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Abstract

Background: Developing Information and Communication Technology (ICT) supported health communication in
PHC could contribute to increased health literacy and empowerment, which are foundations for enabling people to
increase control over their health, as a way to reduce increasing lifestyle related ill health. However, to increase the
likelihood of success of implementing ICT supported health communication, it is essential to conduct a detailed
analysis of the setting and context prior to the intervention. The aim of this study was to gain a better
understanding of health communication for health promotion in PHC with emphasis on the implications for a
planned ICT supported interactive health channel.

Methods: A qualitative case study, with a multi-methods approach was applied. Field notes, document study and
focus groups were used for data collection. Data was then analyzed using qualitative content analysis.

Results: Health communication is an integral part of health promotion practice in PHC in this case study. However,
there was a lack of consensus among health professionals on what a health promotion approach was, causing
discrepancy in approaches and practices of health communication. Two themes emerged from the data analysis:
Communicating health and environment for health communication. The themes represented individual and
organizational factors that affected health communication practice in PHC and thus need to be taken into
consideration in the development of the planned health channel.

Conclusions: Health communication practiced in PHC is individual based, preventive and reactive in nature, as
opposed to population based, promotive and proactive in line with a health promotion approach. The most
significant challenge in developing an ICT supported health communication channel for health promotion
identified in this study, is profiling a health promotion approach in PHC. Addressing health promotion values and
principles in the design of ICT supported health communication channel could facilitate health communication for
promoting health, i.e. ‘health promoting communication’.
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Background
Primary Health Care (PHC) has been singled out as the
most suitable health care setting to meet the increasing
need for health promotion interventions and to curb the
rising number of chronic diseases [1-3]. A majority of
people depend on health care services for health informa-
tion, yet PHC is poorly equipped to provide this service
[4]. Developing Information Communication Technology
(ICT) supported health communication in PHC could
contribute to increased health literacy and empowerment,
which are foundations of health promotion and the notion
of enabling people to increase control over their health
and its determinants, and thereby improve their health
[5,6]. It is however essential to conduct a detailed analysis
of the setting and context prior to implementing an inter-
vention in order to “avoid murky water and increase the
likelihood of success” [7] (pg 506). The aim of this study
was to gain a better understanding of health communica-
tion for health promotion and factors affecting such com-
munication in a PHC setting, as a first phase in the
development of an ICT supported health channel.
Health communication
The development of health communication for promoting
health has mainly taken place outside the health care ser-
vices [1]. When health communication does occur within
the health care services, it lacks a broad socio-ecological
health promotion approach, needed to tackle lifestyle
related ill health and health inequalities [8,9]. An ecological
health promotion approach addresses socioeconomic and
cultural factors that determine health as well as providing
information and life skills to make appropriate health deci-
sions. Such an approach includes both promoting health
and preventing diseases [10], and is referred to as a health
promotion approach in this paper.
Consistent with this health promotion approach, health

communication in this article is defined as ‘the art and
technique of informing, influencing and motivating indivi-
duals, institutional and public audiences about important
health issues’ [11]. The communication adopts a participa-
tory approach whose main aim is empowerment through
dialogue and mutual learning; the process is as important
as the outcome [12].
Participatory communication could facilitate collabora-

tive learning for both provider and receiver of health com-
munication [13]. Health communication providers can
learn about receiver’s needs and preference for health
communication through collaboration process; an insight
that could enable them to construct health communica-
tion resources that is relevant and accessible to intended
receivers. Likewise, receivers may gain more knowledge
on health and health management as well as relationship
between health and lifestyle through the same dialogue
process. Raising health literacy of both parties is important
for sustainable health care services [14].
Improving health literacy is critical to empowerment

[15]. As a concept, health literacy encompasses more
than transmitting health information and developing
skills. It entails improving people’s access to health infor-
mation and support capacity to use it effectively; in
order for them to make informed choices, reduce health
risks and increase quality of life [14,16]. In this light,
health literacy is an important public health goal to
reduce inequity [6]. The Ottawa Charter identified cre-
ation of supportive environment, developing of personal
skills and reorienting health services as important action
areas [17]. These action areas are incorporated in the
Swedish Public Health policy [18], whose overarching
goal is ‘to create societal conditions to ensure good
health, on equal terms, for the entire population’. To
achieve this, eleven goal areas have been identified, two
of which are; to enable citizen participation in social and
health care services; and to re-orient health care services
into a more health promoting health services [18].

ICT- mediated health communication
ICT mediated health communication media, with internet
at the forefront, are increasingly becoming an accepted
strategy for communicating health. Internet’s flexibility
and accessibility through different channels makes it an
ideal platform for communicating health [19,20]. Health
channel in this paper is defined as a mode of transmission
that enables messages to be exchanged between “senders”
and “receivers.” In the context of internet, senders of the
communication may have to contend with participants
who engage, contest, reframe and deepen the messages in
the communication process. This may take place either in
an on-going dialogue in real-time or via other feedback
avenue [21]. Implementation of ICT for health communi-
cation or aspects of ICT in health communication, as in
eHealth applications, is essential to meet growing demands
for cost-effective, appropriate and individually tailored
health care as well as to increase accessibility to health
services [22], improve population health outcomes and to
achieve health equity [19]. Yet the implementation of ICT
supported health communication for health promotion
within health care services has been slow in uptake [8,19].
Criticism has been leveled at the existing ICT mediated
health communication in health care as it is perceived to
be predominantly individual based and pro-medicine in its
approach [4,23], lacking a holistic approach and ability to
address determinants of health [22]. Thus there is a need
to rethink health promotion in planning for ICT mediated
health communication [8,22] for a holistic approach in
conceptualization and design of ICT systems in health care
[24]. Innovative ways to design ICT systems in health care
can contribute to individual wellbeing and quality of life,
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and achieve improved public health and sustainable
e-services in general [25].
In the light of the challenges facing PHCs and opportun-

ities presented by ICT in health care services outlined in
the background, there is need to conduct a feasibility study
prior to implementation of a new ICT supported health
communication tool; in order to situate practice in its con-
text and increase the likelihood of success [7]. Implementa-
tion of ICT is expensive, time consuming and often
quickly outdated [8,26]. In order to develop sustainable
ICT systems that fulfill health promotion goals in PHC,
there is a need for both the system developers and health
personnel to understand what functions the system is sup-
posed to fulfill and the contexts in which it is to function
[27]. This need informs the aim of this study which is to
gain a better understanding of health communication for
health promotion and factors affecting such communica-
tion in a PHC setting. This study has the potential to guide
researchers and PHC managers in future feasibility studies
and/or the implementation of ICT systems.

Study setting
The study was conducted within a county council owned
PHC and its health promotion center ‘Hälsotorg’ in the
southeast of Sweden which provides health services to
approximately 10,500 inhabitants. The PHC center houses
several units: General Practitioner (GP) and District Nurse
(DN) consultations services, Child Health Services (CHS),
Hälsotorg, Pharmacy, Dental and Psychiatric Clinic.
The Hälsotorg was partly owned and managed by the

PHC. Hälsotorg emerged in several county councils in the
1990’s as a collaboration between the then, state owned,
pharmaceutical company and PHC in a bid to increase
health promotion within the PHC services [28]. According
to local evaluation reports, the concept and ambitions of
Hälsotorg were appreciated by health personnel as well as
visitors [29]. As it contributed to the alliance building with
other actors working in the field of health, opened up
PHC to the non patient segment of the society and
thereby increasing citizens’ accessibility to and participa-
tion in health care as stipulated by the national public
health policy [18]. This makes PHC a natural entry point
for reorientation of health care towards a more health-
promoting health services as proposed by the World
Health Organization (WHO) [17,30] and the Swedish
National Public Health Policy [18].
To improve accessibility to health promotion initiatives

for the local community, a research and development pro-
ject entitled ‘Virtual Hälsotorg’ (VHT) was initiated to
make Hälsotorg activities more accessible to the local
community through an internet supported interactive
health channel. The main objective of the VHT project
was to develop an interactive digital health channel for
health promotion, a virtual “meeting place” for health
issues between community members and health care
personnel in PHC. According to the project goals, VHT
channel was to be specifically adapted to the socio-
cultural context of PHC and the local community. The
VHT project was part of an EU funded research and
development project exploring how ICT can be used to
increase citizens’ accessibility to and participation in
health care, and development of health care services.
Methods
Study design
The Virtual Hälsotorg (VHT) research project adopted a
Participatory Action Research (PAR) approach [31]. A
model, entitled Spiral Technology Action Research (STAR)
[27], was used to guide the design process. The STAR
model combines health promotion and social theories,
PAR approach, critical pedagogy and ICT systems design
approaches using rapid cycle of change strategies [27]. The
iterative nature of the STAR model allowed continuous
feedback and dialogue between partners in the research
project which resulted in action/improvement of the prod-
uct thereby making it a tangible method for realize the
PAR approach of the project. The STAR model consists of
five developmental cycles entitled; Listen, Plan, Do, Study
and Act. For the VHT project, these cycles were combined
to form three developmental phases; phase 1; Listen, phase
2; Plan and Do, phase 3; Study and Act. This article covers
the first phase Listen; which entails ‘scanning the setting’.
This article had a dual purpose. First, to familiarize with
the setting for the intervention. Second, to assess health
communication needs and identify subject’s interaction
with technology. The goal of this phase in the VHT project
was to ensure that the development of the system was
guided by the users, both health professionals and the local
population, needs as expressed by them [27].
A qualitative exploratory case study [32] methodology

with multiple data collection methods; field study with
participatory observations, document studies and focus
groups were applied in the study to facilitate a holistic
view of health communication practiced at Hälsotorg and
PHC (Table 1). PAR approach, provided possibilities to
understand individual and organizational factors as well as
the relationships between these factors [32,33]. Since the
boundary between Hälsotorg and its context (PHC) were
not clearly evident, the whole context was treated as a
single case study [32]. The case and unit of analysis was
the phenomenon ‘health communication’ in the context of
PHC in general and Hälsotorg in particular. According to
Yin, use of multiple sources of evidence allows the investi-
gator to address a broader range of issues comprehensively
thereby contributing to convincing and accurate findings
or conclusions [32] hence increasing credibility and trust-
worthiness of the results [33].



Table 1 Summary of data description, sources and methods used for data collection

Data source Sample description Data collection methods

Field study A total of 251 visitors were registered during the 3 week period of field studies. Participatory observations with a field manual to guide data collection
under 3 months; 2 days a week in 2008–2009.

A manual was used to guide data collection

Documents One National Public Health Policy 2007/08:110 National policy documents identified and attained during previous
study in the same project.

One National pharmacy (Apotekets AB) Action Plan 2002. County council documents retrieved through manual and internet
searches through County Council website. using the terms “Hälsotorg”,

Three County Council plans; 2007–2009, 2008–2010, 2009–2011 “Health promotion AND Sweden”, “Primary Health Care” and “Policy”
Combinations of these terms were also used.

One Hälsotorg evaluation report 2008 Monthly Hälsotorg reports kept by personnel under the field study
period documenting

Three Hälsotorg network Meeting Hälsotorg activities and visitor’ statistics

protocols 2008–2009 Health information materials at Hälsotorg

Four Monthly reports covering the period of field study from the four Hälsotorgs in the region 2008 collected during the field study

Printed materials on lifestyle health problems from Hälsotorg.

Information on Hälsotorg activitities.

Focus groups Total (N=30) persons took part in 5 groups of 3–9 persons/group Focus group discussions, using semi-structured interview guide.

Group 1 and 2: DN from PHC (n=9)

Group 3: Hälsotorg network group consisting of 6

(3 pharmacists, 3 DN’s) Hälsotorg personnel from the other three Hälsotorgs in the region , 1 PHC manager,
1 Regional public health strategist, 1 Psychiatry clinic manager and 1 Dental clinic
manager (n=10)

Group 4: Immigrants at a Swedish language instructions class (n=8; 6 women, 2 women), ages 26–50.
Length of stay in Sweden 6 months – 8 years

Group 5: Hälsotorg Personnel in PHC setting of the case study (n=3)
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Case description
Hälsotorg in this study was managed by health profes-
sionals from the PHC and the Pharmacy. It offered a range
of health promotion activities including health informa-
tion in print and electronic media, individual health coun-
seling on life style related health problems like stress,
physical inactivity, overweight and chronic diseases such
as hypertension and diabetes. It also offered group activ-
ities such as: open public lectures, ‘power walking’ and
aerobics for people with physical disabilities. A customer
computer placed at the Hälsotorg; provided access to free,
trustworthy internet-based health information sites and
self-administered lifestyle tests. All activities were open to
all citizens free of charge.
The term ‘visitor’ was used to describe all who visited

Hälsotorg, regardless of how or why they came, in contrast
to ‘patients’ in other PHC units. Hälsotorg personnel did
not have an obligation to document visitors in the elec-
tronic patient record, thus all visitors had the right to be
anonymous. Hälsotorg had two types of clientele; visitors,
who visited of their own accord and visitors who came on
referral from GP, DN or CHS.
The case was expanded to include experiences of

personnel from the other three Hälsotorg in the region to
get a broader perspective of health promotion services
offered and to solicit input on the content and development
of a VHT model usable in all county council owned PHC
in the region. The GP and DN consultations services, CHS
and Hälsotorg belong to the same organization and will
henceforth be referred to collectively as ‘PHC’ in this paper,
likewise, personnel from respective units will be referred to
as ‘health personnel’, unless the need to separate them
arises.
Fields study
To familiarize with the setting for the intervention, find
and assess needs, and identify how subjects interacted with
technology, a field study was conducted under a period of
three months, twice a week, in 2008–2009. AJM took part
in Hälsotorg activities and staff meetings in the PHC,
collecting data using participatory observations [33]. A
total of 251 people visited the Hälsotorg during the period
of the field study, some of whom took part in the informal
interviews which formed part of the field notes.
Participatory observation as a method contributed to a

better understanding of the context, its actors and their
interrelations. Thereby a nuanced understanding of the
context as a basis for understanding data collected through
other methods such as focus groups and document studies
[33]. Furthermore, findings from the participatory observa-
tions were used to identify key actors (study sample) and
to design questions for the focus group. Participatory
observation was useful as expression of needs, especially
for technology based resources, is often tacit and hard to
deduce for the majority of the people [31,34].
A field study manual covering; activities conducted at

Hälsotorg, participants and reason for participation. The
manual also focused on how health communication was
framed and communicated as well as tools and strategies
used to communicate health. The interaction between
health personnel and between health personnel and Hälso-
torg visitors were also covered. The manual observations
notes, impromptu conversations and personal reflections
were recorded in field notes. The notes were then
expanded when the situation allowed or at the end of the
day to identify assumptions, make sense of the data, and
record personal insights that might have affected the data
[34] and discussed with the DN at Hälsotorg.
When Hälsotorg visitors allowed it, AJM actively partici-

pated in the activities which gave the opportunity to
closely observe the activity and ask questions in an unob-
trusive way [34,35]. Similarly, AJM, helped in the planning
of two public lectures during the field study, thus giving
insights on how health communication via mass-media
was articulated and executed. Field notes were read
repeatedly to make sense of the collected data and get a
sense of whole. The data was later coded and categorized
using qualitative data analysis [34].
Document studies
Purposive sampling was used to identify documents,
printed materials and records [34] that were of import-
ance to health communication and health promotion in
PHC. A total of 13 documents and other printed materi-
als used at Hälsotorg were identified as crucial to under-
stand how health promotion in PHC was articulated
in text and how it is interpreted in praxis as basis to
understand the what, how and why of health communi-
cation for health promotion practiced in PHC and
factors influencing it (Table 1).
The national documents; the public health policy 2007/

8:110 and pharmacy (Apoteket AB) Action plan 2002,
were identified through an earlier study of Hälsotorg im-
plementation analysis [28]. The county council documents
were identified during field studies data collection period
and obtained through internet searches on the county
council website. The rest of the documents included; an
evaluation report of Hälsotorg in the region, meeting pro-
tocols, monthly reports (mainly activities offered and sta-
tistics of visitors) kept by all Hälsotorg during the field
study. All the documents related to the development,
visions and goals for health promotion in PHC. Qualitative
content analyses were conducted whereby phrases de-
scribing health promotion, health communication in PHC
as well as PHC’s missions, role and responsibility in health
promotion were highlighted and coded [34].
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Focus groups
To explore the knowledge and experiences [34,36,37] of the
different actors in the PHC, focus groups were conducted
with actors involved in health promotion in PHC (Table 1).
Purposive sampling was used to identify potential informa-
tion rich sources and main actors [37] among health care
personnel in PHC and local community members. To gain
a better understanding of health communication for health
promotion in PHC and capture perspectives and experi-
ences of the different actors who affect or are affected by it,
effort was made to include providers, receivers and decision
makers of health communication in PHC.
Focus group participants were recruited using snowball

methods [38] where PHC manager and DN in Hälsotorg
played a key role in identifying and recruiting of in-
formants. A letter containing project information and a
request for participation was sent out to prospective infor-
mants in PHC and to a Swedish language class for immi-
grants. Respondents to the letter, were later contacted to
decide on dates and places for focus groups. Five focus
group interviews were conducted. Group 1 and 2 con-
sisted of DNs in PHC (n=9). Group 3, was Hälsotorg’s
network (n=10) consisting of PHC managers, a pharmacy
manager, dental clinic manager, psychiatric clinic man-
ager, Hälsotorgs personnel across the region, and a public
health strategist. Group 4 consisted of immigrants from a
Swedish language school while group 5 was made up of
Hälsotorgs’ personnel in the PHC of this case study. The
total number participants in focus groups was 30
(Table 1).
The immigrant group was a strategic choice as Hälsotorg

personnel recounted that from their experience, immigrant
groups had low health literacy and were hard to reach.
During the period of this study, Hälsotorg had contact with
immigrants in the Swedish language instruction school
(SFI). The immigrants were informed about the study and
requested to participate.
Data was collected using semi-structured, open ended

interview guide [34,39] divided in two parts. The first part
pertained informants’ personal experiences of designing,
delivering / receiving health information/ health commu-
nication in or from PHC. The second part concerned
informants’ knowledge and experience of ICT supported
tools for health information and suggestions for improve-
ments of health communications for health promotion.
Table 2 Analysis process and resulting themes

Subcategories Categories

Empowerment Behavior change Strategies for co

Channels Methods Competencies Tools for health

Interpersonal Group ICT mediated Types of health

Organisational positioning Physical positioning Strategic Position

Interests Resources Trust Collaboration
The interview guide was modified to adapt to the different
groups of informants in order to capture the varying per-
spectives, experiences, roles and needs. Focus groups with
health personnel were conducted in private rooms within
the PHC, while focus group with the immigrant group
was conducted in their classroom which was a familiar
environment [31]. AJM functioned as the principle moder-
ator in all the focus groups assisted by EO who took notes.
A post meeting analysis of the session was held by the
researchers at the end of every session to compare notes
and identify new ideas (if any) that needed to be explored
in the next focus group [37]. Focus groups discussions
were audio taped and transcribed per verbatim [34]. Data
was read repeatedly to achieve immersion and obtain a
sense of whole, then coded and categorized using induct-
ive qualitative content analysis [34].

Data analysis
Data from focus groups, participatory observations and
document analysis were analyzed, coded and categorized
separately using inductive qualitative content analysis [34].
Emerging categories from the different data sets were con-
stantly compared to each other and integrated into themes
(Table 2) to form a rich description of the case [32]. Cod-
ing was initially done by AJM and thereafter negotiated
and checked for comprehension with the other co-
authors. The derived results were then presented to the
DN in Hälsotorg for validation. Two main themes
emerged from the data analysis namely; communicating
health and environment for health communication.

Ethical considerations
The informants were informed on the nature of the
study, in accordance with the Swedish Ethical Review
Act (SFS 2008:192) and informed consent was obtained
from participants. Permission to a conduct field study
was granted by the PHC manager. One of the main aims
of PAR is to create equality between the researcher and
research subjects [31] as well as making explicit the
researcher’s assumptions, values and motives [40]. To
achieve this kind of transparency, AJM kept the partici-
pants informed of the project through; talking to the
personnel, taking part in workplace meetings and hold-
ing debriefing sessions with the other research members
to ensure that personal values and motives did not affect
Themes

mmunicating health

communication Communicating Health

communication

ing Environment for health communication
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the outcome of the study. Debriefing sessions provided
useful arena to discuss difficulties caused by AJM’s dual
role of a researcher and health worker when actively
taking part in the activities in Hälsotorg. However, since
the participatory element of enquiry was limited to partici-
patory observation, few problems were encountered as the
researcher was sensitive to the participants’ wishes [31].
AJM would always seek their permission prior to engaging
in any activity. The study was approved by ‘The regional
ethical committee for Lund/Malmö region’, at Lund
University in Sweden. Diary number 2009/120.

Results
The overall analysis shows that health communication is
an integral part of health promotion practice in Hälsotorg
and PHC but there was a dearth of consensus among
health professionals on what a health promotion approach
is, causing discordance in approaches and practices of
health communication. Two main themes emerged from
the analyzed data: Communicating health and Environ-
ment for health communication (Table 2). The results
are presented in these themes with their categories and
sub-categories. Quotations are included to illustrate how
the interpretation is grounded in the data.

Communicating health
Communicating health was identified as a major func-
tion for PHC by all informants. This theme captures
how health was communicated, understood and prac-
ticed. Health personnel identified a number of strategies
and tools used for health communication as well as
types of health communication carried out in PHC.

Strategies for health communication
This category mirrored two different approaches used by
health personnel to accomplish objectives for health com-
munication; empowerment and behavior change strategies.
Empowerment was indicated in the policy documents,
and acknowledged by health personnel, as the ultimate
goal for health communication in PHC. Field studies and
focus groups indicated however that the empowerment
strategy was more evident in Hälsotorg and in CHS com-
pared to the rest of the PHC units.
In the empowerment strategy, health personnel assumed

the role of a dialogue partner and facilitator for the learn-
ing process of patients and visitors. Decision were made
based on the receiver's understanding of the information.
This approach was commonly referred to by DNs as
‘meeting the clients where they are, in order to guide them
to where they want to go in terms of better health’. In most
Hälsotorg this empowerment strategy mostly focused on
building capacity and providing tools for visitors to make
informed decisions or creating solutions to health pro-
blems or lifestyle changes through a dialogue, while in
CHS, it focused on facilitating empowerment of parents
and creating a supportive environment for families. As
one Hälsotorg visitor expressed:

“Here (in Hälsotorg) I can discuss different things at
the same time, I was referred here by my Doctor
because of my high cholesterol but then, I ended up
discussing my sleep patterns that is more disturbing
to me really more than high cholesterol (laughter). . .
You can’t do that at the PHC” (Hälsotorg visitor 1).

Or as another informant expressed;

“That’s how we work all the time, promoting health
and preventing ill health in the home now we focus a
lot on unhealthy drinking and we routinely ask both
mothers and fathers about their drinking habit not
just mothers. It is important that children are safe and
parents who need help, feel they can get it” (FG 1).

In contrast to the empowerment strategy, the behavior
change strategy focused on disease and risk prevention.
Health personnel were more or less authoritative and
‘instructed’ the patient/visitor, assuming the role of ex-
pert, who ultimately informed the patient /visitor, what
was best for them. One of the (health) personnel
explained the health communication process as follows:

“We normally go through their (patients’) eating habits
and daily exercises together if any and then I show
them what they are doing wrong. Then I “teach them”
the right diet and tell them that they have to exercise at
least half an hour per day. Some do not follow our
advice but that’s their own responsibility” (FG 2).

Comparison of data from interviews and field studies
showed that the different strategies could be traced to
health personnel’s understanding of the health promotion
concept and the exhibited discrepancy between their
intentions to promote health and the existing praxis for
health communication in their respective units.
Tools for health communication
This category included tools as channels, tools as meth-
ods, and tools as competencies.
Tools as channels for health communication included

telephones, printed and electronic materials, and Internet-
based resources. These were used for health communication
with patients/clients/visitors separately or in combination,
depending on the nature or purpose of the activity and the
desired outcome. According to informants and observa-
tions, telephone, printed and electronic materials were
common channels for health personnel’s communication
with patients and visitors. Health personnel used Internet
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mostly to search for health information for the purpose of
updating their knowledge or to retrieve health information
materials for their clients/visitors. Patients and visitors
used telephones mostly for health communication with
health personnel, while Internet was used to seek know-
ledge in an area of interest or concern;-mainly chronic
diseases and self care.
Tools as methods included questionnaires, brochures,

and electronic or printed health tests. Almost all individ-
ual counseling sessions were initiated using a printed or
electronic health questionnaire followed by a dialogue.
Health personnel were positive towards these tools, as
they gave structure to health communication activities.
However, according to health personnel and visitors these
methods could potentially encourage an expert-laymen
driven approach, reducing health communication to filling
of questionnaires instead of having a dialogue between
partners. Health personnel acknowledged the shortcom-
ings of the questionnaires as an effective tool for promot-
ing health as follows:

“. . .yaaa (hesitating) . . .we don’t produce them
(questionnaires) ourselves. . .they are standardized and
most people have more than one health concern, there
is a risk that you focus too much on the questionnaire
instead of listening to the patient” (FG 2).

Tools as competencies for health communication encom-
passed knowledge, abilities and pedagogical skills for health
communication, which were perceived as necessary tools
for imparting or working with health promotion. Know-
ledge and abilities refer to skills necessary for health
personnel to impart health related knowledge that influ-
ences individual health choices and self-care. Pedagogical
skills refer to health personnel’s ability to apply those skills
appropriately and in a way that fosters empowerment in
their clients/patients. DNs, in particular, expressed a desire
for internal courses to improve their pedagogical skills and
capacity to act as health promotion agents. As expressed in
one of the focus groups:

“. . .of course we can be better at communicating
when it comes to health promotion and disease
prevention. . .but it is not always easy. For instance,
when you get a patient with hypertension who is a bit
fat, you can talk about diet. . .but to apply it generally
in the day to day activities is hard....that needs a
different kind of structure, skills and knowledge
. . .pedagogical skills that unfortunately are not there
in us. . .” (FG 1).

Types of health communication
Three types of health communication were identified from
the data: interpersonal, group and ICT mediated health
communication. Interpersonal communication was the
most common type of communication used in PHC and
at Hälsotorg as the majority of activities/services targeted
individuals. Motivation Interview (MI) was the recom-
mended method for individual health counseling in the
county council policy document and also acknowledged
and used by the DN’s. Face-face verbal communication
between patients/visitors and health personnel in either
planned individual counseling or during ‘drop in’ ses-
sions. The patient/visitor’s needs and abilities were the
main focus of interpersonal communications. According
to health personnel, it is important to identify patient’s
source of motivation as opposed to health personnel’s.
As exemplified in the following quotation by health
personnel:

“. . . it is hard for people to change their habits. . .but we
try to help them identify things that would make them
want to change, for example if a visitor is diabetic and
overweight. . .to us it is natural to say diabetes is the
problem, but maybe the person wants to lose weight
because they want to look beautiful. . .(all informants
nod in agreement). . .then beauty is that person’s
motivation but in the end the results (of losing weight)
would be good for their diabetes too” (FG5).

Group communication was mostly used at Hälsotorgs
during group activities such as physical training and open
lectures on different lifestyle related ill health. Different
kinds of physical training sessions were offered for ex-
ample; aerobics for physically challenged persons (includ-
ing wheelchair- bound persons) and power walking. Open
lectures also varied in content, from stress to cardiovascu-
lar diseases. These activities paved way for group commu-
nication and facilitated dialogue on varied health issues
between health personnel and community members.
Findings show that group activities were appreciated

by both Hälsotorg personnel and visitors. Hälsotorg
personnel saw these sessions with group discussions, as
opportunities to communicate health to a larger popula-
tion, something that is not always easy to accomplish in
the day to day work. For visitors, these sessions were
more than just an opportunity to exercise or get health
information; they presented an opportunity for collab-
orative learning and opportunity to act on the know-
ledge acquired for health gains. This would not have
been possible if Hälsotorg had not created supportive
and inclusive environment for all citizens, regardless of
health condition. As expressed by a Hälsotorg visitor:

“Hälsotorg has saved my life. . .I come every Tuesday
and walk with this group. . .it is nice. . .I made some
friends. . .and the DN can see when somebody is
having difficulties. . .I have a bad heart and I would
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never dare go on long walks like this if I didn’t know
there was somebody to help me if I collapse. . .she
sometimes tells me and the whole group to reduce
our pace. . .because she “sees” when I am
struggling. . .” (Hälsotorg visitor 6).

ICT mediated health communication, especially the
Internet, was regarded as an important media for health
communication by all informants. Younger Hälsotorg
visitors and immigrant informants were more positive to
the use of internet as a source of health communication;
they reported using Internet for health information
needs more extensively than health personnel and older
Hälsotorg visitors. Younger Hälsotorg visitors and immi-
grants reported using internet to search information on
lifestyle related ill health. Mainly information on weight
loss, diet, smoking cessation and stress as well as cardio-
vascular diseases. Information on how to contact the local
PHC clinics and hospitals was also reported. Immigrant
informants used both Internet and digital television, as
these channels offered health information in their native
languages. Hälsotorg personnel frequently used web
based-lifestyle questionnaire on the Pharmacy’s website
apoteket.se to tests the visitors’ diet, sleep, exercise, smok-
ing and drinking habits.
Results from the web based-lifestyle questionnaire was

used as a basis for individual counseling sessions regard-
less of what health problem the visitors came in for. A
clear irritation was noted among some of the visitors
who did not see the connection in for example the
hypertension control they came in for and answering the
long questionnaire while others appreciated the ques-
tionnaire, noting that it has helped them realize that
they need to eat better balanced diet or stop smoking
for example.
A common phenomenon noted during the field stud-

ies was the number of Hälsotorg visitors coming in with
health information acquired from the Internet, wanting
to discuss the content and validity with the personnel. A
DN expressed criticism of the Internet as a source for
health information as follows:

“. . .patients come with all kinds of information,
sometimes wrong information and it’s hard to counter
that kind of misinformation. . .the new health channel
would be good because we will be able to give them
access to health information that we know is correct”
(FG 3).

Environment for health communication
The environment for health communication was seen as
both a facilitator and barrier to health promoting commu-
nication efforts in PHC. Two important factors affecting
the environment of health communication were identified:
Strategic positioning and Collaborating for health
communication. Positioning of Hälsotorg within a PHC
center affected health communication at the PHC units
and Hälsotorg, as well as the collaboration efforts between
the different actors.

Strategic positioning
According to the analyzed policy documents, Hälsotorg
were strategically placed both organizational and physic-
ally within the PHC context to provide local citizens
with health promotion and disease prevention services;
and to help them navigate the health care system using
health information and health communication as strat-
egies. Provision of these services was aimed at increasing
health literacy and capacity for self-care among the
population, which was supposed to reduce pressure on
the PHC medical services.
Organizational and physical positioning were identi-

fied as important factors shaping health communication
practice in PHC. Organizational positioning referred to
the placement of Hälsotorg within the PHCadministra-
tive organization. According to the National Pharmacy
Action plan, placing Hälsotorg within the PHC and the
pharmacy organizations was a strategy to profile health
promotion and disease prevention services in order to
involve local citizens in a health dialogue, help people
manage their health problems and stay healthy. The
Pharmacy, which already had counseling services and a
large flow of mainly healthy customers, could play an im-
portant role in promoting health at population level in col-
laboration with PHC. The county council plans also
highlighted the importance of adopting a health promo-
tion approach and the creation of a supportive environ-
ment for health within the health care services. Hälsotorg
was pinpointed as an important setting for realization of
these esteemed goals in the first plan (2007–2009) but was
not mentioned in the second plan (2008–2010).
PHC was associated with being sick in most people’s

minds, according to DNs. ‘Healthy people’ rarely visited
PHC, a statement that was echoed by immigrant infor-
mants and Hälsotorg visitors. They only contacted or
visited PHC when they were ill, prior to their knowledge
of Hälsotorg’s existence. The most frequent visitor was a
middle-aged woman or an elderly male pensioner with
multi-health problems. Some of the health personnel
perceived the clientele as being the ‘wrong type’ for
health promotion interventions. They expressed a wish
to relocate Hälsotorg in order to attract a ‘younger’ and
healthier clientele. As expressed below

“ It is perhaps about the kind of people who walk
through our walls (referring to the PHC building). . .
am I being mean? It is the wrong target group. I feel
like. . .maybe we ought to go to schools, year 7, 8 9,
those are the ones we should be aiming at” (FG 2).
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However, not all health personnel held the same view.
Some regarded the placement of Hälsotorg within PHC
context as perfect as related by other health personnel

“ . . .we cannot only target the healthy, we have an
obligation to help those who already experience ill
health like those with diabetes, they really consume a
lot of resources and the best place to “capture” them
is in PHC where they come for regular controls. If we
can help them prevent further health deterioration
like kidney failure, then it is worth the effort” (FG2).

In ambition to reach out to a larger and ‘different’ audi-
ence with health communication, Hälsotorg personnel
conducted ‘Hälsotorg on wheels week’ where they set up
camps in the town centre and offered their services to the
general public, a move that was much appreciated by both
the personnel and the public, according to Hälsotorg
personnel’s own documentation. The DNs’ opinion about
the positioning of Hälsotorg was not shared by informants
in FG 3, who regarded Hälsotorg’s positioning to be the
best location to intercept people suffering from minor
health problems with services geared towards primary and
tertiary disease prevention.
DNs in the focus groups (FG1 and 2), indicated that the

organization leadership promoted the image of PHC as a
setting for ‘sick care’ through policies on the physical en-
vironment of the clinics. An example given by informants
was a policy where no posters or information leaflets with
health information were allowed in the GP waiting rooms
while it was allowed in the CHS and Hälsotorg. This differ-
entiation caused frustration among the personnel, as one
of them expressed:

“Sometimes, I feel like we could be more proactive
and put up information pamphlets and posters on
HEALTH! But no, we are not allowed, no reasons or
discussions! ”(FG2).

Another informant suggested that the PHC manage-
ment thwarted their efforts to use health communication
proactively, expressing disappointment as follows:

“..we don’t have notice boards here, I tried to put up
some notices on health promotion activities but was
summoned and told that I cannot do that by the
management!. . .I don’t understand how they reason”
(FG 5).

Physical positioning refers to the placement of Hälsotorg
in the entrance hall of a PHC and/or a Pharmacy or a
hospital. Field study observations revealed that Hälsotorg’s
physical position made it easy for people to stop by and
discuss health concerns, obtain help to navigate the health
system e.g. to find the appropriate health clinic at which
to seek help. On arrival at the Hälsotorg, curious passersby
and referral patients from PHC were introduced to a var-
iety of free services offered. These included universal
health information, individual health counseling and
access to trustworthy Internet-based health information
sites for health promotion.
For visitors with a high risk for lifestyle-related dis-

eases like diabetes and cardiovascular diseases, disease
prevention services such as hypertension control, lifestyle
tests and group physical activities were offered. The
most popular group activity was aerobics for people with
physical disabilities.
A disadvantage of the openness of Hälsotorg, was the

surrounding noise and lack of privacy during consultations
and individual counseling. This was observed during field
studies and later acknowledged by the informants. The
noise often led to irritation and disgruntlement, thereby
affecting the quality and outcome of the sessions. Hälso-
torg personnel expressed that the planned Hälsotorg chan-
nel would partly solve this problem:

“This virtual Hälsotorg channel can be good for us; it
presents a totally new way of planning individual
counseling we can offer a quieter, individual based
counseling in the comfort of their homes” (FG 3).

Adding that the privacy presented by the VHT would
enable them to increase the range of services offered to
their clients as follows:

“We can even put up programs (in VHT) where clients
can work at their own pace and convenience, without
stress or worrying about being disturbed” (FG 3).

Collaborating for health communication
Collaboration within and outside the health care services
such as NGO’s, churches, local communities and muni-
cipalities was highlighted as very important for promot-
ing health and providing a supportive environment for
health (County Council plan 2007–2009). Hälsotorg was
specifically pointed out as a significant converging arena
for the different actors to collaborate in creating a sup-
portive environment to achieve health services’ health
promotion goals, a setting for communicating health
with both patients and local citizens (ibid).
Locating Hälsotorg within the organizational and phys-

ical boundaries of health care services resulted in success-
ful collaboration between different professionals and
health care organizations for many years, according to the
informants and document analysis. Informants acknowl-
edged that making use of the available resources within
the different sections of the PHC organization would
benefit patients/visitors especially, in health services where



Mahmud et al. BMC Medical Informatics and Decision Making 2013, 13:17 Page 11 of 15
http://www.biomedcentral.com/1472-6947/13/17
lack of resources and time constraints was the norm.
However, different structural and organizational factors
served as facilitators or obstacles to collaboration efforts.
Three categories; interests, resources and trust were identi-
fied as factors affecting collaboration efforts and thereby
health communication for health promotion purposes.
Collaboration between organizations/professions depended

on shared common interest in terms of either the same
target group and/or similar organizational demands. PHC
organization in this study was made up of specialized
units; CHS, GP and DN consultation. Each unit was
allocated resources to work with specific or prioritized
target groups. Hälsotorg personnel expressed a feeling of
marginalization, which they attributed to the fact that they
targeted ‘healthy clients’ as opposed to sick/ill patients
targeted by the other PHC units. During the field study it
was noted that Hälsotorg personnel unsuccessfully tried to
enlist the help of DNs with special competencies such as
diabetes or incontinence, to give a public lecture at Hälso-
torg. Promoting health was conceived as ‘non-urgent’ and
was not prioritized, which explained the difficulty of estab-
lishing collaboration with Hälsotorg.
Organizational demands of “need-based” prioritization

resulted in prioritization of curative and risk-disease pre-
vention in most PHC units. External organizational
demands such as national directives and policies were also
cited by health personnel as factors affecting interests and,
thereby collaboration. For example prioritization of child
and geriatric health in the policy years 2008–2010, led to
PHC units prioritizing collaboration around these two tar-
get groups. Since Hälsotorg did not have a specified ‘target
group,’ it experienced difficulties finding collaborating
partners in PHC. In an effort to bridge the gap between
Hälsotorg and the other PHC units, all the hypertension
controls were relocated to Hälsotorg. This was a decision
that was not popular among Hälsotorg personnel as it was
seen as ‘medicalization’, of their services, as expressed
below:

“. . .it undermines the whole purpose of my work. . .I
don’t mind them coming but I have to document in
their medical journal. . .I have to talk about their
medical history, diseases. . .that becomes the focus!. . .
Hälsotorg becomes the extended arm of their medical
clinic....” (FG5).

Availability of resources was identified as pre-requisite for
communicating health to the public. However, resources
were scarce in PHC according to the health personnel.
Thus lack of or poor collaboration between different pro-
fessions and organizations was attributed by the DNs to
the scarce resources. Two types of resources were identi-
fied from the data: time and economy. Lack of time was
attributed to a high workload and little time allocated to
each patient, often ageing and multi-morbid patients.
However, some DNs suggested that unwillingness to think
‘outside the box’ and negative attitudes towards collabor-
ation more than workload contributed to poor collabor-
ation. Lack of economic resources was also cited by health
personnel as a hindrance towards engaging in activities
outside the prioritized areas. Health personnel pointed out
that they operated on a tight budget, with constant cut-
backs which forced them to focus on ‘their’ areas of
responsibility.
Trust was identified as an important collaboration

factor in and for health communication between health
personnel and visitors; and between health personnel in
different PHC units. Hälsotorg visitors related that they
came to Hälsotorg and took part in the activities because
they had confidence in the professionals who worked
there. The information they received was perceived as
trustworthy, correct and evidence based as it came from
a health care authority. DNs in other PHC units also
expressed that it was easier to collaborate with Hälsotorg
when it was managed by ‘one of them’, meaning a DN

“. . .We try to refer our patients to Hälsotorg they are
not used to it but we explain that it is one of our own
that will help them and the only difference is that
there are no medical records. Once they hear they’ll
meet a District Nurse, they go willingly. . .” (DN 8).

The planned VHT was regarded as an opportunity to
overcome some of the collaboration obstacles faced by
health personnel. According to health personnel, VHT
could be a converging “virtual space” where PHC units
could work together but at the same time profile their
specific services and communicate with respective
target groups.

Discussion
The aim of this study was to gain a better understanding
of health communication for health promotion and factors
affecting such communication in a PHC setting, as a first
phase for developing the ‘Virtual Hälsotorg’ (VHT), an
interactive health channel. According to Kreps [8], under-
standing the context is central to planning of health com-
munication interventions, especially within the health care
services, where a myriad of individual, organizational and
societal factors influence health related decisions and prac-
tice. Findings from this study highlight the interrelation
between individual and organizational factors, tools and
strategies that affect framing of health communication and,
how health communication is communicated, received and
understood. These factors need to be addressed by re-
searchers and PHC actors in the planning and designing an
ICT mediated health channel for health promotion
[8,24], to achieve its goal of improving health literacy
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[4,14], and to realize the national public health goal of
re-orienting health care services into a more health
promoting services [18].
PHC in this study is expected to act as a single

organization; working towards the same goal of preventing
diseases and promoting health for individuals and the
community, according to the health policy documents.
However, analyses show that the studied PHC faces chal-
lenges of catering for a clientele of different ages and
health status, as well as serving both individuals and the
community as a group. Furthermore, the PHC units were
assigned different target groups and adopted different
strategies for health communication, making it difficult to
achieve the cohesive organization and stated goals. This
study therefore highlights a discrepancy between what is
stated in policy documents and expressed intentions by
health personnel, from the health communication in
practice at the PHC.
Collaboration between different actors within and out-

side the health care settings is an important principle in
health promotion. to increase effectiveness and validity of
programs [41]. Division of the PHC into specialized units,
each with a given target group, ear marked resources for
the target group and prioritization were important factors
in contributing to the poor adaptation of a health promo-
tion approach in PHC. This demarcation affected content
of, and approaches to health communication as well as
collaboration between the different PHC units and other
partners. Similar results were reported in Johansson et al.
[42], where health personnel exhibited both the will and
skills for promoting health but lacked the chance to imple-
ment them due to perceived lack of opportunity or support
from the organization. Thus, organizational structures play
an important role in creating a supportive environment to
enable integration of health promotion [43]. Health promo-
tion in the PHC studied was regarded as a non-urgent
service and as such was not prioritized, which confirms
findings from earlier studies showing that health promotion
in PHC is sidelined from the rest of PHC activities [42-44].
Health personnel in PHC possess competencies of work-

ing with a range of strategies, tools and types of health
communication; competencies that could contribute to
better ICT based health communication channels such as
the planned VHT. DNs in this study have experience of,
and skill for working with individual counseling, know-
ledge and experience that can be used to inform the
design of interactive services of the VHT channel; such as
tailoring of health information to better suit the intended
end users. Tailoring of health information is believed to be
one of the most effective strategies for health promotion
and lifestyle-changing interventions [23,45,46].
The results also revealed a need for skills development in

health promotion approach among health personnel in this
study. Majority of informants equated health promotion to
primary prevention, disease prevention and/or prevention
of risk for diseases. Prevention was the dominant approach
in health communication strategies and health profes-
sionals’ repertoire. This despite policy documents clearly
stated the need for a health promotion approach in PHC
and Hälsotorg even when working with primary, secondary
and tertiary disease prevention. Similarly, health promotion
was understood as activities to promote health as opposed
to an approach to health promotion. According to Irvine
[47], health professionals in primary care settings, includ-
ing nurses, lack adequate knowledge to integrate health
promotion in their daily work in an effective and planned
manner. Thus there is a need to prioritize education and
training of health personnel in health promotion know-
ledge and skills. By involving them directly in the deve-
lopment process of the planned health communication
channel, collaborative learning could be facilitated through
dialogue between different professionals and lay people.
Allocating Hälsotorg within the PHC context resulted

in a symbiotic relationship between Hälsotorg and PHC.
Hälsotorg contributed to a more health promoting PHC
services through its health promotion activities while
PHC’s narrow and “reactive” prevention approach were
forced upon Hälsotorg despite protests from Hälsotorg
personnel, like the hypertension controls. However, re-
sults also show that Hälsotorg and PHC collaborated in
the planning and hosting of theme weeks and public lec-
tures despite their differences. Establishment of VHT
could benefit from this existing mutual relationship as it
aims to promote health by providing accessible and
empowering health communication, and creating a sup-
portive environment for health for individuals and the
community. VHT could be a potential and ideal conver-
ging point for PHC and Hälsotorgs’ health promotion
and prevention approaches. This collaboration could
further strengthen the PHC’s health promotion ambi-
tions as stated in the policy documents.
DN’s in this study blamed the poor adaptation of

health promotion approach in PHC to the lack of sup-
port and interest from the management. Similar results
were displayed in Johansson et al. study [42], where
health personnel had both the will and skills but lacked
the chance to show them due to perceived lack of op-
portunity or of support from the organization. In this
study however, there seems to be contradictions, as par-
ticipatory observations and meetings with the PHC leader-
ship revealed a willingness among PHC leaders to create
infrastructures to improve health communication for the
purpose of promoting health. These different perceptions
could be the result of the lack of dialogue between PHC
leadership and DNs.
According to previous studies [19,45,48], trust can be

a defining factor for health information seekers’ use or
rejection of the content of health information on the
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internet. Trust in content and professions were also cited
as two most important factors for choosing health
communication resources by local citizens in this study.
Pilemalm et al. [45] suggest that involving end users in the
design process increases trust among them and thereby
probability of their using the system. There is therefore a
need to involve all the actors; from PHC managers to DNs
in a dialogue during the process of developing VHT; in
order to create trust between PHC actors, facilitate sense
of shared ownership and sustainability [45,49].
Communicating health is given as an important function

in PHC however; results show that there was a lack of syn-
thesis in approaches, strategies and tools to achieve this
common goal of promoting health and preventing diseases
at individual and community levels. Similarly, empower-
ment was stated as the ultimate goal of health communi-
cation initiatives in PHC but results show that behavior
change was the most common approach. Earlier studies
have shown that health communication for the purpose of
promoting health within health care services, lack a broad
socio-ecological health promotion approach [8]. An ap-
proach that is necessary to increase individual and popula-
tion health literacy in order to tackle the determinants of
health and the growing burden of chronic diseases [4,6,8].
In order to identify a common health promoting approach
and strategies based on health promotion values and prin-
ciples, a participatory design involving both end users and
providers throughout the design process will be used. Par-
ticipatory design is attributed to contribute to capacity
building as participants learn with and from each other
while working towards the same goal, making it an appro-
priate method for development of VHT [24,45].
Data analysis revealed that PHC personnel face a grow-

ing challenge of addressing health queries from informed
patients and visitors who are more versed with internet
use than themselves. In order to meet this, and other
future health communication challenges, health personnel
need to improve their capacity for using internet-based
information [19,50]. Lack of health information in other
languages, besides Swedish, is another aspect that needs to
be taken into consideration as studies indicate that immi-
grants generally experience poorer health than native
Swedes [43]. According to the Swedish board of statistics,
immigrant communities in Sweden increased from 95750
in 2006, to 96467 in 2011. Prognoses indicate that this
trend will continue [51]. An accessible Internet-based
health communication could be a strong motivation for
immigrants to seek health information frequently and
manage their own health. One of the major challenges to
introducing a new technology in PHC is the need to in-
crease the capacity of health personnel’s ability to use ICT
resources effectively while paying attention to the eminent
risk for contributing to communication inequalities and
digital divide [19]. Equity and inclusion of the needs of
non- Swedish speakers will need to be considered by enab-
ling participation of these groups in the design process of
health promoting services.

Study strengths and limitations
Use of triangulation of methods and involving other
researchers and informants in the data analysis process
provided a rich description of the case and context. Fur-
thermore, this study revealed that a multi-method ap-
proach unearths more details that are difficult to identify
using a single method, for instance, the discrepancy
between policy and what is practiced. This provides
readers with information to make their own judgments
on the study’s applicability in similar contexts, thereby
increasing the study’s transferability [52].
Prolonged participatory observation of three months

increased the study’s credibility [53] and enabled the re-
searcher to study not only what was present but also what
was ‘missing’. Two important observations made were; the
lack of communication between PHC and Hälsotorg per-
sonnel and absence of pharmacy personnel at Hälsotorg
[34]. Participatory observations also gave a detailed docu-
mentation of the methodology used for health communi-
cation and transparency of decisions, which increases the
dependability of this study [52].
By familiarizing with the target groups, the researcher

also gained ‘access’ to the field as well as an opportunity to
recruit participants for the continued VHT project.
According to Smith et al. [40], the success of a PAR re-
search project, like the VHT, depends upon the establish-
ment of an environment for trust between the researcher
and the subjects of the study. Furthermore, this phase reso-
nated well with the ‘listen’ phase of the STAR model [27]
which entails interacting with the target groups, familiariz-
ing with the context, identifying how target groups interact
with technology and carrying out a needs assessment.
A limitation of the study is that it is built on one Hälsotorg

and one PHC, and as such, based on a small number of
informants. This may have had an impact on the results,
as the experiences of the other Hälsotorg have not been
explored fully.
Confining the field study to only one Hälsotorg may

have narrowed the results as a previous study [28]
showed that Hälsotorg offer different services and some
had existed longer than others. However, expanding the
case to include workers from the other Hälsotorg, was
an effort made in order to compensate for the above
mentioned limitations.
Exclusion of GP’s and other health professionals, like

dieticians and physiotherapists, from the study is a short-
coming as they could have contributed with valuable
information to the study. However DNs, included in this
study, was the professional group in PHC who were
responsible for health promotion services. Including GP’s
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was considered, but was not feasible as a majority of the
GP’s working at the PHC, at the time of the study, were
hired on temporary assignment basis.
Conclusions
This study identified challenges facing the development of
health communication for health promotion in PHC.
Understanding the opportunities and obstacles for health
promotion and health communication in PHC makes it
possible to start a dialogue with the different actors identi-
fied in the study i.e. health care personnel, PHC managers
and local citizens. Engaging the actors in a dialogue could
facilitate a consensus on common strategies to overcome
the hindering factors and capitalize on the opportunities.
The most significant challenge in developing an ICT sup-

ported health communication channel for health promo-
tion identified in this study is profiling a health promotion
approach in PHC. To achieve VHT’s health promotion
intentions, the development of VHT channel will have to
be based on health promotion values and principles of
empowerment, participation, holistic and intersectoral
approach, equity, sustainability and multi-strategy. There is
a need for a shift of focus from individual to a more
population- based orientation, placing emphasis not only
on people at risk but also directed at health determinants
[22,23,25]. Furthermore, there is a need for a combination
of different strategies, aiming at effective participation of
all stakeholders on equal terms, and on professionals tak-
ing an enabling role instead of an expert role when com-
municating with patients/PHC visitors [8,23,45]. Finally
equity issues need to be addressed through the creation of
accessible health communication to improve health literacy
[14], even for non- Swedish speakers as well as those with
low literacy [53]. By addressing these factors in the design
of e-Health services, health communication via an ICT
supported channel could be health communication for
promoting health, i.e. ‘health promoting communication’.
Although this study provides valuable insights to

factors that need to be taken into consideration prior to
development of an ICT supported health channel, there
is a need for further research to better understand the
needs for health communication among non-Swedish
speakers and to further explore the relationship between
the different organizational and social factors affecting
health communication.

Abbreviation
ICT: Information Communication Technology; PHC: Primary Health Care;
VHT: Virtuellt Hälsotorg’ (Virtual Health Channel); WHO: World Health
Organization; STAR: Spiral Technology Action Research; PAR: Participatory
Action Research; GP: General Practitioner; DN: District Nurse; CHS: Children
Health Services.

Competing interests
Authors declare no competing interests.
Authors’ contributions
AJM, EO and BH contributed to the conceptualization and design of the
study. AJM conducted data collection, analysis and drafting of the
manuscript. AJM, EO, SE and BH contributed to interpretation of the results
and critical revision of the manuscript. All authors have read and approved
the final manuscript.
Acknowledgements
This study was part of the ‘Syster Gudrun Fullskalelabb I Blekinge för IT i vård
och omsorg’ research and development project (Nurse Gudrun’s full-scale
lab in Blekinge for IT in nursing and caring). We would like to thank all the
participants who have contributed to this study. We would also like to thank
the Blekinge Research Board for generously funding the VHT project. Last
but not least, we thank the School of Health Sciences, Blekinge Institute of
Technology, for the support and opportunity to work in research.

Author details
1School of Health Sciences, Blekinge Institute of Technology, Karlskrona,
Sweden. 2School of Computing, Blekinge Institute of Technology, Karlskrona,
Sweden. 3Department of Public Health Sciences, Karolinska Institutet,
Stockholm, Sweden.

Received: 16 June 2012 Accepted: 9 January 2013
Published: 30 January 2013
References
1. Frankish C, Moulton J, Rootman I, Cole C, Gray D: Setting a foundation:

underlying values and structures of health promotion in primary health
care settings. Primary Health Care Research & Development 2006,
7(02):172–182.

2. Wise M, Nutbeam D: Enabling health systems transformation: what
progress has been made in re-orienting health services? Promot Educ
2007, 14(suppl 2):23–27.

3. Watson M: Going for gold: the health promoting general practice.
Qual Prim Care 2008, 16(3):177–185.

4. Ratzan SC: Health Communication: beyond recognition to impact. Journal
of Health Communication: International Perspectives 2011, 16(2):111.

5. Kickbusch I, Ratzan S: Health Literacy: making a difference in the USA.
J Health Commun 2001, 6(2):87–88.

6. Nutbeam D: Health literacy as a public health goal: a challenge for
contemporary health education and communication strategies into the
21st century. Health Promot Int 2000, 15(3):259–267.

7. Poland B, Krupa G, McCall D: Settings for Health Promotion: an analytic
framework to guide intervention design and implementation.
Health Promot Pract 2009, 10(4):505–516.

8. Kreps GL, Neuhauser L: New directions in eHealth communication:
opportunities and challenges. Patient Educ Couns 2010, 78(3):329–336.

9. Marmot M, Friel S, Bell R, Houweling TAJ, Taylor S: Closing the gap in a
generation: health equity through action on the social determinants of
health. Lancet 2008, 372(9650):1661–1669.

10. Richard L, Potvin L, Mansi O: The ecological approach in health promotion
programs: the views of health promotion workers in Canada. Health Educ
J 1998, 57(2):160–173.

11. Smith BJ, Tang KC, Nutbeam D: WHO Health Promotion Glossary: new
terms. Health Promot Int 2006, 21(4):340–345.

12. Tufte T, Hemer O: (Eds): Media and Glocal Change – Rethinking
Communication for Development. Gothenburg: NORDICOM; 2005.

13. Mantoura P, Potvin L: A realist-constructionist perspective on
participatory research in health promotion. Health Promot Int 2012, Sept.5.

14. Zarcadoolas C, Pleasant AF, Greer DS: Advancing health literacy: a framework
for understanding and action. San Francisco: Jossey-Bass; 2006.

15. Nutbeam D: The evolving concept of health literacy. Soc Sci Med 2008,
12:2072–2078.

16. Zarcadoolas C, Pleasant A, Greer DS: Elaborating a definition of health
literacy: a commentary. J Health Commun 2003, 8(sup1):119–120.

17. World Health Organization, Ottawa Charter for health promotion: First
International Conference on Health Promotion. Canada: Ottawa; 1986.

18. Socialdepartementet, 2007/08:110: The new public health policy, Ministry of
Health and Social Affairs. Stockholm: Government proposition in Swedish;
2008.



Mahmud et al. BMC Medical Informatics and Decision Making 2013, 13:17 Page 15 of 15
http://www.biomedcentral.com/1472-6947/13/17
19. Costa-Font J, Mossialos E, Rudisill C: When is the Internet a valued
communication device for health information in Europe? Economics of
Innovation and New Technology 2009, 18(5):429–445.

20. Evers KE: eHealth promotion: the use of the Internet for health
promotion. Am J Health Promot 2006, 20(4):1–7.

21. Schiavo R: Health communication: from theory to practice. San Francisco:
Jossey-Bass; 2007.

22. Ratzan SC: Moving from IEC to IHC— the time is now. Journal of Health
Communication: International Perspectives 2010, 15(7):691–694.

23. Neuhauser L, Kreps GL: Participatory design and artificial intelligence:
strategies to improve health communication for diverse Audiences, The 2011
AAAI Spring Symposium. Stanford, California, USA: AAAI; 2011.

24. Timpka T, Olvander C, Hallberg N: Information system needs in health
promotion: a case study of the Safe Community program using
requirements engineering methods. Health Informatics J 2008,
14(3):183–193.

25. Johannesson C, Winge M: Hälsa genom e-eHälsorapporten 2010, in VINNOVA
Rapport VR 2011: 04. Swedish: Health through e- eHealth report; 2011.

26. Hoyo Barbolla ED: E-health reference framework for personalized information
provision to promote sound lifestyles, PhD Thesis. Technical University of
Madrid: Department of Telecommunication; 2007.

27. Skinner HA, Maley O, Norman CD: Developing Internet-based eHealth
promotion programs: the Spiral Technology Action Research (STAR)
model. Health Promot Pract 2006, 7(4):406–417.

28. Mahmud A, Olander E, Wallenberg L, Haglund BA: Health promoting
settings in primary health care - “halsotorg”: an implementation analysis.
BMC Public Health 2010, 10(1):707.

29. Andersen P, Olander E: Evaluation of implementation of Health Square,
focusing Health Squares development possibilities. Swedish: Local evaluation
report; 2008.

30. Waterston T: A new direction for primary health care: 30 yrs after Alma
Ata? J Trop Pediatr 2008, 54(6):357–360.

31. Whyte WF: Participatory action research. Sage focus editions, 99-0141286-2;
123. Newbury Park: Sage; 1991.

32. Yin RK: Case study research: design and methods, Volume 5. London: Sage
publications, INC; 2009.

33. Reason P, Bradbury H: Handbook of action research: participative inquiry and
practice. London: Sage; 2001.

34. Patton MQ: Qualitative research and evaluation methods. London: Sage;
2002.

35. Denzin NK, Lincoln Y: The landscape of qualitative research- Theories and
issues, Volume 3. Thousand Oaks CA 91320: SAGE Publications; 2007.

36. Casey D: Using action research to change health-promoting practice.
Nurs Health Sci 2007, 9(1):5–13.

37. Krueger RA, Casey MA: Focus groups: a practical guide for applied research,
Volume 4. Thousand Oakes, California: Sage Publications; 2009. updated
edition.

38. Bowling A: Research methods in health. Buckingham: Open University Press;
2002.

39. Whyte W, Greenwood D, Lazes P: Participatory action research. Participatory
Action Research, Sage, Newbury Park, CA: Through practice to science in
social science research; 1991.

40. Smith L, Bratini L, Chambers DA, Jensen RV, Romero L: Between idealism
and reality: Meeting the challenges of participatory action research.
Action Research 2010, 8(4):407–425.

41. Corbin JH, Mittelmark MB: Partnership lessons from the Global Program
for Health Promotion Effectiveness: a case study. Health Promot Int 2008,
23(4):365–371.

42. Johansson H, Weinehall L, Emmelin M: If we only got a chance. Barriers to
and possibilities for a more health-promoting health service. Journal of
Multidisciplinary Healthcare 2010, 3:1–9.

43. Moulton G, Frankish J, Cole C, Gray D: Building on a foundation: strategies,
processes and outcomes of health promotion in primary health care
settings. Primary Health Care Research & Development 2006, 7(03):269–277.

44. World Health Organization, The World Health Report: Primary Health Care:
Now more than ever, in World Health Report, Lerberghe, WV (Ed). 2008.
Geneva: World Health Organization; 2008:148.

45. Pilemalm S, Timpka T: Third generation participatory design in health
informatics–Making user participation applicable to large-scale
information system projects. J Biomed Inform 2008, 41(2):327–339.
46. Robinson M, Robertson S: Young men’s health promotion and new
information communication technologies: illuminating the issues and
research agendas. Health Promot Int 2010, 25(3):363–370.

47. Irvine F: Examining the correspondence of theoretical and real
interpretations of health promotion. J Clin Nurs 2007, 16(3):593–602.

48. Crystal A, Greenberg J: Relevance criteria identified by health information
users during Web searches. Journal of the American Society for Information
Science and Technology 2006, 57:1368–82.

49. Eysenbach G: Credibility of health information and digital media: new
perspectives and implications for youth. In the Foundation Series on Digital
Media and Learning. Edited by John D, Catherine T, Mac A. 2007:123–154.

50. Gilmour JA, Scott SD, Huntington N: Nurses and Internet health
information: a questionnaire survey. J Adv Nurs 2008, 61:19–28.

51. Swedish Central Statistics Agency (SCB): Immigration after nationality, sex
and year. Swedish: Central Statistics Agency; 2012.

52. Schwandt TA, Lincoln YS, Guba EG: Judging interpretations: but is it
rigorous? trustworthiness and authenticity in naturalistic evaluation. New
Directions for Evaluation 2007, 2007(114):11–25.

53. Gazmararian JA, et al: The Development of a Health Literacy Assessment
Tool for Health Plans. Journal of Health Communication: International
Perspectives 2010, 15(1 suppl. 2):93–101.

doi:10.1186/1472-6947-13-17
Cite this article as: Mahmud et al.: Health communication in primary
health care -A case study of ICT development for health promotion.
BMC Medical Informatics and Decision Making 2013 13:17.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Health communication
	ICT- mediated health communication
	Study setting

	Methods
	Study design
	Case description
	Fields study
	Document studies
	Focus groups
	Data analysis
	Ethical considerations

	Results
	Communicating health
	Strategies for health communication
	Tools for health communication
	Types of health communication
	Environment for health communication
	Strategic positioning
	Collaborating for health communication

	Discussion
	Study strengths and limitations

	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


