och värdigt
vårdmöte. Denna doktorsavhandling bidrar med kunskap i vad som konstituerar goda och
värdiga vårdmöten i primärvården. Hälso- och sjukvårdspersonal i primärvården måste bygga
broar för att främja goda möten med patienter och närstående.
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District nurses’ views on quality of primary healthcare
encounters
Good encounters are fundamental for good and professional nursing care, and can be described as treating
patients with respect and protecting their integrity and
autonomy. This study describes district nurses’ views on
quality of healthcare encounters in primary healthcare. A
purposive sample of 27 district nurses participated in five
focus group interviews. The focus groups interviews were
digitally recorded and transcribed verbatim. The interview texts were analysed using a thematic content analysis. The analysis resulted in four themes, including being
aware of the importance and difficulties during encounters, being the patient’s advocate, being attentive to the
unique person and being informed when a meeting
turned out poorly. The results show that district nurses
believed that encounters formed the basis of their work
and it was vital for them to be aware of any difficulties.
District nurses found that acting in a professional manner
during encounters is the most significant factor, but this

Introduction
This study is part of a larger project about the quality of
nursing care and describes district nurses’ (DNs) views on
quality of healthcare encounters in primary healthcare.
Primary healthcare is defined as the entry into the
healthcare system for citizens in many countries (1, 2).
In Sweden, primary healthcare is organised into primary
healthcare centres. Primary care is characterised by quality, accessibility, continuity, co-operation and a holistic
view. General practitioners and DNs shoulder the responsibility of preventive, medical and nursing care for
patients of all ages (3).
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type of interaction was sometimes difficult because of
stress and lack of time. The district nurses considered
themselves to be the patients’ advocate in the healthcare
system; in addition, the acts of seeing, listening, believing
and treating the patient seriously were important for providing good quality care. If a poor encounter occurred
between the district nurse and the patient, the district
nurses found that it was necessary to arrange a meeting
to properly communicate what problems arose during
the interaction. The district nurses highlighted that providing an apology and explanation could improve future
encounters and establish a better nurse–patient relationship. In conclusion, this study shows the importance of
confirming and respecting patients’ dignity as the fundamental basis for a good quality encounter in primary
healthcare.
Keywords: district nurses, encounter, confirmation, dignity, focus groups interviews, vignette, thematic content
analysis.
Submitted 20 November 2013, Accepted 8 April 2014

District nurses generally develop a long-term relationship with patients. Eriksson and Nilsson (4) showed that
pedagogical competence and professional credibility is
necessary for DNs to establish a trusting relationship
with patients. It is important for DNs to know the
patient0 s everyday life to create a dialogue that builds
upon sensitivity, humility and the ability to see the
patient as a whole person. Therefore, a patient’s experience during encounters is highly significant. Good
encounters are characterised by greeting the ill person
and their close relatives in a manner that protects
patient integrity and autonomy (5–7), which are prerequisites for good and professional nursing care (8–10).
Good encounters occur when healthcare professionals
are committed, supportive and treat the ill person with
respect (11–13).
Good nursing care is more than competence and efficiency, as it also involves a genuine concern for the ill
person (8, 11, 14). L€
ovgren, Engstr€
om and Norberg (15)
stated that patients in primary healthcare felt that being
1

2
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taken seriously respected and believed were required for
good care. These descriptions are consistent with Wadensten, Engholm, Fahlstr€
om and H€agglund (7), who
described the importance of establishing a relationship
with the patients and regarding them as persons, being
present, listening and showing involvement. Communication skills are a key aspect for good quality care and
good encounters (5) and are the basis for all aspects of
relationships between people (16). According to McCabe
(17), a positive nurse–patient relationship is essential for
quality care and can be achieved through patient-centred
communication in which nurses use a personal approach
when talking with the patient. This can be seen as a caring relationship and is important for good quality caring
and can be achieved when nurses and patients have a
shared understanding (cf. 18). These types of relationships also create an opportunity for individualised nursing care (19).
In contrast to quality nursing care, people have
described aspects of poor encounters when seeking care,
including disrespect, neglect, rudeness and insensitivity
(9, 20, 21). Furthermore, people living with chronic
illness have described encounters with healthcare personnel that violated their dignity. These patients described
being treated with indifference, disqualified as a person
or not being taken seriously when needing care (10, 22).
Attre (5) reported that care delivered in a distant impersonal manner without the involvement of the patients or
relatives can be interpreted as low-quality care. Wessel,
Lynøe, Juth and Helgesson (23) stated that patient complaints of negative encounters are under-reported
because patients do not have the power to complain.
Shortcomings in healthcare may increase the suffering of
people living with an illness by deterring these patients
from seeking care (9, 10, 24).
To the best of our knowledge, there is a lack of
research on the quality of care that focuses on encounters in primary healthcare from the perspective of the
DNs. This study highlights the possibility of using complaints from patients to improve encounters within primary healthcare. The knowledge gained from patients’
complaints about shortcomings in primary care encounters can improve the quality of care. Thus, this study
described DNs’ views on quality of healthcare encounters
in primary healthcare.

Method
Design
A qualitative method was chosen to describe DNs’ views
on quality of healthcare encounters. To reach this aim,
data were collected with focus group (FG) interviews (cf.
25) and analysed using a thematic content analysis (cf.
26, 27).

Participants and procedure
A purposive sample of 27 DNs (26 females and 1 male)
participated in the study. The inclusion criteria were registered nurses with a DN graduate diploma and who had
worked as a DN for a minimum of six months in primary
healthcare. The participants ranged in age from 33 to
66 years (md = 51) and had worked as a DN between 2–
34 years (md = 10). The participants worked at a total of
five primary healthcare centres in Northern Sweden. The
head nurses at the primary healthcare centres were
informed about the aim of the study and were asked to
distribute an information letter to the DNs. District nurses
that met the inclusion criteria for the study and agreed
to participate were contacted by phone and mail to schedule the FG interview.

Data collection
This study was based on five FG interviews with DNs in
primary healthcare. Data were collected from September
2009 to November 2010. Focus groups are a form of
group interview that has been shown to be effective for
the exploration of attitudes and needs (25). The first and
fourth FG interviews consisted of six participants each,
and the second, third, and fifth FG interviews consisted
of five participants each. The first author conducted the
FG interviews as the moderator, and one of the
co-authors was the observer. The moderator had the
responsibility to guide the FG interviews, and the observer had the role of taking notes and observing any nonverbal body language. After each FG interview, the
observer discussed their notes with the moderator. A
vignette (Table 1) was used to stimulate the FG interviews. Before the FG interview started, the moderator
began by reading the vignette for the DNs. The vignette
used in this study described a patient complaint that had
been reported to the Patient Advisory Committee in
Northern Sweden (PAC). The vignette technique seeks
an understanding of people’s attitudes, views, values and
beliefs, particularly about sensitive subjects such as
healthcare (28, 29).
An interview guide (Table 2) was used and the following clarifying questions were asked: ‘What do you mean?’
and ‘Can you give an example?’. The FG interviews were
conducted at each healthcare centre in a quiet room. The
moderator summarised the discussion at the end of each
FG interview giving participants an opportunity to verify
their responses. The FG interviews lasted between 44–
71 minutes (md = 58) and were recorded digitally.

Data analysis
The FG interviews were analysed using a qualitative thematic content analysis. Content analysis is a systematic
© 2014 Nordic College of Caring Science
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Table 1 The vignette
Summary of the vignette
A female patient has reported a poor encounter to the Patient Advisory Board after visiting a healthcare centre. The woman described an
encounter with a physician that went wrong. She felt that the physician was uncommitted and did not listen to her. The visit lasted merely three
to four minutes, and all she received was a medical certificate. She felt during this meeting that the interaction with the physician was not
positive, and she described that she lacked the strength to speak up and ask for another physician. The physician put her on the sick list
repeatedly despite her wishes. She needed help and asked for a referral; however, the physician refused to supply one. Therefore, she decided
to contact the healthcare manager, but did not receive any help. She felt that the healthcare professionals had not taken her seriously, and she
felt insulted. Next, she contacted the Patient Advisory Board and reported a complaint regarding the poor encounter. After a week, the
healthcare manager phoned her with arrangements for a new physician.

Table 2 Overview of the interview questions
Questions in the focus group interviews connected to the vignette
Please describe your views about the patient’s situation.
Please describe as a DN how you think the patient felt in the meeting
at the health care centre.
Please describe how you would have acted as a DN in the meeting.
Please describe how the situation could be handled differently or in
another way.
Please describe your thoughts about why such situations happen
within healthcare.
Please describe as a DN how you can prevent this from happening.
Please describe a good encounter. Please describe the importance of
a good encounter.
Please describe a good encounter between you as a DN and the
patient in primary healthcare.
Please describe the characteristics of good quality in healthcare
meetings.

research method used to describe a specific phenomenon
at manifest and latent levels (30). Thematic content analysis can be described as a process of linking the underlying
meaning from categories into themes on an interpretive
level (cf. 26, 27). Before the analysis began, the first
author transcribed the FG interviews verbatim. Each FG
interview was read several times to obtain a sense of the
content (cf. 30). Based on the aim of this study, another
reading was completed to identify and extract textual units
from the interviews. The textual units were condensed,
coded and sorted into categories based on their content
similarities and differences. The categories that were
related to each other were organised into themes. Themes
were defined as underlying meanings that recurred in the
categories (cf. 26, 27). Our analysis resulted in four
themes. The first and the last author of this manuscript
performed the data analysis. All authors contributed to the
discussion to confirm the findings (Table 3).

Ethical considerations
The participants received both verbal and written information about the nature of the study. Confidentiality
© 2014 Nordic College of Caring Science

and an anonymous presentation of the findings were
guaranteed. Participation was voluntary, and participants
were informed that they could withdraw from the study
at any time. The participants provided written informed
consent prior to the FG interviews. The Regional Ethical
Review Board approved this study (dnr 1605-10).

Findings
The analysis of the FG interviews resulted in four
themes, which included being aware of the importance
and difficulties during encounters, being the patient’s
advocate, being attentive to the unique person and being
informed when a meeting turned out poorly. The themes
are presented below and illustrated with quotations from
the FG interviews with the DNs. The parenthetical citations refer to the respective FG interview.

Being aware of the importance and difficulties during
encounters
The DNs described that the first encounter was the most
important. They emphasised that a good first meeting
was the foundation for a trustful and lasting caring relationship; therefore, making a good first impression during
the encounter was essential. This impression is the central part of a good encounter. District nurses emphasised
that making the patient feel welcomed leads to an initial
positive attitude. The DNs considered that the first meeting was unique and unrepeatable and that first impressions are difficult to change.
. . .I think that the first encounter is really important
and to have that in mind that it0 s important to spend
time during the first meeting. This is the foundation
for the doctor or the nurse to make patients feel safe
(FG1).
District nurses discussed that the first encounter with
the patient was significantly important in their work.
They mentioned that one important aspect of a good
encounter was to focus on the patient during the meeting. Interacting in a positive and professional manner
was also important, and new meetings with people
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Table 3 Overview of the data analysis – an example of selected textual units, condensed textual units, code, category and theme
Textual units

Condensed textual units

Code

Category

Theme

. . .the patient comes to visit me as a DN at the
healthcare centre and are in need of help. . .patients
expect their experience will be focused on their needs

Seeing and focusing on
the patient needs

Seeing the
patient

Being attentive
to the unique
the person

. . .I think when you been treated like that you don0 t
want to talk or tell your feelings because you feel that
no one cares there0 s no idea bringing anything
up. . ..that0 s when nobody sees you
. . .just to show that you are interested by facing the
patient and stop looking at the computer screen is a
simple thing that makes the patient feel he or she has
been taken seriously

To feel that there is no idea
to communicate feelings
because no one cares or
sees you
To encounter the patient face
to face shows interest and
that the nurse treats them
seriously

Not seeing
the patient

Being able to see
the patient, having
the ability to read
patient0 s needs and
having a holistic view
Lacking engagement
and not involving the
patient in their care

seeking care reminded DNs to focus on the encounters.
The DNs expressed that approaching the patients in a
positive manner was self-evident and being aware of
their own values and ethical approaches was valuable
because these factors play a significant role in the
encounters.
. . .It isn0 t important that you can do or know everything, certainly you have to be professional, but if
you have a negative attitude, other duties do not
matter (FG3).
The DNs sometimes described difficulties during
encounters, especially when they gave patients advice
over the telephone, met people from other countries and
did not understand their language, or when they met
people who were irritated or angry. The DNs said that it
was sometimes difficult to create a good encounter
because of their work situation. Lack of time and stress
could result in lower quality healthcare encounters. The
DNs said that spending time with patients was important
in establishing a caring relationship. They expressed that
having time during home visits resulted in more accurate
information from the patient.

Being the patients’ advocate
District nurses described an example of a good encounter
as when they protected the patient’s integrity and
showed an understanding for the patient’s situation.
They considered themselves as the patient’s advocate.
Helping and supporting patients in different ways was
important, especially when patients were vulnerable and
lacked the strength to fight for their rights. The DNs
acted as a protector of the patient’s interest in healthcare.
. . .As DNs, we are occasionally the patients’ negotiator, and that is also because of our own interest to
help, so that everything works out as well as possible
for the patient (FG2).

Treating the
patient
seriously

To take care of the
patient and treat
them seriously

The DNs described that patients often turned to them
when they are having problems. One reason for this
reliance was due to a negative encounter with the physician. The DNs reported asking the physician to
improve the communication in the patient–physician
relationship. The DNs would also participate in patient
appointments with the physician because they wanted
to support and protect the patient. The DNs expressed
that they informed the patients of their rights when a
meeting had turned out poorly and the patient felt dissatisfied. The DNs also reported that it was important to
inform patients that they could file their complaints to
the PAC.

Being attentive to the unique person
The DNs indicated that a showing of genuine interest
and attention to the patient during their meeting was
important. They described their professional role as viewing all people as equal and respecting their human rights.
The DNs expressed that good encounters included seeing
and listening to the patient, which confirmed the patient
as a unique person.
. . .They should feel that they are my sole focus and
have my full attention that they are seen when they
are visiting me and are in need of help (FG3).
The DNs expressed that it was important to establish a
relationship with the patient on equal terms and treat
the patient well by believing their concerns and taking
them seriously. DNs reported that they had the opportunity to obtain a sense of the patient’s special needs and
conditions during home visits. They said that home visits
with patients were beneficial and provided an opportunity to create a trusting relationship.
. . .It0 s important to treat them equally and with
respect. It’s necessary to have respect for all types of
people (FG4).
© 2014 Nordic College of Caring Science
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The DNs mentioned that engagement, commitment,
interest and greeting the patient kindly were important
aspects of caring for the patients to create a good
encounter. They described the importance of asking the
patient direct questions as a way to learn about the
patient. The DNs considered it important to listen to each
person’s life story because it has a special meaning to the
patient. In addition, this information was a useful source
of knowledge about the patient.
The DNs also described their views of poor quality
encounters. A poor quality encounter was described as
when the patient was not involved in their own care and
when healthcare personnel did not believe or ignored
the patient. The DNs mentioned that failing to see or listen to the patient could violate the patient’s dignity and
impact the patient’s trust and confidence in healthcare.

Being informed when a meeting turned out poorly
The DNs described that an awareness and understanding
of patient dissatisfaction and shortcomings during
encounters were important. They wanted to handle the
situation or complaint through personal contact with the
patient. District nurses expressed the importance of
immediately addressing any problems that patients experienced during an encounter. The DNs suggested that
meetings at the healthcare centre to discuss the encounters that turned out poorly were very important to promote good encounters. They expressed the importance of
meeting the patient again to give them the opportunity
to talk more about their experiences. The DNs described
that good quality care and good encounters included the
ability to admit that meetings had turned out poorly. An
apology to a person that experienced a poor encounter
was important for the DNs. They claimed that patients
appreciated an apology and explanation from healthcare
personnel and that it was vital for improvement of the
nurse-patient relationship.
. . .if we admit the things that go wrong, then saying
that it wasn0 t our intention and apologising could be
a way for patients to move forward. . .(FG1).
The DNs also discussed that there are always two persons in one meeting and that they sometimes experienced unnecessary critiques from patients. On the other
hand, the DNs discussed that critiques create better care
and improve encounters. The DNs respected patients who
reported complaints to the PAC.
The DNs expressed a need to talk with colleagues to
find ways of improving patient encounters. Organised
meetings where DNs could discuss these issues as a team
were important. District nurses also identified a need for
collegial support when the interaction between themselves and a patient did not work out well. They
described that a colleague might have a better relationship with the patient, and therefore, the colleague should
© 2014 Nordic College of Caring Science
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take responsibility for the patient’s care to facilitate good
encounters in healthcare. The DNs found it meaningful
to learn from each other during cases of complicated
encounters.

Discussion
This study describes DNs’ views on quality of healthcare
encounters in primary healthcare. The findings show that
DNs viewed the first encounter as an important aspect of
high quality primary healthcare. A good first encounter
was contributed to a positive attitude and provided a
foundation for trust in a caring relationship. These results
agree with Jansson, Petersson and Uden (31), who found
that nurses regarded the first meeting as a foundation for
a lasting mutual relationship. McAllister, Matarasso,
Dixon and Sheppard (32) described that patient encounters offer opportunities to get to know the person, their
family, their interests and background, and a patient’s
symptoms and illness should not be the only focus. The
DNs experienced difficulties in changing the impression
of a poor first encounter. Making the patient feel welcomed into the healthcare system was important for good
quality care. Eriksson and Svedlund (13) noted that
when caregivers showed a negative attitude during the
first meeting with patients it could cause frustration and
feelings of being disregarded. The findings in our study
indicate the importance of making a good first impression
during the encounter with the patient because an initial
good impression generates patient’s trust in their care.
District nurses considered that the encounters had an
important significance in their work with patients.
According to Thorsteinsson (8), Wiman and Wikblad (14)
and S€all Hansson, Fridlund, Brunt, Hansson and Rask
(24), the importance of good quality care and good
encounters within healthcare include patients’ feelings of
dignity and being genuinely cared for when meeting
healthcare personnel. Walsh and Kowanko (33) described
the importance of seeing the patient as a person and not
as an object and stated that all patients are embodied
beings that possess a right to be treated with dignity and
respect. Friberg, Pilhammar Andersson and Bengtsson
(34) found that it is important for healthcare professionals to maintain patient dignity by treating them as
knowledgeable persons and acknowledge their need of
information by involving patients in their own care and
respecting them as an individual. This is also salient in
our study as an aspect of quality of care according to the
DNs.
The DNs emphasised that good encounters were characterised by focusing on the patient and the patient’s
needs. Kj€
onsberg, Karlsson, Babra and Wadensten (35)
described that patient-focused care provides a chance for
nurses to get to know patients better. Good quality care
was described as patient focused and related to the
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patient’s needs, which can lead to a patient feeling genuinely cared for (5). The findings show that DNs considered it vital to meet the patients in a good and
professional manner. An awareness of the DNs’ own values and ethical approach was highly valued because this
awareness plays a key role in a high quality encounter.
Lynne Griffin-Heslin (36) reported that healthcare personnel have a duty in enhancing patient dignity and that
it is an important factor for improving patients’ health
and wellbeing. Furthermore, Walsh and Kowanko (33)
stated that maintaining patient dignity leads to better
health outcomes and better patient satisfaction.
District nurses considered the difficulties that exist in
the execution of high quality encounters in healthcare.
The DNs described that stress and lack of time influenced
the quality of healthcare encounters. They stated that
spending time with patients was an important part of a
good encounter. Previous studies (6, 37) have shown
that time is important for healthcare meetings because it
can influence patient satisfaction with the quality of care.
According to Croona (6), factors that negatively influenced encounters are stress, organisational circumstances,
and a healthcare personnel’s attitude and lack of time.
Explaining a poor encounter using these factors may be
an easy way of excusing the situation. Eriksson and
Svedlund (13) reported that blaming poor encounters
solely on stress and lack of time refrained the individual
caregiver from taking personal responsibility.
Our findings show that the DNs viewed themselves as
patient advocates in the protection of patient integrity.
This protection was especially important when the
patients were vulnerable and lacked strength. Hummel
(38) and Vaartio, Leino-Kilpi, Salanter€a and Suominen
(39) found advocacy as a core value of professional nursing to meet human needs within healthcare. An advocate
is defined as a person who seeks to redistribute power to
people who demonstrate a need. Croona (6) described a
good encounter as the ability to handle situations of
power imbalance and protect people seeking care. The
DNs in this study described a unique relation with the
patients they treated. They acted as advocates for
patients’ rights in healthcare because of their interest to
help and to empower the patient. Protecting the patient’s
integrity, understanding the patient needs and speaking
up for the patient’s rights are fundamental for improving
the quality of care. The findings also indicate that DNs
informed patients about their rights in healthcare. They
deemed that caregivers should offer information and support for patients who want to make a complaint to the
PAC. A patient’s complaint to the PAC was one aspect
for improving the quality of healthcare encounters
according to the DNs. Jangland, Gunningberg and Carlsson (20) found that one reason for contacting the PAC
was the expectation that patients and relatives experiences of dissatisfaction will improve subsequent

healthcare meetings. Health professionals need to understand the patient’s perspective and the consequences of a
poor encounter.
The DNs described that good encounters included a
showing of genuine interest and respect for the patient’s
values as a person. Seeing and listening to the patient
and confirming them as a person was important. Eriksson
and Svedlund (13) stated that the need for confirmation
is general for all human beings, especially for patients
because they put their lives in another’s hands. Experiences of not being confirmed or believed can cause a
patient to feel frustration, anger and powerlessness. This
waste of power and energy leaves patients with a lack of
strength to fight for their rights (9, 10, 12). Therefore,
confirming and listening to patients creates opportunities
to provide patients with a positive healthcare encounter
and good quality care (13).
Our findings show that the DNs considered being
informed of patient dissatisfaction with encounters was
of great significance. District nurses mentioned that it
was necessary to be aware of dissatisfied patients to have
a chance to provide an apology and explanation. Studies
(9, 10) have shown that patients expect an apology from
healthcare personnel when they have been treated
poorly. Being left without explanations and apologies can
affect patients negatively and cause the suffering from
care. Patient suffering from care is related to neglect and
uncaring. If patients are treated solely as a diagnosis and
not as a whole person, feelings of insecurity and indignity can increase (40, 41). An apology and explanation
from a caregiver who had treated a patient poorly will
help the patients to move forward and leave the situation
behind (9, 10).
The DNs described a need to talk and reflect with colleagues on improving the quality of healthcare encounters. Jangland, Gunningberg and Carlsson (20) reported
that discussions with colleagues of healthcare encounters,
including dealing with difficult events, patient relationships and ethical dilemmas, are important. Gustafsson
and Fagerberg (42) describe reflection as an aid for
nurses to see situations in different ways and from different perspectives. Encouraging nurses to reflect upon situations together may improve nursing care for the
patients. The DNs in this study highlighted the importance of such meetings. Kasen, Nordman, Lindholm and
Eriksson (43) reported that it is necessary for caregivers
to continually use self-reflection in their work as support
for growth and development. The DNs in this study
expressed the necessity of reflection as a prerequisite for
high quality encounters in healthcare.

Methodology considerations
In this study, FG interviews were chosen for data collection because the aim of the study was to describe the
© 2014 Nordic College of Caring Science
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that patients will feel welcomed at the primary healthcare centre. This is an important aspect of healthcare
quality according to the DNs. A good quality encounter is
the foundation of a caring relationship. Stress and lack of
time may be an obstacle for high quality encounters with
the patient. District nurses view themselves as patient
advocates who help and protect patient interest in
healthcare. Confirmation of the patient as a person is
highly important for quality healthcare. One important
aspect to improve the quality of healthcare encounters is
for healthcare personnel to provide an apology and
explanation when the patient experienced any shortcomings in their encounters. Healthcare professionals need to
be aware that good quality encounters have a significant
impact on the patient’s experience and may influence a
patient’s sense of dignity.

DNs views on quality of healthcare encounters. The FG
interviews are useful for exploring people’s knowledge
and experiences, and the group process can help people
to clarify their views and issues of importance to them
(cf. 25). The participants were encouraged to share their
views during the interviews to optimise rich descriptions.
However, one disadvantage of FG interviews could be
the domination of the group discussion by one person or
the ease of one person to not participate (44). These
issues were not a problem in this study because an interview guide was used to retain all participants’ views and
each participant’s views were clarified. The first author
conducted and moderated each FG interview to ensure
that data were collected, and the co-authors were observers who were familiar with the FG process. Brief conversations about daily life occurred before the FG interviews
started to create a relaxed atmosphere where everyone
felt free to be interviewed. The participants’ viewpoints
were summarised at the end of FG interviews to achieve
validity, and all participants agreed with the summary.
The use of another data collection method may have
other advantages to determine participants’ experiences,
feelings and thoughts, but these factors were not the aim
of our research. Five focus groups of participants were
sufficient to address the aim of our study. The participants in this study met the age and professional experience requirements. However, only one of the participants
was male; therefore, more male participants would be
required to obtain a wider male perspective. One explanation of this imbalance in the focus groups is that most
DNs are females. The first and the last author analysed
the data, and the results were discussed within the
research team to establish trustworthiness of the study.
These results could be transferred to similar situations via
modification of the results to comply with the new
context.
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ORIGINAL ARTICLE

Being in togetherness: meanings of encounters within primary
healtcare setting for patients living with long-term illness
Anna Nygren Zotterman, Lisa Sk€ar, Malin Olsson and Siv S€
oderberg

Aims and objectives. The aim of this study was to elucidate meanings of encounters for patients with long-term illness within the primary healthcare setting.
Background. Good encounters can be crucial for patients in terms of how they
view their quality of care. Therefore, it is important to understand meanings of
interactions between patients and healthcare personnel.
Design. A phenomenological hermeneutic method was used to analyse the interviews.
Methods. Narrative interviews with ten patients with long-term illness were performed, with a focus on their encounters with healthcare personnel within the primary healthcare setting. A phenomenological hermeneutical approach was used
to interpret the interview texts.
Results. The results demonstrated that patients felt well when they were seen as
an important person and felt welcomed by healthcare personnel. Information and
follow-ups regarding the need for care were essential. Continuity with the healthcare personnel was one way to establish a relationship, which contributed to
patients’ feelings of being seen and understood. Good encounters were important
for patients’ feelings of health and well-being. Being met with mistrust, ignorance
and nonchalance had negative effects on patients’ perceived health and well-being
and led to feelings of lower conﬁdence regarding the care received.
Conclusions. Patients described a great need to be conﬁrmed and met with respect
by healthcare personnel, which contributed to their sense of togetherness. Having
a sense of togetherness strengthened patient well-being.
Relevance to clinical practice. By listening and responding to patients’ needs and
engaging in meetings with patients in a respectful manner, healthcare personnel
can empower patients’ feelings of health and well-being. Healthcare personnel
need to be aware of the signiﬁcance of these actions because they can make
patients experience feelings of togetherness, even if patients meet with different
care personnel at each visit.

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

• This study reveals the impor-

•

tance that patients with longterm illness place on be met in a
good and respectful manner,
which can facilitate their sense of
being in togetherness with
healthcare
personnel
when
receiving care within the primary
healthcare setting.
This study highlights that good
encounters can have a great
impact on patients with longterm illness. Meeting patients
within primary healthcare with
respect and dignity can have
health-promoting effects on their
health and recovery.

Key words: encounter within primary healthcare, long-term illness, patient
perspective, phenomenological hermeneutic, togetherness
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Introduction
Throughout the primary healthcare system, patients with
long-term illness meet different healthcare personnel (Tarrant et al. 2003, Coulter 2005). For patients, these encounters play an important role (Parchman et al. 2006). Patients
are regularly in need of care that requires developing many
relationships with healthcare personnel (Andersson Rothman & Wagner 2003). According to Tarrant et al. (2003),
patients in the primary healthcare setting highly value
ongoing relationships with healthcare personnel as they
provide opportunities for personal care. This personal care
has been described by patients as having the hallmarks of
good communication, individualisedment and a holistic
view of the patient. Whether or not patients experience caring relationships is essential in determining the quality of
the care they receive (Larrabee & Bolden 2001). Thorsteinsson (2002) has shown that high quality care is important for people living with long-term illness as it supports
and can facilitate their health in different ways.

It has been shown that people living with illness sometimes view their care to be poor (Nyg
ard et al. 2011,
S€
oderberg et al. 2012). Nyg
ard et al. (2011) demonstrated
that being met with nonchalance in healthcare encounters
reduces patient communication regarding their illness. Being
met with nonchalance and a lack of dialogue results in mistrust and has negative effects on the patients’ relationships
with healthcare personnel. According to S€
oderberg et al.
(2012), patients who have been treated with indifference
and ignorance during healthcare encounters view this to be
a violation of their human dignity. Thus, such interactions
can cause patients to experience a hidden suffering and loss
of conﬁdence in the healthcare system. However, a review
of the literature indicates that there is a lack of knowledge
of patient experiences during encounters with healthcare
personnel within the primary healthcare setting. Such
knowledge may be used to improve the quality of primary
healthcare encounters and to provide insight into how
patients’ individual needs can be met.

The study
Background
Good encounters are often described as an aspect of quality
care (Thorsteinsson 2002). Nygren Zotterman et al. (2014)
stated that an encounter is ascribed great importance within
healthcare and can been seen as a prerequisite for good and
professional nursing care. According to Coulter (2005),
patients care more about the quality of their interactions
with healthcare personnel than how the services of primary
healthcare are organised. Little et al. (2001) showed that
patients expect a patient-centred approach in meetings with
primary healthcare personnel, i.e. they want to be met by
personnel who are good communicators, have clinical
knowledge and skills, are interested and offer them sufﬁcient
time. Furthermore, patients have expressed that they value
nurses who are informed about them, can give explanations,
and are friendly when providing care (Shattell 2004).
According to Nygren Zotterman et al. (2014), a good
encounter is the foundation of a caring relationship. Therefore, care should be based on trust and conﬁrmation, providing help, and being open to seeing and understanding
the other person’s experiences (cf. Buber 1994). Gustafsson
et al. (2012) described a meaningful encounter as a complex phenomenon that has several attributes and dimensions. Patient narrations indicate that a meaningful
encounter is unique. Therefore, it is important that meaningful encounters occur as often as possible because such
encounters can increase patients’ feelings of conﬁrmation
and security.
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Aim
The aim of this study was to elucidate meanings of encounters for patients with long-term illness within the primary
healthcare setting.

Methods
Design
A phenomenological hermeneutic method inspired by the
philosophy of Ricoeur (1976) and developed for nursing
research by Lindseth and Norberg (2004) was used to elucidate meanings of encounters within primary healthcare for
patients living with long-term illness. The phenomenological hermeneutic method is a process of interpretation that
is characterised by a constantly progressing dialectic movement between the whole and the parts of the text and
between explanation and understanding and a movement
from explanation to reaching a new, comprehensive understanding.

Context
The study was conducted within a primary healthcare centre in a county council in northern Sweden. The county
council has 32 primary healthcare centres. We chose to
contact one of these healthcare centres in one community.
© 2016 John Wiley & Sons Ltd
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The primary healthcare centre employed general practitioners, nurses/district nurses, physiotherapists, occupational
therapists, a curator and a receptionist. In Sweden, primary
healthcare is the ﬁrst entry point into the healthcare system.
Healthcare centres are an important meeting place for
health-promoting nursing care and medical care that contributes to citizens’ health and viability in all phases of life.
According to the WHO (2015), primary healthcare is
deﬁned as an organisation that provides health services
around people’s needs and expectations, and the goal is to
achieve better health for all citizens.

Being in togetherness

Ethics
Before each interview started, each patient signed a consent
form. They were guaranteed conﬁdentiality and an anonymous presentation of the study’s ﬁndings. Furthermore, the
patients were informed that their participation was voluntary and that they had the opportunity to withdraw at any
time during the study without providing any explanation.
The Regional Ethical Review Board, Ume
a, Sweden (Dnr
2010-178-31M), approved the study.

Interviews
Participants
A purposive sample of ﬁve women and ﬁve men living with
various long-term illness participated in the study. The
inclusion criteria were adults living with long-term illness,
with no focus on a speciﬁc diagnosis, with long and regular
contact with the primary healthcare centre who were willing to talk about their experiences. Patients’ healthcare consultations usually consisted of meetings with healthcare
personnel, such as general practitioners, district nurses, registered nurses, physiotherapists, a curator, biomedical scientists and a receptionist. The patients were aged between 54
and 77 years (MD = 645); had varied diagnoses, such as
rheumatoid arthritis, asthma, cancer, diabetes, heart disease, chronic kidney disease, Morbus Bechterew, lower leg
amputation and osteoporosis; and had lived with their
respective diagnoses for 1–25 years. They had visited the
primary healthcare centre a minimum of twice per year,
with a maximum of several visits within the last few years.
Five patients were married, one was cohabiting, two were
single and two were widowed. Seven patients had received
pensions, and three patients were on sick leave.

Personal narrative interviews were conducted with the
patients. By using narratives, researchers can gain insight
into the way people understand and enact their lives
through stories and explain their life situations (cf. Mishler
1986). The interviews were conducted by the ﬁrst author
and took place in the patients’ homes or in a quiet room at
the primary healthcare centre. Data collection was performed during fall 2013 and spring 2014.
Patients were asked to talk about their experiences of
encounters with healthcare personnel in primary healthcare.
An interview guide was used to cover important topics and
contained questions, such as the following: Please tell me
about your experiences of encounters in primary healthcare? Please tell me how a good meeting at your healthcare
centre ought to be? What does a good encounter mean to
you? What does a poor encounter mean? Clarifying and
encouraging questions were asked (e.g. Can you tell me
more about that? Can you give any examples?) The interviews were digitally recorded and transcribed verbatim.
The interviews lasted between 20 and 63 minutes
(MD = 375).

Procedure

Phenomenological hermeneutic interpretation

The head nurse at the chosen healthcare centre gave permission to perform this study. Two registered nurses at the
healthcare centre recruited patients with long-term illnesses.
The nurses informed the patients about this study when
they visited the healthcare centre and determined whether
patients met the inclusion criteria. Fourteen patients were
invited, and ten patients gave their permission to participate. They all received an information letter about the
study, an informed consent form and a reply form. After
they gave their consent to participate, telephone contact
was made with each patient to arrange an appointment for
an interview.

The phenomenological hermeneutic interpretation involved
three phases. In the ﬁrst phase, a na€ıve understanding was
formulated. The interview texts were read several times as
open-mindedly as possible to obtain a sense of their meaning as a whole. The na€ıve understanding guided the second
phase, the structural analysis, the aim of which was to
explain the texts as objectively as possible and to validate
the na€ıve understanding. In this phase, the text was divided
into meaning units, condensed and then sorted into subthemes based on similarities and differences in meaning.
The structural analyses resulted in a theme with three subthemes. The theme and subthemes were reﬂected and
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compared with the na€ıve understanding for validation. In
the third phase, a comprehensive understanding and reﬂection were formulated. The text was interpreted as a whole
and supported by the na€ıve understanding, the structural
analysis, our preunderstanding and relevant literature.

Findings

welcomed meant feelings of being more positive and satisﬁed as a person. Encounters characterised that exhibited
respect, kindness and humanity and feeling generosity cared
for strengthened the patients’ health and well-being.
Patients described that it was easier to heal their wounded
body if they were met in a good manner by the healthcare
personnel, which gave them more energy and strength to
manage their daily lives.

Na€ıve understanding

I mean, to have a good encounter means everything to me, and

Patients narrated both good and poor encounters. Continuity of care was a prerequisite for developing a relationship
with healthcare personnel. Encounters that resulted in feelings of having needs addressed and that were characterised
by respect and kindness were termed good encounters.
Being met in a good manner gave patients positive feelings,
made them feel more energised and seemed to facilitate
patient health and well-being. Talking about things other
than illness was a part of the personal encounter that made
patients feel secure with the care, and conﬁrmed, or seen,
listened to and understood. Receiving an explanation that
facilitated an increased understanding of their health problems was an aspect of a good encounter. Receiving regular
information and being treated as though their care and
treatment follow-up were highly valued were other aspects
of a good encounter. Meeting competent and professional
healthcare personnel meant feeling safe regarding the care
provided and represented a signiﬁcant contribution to a
secure encounter. In contrast, when met with ignorance and
nonchalance, patients felt sad and insecure. A poor encounter harmed their trust and conﬁdence in their care and their
relationships with healthcare personnel.

that leaves me with feelings of being more pleased and secure as a

Structural analysis
The results of the structural analysis are presented in one
theme and three subthemes. The theme and subthemes are
presented in the text below and are illustrated with quotations from the interviews.

Being in togetherness strengthens health and well-being
The theme ‘Being in togetherness strengthens health and
well-being’ was constructed from three subthemes: feeling
welcomed as a person, being involved in one’s own care
and continuity in care creates trustful relationships.
Feeling welcomed as a person
Patients living with long-term illness described a good
encounter as generating feelings of being welcomed. Being
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person.
I feel happy and nurtured when I0 ve been seen and listened to, and
I feel that everything will be solved.. . .. it leaves me with a feeling
that this was a wonderful meeting, and that0 s really important for
me.

Patients positively described meeting healthcare personnel
who viewed them as unique persons by listening to their
stories. They explained that it was important to be greeted
by the healthcare personnel and to have their full attention
during the healthcare visits. Having sufﬁcient time throughout the meeting at the healthcare centre was described by
the patients as a prerequisite for being seen and conﬁrmed
as a person. Patients described a poor encounter as one in
which the healthcare personnel were stressed and attended
to only their most necessary needs. Patients said that it was
important that healthcare personnel considered their opinions when forming and planning their care and treatment.
To understand the patients’ requests, they explained that
healthcare personnel must be attentive and make an assessments of their speciﬁc needs. One way of achieving this
goal involved healthcare personnel showing a genuine interest in patient asking questions and listening to their experiences.
I feel that the encounter has great signiﬁcance and is all about
engagement and that there is a willingness to help me with my
health problems.

Being positive and having a good encounter is important
for healing the body.
Patients felt that a good encounter stimulated their wellbeing and health. This was characterised by healthcare personnel showing caring behaviour and a positive attitude.
True commitment and interest from personnel were
described as important aspects of being encountered in a
good manner. Having a personal and positive encounter
with healthcare personnel meant being able to talk about
things other than illness, which conﬁrmed them as a person.
Patients also experienced the opposite of a good encounter
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when healthcare personnel did not conﬁrm them in the
meeting or when they were met with disrespect, which
made them feel less conﬁdent in the care.
A good encounter means being met by the healthcare personnel that
are present and having an understanding of myself and my situation.

Being involved in their own care
Patients explained that being informed via explanations
about their illness gave them a sense of being involved in
their care. They described the importance of continuously
receiving information about their care plan, test results and
medications, noting that it was something that they highly
valued as part of a good encounter. Patients said that many
times, they lacked a follow-up conversations about their
condition with healthcare personnel in the primary healthcare setting, which jeopardised their safety as a patient.
They noted that this lack of information and feedback left
them with feelings of being met with nonchalance and
being ignored, which caused them a great deal of unnecessary concern and anxiety.
I need to have explanations and information when I give samples,
and things like. . . knowing what’s planned for me is the most
important part of an encounter, if you’re asking me.

Patients described that a healthcare encounter based on
their need for regular feedback was essential for feeling
trust and conﬁdence in the relationship with healthcare personnel. They explained that being involved in their care
gave them strength to heal from treatments and facilitated
their recovery process in a positive way.
It’s important to be followed up by the general practioners and the
nurses, and also to be able to call them back. . . it’s positive to have
the ability to have a dialogue regarding your own care.
It means a lot to feel that healthcare personnel really care about
me and that I can facilitate my recovery process.

Regular health examinations at the healthcare centre
were described as being part of good quality meetings.
Patients appreciated if their physician or a nurse contacted
them regularly for follow-up conversations and scheduled
them for new healthcare appointments. These follow-ups
were an important strategy for long-term care planning.
Meeting healthcare personnel who were well-informed
about the patients’ conditions made them feel that they
were being met and received in a good manner. Patients
mentioned the importance of having a care plan based on
mutual trust involving cooperation with other health facilities, such as inpatient care.
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Continuity care create trustful relationships
Patients explained that an important aspect of an encounter
was meeting healthcare personnel they knew well via longterm relationships. Meeting healthcare personnel that they
had met many times at the healthcare centre laid the foundation for a personal relationship, which gave patients the
courage to share their thoughts and feelings. They said that it
was signiﬁcant to have a personal relationship because they
knew who to turn to with questions regarding their illness.
When you have visited the healthcare centre as often as I. . . it’s
important to meet healthcare personnel who have your medical history so that you don’t have to start from scratch constantly and
repeat what was said the last time.
I feel that it provides a great deal of comfort and security for me as a
patient when I’m able to form a relationship with healthcare personnel.

Receiving help and having their needs managed was
easier if there was continuity in the meetings with healthcare personnel. To feel that healthcare personnel were
responsible for them and viewed them as people made the
patients feel conﬁdent in the care they received.
It was of great importance that the physician and the
nurse had knowledge of the patients’ medical histories.
Patients expressed that it was difﬁcult changing physicians
or nurses because it necessitated having to repeat their medical history. They identiﬁed this to be a problem within the
primary healthcare setting. At times, they had to meet a
new physician or nurse every time they attended a healthcare appointment, which was experienced as exhausting.
I feel that there is a problem at the healthcare centre among the
GPs; my GP is only here once a week, meaning that at the next
consultation, I will be meeting someone new, and that is really
hard and frustrating.

Having to meet new healthcare personnel at each visit
resulted in patients feeling that there was no one who really
took responsibility for their care. The patients who often had
several appointments during the week for different treatments described this as difﬁcult and frustrating as it led to
feelings of uncertainty. If they were reduced to their illness,
left them with feelings of mistrust and less conﬁdence in their
care, which was indicative of a poor encounter. Patients
described continuity as a prerequisite for developing trust
and conﬁdence in their meetings with healthcare personnel.

Comprehensive understanding and reﬂections
In this last phase of the interpretation, the text was viewed
as a whole. The na€ıve understanding, the results of the
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structural analysis and the authors’ preunderstanding were
formulated and reﬂected to yield a new comprehensive
understanding (cf. Lindseth & Norberg 2004).
This study suggests that meanings of good encounters for
patients with long-term illness can be understood as being
in togetherness with healthcare personnel, which contributed to feelings of health and well-being. Patients valued
the feeling of being welcomed by healthcare personnel
when they visited the healthcare centre. They described that
it was essential to be involved in their care by having regular follow-up conversations. It was also vital to meet the
same healthcare personnel, which made them feel conﬁdent
in the care they received. In contrast, mistrust in healthcare
personnel affected their sense of health and well-being, and
it was difﬁcult to recover when their dignity was violated.
Participants described a good healthcare encounter as
one where healthcare personnel showed genuine interest by
seeing their patients as important. They explained that it
was important that healthcare personnel interacted in a
good way by being committed. This may be seen as an
expression of togetherness from the patient’s perspective.
Eriksson (1990) implied that all forms of care constitute
variations of human togetherness. To enter into togetherness means to create opportunities for the other person.
Togetherness in care is described as a healing process for
both the patient and the caregiver and constitutes a foundation for health. According to Buber (1994), life involves
gatherings and meetings; as humans, we are born into
togetherness with other people, and this togetherness may
be seen as a foundation for all humanity. In this study,
patients’ feelings of being viewed as people with individual
needs also facilitated their sense of well-being and health.
Being met as a person with a body, soul and spirit is about
viewing a person with unique features. People have unique
hopes, wishes, thoughts, feelings and dreams, which must
be treated with respect and reverence (Eriksson 2014).
In this study, patients with long-term illness described
that they felt cared for during the encounters where healthcare personnel had time to be present. They felt that they
were conﬁrmed when personnel listened to their life-stories
and needs. This is consistent with N
aden and Eriksson’s
(2002) description of conﬁrmation in a nurse-patient
encounter. Conﬁrmation in care involves seeing, listening
to, and understanding the patient and taking the patient
seriously. Buber (1997) showed that conﬁrmation is one of
the most fundamental human needs, and this can be
achieved when entering a relationship. Furthermore, Buber
(1997) claims that it is necessary for human beings to conﬁrm each other, and that the foundation for humanity lies
in the togetherness with other people. Every person wishes
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to be conﬁrmed by others, and conﬁrmation is a the prerequisite for a meeting to becoming real. Westin and Danielsson (2007) have showed that encounters based on
conﬁrmation entail feelings of being valued and respected
as a unique person, which can increase feelings of wellbeing.
Participants stated that being met with respect and kindness gave them feelings of being viewed as a unique people.
We interpreted this as being met with respect for the
patients’ human dignity. According to L€
ogstrup (1956/
1992), people are connected to each other by the bonds the
responsibility constitutes, and being someone in front of the
other means to experience human dignity. N
aden and
Eriksson (2004) showed that there are certain values that
are signiﬁcant in healthcare meetings that preserve human
dignity. Being met with respect, enabling patient autonomy
and providing conﬁrmation are values that are described as
important in the nurse-patient encounter. Eriksson (1994)
explains that the concept of dignity entails having human
value. Haddock (1996) further implies that the concept of
‘dignity’ is the ability to feel important and valuable in relation to others. Respect for patient dignity in healthcare is a
way to promote health and well-being (Grifﬁn-Heslin
2005).
The participants in this study also reported being shown
disrespect, mistrust and ignorance in meetings with healthcare personnel. This affected their feelings of safety and
conﬁdence and left them feeling insulted. Being insulted
and violated by healthcare personnel made their recovery
more difﬁcult. S€
oderberg et al. (1999) showed that disbelief
and not being seen as a credible person can injure a person’s dignity. Eriksson (1994) noted that violations of
patient dignity reduce the possibility of the patient using
their innermost health resources. Being valued as a patient
is fundamental to the health process itself. If a patient’s dignity is threatened, their health suffers, and this outcome is
caused by the healthcare personnel. Healthcare personnel
have a responsibility to relieve patient suffering, and not
increase it. Having a poor relationship with healthcare personnel may contribute to patients’ feelings of not being seen
as a unique person; therefore, a caring relationship cannot
be developed due to a lack of trust and security (Arman &
Rehnsfeldt 2006).
Furthermore, participants expressed that they had a great
need for information and being provided explanations
about their illness. Irurita (1999) showed that being prepared as a patient by having information and knowing
what to expect reduces patient vulnerability. The participants in this study felt that it was easier to address their illness if they had the ability to participate in their care by
© 2016 John Wiley & Sons Ltd
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having healthcare personnel regularly explain information
about their care and treatments. Eldh et al. (2004) found
that patients who have the ability to participate in their
care are more conﬁdent in themselves and have more conﬁdence in the healthcare personnel. To be conﬁdent in oneself was described as being conﬁdent in one’s own ability to
manage illness. In this study, patients also felt that there
was a lack of information regarding and participation in
their care. This impression ﬁlled them with uncertainty and
anxiety and is in line with Nyg
ard et al. (2011), who suggested that a lack of dialogue with healthcare personnel
limits patients’ abilities to properly discuss their illness. Participation in decision-making facilitates patients’ feelings of
importance. Arman and Rehnsfeldt (2006) noted that it is
important to create meaning in the meeting between patient
and caregiver, and this can be achieved by participating in
togetherness.
Continuity in the relationship with healthcare personnel
entailed personnel taking responsibility for and having
knowledge and understanding of patients’ life situations.
Continuity of care contributed to feelings of security, conﬁdence and trust as patients felt understood and had their
needs met. This can be interpreted as continuity in healthcare meetings and may be seen as important for developing
long-lasting patient-healthcare personnel relationships
based on togetherness. The relationship between the patient
and healthcare personnel may be designated as caring when
there is continuity in the relationship. If there is one person
within the healthcare team who assumes the primary
responsibility for patient care, a relationship can be built.
Through a caring relationship, patients have an opportunity to increase their knowledge of their illness (Eriksson
2014). Furthermore, Eriksson (2014) claims that continuity
in the care relationship has signiﬁcance for patient experiences and their ability to develop their health in the best
way.

Methodological considerations
In this study, we used a phenomenological hermeneutical
method to interpret the lived experiences of patients with
long-term illness in their encounters with healthcare personnel within the primary healthcare setting. The interpretation we present in this article is the one that we found
to be most likely. According to Ricoeur (1976), there is
not only one way of interpreting a text. As he expressed,
‘an interpretation must not only be probable, it must also
be more probable than another interpretation’ (p. 79). It
was important throughout the entire study to be aware of
our preunderstanding as nurses and nursing researchers;
© 2016 John Wiley & Sons Ltd
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therefore, we were as open as possible regarding the phenomenon under study when we interpreted the interview
texts and studied the relevant literature. According to
Dahlberg et al. (2001), openness can never be absolute
because researchers, as with all living persons, have lifeworlds. We cannot escape our preunderstanding, but we
must learn to keep it in check and reﬂect on it. Within
the research team, we compared different interpretations.
According to Lindseth and Norberg (2004), we can revise,
broaden and deepen our awareness through critical reﬂections. Interviews with a narrative approach were used, and
during the interviews, patients talked freely about their
experiences and encounters with healthcare personnel in
primary healthcare. We reﬂected on our preunderstanding
by using probing questions to avoid misunderstandings
and to restrain our preconceptions. The number of interviewed patients was deemed sufﬁcient because the interviews were rich, in-depth and contained various
descriptions of lived experiences (cf. Lindseth & Norberg
2004). The ﬁndings cannot be generalised but are transferable to similar situations and encounters if the situations
are re-contextualised in an authentic context (cf. Polit &
Beck 2008).

Conclusion
In this study, we suggest that when patients with longterm illnesses are met with respect for their dignity, it
strengthens their health and well-being. We found that a
good encounter is based on conﬁrmation, security and a
holistic view of the patient, which contributes to patient
recovery. The ﬁndings also indicate that patients want to
participate in their own care by receiving regular information and having follow-up dialogues about their status
with healthcare personnel that facilitate their ability to
manage pain and disability in their daily lives. Continuity
in the patient-healthcare personnel relationship contributed
to more personal, long-lasting relationships through
togetherness.

Relevance to clinical practice
Understanding meanings of an encounter in the patienthealthcare personnel relationship is essential to health promotion in primary healthcare. Healthcare personnel must
understand the importance of creating meetings with
patients and their relatives in a respectful manner to make
them feel togetherness, even if patients meet different care
personnel at each visit. Healthcare personnel can facilitate
patient recoveries by getting to know them as unique
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persons with individual needs, allowing them participate in
their care and promoting continuity in the relationship and
care.
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Abstract
Aim: To elucidate meanings of encounters for close relatives of people with a long-term
illness within a primary healthcare setting.
Background: Being a close relative to a person with a long-term illness can be stressful and
demanding, as the illness affect the whole family. The close relatives usually accompany the
ill person to the healthcare, when care is needed. Close relatives have a need to be met with
respect and dignity, and be given the possibilities to participate in the care of the ill person. To
be involved and to be seen as a valuable resource is important in the care of their loved ones.
Methods: This qualitative study included interviews using a narrative approach were
conducted with seven women and three men, and a phenomenological hermeneutic
interpretation was used to interpret the interview texts.
Findings: The structural analysis revealed three major themes: being confirmed as a family,
being involved in the care, and being respected as a valuable person. Close relatives stated
that they wanted to be confirmed as a family in the healthcare encounter, it was important to
have a familiar and trusting relationship with the healthcare personnel. They valued taking
part in the care of the ill person. It was also significant to be compassionately viewed as an
important person in a welcoming atmosphere based on respect and dignity. This study shows
the need for healthcare personnel to approach close relatives in a good manner based on
confirmation, involvement and respect in order to support their needs as a family. It is
important that healthcare personnel encourage close relatives to be involved in the care of the
ill person to promote health and well-being for the whole family.

Key words: Close relatives; families; narrative interviews; people with long-term illness;
phenomenological hermeneutics; primary healthcare.
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Introduction
Being the close relative of a person with a long-term illness may be a stressful situation
because illness has a great impact on the daily life of a whole family. Close relatives have to
deal with difficult life changes and are forced to have increased responsibility for the person
who is ill (Brännström, Ekman, Boman and Strandberg 2007; Jumisko, Lexell and Söderberg
2007; Olsson Ozanne, Graneheim, Persson and Strang, 2012), which can be difficult and
overwhelming because this involvement takes time and energy (Öhman and Söderberg, 2004).
Close relatives generally accompany the ill person when they visit the healthcare (Pennbrant,
Pilhammar Andersson and Nilsson, 2013), and can be seen as a valuable resource for people
with an illness (Pennbrant, 2013). Giving relatives a chance to participate in healthcare
encounters to share their experiences and knowledge can enhance the value of healthcare; the
relative becomes an implement for knowledge exchange between the physician and patient,
which enhances understanding and meaning (Pennbrant, 2013). Studies (Jonasson, Liss,
Westerlind and Berterö, 2010; Westin, Öhrn and Danielsson, 2009) have shown that relatives
desire continuous involvement in the care of loved ones, as this can facilitate feelings of being
important when meeting with nurses.
Relatives have the right to be met in a pleasant manner, with respect and dignity, in encounters
with healthcare personnel (Gustafsson, Gustafsson, and Snellman, 2013). In this study the
term word ‘encounter’ plays a central role and relates to all planned and unplanned personal
meetings at the healthcare center between close relatives, the person who is ill and healthcare
personnel in the primary healthcare setting. Gustafsson, Snellman, and Gustafsson (2013),
further describe a meaningful encounter from a relative’s perspective, expressed as a very
close connection to the healthcare personnel based on warmth and compassion, unlike many
other relationships outside the family. Andersen, Saribay, and Thorpe (2008), show that being
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warmly responded to may be intensely relevant to one´s wellbeing and belongs in a
relationship. Bergh, Skott, and Danielsson (2007), show that the relationship plays an
important role in the context of care. To have respect for each other, a responsibility to reach
out to each other and engagement with each other creates the basis for a caring relationship.
According to Pennbrant (2013), a relationship can be established by making relatives feel they
are welcomed and motivating them to participate in the care of the ill.
To our knowledge there is a lack of research describing meanings of encounters in primary
healthcare between healthcare personnel and the close relatives of people with a long-term
illness. Understanding meanings can be important and helpful when it comes to taking note of
the need for close relatives as companions for the person who is ill when visiting the
healthcare center. Knowledge gained from this study can be used when it comes to creating
encounters built on respect and dignity for the person who is ill and their close relatives. Thus,
the aim of this study was to elucidate meanings of encounters for close relatives of people with
a long-term illness within a primary healthcare setting.

Methods
Design
A qualitative research approach was used in this study, because the aim was to elucidate
meanings of encounters for close relatives of people with a long-term illness within a primary
healthcare setting.
Participants and Procedure
The participants were selected through purposeful sampling. Ten close relatives (7 women
and 3 men) of people with a long-term illness, such as asthma, chronic obstructive pulmonary
disease, Morbus Bechterew, vascular dementia, rheumatoid arthritis, heart failure, multiple
4

sclerosis, diabetes mellitus, and psoriasis, participated in the study. The close relatives ranged
in age from 51 to 87 years (md=65.5). Eight were spouses, one was a daughter, and one was a
mother. Participants were selected according to the following criteria: they had to be adults,
the close relative of a person with a long-term illness, and participated in healthcare
encounters at the healthcare center. The person with a long-term illness visited the primary
healthcare setting a minimum of three times a year to as often as several times a week. The
healthcare personnel who participated in the encounter were general practitioners, nurses,
district nurses, physiotherapists, occupational therapists, curators, and biomedical scientists.
Initially, a letter was sent to ten close relatives of patients that had participated in our earlier
study (Nygren Zotterman, Skär, Olsson & Söderberg, 2016). They were informed about the
aim of the study; three close relatives gave their permission to participate and returned a
written informed consent. Seven close relatives of patients living with a long-term illness
were then recruited from two healthcare centers in the northern part of Sweden. The head
nurse at each healthcare center gave the permission to participate in the study. Two registered
nurses at the healthcare centers helped recruit the participants, informing them about the aim
of the study and inviting them to participate. After they agreed to further contact, the first
author phoned them and gave them further information, and a time and place for the
interviews were decided.
Data Collection
Personal interviews were conducted by the first author using a narrative approach (cf.
Mishler, 1986; Sandelowski, 1991). The participants were asked to narrate their experiences
of encounters with healthcare personnel at the healthcare center with which they had regular
contact. An interview guide was used and started with the following broad question: Please
tell me about your experiences of encounters with primary healthcare personnel as a close
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relative of a person with a long-term illness? and followed by these questions as for example:
Please tell me what makes for a good meeting at the healthcare center? Please tell me what a
good encounter means for you as a close relative? Please tell me what a poor encounter means
for you as a close relative? Clarifying questions were asked during the interviews such as: e.g.
can you tell me more about that? Can you give any example? Nine of the participants were
interviewed in their homes and one participant was interviewed at the healthcare center at
their request. The interviews were recorded digitally, lasted between 34 to 68 minutes
(md=52) and were later transcribed verbatim.
Ethical Considerations
Before starting the interviews, the participants were informed about the nature of the study,
gave their informed consent, and were told they could voluntary withdraw during the
interviews at any time. They were guaranteed confidentiality and an anonymous presentation
of the findings. The study was approved by the regional Ethical Review Board (Dnr 2010178-31M) in Umeå, Sweden.
Data analysis
The Phenomenological Hermeneutical Interpretation
A phenomenological hermeneutical interpretation was chosen to interpret the transcribed
interviews. The method is inspired by the philosophy of the French philosopher Ricoeur
(1976) and developed for nursing research by Lindseth and Norberg (2004). This method
strives to gain a deeper understanding of essential meanings of the phenomena under study,
from a dialectic movement between the whole and parts of the text as well as between
understanding and explaining, and from explanation to a new comprehension. The process of
interpretation consists of three interrelated phases: naïve understanding, structural analysis,
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and comprehensive understanding. The interpretation process started with a naïve reading in
an attempt to reach a first understanding of the text. The next phase was structural analysis,
based on ideas from the naïve understanding. During this phase the text was divided into
meaning units and sorted into themes and subthemes based on similarities and differences.
Finally, the text was interpreted as a whole, which resulted in new and comprehensive
understanding and reflections, based on the naïve understanding, the structural analysis, our
pre-understanding, and relevant literature.

Findings
Naïve Understanding
Being a close relative of a person with a long-term illness meant spending much time within
healthcare settings, since the ill person needed a lot of care. The focus was a struggle for
support and comfort. It was important to be met by healthcare personnel with respect and
dignity and to be confirmed as a part of a team. Being greeted in a good way was an
expression of good care for close relatives. Good communication based on a dialogue with
healthcare personnel was fundamental. Being met by competent and efficient healthcare
personnel, who encountered the close relatives with interest and helpfulness, made them feel
important and confirmed. Close relatives described the importance of taking part in the care of
the ill person. It was important that the healthcare personnel viewed close relatives as a
significant resource since they sometimes had to act as a spokesperson for the ill person.
Close relatives mentioned that a good relationship with the healthcare personnel had a major
impact in promoting their feelings of trust and confirmation. It strengthened them in their role
as supporters of their ill family member. To be met in a personal manner and having a sense
of being cared for positively promoted this relationship. Close relatives experienced a poor
encounter when they did not feel welcomed and were not invited to take part in the care of the
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ill person. Close relatives were not always seen as a resource; instead, their intentions for
being there were questioned.

Structural Analysis
The structural analysis resulted in three themes and six subthemes (Table 1). The themes and
subthemes are presented below with quotes from the interviews.
INSERT TABLE 1 ABOUT HERE

Being confirmed as a family
Being needed
Close relatives described it as meaningful to come with the ill person when visiting primary
healthcare. Being with the ill person when having an encounter with their general practitioner
or nurse was a way of being informed about the ill person’s health status; family members
expressed that “four ears hear more than two”. They said that since the ill person was often
occupied managing the illness in the healthcare encounter they were sometimes unable to deal
with all of the information. This meant that close relatives had to support the ill person in the
encounter. The opportunity to be a companion was considered a privilege and this contributed
to their feelings of being needed. The close relatives felt it gave meaning to their lives and
strengthened them in their own well-being. The family members mentioned that a good
encounter was when the ill person was taken care of in a good way and were always the main
focus at the healthcare center. At the same time, they experienced a good encounter and
appreciated when the healthcare personnel made eye contact and invited them into the
conversation, giving them a feeling of comfort and security.
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I feel that an encounter has contributed to my inner peace when the healthcare
personnel acknowledge me, communicate with me, and explain things to me.
Even though it’s outside their work, this is an example of a fantastic encounter.
Close relatives said that part of a good encounter was when they were viewed as a team when
they visited the healthcare center. They felt that it was important that healthcare personnel
listen to what they have to say as a family. Being met as a family facilitated a sense of being
confirmed and characterized a good encounter. The close relatives wished to be seen as an
important resource, as they claimed that their information could many times contribute to the
progress of the care for their ill person. Close relatives also mentioned that the ill person
seemed to have more confidence for the care they received and the relationships with
healthcare personnel when they were met as a family.
I wish to be seen and met with confirmation during the encounter. I want
healthcare personnel to turn to me, since I´m standing beside the patient and can
be an important piece of the puzzle for them.
Being in a familiar and trusting relationship
Close relatives expressed that encounters with healthcare personnel with a personal and
friendly approach facilitated the relationship in a trusting way and made it easier to connect
with each other. Encounters that promoted comfort facilitated the possibilities to
communicate and share an understanding about their situation of being a close relative. The
way close relatives were encountered was, at many times, crucial for deciding whether or not
the relationship was good. They needed to meet the same nurse or general practitioner each
time since this made them more confident that there was continuity in the care for the ill
person.
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To know the healthcare personnel and to avoid telling the same story again gave them a
feeling of faith in the care for the ill person. Close relatives described that a relationship with
the healthcare personnel was of importance and gave them support and relief in difficult
situations. The close relatives expressed that some healthcare personnel had given them
support, but sometimes they lacked support, which made them sad and frustrated. To be in a
close and personal relationship promoted the possibility of communicating about private
things, instead of only the healthcare problems regarding the illness.
I value the relationship with the healthcare personnel; it means a lot to get close
and it becomes less tense when we talk more like friends during the encounter.
Being involved in the care
Being met with engagement
Close relatives expressed that it was important to participate in the care of the ill person. Part
of a good encounter was when they were invited into the care for the ill person. They said that
it was of major importance to receive understandable explanations and information regarding
the care of the ill person. Healthcare personnel who had the willingness and ability to teach
them about diabetes facilities or wound care, for example, made them feel more involved and
confident in the care. Close relatives stated that it was important to have a genuine dialogue
with the healthcare personnel, which included having the opportunity to ask questions and
receive answers. They said that having the healthcare personnel asking questions about their
experiences gave them meaning. Close relatives valued being involved, since they were the
ones responsible for the care of the ill person at home. It was a relief for the close relatives to
be given good explanations by the healthcare personnel; it gave them hope and strength to
cope with their situation. To be left without explanations caused them feelings of distress and
anxiety. Instead, they wanted to be listened to and have a good dialogue with the healthcare
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personnel, inspiring them to take care of the ill person. Close relatives mentioned that it was
significant that the healthcare personnel were engaged in terms of being present.
I want to be involved in the care of my husband. It´s important that I know what
is happening and what will happen later on concerning his care. Since we are
living with this all the time and sharing our daily life together, not just the
moment you are sitting at the healthcare center that plays role.
Being met with helpfulness
Close relatives described it as important that they were encountered by healthcare personnel
who had a willingness to provide them with help. Helpfulness was expressed as part of a good
encounter. Close relatives said that they needed help in the form of support, nursing and
medical care, and referrals to inpatient care or radiology. Sometimes the ill person did not
receive the help they needed, and it affected the whole family and caused them excessive
worry. In contrast, they felt a great comfort when they could contact the nurse or general
practitioner by phone and when they received help in the form of quick counseling; this
availability to healthcare was important. Healthcare personnel who seemed to be interested
and willingly listened to their stories seemed skilled and competent in their role as nurses or
general practitioners, which usually led to good judgment. Part of a poor encounter was when
the healthcare personnel ignored those needs and were occupied with other concerns, instead
on focusing on them and their requests. Not being listened to as a whole family made them
sad and frustrated, decreasing their confidence in the primary healthcare.
There was one occasion when we weren’t welcomed to the healthcare center by
the nurse, but after a while she examined him herself and we received the help
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we wanted. That is part of a good encounter, as we sensed that we were getting
help at last.
Being respected as a valuable person
Being met with compassion
Close relatives said that healthcare personnel who encountered them with warmth and
commitment made them feel like they were truly cared for. When healthcare personnel
encountered them with empathy, close relatives felt like they had value as a respectable
person. Close relatives expressed that a conversation based on respect made them feel more
confident and hopeful. Disrespectful encounters included when they were viewed as a solitary
appendage to the ill person and not as a caring family member. In situations like that,
healthcare personnel showed no interest in the close relatives and did not give them any
attention during the healthcare appointment. This negatively affected the family member and
the ill person and induced feelings of sadness and anger. Instead, being met with openness and
with a polite approach from the nurses or the general practitioner facilitated a good encounter.
They described it as important that the healthcare personnel communicated with respect and
understanding, and that a conversation based on respect made them more confident and
hopeful. Healthcare personnel, who used medical language or did not have time to explain
their intentions for different examinations of the ill person, negatively affected the close
relatives, causing them feelings of dissatisfaction and discouragement. Instead, having
sufficient time in the encounter was highly valued as something that facilitated a sense of
being met into a welcoming atmosphere. General practitioners and nurses, who took their time
to listen to their stories, were deemed as healthcare personnel who had their heart in the right
place. Close relatives described that being listened to made them feel thankful and appreciated
in a caring encounter.
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To be met with a friendly and generous reception, with warmth, and that the
healthcare personnel says to you ‘here I am’ and asks ‘what are your needs?’,
and does not only view you as an object or a tool, they are doing their job
properly I value encountering a kindhearted nurse who cares for you and is part
of an encounter based on humanity.
Being met with dignity
To experience a good encounter with the healthcare personnel gave the close relatives feelings
of being met with dignity, and made it easier to deal with the burden of the illness. They
expressed that it was essential for healthcare personnel to show an understanding of their life
situation, which could sometimes be difficult. It gave them support and strength to cope with
the illness. Close relatives appreciated being seen as human and not as a thing or object,
which facilitated their sense of being respected and met with dignity.
For me, as a close relative, a good encounter means I follow my husband to the
healthcare center and am met with dignity, as this makes me feel more safe and
confident.
To feel that the healthcare personnel have their full concentration on us during
the encounter is required. I do not want to meet stressed personnel. I am aware
that they are busy and have a lot of work, but I do not want them to show us
that; instead, they should concentrate on us. That is when you experience that
they care.
Sometimes when the ill person lacked the energy to speak up for themselves, their close
relatives acted as their spokesperson. Close relatives regarded this as an important role in the
encounter with healthcare personnel, and in situations like that they preferred to be taken
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seriously. They expressed that it was important they were believed and that their stories were
taken into account. Close relatives also talked about when an encounter failed; instead of
being met with respect and dignity, they felt like they were met with suspicion, ignorance, and
nonchalance. This affected their sense of faith and trust for the care of the ill person. In times
like that, they often raised their voice in disagreement with the healthcare personnel. This
affected future encounters in a respectable way. Good encounters were described as being met
with respect for their human dignity as they accompanied the ill person to the healthcare
center.

Comprehensive Understanding and Reflections
The entire text was read as a whole in this last phase of interpretation. The naïve
understanding, the results from the structural analysis, and the authors’ pre-understandings
were brought together and reflected in light of the literature in order to reach a new
comprehensive understanding (cf. Lindseth and Norberg, 2003). This study shows that
meanings of healthcare encounters for close relatives of people with a long-term illness
consist of being confirmed as a family, the opportunity of being involved in the care, and
being respected as a valuable person. Close relatives appreciated the invitation to care for the
ill person at the healthcare center in a welcoming atmosphere based on respect and dignity.
Having a good encounter with the healthcare personnel facilitated a familiar and trusting
relationship for close relatives. This familiar and trusting relationship gave close relatives
support, comfort, and relief, and was seen as an expression of being met as a team. This
strengthened them and made it easier to be a good supporter for the ill person. Conversely,
encountering nonchalance and ignorance caused feelings of mistrust in the care of the ill
person, and the care of the ill person suffered (Eriksson, 2006).
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Close relatives described a good encounter as when the ill person was treated as a valuable
person and the close relatives were important. The encounter was experienced as an
expression of confirmation from the perspective of close relatives. To be acknowledged as
important enhanced their feelings of being confirmed. Buber (1997) claimed that the
foundation of human life lies in togetherness with other people: all humans wish to be
confirmed by others for what they are and what they may become, and they need to confirm
the other person in the same way. Further, it is necessary and a privilege for us, as humans, to
confirm each other in our individual existence through authentic encounters. Human beings
become real in authentic encounters with others. People feeling accepted in meeting with
others depends on their experiences of being confirmed with mutual understanding.
Söderström, Benzein, and Savemann (2003) explained that confirmation is closely connected
to viewing a family member as important, and when nurses confirm the family member in the
interaction they are listening and offering them comfort by being present. Severinsson (2001)
showed that confirmation is a concept that includes being seen as a human being. In this
study, the findings show that the close relatives needed to be confirmed as part of a team with
the ill person. Illness is claimed to be a family affair which involves confirming the family as
a unit. If families are included in the care of the ill person then optimal care for the patient has
been provided (Fast Braun and Foster, 2011).
Close relatives expressed that a close connection with healthcare personnel was important for
building a trusting relationship. This is consistent with Gustafsson et al. (2013) descriptions of
closeness between close relative and the caregiver. Being in a close and familiar fellowship
with the caregiver brings coherence in a difficult situation. According to Buber (1994), a
relationship is based on a mutual understanding of each other. Relations in its very existence
which are true, affects the one who stands in the relation to one another. In this study, the
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findings show that having the opportunity to develop a relationship and continuity in
encounters with healthcare personnel facilitated good communication and strengthened this
connection in a trusting way. Pennbrant (2013) showed that a trustful relationship is when
relatives are welcomed to participate in the dialogue with the healthcare provider based on a
respectful encounter. According to Söderström et al. (2003), a trusting relationship can
influence the contact with the family member as well as facilitate the nursing care for the
patient. It takes time to create a trusting relationship, but a good relationship makes it possible
to support family members in emotionally charged situations by being close and comforting
Close relatives experienced feelings of comfort, confidence, and meaning when healthcare
personnel invited them to participate in the care of the ill person. We interpreted involvement
in the care for the ill person as part of a good encounter. Pennbrant (2013) showed that it is
important that healthcare personnel invite close relatives to participate in the care of the ill
person, as their experiences can be a tool for knowledge exchange. In this study, close
relatives mentioned that a good dialogue with the healthcare personnel was important because
it gave them a feeling of being met with compassion and warmth in the encounter. Andersen
et al. (2008) showed that warmth and openness are critical to a person feeling satisfaction and
well-being. Warmth expresses that the other person belongs and is part of a team.
Close relatives described it as positive when they had the chance to ask questions and were
given answers and explanations about the care of the ill person. Pennbrant (2013) showed that
relatives with healthcare experiences are better prepared and more confident about asking
questions and capable to have a genuine dialogue with the healthcare provider. Healthcare
personnel need to create conditions for a conversation in congruence with the needs of the
relatives. According to Buber (1954/2011), the depth of one’s meaning is realized in a true
conversation with another person. For a true conversation to be realized, each person has to
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contribute. When the essence of the dialogue is accomplished, togetherness between the
conversation’s partners arises.
Close relatives described encounters as highly important and could increase their feeling of
being met with dignity. To be encountered with respect and understanding gave them
possibilities to support the ill person and a sense of being seen as a human, which was
mentioned as significant. Dignity is important to all people, as well as in a healthcare setting
(Matiti, Cotrel-Gibbons and Teasdale, 2007). According to Edlund, Lindvall, von Post and
Lindström (2013), dignity is a concept only applicable to human beings and implies being
whole as a human being as an entity of body, soul, and spirit. Hofmann (2002) stated that
'dignity refers to the quality or state of being honored or esteemed'. According to Jacobson
(2013), a violation of one´s dignity can contribute to loss of respect and loss of confidence for
oneself. It is more common that a violation of dignity occurs in asymmetric relationships
when one person has more power, authority, and knowledge for example in a healthcare
setting. Therefore, it is, according to Gustafsson et al. (2013), important to encounter relatives
and care for them in a meaningful way based on support, engagement, attention, and respect
for their dignity.

Methodological considerations
The findings from this study can be transferred to similar situations if the findings are
recontextualized to the current context. In this study we chose a phenomenological
hermeneutical interpretation because our aim was to elucidate meanings of encounters for
close relatives of people with a long-term illness within a primary healthcare setting.
According to Ricoeur (1976), interpretation is a particular case of understanding - it is
understanding applied to the written expressions of life. The interpretation in this study is the
one we found as the most probable. According to Ricoeur (1976), an interpretation must not
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only be probable, it must also be more probable than another interpretation. The participants
in this study varied in age and experiences, such as the symptoms and disease of the ill person
and how often they visited primary healthcare settings. All close relatives invited to
participate voluntarily agreed to participate in the interviews, and we believe that the sample
size of ten close relatives was sufficient to gain richness in data. As registered nurses and
researchers, we have a pre-understanding concerning the phenomenon of encounters within
healthcare, and throughout the whole study process we were aware of this and used it with
sensitivity and openness to alternative interpretations in discussion with others (cf. Dahlberg,
Drew and Nyström, 2001).

Conclusion and Clinical implications
In conclusion, this study suggests that meanings of encounters for close relatives implicate
being met with engagement and to receive help in their care of the ill person, as this can
facilitate their sense of being involved. To be encountered with respect and dignity as a family
team gave them strength to manage their life situation. An encounter based on confirmation,
compassion and trust entailed feelings of being truly cared for, which enhanced them in their
supportive role of the ill person. It is important that healthcare personnel truly listen to the
close relatives’ experiences and invite them in the care of the person with a long-term illness.
The healthcare personnel must support and empower close relatives to participate in the care
of the ill person to promote health and well-being for the whole family. Healthcare personnel
need to be aware of the close relatives’ knowledge and view them as an important resource in
the care of people with a long-term illness.
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Table 1. Overview of themes and subthemes constructed from structural analysis of the interviews with close
relatives (n=10)
Theme

Subtheme

Being confirmed as a family

Being needed
Being in a familiar and trusting relationship

Being involved in the care

Being met with engagement
Being met with helpfulness

Being respected as a valuable person

Being met with compassion
Being met with dignity
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ABSTRACT
The importance of dignity as a concept in nursing care is well known, and in every healthcare
encounter, the patient’s dignity has to be protected. This study focus on how people with
long-term illness and their close relatives describe their experiences of dignity in encounters
within a primary healthcare setting. A purposive sample of five couples (n=10) participated in
the study; one person in each of the couples had been diagnosed with a long-term illness.
Semi-structured interviews were conducted, and the interviews were analyzed with a thematic
content analysis. The analysis resulted in three themes: accessibility of care, confirmation
throughout the period of care, and satisfaction with the care received. Couples described being
encountered with dignity as having access to care in terms of being welcomed with their
needs and receiving help. Accessibility promoted beneficial contact with healthcare
personnel, who empowered the couples with guidance and support. An encounter
characterized by dignity was described by couples when they were confirmed by healthcare
personnel, as valuable and important persons. Couples experienced that an encounter
characterized by dignity promoted their sense of feeling satisfied with the care they received
and promoted safe care. Being treated with dignity had a positive impact on the couples’
health and well-being and enhanced their sense of a good impression of the healthcare
personnel within the PHC. Couples had also experienced when their dignity had been
violated, than they felt invisible. Healthcare personnel must regard and take into account
people with long-term illness and their close relatives’ experiences of dignity encounters to
gain an understanding that enables them to support their needs and to know that the care
within the PHC is directed toward them.

Key words: people with long-term illnesses, close relatives, dignity encounter, primary
healthcare, interviews, thematic content analysis, accessibility, confirmation, satisfaction
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INTRODUCTION
In every healthcare encounter, each patient’s dignity has to be protected (1). Every human
interaction has the potential to be a dignity encounter based on collaboration in which the
person’s dignity is either promoted or violated (2). Modern healthcare is described as moving
away from a paternalistic system to a person-centered system in which the healthcare
personnel aim to work in partnership with the patient, promoting his or her autonomy and
dignity (3). Despite this, Jacobson (4) has shown that there exists dignity violation in
healthcare today through encounters characterized by rudeness, disregard, objectification,
discrimination, assault and abjection. A condition that usually promotes this is characterized
by an asymmetrical relationship between the actors in the healthcare setting, and can be
caused by a number of tensions (5-7).
BACKGROUND
Patients have described that their dignity had been maintained when they were seen as
persons, meaning that their personalities had been acknowledged and respected, but also when
they had control of their care (3). Studies (8-11) showed that patients and close relatives
valued being treated with respect in their relationship with healthcare personnel; being
listened to, welcomed, and seen as worthy were mentioned as part of being met with dignity.
Jonasson et al. (9) stated that, when respect is present, it can be seen as a caring encounter that
rests upon ethical values. Baillie (8) related patient dignity to a feeling of being comfortable
and being safe and to a sense of well-being, but also being valued in the healthcare
relationship. According to Schröder et al. (11), good relations and communication based on
dignity, security and participation among healthcare personnel, patients and close relatives
can be seen as central and important factors regarding the quality of care in healthcare.
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Nordenfeldt (12) described dignity as a concept that is related to the right to respect and selfrespect. The dignity of a person is worthy of respect from others and from the person himself
or herself and belongs to the subject. According to Milton (13), the concept of dignity refers
to the quality of being worthy, honored, or esteemed that is grounded in various definitions of
a human attribute or human rights in life. Dignity characterizes the essence of nursing care,
and nurses are mentioned as having a professional responsibility to promote and preserve
every patient’s dignity. Human dignity is about respecting oneself in addition to respecting
others (14). Edlund et al. (15) have studied the phenomenon of dignity in several studies; this
particular study aims to gain a determination of dignity as a concept. Dignity is based on a
source of values described as absolute and relative dignity. The values connected to absolute
dignity are holiness, human worth, freedom, responsibility, duty and serving one’s fellow
humans, and these values are absolute and impossible to deny every human being. Relative
dignity is a reflection of absolute dignity and consists of a source of values; it is influenced
and shaped by culture and society, which allow it to be altered, destroyed and restored. These
relative values can be violated and thus lead to the experience of a loss of dignity.
According to Jacobson (2), dignity encounters that result in a violation more likely to appear
when one person in the relationship is in a position of vulnerability, for example, being
affected by an illness, and the other person is in a position of antipathy, meaning that the
person is arrogant, hostile or impatient. It is more common for dignity to be promoted when
the relationship is based on confidence and compassion. This means that the relationship is
characterized by qualities such as empathy and trust, and that the people in the relationship
have good intentions toward each other.
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Within the field of primary healthcare (PHC), there is, to our knowledge, little known about
dignity in healthcare encounters from the perspective of people with long-term illness and
their close relatives. This is important knowledge that can aim to describe dignity in
healthcare encounters from these two perspectives, as it can contribute to a deeper
understanding and can influence the quality of care in meetings with healthcare personnel that
are based on respect. Primary healthcare is the first level of care and represents the majority of
all healthcare visits in Sweden (16). Therefore, knowledge gained from this study is important
and can enhance healthcare personnel’s awareness and understanding about what constitutes a
dignity encounter as experienced by people with long-term illness and their close relatives.
Being treated with dignity by healthcare personnel can support patients’ health and well-being
and create the conditions for a respectful environment in the PHC setting. Experiences of
being treated with dignity should have a central place within the caring sciences, i.e. nursing
care (17, 18). Thus, the aim of this study was to describe the experiences of dignity
encounters from the perspective of people with long-term illness and their close relatives
within a primary healthcare setting.
METHOD
Design
A qualitative design has been used in this study in order to describe people with long-term
illness and their close relatives’ experiences of dignity encounters within a primary healthcare
setting. Data were collected through semi-structured interviews (cf.19) and analyzed using
thematic content analysis (cf. 20-22).
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Participants and Procedure
A purposive sample of five couples (five women and five men) participated in this study. This
means that participants who could provide information, knowledge and a willingness to share
their experiences were selected. The participants were between 65 and 87 years of age
(md=73). The inclusion criteria were that they were couples and that one person in the couple
had been diagnosed with a long-term illness, and that both persons were willing to talk about
their experiences of dignity in encounters with healthcare personnel in the PHC setting. In this
study, the term healthcare personnel refer to general practitioners (GPs), nurses, district nurses
(DNs), physiotherapists and occupational therapists.
Of the five couples, three were married and two were cohabiting. The person in each couple
who had been diagnosed with a long-term illness had multiple and different diagnoses, such
as cerebral hemorrhage, arthritis, rheumatoid arthritis, chronic kidney disease or diabetes.
They were recruited through a membership meeting at a patient association in the northern
part of Sweden. The participants were given both verbal and written information during the
meeting, and the couples who were interested in participating signed a list with their contact
information in order to receive further contact. The first author contacted the couples with
more information and then arranged an appointment to conduct the interviews.
Interviews
Semi-structured interviews were conducted at one occasion with the participants from the
autumn of 2015 to the spring of 2016. An interview guide was used, and the opening question
was: Please describe what a dignity encounter means for you in the meeting with the
healthcare personnel as you are visiting the healthcare centre? The subsequent questions were:
Please describe when you have experienced a dignity encounter with the healthcare personnel,
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please give examples? Please describe an incident when your dignity was affected? Please
describe what made an encounter dignified or not dignified? Please describe what healthcare
personnel should do to promote a dignity encounter in the PHC setting? Please describe how a
dignity encounter should be designed? Clarifying questions such as the following were asked:
Can you please give an example? What do you mean by that? The first author conducted the
interviews with the couples in their homes. Each interview lasted between 48 and 67 minutes
(md=57), was digitally recorded and then transcribed verbatim by the first author.
Data analysis
Data were analyzed using thematic content analysis (cf. 20-22). The analysis started by
reading all the interview texts several times to achieve a sense of the content. This step was
followed by a reading in order to identify meaning units that corresponded to the aim of the
study. The meaning units were then condensed and coded. The codes were compared based
on differences and similarities, and then sorted into subcategories and categories describing
the manifest content. In the last step, the categories were subsumed into themes, i.e. an
interpretation of the underlying pattern through the categories. The analysis resulted in three
themes. Themes can be described as threads of meaning that appear in one category after
another (21, 22).
Ethical considerations
Information about the nature of the study was given to the participants, and they were
guaranteed confidentiality and an anonymous presentation of the findings. All participants
signed a written informed consent before the interviews began. The first author informed the
participants that they could withdraw from the study at any time without being questioned.
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Approval for conducting this study was given by the heads of the patient association and the
Regional Ethics Review Board (Dnr. 2015-214-32M).
FINDINGS
The analysis resulted in three themes: accessibility of care, confirmation throughout the
period of care, and satisfaction with the care received. The themes are presented below and
illustrated with referenced quotes from the interviews with the couples.
Accessibility of care
A dignity encounter was expressed by couples as having accessible PHC and being able to
reach out to the healthcare personnel with a phone call or a face-to-face encounter when the ill
partner was in need of help. Access to care encouraged positive contact, which involved
opportunities to ask the healthcare personnel questions directly. Couples described that when
the care was accessible and they could be provided with advice and health counseling, a
dignity encounter was promoted guidance in the right direction. They described that this
facilitated their sense of being supported and being able to manage the illness. Access to care
supported their feelings of being welcomed and being understood, and when there was good
access, they actually felt as though the care they received fulfilled their needs.

… to get help and quick answers is fantastic … when the nurses go and talk
directly to the GP while we are waiting on the telephone is fantastic and to
receive help with our needs right away… situations like that promote being
encountered with dignity. (Couple 3 interview)

A dignity encounter based on access to care and beneficial contacts promoted a trusting
relationship with healthcare personnel. Couples experienced that, with some healthcare
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personnel, it was easy to develop a good relationship, but with others, it was harder to reach
out. They described situations when care was not accessible and that was when they were
unable to contact or receive answers from healthcare personnel, they felt concerned, frustrated
and worried, which negatively affected their sense of being encountered with dignity. The
couples described that it would be desirable to have a direct channel of communication to the
healthcare personnel, as the current telephone system in PHC is difficult, and delays up to
several hours are encountered in waiting for return calls. They described that it would be safer
if access to healthcare personnel increased, as it promoted their sense of a dignity encounter.

… we have experienced certain problems to reach out to the healthcare personnel
… the current telephone system in PHC is difficult to understand … which has
made it difficult many times to contact the healthcare personnel when we have
needed to … it contains so many steps … where you must press on different
buttons … this is somewhat hard for people living with [a] visual impairment or
[a] hearing problem … it would be more convenient if someone answered you
directly when you’re calling: Hi, what can I help you with? (Couple 1 interview)

Couples described that a dignity encounter was when the GP called them by phone at home
without any appointment. This allowed for fruitful conversations and beneficial contact as
well as a faster way to be helped with their needs. They described that a dignity encounter
was involved being met in a peaceful environment and given sufficient time with the GP, the
nurse or other healthcare personnel. Couples claimed that dignity encounters should be
planned without long waiting times and with a feeling of being welcomed in a peaceful
atmosphere.
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… to receive a dignity encounter from healthcare personnel, it ought to take place
in a positive and relaxed atmosphere, where we can feel that we are welcomed and
that we are not interfering with healthcare personnel. (Couple 5 interview)
Confirmation throughout the period of care
Couples described a dignity encounter as when healthcare personnel confirmed them by
seeing them and listening to their stories. It facilitated a shared understanding to be able to
exchange their experiences about the illness. When healthcare personnel showed that they
understood the experiences related to the illness, it was easier for patients and personnel to get
close to each other. To be seen and listened to enabled communication with the GP or the
nurse and was described as a dignity encounter. Couples experienced healthcare personnel as
attentive when they introduced themselves, made eye contact and used human touch. A
dignity encounter was also when healthcare personnel asked questions regarding their
concerns and in what ways they could assist them with help. They described feeling that at
such times healthcare personnel were caring for their health problems.
… a dignity encounter is to be seen by the one who receives you, and it is also
extremely important to be listened to. Once you arrive (at the healthcare center), you
do not want to feel as though you are disrupting something, since you are there for a
reason, to be respected for who you are, and that what you are there for is important
and not to be ignored. (Couple 4 Interview 4)
The couples described that dignity encounters meant that they were seen as credible persons
with a great need to be helped. They wanted to be taken seriously and for their views to be
taken into account. When they visited the PHC, they said it was important that their stories
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and experiences were met with trustworthiness and that the healthcare personnel believed
them.
… a dignity encounter in PHC means that they (healthcare personnel) believe in
what you are asking and telling them about. (Couple 1 interview)
… to sense that the encounter has been a dignity encounter or not … has to do
with if you feel that the healthcare personnel believe you or not. (Couple 2
interview)
Couples described that they had experienced an undignified encounter when they were not
seen as credible and did not receive help they requested. Situations such as these, gave them
the impression of being invisible to the healthcare personnel. The couple described this as
making them sad, angry and feeling that their dignity had been violated. Encounters that
failed to promote human dignity contributed to decreased health and well-being and to a loss
of confidence in the care.
… we have experienced times when an encounter hasn’t maintained our dignity…
and that was when we were not taken seriously although we had problems
regarding the illness … the (GP) didn’t believe a treatment was indicated … but it
appears that he was wrong and we received no apology. (Couple 3 interview)
Satisfaction with the care received
Couples described that to be met with respect for their dignity contributed to feelings of being
satisfied with the care they received. They described that, when they experienced dignity
encounters, a feeling of safer care was improved. Dignity encounters that made them satisfied
were closely connected to healthcare personnel’s abilities to embrace them with hope and
happiness. They were satisfied when the healthcare personnel cared for them in a devoted
11

way. To be satisfied with an inner thankfulness for being encountered with dignity gave them
an overall positive impression of the entire healthcare personnel working in the PHC.
… dignity encounters are to be seen, to be listened to, to be acknowledged, and to
be respected, and when that happens, you feel satisfied … in situations like that,
the healthcare personnel show that they are professionals. (Couple 4 interview)

Couples described situations when they were dissatisfied with the encounter with the
healthcare personnel. When this was the case, they wished to avoid encountering those
healthcare personnel who had insulted them. The couples sometimes addressed their
disappointment directly to the healthcare personnel, who then changed their attitude and
became more responsive their patients’ needs. They described it as important to speak up for
themselves when dissatisfaction was a fact.
Couples described that a dignity encounter had a positive impact on their health and wellbeing; a dignity encounter gave them feelings of being safe and calm. Healthcare personnel
who encountered them with dignity influenced their sense of satisfaction regarding their care
and made them think of other things besides the illness. Couples were satisfied when the
healthcare personnel had done “the little extra” for them; it made them happy. When they
were satisfied with an encounter that had promoted their dignity, it etched in their minds good
memories of received care and a sense of wanting to visit that PHC again.
… when you’re have a positive image of the healthcare center you visit, then it’s
also easier to connect with the healthcare personnel, as you feel satisfied.
(Couple 3 interview)
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DISCUSSION
This study describes people with long-term illness and their close relatives’ experiences of
dignity encounters within PHC. The findings show that couples experienced a dignity
encounter when they had accessibility to healthcare personnel. Accessibility facilitated
beneficial contact with the healthcare personnel. To be confirmed was also important for
experiencing a dignity encounter. Further, couples described a dignity encounter as one that
resulted in their being satisfied with the care received at the PHC. A violated dignity based on
nonchalance and ignorance led to feelings of being invisible in the encounter with healthcare
personnel. In contrast, couples described that dignity encounters supported their health and
well-being. According to Eriksson (17) and Edlund (18), a human being experiences her
absolute dignity when feelings of being a presence and existing remain in the encounter with
another. To experience dignity as a patient is fundamental and of great importance for every
human health process. In this study, couples described that being satisfied increased their
health and well-being and gave them feelings of happiness and hopefulness.
The findings show that couples experienced a dignity encounter when they had access to care.
Dignity encounters contributed to feelings of being welcomed and to being understood, and to
feeling that they were being cared for. According to Barclay (23), dignity is of particular
importance in healthcare, as patients’ failing bodies, vulnerability, and loss of control over the
healthcare environment negatively impact their ability to uphold values central in their lives.
To be encountered by healthcare personnel with dignity and compassion is important, as it
sends out signals that each and every person has equal worth, which adds something crucial to
good healthcare. Nåden and Eriksson (24) showed that there are important values that
preserve the dignity of patients, and aspects of those are described as inviting patients to play
a role in their care, showing them genuine interest in their health and how they are feeling,
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and ensuring that they receive the help they need. It is important to establish a culture where
the patients feel that they can talk openly about their needs. The couples experienced a dignity
encounter as being met with advice and guidance that helped them to know what to do relate
to their needs. Rehnsfeldt et al. (25) stated that dignity is maintained when people with
healthcare needs are respected as individuals and their needs and wishes are reflected upon.
Matiti and Trorey (10) showed that patients described that their dignity had been maintained
when they were paid attention to in terms of being recognized and when their individual needs
were taken into account and healthcare personnel attempted to ascertain how their needs
should be met. According to Widäng and Fridlund (26), patients experienced dignity
encounters when they were seen as a whole person with unique needs. When a patient was
seen holistically, as an entity with physical, psychological, social and existential needs, there
was an increased possibility for well-being to be achieved. Therefore, it is essential that
healthcare personnel understand people with long-term illness and their close relatives’
requests feel welcomed to care and to meet their needs.
The couples in this study experienced dignity encounters when they were confirmed by the
healthcare personnel with an approach of being seen and listened to. Nåden and Eriksson (24)
stated that it is important that patients are enhanced with experiences of being understood,
listened to, and seen. This is connected with healthcare personnel’s responsibility and respect
for the patient. When patients are confirmed, important values are taken into accounts that
preserve their human dignity. By approaching the patient with respect for his or her dignity
also means caring for relatives and their needs (27). The findings show that couples valued a
dignity encounter when healthcare personnel engaged with them with attention and interest,
which was described as experiences of being important. According to Edlund (18), dignity is
described as a feeling of being somebody and of being important to others. When someone
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regards what the other person has to say, he or she is given confirmation of being worthy and
being encountered with dignity. Studies (3, 26) have shown that patients in inpatient care
described dignity encounters as a way of being seen as a person. Part of being acknowledged
was related to the recognition of the patient as a living, thinking and experiencing human
being and not as an object.
The findings show that couples have experienced the opposite of dignity encounters when
they were encountered with nonchalance and ignorance, which gave them the impression of
being invisible to healthcare personnel. This was expressed as their dignity having been
violated, and it influenced their health and well-being negatively. Jacobson (2) stated that
dignity encounters should be built upon acceptance, love and recognition for the other person.
If a person is insulted and his or her dignity is violated, it can instead be destructive and lead
to a feeling of being worthless as a human being. Studies (6-7, 28) have shown that violating a
patient’s dignity is to deprive the patient of his or her rights to be completely human in their
wholeness. Unfortunately, violating patients’ dignity is a common form of care suffering.
Our findings show that couples experienced dignity encounters when they were viewed with
credibility and trustworthiness and were taken seriously. This gave them a feeling of being
understood by healthcare personnel. According to Eriksson (17), human dignity is maintained
in healthcare encounters when credibility is taken into account. Widäng and Fridlund (26)
stated that patients described that dignity encounters are related to how healthcare personnel
greet them. They referred to dignity as being comprised of the sense of being seen as
trustworthy, which meant that the healthcare personnel did not make negative statements that
could lead suffering. In this study, couples were sometimes encountered with mistrust in
situations where a dignity encounter failed. According to Söderberg (5), when patients are not
believed and seen as credible, this could affect their dignity. Eriksson (17) stated if human
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beings are met with mistrust rather than credibility, it can cause suffering for the ones who are
exposed and a feeling of not existing to the other person. Edlund (18) describes that
credibility and trustworthiness strengthen human dignity, while mistrust, disbelief and being
viewed as not believable instead lead to a violated dignity. According to author (5), it is
important to encounter people with illness with respect for their human dignity, as it is the
foundation of all care.
The findings of this study show that the couples described the importance of dignity
encounters as a way of being satisfied with care and contributed to their feelings of being
cared for, secure, hopeful and happy. This is consistent with Baillie (8), who found that the
meaning of patient dignity is related to feelings of being safe, happy, relaxed and not worried,
which can encourage their sense of well-being and feeling satisfied with their healthcare
experience. According to Haddock (29), when patient dignity is maintained in healthcare
encounters, it is described as health promoting: the patient’s health could be re-examined and
care could be facilitated so that the patient could manage his or her situation in a better way.
The couples in this study described a dignity encounter as feeling safe and confident about the
care they received within the PHC. Dignity encounters facilitated safer care, correct treatment,
and positive opinions of the healthcare personnel. Similar to Beach et al. (30), patients who
were encountered with dignity in the healthcare setting also reported a higher satisfaction with
their care, and this could also lead to a better adherence to treatments. Therefore, it is
important to regard the patient and his or her close relatives’ experiences of dignity
encounters.
Methodology considerations
Interviews with couples who had experienced encounters with healthcare personnel within
primary healthcare were used. The size of the interview group was relative small, as the
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number of couples was five. This was, however, considered to be large enough to provide
richness in the interviews, as the couples varied in age, diagnoses, and experiences of
healthcare encounters. The participants were also very verbal and talked freely about their
experiences of dignity in healthcare encounters. According to Sandelowski (31), it is
important that the sample size is large enough to reach variation in the participants’
experiences of the phenomenon yet small enough to permit a deep analysis of the data.
The data collection method with couples is somewhat different from individual interviews.
Interviews with couples have similarities with focus groups interviews, which involve a
collective activity in which the participants aim to reflect on common experiences (cf. 32).
Methodological considerations were taken into account researchers together regarding the
data collection method and why interviews were not conducted with each individual
separately. Our interest was to observe couples engaging in the interaction, and thus we
concentrated on their common experiences, which were of interest (cf. 33). Therefore, this
data collection method suited our purposes. The findings from this study cannot be
generalized, and this is not the goal of qualitative research, but they can be transferred to
similar situations if they can be recontextualized to the actual context (cf. 34).
CONCLUSION
This study shows that dignity encounters, as experienced by people with long-term illness and
their close relatives, involve having accessibility of care, having confirmation throughout the
care process, and being satisfied with the care they receive. The couples experienced that a
dignity encounter was to have access to care that stimulated beneficial contact with healthcare
personnel within the PHC, as they were often in need of their help. To receive a dignity
encounter based on accessibility to healthcare personnel facilitated the couple’s experiences
with support and guidance and in developing a trusting relationship. The couples described
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their experiences of being encountered with dignity when they were confirmed by healthcare
personnel and seen by them as individuals, and when they were listened to. Furthermore,
dignity encounters promoted their feelings of being satisfied with the care they received, and
had a significant positive impact on their health and well-being. This study shows that, for
people with long-term illness and their close relatives, dignity encounters within PHC
empower them for better health and well-being. Dignity encounters are, therefore, more than
being treated well, it means to be strengthening in the relationship with healthcare personnel
and be given opportunities to take part in decision making. Based on this knowledge,
healthcare personnel need to encourage and preserve dignity in their meetings with people
with long-term illness and their close relatives, as doing so can enable their sense of being
understood and feeling supported in their needs. Dignity encounters can thereby improve the
experiences of quality in healthcare encounters. Based on these results, further studies are
needed to examine how healthcare professionals can develop their knowledge about dignity
encounters.
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