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To the coughing and the sneezing, 

To the whimpering and freezing 

To the feverish and stressed 

Take two Alvedon and rest 

 

 

 

 

 

 

 

 

 

 

     To my family 
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ABSTRACT 
 

Background: During later years, primary care services are experiencing a heavier strain in terms 
of increasing expenses and a higher demand for medical services. An increased awareness of 
pharmaceutical adverse effects and the global concern of antibiotic resistance have given self-care 
and active surveillance a stronger position within the primary care services. The management 
strategy for minor illnesses is important because care-seekers tend to repeat successful strategies 
from past events, and past experience with self-care drives future self-care practices.   
Aim: The overall aim of this thesis was to explore people’s experiences and needs when 
practicing self-care and receiving self-care advice for minor illnesses.  
Method: The first three studies followed a quantitative crossectional design with questionnaires 
as instruments for data collection. Data was analyzed descriptively (I-III), with correlations (I-
III) and with multivariate logistic regression (II) and multivariate ordinal regression (III). Study 
IV followed a descriptive and interpretive design with semi-structured interviews as method for 
data collection. Data was analyzed with qualitative content analysis.   
Results: Experience correlated with self-rated knowledge of the condition and the least 
common conditions most often generated a health care services consultation. To confidently 
practice self-care, people needed good knowledge and understanding of how to obtain symptom 
relief. Younger persons more often reported the need for having family or friends to talk to. Easy 
access to care was most often reported as a support in self-care, and a lack of knowledge about 
illnesses was most often reported as obstructing self-care. Care-seekers receiving self-care advice 
were less satisfied with the telephone nursing than care-seekers referred to medical care, and 
feeling reassured after the call was the most important factor influencing satisfaction. Self-care 
advice had a constricting influence on health care utilization, with 66.1% of the cases resulting 
in a lower level of care than first intended. The course of action that persons in self-care decided 
on was found to relate to uncertainty and perception of risk. Reassurance had the potential to 
allay doubts and fears to confidence, thereby influencing self-care and consultation behavior.  
Conclusion: Symptoms of minor illness can cause uncertainty and concern, and reassurance is 
an important factor influencing people’s course of action when afflicted with minor illness. The 
nurse constitutes a calming force, and the encounter between the nurse and the care-seeker holds 
a unique possibility of reassurance and confidence that minor illness is self-limiting to its nature 
and that effective interventions can provide relief and comfort. Just as health is more than the 
absence of disease, self-care is more than the absence of medical care. 
 
Keywords: Self-care, Self-care advice, Minor illness, Information channels, Telephone nursing, 
Reassurance, Confidence, Satisfaction, Nursing, Self-care interventions 
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ABBREVIATIONS AND DEFINITIONS 
 

 

ED Emergency Department 

GP General Practitioner 

HCS  Health Care Services 

PHC Primary Health Care 

SHD Swedish Healthcare Direct 

 

 

 

Minor illness. Conditions that require little or no medical intervention (Royal 

Pharmaceutical Society of Great Britain, 2003) and that cause a disruption in people’s everyday 

life during a short period of time. 

Self-care. Activities that individuals, families and communities undertake with the intention 

of enhancing health, preventing disease, limiting illness and restoring health (WHO, 1983). 

Self-care advice. Advice from professionals on activities that individuals, families and 

communities can undertake on their own behalf with the intention of enhancing health, 

preventing disease, limiting illness and restoring health.  
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POINT OF DEPARTURE 
 

I grew up in Tromsö, a city on the northernmost coastline of Norway. My family consisted of 

many strong women, most of them nurses. At the age of 20, I moved to Sweden, where I 

began my studies. I graduated in 2007 as a registered nurse and after having my first child, I 

started working at the infection ward. There I met the growing problem of antimicrobial 

resistance that led me to focus primarily on minor illness of infectious genesis in Study I and II. 

I continued working at the infections ward while studying to be a district nurse, from which I 

graduated in 2009. I then started working at primary care clinics in Luleå. As a district nurse, I 

often met persons that struggled with minor illness and that requested my help with assessment 

and advice about what do to. I often reflected upon the inventive nature of many care-seekers, 

and enjoyed listening to their reasoning about the symptoms and hearing what measures they 

had taken to manage their symptoms. I also met those who were reluctant to engage in self-

care; in these cases, I found it to be a challenge to motivate and reach them with information 

about the self-limiting nature of their condition. It became evident that people consulting were 

not at all passive recipients of care; rather, they were actively pursuing a solution and talking to 

me was a part of this process. As a mother of three children, I have also seen self-care and 

minor illness from the perspective of the parent. My youngest daughter contracted severe 

asthma after being infected with the RS-virus as a baby, and I have many times seen minor 

illness complicating into severe disease with risk of death with all the dread and anxiety that 

means to a parent. My experiences have contributed to my understanding of self-care and self-

care advice, and I believe that they have allowed me to see and discuss self-care from different 

angles. 

 

Theoretical perspectives 
In this thesis, I refer to the person in self-care as sometimes care-seeker, patient, person and 

caller, depending on the context. This is for variation purposes and independent of which term 

is used, I am referring to the person with a health-related need. By the term health I join the 

definition provided by Nordenfelt. Nordenfelt (1995) describes health as when a person is able 

to fulfill her vital goals. The vital goals are the goals which are necessary and jointly sufficient 

for a minimal degree of welfare, i.e. happiness. Nordenfelt offers an action-theoretic approach 

to health, as sees the human being as a socially integrated agent who performs a great number 
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of daily activities and is involved in various relations. Actions are intentional and influenced by 

will, and are typically part of a person’s plan to reach certain goals. In the context of self-care 

for minor illness, a vital goal for many will be to take some form of action in order to relieve 

themselves from discomforting symptoms when illness occurs.  

I have not explicitly based my research upon a specific nursing theory; however, Peplau’s 

theory of interpersonal relations and Kolcaba’s mid-range theory of comfort have influenced 

me and helped me understand the studies’ findings. Nursing is described by Peplau (1952) as a 

human relationship between an individual who is sick, or in need of health services, and a 

nurse especially educated to recognize and respond to the need for help. People seek assistance 

on the basis of a felt need, and often provides leads on how the difficulty is perceived. This can 

be the first step in a dynamic learning experience where personal and social growth can occur. 

Nursing is an educative instrument and a maturing force that can facilitate natural ongoing 

processes in human beings. According to Kolcabas Theory of Comfort (1994; 2001), stressful 

healthcare situations may lead to the desire for comfort. Comfort is defined as the satisfaction 

of the basic human needs for relief, ease and transcendence. Persons have implicit and explicit 

comfort needs, and unmet needs for comfort are met by nurses.  When needs are met by 

facilitating forces in terms of nursing interventions, this will strengthen care-seekers and 

increase health seeking behaviors. 

 
Many sociocultural factors influence health behaviors, and according to Courtenay (2000) 

gender is one important factor. Gender theory has also influenced my understanding of self-

care. The concept of gender implies social and cultural interpretations of biological sex, and 

comprises the constructions of femininity and masculinity. This construction builds upon a 

dichotomous thinking about men and women, hierarchically arranged and related to a 

context-dependent asymmetry in power (Hirdman, 2003). Power-structures are seen as central 

to the understanding of how gender is created (Keller & Longino, 1996). Gender is a dynamic, 

social structure that is constantly produced and reproduced through people’s actions (Hirdman, 

2003). In society, people are encouraged to conform to stereotypic beliefs and behaviors of 

femininity and masculinity. Hegemonic masculinity is the idealized form of masculinity, and is 

a socially dominant gender structure that subordinates femininity and represents power. 

Rejecting traits and behaviors that are seen as feminine is essential for demonstrating 

hegemonic masculinity, and health behaviors like self-care are typically attributed to women 

(Courtenay, 2000). Power structures are also evident within the health care services (HCS) 
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through professionals power and control over patients’ bodies, as well as physicians’  power 

over professionals in lesser power positions such as nurses and nurses’ aides (Courtenay, 2000). 

Physician’s interpretive prerogative contributed to the conception of nursing as a rather 

unqualified task, and nursing as a science was long questioned and thought to have little to add 

to the existing body of knowledge (Bentling, 2013; Theorell, 2014).  

 

Methodological perspectives 
As a nurse conducting research, I find it important that nursing is explored and studied from a 

multitude of angles and methodologies. This is referred to as pluralism, and implies the view 

that there cannot be one single, complete, and comprehensive account of the natural world. 

Rather, in order to gain a broad view of a complex field, a plurality of methods, theories and 

perspectives is beneficial and desirable (Kellert, Longino & Waters, 2006). Methodological 

pluralism implies the view that science is promoted by using several competing methods in 

parallel (Payne, Williams & Chamberlain, 2004). This does not imply, however, that every 

researcher needs to adopt a jumble of methods, or slur traditional methods, but that the 

research community as a whole stands to gain from researching phenomena from different 

angles and perspectives (Johnson, Long, & White, 2001). Depending of the aim of the study, it 

is likely that one method is better suited than the other (Payne et al., 2004). In relation to this 

thesis, this has implied that I have used both qualitative and quantitative methods, and that self-

care has been studied from different angles and perspectives.  

I have predominantly used quantitative research methods. Epidemiology is an important part of 

nursing knowledge in order to work preventively and to promote health in the public sphere. 

Understanding distributions of health and health-related behavior in society is a central part of 

the nursing profession and enables nurses to structure their work to better meet people’s needs 

on both the personal and the societal levels (Andersson, 2006). The empiricist nature of 

epidemiology emphasizes inductive reasoning—that is, making generalizations from a set of 

observations, and empiricism can be described as the view that experience provides the 

primary justification for knowledge (Aschengrau & Seage, 2008).  
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INTRODUCTION 
 

This thesis is written in a Swedish context, where health care is publicly financed and available 

around the clock. The first line of contact with Health Care Services (HCS) is often the 

national telephone help advisory center, the Swedish Healthcare Direct (SHD), where nurses 

perform medical assessments, and provide advice and guidance to the correct level of care. The 

focus in this thesis is self-care and self-care advice from a primarily societal perspective, 

gradually tapering towards the person. The societal focus was chosen because of my belief that 

if nursing science wants to comment on public health issues, there is also a need for conducting 

research on a societal level. However, both the start point and the endpoint within nursing 

sciences is traditionally the person and the person’s experiences and needs, and so I found it 

important to tie together the societal perspective with the person's perspective.  

The Swedish Primary Health Care (PHC) services have, during the last years, experienced 

increasing strain in the form of increasing expenses and higher demand for medical services 

(Riksrevisionen, 2014). In 2009, several reforms were introduced in the Swedish healthcare 

system and a deregulation of state owned primary healthcare clinics allowed private operators 

to enter the market and gave care-seekers the right to choose caregiver freely. According to 

Beckman and Anell (2013), both the number of individuals that visited a GP and the number 

of visits to a GP increased following the reform. A report from the Swedish National Audit 

Office (Riksrevisionen, 2014), describes increasing difficulties in achieving the goal of giving 

care on equal terms since persons with relatively good health from favored social groups have 

increased their consumption of care following the reform. However, the quality of PHC 

services from the patients’ perspective have remained unchanged after the reform. 

Deregulation of state-owned pharmacies in 2009 has according to the annual industry report 

from the Swedish Pharmacy Association (2015), led to improved availability of over-the-

counter drugs. The improved availability is due to a 78 % increase in opening hours since the 

deregulation combined with increased pharmacy density. An increased deregulation of 

prescription medicines has broadened the range of symptoms that are treatable through self-

medication, and over-the-counter drugs constitute approximately 23% of total sales in 

community pharmacies.  

The increased awareness of the adverse effects of pharmaceuticals and the growing problem of 

antimicrobial resistance has highlighted the importance of a rational use of antibiotics (Molstad, 
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Cars & Struwe, 2008) and has given self-care and active surveillance a stronger position within 

the PHC services (Folkhälsomyndigheten, 2014). Much research concerning minor ailments 

and self-care is derived from the UK, where minor illnesses constitute a large part of primary 

care (Morris, Cantrill & Weiss, 2003) and many efforts have been made to shift the focus from 

medical care to self-care (cf. DoH, 2000; White et al., 2012). To induce this shift from medical 

care to self-care, there is a need to know more about people’s health-seeking behaviors and 

needs when afflicted with minor illness.  
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BACKGROUND 
 

A historical retrospect 
Traditionally, to most people, medical services has meant the help and care from relatives, 

neighbors or semi-trained laypersons, and medicines have predominantly been equal to 

traditional remedies (Elliott-Binns, 1973). According to Zola (1972) there has been an 

expansion over time of what matters were deemed relevant to the good practice of medicine, 

especially since medical science has grown in influence and extension; and with the process of 

medicalization, knowledge about medical and health issues became propriety of the doctor 

(Zola, 1972; Johannisson, 1990). The process of medicalization has meant that predominantly 

male doctors have taken the preferential right to perform research on and explain the human 

body in terms of experts whereas the non-professional care, i.e. self-care, became the domain 

of women (Johannisson, 1990; Courtenay, 2000).  

The concept of self-care has its origin in the American Civil Rights Movements and the 

Women’s Liberation that blossomed during the 1960s in the United States. A keystone to this 

ideology was the anti-professionalism criticizing the medical establishment and the patriarchal 

structures of the healthcare system that reduced persons to passive recipients of care without 

true autonomy. This critique was particularly prevalent in privately-funded healthcare systems 

like the American, where financial incitements made it economically beneficial to replace self-

care with costly medical procedures. Here, self-care was seen as the individual’s means of 

retrieving power and regaining mastery of the body and health. However, in the Swedish tax-

funded welfare system, the financial incentives for potentially cost-saving activities like self-care 

were much greater from the perspective of the state. The arguments supporting self-care came 

from a top-down perspective and were heavily criticized for being the core of a bourgeois 

welfare politics where the individuals alone were left responsible for their (lack of) health, and 

where health care was reserved for the privileged (Brodin, 2006). Self-care as a concept and 

practice was initially met with skepticism from the medical establishment and was dismissed as 

quackery, a harmful and undesired practice (Elliott-Binns, 1973; Brodin, 2006) and an 

expression of unbridled empiricism (Freidson 1970, 1986, cited in Brodin, 2006).  
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Self-care and minor illness 
Self-care has been found to be present in a great deal of minor illnesses, and for many, self-care 

is the primary and preferred treatment option to illness (Rennie et al., 2012; Porteous, Wyke, 

Hannaford & Bond, 2015). In the context of minor illness, self-care interventions can include 

watchful waiting, resting, self-medication, the use of home remedies, the use of 

complementary and alternative medicine, or contacting health care personnel other than 

doctors (Green, 1990; Porteous et al., 2015). Minor illness is in this thesis defined as conditions 

that require little or no medical intervention (Royal Pharmaceutical Society of Great Britain, 

2003) and that cause a disruption in people’s everyday life during a short period of time. 

Approximately 13 % of PHC consultations and 5.3 % of Emergency Department (ED) 

consultations are for conditions that are treatable at community pharmacies rather than in 

health care institutions (Fielding et al., 2015). Common symptoms of minor illnesses are fever, 

sore throat, cough, vomiting, diarrhea, urinary problems and earache, as well as other 

symptoms such as skin rashes, allergies, headaches and musculoskeletal pain (Green, 1990; 

Wahlberg & Wredling, 1999; Kaminsky, Carlsson, Höglund & Holmström, 2010).  

 

High levels of discomfort and concern before requesting same day primary care consultations 

have been reported (Kinnersley et al., 2000), and worrying and feeling a loss of control over 

the situation are important factors in deciding when to consult with the health care 

organization (Wahlberg & Wredling, 1999; Hugenholtz, Broer & van Daalen, 2009). Both the 

number of symptoms as well as higher levels of perceived seriousness and urgency of symptoms 

are associated with consultation for the condition (Elliott, McAteer & Hannaford, 2011; 

Watson et al., 2015). Symptom characteristics (i.e. severity, duration, interference with daily 

life) are more often associated with self-care than demographic and socio-economic 

characteristics. Minor symptoms of low severity, short duration and low interference with daily 

life are more often treated at the self-care level. High interference with daily life has been 

found to make it approximately 20 times more likely to consult for cold or flu symptoms 

(Elliott et al., 2011).  

 

Limiting medical treatment 
When increasing penicillin-resistance began to attract attention in the early 1990s, both 

medical professionals and the Swedish authorities were alarmed, and the national network 

Strama (The Swedish Strategic Programme against Antibiotic Resistance) was created in 1994. 

Strama works to preserve the effectiveness of antibiotics in humans and animals. Much work 
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has been done in reducing the number of prescriptions and use of antibiotics, with a particular 

focus on PHC since the highest rates of antibiotic prescriptions are in primary care, with 

respiratory tract infection as the most frequent indication (Goossens, Ferech, Vander Stichele & 

Elseviers, 2005; Struwe, 2008; Folkhälsomyndigheten, 2015). Nurse’s triage and self-care 

advice has been identified as positive factors influencing low antibiotic prescribing for 

respiratory tract infections in PHC (Strandberg, Brorsson, André, Gröndal, Mölstad & Hedin, 

2016). Due to the self-limiting nature of minor illnesses, antibiotics are generally not 

recommended. However, approximately half of care-seekers in the UK consulting for 

common colds, coughs and viral sore throat were prescribed an antibiotic (Hawker et al., 

2014). Sweden has among the lowest rates of antimicrobial resistance in the world (Mölstad, 

Cars & Struwe, 2008; Struwe, 2008); however, today the antimicrobial resistance is increasing 

despite a reduction in prescribing (Folkhälsomyndigheten, 2015). 

According to a report published by Stockholms Läns Landsting (2013), the number of visits to 

EDs has increased by 4.5 percent annually in Stockholm. This is not in proportion with the 

population growth that is stable at 1.9 percent. Not only are the EDs are experiencing an 

increased strain, visits to the out-of-hours clinics and the PHC have increased with 6.1 and 3.1 

percent, respectively. At the same time, there is no sign of decreasing health in the population; 

rather, findings are indicating an improvement of health in the population. Strong beliefs in 

professionals’ abilities to heal have been found to be linked to increased health care utilization 

(Porteous et al., 2015). An overconfidence in rapid access to specialist competence and the 

diagnostic and therapeutic facilities of the ED are strong drivers of non-urgent consultations 

behavior (Lega & Mengoni, 2008). A frequent expectation upon ED visits is to receive a 

prescription of medication for the condition (Amiel et al. 2014). Attendance to doctors’ 

appointments for minor illness, especially when combined with a prescription, has been seen to 

increase future attendance for the same condition (Little, Gould, Williamson, Warner, Gantley 

& Kinmonth, 1997). According to Banks (2010), care-seekers tend to repeat the action that 

they took on a previous occasion, with 62 % of care-seekers returning to the General 

Practitioner (GP) if a prescription was issued on the last occasion of illness. This is in contrast 

to past experience with self-care that made 84 % of care-seekers choose self-care on the 

following episodes of the condition. There are several problems with dealing with minor illness 

on a higher care level than needed. The medicalization of minor illness is, according to Zheng 

(2011), problematic as it may result in increased dependency and the loss of self-esteem, self-

efficacy and sense of control due to a lessening of the individual responsibility for one’s own 
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health. Nyström, Nydén and Petersson (2003) found that seeking advanced medical help for 

minor illness leads to care-seekers being down-prioritized in the ED, with long waiting hours 

and risk of feeling neglected, as persons with greater medical needs will be prioritized by the 

staff (Nyström et al., 2003). Overcrowding in EDs has been found to have several negative 

consequences such as redundant death and disability caused by delayed examination and 

diagnosis, impaired patient satisfaction, prolonged pain and anxiety as well as posing a serious 

threat to patient privacy and dignity (Morris, Boyle, Beniuk & Robinson, 2012).  

 

The revolution of information 
The emergence of the Internet has led to an information revolution in which people today are 

active consumers of health information and have the opportunity to inform themselves 

through the use of the Internet (McMullan, 2006). Health-related information retrieved from 

the Internet has been described by care-seekers as a supplement to, rather than a replacement 

for, health care consultations (Sommerhalder, Abraham, Zufferey, Barth & Abel, 2009), and 

has been found to have a limited effect on actual decision-making and the number of contacts 

with health care professionals (McMullan, 2006). Social media and forums have emerged as 

possible channels for health consultation and support where lay-persons can ask questions, 

share experiences and medical information, discuss treatment options and give and receive 

advice (Kimmerle, Bientzle & Cress, 2014). This can be a quick and effective way to get help 

and peer support, as laypersons sometimes possess experiences and know-how of managing 

illness that professionals might lack, despite medical knowledge (Gray, 1999). With the rise of 

smartphones and applications, the area of self-care has further developed and expanded through 

health applications, monitoring devices, personal digital assistants and other wireless devices.  

 

Caring for persons in self-care 
In Sweden, a common line of contact with HCS is the national telephone help advisory 

center, the Swedish Healthcare Direct (SHD). The SHD is an on-call service where registered 

nurses perform medical assessments and provide care with the aim of supporting, strengthening 

and teaching the callers and guiding care-seekers to the correct level of care (Kaminsky, 

Rosenqvist & Holmström, 2009). The SHD is operated by approximately 1500 nurses and 

receives around six million calls each year (Inera, 2015), many of which are out-of-hours. The 

ethical demands upon the nurses that care for the callers are high, with conflicting demands 
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between caring for the callers and gatekeeping constrained resources within a strained health-

care organization (Holmström & Dall'Alba, 2002; Holmström & Höglund, 2007).  

 

About 30-50 % of the calls to the SHD result in self-care advice (Marklund et al., 2007; 

Kaminsky et al., 2010). Giving advice involves a great responsibility that the advice is correct, 

and a risk as circumstances may change and the advice no longer applies. Ernesäter, Engström, 

Holmström and Winblad (2010) found that incorrect assessment accounted for 25% of errors 

that lead to an incident report in Swedish telephone nursing. Nurses have described the work 

of telephone nursing as exposed, as it involves a frontline position, requires extensive 

knowledge, involves taking risks and is subjected to criticism from both colleagues in other 

healthcare sectors as well as dissatisfied care-seekers (Ström, Marklund & Hildingh, 2006). 

However, nurses have also described the work of telephone nursing as caring. The caring 

aspects of the work are demonstrated by maintaining in contact until the problem is resolved 

and checking up on recovery and efficiency of the advice provided. Telenurses’ understanding 

of the caring aspects of their work also include a desire to partner with the patient and create a 

feeling of being a family member (Kaminsky et al., 2009).  

 

Satisfaction is described by Peplau (1952) as a result of having needs, wants or goals met; 

overall satisfaction with telephone nursing is high (O'Connell, Stanley & Malakar, 2001; 

Ström, Baigi, Hildingh, Mattsson & Marklund, 2011). According to Ström, Marklund and 

Hildingh (2009), the personalized advice retrieved from the nurses is appreciated and often 

used by the caller as support and as a confirmation that the caller’s own intended actions are 

accurate. Patient satisfaction with nursing care is important in the context of self-care for minor 

illness, as Williams, Warren, McKim and Janzen (2012) found that persons who are more 

satisfied with the nurse interaction are almost four times more likely to practice self-care for 

their symptoms.  

 

Reassurance 
Given that stressful health care situations like minor illnesses can cause high levels of worry and 

concern (Kinnersley et al., 2000; Amiel et al., 2014), the need for reassurance is interesting to 

explore in relation to the practice of self-care and the provision of nursing care to people 

practicing self-care. Reassurance is a concept that is rarely addressed within nursing research. 

The provision of reassurance is described as taking place within the interaction between the 
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patient who is concerned and the caregiver who has the intention to reduce worry (Linton, 

McCracken & Vlaeyen, 2008). The Oxford dictionary defines reassurance as the action of 

removing a person’s doubts and fears to comfort (www.oxforddictionaries.com). Expressing 

empathy is described as a central element of reassurance (Linton et al., 2008). Within nursing 

sciences, reassurance has been described as an interpersonal skill (or technique) which is 

primarily aimed at a restoration of a patient’s confidence in himself and his treatment situation 

(French, 1979). In this thesis, I have chosen the definition of reassurance provided by Fareed 

(1994) as a purposeful attempt to restore confidence. Confidence in this context can be 

described on the basis of the results of Haavardsholm and Nåden (2009), in which the 

Scandinavian meaning of the word reflects an all-embracing concept of being comfortable and 

relaxed, and feeling secure. 

Reassurance is not solely described as a positive and caring act. Peplau (1952) refers to 

reassurance as dismissal and a way of trivializing a person’s emotions. She finds reassurance to 

hold little value when offered in connection with feelings, and sees a risk that reassurance 

might deny the validity of the patient’s feelings. Instead of reassurance, she advocates that the 

patient be allowed to examine his feelings, thus providing an opportunity for orientation to a 

new situation. Fareed (1994) offers an opposing view and describes the nurse’s reassuring 

activities as a way of showing care (Fareed, 1994) that includes explaining and familiarizing 

threatening situations, offering proximity, conveying emotional stability and allowing the care-

seeker to ventilate fear (French, 1979).  Nurses have been found to answer to care-seekers’ 

expressions of concern with both reassurance and disapproval (Ernesäter, Winblad, Engström, 

& Holmström, 2012; Ernesäter, Engström, Winblad, Rahmqvist & Holmström, 2016).  
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RATIONALE 
 

The literature review shows that self-care is a common practice. An awareness of the risks 

associated with the medicalization of self-limiting minor illness has raised interest in self-care, 

and self-care and active surveillance are increasingly advocated. Still, reports show that there is 

a steady increase in health care consultations today despite improvements in population health. 

The literature review reveals that there is a lack of knowledge about what actions people take 

to control their symptoms when afflicted with minor illness. Symptoms of minor illness 

generate high levels of discomfort and interfere with daily life, and it is, therefore, of value to 

study how people respond to symptoms of minor illness and what interventions they undertake 

to control and relieve their symptoms. The society is constantly developing, and care-seekers 

today have an ocean of health information available through the Internet. However, how the 

informed care-seeker handles this information in relation to self-care practices is yet to be 

explored. The literature review reveals that minor illness causes stress and concern, and it is 

therefore important to explore what people need to feel confident and reassured about 

practicing self-care, and how PHC services can strengthen and reassure care-seekers. How the 

PHC can support self-care practices is important to explore in order to better meet the needs 

of people with minor illness.  

Satisfaction with care has been identified as an important aspect influencing engagement in 

self-care practices, and it is therefore valuable to explore satisfaction in relation to telephone 

nursing and self-care advice. The nursing care provided to people practicing self-care exceeds 

triaging and distribution of doctor’s appointments, and providing self-care advice places high 

demands on the nurse’s caring skills. Giving good care and meeting persons needs is within the 

very heart of the nursing profession. More knowledge of people’s experiences and needs 

related to the practice of self-care for minor illness implies that care given to these care-seekers 

can be developed and tailored to meet people’s needs more accurately and adequately. 
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THE AIM OF THE DOCTORAL THESIS 
 

The overall aim of this thesis was to explore people’s experiences and needs when practicing 

self-care and receiving self-care advice for minor illnesses.  

 

Specific aims of the papers 

Paper I 

To describe people’s experiences with and knowledge of minor illness, self-care interventions 

used in minor illness and channels of information used when providing self-care for minor 

illness. 

Paper II 

To describe people’s perceptions of needs to feel confident in self-care for minor illnesses as 

well as their perceptions about supporting and obstructing factors in the practice of self-care. 

 

Paper III 

To explore patients’ satisfaction with telephone nursing among callers recommended self-care, 

and influences of self-care recommendations on health care utilization. 

 

Paper IV 

To explore people’s experiences of reassurance in relation to the decision-making process in 

self-care for minor illness.  
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METHODS 
 

In order to explore self-care for minor illness at the population level, a quantitative design was 

applied in the first three studies included in this thesis. To expand the understanding of self-

care and include the person’s perspective, a qualitative design was applied in the fourth study. 

An overview of the studies is presented in Table 1. 

 

Table 1 Overview of aims, design, participants and data collection for the included studies 

Paper Aim Design/Method Participants Data 
Collection 

I To describe people’s experiences 
with and knowledge of minor 
illness, self-care interventions used 
in minor illness and channels of 
information used when providing 
self-care for minor illness 

Cross sectional study / 
Descriptive and 
comparative statistical 
analysis 

N= 317 aged 18-
80 and living in 
Sweden  

Questionnaire 

 

II 

 

 

To describe people’s perceptions 
of needs to feel confident in self-
care for minor illnesses as well as 
their perceptions about supporting 
and obstructing factors in the 
practice of self-care 

Cross sectional / 
Descriptive and 
comparative statistical 
analysis 

N= 317 aged 18-
80 and living in 
Sweden  

 

 

Questionnaire 

 

III To explore patients’ satisfaction 
with telephone nursing among 
callers recommended self-care, 
and influences of self-care 
recommendations on health care 
utilization 

Cross sectional / 
Descriptive and 
comparative statistical 
analysis  

N=225 aged 17-
93 and living in 
Sweden. 

Questionnaire 

IV To explore people’s experiences 
of reassurance in relation to the 
decision-making process in self-
care for minor illness.  
 

Descriptive, 
interpretive / 
Qualitative content 
analysis  

N=12 aged 35-82 
and living in 
Northern 
Sweden.    

Semi-
structured 
interviews 
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Research design 
Study I-III had a cross-sectional design with a questionnaire as the instrument of data 

collection. Study IV was a qualitative study with a descriptive and interpretive design and 

semi-structured interviews as the instrument of data collection.  

 

Setting and participants 
All studies were conducted in Sweden, with persons living in Sweden and thereby having 

access to the Swedish tax-funded healthcare system. 

Studies I and II were conducted with participants from all over Sweden. Data collection took 

place in 2010/2011, when the SHD had been implemented in all but two counties. The 

participants were randomly selected from the Swedish Address Register (SPAR) and were 

between the ages of 18-80. Children under the age of 18 were excluded due to their 

vulnerability and because parents are considered to have the main responsibility for the health 

and care of under aged children. The higher age limit was set because of the increasing co-

morbidities in older persons, a possible confounder in the distinction between minor and 

chronic illness. A total of 1000 questionnaires were sent out and 317 (32%) questionnaires 

were returned completed. The study sample consisted of 40.9 % men and 59.1 % women, and 

there was a significant difference in age distribution between the study population compared to 

the general population in Sweden in all age groups except for the group aged 46-65 years. 

Persons with a higher education were also somewhat overrepresented in the study sample 

while the annual income was similar to the general population.  

Study III was conducted in Northern Sweden. Participants were randomly selected from a list 

of all callers to the SHD during one week in March 2014. In total, the SHD had 

approximately 1500 callers that week, and one third of the callers (n=500) were randomly 

selected as study participants. A total of 500 postal questionnaires were sent and five 

questionnaires were returned unopened because of the wrong address. Two study participants 

had deceased after the call to the SHD. In total, 225 persons returned a completed 

questionnaire, giving a response rate of 45.6%. The study sample consisted of 69.3 % women 

and 30.7 % men, reflecting well the proportions of callers to the SHD. The mean age in the 

sample was 48.15 years, ranging from 17–93 years. The majority of respondents was born in 

Sweden (93.3%) and cohabiting (79.9%), and the study sample displayed a good representation 

of the general population in Northern Sweden. 



21 

 

Study IV was conducted in Northern Sweden. Participants were selected through both 

consecutive and purposive sampling. Study participants from Study III had been asked in the 

questionnaire if they wanted to participate in a follow-up interview-study. A total of 43 

respondents (19.1 %) agreed to be contacted for an interview, out of which 41 provided a valid 

phone number for the researcher to reach them on the questionnaire. Out of these, only 10 

participants had stated that they had received self-care advice without referral to medical care, 

and these were the ones that matched the inclusion criteria of the study. The participants who 

had received self-care advice were approached by telephone. One participant declined 

participation due to lack of time and one did not answer the telephone despite four contact 

attempts, so in total eight persons were interviewed. However, this did not generate sufficient 

data as the interviews were fairly short and forthright, and it was evident that saturation was 

not reached since new data was still emerging in the last interview (cf. Bryman, 2012). To 

broaden the diversity of study participants, thereby adding a greater variation of experiences, 

contact was made with an international association in Northern Sweden. After receiving 

permission from the association leader, a five minute informative was given by the researcher 

(SG) to the attendants about the study’s aims and procedures. Attendants were asked to contact 

SG if they were interested in participating in the study. This generated four more study 

participants, two of which were foreign-born. In total, twelve persons were interviewed, with 

a 50/50 distribution of men and women. The participants’ ages ranged between 35-82 years; 

the mean age was 48.6 years. 

 

Data collection  
Studies I-II 
In Studies I and II, data was collected in a joint questionnaire. The questionnaire was carefully 

constructed on the basis of two questionnaires regarding self-care that were distributed in the 

UK; the Self-care for People Initiative and Public Attitudes to Self-care. These were found 

during the literature review that preceded the construction of the questionnaire. Some items 

were modified and translated to fit into a Swedish context, while other items were excluded 

because of a lack of relevance to the study aim. A few items were also added in order to 

answer the study aim. The final questionnaire consisted of six parts; in the first part, 

demographical information was gathered.  In the second part, participants were asked to rate 

their knowledge of seven minor illnesses of infectious genesis, exemplified as common cold, 

sore throat, discomforting symptoms from sinuses, otitis media, conjunctivitis, gastroenteritis, 
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and UTI. Questions were presented by a four-grade ordinal scale ranging from 1 (having no 

knowledge about the illness) to 4 (knowing a great deal about the illness). A sum score of 

knowledge was calculated by adding the values from the self-rated knowledge items to a sum 

score that ranged from 7-28. The sum score variable was normally distributed (mean 19.66, 

median 20, SD 4.879). The sum score was then divided into two groups, low (7-17) and high 

(18-28) scores.  In the third part of the questionnaire, the items concerned self-care 

interventions for symptom-relief. The interventions were identified from previous literature 

and pilot work (cf. Green, 1990; Marklund et al., 2007). The fourth part contained questions 

about channels of information about self-care and compliance to self-care advice in relation to 

source of advice. The fifth part was concerned with perceptions of needs related to the practice 

of self-care. The sixth part contained a translated instrument measuring recovery locus of 

control (Partridge & Johnston, 1989), adapted to the minor illness context.  The seventh and 

last part contained the Self-efficacy Scale in Self-care (SESSC), containing six questions about 

self-rated certainty in symptom-management. The scales measuring self-efficacy and recovery 

locus of control were rigorously tested for reliability and validity (cf. Gustafsson, Sävenstedt & 

Vikman, 2013). 

 

Study III 

Data was collected using a questionnaire that was a further development of an existing 

evaluation of patient satisfaction among callers to the SHD (Rahmqvist, Ernesäter and 

Holmström, 2011), and the Quality from the Patient Perspective (QPP) questionnaire for 

telephone nursing (www.improveit.se). The questionnaire from Rahmqvist et al. (2011) 

followed the validated Quality Satisfaction Performance concept (Nathorst-Böös, Munck, 

Eckerlund, & Ekfeldt-Sandberg, 2001). The final questionnaire consisted of a total of 26 items 

regarding demography, perceptions about waiting time, intended actions prior to SHD 

consultation, recommended actions by the SHD nurse, and actions undertaken after the 

consultation with the SHD.  Symptom severity was self-assessed on a five-point Likert scale 

from no discomfort (1) to very severe discomfort (5).  The rating of satisfaction with the 

nursing care was assessed by a scale of nine items on a five-point Likert scale, from very poor 

(1) to very good (5). Finally, respondents were given the option of commenting on their 

satisfaction with the service and providing suggestions for improving the SHD. The validity 

and reliability of the rating of satisfaction was tested according to the classical test theory as 
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described by Nunnally (1978). The Kaiser-Meyer-Olkin (KMO) measure of sampling 

adequacy was 0.939 and the chi-square value of Bartlett’s test of sphericity was 1877.97 

(p<0.0001), indicating a strong relationship between variables in the scale and that a factorial 

analysis was appropriate. A principal component analysis revealed only one component: 

satisfaction with the nursing care provided. The component counted for 77.43 % of the total 

accumulated variance. For this component, the Cronbach’s alpha was 0.963, indicating 

excellent internal consistency. Item-total correlations were 0.731-0.921 (average 0.845) and 

inter-item correlations were 0.579-0.862 (average 0.773), supporting the internal consistency 

of the instrument. The intraclass correlation coefficient (ICC) was 0.742, indicating a good 

correlation between items in the scale.  

 

Study IV 
Data were collected through semi-structured interviews. Interviews were performed on one 

single occasion by the researcher SG, and conducted between September and December 2014. 

Participants chose the location of the interview and two chose to be interviewed by phone, 

seven in their own home, two at their workplace and two at the university. Ten interviews 

were conducted individually while one interview was done with a cohabiting couple. Because 

of language difficulties, the respondents preferred to be interviewed together so they could 

help each other when they had trouble understanding the interview questions or making 

themselves understood.  

A question guide was constructed in order to ensure that the same topic was discussed with all 

participants, and aimed at describing aspects of reassurance related to the practice of self-care 

and the receiving of self-care advice for minor illness. The question guide was constructed by 

SG and BMW and critically reviewed by SS. It consisted of open-ended questions such as: Tell 

me about a situation where you have received self-care advice. What do you need in order to feel reassured 

after talking with the nurse at the SHD? What do you need in order to feel confident with practicing self-

care for a minor condition like, for instance, a common cold? What makes you feel uncertain about 

handling the illness yourself? What makes you decide to contact the SHD? The following clarifying 

questions were asked, such as: How do you mean? Can you tell me more about that? What are your 

thoughts about that?  Interviews were recorded and transcribed verbatim, with a mean duration 

of 23 minutes and 31 seconds.  Notes were taken during the interview, but were not included 
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in the analysis of the data as their aim was to support the interviewer during the interview, and 

function as an aid to asking follow-up questions.  

 

Data analysis  
Studies I-III  

Data were submitted to statistical analysis using IBM SPSS statistics predictive analytic software 

(version 22.0) (I-III) and statistical packages for scientific computing with Python (II-III). The 

statistical significance was set at α <0.05. Data were presented descriptively as frequencies, 

percentages, means, standard deviations and/or medians. Correlations of non-parametric 

variables were calculated with Spearman’s Rho (ρ). Differences between groups for non-

parametric variables were analysed using Chi-square (X²) (II-III). A Bayesian logistic regression 

model following Kruschke (2015) and Gelman (2004) was applied to assess the influence of 

demographic variables on perceptions of needs (II). Backward elimination was chosen to find 

the best suited model, and as a mean to control for multicolinearity, the Watanabe-Akaike 

information criteria was chosen as a computationally attractive alternative to cross-validation 

(cf. Gelman, Hwang & Vehtari, 2014). In Study III, parametric variables and variables with 

enough respondents to satisfy the assumption of the central limit theorem (cf. Dawson & 

Trapp, 2004) (age, waiting time, satisfaction, self-rated symptom severity) were analyzed using 

the independent Student’s t-test (t). A Bayesian ordinal regression model following Kruschke 

(2015) and Gelman (2004) was applied to assess the influences of self-care advice on the final 

action taken by the callers after consultation with the SHD. Backward elimination in 

combination with the Watanabe-Akaike information criteria was chosen to identify the best 

model.  

 
Study IV  
The initial steps of the analysis followed the method of qualitative content analysis as described 

by Graneheim and Lundman (2004). First, interviews were transcribed and the material was 

read several times to gain an understanding of the content. The data displayed good saturation 

and recurring patterns in the content were identified. Meaning units that corresponded to the 

aim of the study (n=412) were then extracted from the text and transmitted to Microsoft 

Excel, where they were condensed. Three domains were identified: those being meaning units 

related to self-care, meaning units related to the decision to consult, and meaning units related 

to receiving self-care advice. Categorization was done separately in the three domains. The 
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first two domains were categorized in three steps until final while the last domain (self-care 

advice) was categorized in four steps until final due to the large amount of data. During the 

categorization process, data was regularly checked against the original text to ensure proximity 

to the construct under study.  

Freshwater and Avis (2004) describe analysis as a reductive process where the evidence is 

reduced to basic units, whereas interpretation is a broadening process in which patterns are 

viewed in relation to a background. According to Patton (1990), interpreting the data involves 

going beyond the descriptive data, attaching significance to findings, explaining, drawing 

conclusions, making inferences and building linkages. After categorization, a summarizing 

interpretation was made to gain a gathered image of the study findings in relation to a 

decision-making process. A summary of the categories and findings that related to the 

decision-making process was compiled, and this summary was then condensed in several steps 

until the core remained. The summary was then interpreted to explain and extrapolate 

relations to the decision-making process. According to Bryman (2012), qualitative research 

tends to view social life in terms of processes. The summarizing interpretation contains our 

understanding of the decision-making process in self-care, illustrated by a process map. All 

authors participated in the analysis process, and categorization and interpretation was discussed 

until a consensus was reached. 
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ETHICAL CONSIDERATIONS 
 

Studies I-II 
The studies were approved by the regional ethical review board (Dnr: 2010-225-31). All 

participants were informed of the study’s procedures and aims, and they were also informed 

that participation was voluntary. Participants were informed that a completed and submitted 

questionnaire was considered an informed consent of participating in the study, and that their 

personal information was managed according to the standards of the Swedish Personal Data 

Act (PUL 1998:204). The completed questionnaires are stored in a locked cabinet at Luleå 

University of Technology and will be destroyed ten years after publication of the study results. 

The results are presented in such a way that no participant can be identified. The questionnaire 

was a general health questionnaire with emphasis on minor illness with a supposed low grade 

of stigma; however, questions about demography such as income and education can be 

sensitive. 

 

Study III 
The study was approved by the regional ethical review board (Dnr: 2010-225-31). All 

participants were informed of the study’s procedures and aims, and they were also informed 

that participation was voluntary and that if they wished to participate in the study they needed 

to fill in the questionnaire. They were informed that their personal information was managed 

according to the standards of the Swedish Personal Data Act (PUL 1998:204). This implies that 

completed questionnaires are stored in a locked cabinet at Luleå University of Technology and 

will be destroyed ten years after publication of the study results. The results are presented in 

such a way that no participant can be identified. The questionnaire did not contain questions 

about income, and no items were considered to concern areas of stigma. The questionnaire 

implied an opportunity for the caller to express their opinion about the encounter with the 

nurse at the SHD, and a way of being heard.  

 

Study IV 
The study was approved by the regional ethical review board (Dnr: 2010-225-31). All 

participants were informed about the study’s aim and procedures, that participation was 

voluntary, and that they could withdraw from the study at any time. They were also ensured 
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confidentiality and an anonymous presentation of the study findings. Recorded material and 

transcribed text is encrypted and stored electronically, and personal information is managed 

according to the standards of the Swedish Personal Data Act (PUL 1998:204). 

During interviews, there is always a risk that study participants are reminded of painful 

memories or that they disclose more information than they initially intended. However, the 

topic of minor illness was considered to have a low risk of causing psychological trauma, and 

the benefits of contributing with valuable information that could aid in the development of the 

care given to persons in self-care were greater than the potential risks of harm.    
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FINDINGS 
 

Paper I 
The most commonly experienced minor illnesses of infectious genesis are displayed in Fig. 1.  

Having experience in a specific illness meant that participants rated their knowledge of the 

illness higher in all cases except for the common cold (Table 2), and knowledge was positively 

correlated to experiencing self-efficacy in self-care (ρ 0.465, p< 0.01).  

 

 

  

 

 

Table 2 Knowledgescores for minor illnesses 

  N Knowledgescore* 
Mean (± SD) 

t-test,  
p-value 

Common cold 304 3.35 ± 0.67   
Experience 299 3.35 ± 0.67 

0.864 
No experience 5 3.40 ± 0.89 

Sore throat 305 3.13 ± 0.77   
Experience 290 3.17 ± 0.75 

0.002 
No experience 15 2.53 ± 0.91 

Gastroenteritis 304 2.98 ± 0.79   
Experience 271 3.05 ± 0.72 

0.001 
No experience 33 2.39 ± 1.06 

Symptoms from sinuses 305 2.64 ± 0.97  
Experience 148 3.09 ± 0.83 

<0.001 
No experience 157 2.22 ± 0.91 

Otitis media 303 2.64 ± 0.97  
Experience 135 3.02 ± 0.85 

<0.001 
No experience 168 2.34 ± 0.96 

UTI 305 2.54 ± 1.02  
Experience 156 3.02 ± 0.90 

<0.001 
No experience 149 2.05 ± 0.89 

Conjunctivitis 304 2.44 ± 0.96  
Experience 130 2.82 ± 0.91 

<0.001 
No experience 174 2.16 ± 0.90 

* Minimum value 1 – maximum value 4 
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Figure 1 Most common minor illnesses 

 

The occurrence of self-care interventions related to different conditions are displayed in Fig.2. 

On average, watchful waiting was practiced by 16.4%, resting was practiced by 23.6%, self-

medication by 22%, home remedies by 10.6%, herbal remedies by 6.2% and contacting HCS 

by 18.7%. The least common conditions were the ones that people most often contacted HCS 

for. The most common sources for self-care advice are shown in Fig. 3.  

 

Figure 2 The occurrence of self-care interventions related to different conditions 
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Figure 3 Most common sources of self-care advice 

 

Not all sources of advice were considered equally reliable to the participants. When asked how 

they complied with the advice they had received, there was a clear tendency to evaluate the 

advice depending on the source before deciding to comply or not (Fig.4). 

 

Figure 4 Compliance to self-care advice 
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Paper II 
Respondents reported different needs to feel confident in self-care (Table 3). There were no 

significant differences in needs related to gender, income or scores of knowledge about minor 

illness conditions. Having good knowledge and understanding about how to obtain symptom 

relief in minor illness was the need that was most often stated by the respondents. Persons with 

tertiary education more often stated that they needed knowledge, information and owning 

medical equipment for monitoring health in order to feel confident in the practice of self-care.  

Persons under the age of 35 more often reported the need of having family or friends to talk 

to. In a logistic regression model, age was the only demographic variable to influence 

perceptions of needs.  

 

 

 

 

 

Having easy access to care was the most frequently reported factor that supported self-care, and 

persons of higher income more often saw easy access, increased follow-up and better 

homepages as supporting factors (Table 4). Younger persons more often perceived creating 

better homepages as a support in the practice of self-care (X² 17.124, p<0.001). There were no 

significant differences in perceptions of supporting factors related to gender. 

 

 

 

 

 

 

 

 

Table 3 Perceptions of needs related to the practice of self-care 

Need   
Group total  

n (%) 
Age 

 
Level of  

education  
    Chi² P-value  Chi² P-value 

Knowledge and understanding 158 (51.5)  0.251 0.882  6.227 0.013 

Health care advice 131 (42.7)  2.055 0.358  2.041 0.153 

Information 120 (39.1)  0.709 0.702  7.242 0.007 

Family and friends 88 (28.7)  15.047 0.001  0.436 0.509 

Follow-up from HCS 72 (23.5)  0.955 0.620  0.716 0.397 

Owning medical equipment 49 (16.0)  3.237 0.198  4.853 0.028 

Encouragement from HCS 40 (13.0)  0.214 0.899  1.321 0.250 
Significant findings marked in bold 
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Figure 5 Perceptions of factors obstructing the practice of self-care 

 

Lack of knowledge about illnesses was the most frequently reported obstructing factor; 

however almost just as many reported none of the alternatives as obstructing factors (Fig. 5). 

Difficulties being away from work was more frequently reported among young persons, and 

persons of mid income and tertiary education. Men more frequently reported that a lack of 

knowledge about illnesses and self-care were barriers to self-care, and more often reported a 

lack of interest in self-care and a lack of support from the PHC (Table 5). However, in a 

logistic regression model, there was not enough evidence to conclude that gender had a 

significant influence on neither perceived needs nor perceptions of supporting or obstructing 

factors. The logistic regression revealed that age, followed by knowledge score, were the 

demographic variables that had the most impact on perceptions of supporting and obstructing 

factors in the practice of self-care.  
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Table 4 Perceptions of factors supporting the practice of self-care   

Supporting factor   Age   Income   
Level of 
education 

Knowledge 
score 

    Chi² P-
value  

Chi² P-
value  

Chi² P-
value  

Chi² P-
value 

Easy access to care  5.494 0.064  11.517 0.003  1.196 0.274  1.696 0.207 
Giving more information 
about self-care  1.683 0.431  0.804 0.669  0.369 0.544  7.285 0.007 

Increased follow-up after 
consultation  3.881 0.144  6.437 0.040  0.028 0.867  0.199 0.656 

Offering more doctors’ 
appointments  2.290 0.318  1.053 0.591  0.450 0.503  1.043 0.307 

Creating better homepages  17.124 0.001  6.031 0.049  11.750 0.001  0.044 0.834 
Giving better care   5.772 0.056   4.311 0.116   0.492 0.483   0.649 0.420 
Significant findings marked in bold 
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Paper III 
The analysis revealed that there was not enough evidence to conclude that demographic 

variables had a significant influence on the nurse’s recommendation to practice self-care or a 

referral to medical care. Nor did demographic variables significantly influence satisfaction, with 

an exception for age that had a weak but significant correlation with satisfaction. Persons 

referred to medical care were significantly more satisfied with the help received from the SHD 

(Table 6). 

 

Table 6 Patient satisfaction with the call to the SHD. Range 1-5 

Patient rating of 

satisfaction 

Group 

total,  

Mean±SD  

Self-care 

advice  

Mean±SD  

Referral to 

medical care  

Mean±SD 

P-value 

difference in 

means* 

Age** 

 (p-value) 

Personal reception 4.29±0.96 4.08±1.11  4.44±0.81 0.022 0.146 (p=0.029) 

Listening 4.48±0.92 4.14±1.20 4.67±0.71 0.002 0.189 (p=0.005) 

Compassion 4.30±1.04 3.94±1.26 4.45±0.91 0.005 0.181 (p=0.007) 

Information 4.12±1.11 3.84±1.30 4.22±1.00 0.031 0.261 (p<0.001) 

Advice 4.18±1.06 3.82±1.29 4.33±0.93 0.008 0.246 (p<0.001) 

Agreement 4.43±1.00 3.89±1.25 4.68±0.74 0.000 0.082 (p=0.226) 

Reassurance 4.17±1.06 3.92±1.25 4.29±0.94 0.039 0.157 (p=0.020) 

Help received 4.26±1.07 3.92±1.38 4.41±0.87 0.012 0.175 (p=0.010) 

Overall satisfaction  4.25±1.00 4.03±1.29 4.34±0.86 0.083 0.105 (p=0.119) 

* Student’s t-test for equality of means between self-care advice and referral to medical care 

** Correlation coefficient Spearman’s Rho  

 

Persons that received the advice to practice self-care assessed the severity of their symptoms as 

less severe than persons referred to medical care (x̄self-care = 2.58, x̄referral = 3.47) (t -4.376, 

p<0.001) and when calling on their own behalf, both men and women rated their symptoms 

as equally severe (x̄men = 3.31, x̄women=3.35) (t 0.208, p=0.836) and received advice to practice 

self-care to the same extent (29.4% and 29.3% respectively, x2 0.086, p=0.958). 

When calling on behalf of a child, mothers called five times more often than fathers (x2 6.283, 

p=0.012). Findings indicated that fathers were referred to medical care to a higher extent, but 

due to the small sample size of fathers calling, this finding remained non-significant (OR 3.04, 
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p=0.207, 95% CI 0.61-13.46). Mothers rated the severity of their children’s symptoms lower 

than fathers (x̄mothers = 2.62, xf̄athers=3.5) (z -2.333, p=0.02).  

Feeling reassured after the call was the factor that most influenced both satisfaction with the 

help received and the overall satisfaction with the SHD. Being in agreement with the nurse 

about what action to undertake was the factor that correlated the least with the satisfaction 

with the help received and the overall satisfaction (Fig. 6). 

 

Figure 6 Influence of aspects of nursing care on satisfaction. All correlations significant at p<0.001 

 

Self-care advice from the SHD had a constricting influence on health care utilization, with 

66.1% of the cases resulting in a lower level of care than first intended, and a Bayesian ordinal 

regression model revealed that the recommendation given by the SHD was the dominating 

influence on the action taken after consultation with, on average, 5.52 (95% CI 1.83–12.84) 

times more effect than the caller’s intended action prior to consultation.  

 

Paper IV 
The aim of this study was to explore people’s experiences of reassurance in relation to the 

decision-making process in self-care for minor illness. Specifically, the research questions were 

(i) to describe people’s needs in order to feel reassured about practicing self-care for minor 

illness; (ii) to describe people’s reasons for consulting with the health care services for their 
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symptoms; and (iii) to describe people’s needs in order to feel reassured about nurse-provided 

self-care advice. 

The analysis of the data illustrated the need for reassurance related to a process consisting of 

engaging in self-care practices, consulting for self-care advice and receiving self-care advice 

from a nurse (Table 7). These findings were then interpreted in the light of making decisions 

about self-care and consulting with a nurse for symptoms of minor illness, resulting in a 

process-map of the decision-making process (Fig. 7).  

 

Table 7 Domains and categories. 

Domain Categories 

Self-care Feeling stressed and concerned that the symptoms might be dangerous 
Knowing from experience that minor illness is natural and transient 
It is reassuring to have someone to talk to when one is worried 
Actively using self-care interventions to manage the symptoms 

Decision to 
consult 

 

I consult when I am stressed by severe symptoms, or if new symptoms appear, persist or worsen.  
I consult when I worry that the symptoms are dangerous and it is difficult to determine what to do 
I consult when others tell me to  

Self-care advice Personal presence in the encounter 
Receiving an assessment and an explanation of what causes the symptoms 
Receiving precise advice and clear guidance about what to do  
Feeling welcomed and invited to recur if unsure 

 

 

Needs of reassurance related to practicing self-care 

Participants described feeling stressed and concerned that their symptoms might actually 

indicate a life-threatening condition, a concern that was particularly evident when children 

were ill. They felt reassured when they knew from experience that minor illness was natural 

and transient, and when they recognized symptoms from past events. Having experience 

implied a feeling of calm as they knew what they needed to feel better and which medications 

offered symptom relief. Having family and friends and being able to discuss symptoms and 

symptom management with them was described as reassuring, and enabled participants to gain 

an overview over symptom progression and available treatments through the experience of 

others. When turning to family or friends for help and advice, participants exclusively talked 

about consulting with mothers, female friends or female relatives. Actively using self-care 
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interventions was reassuring and enabled participants to gain control over the symptoms. 

However it was important that the self-care interventions were effective.  

 

Reasons for consulting  

Participants would decide to consult when they felt stressed by severe symptoms or if new 

symptoms appeared. And if symptoms persisted or worsened despite self-care interventions, 

participants would consult in search of reassurance and advice. When symptoms caused 

uncertainty and worry, and it was difficult to determine what to do it would lead to a decision 

to consult. Particularly fever was perceived as a warning sign, especially in children. If family or 

friends recommended a consultation, participants described that they would generally comply 

and contact HCS.  

 

Needs of reassurance related to receiving self-care advice 

Receiving self-care advice from a nurse was perceived as reassuring when the nurse conveyed a 

personal presence in the encounter. Participants exemplified the personal presence as when the 

nurse revealed herself as a fellow parent, or revealed personal experience related to their 

situation. When they felt that the nurse was an actual person, and that this person was on the 

same ‘level’ as them, they trusted that she knew what she was talking about. Talking with the 

nurse was sometimes described like talking to one’s grandmother—a familiar and genuine 

experience. Participants felt reassured when the nurse truly listened, and was calm and factual. 

When the nurse checked comprehension it was perceived as reassuring, as it gave the 

participant a feeling that the nurse really wanted to understand their situation. It was reassuring 

to receive an assessment and an explanation of the cause of their symptoms, and when the call 

ended, they wanted a feeling that their symptoms were not that dangerous.  

Receiving clear advice about what to do was reassuring, and participants described calming 

down when they knew what to do. They needed help knowing if self-care was appropriate for 

their condition, and how they should monitor the symptoms and what to look out for. They 

wanted a feeling that they received help of the same quality as if they had visited the PHC 

clinic. Several participants described feeling that the nurse was just there to gate-keep the 

doctor’s appointments, and had experienced feeling rejected when consulting with minor 
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illness. Receiving self-care advice could be perceived as trivializing, like their concerns were 

not taken seriously and that they were dismissed. Feeling welcomed by the nurse was 

reassuring, and being invited to call back if they felt unsure created a feeling that the nurse had 

listened and taken them seriously.  

 

Figure 7 Map of the decision-making process in self-care. The process reveales circular movements related to the 

decision to practice self-care or consult for advice. The map reflects the person’s course of action on the basis of  

uncertainty and perception of risk regarding symptoms that could be either harmless or life-threatening. As 

reassurance has the potential to allay doubts and fears into confidence, it has the potential to influence self-care 

and consultation behavior.  

 

Summarizing interpretation 

The starting point in the self-care process was when participants noticed the symptoms of 

minor illness. The symptoms of minor illness could cause stress and concern that it could be 

dangerous or even life threatening. If they recognized the symptoms from earlier experience, 

then uncertainty was reduced, and they knew that the symptoms were transient and harmless 

and could therefore safely engage in self-care activities. Talking to peers and exchanging 

experiences about symptom management, course, and resolution was valued and affected 
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course of action because of its influence on the uncertainty and perceptions of risk. Being able 

to take action and engage in self-care activities meant exercising control over the symptoms, 

and reduced perceptions of risk. The effect of the self-care interventions was under constant 

evaluation and if the intervention was ineffective, it would cause a change in the symptom 

management strategy. However, if the self-care interventions were effective, participants 

would continue self-care until symptom resolution. 

When the risk and suitable course of action were uncertain, the participants would consult in 

search of advice. If the self-care interventions offered little or no control over the symptoms, or 

if new symptoms appeared, participants described that it would lead them to a decision to 

consult. The threshold of concern was lower for children, and uncertainty was greater because 

it was more difficult to interpret the nature and urgency of their symptoms. If the situation was 

perceived as life-threatening, then the participants would seek immediate medical care. 

When consulting for self-care advice, the nurse’s reasoning about the symptoms reduced 

uncertainty and facilitated the participant’s assessment of risk. Receiving clear advice about 

what to do broadened the field of action and helped gain control over the symptoms. The 

quality of interaction with the nurse was important, and the level of reassurance was related to 

the level of personal presence in the communication, and the sense of the nurse taking the 

time to listen. This inspired trust that she had fully understood the situation, and thus 

participants could rely on her assessment and safely embrace her advice. 
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DISCUSSION 
 

The overall aim of this thesis was to explore people’s experiences and needs when practicing 

self-care and receiving self-care advice for minor illnesses. The results showed that people often 

decided to consult when they were uncertain and concerned about their symptoms, and when 

they lacked experience with the condition. To confidently practice self-care, people needed 

good knowledge and understanding of obtaining symptom relief and easy access to assessment, 

care and advice. Feeling reassured after the call was the most important factor influencing 

satisfaction, and to feel reassured, people needed clear advice about effective interventions that 

provided symptom relief. It was also perceived as reassuring when the nurse took the time to 

listen to their story and when she was present as a person in the encounter. 

 

The qualitative findings from Paper IV indicate that persons experience concern and worry 

prior to consultation for minor illness, and that symptoms cause stress and discomfort. This is in 

line with other findings where high levels of perceived seriousness and urgency of symptoms 

are associated with health care consultation (Elliott et al., 2011; Watson et al., 2015). 

Participants in our study also described that uncertainty about the symptoms and the course of 

action generated health care consultation. This is consistent with other findings (Ingram et al., 

2013; Cabral, Lucas, Ingram, Hay & Horwood, 2015) and was described as seeking certainty in 

the face of uncertainty by Cabral et al. (2015). An unmet need of safety and security will, 

according to Peplau (1952), constitute a deficit. As the deficits increases, so does the tension 

experienced by the person, resulting in an inherent drive to relieve the tension in order to 

obtain needed satisfaction. In Paper IV, participants described that doing something to manage 

their symptoms was reassuring, and that doing something implied a way to gain control over 

the symptoms. When symptoms caused distress and uncertainty, they felt a strong need to 

consult in order to get clear advice about what to do. This is in line with the findings of 

Everitt, Kumar and Little (2003), who found that bathing the eye with boiled, cooled water 

was seen as “doing something” and was more acceptable to persons with conjunctivitis than a 

“wait-and-see” approach. Even Rennie et al. (2012) found that persons prefer to do something 

to manage their symptoms over a “wait-and-see” approach. Targeting interventions towards 

specific needs will, according to Kolcaba (1994), drive negative tension in a positive direction. 
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This underlines the importance of nurses providing options for action so that care-seekers can 

gain control over their symptoms.   

 

One of the findings in Paper III was that feeling reassured after the consultation was the aspect 

of interpersonal interaction with the nurse that correlated the most with satisfaction. The need 

for reassurance was further studied in Paper IV, and was found to influence both feelings of 

control and decisions to consult.  Ernesäter et al. (2012) found that there is a positive 

correlation between care-seekers’ expression of concern and telenurses’ provision of 

reassurance within a consultation, indicating that nurses identify and respond to care-seekers’ 

needs of reassurance. Cabral et al. (2015) studied parent’s consultations with childhood fever 

and found that the need to reduce risk related to a health threat was felt so strongly that it 

would generate consultation despite knowing that the risks associated with the symptom were 

very low. Even de Bont, Loonen, Hendrix, Lepot, Dinant and Cals (2015) found that parents 

of children with fever expressed the need for reassurance from an expert, and a confirmation 

that they were practicing self-care appropriately. This demonstrates the potential of nurse-

provided reassurance as a bracing force that allows the person to confidently maintain self-care 

practices where appropriate.  

In Paper II, an overwhelming majority stated that easy access to care was a support in the 

practice of self-care, and health care advice was the second most stated need in order to feel 

confident in the practice of self-care. Validating and confirming persons in their choice of 

actions has been described as a way of strengthening the caller’s self-confidence (Kaminsky et 

al., 2009). This indicates that the nurse, and the nurse’s assessment and advice, are central to 

the promotion and support of self-care practices. In Paper IV, participants described that it was 

reassuring to have someone to consult in order to get an assessment and clear advice about 

what to do. However, self-care advice cannot be administered without first making an 

assessment of the caller’s need for care (Wahlberg, 2004). The advice provided by the SHD has 

been found to be medically adequate in 97.6% of cases with the remaining cases referred to an 

unnecessarily high level of care (Marklund et al., 2007); however, there have also been cases 

where critical illness has been missed, resulting in both death and injury (Ernesäter et al., 

2012). In order for the advice to be correct and safe, the communication between the care-

seeker and the nurse is of great importance. Ernesäter et al. (2012) found that communication 

failure was the main reason for malpractice claims against Swedish telenurses, consisting of a 

failure to listen to the caller, missing or incorrect communication and inadequate anamnesis. 
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Asking closed-ended medical questions instead of open-ended explorative questions has been 

identified as a potential threat to patient safety, and underlines the importance of active 

listening. Also, repeated contacts with the SHD strongly indicates the need for renewed 

assessment.   

An important aspect of patient safety in giving self-care advice over the telephone is checking 

that the care-seeker has a correct understanding of the advice given (Ernesäter et al., 2012). 

Medical assessment is a snap-shot in time, and symptoms can worsen or change any time after 

the consultation. In Paper IV, participants described it as reassuring to know that they were 

welcome to call again if needed. This is important since it implies an understanding that 

assessments carried out over the telephone are not always correct, and that it is not always 

possible to correctly predict the course of the symptoms. Inviting the care-seeker to call again 

does not automatically result in immediate attendance (Green, Spiby, Hucknall, & Richardson 

Foster, 2012) but can rather be perceived as reassuring and caring, resulting in improved 

patient safety and satisfaction.  

In Paper IV, self-care advice was sometimes perceived as trivializing and as a dismissal, an 

assertion that that the symptoms were not real. This may be due to a reluctance to medically 

treat minor illness along with the financial incentives to promote self-care in a publicly 

financed healthcare system. Self-care advice can be interpreted as an exercise of power and a 

withholding of care. According to Foucault (1973), power is relational and invisible until it is 

asserts itself in practices, techniques and procedures. Power is best tolerated when concealed, 

and the effectiveness of the power is proportionate with its ability to remain out of sight. The 

practices, procedures and techniques of the HCS unveil the power relationship between the 

care-seeker and the caregiver, especially to the person that the power is exercised over. 

According to Delmar (2012), nurses are in a power position in relation to the care-seeker, and 

trust in the relationship is fragile due to this inequity in power. Further she states that a 

responsible exercise of power implies that the care seekers room for action is expanded. 

Murray and McCrone (2015) found that showing familiarity with the patient’s case, partnering 

with the patient and offering a thorough assessment and an effective treatment plan were 

strategies for overcoming the negative impact of the power imbalance on a trusting relationship 

(Murray & McCrone, 2015). Given the way that the self-care advice can be perceived by the 

care-seeker, it is important to motivate and substantiate why self-care is the right treatment 

option in the specific situation. Otherwise, there is a risk that the advice is seen as a rejection, 

making it hard for HCS to form a trusting relationship. 
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The findings in Paper IV also revealed the importance of self-care interventions that were 

effective, as ineffective interventions would increase concern and drive consultation behavior. 

This highlights the importance of underpinning recommendations of self-care interventions 

with scientific evidence. A common critique of evidence-based practice is, according to 

Ingersoll (2000), the failure to include theory or patient input into clinical decision making. 

She defines evidence based practice for nursing as “the conscientious, explicit, and judicious 

use of theory derived, research-based information in making decisions about care delivery to 

individuals or groups of patients and in consideration of individual needs and preferences.” In 

light of this, Kolcaba’s Theory of Comfort (1994; 2001) is relevant as interventions would be 

deemed as efficient if they succeeded in providing care-seekers with comfort. The Theory of 

Comfort has been tested in several studies, and findings indicate that nursing interventions 

designed to create comfort have the possibility of reducing anxiety, depression and stress levels, 

as well as having an important impact on experiences of hope (Apostolo & Kolcaba, 2009; 

Seyedfatemi, Rafii, Rezaei & Kolcaba, 2014). Studying self-care interventions with comfort as 

the primary outcome could add to the existing body of knowledge and inform evidence-based 

practice due to its theoretical descent and person-centered, holistic nature.   

In Paper III, women were more frequent callers to the SHD, in line with other studies 

(Kaminsky et al., 2010; Marklund et al., 2007; Ström et al., 2011) and in line with other 

research findings and gender theory describing that women are more likely to be responsible 

for the caring tasks within the family (Harding, 1996; Anderssen, 1998; Hirdman, 2003; 

Statistics Sweden, 2014). However, our findings were that men and women rated their 

symptoms as equally severe, were equally satisfied with the care received and were referred to 

medical care to the same extent. In Paper II, no differences were found between the sexes in 

perceptions of needs or supporting factors and the difference on perceived obstructing factors 

was small in the chi-squared test and non-significant in the logistical regression. This indicates 

that other factors might be more important than gender in influencing people’s needs.  

Hakimnia, Carlsson, Höglund and Holmström (2014) and Kaminsky et al. (2010) found that 

mothers were more frequently assigned to practicing self-care for their sick children than men, 

and women have been described as easier to persuade into a “wait-and-see-approach” 

(Höglund & Holmström, 2008). Even Osika, Evengård, Waernulf and Nyberg (2005) found 

that health services are more likely to assign women to practice self-care while men receive 



44 

 

more advanced medical care. In Paper III, the sample of fathers calling was too small to make 

any conclusions, but findings also indicated a trend towards fathers more often being referred 

to medical care. However, we found a significant difference in parents’ ratings of their child’s 

symptom severity, with mothers rating their child’s symptoms as less severe than fathers. This 

could possibly be explained by mothers more often being assigned to practice self-care due to 

their gendered role as primary caregivers in the family (cf. Hirdman, 2003). If mothers carry a 

greater responsibility for the children’s health, this could imply that they are more prone to 

take on even non-acute health calls while fathers more often take on this responsibility when 

the situation is increasing in severity and urgency. This should be further studied since it could 

mean that it is the parental description of the child’s symptom severity rather than the parent’s 

gender that influence telephone nurse’s assessment and advice.  

Our findings suggest that gendered expectations are influential in reassurance in self-care and 

self-care advice. In Paper II, having family and friends to talk to was found to be a commonly 

perceived need, and in Paper IV, participants exclusively described consulting with female 

family members or friends about their symptoms. Participants valued the advice and support 

provided by their female friends and relatives, and described it as a bit annoying but at the same 

time reassuring to have mothers that always knew best what to do. This could be an expression 

of the relational structures of power described by Foucault (1973), where power is like a 

woven mesh, constantly intersecting. This could mean that in the context of minor illness, 

women are attributed the expertise and responsibility of health management due to gendered 

expectations. Self-care could be a field where women are given interpretational prerogative 

and the power to decide the course of action. Older studies from both the UK (Elliott-Binns, 

1973, 1986) and Norway (Anderssen, 1998) have found that medical care has been the 

prerogative of women, and that it was most unusual for men to consult with or receive advice 

from other men. Anderssen (1998) studied the inhabitants of a small coastal village of northern 

Norway. She found that men described giving interpretative prerogative of their symptoms 

and health matters to the women, as health matters were seen as “women’s work.” The 

women were also trusted to decide what actions to take to manage the symptoms. However, 

the segregation of work is problematic since the exclusion and rejection of female tasks and 

ideals can be a means of constructing masculinity and maintaining traditional power structures 

where the public space is the domain of the men and the private sphere is the domain of the 

women (Courtenay, 2000). Caregiving has also been found to be a burdening task that is 

advantageously distributed evenly between family members (Pinquart & Sörensen, 2006). 
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According to Anderssen (1998), women tended to form informal networks with neighbors, 

relatives and friends for self-care and symptom management before health care became as 

accessible as it is today. However, Anderssen also found that these practices were reduced as 

medical care expanded. Höglund and Holmström (2008) found that there seemed to be a 

woman-to-woman connection between female nurses and female callers, a connection that 

facilitated communication. The fact that more women than men consult with the SHD 

(Wahlberg & Wredling, 1999; Marklund et al., 2007; Ström et al., 2011) and that the 

overwhelming majority of nurses working at the SHD are women should warrant further study 

as they could imply an extension and professionalization of such predominantly female 

networks. 
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METHODOLOGICAL CONSIDERATIONS 
 

Studies I-III 
Reliability, according to Polit and Beck (2016), pertains to the accuracy and consistency of 

information obtained in a study. Statistical reliability requires that the sample is representative 

of the population it means to depict, something that is usually achieved through randomized 

sampling procedures and comparison of study sample to the population it aims to represent. 

There are many influences that can affect reliability and potentially bias the results. Bias is an 

influence that produces a distortion or systematic error in the study results (Polit & Beck, 

2016). Selection bias pertains to the selection of study participants that prevent the sample from 

being representative of the population it aims to represent (Dawson & Trapp, 2004). In studies 

I-III, the selection of study participants was randomized to reduce the risk of sampling bias. 

The response rate in studies I and II was low (32%). The general character of the questionnaire 

might have contributed to the low participation rates due to a lack of interest in the study topic 

(cf. Galea & Tracy, 2007), and to the overrepresentation of female respondents, as health 

behavior is traditionally seen as a female trait (Courtenay, 2000). The low response rate 

indicates a risk of nonresponse bias. Non-response bias are systematic errors that can occur 

when reasons for study participation are associated with the epidemiologic are of interest 

(Galea & Tracy, 2007). Nonresponse could bias the results since non-responders might have 

differing views that could possibly have changed the study outcome. However, the empiric 

evidence about the magnitude of the effect of nonresponse suggests that low participation rates 

does not necessarily indicate a high level of bias (Groves, 2006; Galea & Tracy, 2007). 

To control for nonresponse bias, participants’ demographic characteristics were compared to 

the target population (cf. Lindner, Murphy & Briers, 2001). In study III the sample displayed 

good resemblance to the population. However in studies I and II, women; people above the 

age of 65 and people with higher education were overrepresented in the sample, indicating 

that the studies’ findings are somewhat more representative for these groups. The differences in 

demographic characteristics prompted stratification, and an estimation of power resulted in a 

requirement of minimum 63 persons in each group for a power of 80 %. All demographic 

groups included in the stratified analyses contained >63 persons, with exception for the group 

of high income that contained 41 respondents. This might have slightly increased the risks of 

type II error in the analysis of income. Nevertheless, participants from various demographic 

and socio-economic groups were well represented in the sample. Furthermore, Lindner et al. 
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(2001) suggest analyzing differences between early and late responders, as late responders have 

been found to resemble non-responders. A Manova analysis with post hoc Tukey’s HSD test 

revealed no significant differences between early and late responders. 

Confounding variables are nuisance variables that correlate with dependent and independent 

variables, threatening statistical reliability and potentially confounding the interpretation of the 

outcome of interest (Dawson & Trapp, 2004). Random selection of study participants and 

controlling for multicollinearity in the regression models (e.g. through model order selection 

procedures from a large set of covariates) were used as means to control for confounding and 

to strengthen statistical reliability. However, there is always a risk that unknown variables 

influence the outcome, as might have been the case with fathers more often being referred to 

medical care. When the parent’s rating of the child’s symptom severity was included in the 

analysis, this seemed to more accurately explain the referral to medical care than the parent’s 

gender. 

In Study I-III, the instruments for data collection were carefully planned and constructed with 

regard to the rigorous literature reviews that preceded the studies. The instruments were 

constructed on the basis of other similar questionnaires that had been used in both Sweden 

(Rahmqvist et al., 2011; Ström et al., 2011) and the UK (‘the Self-care for People Initiative’ 

and ‘Public Attitudes to Self-care’) to gather information within similar areas. The 

psychometric properties of the scales in studies I and II were tested (Gustafsson, Sävenstedt & 

Vikman, 2012) and the recovery locus of control scale excluded from the analysis due to 

deficits in reliability and validity. The questionnaire was also submitted to a pilot study (n=114) 

prior to dispatch. In study III, the psychometric properties of the satisfaction scale were 

evaluated and the scale proved reliable and valid (see ‘Method’-section). The questionnaire was 

not pilot tested because of its similarity to the instrument previously tested in Rahmqvist et al. 

(2011). 

 

When collecting data there is always a risk of social desirability bias. There is a possibility that 

people might perceive self-care as a desirable practice, or feel a pressure from the HCS to 

practice self-care. Participants might therefore have overstated the extension of their self-care 

practices. However, since self-care is such a common practice and sometimes routinely 

performed, it is also possible that people forget or do not define their behavior as self-care. 

When studying patient satisfaction, it has been found that people tend to avoid low or middle 

ratings, leaving satisfaction scores generally high with little variability and low sensitivity 
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(Moscato et al., 2003). In study III, a five-point Likert scale was used, which might have 

increased the possibility of people rating their satisfaction as higher than they would if the scale 

had been more detailed (i.e. a ten-point Likert scale). The five-point Likert scale was chosen 

because of the difficulties differentiating between values in more detailed scales. There was also 

a possibility that people could have over-rated their satisfaction due to sense of duty after 

having received care for their condition. The anonymity of the questionnaire and the 

guaranteed confidentiality hopefully facilitated for the study participants to rate their 

satisfaction truthfully. Two open questions at the end of the questionnaire made it possible for 

participants to describe their satisfaction in own words, and leave suggestions for improvement. 

Social desirability bias could result in higher levels of self-reported compliance to self-care 

advice, and a possible limitation in study III is that self-reported action taken after consultation 

was not controlled against medical records. To reduce social desirability bias the question 

regarding what action was taken was asked in a neutral manner and placed before the question 

asking what advice they had received from the nurse. 

In studies I and II, the content of the questionnaire concerned general health. This could lead 

to recollection bias, as self-care practices might be routinely performed and therefore not 

recalled or labelled as self-care, as earlier mentioned. Exemplifying minor illnesses and asking 

for specific self-care interventions was used to aid conceptualization and recollection, as well as 

clarifying the phenomenon under study. In study III, the questionnaire was sent out between 

two and eight days after the call to the SHD to increase recollection. Optimal timing of postal 

questionnaire administration has been suggested as <1 week after the telephone consultation 

(Allemann Iseli, Kunz & Blozik, 2014). 

 

Validity implies that inferences made in a study are accurate and well-founded and that an 

instrument of data collection actually measures what it is supposed to measure (Polit & Beck, 

2016). Validity is usually established through consideration of three main aspects. These are 

content validity, criterion-related validity and construct validity (Long & Johnson, 2000). In 

relation to the questionnaire in Study I-II, content validity was pursued through a panel of 

senior lecturers and professors in health care sciences completing the questionnaire while 

thinking aloud and leaving feedback. The content validity index (CVI) of the self-efficacy scale 

was 0.94 in a panel of six senior lecturers and professors in the health care sciences, indicating 

excellent content validity (cf. Polit & Beck, 2006). A semantic revision was made by an expert 

in the Swedish language, and finally a pilot study was conducted. The respondents of the pilot 
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study (n=114) were asked to comment on the questionnaire and amendments were made 

accordingly before the dispatch of the questionnaire. Construct validity was pursued through 

exemplifying the constructs under the study, e.g. self-care interventions and minor illnesses. 

Criterion-related validity was pursued through the comparison of the instrument with the 

instruments from the ‘Self-care for People Initiative’ and ‘Public Attitudes to Self-care’. 

In Study III, content validity of the final questionnaire was pursued through a critical review 

by a panel of three experienced senior researchers in health sciences and one statistician. 

Construct validity was pursued through a rigorous literature review preceding the study and a 

careful evaluation of the items included in the rating of satisfaction in order to ensure that the 

concepts rated were really aspects of satisfaction. The items included in the satisfaction rating 

scale were all found in previous patient satisfaction research (Nathorst-Böös et al., 2001; 

Rahmqvist et al., 2011; Ström et al., 2011), and a factor analysis was performed. Criterion-

related validity of the questionnaire was pursued through comparing both the instruments and 

the study findings with existing instruments and previous findings.  

 

According to Polit and Beck (2010), generalizability refers to the possibility of making 

inferences about the study findings to the wider population. The limitations related to the 

representativity of the study sample in studies I and II limit the internal and external validity of 

the findings, and warrants caution in making inferences from the findings to the general 

population. In Study III, the response rate was higher (45.6%) and comparable to other, similar 

studies (Rahmqvist et al., 2011; Ström et al., 2011). This questionnaire was shorter, less time-

consuming to fill out and directed towards a specific group of patients where the subject matter 

had greater personal relevance. Study participants were randomly selected from the total 

population of callers to the SHD, and the demographic characteristics of the study participants 

revealed good representativity of the sample to the population of Northern Sweden. This in 

combination with the coherence of study results with other findings (Rahmqvist et al., 2011; 

Ström et al., 2011) suggests that findings could be generalized to other contexts. However, not 

all countries have the same access to health care and telephone nursing through instances like 

the SHD, so a careful consideration of contexts is recommended before generalizing the study’s 

results.  
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Study IV 
Whereas in quantitative research the concepts of reliability and validity are used to describe the 

trustworthiness of the study results, there are differing opinions about the terminology within 

the qualitative field (cf. Long & Johnson, 2000; Rolfe, 2006). Since study IV has a descriptive 

and interpretive design, I have chosen to discuss the study quality according to Lincoln and 

Gubas (1985) four criteria for assessing trustworthiness within qualitative research. These 

criteria are credibility, dependability, confirmability and transferability. According to Lincoln 

and Guba (1985), credibility is an evaluation of whether or not the research findings represent 

a credible interpretation of the original data. Triangulation of the categorization and 

interpretation of data within the research group implied that the data, the categorization of data 

and the steps of the analysis and interpretation were continuously discussed within the research 

group. Organizing the data into domains and using a spreadsheet during the analysis process 

established transparency and allowed the comparison between categories and original meaning 

units from the interview text. Making sure the study participants were diverse regarding 

gender, age and ethnicity added saturation to the data and variation in the phenomenon under 

study. 

Dependability refers to the stability of data over time and conditions, and is sometimes 

paralleled to reliability in quantitative research (Polit & Beck, 2016). Since 6 months had 

passed since the original phone call to the SHD, there could be a risk of recollection bias. 

However, self-care and self-care advice is a commonly occurring phenomenon in people’s 

lives, participants had no problem remembering situations in which they had experienced this, 

and provided rich and detailed descriptions of their experiences and needs. According to Long 

and Johnson (2000), three important aspects of reliability within qualitative research are 

stability, consistency and equivalence. The question guide was constructed by BMW and SG 

and underwent critical review by SS. Stability was established through the use of the same 

question guide at all interviews, and consistency was established through maintaining integrity 

of issues raised in the question guide. Equivalence was tested through the use of alternative 

forms of a question with the same meaning, such as: can you describe a situation when you felt 

reassured after talking to the nurse at the SHD and have you ever felt unsure after talking to the nurse at 

the SHD? 

Confirmability refers to objectivity and that the findings are not biased by the researcher’s 

values or perspectives (Bryman, 2012; Polit & Beck, 2016). To reduce the risk of confirmation 

bias, the interpretation of data was made with the ambition to stay close to the transcribed text 
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and continuously discussed within the research group. I interviewed the participants as both a 

district nurse and a researcher, which could imply a risk of social desirability bias. To prevent 

this, I clarified that I did not work at the SHD. Allowing the participants to choose the 

location of the interview and maintaining a calm and kind appearance helped create a calm and 

secure environment for the participants to share their experiences. 

According to Polit and Beck (2010) the goal of qualitative research is ‘to provide a rich, 

contextualized understanding of human experience through the intensive studies of particular 

cases.’ Hence the potential for extrapolation implies case-to-case transfer, more often referred 

to as transferability. According to Lincoln and Guba (1985) transferability in qualitative 

research is linked to the congruence between contexts. Transferability thus happens in relation 

to a field of understanding, and is closely linked to the concept of data saturation, thick 

description of study context and approach, and diversity of study participants. The recruitment 

of study participants in study IV was purposeful and efforts were made to include participants 

that were diverse regarding gender, age and ethnicity to ensure saturation and variation in the 

phenomenon under study. The search for study participants was broadened in order to take 

part of a greater variety of experiences, and the collection of data was not stopped until no new 

data was emerging during the interviews. The COREQ-guidelines (cf. Tong, Sainsbury & 

Craig, 2007) were followed to ensure a detailed description of study procedures. The findings 

were compared and discussed in relation to other studies. Due to the coherence with other 

studies, the findings of study IV could be applicable in other situations. But as always a careful 

consideration of contexts is recommended before transferring the study results to other 

countries and contexts. 
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CONCLUSION AND CLINICAL IMPLICATIONS 
 

In conclusion, symptoms of minor illness can cause uncertainty and concern, and persons are 

actively working to manage their symptoms through the use of self-care interventions. 

Reassurance is an important factor influencing people’s course of action when afflicted with 

minor illness, and the consultation with the nurse is one out of many parts in the decision-

making process in self-care. The nurse can constitute a calming force, and the encounter 

between the nurse and the care-seeker holds a unique possibility of reassurance and confidence 

that minor illness is self-limiting to its nature and that effective interventions can provide relief 

and comfort. The self-care advice needs to be action-oriented and provide persons with 

effective options for action. However, for the care-seeker to embrace the advice, it is crucial 

that the nurse demonstrates that she has fully understood the situation by actively listening to 

the care-seeker’s story. 

Since there is a lack of evidence about the efficiency of self-care interventions, more research is 

needed to scientifically underpin the recommendations of self-care interventions, preferably by 

whole person outcomes and supported by nursing theories. If the basis for recommendations is 

lacking, there might be a shortage of effective self-care advice that nurses can provide, leading 

to an inability to act both for care-seekers and care-givers. Promoting self-care behaviors 

requires options for action, or the only actions remaining will be seeking advanced medical 

care. Care-seekers described that they wanted to receive the same quality of care when 

receiving self-care advice as if they had presented at the primary care clinic with their 

symptoms, and suggested a closer connection to and cooperation with community pharmacies.  

This sends an important message to policy holders that a reduction in medical treatment cannot 

simply be replaced by nothing. Instead, resources need to be invested in the consultations that 

result in self-care advice, thus recognizing that self-care is also a form of care. Just as health is 

more than the absence of disease, self-care is more than the absence of medical care.  
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SUMMARY IN SWEDISH – SVENSK SAMMANFATTNING 
 

Under senare år har primärvården utsatts för en högre belastning i form av ökande utgifter och 

större efterfrågan efter medicinsk vård. En växande kunskap om negativa farmakologiska 

biverkningar och det globala problemet med antibiotikaresistens har resulterat i att egenvård 

och aktiv exspektans har fått en starkare position inom primärvården. 

Behandlingsrekommendationer vid lindrig sjukdom är en viktig fråga eftersom vårdsökande 

tenderar att upprepa strategier som fungerat vid tidigare sjukdomstillfällen, och erfarenhet av 

egenvård ökar framtida utövande av egenvård. Det finns dock begränsat med forskning som 

beskriver hur människor agerar för att lindra sina symtom vid lindrig sjukdom och hur 

vårdpersonal kan stödja människor i att känna trygghet i utövandet av symtomlindrande 

egenvård. För att kunna erbjuda en egenvårdsrådgivning där personers behov blir mött finns ett 

behov av att veta mer om vilka faktorer som stärker människors tilltro till den egna förmågan 

att vårda sig själv.   

Det övergripande syftet med denna avhandling var att studera människors erfarenheter och 

behov vid egenvård och egenvårdsrådgivning vid lindrig sjukdom. Detta har åstadkommits 

genom att studera personers erfarenheter av och kunskaper om lindrig sjukdom, samt 

användandet av egenvårdsåtgärder och informationskanaler vid egenvård av lindrig sjukdom. 

Personers behov av trygghet i egenvård studerades också, tillsammans med upplevelser av 

stödjande och hindrande faktorer i utövandet av egenvård. Nöjdhet med telefonrådgivning 

studerades, och sist utfördes en kvalitativ studie av hur upplevelsen av trygghet påverkar 

beslutsprocessen vid egenvård av lindrig sjukdom.  

Resultaten visade att personer med erfarenhet av lindrig sjukdom skattade sin kunskap om 

sjukdomarna högre, och att kunskap ökade personernas tilltro till sin egen förmåga att utöva 

egenvård. Sjukvården kontaktades oftast vid mindre vanliga sjukdomstillstånd, och följsamhet 

till egenvårdsråd varierade beroende på informationskälla. För att känna sig trygg med att utöva 

egenvård behövdes goda kunskaper om att uppnå symtomlindring, och yngre personer uppgav 

oftare att de behövde ha familj och vänner att prata med för att känna sig trygg. Tillgänglighet 

till vården var den faktor som oftast sågs som ett stöd i egenvård, medan brist på kunskap oftast 

angavs som ett hinder. Personer som fick enbart egenvårdsrådgivning var mindre nöjd med 

telefonrådgivningen än personer som hänvisades till läkare, och det att känna sig trygg efter 

samtalet med sjuksköterskan var den faktor som inverkade mest på den totala nöjdheten med 
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telefonrådgivningen. Råd att utöva egenvård hade en bromsande effekt på 

sjukvårdsanvändandet, och resulterade i 66.1 % av fallen i en lägre vårdnivå än personerna hade 

tänkt sig innan de ringde. Osäkerhet och bedömning av risk påverkade vilka åtgärder som 

vidtogs vid lindrig sjukdom, beroende på om symtomen bedömdes som ofarliga eller 

livshotande. När människor känner trygghet påverkas både egenvården och 

rådgivningssituationen positivt. 

Sammanfattningsvis visar denna avhandling att lindrig sjukdom kan orsaka stress och rädsla, och 

att personer arbetar aktivt för att hantera sina symtom. Trygghet är en viktig faktor som 

påverkar hur människor agerar vid lindrig sjukdom, och som inverkar på upplevelsen av 

rådgivningssituationen. Sjuksköterskan kan utgöra en lugnande kraft, och i samtalet med 

sjuksköterskan uppstår en unik möjlighet att skapa trygghet och tilltro till att lindrig sjukdom 

läker ut av sig själv, och att det finns effektiva åtgärder att ta till för att lindra sina symtom och 

skapa välbefinnande. Råd om egenvård behöver vara handlingsorienterade och utrusta 

människor med effektiva handlingsalternativ för att återfå kontroll över situationen. Precis som 

hälsa är mer än frånvaro av sjukdom, är egenvård mer än frånvaro av medicinsk vård. 
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Aim: To describe experienceswith and knowledge ofminor illness, self-care interventions

used in minor illness and channels of information used when providing self-care for minor

illness. Background:Althoughminor illness is self-limiting, symptoms can be substantial

and have a great impact on the affected person’s wellbeing. Possibilities to seek and find

information about health and self-care have significantly increased through internet-based

communities, forums, and websites. Still, a considerable number of consultations with

general practitioners are for conditions that are potentially self-treatable. Seekingadvanced

care for minor illnesses is costly for society and can create discomfort for patients as they

are down-prioritized at emergency departments. Methods: Study participants were

recruited randomly from the Swedish Adress Register. A questionnaire was sent out, and

thefinal sample included 317 randomly selected persons aged 18–80 and living in Sweden.

Findings: Having experienced a specific illness correlated with self-reported knowledge.

Preferred self-care interventions differed between different conditions, but resting and self-

medicating were commonly used, along with consulting health care facilities. Compliance

to advice was the highest for official information channels, and family members were a

popular source of advice.
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Introduction

Being affected by minor illness is a rather common
occurrence and the high prevalence suggests that
there is a significant potential in empowering
patients to rely on self-care (Welle-Nilsen et al.,
2011). Although minor illness is self-limiting, symp-
toms can be substantial and have a great impact on
the affected person’s well-being. A considerable
number of consultations with general practitioners
are for conditions that are potentially self-treatable
(Morris et al., 2001). Older studies have concluded
that ~85–96% of acute minor illnesses are treated at

home (Elliott-Binns, 1973; 1986; Green, 1990), thus
the majority of care is self-provided.
Minor illness includes in this present study infec-

tious conditions such as common colds, sore throat,
discomforting symptoms from sinuses, otitis media,
conjunctivitis, gastroenteritis, and urinary tract infec-
tions (UTI). Adequate actions in this context can be
self-care through interventions such as resting, self-
medicatingwith over-the-counter (OTC) drugs, using
home remedies, herbal treatments, and/or consulting
health care facilities. Important focuses in the research
of minor illness are on understanding people’s
behavior in order to promote self-efficacy in self-care.

Background

Possibilities to seek and find information about
health care, disease, and self-care have increased
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through internet-based communities, forums, and
websites like Google, YouTube, homepages, blogs,
and public sites (Vance et al., 2009; Sethuram and
Weerakkody, 2010). In this information overload,
there is a risk that the disorganization of information,
lack of user friendliness, and constant changeability
can be confusing and challenging to persons lacking
medical education or experience in using the internet
(Jadad and Gagliardi, 1998; Cline and Haynes,
2001). One way to handle this risk is the introduction
of public websites where professionals provide
correct medical information. An example in the
Swedish context is a public health information
website (www.1177.se), which has been launched
as an extension to the national telephone help
advisory center in order to provide reliable and
evidence-based information on medical conditions
and possible self-care interventions for symptom
relief.
Since minor illness by its definition is minor

and not life-threatening, it would be a waste of
resources to allow minor illnesses to compete with
severe illnesses for advanced specialist care when
they are self-limiting and potentially self-treatable.
Consultations at advanced levels of the health
care system for conditions that are self-treatable
are costly for society (Marklund et al., 2007).
Seeking advanced care for minor illnesses can also
create discomfort for patients as they are down-
prioritized at emergency departments. Being
triaged as a nonurgent patient can imply long
waiting hours and risk of feeling neglected by staff
that tends to gravitate toward patients with urgent
medical needs (Nyström et al., 2003). Furthermore,
overcrowded emergency departments might con-
stitute a threat to patient security and influence the
quality of care given, as overcrowding is associated
with longer waiting hours, increased mortality
rates, and impacts on patient experience (Morris
et al., 2012).
Health care personnel can influence a person’s

sense of efficacy in performing a certain task either
positively or negatively, depending on the way
they care for their clients (Bandura, 1992). Self-
efficacy is according to Bandura (1997) the belief
in one’s capabilities to organize and execute the
courses of actions required to produce given
attainments. High levels of self-efficacy can
mediate determination, which in the context of
self-care for minor illness means that high levels of
self-efficacy may lead to increased perseverance in

symptom control and a readiness to act indepen-
dently in health matters (Bandura, 1997). When
health care costs for minor illness are reduced
through the practice of self-care, this can potentially
benefit people with chronic and severe medical
conditions through liberation and redistribution of
resources. Thus there is an incentive to treat illnesses
at the correct level ofmedical specialization in regard
to patient security, quality of care, and health care
economy. It is therefore necessary to obtain a clearer
view on how persons act in order to gain knowledge
and manage symptoms when afflicted by minor
illness. The aim of this paperwas to describe peoples’
experiences with and knowledge of minor illness,
self-care interventions used in minor illness and
channels of information used when providing
self-care for minor illness.

Methodology

Study design
Minor illness is defined as a medical condition

that requires little or no medical intervention (The
Royal Pharmaceutical Society of Great Britain,
2003), and this paper is the first of two publications
based on data from the questionnaire described
here. A cross-sectional study design was used.
Study participants were aged 18–80 and recruited
randomly from the Swedish Address Register.
All eligible participants initially received an
information letter and a printed questionnaire by
post, and the participants were also offered the
opportunity to answer the questionnaire electro-
nically. Two subsequent reminders were sent out
containing links to the electronic version of the
questionnaire.

Questionnaire
The first part of the questionnaire contained a

series of questions about demographics like age,
sex, education, income, and perceived health and
social support. The second part consisted of self-
rated knowledge about minor illnesses (common
cold, sore throat, discomforting symptoms from
sinuses, otitis media, conjunctivitis, gastroenteritis,
and UTI). Questions were presented by a four-
grade ordinal scale ranging from 1 (having no
knowledge about the illness) to 4 (knowing a great
deal about the illness). The third part contained
questions about which interventions were used for
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each illness in order to relieve symptoms; the same
options were given for each condition. The inter-
ventions were identified from previous literature
and pilot work. Then came the fourth part with
questions regarding information sources used in
order to retrieve information about self-care in
minor illness, preferred information sources in the
future, compliance to self-care advices in relation
to source of advice, and when health care facilities
were consulted. The fifth part concerned questions
about needs and preferences in order to feel
confident in the performance of self-care. The
Self-efficacy scale in self-care (SESSC) was used
in order to measure self-efficacy in self-care.
This scale contains six questions about self-rated
certainty in symptom-management. Scores of the
SESSC are summed within the range of 6–24,
where a higher score indicates higher self-efficacy
in self-care for minor illness. The SESSC has
shown good validity and reliability (Gustafsson
et al., 2012). All items in the questionnaire were
validated by a panel of senior lecturers and pro-
fessors in health care sciences that were asked to
complete the questionnaire while thinking aloud
and leaving feedback. A semantic revision was
made by an expert in the Swedish language, and
finally a pilot study was conducted, giving the
respondents (n= 114) the opportunity of com-
menting on the questionnaire. Amendments
were made accordingly before dispatch of the
questionnaire.

Data analysis
Included in the analysis of this study was part

one to four of the questionnaire along with the
SESSC. In the analysis, various sum scores were
calculated, such as total number of self-care inter-
ventions used in all seven minor illnesses, sum
score of self-rated knowledge of all minor illnesses,
and sum score of the SESSC. All sum scores were
analyzed using both parametric and nonpara-
metric methods with no differences in analysis
result. Analyses were performed using the IBM
Statistical Program for Social Sciences, version
19.0. In order to describe experience with and
knowledge of minor illness and the use of self-care
interventions and information channels, descrip-
tive analyses were performed using numbers
and percentages. In order to identify differences in
results in relation to demographic data, data was
analyzed using t-tests, Mann–Whitney, Pearson’s and

Spearman’s correlations, and χ2 tests. P-values<0.05
was used to denote statistical significance, and
correlation coefficients <0.3 were excluded from
the result because of weakness of correlation.

Results

Questionnaires (n= 1000) were sent out in
November of 2010. Ten questionnaires were
returned unopened because of address change.
A total of 317 persons answered the questionnaire,
giving a response rate of 32%. Characteristics
of the study sample with the general population
are presented in Table 1, and show that women,
persons above the age of 65, and persons with
higher education were somewhat overrepresented
in the study sample.

Experience and knowledge
The most commonly experienced minor illness

was the common cold (98.1%) and sore throat
(94.6%), followed by gastroenteritis (89.2%).
About half of the respondents had experience
of UTI (52.1%), discomforting symptoms from

Table 1 Characteristics of the study sample, compared
with the general population

Study sample
[n=317 (%)]

General
population (%)

Gender (%)
Male 124 (40.9) 50.2
Female 179 (59.1) 49.8

Age group (%)
<26 27 (8.8) 14.5
26–35 32 (10.5) 16.5
36–45 41 (13.4) 18.1
46–55 61 (19.9) 17.2
56–65 61 (19.9) 16.6
>65 84 (27.5) 17.1

Annual income (%)a

<192 000 SEK 120 (39.6) 40
192 000–396 000 SEK 142 (46.9) 50
>396 000 SEK 41 (13.5) 10

Education level (%)
Compulsory school 72 (23.7) 22
Upper secondary
school

71 (23.4) 43

University or college
studies

161 (53.0) 33

a General population counted in quartiles.
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sinuses (49.5%), otitis media (45.7%), and con-
junctivitis (44.1%). Having experienced a specific
illness correlated with self-reported knowledge
about that same illness (ρ 0.333–0.485, P< 0.01).
Knowledge correlated positively with the SESSC
score (ρ 0.465, P< 0.01).

Self-care interventions
The most common self-care intervention for

common colds was resting, followed by self-
medication and waiting it out. Only 3.6% (n= 11)
stated that they contacted health care for common
colds. For symptom relief of sore throat, the
most common self-care interventions were self-
medication, resting, or waiting it out. Also, using
home remedies was rather common when suffer-
ing from a sore throat. When experiencing dis-
comforting symptoms from sinuses, the most
common self-care interventions were to contact
health care facilities, self-medicate, and rest. The
most common self-care interventions for otitis
media were to contact health care facilities and to
self-medicate, while only 5.1% tried herbal reme-
dies for symptom relief. In cases of conjunctivitis,
the most common self-care interventions were to
contact health care facilities, to self-medicate, or to
wait it out. When afflicted with gastroenteritis
the most common self-care interventions were to
rest, to wait it out, or to self-medicate. Home
remedies were also used by some. The most com-
mon intervention for symptom relief in UTI was to
contact health care facilities. Doing nothing was
the least popular option when suffering from a
UTI (Table 2).

Information channels
The most common condition that generated

consultations with health care facilities was UTI,
followed by otitis media, conjunctivitis, and dis-
comforting symptoms from sinuses. Least common
was to contact health care facilities for a common
cold. The most common facilities for receiving self-
care advice are presented in Table 3. Health care
centers and family members seem to be popular
sources of self-care advice, while out-of-hours
primary care and emergency departments appear
to be the least used sources for self-care advice.

The facility that had the highest compliance to
health advice given was the primary health care
center, where 98.6% of respondents stated that
they followed all or some advice given. In second
place came the national telephone health advisory
center (1177), where all or some of the advice
given was followed by 96.5% of respondents, and

Table 2 Self-care interventions for minor illnessesa,b

Common
colds (%)

Sore
throat
(%)

Symptoms
from sinuses
(%)

Otitis
media
(%)

Conjunctivitis
(%)

Gastro-enteritis
(%)

Urinary tract
infection (%)

Waiting it out 30.8 25.4 13.4 11.8 16.8 44.5 7.1
Resting 51.3 40.9 29.5 20.6 7.6 51.5 7.7
Self-medicating 45.0 45.7 40.9 27.2 31.3 19.5 8.3
Home remedies 17.2 22.3 12.8 9.6 7.6 18.8 12.8
Herbal
remedies

16.6 13.4 7.4 5.1 3.8 3.3 7.7

Contacting
health services

3.6 8.9 43.0 66.2 49.6 5.9 80.1

aMultiple answering alternatives were given.
b Persons never having experienced discomfort from the condition were excluded from the analysis.

Table 3 Common facilities for receiving self- care advice

Information channel (%)

Health care center 37.8
Family member 36.2
Internet 32.7
Pharmacist 31.1
Friends or relatives 30.2
Telephone help advisory center 23.5
Books or magazines 18.7
Brochures 13.0
TV or radio 11.4
Herbal medicine information sources 5.7
Out-of-hours primary care 1.3
SOS alarm emergency call center 112 1.0
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in third place came the pharmacist, where 95.7%
stated that they have followed all or some of the
advice (Table 4). As for the internet, very few
persons answered that they had followed all advice
read on the internet, while 86.6% said they had
followed some advice. Books, magazines, TV,
radio, and herbal medicine information sources
seemed to be the least trusted information chan-
nels, as more than 20% of participants rejected
advice obtained through these sources.
The primary health care center was the source of

information that most respondents stated that they
would use during future consultations (62.2%),
followed by the pharmacist (43.2%), the national
telephone health advisory center (42.9%), and the
internet (41.9). Most respondents wanted to con-
tact their primary health care center by telephone
(88.6%), drop-in (35.2%), or email (18.9%).

Discussion

Findings show that the most commonly experi-
enced minor illness was the common cold, and
having experienced a specific illness correlated
with self-reported knowledge about that illness.
Preferred self-care interventions differed some-
what between different illnesses, but resting
and self-medicating were commonly used, along
with consulting health care facilities. Compliance
to advice was highest for official information
channels such as primary health care centers, the

national telephone help advisory center, and
pharmacists, while family members were a popular
source of advice, but their advice seemed to be
shifted to a higher extent, as it was more common
to follow some rather than all advice obtained
through family members.
Interestingly, respondents seemed quite edu-

cated as to knowing when to contact health services,
as only 3.6% stated that they would contact health
care facilities for a common cold, whereas 80.1%
would contact health care facilities for aUTI. This is
in line with recommendations from the website of
the national telephone help advisory center (André
and Rodhe, 2011). The fact that the respondents
seemed to know that a common cold is self-limiting
and does not require medical attention while a UTI
most often should be presented to the GP indicates
that they are well-informed. As the results in this
study show, experience (ie, having had a specific
illness) correlated with self-reported knowledge
and SESSC score, indicating that knowledge about
common illness can be somewhat based on experi-
ences of illness attained through life. This could
mean that the person’s own experiences from
previous illness can form part of a person’s knowl-
edgebase and influence the way people act and
react to future illness.
The results show that most people affected by

minor illness will try several self-care interventions
in order to relieve their symptoms. However, when
they decide to contact health care services it might
not be a specific medical treatment that the
patients are looking for. A Norwegian study found
that patients who have unsuccessfully tried to treat
a minor illness feel worried about more serious
conditions, and therefore want to rule out such
options by seeing a doctor (Welle-Nilsen et al.,
2011). Another study of parents seeking immedi-
ate primary care for their children also had similar
findings, where many parents consulted with the
intention of preventing or ruling out serious disease
rather than in response to presenting conditions
(Hugenholtz et al., 2009).
Despite its’ popularity as a health information

provider, compliance to advice read on the inter-
net was low in the present study when participants
were asked if they followed all advice read on the
internet (1.8%), but relatively high when asked if
they followed some advice read on the internet
(86.6%). This could imply that the internet is seen
as a somewhat unreliable source of information,

Table 4 Compliance to advice received

Information
channel

Followed
all advice
(%)

Followed
some
advice (%)

Did not
follow any
advice (%)

Health care center 52.2 46.4 1.4
Telephone help
advisory center

45.9 50.6 3.5

Pharmacist 31.9 63.8 4.3
Family member 16.9 78.7 4.4
Herbal medicine
information
sources

11.9 66.7 21.4

TV or radio 6.1 71.2 22.7
Friends or relatives 5.2 86.2 8.6
Brochures 4.6 76.9 18.5
Books or
magazines

2.4 73.2 24.4

Internet 1.8 86.6 11.6
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thus requiring an active evaluation of web-site and
information reliability before choosing to either
follow or reject the advice. A previous study has
shown that compliance to web-based medical
advice is related to attitude toward the advice, and
that attitude is primarily shaped by the perceived
effectiveness of the delivered advice and the trust
in the website (Nijland et al., 2010). The internet
may be an excellent source of information, while a
real-time consultation with a health care profes-
sional can function as a validation of the informa-
tion and a confirmation that the information
retrieved is correct and practicable, and that the
care-seeker has the capabilities needed in order to
manage the situation.
This study was conducted in a Swedish context,

and during the last years several reforms have
been introduced in the Swedish health care system
that are aimed at improving accessibility to general
practitioners and pharmacies. A national tele-
phone help advisory center has been phased in
with the purpose of giving correct and professional
medical information and advice, while at the same
time supporting self-care and guiding patients to
the correct level of care. Deregulation of state-
owned primary health care clinics has allowed
private operators to enter the market with the aim
of increasing accessibility to general practitioners.
According to the annual report from the Swedish
Pharmacy Association (2011), deregulation of
state-owned pharmacies has led to improved
availability of OTC drugs. This is because of a 34%
increase in pharmacies and longer opening hours,
thereby broadening the range of symptoms that
are potentially self-treatable by self-medication.
In the present study, only minor illness with an
infectious genesis was included. This was because
of the important incentive of decreasing the pre-
scription and use of antibiotics for conditions that
are potentially self-limiting because of the problem
of antimicrobial resistance. The natural course of
these conditions is often uncomplicated although
symptoms can be trying during the time they last
(Swedish Institute for Communicable Disease
Control, 2011). Infectious conditions that could
require medical care and possibly medication, such
as UTI and otitis media, were included because
knowing when to contact primary health care
also can be seen as an action of self-care when
other actions fail to suffice. With the ambition to
increase self-care and reduce prescription and use

of antibiotics, it is important to keep in mind that
there must also be room for the health services to
meet the needs of people with minor illness with-
out placing the entire responsibility on the patient
alone. If health professionals are able to pass on a
view on minor illness as a sometimes inconvenient
yet naturally occurring and often a self-limiting
condition, this might influence care seekers and
form a stable ground to stand on when the next
episode of minor illness emerges.

Limitations

The response rate was low (32%), but was similar
to a comparable study recently carried out in the
United Kingdom (Elliott et al., 2011). This rate
contributes to certain concerns regarding the
external validity of the study results, as participa-
tion rates have traditionally been seen as indica-
tors of survey quality, based on the fact that
nonresponse error is partially a function of
response rates (Curtin et al., 2000; Galea and
Tracy, 2007). However, although nonparticipation
bias is a concern, studies have found little evidence
for substantial bias as a result of nonparticipation
(Page, 1991; Shahar et al., 1996; Kreiger and
Nishri, 1997). One possible explanation for the low
response rate could be the fact that the printed
version of the questionnaire was dispatched only
once, because of financial limitations. According to
Galea and Tracy (2007), providing the option to
complete surveys via the internet, along with
another survey mode option, is a possibility for
increasing study participation. This mode was
attempted in the present study, however only
11.7% (n=37) completed the survey electronically.
Apart from the distributional limitations of the

study, the questionnaire was a general health
questionnaire not aimed directly for people with a
specific condition, thus interest in the study matter
may have influenced response rates. The ques-
tionnaire was relatively long and required some
time and effort to answer. Despite the low
response rate, the sample size was relatively large
and participants from various demographic and
socio-economic groups were well-represented for
in the study sample.
The results from this study showed that women,

persons above the age of 65, and persons with a
university degree were somewhat overrepresented.
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There is clear evidence that some groups are more
likely to participate in studies, these being women
and older persons, persons with higher socio-
economic status, and persons of higher education
(Burg et al., 1997).
An estimation of power resulted in a minimum

of 63 persons needed in each group for a power
of 80%. In this study, there were 124 men and
179 women participating, thus well above the
minimum number of respondents required for
sufficient statistical power. Also, a Manova
analysis was performed on various items from the
questionnaire in order to detect differences
between early and late responders. Significant
differences between early and late responders
could imply that nonresponders had more diver-
gent opinions and answers, and therefore would
have had a great effect on the final results. The
Manova did not detect significant differences
between early and late responders.

Implications

Health care personnel can be a valuable support in
confirming persons’ assessment of their symptoms
and have the possibility of guiding care-seekers in
their choice of interventions. As the variety of
ways to consult the health care services increases,
policy makers should invest in research on how to
create trustful relationships with care-seekers over
the internet in order to optimize the practice of
evidence-based self-care interventions. Personal
encounters are hard to replace with technology. As
internet and web-applications grow as providers of
health information and self-care advice, further
research is needed in order to ascertain the sources
that are most efficient in regards to enhancing self-
care behavior. Accessible and reliable self-care
advice might contribute to a reduction of care
burden in out-of-hours primary care and emer-
gency departments, hence health care organization
should strive to optimize the working situation of
telenurses, giving them time to build trusting rela-
tions with care seekers.

Acknowledgments

This study is part of a research project on minor
illness that was supported by the Department of

Health Sciences, Luleå University of Technology.
The authors also would like to thank all partici-
pants of the study for contributing their valuable
knowledge, and the foundation of Olle Engkvist
Byggmästare for the financial support provided.

Ethical standards
All participants received information about the
study’s aims and procedures; they were informed
that participation was voluntary and that submit-
ting the questionnaire would be considered a
written consent to participate in the study. This
study was reviewed and approved by the regional
ethical board of Umeå (nr 1610-10).

References

André, M. and Rodhe, N. 2011: Urinary tract infection.
Retrieved 18 September 2012 from http://www.1177.se/
Norrbotten/Fakta-och-rad/Sjukdomar/Urinvagsinfektion/

Bandura, A. 1992: Self-efficacy mechanism in psychobiologic
functioning. Ch 16. In Schwarzer, R., editor, Self-efficacy:
thought control of action. Washington, DC: Hemisphere,
355–94.

Bandura, A. 1997: Self-efficacy: the exercise of control. Basing-
stoke: W. H. Freeman.

Burg, J.A., Allred, S.L. and Sapp, J.H. 1997: The potential for
bias due to attrition in the National Exposure Registry: an
examination of reasons for nonresponse, nonrespondent
characteristics, and the response rate. Toxicology and
Industrial Health 13, 1–13.

Cline, R.J.W. and Haynes, K.M. 2001: Consumer health
information seeking on the internet: the state of the art.
Health Education Research 16, 671–92.

Curtin, R., Presser, S. and Singer, E. 2000: The effects of
response rate changes on the index of consumer sentiment.
Public Opinion Quarterly 64, 413–28.

Elliott, A.M., McAteer, A. and Hannaford, P.C. 2011:
Revisiting the symptom iceberg in today’s primary care:
results from a UK population survey. BMC Family Practice
12, 16.

Elliott-Binns, C.P. 1973: An analysis of lay medicine. The
Journal of the Royal College of General Practitioners 23,
255–64.

Elliott-Binns, C.P. 1986: An analysis of lay medicine: fifteen
years later. The Journal of the Royal College of General
Practitioners 36, 542–44.

Galea, S. and Tracy, M. 2007: Participation rates in epidemio-
logic studies. Annals of Epidemiology 17, 643–53.

Green, K.E. 1990: Common illnesses and self-care. Journal of
Community Health 15, 329–38.

Gustafsson, S., Sävenstedt, S. and Vikman, I. 2013: Psycho-
metric evaluation of a Swedish self-efficacy scale and

Self-care for minor illness 77

Primary Health Care Research & Development 2015; 16: 71–78

http:/www.cambridge.org/core/terms. http://dx.doi.org/10.1017/S1463423613000522
Downloaded from http:/www.cambridge.org/core. Lulea University of Technology, on 22 Sep 2016 at 19:05:17, subject to the Cambridge Core terms of use, available at



recovery locus of control scale in the context of minor
illness. Scandinavian Journal of Caring Sciences 27, 765–72.

Hugenholtz, M., Broer, C. and van Daalen, R. 2009: Appre-
hensive parents: a qualitative study of parents seeking
immediate primary care for their children. The British
Journal of General Practice 59, 173–79.

Jadad, A.R. and Gagliardi, A. 1998: Rating health information
on the internet: navigating to knowledge or to Babel?
Journal of the American Medical Association 279, 611–14.

Kreiger, N. andNishri, E.D. 1997: The effect of nonresponse on
estimation of relative risk in a case-control study. Annals of
Epidemiology 7, 194–99.

Marklund, B., Ström, M., Mansson, J., Borgquist, L., Baigi, A.
and Fridlund, B. 2007: Computer-supported telephone
nurse triage: an evaluation of medical quality and costs.
Journal of Nursing Management 15, 180–87.

Morris, C.J., Cantrill, J.A. andWeiss, M.C. 2001: GPs’ attitudes
to minor ailments. Family Practitioner 18, 581–85.

Morris, Z.S., Boyle, A., Beniuk, K. and Robinson, S. 2012:
Emergency department crowding: towards an agenda for
evidence-based intervention. Emergency Medicine Journal
29, 460–66.

Nijland, N., Cranen, K., Boer, H., van Gemert-Pijnen, J.E.
and Seydel, E.R. 2010: Patient use and compliance
with medical advice delivered by a web-based triage
system in primary care. Journal of Telemedicine and
Telecare 16, 8–11.

Nyström, M., Nydén, K. and Petersson, M. 2003: Being a non-
urgent patient in an emergency care unit-a strive to maintain
personal integrity. Accident and Emergency Nursing 11,
22–26.

Page, W.F. 1991: Using longitudinal data to estimate
nonresponse bias. Social Psychiatry and Psychiatric
Epidemiology 26, 127–31.

The Royal Pharmaceutical Society of Great Britain. 2003:
Better management of minor ailments using the pharmacist.
Retrieved 18 September 2012 from http://www.rpsgb.org.
uk/pdfs/bettmanminail.pdf

Sethuram, R. andWeerakkody, A.N. 2010: Health information
on the internet. Journal of Obstetrics and Gynaecology 30,
119–21.

Shahar, E., Folsom, A.R. and Jackson, R. 1996: The effect
of nonresponse on prevalence estimates for a referent
population: insights from a population-based cohort
study. Atherosclerosis risk in communities (ARIC) study
investigators. Annals of Epidemiology 6, 498–506.

Swedish Institute for Communicable Disease Control. 2011:
Treatment recommendations for common infections in
primary health care. Retrieved 4 February 2013 from http://
smittskyddsinstitutet.se/upload/Publikationer/behandlingsrek-
oppenvard-2011.pdf

Swedish Pharmacy Association. 2011: Annual report of the
Swedish Pharmacy Association. Retrieved 18 September
2012 from http://www.sverigesapoteksforening.se/wp-content/
uploads/BR-2011-16-april-2012.pdf

Vance, K., Howe, W. andDellavalle, R.P. 2009: Social internet
sites as a source of public health information. Dermatologic
Clinics 27, 133–36.

Welle-Nilsen, L.K., Morken, T., Hunskaar, S. andGranas, A.G.
2011: Minor ailments in out-of-hours primary care: an
observational study. Scandinavian Journal of Primary
Health Care 29, 39–44.

78 Silje Gustafsson et al.

Primary Health Care Research & Development 2015; 16: 71–78

http:/www.cambridge.org/core/terms. http://dx.doi.org/10.1017/S1463423613000522
Downloaded from http:/www.cambridge.org/core. Lulea University of Technology, on 22 Sep 2016 at 19:05:17, subject to the Cambridge Core terms of use, available at



II





ORIGINAL ARTICLE

Perceptions of needs related to the practice of self-care for minor illness

Silje Gustafsson, Irene Vikman, Stefan S€avenstedt and Jesper Martinsson

Aims and objectives. The aim of this study was to describe people’s perceptions

of needs to feel confident in self-care for minor illnesses as well as their percep-

tions about supporting and obstructing factors in the practice of self-care.

Background. Minor illness constitutes a large part of primary care, and patients’

attendance to doctors’ appointments for minor illness has been seen to increase

future attendance for the same condition. Almost half of the consultations with

telenurses result in the provision of self-care advice.

Design. A cross-sectional survey.

Method. Primary data were collected using a questionnaire, and the study partici-

pants (n = 315) were randomly selected from the national Swedish address register.

Results. Having knowledge and receiving health care advice and reliable informa-

tion were perceived to be needs in order for participants to feel confident in

self-care. Having family or friends to consult with was perceived to be a positive

factor influencing confidence in self-care, especially for persons under the age of

35. Health care services were perceived to support self-care practice by offering

easy access to care, giving information about self-care, and offering increased

follow-up after consultations. Lack of knowledge, along with difficulties being

away from work, were obstructing factors in the practice of self-care.

Conclusions. Young age was the factor influencing people’s perceptions of needs

and supporting factors the most. Young age and low knowledge scores about

minor illnesses were the two factors that had the most influence on perceived

obstructing factors.

Relevance to clinical practice. Nurses play a major role in the promotion of self-

care and in the dissemination of self-care advice. If health care services fail to

meet the needs of care-seekers with minor illnesses, patients might turn to out-of-

hours clinics and emergency departments for help.

Key words: counselling, district nursing, needs, primary care, self-care, support,

symptom control, telenursing

What does this paper contribute

to the wider global clinical

community?

• Providing persons with proper
tools for managing minor illness,
and teaching strategies for symp-
tom control, is essential to
reduce medical care of minor ill-
ness.

• The health care services can sup-
port the practice of self-care by
offering easy access to self-care
advice.

• Nurses and telenurses play a
major role in the promotion of
self-care and the dissemination
of health care advice.
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Introduction

Self-care is important for coping with minor illnesses, and

can be defined as the activities that individuals, families

and communities undertake with the intention of enhancing

health, preventing disease, limiting illness and restoring

health (WHO 1983). From the perspective of the individ-

ual, self-care for minor illness is important as painful or

discomforting symptoms can disrupt the daily life (Kinners-

ley et al. 2000). From a historical perspective, medical ser-

vices have, in the past, meant to most people the help from

relatives, neighbours or semi-trained laypersons who have

depended principally on traditional remedies (Elliott-Binns

1973). Attendance to GPs’ appointments for minor illnesses

increases the likelihood of future attendance, especially if

combined with antibiotic prescriptions (Little et al. 1997).

Given the increased patient strain and the later years

increasing health care costs, a more efficient health care sys-

tem is essential (Marklund et al. 2007) and the global and

ever-increasing problem of antimicrobial resistance require

a decrease in the medical care of conditions that are self-

limiting to their nature. Nurses are central in the promotion

of self-care and the dissemination of health care advice to

reduce medical care of minor illnesses.

Background

From a health care system perspective, antimicrobial resis-

tance is a global and ever-increasing problem that requires

reduced use of antibiotics in the treatment of minor ill-

nesses. Combined with increased knowledge regarding

pharmaceutical side effects, these factors have triggered

efforts to encourage persons to take greater personal con-

trol and responsibility for their own health and to encour-

age general practitioners to exhibit greater restraint in

medical treatment of minor illnesses (Molstad et al. 2008).

In this study, minor illness is defined as ‘conditions that

require little or no medical intervention’ (The Royal Phar-

maceutical Society of Great Britain 2003) and that cause a

disruption in people0s everyday life during a short period of

time. Minor illness is self-limiting to its nature, and if left

untreated, it rarely implies complications that threaten

human life. According to Gray et al. (2002), minor illness

can be seen as primarily a family matter in which knowl-

edge about conditions and self-care is experience-based,

develops over time, and is shared between family members,

relatives and friends when needed. This is consistent with

other findings in which knowledge about a specific condi-

tion correlated with experience of that condition (Gustafs-

son et al. 2015). Family members, just after health care

centres, are a popular source of information and advice for

persons with minor illnesses.

Minor illnesses consultations constitute a large part of

health care centres and ED workload. According to Fielding

et al. (2015), the prevalence of minor illness in health care

centres is approximately 22�3%, of which 59% could be

manageable by self-care interventions like self-medication

with the assistance from community pharmacies. Another

way of assisting self-care has been through the establish-

ment of national telephone help advisory centres. The

Swedish Healthcare Direct (SHD) has the aim of decreasing

the number of acute visits, and guides patients to the cor-

rect level of care through the provision of medical assess-

ment, support, reassurance and evidence-based advice from

experienced and specialised nurses. Wahlberg and Wredling

(1999) found that call-centres are more inclined to give

self-care advice than other settings, and other studies have

shown that compliance to advice given by the SHD is high

(Marklund et al. 2007, Gustafsson et al. 2015).

According to Kolcaba (1994), stressful health care situa-

tions may lead to the desire for comfort, which is defined

as the satisfaction of basic human needs for relief, ease and

transcendence. Unmet comfort needs are met by nurses,

and needs satisfied denotes a strengthening component as

comfort is intertwined with performance, health seeking

behaviours and outcome. However, to meet persons’ needs

and create interventions aimed at providing comfort to

patients, a better understanding of the practice of self-care

is essential. As people continue to consult health care facili-

ties for advice about and help with minor illnesses, it is

vital to not let a reluctance to medically treat these condi-

tions leave the patients alone, without care, when they seek

help. To deliver care with compassion and with sensitivity

to persons’ needs, it is important to better understand their

perceived needs and which factors they perceive to be influ-

encing the practice of self-care, so that health care services

can promote self-care in a meaningful way. The aim of this

study was to describe people’s perceptions of their needs to

feel confident in self-care for minor illnesses, as well as

their perceptions about supporting and obstructing factors

in the practice of self-care.

Materials and methods

Population

This paper is the second of two publications based on

data collected from a postal survey. The study design was

cross-sectional, and questionnaires were dispatched to

1000 persons aged 18–80 years and living in Sweden.
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These individuals were randomly recruited from the

national Swedish address register (SPAR). All eligible par-

ticipants initially received an informational letter and a

printed questionnaire by post. Participants were also

offered the opportunity to answer the questionnaire

online. Two subsequent reminders that contained links to

the online version of the questionnaire were sent. Ten

questionnaires were returned unopened due to address

changes. A total of 315 individuals returned the survey,

and the response rate was 31�8%. Missing observations

(n = 10) were excluded from the analysis, leaving data

from 307 respondents to form a base for the statistical

analysis. The demographic characteristics of the respon-

dents are presented in Table 1.

Questionnaire

The questionnaire consisted of six parts, and the items that

are included in the analysis of this paper are the first and

the fifth parts of the questionnaire. The first part of the

questionnaire contained questions regarding demographic

information, health status, social support and knowledge of

minor illnesses of infectious character (common cold, sore

throat, symptoms from sinuses, otitis, conjunctivitis, entero-

gastritis and urinary tract infection). Scores of knowledge

were summed, ranging from 0 (no knowledge) to a maxi-

mum score of 21. The sum score of knowledge was

normally distributed, and Cronbach’s alpha was 0�897. No

deletion of any item would increase the Cronbach’s alpha

coefficient. All corrected item-total correlations were posi-

tive and above 0�30 (0�54–0�75).
The fifth part of the questionnaire contained questions

related to patients’ perceived needs to feel confidence in the

practice of self-care, their perceived need for support from

health care personnel and peers, and obstructing factors in

the practice of self-care. To establish content validity, the

construction of the questionnaire began with a literature

review to build an understanding of the entirety of the study

matter. Items included in the questionnaire were compared

to and inspired by items from the Public Attitudes to Self-

Care – Baseline Survey, which was used in the self-care for

people initiative (White et al. 2012) conducted by the

Department of Health in England. The items were translated

and modified to fit into the Swedish context, and finally a

semantic revision was made of the questionnaire by an

expert in the Swedish language. Face validity was estab-

lished by having a panel of senior lecturers and professors in

health care sciences completing the questionnaire while

thinking aloud and leaving feedback. A pilot study was con-

ducted, giving the respondents (n = 87) the opportunity to

comment on the content and comprehensibility of the ques-

tionnaire. This unveiled the need to reword two questions

to clarify the meaning of the questions, and amendments

were made accordingly before dispatch of the questionnaire.

Statistical analysis

Statistical analysis was performed using IBM Statistical

Package for Social Sciences version 22.0 (SPSS, Inc.,

Chicago, IL, USA) and statistical packages for scientific

computing with Python. Data were analysed descriptively,

and the numbers and percentages were calculated. Differ-

ences between groups were analysed using chi-square.

Logistic regression models were applied to assess the effects

of demographic predictors (i.e. gender, age, social support,

income, level of education, health status, scores of knowl-

edge about minor illnesses) on dichotomous questionnaire

responses related to perceived needs for feeling confidence

in self-care, perceptions of supporting factors in the practice

of self-care, and perceptions of factors obstructing the prac-

tice of self-care. A Bayesian modelling approach was

applied following Kruschke (2015). The main reasons for

applying Bayesian analysis are: (1) to avoid nonidentifiabili-

ty problems in logistic regression (e.g. separation and collin-

earity) by incorporating weakly informative priors proposed

by Gelman et al. (2008); (2) to provide richer inference and

avoid the common problems (e.g. dependencies on the sam-

pling and testing intentions) associated with p-values (Kru-

Table 1 Characteristics of the study sample compared with the

general population

Respondents

n = 315 (%)

General

population (%)

Gender

Male 124 (40�9) 50�2
Female 179 (59�1) 49�8
Age group

<35 59 (19�3) 36�0
36–65 163 (53�2) 38�4
66–80 84 (27�5) 16�8
Annual income*

<192,000 SEK 120 (39�6) 40

192,000–396,000 SEK 142 (46�9) 50

>396,000 SEK 41 (13�5) 10

Highest completed education level

Compulsory school or

upper secondary school

143 (47�0) 60

Tertiary education, <3 years 68 (22�4) 15

Tertiary education,

three years or more

93 (30�6) 23�5

*General population counted in quartiles.Source: Statistics Sweden

2010.
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schke 2015); and (3) to make direct probability statements

about the effect given the observed evidence [e.g. the studied

effect given the observed data is inside the Bayesian confi-

dence intervals (also called credible intervals) with a mea-

surable probability). The inference is based on Markov

Chain Monte Carlo (MCMC) methods (Kruschke 2015),

providing realistic estimates of Bayesian confidence intervals

of parameter values (Martinsson 2012) compared to

approximations based on derivatives. The Bayesian confi-

dence intervals here are based on the highest density interval

(HDI). As opposed to equal-tail confidence intervals, which

are based on empirical percentiles, the HDI is the narrowest

interval (if unimodal) among all Bayesian confidence inter-

vals. Every point inside the HDI has higher believability

than any point outside (Kruschke 2015).

Scaling recommendations of the input variables proposed

in Gelman et al. (2008) were followed. The binary input

variable, gender, was mean centred but otherwise kept

unchanged. The nonbinary input variables (age, social sup-

port, income, level of education, health status, scores of

knowledge about minor illnesses) were mean centred and

divided by two standard deviations. This standardisation

means that the resulting effects are directly comparable

with each other and with binary predictors such as gender.

The resulting models are summarised by their odds ratios

and a reduced regression model, using backward elimina-

tion in combination with the Watanabe–Akaike informa-

tion criteria (WAIC). Backward elimination was chosen to

reduce the number of tested sub-models, and the WAIC

was chosen as a computationally attractive alternative to

cross-validation (Gelman et al. 2014). The statistical signifi-

cance was set at a < 0�05.

Ethical considerations

All participants received information regarding the study’s

aims and procedures. They were informed that participa-

tion was voluntary and that submitting a questionnaire

would be considered written consent to participate in the

study. This study was reviewed and approved by the regio-

nal ethical review board of Ume�a, dnr 1610–10.

Results

Perceptions of needs related to feeling confidence in self-

care

Having good knowledge and understanding about how to

obtain symptom relief in minor illness was frequently

reported as a need related to feeling confident in performing

self-care, in particular in persons with tertiary education

(p = 0�013). Persons with tertiary education more often sta-

ted that they needed available and reliable information

about health matters (p = 0�007) and owning medical

equipment for monitoring health (p = 0�028) to feel confi-

dent in the practice of self-care. The possibility of receiving

health care advice was second most frequently reported as

a need, followed by available and reliable information

about health matters. In total, almost one-third (28�7%) of

respondents reported a need to have family or friends to

get advice from. When analysed by age groups, persons

under the age of 35 more often reported a need to have

family or friends to talk to and receive advice from to feel

confident in practising self-care (p = 0�001) compared to

older persons. Just under a quarter (23�5%) of the respon-

dents reported that follow-up from health care personnel

after consultations contributed to confidence in practising

self-care. There were no significant differences in needs

related to income or scores of knowledge about minor ill-

ness conditions. Neither were there significant differences in

needs between men and women.

Most respondents (69�7%) reported that they often or

always felt confident in discussing their health with health

care professionals, but some participants stated that they

rarely or never felt confident in discussing their health with

health care professionals (13�1%). When asked about confi-

dence in their own abilities to self-manage symptoms with-

out seeing a doctor, 89�9% reported that they were fairly

or very confident (Table 2).

Perceptions of supporting factors in the practice of self-

care

The health care centres and the SHD were perceived to sup-

port the practice of self-care by offering easy access to care.

When analysed by income, easy access was more often seen

as a supporting factor for self-care among persons with

higher monthly incomes (p = 0�003). Increased follow-up

after consultations was more often seen as a supporting fac-

tor for persons with a lower monthly income (p = 0�040),
compared to those with higher incomes. Creating better

official homepages with more information was seen as a

supporting factor more often among younger persons

(p < 0�001), persons with higher education (p = 0�010) and
persons with higher monthly incomes (p = 0�046). Receiv-
ing increased information about self-care from health care

services was more frequently reported to be a supporting

factor among persons with low knowledge scores

(p = 0�007), compared to those with high scores. No signif-

icant differences in perceptions of supporting factors were
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found between men and women. About half (52�5%) of all

respondents stated that they would feel more confident if

they were offered support from peers with experience of

the same symptoms that they were having (Table 3).

Perceptions of factors obstructing the practice of self-

care

When asked what factors make it hard to practice self-care,

respondents most commonly reported having a lack of

knowledge about minor illnesses to be an obstructing factor.

Lack of knowledge about minor illness was more commonly

reported to be an obstructing factor in the group with lower

education compared to those with tertiary education

(p = 0�015), and in the group with the lower knowledge

scores (p = 0�006). Persons with lower knowledge scores,

compared to those with higher scores, more frequently

reported having a lack of interest in self-care (p = 0�001) and
a lack of confidence in their own abilities to efficiently self-

treat symptoms (p < 0�001) as obstructing factors. The group
with higher knowledge scores more often reported that none

of the answering alternatives were obstructing factors in the

practice of self-care (p = 0�010). When compared to women,

men more frequently reported seeing a lack of support from

their health care centre (p = 0�042), and a lack of knowledge

about self-care (p = 0�031) and minor illnesses (p = 0�005)
as obstructing factors. Men also more often reported a lack

of interest in self-care (p = 0�024). When analysed by age

groups, the persons under the age of 35 more often reported

that obstructing factors included a lack of time (p = 0�002),
difficulties being away from work (p < 0�001), a lack of

equipment for monitoring health (p = 0�039) and a lack of

interest in self-care (p = 0�001). A lack of support from the

health care centre was more often reported in the youngest

and the oldest age groups (p = 0�032). A full fifth of the sam-

ple total reported that self-care was difficult to practice due

to difficulties in being away from work. Difficulties being

away from work was more often reported in the mid-income

group (p < 0�001), while a lack of money was more often

Table 2 Perceptions of needs to feel confidence in the practice of

self-care*

Group total

n (%)

Age <35

n (%)

Age 36–65

n (%)

Age >65

n (%)

Knowledge and

understanding

about how to

obtain

symptom

relief

158 (51�5) 32 (55�2) 84 (52�8) 42 (53�2)

Health care

advice

131 (42�7) 21 (36�2) 69 (43�4) 40 (50�6)

Available and

reliable

information

about health

matters

120 (39�1) 25 (43�1) 65 (40�9) 30 (38�0)

Talking to

family or

friends and

getting advice

88 (28�7) 28 (48�3) 45 (28�3) 15 (19�0)

Follow-up from

health care

personnel after

counselling

72 (23�5) 13 (22�4) 36 (22�6) 23 (29�1)

Owning medical

equipment for

monitoring

health

49 (16�0) 14 (24�1) 23 (14�5) 12 (15�2)

Encouragement

from health

care

personnel

40 (13�0) 8 (13�8) 20 (12�6) 12 (15�2)

None of the

above

25 (8�1) 4 (6�9) 16 (10�1) 5 (6�3)

Other 7 (2�3) 2 (3�4) 4 (2�5) 1 (1�3)

*Multiple answering alternatives were given.

Significance p < 0�05 marked in bold.

Table 3 Perceptions of supporting factors in the practice of

self-care*

Group

total

n (%)

Monthly

income

<16,000

SEK

n (%)

Monthly

income

16,000–

33,000

SEK

n (%)

Monthly

income

>33,000

SEK

n (%)

Easy access to

care

244 (79�5) 86 (73�5) 117 (85�4) 39 (95�1)

Giving more

information

about self-care

102 (33�2) 43 (36�8) 45 (32�8) 12 (29�3)

Increased

follow-up after

consultations

91 (29�6) 45 (38�5) 37 (27�0) 8 (19�5)

Offering more

doctors’

appointments

64 (20�8) 23 (19�7) 33 (24�1) 7 (17�1)

Creating better

homepages

54 (17�6) 14 (12�0) 29 (21�2) 11 (26�8)

Giving better

care

45 (14�7) 15 (12�8) 27 (19�7) 3 (7�3)

*Multiple answering alternatives were given.

Significance p < 0�05 marked in bold.
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reported in the low-income group (p < 0�001). Reporting a

lack of time (p = 0�034) and difficulties being away from

work (p = 0�020) as obstructing factors in the practice of

self-care occurred more often in the group with tertiary edu-

cation ≥3 years, compared to those with secondary educa-

tion. Only 2�6% of participants reported the lack of support

from family, friends, working place, society or the national

telephone health advisory centre as an obstructing factor in

the practice of self-care (Table 4).

Influence of demographic variables upon perceptions of

needs and supporting and obstructing factors

Age was the variable that had the most significant impact,

with significance on both perceived needs and perceived

supporting and obstructing factors in the practice of self-

care. Age was the only factor that influenced perceived

needs, indicating that older persons felt a less need to hav-

ing family or friends to talk to and get advice from (OR

0�44, CI95% 0�23–0�68, p < 0�05). Gender was the only

demographic variable that did not have a significant influ-

ence on perceived needs nor perceptions of supporting or

obstructing factors in the practice of self-care. Income, edu-

cation and knowledge score had an influence on perceived

supporting factors as well as obstructing factors. Health

status only had an influence on perceptions about support-

ing factors in the practice of self-care, while social support

only had a significant influence on perceived factors

obstructing the practice of self-care (Table 5).

No demographic variables had significant impact on per-

ceiving lack of support, contradictory or complex informa-

tion or difficulties in turning information into practice as

obstructing factors.

Discussion

Having knowledge about how to obtain symptom relief,

receiving health care advice and receiving reliable informa-

tion about health matters were all perceived to be impor-

tant needs to feel confidence in self-care. Having family or

friends to consult with was also perceived to be a positive

factor influencing confidence in self-care, especially for per-

sons under the age of 35. Health care centres and the SHD

were perceived to support self-care practice by offering easy

access to care, giving information about self-care and offer-

ing increased follow-up after consultations. Lack of medical

knowledge, along with difficulties being away from work,

were perceived to be obstructing factors in the practice of

self-care. Persons under the age of 35 more often stated

that lack of time and difficulties being away from work

were obstructing factors in the practice of self-care. Even

persons with higher education and persons of mid-income

more frequently reported that difficulties being away from

work were obstructing factors in the practice of self-care.

The participants in this study wanted knowledge and

understanding of how to achieve symptom control. Accord-

ing to Nordenfelt (1995), persons are primarily acting

beings, and when illness occurs, a vital goal for many will

be to try to retrieve their acting capacity and relieve them-

selves from discomforting symptoms. For that they need

tools, such as self-care interventions, and as the results of

this study indicate, it is important to retrieve advice from

health care professionals about what to do. Kolcaba (1994)

states that unmet needs create negative tension that is

derived from obstructing forces outweighing facilitating

Table 4 Perceptions of factors obstructing the practice of self-care*

Group total

n (%)

Men

n (%)

Women

n (%)

Lack of knowledge

about illnesses

88 (28�7) 46 (37�7) 40 (23�4)

None of the included

factors

81 (26�4) 27 (22�1) 53 (31�0)

Difficulties in being

away from work

69 (22�5) 29 (23�8) 39 (22�8)

Lack of knowledge

about self-care and

symptom relief

45 (14�7) 25 (20�5) 20 (11�7)

Lack of time 41 (13�4) 18 (14�8) 23 (13�5)
Lack of money 40 (13�0) 13 (10�7) 27 (15�8)
Lack of confidence in

ability to efficiently

self-treat symptoms

33 (10�7) 16 (13�1) 17 (9�9)

Lack of medical

equipment at home

to monitor health

22 (7�2) 8 (6�6) 14 (8�2)

Lack of interest in

self-care

22 (7�2) 14 (11�5) 8 (4�7)

Contradictory and

complex information

22 (7�2) 10 (8�2) 12 (7�0)

Lack of support from

the health care centre

20 (6�5) 12 (9�8) 7 (4�1)

Difficulties in turning

information into practice

17 (5�5) 5 (4�1) 12 (7�0)

Other 12 (3�9) 5 (4�1) 7 (4�1)
Lack of support from

family, friends, workplace

or society

5 (1�6) 0 (0) 4 (2�3)

Lack of support from the

national telephone health

advisory centre

3 (1�0) 1 (0�8) 2 (1�2)

*Multiple answering alternatives were given.

Significance p < 0�05 marked in bold.
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forces, and that targeting interventions towards specific

needs for comfort drives negative tension in a positive

direction. Receiving advice about concrete actions to under-

take to gain symptom control might therefore be of great

value not only to reduce symptoms but also to gain a sense

of control and to shift the course of action towards health

and comfort.

But with later years’ emphasis on evidence-based medi-

cine (EBM), there is a possibility that there will be a lack

of evidence-based self-care interventions that health care

personnel can recommend. According to Lambert (2006),

many guidelines conclude that there is insufficient evidence

for strong recommendations because evidence is lacking, or

because the studies were not randomised clinical trials. In

the field of self-care, it can be challenging to scientifically

capture curing effects of interventions on minor illnesses as

they are self-limiting. Researchers and funding might gravi-

tate towards studying more acute, serious illnesses, leaving

self-care interventions for minor illnesses little explored.

During the last few years, the use of complementary and

alternative medicine (CAM) has had an upturn (Timmer-

mans & Oh 2010), possibly due to its provision of concrete

actions, regardless of efficacy, for the individual to under-

take for symptom control. It is vital that the quest for EBM

does not cause care-seekers to be left with only the option

of CAM when they search for tools for symptom control,

especially considering the increasing reluctance to medically

treat minor illnesses as the conditions are self-limiting.

Armstrong (2002) observed that health care personnel

integrate their professional knowledge with the knowledge

they build through experience, sometimes conducting their

own ‘clinical trials’ with individual patients and gathering

information through follow-up with their patients to

assess the effectiveness of interventions. Effectiveness is

evaluated as an intervention’s specific interaction with the

patient, and through experiment and experience, a pro-

cess of familiarisation with various therapies emerges. As

a result, new recommendations are sifted through peer

recommendations from fellow professionals, and knowl-

edge increases. This process integrates professional knowl-

edge with experience-based knowledge to provide

individualised care, and could function as a valuable

complement to EBM. When measuring outcomes of self-

care interventions, searching for outcomes of comfort

with interventions could be a more effective strategy than

merely searching for curing effects. According to Kolcaba

(1994), whole person responses, such as feeling comfort,

are most accurately measured using whole person out-

comes. This should be considered when measuring the

outcomes of self-care interventions for minor illnesses to

avoid exclusively considering the curing effect of an inter-

vention.

The results of this study indicate that people need some-

one to consult with and talk to about their conditions, and

almost one-third of the participants reported that discussing

their conditions with family or friends positively influenced

feelings of confidence. There was a significant difference

between the age groups, and the younger people more often

reported the need to consult with family or peers for confi-

dence in self-care, indicating that the accumulated experi-

ence of significant others could make them a valuable

source of information and reassurance. This could indicate

that the families’ older generations have not been com-

pletely replaced by Google and the Internet just yet. The

ability to consult with and support peers over Internet-

based, self-help communities and forums is a relatively new

phenomenon, providing the possibility to ask questions,

share illness experiences, discuss treatment options, provide

support, and give and retrieve advice instantaneously

(Vance et al. 2009). These forums have the benefit of being

a quick and inexpensive way of receiving help as people

share their know-how of managing diseases, an ability that

health care personnel might lack despite their medical train-

ing (Gray 1999). However, information and shared knowl-

edge from these types of sources might not be medically

accurate. But even if information comes from a reliable

source, interpreting a symptom and placing it in a context

can be difficult for persons who lack medical training, as

this action often requires medical skills (Hugenholtz et al.

2009). Advice from health care professionals could thereby

be a valuable complement to, rather than a replacement

for, peer and family advice, and might contribute to a trian-

gulation of advice received.

Respondents clearly perceived easy access to care to be

an important factor of support from health care services.

Lack of accessibility to primary health care due to closure

of primary health care centres has been reported as a main

factor in the utilisation of emergency care for nonurgent

conditions (Guttman et al. 2003). The SHD has an opera-

ble goal to answer 90% of calls within three minutes to

ensure good accessibility. Studies have reported that a com-

mon cause for consulting telenurses is the desire for reassur-

ance and acknowledgement (Wahlberg & Wredling 1999),

and that worrying and feeling a loss of control over the sit-

uation are important factors in deciding when to contact

health care services. The desire to rule out serious illness

might be the greatest incentive to contact health care ser-

vices (Lega & Mengoni 2008, Hugenholtz et al. 2009), and

telenursing could function as an easy and accessible way

for people to rule out serious illness and reduce worry. This
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way, the accessibility of the service could serve as a valu-

able contribution in meeting persons’ needs for confidence

and security.

Almost one-third of respondents perceived increased fol-

low-up after consultations as a way for health care services

to support self-care. However, it is uncertain whether

actual follow-up or merely being offered follow-up is the

main supporting factor. Bahr et al. (2014) found inconsis-

tent evidence regarding positive patient outcomes and

reduced health care utilisation from telephone follow-up.

Follow-up could be a valuable way for health care person-

nel to assess whether their recommendations were accurate

and effective. Most importantly, offering follow-up is a car-

ing act, and thereby individualises care so that only those

wanting follow-up may receive it. According to the theory

of the caring encounter (Halld�orsd�ottir & Hamrin 1997),

offering follow-up could serve as a method of showing

attentiveness to the care-seeker and demonstrating genuine

concern that the care-seeker recovers. Follow-up could also

be a way of showing mutuality, whereby the care-seeker’s

request for contact is answered and re-applied while keep-

ing a comfortable distance of respect and compassion as

the offer is free to decline.

Having a lack of time and difficulties being away from

work were perceived to be obstructing factors in the prac-

tice of self-care, especially for those under the age of 35.

Even persons with higher education and persons of mid-

income more frequently reported that difficulties being

away from work were obstructing factors in the practice of

self-care. This could be said to be symptomatic of the mod-

ern society, where working days and leisure time are often

replenished by scheduled activities. However, a study by

Heesch and Mâsse (2004) found that person’s perceptions

of lacking time for physical activity were not influenced by

the number of minutes that were spent on other responsibil-

ities. This suggests that perceptions about the time available

do not always reflect actual time commitments, and that

lack of time can be a convenient excuse when motivation

to engage in physical activity is low. These results could

imply that experiencing a lack of time is more of a feeling

than a factual state, and that interest in self-care is needed

to find time and motivation for self-care.

Study limitations

The response rate was low (32%), but was similar to the

response rates of comparable studies in the UK (Elliott

et al. 2011, White et al. 2012). Low response rates are a

well-known phenomenon, especially in general health ques-

tionnaires that are not directly aimed at individuals with a

specific condition, because respondents’ interest in the sub-

ject matter might be low (Curtin et al. 2000, Galea &

Tracy 2007). The questionnaire was relatively long and

required approximately 15–20 minutes and some effort to

answer. Another possible explanation for the low response

rate could be that the printed version of the questionnaire

was sent only once, and the reminders contained a link to

the online version of the questionnaire. Very few (n = 37,

11�7%) responders chose to complete the survey online.

Although the response rate was low, the sample size was

relatively large, and participants from various demographic

and socioeconomic groups were well-represented in the

study sample. A low response rate is generally considered

to be a threat to survey usefulness (Dawson & Trapp

2004); however, there are studies (Curtin et al. 2000, Ke-

eter et al. 2000) indicating that large differences in response

rate have only minor effects on cross-sectional analyses.

A general health questionnaire was used in this study,

and not using a standardised questionnaire can be seen as a

limitation (Dawson & Trapp 2004). However, there are no

existing standardised questionnaires regarding self-care for

minor illness. Instead, the questionnaire was constructed

using Dawson and Trapp (2004) examples for developing

questions. The questionnaire also went through pilot testing

and a thorough process of validation to make sure the

questionnaire covered the phenomenon it was intended to

cover. The results from this study indicate that women, per-

sons older than 65 years, and persons with tertiary educa-

tion were slightly overrepresented. It is known that some

groups are more likely to participate in studies, these being

women, older persons, persons with higher socioeconomic

status, and persons with higher education levels (Galea &

Tracy 2007). Considering the skewness of distribution,

analyses were performed both as a whole and in strata. A

power analysis revealed the need for a minimum of 63 per-

sons in each strata for a power of 80%. All groups, except

persons below the age of 35 (n = 59) and persons with the

highest income (n = 41), contained more respondents than

required for sufficient statistical power. The characteristics

of the nonrespondents tend to be similar to the late respon-

dents in responding to surveys (Lindner et al.2001). A MA-

NOVA analysis was performed to detect differences between

the early and the late responders, but significant differences

were not observed.

Conclusions

Accessibility was perceived to be an important factor of

support, and participants reported the need for advice to

manage their symptoms efficiently. Young age was the
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factor influencing people’s perceptions of needs and sup-

porting factors the most. Young age and low knowledge

scores about minor illnesses were the two factors that had

the most influence on perceived obstructing factors, and

both these factors significantly marked a lack of interest in

self-care as an obstructing factor in the practice of self-care.

This underlines the importance of acknowledging the com-

plexity of needs related to self-care for minor illness, and

the importance of nurses adjusting health care advice and

support depending on the age, experience and knowledge

of the care-seeker. Participants reported the need for advice

regarding the effective management of their symptoms, and

further research on self-care for minor illness is needed to

scientifically measure the effects of self-care interventions,

preferably by whole person outcomes.

Relevance to clinical practice

If health care services fail to meet the needs of care-seekers

with minor illnesses, these care-seekers might feel inclined

to continue their search for health care by attending out-of-

hours clinics and emergency departments. To prevent per-

sons from seeking advanced care for minor illness, health

care services must ensure that persons are provided an easy

accessible and cost–effective way into the system for help

and advice. Nurses play a major role in the dissemination

of advice in self-care, and teaching strategies for symptom

control and providing persons with proper tools for manag-

ing minor illness is essential to limit demand of medical

care to the conditions that are in need of such. Provision of

telenursing through channels like the NHS 111 in the UK,

the Swedish Healthcare Direct in Sweden and HealthDirect

in Australia most likely plays a key role in promoting self-

care for minor illness. Access to health care services is

about more than availability; it also includes the adminis-

tration of care with compassion, with sensitivity to a per-

son’s needs and with tolerance for diversity.
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Abstract
Aim. The aim of this study is to explore the influence of nurse-led self-care

advice on healthcare utilization and patients’ satisfaction with telephone nursing.

Background. Many consultations in high-cost settings are for conditions that are

manageable through self-care and callers with greater satisfaction with the nurse

interaction are nearly four times more likely to engage in self-care.

Design. Cross-sectional study.

Methods. Questionnaires were sent out to 500 randomly selected callers to the

Swedish Healthcare Direct in Northern Sweden during March 2014. Callers were

asked about their satisfaction with the consultation, their intended actions prior

to consultation, the recommendation given by the nurse and the action

undertaken after the call.

Results. Young callers and persons recommended watchful waiting or recurrence

if no improvements were significantly less satisfied with their care. When calling

on their own behalf, both men and women rated the severity of their symptoms

equally and were advised to self-care to the same extent. Self-care advice had a

constricting influence on self-reported healthcare utilization, with 66�1% of cases

resulting in a lower level of care than first intended. Feeling reassured after the

call was the aspect of nursing care that influenced satisfaction the most.

Conclusion. Receiving self-care advice rather than referral to a general

practitioner influences patient satisfaction negatively. Feeling reassured after

consultation is strongly related to satisfaction, which in turn has been found to

increase the likelihood of engaging in self-care behaviour.

Keywords: advice, healthcare utilization, minor illness, primary care, satisfaction,

self-care, telephone nursing
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Introduction

Minor illness is a common problem worldwide, and many

countries are seeing an increase in visits to the primary care

that is not in proportion to the population growth. It has

been found that 18�5% of consultations in high-cost set-

tings, such as emergency departments (ED) and primary

care clinics (PCC), involve conditions that are in fact man-

ageable without medical intervention (Fielding et al. 2015).

Due to the global and ever-increasing problem of antimicro-

bial resistance, voices have called for decreased medical

treatment of conditions that are self-limiting to their nature

(M€olstad et al. 2008). It is also economically beneficial for

strained healthcare organizations to direct the management

of minor illnesses away from high-cost settings (Watson

et al. 2015). According to Beckman and Anell (2013),

demand and expectations of welfare services will increase

in pace with increases in the gross domestic product and

household disposable income, as availability drives demand.

However, most symptoms of illness are not presented to

healthcare services (Elliott et al. 2011), and minor illness is

often managed through self-care interventions like watchful

waiting, self-medication and rest (Gustafsson et al. 2015a).

In many countries, telephone nursing call centres have been

introduced to provide patients with easy access to trusted,

quality health information and advice. The Swedish

Healthcare Direct 1177 (SHD) is an on-call telephone nurs-

ing service offering healthcare advice similar to the NHS

Direct in the UK, LINK in Canada and Health Direct in

Australia. It is of special interest to study persons who are

recommended to practise self-care for their symptoms as

their needs may differ from persons referred to professional

caregivers.

Background

Minor illness is defined as a condition that requires little or

no medical intervention and that causes a disruption in

people’s everyday life, during a short period of time

(Gustafsson et al. 2015b). Minor illness is self-limiting to

its nature and left untreated it rarely implies complications

that threaten human life. Nevertheless, symptoms of minor

illness can still be intense and generate high levels of dis-

comfort and uncertainty about their exact nature and treat-

ment (Kinnersley et al. 2000). According to Elliott et al.

(2011), symptom characteristics, rather than personal char-

acteristics, are often associated with the use of both lay

care and medical care in high-cost settings, especially when

symptoms interfere with everyday life. Little et al. (1997)

found that attendance to general practitioners (GP) and

prescriptions of antibiotics for sore throat has a medicaliz-

ing effect and increases future attendance for upper respira-

tory illness. It is, therefore, of great importance that

medical treatment is reserved only for those in need of

intervention.

About half of the paediatric calls to the SHD has been

found to result in the provision of self-care advice

(Kaminsky et al. 2010) and compliance with self-care

advice through telephone nursing is high, ranging from

48-93% (Marklund et al. 2007, Williams et al. 2012,

Gustafsson et al. 2015a). Self-care is defined by the World

Health Organization (1983) as activities that individuals,

families and communities undertake with the intention of

enhancing health, preventing disease, limiting illness and

restoring health. In relation to this study, watchful wait-

Why is this research needed?

� The global and ever-increasing problem of antimicrobial

resistance calls for greater restriction in medical treatment

of minor illnesses

� Strained healthcare organizations entail economizing on

resources so that they can be redirected towards patients

with greater medical needs.

� Caring for persons in self-care is a challenging task

increasingly handled by telephone nurses and satisfaction

with the nurse interaction increases likelihood of engage-

ment in self-care behaviour.

What are the key findings?

� Persons receiving self-care advice are less satisfied with

their care compared with persons referred to a general

practitioner, indicating that their needs are not fully met.

� No gender bias was found in relation to patient satisfac-

tion or to recommendations to seek medical care or prac-

tice self-care.

� Self-care advice by nurses has a constricting influence on

healthcare utilization, with 66�1% of cases resulting in a

lower level of care than first intended.

How should the findings be used to influence policy/
practice/research/education?

� Caring for persons in self-care is a particular part of nurs-

ing practice and should not be seen as mere gatekeeping

� Reassurance is a key concept in telephone nursing and

helping persons feel reassured after the call is highly influ-

ential to patient satisfaction.

� Telephone-based self-care advice has the potential to

reduce healthcare utilization for minor illness, but further

research is needed to better meet the needs of persons

practising self-care better.
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ing or recurrence is seen as implicating actions of self-care

and self-monitoring. According to Williams et al. (2012),

callers with greater satisfaction with the nurse interaction

are nearly four times more likely to engage in self-care

behaviour. The measurement of patient satisfaction has

been criticized as consumerist and ‘emotionally stained’

(Gill & White 2009). This is because the most important

determinants of satisfaction have been found to be inter-

personal relationships and their related aspects of care

rather than the physical outcomes from care. According

to Kolcaba (1994), persons have desires and aspirations

that extend somatic needs, making the interpersonal rela-

tionship between the nurse and the patient highly interest-

ing to explore. Patient satisfaction plays a vital role in

improving both patient and institutional outcomes. This

underlines the importance of meeting persons’ needs to

the extent that they are satisfied with the care received.

The study

Aim

The aim of this study is to explore the influence of

nurse-led self-care advice on healthcare utilization and

patients’ satisfaction with telephone nursing. Five areas

guided the analysis of data: (1) differences between callers

recommended self-care vs. callers referred to medical care;

(2) differences in experience of waiting time between call-

ers; (3) differences in satisfaction between callers; (4)

aspects of nursing influencing satisfaction and (5) the

influence of self-care recommendation on healthcare uti-

lization.

Design

This was a cross-sectional study with a questionnaire as an

instrument for data collection.

Participants

First, a list of all callers to the SHD in Northern Sweden

during the first week of March 2014 was engendered. The

total number of callers that week was approximately 1500

and a third of the callers were randomly selected as study

participants. Study participants (n = 500) were then sent a

postal questionnaire. Five questionnaires were returned

unopened because of wrong address and two study partici-

pants had deceased after the call to the SHD. In total, 225

persons returned a completed questionnaire, giving a

response rate of 45�6%.

Data collection

Study participants received a questionnaire by post.

Enclosed with the questionnaire was an informational letter

with information about the study’s aims and procedures

and also information about the voluntariness of participa-

tion. A reminder was sent 2 weeks after primary dispatch.

Instrument development

The questionnaire was developed from an existing evalua-

tion of patient satisfaction among callers to the SHD (Rah-

mqvist et al. 2011) and a modified version of the Quality

from the Patient Perspective (QPP) questionnaire for tele-

phone nursing (www.improveit.se). Because of its similarity

to already tested instruments, no pilot study was per-

formed. The questionnaire was critically reviewed by a

panel of three experienced multidisciplinary senior research-

ers and one statistician. The questionnaire consisted of a

total of 26 items concerning the demographics of the study

participants, views on waiting time, planned and executed

actions related to symptoms along with a self-assessment of

symptom severity on a five-point Likert scale from no dis-

comfort (1) to very severe discomfort (5). It also contained

questions regarding what advice had been given by the

nurse. Satisfaction with the nursing care provided was rated

on a five-point Likert scale ranging from very dissatisfied

(1) - very satisfied (5). Satisfaction was measured with

respect to the reception given by the nurse, the nurse’s lis-

tening skills, compassion shown, information and advice

given by the nurse, agreement with the nurse’s recommen-

dation, feelings of reassurance after the call, satisfaction

with the help received and the overall satisfaction with the

SHD. Finally, respondents were given the option of com-

menting on their satisfaction with the service and providing

suggestions for improving the SHD.

Ethical considerations

A list of all callers was engendered by an IT-technician

employed by the county council and randomized selection

of participants was done by a statistician also employed by

the county council. The researchers were not part of this

process to minimize the insight in sensitive information.

The address list was checked against the mortality register

before handed over to the researchers. The information

made visible to the researchers was the names and

addresses of the randomly selected participants. To assure

confidentiality, these sheets are kept in a locked cabinet at

Lule�a University of Technology and will be destroyed
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10 years after the data collection. In the informational let-

ter enclosed with the questionnaire, study participants were

informed about the study’s aims and procedures. They were

also informed that participation was voluntary and that

submitting the questionnaire was regarded as written con-

sent of participation in the study. A regional ethical review

board reviewed and approved this study (dnr 2010-225-

31).

Data analysis

Quantitative data were analysed using the IBM SPSS statis-

tics predictive analytic software (version 22.0) and statisti-

cal packages for scientific computing with Python. Data are

presented descriptively as frequencies, percentages, means,

standard deviations and medians. Correlations were calcu-

lated with Spearman’s rho (q). Differences between groups

for non-parametric variables (gender, self-care/medical care,

occupation, education level, experience of waiting time)

were analysed using chi-square (v²) and Mann–Whitney (U)

tests. For parametric variables and variables with enough

respondents to satisfy the assumption of the central limit

theorem (c.f. Dawson & Trapp 2004) (age, waiting time,

satisfaction, self-rated symptom severity), the independent

Students’ t-test (t) was used. Odds and odds ratio were cal-

culated from the observations given in Table 2 and follow

the procedure presented in Dawson and Trapp (2004, p.

52). A Bayesian ordinal regression model following

Kruschke (2015) and Gelman (2004) was applied to assess

the influences of telephone nursing on the final action taken

by the callers after consultation with the SHD. The pre-

dicted variable is the action taken after consultation with

the SHD, and the two predictors are the intended action

prior to consultation and the recommended action by the

SHD. No control variables are considered as the data are

based only on callers to the SHD. The statistical signifi-

cance was set at a < 0�05.

Validity and reliability

The questionnaire was tested according to classical test the-

ory as described by Nunnally (1978) and a factor analysis

revealed one component: satisfaction with the nursing care

provided. For this component, the Cronbach’s alpha was

0�963, indicating excellent internal consistency. Item-total

correlations were 0�731–0�921 and inter-item correlations

were 0�579–0�862, supporting the internal consistency of

the instrument. The intraclass correlation coefficient (ICC)

was 0�742, indicating good correlation between items in the

scale.

Results

A total of 225 questionnaires were returned, giving a

response rate of 45�6%. The mean age in the sample was

48�15 years, ranging from 17 to 93 years. Women were

more frequent callers to the SHD (69�3%) and the majority

of respondents were born in Sweden (93�3%) and cohabit-

ing (79�9%). The study sample displayed good representa-

tivity of the population; the education level and occupation

of respondents are presented in Table 1.

Differences between callers recommended self-care vs.

callers referred to medical care

There were no significant differences between persons

advised to self-care compared with those advised to seek

medical care when compared with levels of education

(v2 = 2�1, P = 0�717), gender (v2 = 0�992, P = 0�609),
occupation (z = �0�856, P = 0�392) or age (t = �0�979,
P = 0�329). Persons advised to practise self-care assessed

the severity of their symptoms as less severe than persons

referred to medical care (x̄self-care = 2�58, x̄referral = 3�47)
(t = �4�376, P < 0�001). Amongst persons calling on their

own behalf, both men and women rated their symptoms as

equally severe (x̄men = 3�31, x̄women = 3�35) (t 0�208,
P = 0�836) and received advice to self-care to the same

extent (29�4% and 29�3%, respectively, v2 = 0�086,
P = 0�958).
Mothers called five times as often on behalf of their chil-

dren as fathers did (v2 = 6�283, P = 0�012). There was a

trend towards mothers being recommended self-care to a

higher extent than fathers, but this result remained non-

significant (v2 = 3�421, P = 0�181) and because of the small

sample size of fathers calling, no firm conclusions can be

made about the gender differences. The odds of fathers

Table 1 Characteristics of the study sample compared with the

general population of Sweden.

Sample

n = 225 (%)

Population

(%)

Occupation

Working 125 (56�1) 47�4
Student 15 (6�7) 6

Retired 62 (27�8) 22�1
Other 21 (9�3) 11

Highest completed education level

Compulsory school 42 (19) 12

Upper secondary school 85 (38�5) 52

Tertiary education 94 (42�5) 36

Source: Statistics Sweden (2014).
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receiving advice to seek medical care was 3�50 (95% CI

0�80–13�97) compared with advice to self-care, while same

odds for mothers was 1�15 (95% CI 0�63–2�08). The odds

ratio that fathers were recommended to seek medical care

was 3�04 (P = 0�207, 95% CI 0�61–13�46) compared with

mothers. However, data indicated that there was a

significant difference between parents’ ratings of their

children’s symptom severity as mothers rated the severity of

their children’s symptoms lower than fathers

(x̄mothers = 2�62, x̄fathers = 3�5) (z = �2�333, P = 0�02)
(Table 2).

Differences in experience of waiting time between callers

The median self-reported waiting time was four minutes.

The mean self-reported waiting time in minutes was 11�5
(95% CI 7�3–15�7), and the 5% trimmed mean was

6�9 minutes. Waiting time was perceived as fully reasonable

by 81�3%, not fully reasonable by 14�6% and unreasonable

by 4�1%. There was a small but significant negative correla-

tion between waiting time and the rating of the nurses lis-

tening skills (q = �0�190, P = 0�005), the nurse’s

compassion (q = �0�148, P = 0�033) and the overall satis-

faction with the SHD (q = �0�263, P < 0�001).
Estimated waiting time in minutes correlated with the

opinion of the waiting time (q = 0�582, P < 0�001) and had

a significant negative influence on patient satisfaction.

When waiting time was perceived as unreasonable, there

was a decrease in the rating of satisfaction with the per-

sonal reception (q = �0�238, P < 0�001), listening skills

(q = �0�224, P = 0�001), compassion (q = �0,203,

P = 0�003), information (q = �0�208, P = 0�003), advice

(q = �0�180, P = 0�010), reassurance (q = �0�216,
P = 0�001), help received (q = �0�238, P < 0�001) and the

overall satisfaction with the SHD (q = �0�333, P < 0�001).
There were no significant differences in the experience of

waiting time based on level of education (q = �0�028,
P = 0�684) or gender (z = �1�688, P = 0�091). Younger per-
sons more often perceived the waiting time as unreasonable

(q = �0�265, P < 0�001). When adjusted for age, an ANCOVA

analysis revealed that occupation did not significantly influ-

ence the experience of waiting time (F = 0�205, P = 0�893).

Differences in satisfaction between callers

Persons recommended to seek medical care were signifi-

cantly more satisfied with the SHD. There were no signifi-

cant differences in satisfaction depending on education

level, gender or whether the caller called on own behalf or

for a child. When adjusted for age, occupation did not

influence satisfaction either. Young age and waiting time

correlated negatively with satisfaction (Table 3).

Aspects of nursing influencing satisfaction

From the results, it became clear that the different areas of

care influenced to differing degrees on the final outcome

satisfaction with the help received and the overall satisfac-

tion with the service. The satisfaction with the help received

correlated with the overall satisfaction (⍴ = 0�779,
P < 0�001), but satisfaction with the help received corre-

lated to a higher extent with the sum score of the remaining

areas of the satisfaction scale (⍴ = 0�831. P < 0�001) com-

pared with the overall satisfaction (⍴ = 0�709, P < 0�001).
Feeling reassured after the call was the most important

factor influencing both satisfaction with the help received

and the overall satisfaction with the SHD (⍴ = 0�807 and

0�702, P < 0�001). Being in agreement with the nurse about

what action to withtake was the factor that correlated the

least with the satisfaction with the help received (⍴ = 0�638,
P < 0�001) and the overall satisfaction (⍴ = 0�479,
P < 0�001).

Influence of self-care recommendation on healthcare

utilization

Study participants were asked what they intended to do

about their symptoms prior to calling the SHD, what action

Table 2 Self-care advice vs. referral to medical care for mothers and fathers.

Advice from the nurse

Mothers Symptom severity

Mean (SD) Odds*

Fathers Symptom severity

Mean (SD) Odds*n (%) n (%)

Self-care advice 20 (40�0) 2�15 (0�93) 2 (22�2) 2�5 (0�71)
Contact other caregiver 7 (14�0) 2�29 (1�38) 0 (0) 0

Referral to medical care 23 (46�0) 3�13 (0�87) 1�15† 7 (77�8) 3�57 (0�53) 3�50*
Total 50 (100) 2�62 (1�07) 9 (100) 3�5 (0�85)

*Odds were calculated following the procedure presented in Dawson and Trapp (2004).
†Compared to self-care advice.
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was recommended by the SHD and what action was taken

after the call. Self-care advice from the SHD had a con-

stricting influence on healthcare utilization, with 66�1% of

the cases resulting in a lower level of care than first

intended.

The Bayesian ordinal regression model [following

Kruschke (2015) and Gelman (2004)] of the effect of advice

on healthcare utilization can be summarized by the pre-

dicted variable yi, which is the ith individual’s action taken

after consultation with the SHD and its two predictor vari-

ables: (I) x1i the individual’s intended action prior to con-

sultation with SHD and (II) x2i the ith individual’s

recommended action by the SHD. The data (i.e. yi, x1i and

x2i for i = 1,. . ., 225 individuals) are categorized into four

increasing levels of care: 0 = self-care; 1 = primary care

clinic; 2 = out-of-hours clinic and 3 = emergency depart-

ment.

Both predictors were found to be significant, and the data

and the results from the ordinal regression can be seen in

Figure 1. The three black lines in Figure 1 are thresholds

obtained from the regression model, and the dark grey and

light grey regions represent the 50% and 95% credible

regions, respectively, for each line. The slope of the lines

reviles the relative effect of the two predictors (intended

action and recommended action) on the final outcome (ac-

tion taken after consultation). The lines in Figure 2 lean

with a slightly negative coefficient, indicating that the rec-

ommendation given by the SHD is the dominating effect. A

further analysis of the inverse of the negative slope coeffi-

cient shows that the recommended action has on average

5�52 (95% CI 1�83–12�84) times more effect on the action

taken, compared with the intended action prior to consulta-

tion. Significant effects of other predictors on the final

action taken by the callers have not been found based on

this datum material. There is no evidence in the material to

conclude significant differences between groups categorized

by gender or persons calling on behalf of their children.

Discussion

The main findings of this study were that symptom severity

rather than personal characteristics are associated with the

referral to medical care. Younger persons and persons rec-

ommended to practice self-care were less satisfied with their

consultation. Feeling reassured after the call influenced sat-

isfaction the most, and nurses’ advice was highly influential

on care seekers choice of actions after the call.

The result show that nurses self-care advice had a con-

stricting effect on healthcare utilization and influenced the

caller’s decisions about what action to take more than the

callers own intentions prior to the call. This indicates that

nurse–client interaction through telephone nursing triage

Table 3 Patient satisfaction with the call to the SHD. Range 1–5.

Patient rating of satisfaction with. . .

(Nsc = sample size self-care,

Nr = sample size referral)

Group total,

Mean � SD

Self-care

advice,

Mean � SD

Referral to

medical

care, Mean � SD

P-value

difference

in means*

Experience of

waiting time† q
(P value)

Age†

q (P value)

..Personal reception

Nsc = 65, Nr = 123

4�29 � 0�96 4�08 � 1�11 4�44 � 0�81 0�022 �0�238 (P < 0�001) 0�146 (P = 0�029)

..Listening

Nsc = 65, Nr = 123

4�48 � 0�92 4�14 � 1�20 4�67 � 0�71 0�002 �0�224 (P = 0�001) 0�189 (P = 0�005)

..Compassion

Nsc = 64, Nr = 121

4�30 � 1�04 3�94 � 1�26 4�45 � 0�91 0�005 �0�203 (P = 0�003) 0�181 (P = 0�007)

..Information

Nsc = 63, Nr = 113

4�12 � 1�11 3�84 � 1�30 4�22 � 1�00 0�031 �0�208 (P = 0�003) 0�261 (P < 0�001)

..Advice

Nsc = 62, Nr = 116

4�18 � 1�06 3�82 � 1�29 4�33 � 0�93 0�008 �0�180 (P = 0�010) 0�246 (P < 0�001)

..Agreement

Nsc = 65, Nr = 122

4�43 � 1�00 3�89 � 1�25 4�68 � 0�74 0�000 �0�118 (P = 0�085) 0�082 (P = 0�226)

..Reassurance

Nsc = 65, Nr = 123

4�17 � 1�06 3�92 � 1�25 4�29 � 0�94 0�039 �0�216 (P = 0�001) 0�157 (P = 0�020)

..Help received

Nsc = 65, Nr = 122

4�26 � 1�07 3�92 � 1�38 4�41 � 0�87 0�012 �0�238 (P < 0�001) 0�175 (P = 0�010)

..Overall satisfaction

Nsc = 65, Nr = 123

4�25 � 1�00 4�03 � 1�29 4�34 � 0�86 0�083 �0�333 (P < 0�001) 0�105 (P = 0�119)

*Student’s t-test for equality of means.
†Correlation coefficient Spearman’s rho q.
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contributes to reduced healthcare utilization. This is an

important finding highlighting the potential of using nurse’s

skills to limit healthcare utilization for minor illness. Previ-

ous research has found that care seekers tend to repeat the

action that they took on a previous occasion and that visits

to general practitioners and issued prescriptions has a
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medicalizing effect (Little et al. 1997, Banks 2010). In con-

trast, Banks (2010) found that past experience with self-

care made 84% of care seekers choose self-care on the fol-

lowing episodes the condition. This calls for rational phar-

macotherapy as well as it underlines the importance of

telephone nursing triage where self-limiting illness is identi-

fied and self-care advice disseminated.

Several countries are experiencing great strain on the pri-

mary care services (Moscato et al. 2003, Marklund et al.

2007, Lega & Mengoni 2008, Watson et al. 2015), and

many efforts have been made to reduce the medical care for

minor illness. The UK being a leading country in this work

have launched several programmes with the aim of increas-

ing self-care, like the Working in Partnership Program, the

Self-care for People Program and the Self Care in Primary

Care Program (White et al. 2012). Redirecting the flow of

patients with minor illness away from general practitioners

towards community pharmacies could be strategic to found

future response to illness. Several countries have deregu-

lated several prescription-only medicines to OTC to facili-

tate the use of the pharmacy for treatment of minor illness

(cf. Banks 2010, Gustafsson et al. 2015a, Fielding et al.

2015, Watson et al. 2015). Creating trust in one’s capabili-

ties to efficiently obtain symptom relief is crucial to create a

good basis for future management of minor illness. This

becomes especially evident in relation to the parents of

small children, as this will lay the foundation for future

actions related to illness. Nurses have a strong position as

self-care advisors with unique opportunities to create a

trusting relationship with the patient to motivate, support

and encourage the practice of self-care.

The frequency of recommendations to practice self-care

in our study was 29% for persons calling on their own

behalf and 31�1% for parents calling for their child. This is

lower than findings from a paediatric study (Kaminsky

et al. 2010) (48%), but similar to the findings of Str€om

et al. (2011) (33%). One finding in this study was that per-

sons that were recommended watchful waiting and recur-

rence if no improvement were less satisfied with their care.

This is in line with the findings of Rahmqvist et al. (2011),

but in contrast to Str€om et al. (2011) and indicates that

persons recommended self-care have needs that are not

properly addressed. According to Kolcaba (1994) theory of

comfort, study findings indicate that enhanced comfort is

directly and positively related to subsequent patient and

institutional outcomes like decreased lengths of hospital

stays, successful discharges, financial viability of the health-

care institutions, patient satisfaction and improved public

relations when patients and families are happy with their

care. Watson et al. (2015) found that there is a positive

association between symptom resolution and patient satis-

faction. In relation to our findings, this could mean that

persons who receive self-care recommendations receive

insufficient help with action-oriented self-care advice aiming

to relieve symptoms and increase comfort.

There was a trend in the data that fathers were more

often recommended to seek medical care for their child

compared with mothers. The sample size of fathers calling

for their children was very small (n = 9), possibly explain-

ing why the analysis remained non-significant despite the

large OR between mothers and fathers. That fathers are

more often referred to medical care than mothers has been

found in other studies as well (Kaminsky et al. 2010,

Hakimnia et al. 2014). However, in our study, we found

indications that fathers might rate the symptom severity

higher than mothers, suggesting that the referral to medical

care was indeed medically induced. This could possibly be

explained by women still being seen as the principal care-

giver for children and more frequently consult with the

SHD (c.f. Kaminsky et al. 2010, Str€om et al. 2011), while

fathers might primarily leave that task to the mother and

choose to consults first only when the need becomes intru-

sive. While fathers share responsibility with and consult

mothers for children’s health matters, mothers might turn

to the SHD for this support.

Str€om et al. (2011) found that persons calling on behalf

of their children felt less respected in their encounter with

the SHD and that men felt less involved in the decision-

making process than women. Also, persons with higher

education were more satisfied with the SHD. None of these

findings were reproduced in this study, nor did personal

characteristics influence the level of care recommended to

the care seekers. This is an important finding, indicating

that care is being given on equal terms and an important

indicator of quality, also regulated in the Swedish Health

Care Act (1982:763). However, younger callers in our

study were significantly less satisfied to feel confident in

their practice of self-care, and young persons have been

found to have a greater need to have someone with whom

they can discuss minor illness. Knowledge about how to

obtain symptom relief is needed to feel confident in the

practice of self-care (Gustafsson et al. 2015b), and knowl-

edge about minor illnesses is built up through experiencing

minor illnesses (Gustafsson et al. 2015a). It could be that

younger persons lack the experience and have unmet needs

related to dealing with minor illness. Many young persons

have quite recently moved away from their parents and

started their own families, and they are faced with the chal-

lenges of handling illness without the immediate presence

of someone to share the responsibility with.
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Reassurance was the factor that correlated the most with

satisfaction. According to Kolcaba (1994), stressful health-

care situations generate needs that persons strive to meet or

have met and unmet needs are addressed by nurses. Reas-

surance is a nursing intervention that aims at relieving the

persons’ psychospiritual needs. Relief arises when a specific

need is met, creating ease which is defined as a state of

calm and contentment. Transcendence occurs when the per-

son is strengthened as a result of the illness experience. In

relation to our findings, this implies that meeting a person’s

need for symptom relief and reassurance will cause the per-

son to feel strengthened and at ease: the holistic expression

of comfort. According to Fareed (1996), nurses can reassure

through making a situation feel unthreatening. In relation

to our findings, this could imply that the nurse reassures

the care seeker by ruling out serious illness and displaying

confidence that symptoms are not dangerous and will clear

out. According to Fareed (1996), it is seen as reassuring

when nurses offer an assertion of optimism and encourage-

ment. Assuring callers of their ability to perform self-care

could have a positive effect on self-care behaviour through

the strengthening of self-efficacy. It has been found that

persons with high levels of self-efficacy are more likely to

engage in self-care (Williams et al. 2012).

Pincus et al. (2013) found that reassurance is linked to

patient outcomes and healthcare utilization and divides

reassurance into affective and cognitive types. Affective

reassurance embraces communication, including care and

empathy, warmth and friendliness, recognition of distress

cues and offering nonspecific reassuring statements. Cogni-

tive reassurance includes explanation of symptoms, exclud-

ing serious disease, negotiating treatment options, checking

understanding and summarizing. These modes of reassur-

ance are presented dualistically, in opposition to each other

and mutually exclusive. Affective reassurance is presented

as less beneficial and inferior to cognitive reassurance.

However, it is questionable whether cognitive reassurance

is even possible without the affective component. Rather it

might seem more likely that medical professionals’ and

researchers’ view on the concept of affections is tainted by

a disdain for soft, warm and caring values traditionally

attributed to femininity.

Limitations

The study design is cross-sectional, providing information

only about a fixed point in time, and the results should be

reproduced for increased reliability. However, the results of

this study are in line with other studies. Men were less fre-

quent callers to the SHD and fewer men called on behalf of

their children compared with women, in line with earlier

findings. The study was conducted in Northern Sweden,

where a very small part of the population is foreign-born

(10�1%). The low percentage of foreign-born respondents

in this study (6�6%) is therefore quite proportional to that

of the community, although impeding statistical analysis of

the variable. This calls for larger studies with more respon-

dents from areas with greater cultural diversity. Other

demographic groups were well represented in the sample,

enabling subgroup analysis and providing a good level of

generalizability for the population of Northern Sweden.

The response rate was rather low (45�6%), a common

problem in epidemiological research (Galea & Tracy 2007).

It is possible that the response rate could have been higher

if a second wave of reminders had been sent out; however,

this was not done due to ethical reasons. Two responders

had died shortly after the call to the SHD took place, and

the opportunity to get a slightly higher response rate did

not justify the possibility that family members would be

disturbed by receiving reminders addressed to the deceased.

The response rate, however, is considered sufficient for the

analysis of data due to the study sample’s resemblance to

the population.

A possible limitation of the study is that no comparison

to medical records was performed to control the accuracy

of the self-reporting of the action taken after the conversa-

tion with the SHD. Social desirability bias has been found

to result in higher levels of self-reported compliance to self-

care advice compared with medical records (O’Connell

et al. 2002). To reduce social desirability bias, the question

regarding what action was taken was asked in a neutral

manner and this question was placed before the question

asking what advice they had received from the nurse in the

questionnaire.

Conclusion

There are great incitements to meet minor illness on the

correct level of care, and nurses play a central role in the

promotion of self-care. More complete self-care counselling

can lead to better symptom relief and a reduction of health-

care utilization. This would imply both improved personal

and institutional outcomes and the liberation of resources

that can be redirected towards patients with greater medical

needs. Our findings indicate that the self-care advice given

today does not fully meet the needs of care seekers. There

could be several reasons for this, but one possible explana-

tion could be patients’ expectations on and beliefs in gen-

eral practitioners’ abilities to treat their symptoms

effectively, causing them to consult for minor illness. This
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calls for the need to meet care-seekers healthcare needs with

action-oriented self-care advice with a clear aim of relieving

symptoms and creating comfort for the care seeker. Careful

counselling as to the natural course of self-limiting illnesses

might alter expectations and possibly subsequent attendance

to primary care. Banks (2010) points out that self-care

advice must become what care seekers expect to hear when

they consult for minor illness. Nurses are important provi-

ders of reassurance to persons experiencing stressful health-

care situations and nurse’s advice is highly influential when

it comes to care-seekers decisions about what action to

undertake. The possibility of reducing healthcare utilization

through good nursing practice makes the role of the nurse

most interesting to explore in the context of self-care

advice. However, more research is needed to explore

patients’ needs related to the practice of self-care. As the

concept of reassurance has been found to be an important

concept for satisfaction, more research is needed to explore

patients’ needs of reassurance and how this relates to confi-

dence in the practice of self-care. A better understanding of

persons needs facilitates the provision of nursing care that

gives prominence to holistic comfort for the patient.
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Aspects of reassurance in self-care and 
self-care advice for minor illnesses 
 

ABSTRACT 

Background: Reassurance is a central concept in the practice of self-care, influencing both 

patient satisfaction and confidence in practicing self-care. Aim: To explore people’s 

experiences of reassurance in relation to the decision-making process in self-care for minor 

illnesses. Design: A descriptive interpretive study using qualitative content analysis. 

Methods: Twelve persons with experience in self-care and receiving self-care advice were 

recruited and data was collected through semistructured interviews between September and 

December 2014. Data was analyzed using qualitative content analysis, and a summarizing 

interpretation of the findings was made to explore the decision-making process in self-care. 

Results: The findings show that people described feelings of reassurance when they had 

previous experience with the symptoms and if they could actively manage their symptoms 

using self-care interventions. When the symptoms persisted and interventions lacked the 

desired effect, participants would become stressed and concerned often resulting in a decision 

to consult. When receiving self-care advice, participants needed to trust that the nurse had 

really understood their situation in order to counter the trust and embrace the advice. The 

summarizing interpretation revealed a process where the course of action was decided upon 

the basis of uncertainty and perceived risk. Reassurance allayed doubts and fears to 

confidence, and influenced self-care and consultation behavior. Conclusion: The nurse can 

constitute a calming force, and the encounter between the nurse and the care-seeker holds a 

unique possibility of reassurance and confidence that minor illness is self-limiting to its nature 

and that effective interventions can provide relief and comfort.  
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Keywords: Self-care, Self-care advice, Minor illness, Reassurance, Confidence, Nursing, 

Decision-making process. 

 

 

INTRODUCTION 
Later years, antibiotic resistance has become a major concern worldwide, and many efforts 

are made to counter its emergence. Self-care and active surveillance are increasingly 

advocated as a sound strategy to manage minor illnesses to reduce the medical treatment of 

self-limiting conditions (1). Minor illness is here defined as conditions that require little or 

none medical intervention (2) and that cause a disruption in people’s everyday life during a 

short period of time. The management strategy for minor illnesses is important because care-

seekers tend to take on strategies from past events. Attendance to doctors’ appointments and 

receiving antibiotic prescriptions increases future attendance while past experience with self-

care drives future self-care practices (3-4).  

Background 
In Sweden, a common line of contact with the health care services is the national telephone 

helpline Swedish Healthcare Direct (SHD), where nurses provide medical assessment, 

guidance and advice. Receiving self-care advice is a common outcome after receiving 

telephone nursing with approximately 30-50 % of calls resulting in self-care advice (5-7). In 

telephone nursing, reassurance has been found to be the factor that influences patient 

satisfaction the most (7). Satisfaction with telephone nursing is important in relation to the 

practice of self-care, as callers who are satisfied with the nurse interaction are nearly four 

times more likely to report engaging in self-care (8).  Satisfaction is described by Peplau (9) 

as a result of having needs, wants or goals met. Green et al. (10) found that dissatisfaction 

with telephone nursing typically involves the failure to meet a person’s needs including the 

need for advice and support or a failure to meet the need of having fears or anxieties allayed.  
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Reassurance is a concept that is largely unexplored within nursing sciences. Fareed (11) has 

described reassurance as a purposeful attempt to restore confidence and sees reassurance as a 

way of showing care. This includes according to French (12) explaining and familiarizing 

threatening situations, offering proximity, conveying emotional stability and allowing the 

care-seeker to ventilate fear. Concern about symptoms have been identified as drivers of 

health consultation behavior (13-14) and according to de Bont et al. (14), care-seekers consult 

with the desire for reassurance. This implies a conformation that symptoms are harmless and 

that self-care is practiced appropriately.  

In order to stimulate self-care practices for minor illness, it is important that we develop more 

knowledge about the decision-making process in self-care. With a better understanding of 

reassurance and its relation to people’s choices of action, the nurse can tailor her advice to a 

greater extent. More knowledge about people’s needs of reassurance when receiving self-care 

advice allows the nurse to provide a more accurate response to the care-seeker’s needs, thus 

improving the care given to people afflicted with minor illness.  

 

AIMS 
To explore people’s experiences of reassurance in relation to the decision-making process in 

self-care for minor illness. Specifically, the research questions were: 

1 To describe people’s needs in order to feel reassured about practicing self-care for minor 

illness. 

2 To describe people’s reasons for consulting with the health care services for their 

symptoms. 

3 To describe people’s needs in order to feel reassured about nurse-provided self-care advice. 
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METHODS 
Design  
This study had a descriptive interpretive design with qualitative content analysis as method 

for analysis and semi-structured interviews as method for data collection. The reporting of the 

research findings followed the COREQ checklist (15) 

 

Setting and participants 
The study was conducted in Northern Sweden. Study participants were selected through both 

consecutive and purposive sampling. In a previous study (7), study participants were asked in 

a questionnaire if they agreed to participate in a follow up interview-study. The inclusion 

criteria for participating in this study was respondents that agreed to be interviewed and that 

had received self-care advice without referral to medical care. In total, 43 respondents (19.1 

%) agreed to be contacted for an interview, out of which ten participants stated receiving self-

care advice without referral to medical care. Participants were approached by telephone by the 

first author and received oral information about the study’s aims and procedures. One person 

declined to participate because of a lack of time, and one person was not reachable despite 

four contact attempts. In total, eight persons were interviewed, but after the last interview it 

was clear that not enough data was gathered in order to reach saturation. This is because new 

data was still emerging within the last interview (c.f. 16).  

To broaden the diversity of study participants and thereby adding greater variation of 

experiences, contact was made with a multicultural association consisting of persons from 

around 15 different countries. The leader of the association gave permission for the first 

author to visit and inform about the study’s aims and procedures. Attendees were asked to 

contact the first author for more information if they wanted to participate in the study, leading 

to the inclusion of four study participants.  
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Data collection 
Participants were interviewed by the first author following a semi-structured question guide. 

Interviews (n=11) were performed on one single occasion and conducted between September 

and December 2014. Ten interviews were conducted individually and one interview was done 

with a cohabiting couple that wished to be interviewed together due to language difficulties. 

Participants were given the opportunity to choose the location of the interview. Interviews 

were performed by telephone (n=2), at the participant’s home (n=5), at the participant’s 

workplace (n=2), or at the researcher’s workplace (n=2). Notes were taken during the 

interview, but were excluded from the analysis of the data since the notes were merely an aid 

to the interviewer so that important tracks of the conversation were not missed. 

The first and last author constructed the semi-structured question guide. This was critically 

reviewed by the second author and consisted of open-ended questions. Clarifying questions 

were asked when needed.  Interviews were recorded and transcribed verbatim with a mean 

duration of 23 minutes and 31 seconds.  

  

Ethical considerations  

The study underwent ethical review and was approved by the regional ethical review board of 

Umeå (DNR: 2010-225-31). Minor illness was considered to have a low risk of stigma, and 

all participants received information about aims and procedures of the study. Study 

participants were informed that participation was voluntary and that they could withdraw 

from the study if they wished. They were ensured confidentiality and an anonymous 

presentation of the study findings, and were offered to take part of the study findings after 

publication. Recorded material and the transcribed text is encrypted and stored electronically; 
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and personal information managed according to the standards of the Swedish Personal Data 

Act (PUL 1998:204). 

 

Data analysis 
Data was analyzed using qualitative content analysis. The initial analysis steps followed the 

structure outlined by Graneheim and Lundman (17). The transcribed interviews were read 

several times to gain a wider understanding of the data as a whole. The meaning units 

corresponding to the aim of the study (n=412) were extracted from the transcribed text and 

inserted in Microsoft Excel 2013. Meaning units were then condensed, and in this process 

patterns were identified and three domains emerged. The following steps of categorization 

were done separately in each domain to gain a clearer view. Data was regularly checked 

against the original text during the categorization process to ensure proximity to the construct 

under study. 

Freshwater and Avis (18) describe analysis as a reductive process, where the evidence is 

reduced to basic units, whereas interpretation is a broadening process in which patterns are 

viewed in relation to a background. According to Patton (19), interpreting the data involves 

going beyond the descriptive data, attaching significance to findings, explaining, drawing 

conclusions, making inferences and building linkages. After the categorization of the data, a 

summarizing interpretation was made to gain a gathered image of the study findings in 

relation to a decision-making process. A summary of the categories and findings that related 

to the decision-making process was compiled, and this summary was then condensed in 

several steps until the core remained. The summary was then interpreted to explain and 

extrapolate relations to the decision-making process. According to Bryman (16), qualitative 

research tends to view social life in terms of processes. The summarizing interpretation 

contains our understanding of the decision-making process in self-care, illustrated by a 
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process map. All authors participated in the analysis process, and categorization and 

interpretation was discussed until consensus was reached. 

 

RESULTS 
In total, twelve persons were interviewed, two of which were foreign-born. The distribution of 

men and women was equal, and participants’ age ranged from 35-82 years with a mean of 

48.6 years.  

The analysis of the data illustrated the need for reassurance related to a process consisting of 

engaging in self-care practices, consulting for self-care advice and receiving self-care advice 

from a nurse (Table 1). A summarizing interpretation of this process is presented at the end of 

the results section. 

 

Table 1 Domains and categories. 

Domain Categories 

Self-care Feeling stressed and concerned that the symptoms might be dangerous 
Knowing from experience that minor illness is natural and transient 
It is reassuring to have someone to talk to when one is worried 
Actively using self-care interventions to manage the symptoms 

Decision to 
consult 

 

I consult when I am stressed by severe symptoms, or if new symptoms appear, persist or worsen.  
I consult when I worry that the symptoms are dangerous and it is difficult to determine what to do 
I consult when others tell me to  

Self-care advice Personal presence in the encounter 
Receiving an assessment and an explanation of what causes the symptoms 
Receiving precise advice and clear guidance about what to do  
Feeling welcomed and invited to recur if unsure 

 

Self-care 
Feeling stressed and concerned that the symptoms might be dangerous 
Participants were concerned that the symptoms might actually indicate a life-threatening 

condition and worried about the outcome. Participants were easily concerned when the 
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children were ill—especially with the first child or the first times they were ill. They 

described greater difficulties assessing children because they could not feel their symptoms 

like their own, and evaluated their general state to detect deviations from their natural state.  

“It’s different with the kids. You can’t feel their body like your own. You have to navigate 

after their mood and if they are fatigued” (Participant n°7, Woman, 38y) 

“It could be anything. So then you worry and wonder what will happen, is it cancer or what is 

it” (Participant n°3, Man, 82y) 

 

Knowing from experience that minor illness is natural and transient 
Participants knew from prior experience with minor illness that symptoms were harmless and 

transient, and recognizing symptoms from past events was reassuring and made it easier to 

remain calm. They knew what they needed to feel better and which medications that had 

worked for them, and that giving it some time would result in symptom clearance, 

“I wait until the very last, so to speak, and to 99% everything heals by itself. If something is 

wrong, you don’t need to force or strain yourself. It might just clear out eventually” 

(Participant n°3, Man, 82y) 

 

It is reassuring to have someone to talk to when one is worried 
It was described as reassuring to have family and friends close and to be able to ask for help 

and share experiences.   Parents would discuss their children's symptoms with other parents, 

and participants described this as a valuable way of gaining an overview over symptom 

progression and available treatments.  

“Then I talked to my wife, or maybe I called. That might be enough, just to get to talk to 

someone” (Participant n°3, Man, 82y) 
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When turning to family or friends for help and advice, participants exclusively talked about 

consulting with mothers, female friends or female relatives. Mothers knew useful home 

remedies and what to do. The mothers were teasingly described as always knowing best, but it 

was reassuring to have a wise mother to consult.  

“Then I’ll call my aunts and talk with them. Then they’ll tell me to take it easy, we’ll come by 

and pay you a visit, and when they've been here it feels nice” (Participant n°5, Man, 51y) 

“One’s parents always know best, especially the mothers, I think. Both my mother-in-law and 

my mother usually have home remedies that have worked.”  (Participant n°4, Man, 35y) 

 

Actively using self-care interventions to manage the symptoms 
Actively using self-care interventions was reassuring and enabled participants to gain control 

over the symptoms. This included having OTC drugs available for self-medication or using 

home remedies like drinking honey-water, lemonade, broth or just plenty with water. 

Surrounding themselves with peace and calm, as well as struggling with it for a while might 

lead to the symptoms resolving with time. 

“It may well be that you get a little panicked about it when they (the kids) are in pain for 

several days, you notice that they’re not feeling well. Then you can feel like .. now we really 

need to do something. And then, that you can try something like home remedies, that’s 

fantastic!” (Participant n°9, Woman, 39y) 

 

Participants also described reading up on the symptoms to feel reassured about practicing self-

care. The pharmacy was also a natural source of information and advice, however some 

participants doubted the pharmacists’ medical knowledge and stressed the importance of 

receiving the same advice from the pharmacy and the HCS. In order to feel confident in 

practicing self-care it was important that the self-care interventions were effective. If the 



10 
 

intervention lacked effect or failed to provide relief, then the participants would change their 

strategy and tried something else that might be more effective. 

“Well I guess you want results, or, I feel that it will be.. if you are taking something for a 

condition you want to see that it works” (Participant n°2, Man, 35y) 

 

Decision to consult 
I consult when I am stressed by severe symptoms or if new symptoms appear, persist or 
worsen. 
If symptoms were severe or if they occurred outside opening hours of the primary care clinic, 

participants would feel stressed, causing them to consult. If self-care interventions and 

medications lacked an effect and the symptoms persisted despite participants efforts, then it 

would cause would cause uncertainty leading to a decision to consult. If symptoms worsened 

or new symptoms appeared, then the participants would consult. 

“The cough would not clear out. So then I waited, and took paracetamol and stuff, but it 

didn’t clear out. So then I went to see the doctor eventually” (Participant n°3, Man, 82y) 

If you are a bit unsure, things don’t work out the way you thought they would (Participant 

n°10, Woman, 39y). 

                                                                                     

I consult when I worry that the symptoms are dangerous and it is difficult to determine what 
to do 
Participants described it as easy to make a decision if the situation was really serious, then 

they would just go to the ED without calling first. It was harder to know what to do if they 

perceived the situation as uncertain and making sense of the symptoms was difficult. 

Participants would decide to consult if their symptoms caused worry and were perceived as 

dangerous. 

“Then I didn’t call the SHD because I understood that now we just need to go straight to the 

ED” (Participant n°8, Woman, 75y) 
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Fever was seen as a warning sign, and participants described beliefs such as one is not ill if 

one does not have fever, and that everything is ok as long as you don’t have a fever, 

particularly when children were ill. When children differed markedly from their natural state, 

parents would consult. 

“My mother has taught me that if you don’t have a fever, you’re not ill. So even if you are 

snotty and coughing and so, you’re not ill if you don’t have a fever. And I never have fever. 

(Participant n°12, Woman, 40y) 

 

I consult when others tell me to 
Participants described it as a big step to consult with the SHD, and that it was often friends or 

relatives that would tell them to consult. Some had heard about the SHD through 

recommendations and had received advice to call. 

“Often it is someone else that tell me to seek medical care.“ (Participant n°6, Woman, 39y) 

 

Self-care advice 
Personal presence in the encounter 
Generally the context of the call did not invite to informal chats, which could contribute to 

feelings of distance and a cold and neutral meeting.  But when the nurse shared her personal 

experience they felt that the nurse really understood their situation, and they trusted even 

more that she knew what she was talking about. Participants described wanting to feel that it 

was an actual person on the other side, and that this person was on the same ‘level’ as them—

sympathetic, present and understanding. Talking with the nurse was sometimes described like 

talking to one’s grandmother—a familiar and genuine experience. 
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“That you can be on the same level. That the nurse can say; ’you know, we had that last 

summer and it was no fun’. And then, ’do this and do that’. It feels more natural.” (Participant 

n°4, Man, 35y) 

 

Difficulties explaining their symptoms over the telephone raised doubts if the nurse could 

really understand the situation correctly, and participants needed to trust that the nurse had 

really understood their situation in order to counter the trust and embrace her advice. They felt 

reassured when the nurse truly listened, and was professional, calm and factual. Participants 

described it as reassuring if the nurse was alert and able to read the situation and identify the 

problem by asking the right questions. Checking comprehension was reassuring, as it gave the 

participant a feeling that the nurse really wanted to get a clear image of the situation. 

”Through the questions they posed it was like they were talking to the child through me—like 

a really good channel I thought”. (Participant 9, Woman, 39) 

 

Receiving an assessment and an explanation of what causes the symptoms 
Not knowing the cause of the symptoms created concern, and talking to someone experienced 

and receiving a clear assessment and explanation of the symptoms provided calm and 

reassurance. Participants needed to know if the symptoms were signs of dangerous illness in 

need of urgent medical attention, and worried that they might be wrongly assessed with minor 

illness. When the call ended, they described wanting to have the feeling that their symptoms 

were not that dangerous, and the nurse’s assessment was used as a basis for their own 

assessment. 

“Then I got an explanation, and if you know what it is, then you feel reassured. Oh it’s just 

that, and then it turns out that it’ll clear out by itself”. (Participant n°3, Man, 82y) 
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Receiving precise advice and clear guidance about what to do 
Participants needed help knowing if self-care was appropriate for their condition, and how 

they should monitor the symptoms and what to look out for. Participants wanted clear and 

concrete advice on what to do to manage the symptoms. They appreciated smart and handy 

advice, and described calming down when they knew what to do.  

“It might be that you are seeking this reassuring feeling, that you get some advice and that 

brings a sense of calm. That you feel like it might not be that bad .. or if it would have been 

worse, well, bring her to the doctor. Yes, then you’ll do that. So, that you get the feeling like: 

Do this!” (Participant 9, Woman, 39) 

 

Feeling welcomed and invited to recur if unsure 
The SHD was described as an entrance to the health care services, and participants felt 

reassured when they were welcomed even if their symptoms were of minor illness. Having 

time and effort invested in the encounter was reassuring, as well as feeling that they received 

help of the same quality as if they had visited the doctor. Participants wanted a closer 

connection between the SHD and the pharmacy, like nurses being able to issue ‘prescriptions’ 

of OTC drugs, preorder medications or products for them. 

“That you feel that you get that support, that care that you would’ve gotten if you went there 

in person”. (Participant n°1, Man, 57y) 

 

Some participants had experienced the feeling that the nurse was just there to gate-keep the 

doctor’s appointments, and not being welcomed when consulting with minor illness. 

Receiving self-care advice could be perceived as trivializing, like their concerns were not 

taken seriously and that they were dismissed. Being invited to recur created a feeling that the 

nurse had listened and taken them seriously.  
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“You almost want to hear the voice. You might almost want to hear that ‘if you are unsure 

then bring him to us’”. (Participant n°2, Man, 35y) 

 

Summarizing interpretation 
 

Figure 1 

 

Figure 1 Map of the decision-making process in self-care. The process reveals circular movements related to the 
decision to practice self-care or consult for advice, and reflects the person’s course of action on the basis of 
uncertainty and perception of risk regarding symptoms that could be either harmless or life-threatening. 
Reassurance has the potential to allay doubts and fears to confidence, potentially influencing self-care and 
consultation behavior. 

 

The starting point in the self-care process was when participants noticed the symptoms of 

minor illness. The symptoms of minor illness could cause stress and concern that it could be 

dangerous or even life threatening. If they recognized the symptoms from earlier experience, 

then uncertainty was reduced, and they knew that the symptoms were transient and harmless 
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and could therefore safely engage in self-care activities. Talking to peers and exchanging 

experiences about symptom management, course, and resolution was valued and affected 

course of action by its influence on the uncertainty and perceptions of risk. Being able to take 

action and engage in self-care activities meant exercising control over the symptoms, and 

reduced perceptions of risk. The effect of the self-care interventions was under constant 

evaluation and if the intervention was ineffective it would cause a change in the symptom 

management strategy. However, if the self-care interventions were effective, participants 

would continue self-care until symptom resolution. 

When the risk and suitable course of action were uncertain, the participants would consult in 

search of advice. If the self-care interventions offered little or no control over the symptoms, 

or if new symptoms appeared, participants described that it would lead them to a decision to 

consult. The threshold of concern was lower for children, and uncertainty was greater because 

it was more difficult to interpret the nature and urgency of their symptoms. If the situation 

was perceived as life-threatening, then the participants would seek immediate medical care. 

When consulting for self-care advice, the nurse’s reasoning about the symptoms reduced 

uncertainty and facilitated the participant’s assessment of risk. Receiving clear advice about 

what to do broadened the field of action and helped gain control over the symptoms. The 

quality of interaction with the nurse was important, and the level of reassurance was related to 

the level of personal presence in the communication, and the sense of the nurse taking the 

time to listen. This inspired trust that she had fully understood the situation, and thus 

participants could rely on her assessment and safely embrace her advice. 
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DISCUSSION 
The findings indicate that reassurance is an important and central need in the practice of self-

care, and that perceptions about symptom severity and urgency influence the self-care process 

and affects people’s course of action.  

 

Participants described feeling reassured about practicing self-care when they recognized the 

symptoms from past episodes of illness and recognized them as harmless and transient. This is 

in line with other studies where experience of minor illness was found to positively influence 

self-care (20-21). This could mean that past experience can contribute to feelings of control as 

and the course of the symptoms are known. But research has also found that parents with 

distressing experience of minor illness developing into severe disease perceived a minor 

symptom like cough as a potentially very serious health threat (21), indicating that experience 

also can generate concern.  

 

Participants appreciated the nurse sharing her personal experience and wanted to feel that she 

was an actual person, a person on the same ‘level’ as them. Showing familiarity, partnering, 

offering a thorough assessment and an effective treatment plan have been identified as 

strategies for overcoming the negative impact of the power imbalance on a trusting 

relationship (22). Participants described that feeling welcomed by the SHD nurse and feeling 

that they were incited to recur generated feelings of reassurance. This is in line with the 

findings of Green et al. (10) where feeling welcomed was an important aspect of reassurance. 

Even Hörnsten et al. (23) found that in the context of diabetes management, feeling welcomed 

resulted in satisfaction and engendered a feeling of trust. According to Green et al. (10), 

feeling welcomed to attend does not necessarily lead to immediate attendance, but rather 

contributes to a sense of control and the confidence to practice self-care a little longer.  
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In connection to our findings, Kolcabas Theory of Comfort is highly relevant. Kolcaba (24) 

defines comfort as the satisfaction of the basic human needs for relief, ease and 

transcendence. Comfort in self-care could be the relief of uncertainty and concern through the 

provision of reassurance, leading to a state of calm and contentment and thus strengthening 

the care-seeker in the confidence of a positive outcome. Being able to control symptoms 

through effective self-care interventions reduced uncertainty and perceptions of risk. 

Interventions were under constant evaluation and needed to be effective in order to provide 

reassurance. This highlights the importance of further research to build a more solid 

foundation for evidence based practice in self-care advice. The failure to include theory or 

patient input into clinical decision making is a common critique of evidence based practice in 

nursing (25). Since identifying curing effects of self-care interventions in self-limiting 

condition is of little value, studying self-care interventions with comfort as the primary 

outcome could add to the existing body of knowledge and inform evidence based practice due 

to the theoretical descent and person-centered, holistic nature.   

 

Strengths and limitations 
The sampling of study participants in this study was both consecutive and purposeful, which 

means that the sample in not likely to be representative of the general population. But the goal 

of qualitative research is ‘to provide a rich, contextualized understanding of human 

experience through the intensive studies of particular cases’, rather than drawing broad 

inferences (26). To reduce the risk of sampling bias, efforts were made to include participants 

that were diverse regarding gender, age and ethnicity to ensure saturation and variation in the 

phenomenon under study. Since interviewer was both a district nurse and a researcher, there is 

a risk of social desirability bias. To prevent this, the interviewer clarified that she did not 

work at the SHD. Allowing the participants to choose the location of the interview and 

maintaining a calm and kind appearance helped create a calm and secure environment so that 
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all participants were encouraged to share their experiences. There is also a risk of recollection 

bias since 6 months had passed since the original phone call to the SHD, but as self-care and 

self-care advice is a commonly occurring phenomenon in people’s lives, participants had no 

problem remembering situations in which they had experienced this.  

Validity in qualitative research pertains to whether or not the research findings represent a 

credible interpretation of the original data (27). The risk of confirmation bias was addressed 

through triangulation of the categorization and interpretation of data between the authors and 

the ambition to stay close to the transcribed text within the analysis of data. Reliability 

pertains to the stability of the collection of data (27). The question guide was carefully 

constructed by the first and last author under the critical supervision of the second author. 

Stability was established through the use of the same question guide at all interviews, and 

consistency was established through maintaining integrity of issues raised in the question 

guide. Equivalence was tested through the use of alternative forms of a question with the 

same meaning, such as: can you describe a situation when you felt reassured after talking to 

the nurse at the SHD and have you ever felt unsure after talking to the nurse at the SHD?  

CONCLUSION 
This study has provided more knowledge about the decision-making process in self-care, and 

how reassurance is related to people’s choices of action. Symptoms of minor illness generate 

concern, and giving clear advice and effective options for action broadens care-seekers room 

for action and offers control over the situation. This underlines the importance of 

substantiating self-care advice with theory derived and research-based evidence. Kolcabas 

mid-range Theory of Comfort could be useful in the context of minor illness, both in future 

research about effects of self-care interventions and in the clinical setting as a benchmark for 

good quality care.   
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Inviting care-seekers to recur if unsure provides reassurance and characterizes a humble 

approach to medical assessment. This denotes an understanding that medical assessment is a 

snapshot in time and that the nurse cannot always know the course of the symptoms. Saying 

goodbye with an open door marks an open continuation of nursing care and a present response 

to care-seekers needs of help and reassurance. If there is to be a shift from medical treatment 

to self-care for minor illness, it is time we acknowledge that just as health is more than the 

absence of disease, self-care is more than the absence of medical care. 
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