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ABSTRACT 

Background and aim: The health care system needs to prepare in order to provide high-

quality care to a growing older population. In Sweden, much primary health care for older 

people is the responsibility of district nurses (DNs), but research into DNs’ clinical care has 

not been extensive. The general aim of this thesis was therefore to explore the clinical care 

DNs provide to older people and DNs’ experiences of this care, focusing on preventive home 

visits (PHVs), medication management, and leg ulcer care.  

Material and methods: The thesis includes five studies. Study I used qualitative content 

analysis to analyze data from group interviews with 20 DNs about their experiences of PHVs. 

In Study II, DNs used the Safe Medication Assessment (SMA) tool in PHVs with 113 people 

to identify factors related to unsafe medication management and to describe interventions 

used to improve the safety of medication management. Study III employed data from the 

Swedish Prescribed Drug Register on 671,940 community-dwelling older people to examine 

the extent and quality of their drug use. In Study IV, the electronic records of 97 patients 

before and 96 after the intervention were used to evaluate DNs' leg ulcer management. In 

Study V, grounded theory method was used to collect and analyze data from group interviews 

with 30 DNs about providing leg ulcer care in accordance with guidelines. 

Results:  Study I found facilitators of and barriers to a successful health dialogue in the PHV. 

Three main themes illustrated professional dilemmas in the health dialogue that the DNs had 

to resolve to achieve the purpose of the PHV. In Study II, DNs found several factors related 

to unsafe medication management when they used the SMA during PHVs. DNs intervened to 

improve medication management in more than two-thirds of the visits. Study III found that 

the prevalence of most drug groups and of inappropriate drug use increased with age. 

Polypharmacy and use of potentially inappropriate medications were already prevalent in 75-

year-olds. Study IV found that nurses' documentation of leg ulcer management was sparse 

and far from consistent with clinical guidelines. Study V resulted in a theoretical model that 

illustrates how DNs balance compensating, motivating, and compromising strategies to 

follow clinical guidelines as far as possible and provide leg ulcer care that is good enough.  

Conclusions: DNs experience facilitators of and barriers to health dialogues during PHVs 

and must balance a personal and a professional approach, a task-oriented and person-oriented 

approach, and a salutogenic and a pathogenic approach. The proportion of people who use 

drugs in most drug groups and who take inappropriate drugs increases with age. Using the 

SMA tool in PHVs may help improve the safety of medication management in older people 

and may be appropriate at age 75 and age 80. DNs cannot always follow guidelines but try to 

adhere to a treatment plan that is acceptable to patient and that hopefully can lead to a healed 

leg ulcer.  

Keywords:  assessment, clinical guidelines, health promotion, medication management, 

nursing care, leg ulcer, older people, preventive home visit, primary health care, tool  
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1 INTRODUCTION 

This research project focuses on district nurses' (DNs') care of older patients with leg ulcers, 

older peoples' medication management, and DNs' health-promoting activities in preventive 

home visits (PHVs) to 75-year-olds. I have worked for many years as a DN and often cared 

for older people in their homes or at clinic visits. I noticed that certain common health 

problems, such as leg ulcers and other chronic diseases, affect mainly older people. 

Furthermore, as I took part in medication management for older people, I noticed that home 

visits might be suitable occasions for me to assess the safety of medication management and 

intervene if necessary.  

After many years of clinical work as a DN, I was given the opportunity to work with 

continuing education for nurses in the Stockholm County Council area. My responsibility as 

an educator was to arrange seminars and shorter educational sessions for nurses in primary 

health care. In connection with this I got the opportunity to embark a new journey, doing 

research at the former Centre for Family Medicine (CeFAM), today the Academic Primary 

Health Care Centre (PHCC).  
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2 BACKGROUND 

 

2.1 OLDER PEOPLE 

In Europe, the aging population is growing rapidly, and as people’s age increases, the 

probability that they will have multiple diseases also grows (1, 2). Today, life expectancy in 

Sweden is about 84 years for women and 80 years for men, and calculations indicate that by 

2060, 2.7 million people—25 percent of the country’s population—will be over the age of 65 

years (3). According to WHO, all countries in Europe need to adapt their health care systems 

to prepare for an aging population (4). We also need to assure that care for older people is 

safe and of high quality. This care should be evidence-based; that is, based on professional 

expertise, the best available evidence, and the care recipients’ situation and desires (5). High-

quality evidence-based care depends on ongoing contributions from research, including 

research based on clinical work. Although there is a long tradition of district nursing in 

Sweden, and although district nurses (DNs) routinely provide care to older people, to date, 

research into DNs’ clinical care has not been extensive. An examination of preventive home 

visits, medication management, and leg ulcer management can contribute to filling this gap. 

This focus is in accordance with the Stockholm County Council’s 2015-2019 strategy for 

research, development, and education, which calls for work that bridges gaps in knowledge 

and contributes to preventing, treating, and curing major health problems (6). 

2.1.1 Health and well-being in older people 

According to WHO, health is “a state of complete physical, social and mental well-being, and 

not merely the absence of disease or infirmity” (7). It is a resource in daily life; not the goal 

of life, but rather something that makes a good life possible (7). When people are healthy, 

they feel well and can do the things they feel are of value in life (8).  

The salutogenetic approach to health is a holistic perspective introduced by medical 

sociologist Aaron Antonovsky in the late 1970s  (9). The salutogenic perspective shifts focus 

away from what causes disease and looks at what creates and maintains health. This health-

promoting approach is based on resources and strategies that people can use to develop their 

health, well-being, and quality of life (10).  

2.1.1.1 The most common health problems in older people 

Globally, even though older people often have good mental health, many are at risk of 

developing neurological diseases and mental disorders (11). Approximately 15 percent of 

people aged 60 and over have a mental disorder; the most common diseases are dementia and 

depression (11). Approximately 10 to 15 percent of older people have symptoms of 

depression, and the diagnosis is more common in women than men. Nearly 50 percent of 

older people with Alzheimer disease or vascular diseases have depression (12). In addition, 

elder abuse is a common health problem among older people and is often also misdiagnosed 

(11).  
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In Europe as a whole, common health problems in older people include hearing loss, back 

and neck pain, pulmonary disease, diabetes, depression, dementia, and osteoarthritis. In 

addition, as people age, they are more likely to experience several conditions at the same 

time. Furthermore, complex health problems in later life are often the result of multiple 

underlying factors, such as urinary incontinence, falls, frailty, and pressure ulcers (11).  

In Sweden, common health problems in older people include heart disease, dementia, mental 

health problems, diabetes, cancer, disability, and pain. Heart diseases and cancer are the most 

common cause of death in older men and women (13). 

2.1.1.2 Older people’s perceived health 

Perceived health is a complex phenomenon. It differs by individual and may change by 

situation (8). Earlier research shows that despite the higher risk for chronic diseases and 

functional impairments that comes with increasing age, older people often report that their 

health is good (14, 15). In Sweden, research shows that 86 percent of people over 75 years 

perceive their health as good or very good (16).   

A survey by the Swedish National Institute of Public Health of people aged 55 to 84 found 

that those aged 75 to 84 reported significantly poorer health than those in other age groups. A 

total of 27 percent of women and 14 percent of men between the ages of 65 and 79 years 

report that they feel some degree of anxiousness, worry, or anxiety (16). 

Moreover, a Swedish study of PHVs to older people found that 75-year-olds perceived their 

health  and well-being as good even though they also reported problems such as pain, fatigue, 

elimination problems, sleeping problems, memory failure and pain (17). The 75-year-olds 

also perceived poor knowledge and understanding of their own health and illnesses.  

2.1.2 Drug use in older people 

As in other countries, in Sweden, drug use in older people has greatly increased during the 

past 25 years (18). Nearly 90 percent of people over 75 years in Sweden use drugs (19, 20). 

Today, over 40 percent of the population aged 75 years and older uses an average of five 

medications, the common criterion for polypharmacy (21). Polypharmacy, multiple diseases, 

and age-related physiological changes are factors that can lead to increased sensitivity to 

drugs and raises the risk of adverse drug reactions (ADRs) (22). Polypharmacy also raises the 

risk of inappropriate drug use. Previous researchers estimate that the prevalence of 

inappropriate drug use ranges from 12 percent to 62 percent in older people (23). It is also 

higher in people with multi morbidity, women, and people of low socioeconomic position 

(20). In Sweden, drug-related problems account for a substantial percentage of all hospital 

admissions in people over the age of 75 (24-26) and are costly both to individuals (27, 28) 

and society (29, 30) .  
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2.1.3 Leg ulcers in older people 

Slow-healing leg ulcers—wounds on the lower leg that have lasted for at least six weeks (31, 

32)—are a global health care problem and affected 2.2 percent of the population of Sweden 

in 2002 (33). Venous insufficiency is the most common cause of leg ulcers (33). Risk factors 

include smoking and physical inactivity. Age also raises the risk of leg ulcers because it is 

associated with numerous diseases that are characterized by impaired circulation and 

swelling, such as heart disease, diabetes, and vascular disease (34). Leg ulcers can take 

several months or even years to heal and can recur, causing lifelong problems (35). The 

wounds frequently impair people’s quality of life (36-38) and are specifically associated with 

pain and sleep disturbance in people over age 80 (39).  

 

2.2 DISTRICT NURSES 

DNs are found in various parts of the world, but in many ways, the Swedish model is unique. 

In Sweden, DNs are traditionally based in a specific geographic area and play a key role in a 

multi-professional team (40). They are responsible for both health-promoting activities and 

treatment of diseases. In other Nordic countries and in the United Kingdom, public health 

nurses work with health promotion, but they do not provide home health care for patients 

with illness (41).  

Nursing, including district nursing, falls under the umbrella of caring science (42). Nursing 

aims to support and improve health. The discipline focuses on four key areas—human beings, 

health, the environment, and caring. The knowledge generated by research in the field of 

caring science can and should be used in practice by the members of all caring professions, 

including nurses, doctors, occupational therapists, and those working in eldercare (8). The 

ethical code of the International Council of Nurses states that nurses’ four main 

responsibilities are “to promote health, to prevent illness, to restore health and to relieve 

suffering” (43). Nursing care science focuses on research into these responsibilities.  

The caring-science concept of health promotion grew out of medical science’s focus on 

disease prevention and health education. The goal of prevention is to affect lifestyle factors. 

Prevention can be divided into three categories: primary prevention, which aims to prevent 

the occurrence of disease; secondary prevention, which aims to prevent the development of 

existing diseases (for example, screening programs in primary health care); and tertiary 

prevention, which aims to reduce limitations associated with functional decline. Prevention is 

based on understanding the causes of disease (44).  

Health promotion work is based on knowledge about the processes with the aim to improve 

people’s perceived health (45). Taking a salutogenetic perspective in health-promoting 

activities means focuses on finding resources and strategies that can develop a persons’ 

health, well-being, and quality of life (10). For example, the health dialogue in the PHV is an 

important opportunity to stimulate the person's willingness to change their life habits.  
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2.2.1 District nurses in Sweden 

2.2.1.1 History  

A thesis by A-C Lindström describes the development of district nursing in Sweden in detail 

(46). To summarize, DNs have existed in Sweden since the early part of the 1900s. At first, 

their education was one year long, but it already included both the prevention and treatment 

of diseases, particularly in vulnerable populations, such as children, older people, and the 

poor. At that time, DNs were responsible for health care in a specific geographic district. The 

first college-level district nursing program began in 1977. 

Today, DNs are registered nurses working in the primary health care system who are trained 

to provide holistic care to people of all ages (47, 48). They have a degree in advanced 

specialist nurse education in public health and health promotion that includes 75 European 

Credit Transfer System (ECTS) credits and the right to prescribe incontinence and diabetes 

aids and a limited number of drugs (e.g., cortisone salves for eczema) (49). DNs no longer 

have the responsibility for health care in specific districts (46). Rather, they work in a variety 

of primary care settings, including at PHCCs, child health care centers, in schools, in home 

health care, and in eldercare. 

The Swedish Patient Record Act (50) requires all registered health care personnel, including 

DNs, to keep a permanent record of their work. For every patient DNs meet, DNs must 

record the reason for the visit, the examinations they conduct, and the interventions they 

provide. The documentation must respect the patient’s right to privacy and personal dignity. 

Care and treatment should be performed in consultation with the patient (51) and in 

accordance with evidence-based practice (52).  

Furthermore, both the care DNs provide and the documentation they keep must follow the 

stages of judgment, diagnosis, planning, performance, and evaluation. The nursing 

documentation model used in Sweden, which is based on this process, is called the Well-

being, Integrity, Prevention, and Safety (VIPS) model (53, 54). VIPS is used in primary 

health care (55) and in hospitals (54).  

2.2.1.2 District nurses’ clinical practice 

Today, DNs share the responsibility for patient care with other members of multi-professional 

teams at PHCCs. These teams typically include GPs, registered nurses, and assistant nurses 

(56). The tasks DNs do and the structure of their everyday work varies widely by PHCC. For 

instance, if the PHCC has a home health care team, the DN is likely to be part of it (57). If the 

PHCC has no home health care team, the DN does other tasks. For example, DNs may 

specialize in working with patients with diabetes, high blood pressure (58), or asthma (59), 

and they often have special consultation hours when they see patients (for example, to 

rebandage leg ulcers). Recently, DNs have been given greater responsibility for preventing 

disease by helping patients change unhealthy lifestyle habits (60).  

DNs now spend more time than before visiting older people at home to provide nursing care. 

They provide treatment and care, support lifestyle change, educate patients in self-care, and 

educate patients’ families in how to help their relative who is in need of care. There are two 
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main reasons for DNs’ increased focus on home health care to older people. The first and 

perhaps most obvious is the growth in the number of older people in the population. The 

second is changing policy. In Sweden, the number of hospital beds has been reduced and care 

that was once provided in hospitals is now provided in primary health care (57, 61).   

2.2.2 Preventive home visit by district nurses 

One component of DNs’ preventive care for older people is the preventive home visit (PHVs) 

to 75-year-olds. PHVs are not just a Swedish phenomenon but are conducted in many 

countries (62-64) to prevent diseases and promote health (19). In Stockholm County, DNs 

offered PHVs to 75-year-olds between 2008 and 2015. DNs were chosen for this task because 

of their dual expertise in health promotion and disease prevention (65). DNs at many PHCCs 

in Stockholm County and other parts of Sweden offer those 75 and older a structured health 

dialogue at which they can discuss health problems. These typically take place at the PHCC. 

However, if needed, or if the older person requests a PHV, the DNs will conduct one.  

Some previous reviews show that PHVs have a number of benefits: they reduce hospital 

admissions (66-69) and health care costs at the societal level (67, 70), improve physical 

functioning (67-69, 71), and postpone mortality (66, 67, 71). However, others conclude that 

the effects of PHVs are not clear (72-74) .  

Qualitative studies have found more consistently positive results. PHVs by home visitors in 

Southern Sweden made the visitors’ view of older people more positive (75) and increased 

the visitors’ job satisfaction. Moreover, the home visitors thought the PHVs made them better 

at their jobs (76). A study conducted in Norway showed that PHVs by nurses helped older 

people maintain their independence and improved the older people’s feelings of safety (77). 

In Netherlands researchers found that nurses who provided PHVs to older people living at 

home took a more proactive role in the care of the people they had visited. The nurses also 

thought that they collaborated better with GPs and other professionals after conducting PHVs 

(76). In two studies, nurses reported that follow-ups of PHVs should be improved and that 

more time and better financing were needed (76, 78). 

A PHV is a dynamic social process that is quite complex (79-81). Numerous researchers call 

for additional qualitative evaluations of PHVs to better understand the social process 

involved in the visits (79, 82, 83).  

2.2.3 Safe medication management by district nurses 

For patients to safely manage their medication, they must first agree with their prescriber that 

they should take the medication, and they must also understand how to take it correctly (84-

86). Unsafe medication management is associated with diminished cognitive abilities, 

socioeconomic status, and poor adherence (84, 87). Poor adherence is related to poor 

prescriber-patient communication about medication, negative changes in the patient’s 

functional abilities, long-term use of medications, and polypharmacy (28, 88, 89). 

An important part of DNs’ work is assessing patients’ ability to manage their medications and 

communicating with patients and their GPs about potential medication problems. We need to 

identify opportunities for DNs to help prevent such problem. Moreover, we need to fill the 
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gaps that remain in our knowledge of drug use in certain groups, such as community-

dwelling older people whose main contact with the health care system is primary health 

care—often with DNs. 

Several assessment tools have been developed to facilitate evaluation of medication 

management (90-92). One is the Safe Medication Assessment (SMA) tool (92). The SMA 

tool includes items that are important in nursing care for older people, such as whether the 

older person understands his or her medications and how to take them.  

A previous study showed that when DNs used the SMA, it helped them identify potential 

problems with medication and promote safe medication management. Common medication 

problems identified in that study included suspected risk for interactions, symptoms 

presumed to be adverse effects of the medication, and a complex medication regimen. 

Furthermore, the study showed that more than one-third of the patients felt they had excess 

medication (92).  

Older people’s use of drugs continues to increase, and DNs are one of several kinds of health 

care professionals tasked with promoting safe medication management in older people. 

Nevertheless, we still know relatively little about how DNs work with safe medication 

management in this important group of patients. A better understanding of this work and of 

drug use in older people who live in the community could help DNs prevent inappropriate 

drug use and drug-related problems in older people and could also provide data useful to 

policy makers.  

2.2.4 Leg ulcer management by district nurses 

There are many international clinical best practice guidelines to ensure the proper treatment 

of leg ulcers (93, 94). Sweden has its own guidelines (31, 95, 96) based on the European 

Wound Management Association’s position statements (97).  

Treatment of patients with leg ulcers is an important and time-consuming task carried out in 

primary care, mainly by DNs but sometimes by GPs (33, 98). GPs make etiological diagnoses 

and sometimes treatment decisions (31, 99). Nurses change dressings, apply compression 

bandages, teach patients about leg ulcers and treatments (31, 98), and complete the patient’s 

EPR after each visit. Leg ulcer treatment can be problematic for a variety of reasons. Leg 

ulcers are often slow to heal and frequently recur (100), and patients do not always receive an 

etiological diagnosis (101, 102). Such a diagnosis is critical because the cause of a leg ulcer 

informs the nursing strategies for treating it. The treatment process takes a great deal of 

nursing time and much material. Additionally, leg ulcer treatment is often not provided in 

accordance with guidelines (98, 103, 104).  

Several previous studies have illuminated some reasons why guidelines are not always 

followed in the treatment of leg ulcers in primary health care. They include insufficient 

familiarity with clinical guidelines (105), poor collaboration between DNs and GPs (100, 

106, 107), lack of support from the management of the center where the health professionals 

work (for example no time to go to courses) (105), poor patient documentation (108, 109), 

and lack of training in and/or experience in treating leg ulcers (106, 110). 
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2.3 THE RATIONALE FOR THIS THESIS 

The older population is growing worldwide, and this demographic change affects many 

aspects of society, including the health care system. A longer life does not always mean a 

healthier life, and the probability of experiencing multiple diseases increases with age. The 

health care system needs to be prepared to cope with the growing older population and older 

people's specific care needs. DNs are an important category of health care professionals who 

provide care to older people in a variety of primary care settings. However, research into the 

clinical care they provide has not been extensive. Research into preventing and treating 

common health problems faced by older people that cause much suffering and take a great 

deal of nursing care time can help fill this gap.  

PHVs are a technique used in numerous countries. In Sweden, PHVs by DNs to 75-year-olds 

were interventions that aimed to promote health and prevent diseases in older people living in 

the community so that they could remain in good health and live in their homes for as long as 

possible. A PHV is a dynamic social process that can play an important role in health 

promotion and disease prevention. Qualitative studies that explore the perspective of DNs 

who conduct PHVs with 75-year-olds can help provide a deeper understanding of this social 

process.  

The vast majority of people over 75 use drugs, and many use more than five drugs, which 

mean that they meet the definition of polypharmacy. Aging increases the risk of adverse drug 

reactions, and polypharmacy raises both the risk of inappropriate drug use and of adverse 

drug reactions. Much suffering among older people and many hospital visits are caused by 

drug-related problems. Despite DNs’ important role in the clinical care of older people, few 

studies have focused on DNs’ work with safe medication management in this important and 

growing group of patients. DNs’ PHVs to 75-year-olds represented an important potential 

opportunity to identify risk factors for unsafe medication management in older people living 

in the community. The large Swedish registers also present the opportunity to study drug use 

in people age 75 and older who live in the community. Such information has the potential to 

provide an overview of the extent and quality of drug use in this large group of people with 

whom DNs work to promote health and prevent diseases. 

Leg ulcers are a common and difficult problem experienced by older people and treated 

mainly by DNs in primary care. Good guidelines for leg ulcer treatment exist, but DNs do not 

always follow them. Research shows that a number of obstacles, including limited knowledge 

of treatment guidelines, can impede DNs in their care of patients who have leg ulcers. It is 

important to address these obstacles and attempt to overcome them to improve nursing care 

for people with leg ulcers and in turn increase their health and well-being. 
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3 AIMS 

 

3.1 GENERAL AIM 

The general aim of this thesis was to explore the clinical care DNs provide to older people 

and DNs’ experiences of this care, focusing on PHVs, medication management, and leg ulcer 

care. 

3.2 SPECIFIC AIMS 

The specific aims of this thesis were to: 

Describe the dialogue between DNs and older people in preventive home visits from the 

perspective of the DNs (Study I). 

Identify DNs' perceived barriers to and facilitators of the dialogue between older people and 

DNs during preventive home visits to 75-year-olds (Study I). 

Investigate factors related to unsafe medication management in 75-year-olds during 

preventive home visits and to describe the interventions DNs used (Study II). 

Explore the extent and quality of drug use in community-dwelling older people, comparing 

drug use in 75-year-olds with that in older age groups (Study III).  

Evaluate DNs’ management of leg ulcer patients and the effects of an in-service education 

program led by DNs as local educators at PHCCs (Study IV). 

Investigate DNs' experiences of caring for patients with leg ulcers in accordance with clinical 

guidelines (Study V). 
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4 MATERIAL AND METHODS 

 

4.1 STUDY DESIGN 

This doctoral research project includes five studies. Studies I and V had a qualitative design. 

Studies II and IV had a quantitative design and Study III was a register-based study (Table 1). 

Studies I and II are about DNs’ PHVs to 75-year-olds; studies II and III, DNs' medication 

management and older people’s drug use; and studies IV and V, DNs’ care of older people 

with leg ulcers.  

In Study I, DNs were interviewed to obtain a description of the dialogue between the nurses 

and the 75-year-olds in PHVs and to identify barriers to and facilitators of this dialogue. In 

Study II, the Safe Medication Assessment (SMA) tool was used in PHVs to identify factors 

related to unsafe medication management in 75-year-olds. In Study III, the Swedish 

Prescribed Drug Register was used to examine the extent and quality of drug use in 

community-dwelling older people in Sweden. In Study IV, patients’ electronic records 

(EPRs) were used to evaluate DNs’ management of patients with leg ulcers and to evaluate 

an educational intervention for DNs about the care of patients with leg ulcers. Finally, in 

Study V, DNs were interviewed to investigate their experiences of caring for patients with leg 

ulcers in accordance with clinical guidelines. We chose to use both qualitative and 

quantitative methods to enhance the exploratory design and credibility of the findings in this 

thesis.  

Table 1.  Overview of research, including study focus, design, participants, data collection, and data analysis. 

Study Study focus Design  Participants Data collection Data analysis 

I Describe the dialogue between 

DNs and older people in 

preventive home visits; 

describe barriers to and 

facilitators of this dialogue 

Qualitative 20 DNs Group interviews Qualitative 

content analysis 

II Investigate factors related to 

unsafe medication management 

during preventive home visits 

and describe DNs’ 
interventions  

Quantitative 113 older 

people  

(36 DNs) 

 

Safe Medication 

Assessment tool 

Exploratory 

data analysis 

Fisher’s 

exact-test 

III Explore extent and quality of 

drug use in community-

dwelling older people 

Quantitative 671,940  

community-

dwelling  

older people 

 

Swedish 

Prescribed Drug 

Register 

Descriptive 

data analysis 

Logistic 

Regression 

 

IV Evaluate DNs’ management of 

leg ulcer patients and effects of 

an education program led by 

DNs  

Quantitative 97 older 

people  

before 

96 after 

(12 DNs)  

Electronic 

patient records 

Exploratory 

data analysis 

Z-test 

V Investigate DNs’ experiences 

of caring for patients with leg 

ulcers in accordance with 
clinical guidelines 

Qualitative 30 DNs Group interviews Grounded 

theory method 
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4.2 SETTING AND PARTICIPANTS 

Four of the five studies included in this thesis were carried out in primary health care settings. 

The exception, Study III, focused on older people living in the community, a group to whom 

DNs often provide primary care. DNs who worked at PHCCs participated in a variety of 

ways in four of the five studies (I, II, IV, and V), and older people participated or were 

involved in three of the studies (II, III, and IV). At the time of the studies, the Stockholm 

County Council area included about two million residents who were served by between 190 

and 200 PHCCs. The data on drug use in older people used in Study III were obtained from a 

nationwide Swedish register.  

4.2.1 Preventive home visits, medication management, and drug use in older 

people (Studies I, II, and III)   

Study I included DNs from 35 PHCCs located in the five regions of Stockholm County. In 

2009, one DN from each of the 35 centers was contacted by telephone and asked to 

participate in a group interview. The inclusion criteria were completion of a two-day training 

course on PVHs to 75-years-olds and having conducted at least five PHVs. A total of 20 DNs 

participated in the group interviews (five groups; two to seven DNs per group).  

To recruit DNs for Study II, in 2010, of the 175 PHCCs in Stockholm County, 55 were 

identified at which DNs had taken the course on PHVs and which had not been included in 

any other study about safe medication management to older people. Sixteen PHCCs and 50 

DNs at these PHCCs expressed interest in participating. A total of 36 DNs from 16 PHCCs 

participated. The DNs informed 119 older people (75-year-olds) about the study during a 

PHV, and 113 (95%) of the 75-year-olds participated in the study.  

The data in Study III came from the Swedish Prescribed Drug Register (SPDR), which 

contains information about all prescription drugs dispensed at Swedish pharmacies to the 

entire Swedish population (about nine million inhabitants) (111). Of a total of 739,734 people 

in Sweden to whom prescribed drugs were dispensed on 31 December 2013, 671,940 were 

included in the study (those 75 and older who lived in the community). The selection of 

community-dwelling people was made through record linkage to the Swedish Social Services 

Register. Since 2007, all Swedish municipalities have reported individual-level information 

on social care to this register (112). 

4.2.2 Management of leg ulcers in older people (Studies IV and V)   

In Study IV, DNs from 32 PHCCs in the southwest district of Stockholm were invited to 

participate in a one-day training course about leg ulcer management in 2003. Of the 19 DNs 

who participated in the course, 14 agreed to act as in-service educators, teaching the DNs 

with whom they worked (that is, teaching the DNs who worked at the same PHCC). A total 

of 12 of the 14 DNs undertook this task, training 64 of the 78 DNs employed at the 12 

PHCCs. The remaining DNs at the 12 PHCCs did not receive training because they were on a 

leave of absence, vacation, or sick leave.  

The one-day training course for the in-service educators focused on four themes in leg ulcer 

management. Practical and theoretical training were provided on: 1) Doppler assessments to 
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measure ankle brachial pressure index (ABPI), 2) bandaging technique and practical training 

in compression treatment and the selection of compression treatment, 3) a patient-centered 

approach and using a holistic perspective when educating patients, and 4) documentation of 

the care process in the EPRs using keywords from the well-being, integrity, prevention and 

safety (VIPS) model (113). 

Each in-service educator then provided training on each of the four themes (a total of 

approximately one hour of training) to their respective DNs. All educators received written 

educational material and a checklist to help them ensure that all DNs had participated in the 

training on all four themes. The in-service educators were also responsible for confirming 

that the keywords used in the EPR systems at the PHCCs corresponded to VIPS keywords, 

some of which were variables in the study.  

The in-service educators were given the opportunity to take part in follow-up discussions on 

two occasions. These were held two weeks and four weeks after the one-day course, and the 

aim was to provide the educators with guidance and supervision. None of the DNs 

participated in the first follow-up meeting, but two participated in the second. When required, 

supervision was also available from the project leader (AL), either through visits or telephone 

calls to the PHCCs. The project leader also kept in touch with the in-service educators by 

letter on four occasions and by e-mail following the one-day course. One of the letters sent to 

the in-service educators included information about the study, and the other, a pamphlet with 

information and guidelines on the measurement of ABPI. The two remaining letters 

contained a short summary of the one-day course and a description of how to use keywords 

from the VIPs model when recording information in EPRs. In-service educators at two 

PHCCs requested the advice and supervision of the project leader, so the project leader made 

a personal visit to these two PHCCs. 

In Study V, DNs working at seven PHCCs in the Stockholm County Council area who had 

clinical experience treating patients with leg ulcers were asked to participate. After oral and 

written information about the study was provided to the DNs and their managers, a total of 30 

DNs participated in a group interview at their own PHCCs. 

 

4.3 DATA COLLECTION 

 

4.3.1 Preventive home visit, medication management, and drug use in older 

people (Study I, II, and III) 

In Study I, the group interviews were led by a moderator (AL) who used an interview guide 

with open-ended questions in accordance with the methods described by Patton (114). The 

aim was to gather data to explore the phenomenon of PHVs to 75-year-olds. The DNs were 

asked to describe their experiences of conducting PHVs with 75-year-olds. Examples of 

questions were: "What strategy did you use in order to be able to discuss 'health'?" and "What 

kind of opportunities and difficulties emerged during these visits?" During the group 

interviews, an observer took detailed field notes in accordance with the methods described by 
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Kreuger and Casey (115). Each interview was recorded and transcribed verbatim. The 

interviews were 50 to 60 minutes long. After the five group interviews, data became 

repetitive and redundant, and the researchers estimated that saturation had been achieved. 

In Study II, the 36 DNs filled in SMA tool during PHVs to 75-year olds who used at least 

one drug (n=113). DNs used the SMA tool during a 9- to 12-month period. SMA is a 20-

item instrument that assesses medication management and identifies potential problems 

(92). The 16 risk-assessment items cover domains relevant to safe medication management, 

such as whether the patient uses five or more drugs, has prescribers from more than two 

medical units, has methods for remembering to take his or her drugs, thinks he or she has to 

take too many drugs, and stores his or her drugs adequately. The maximum score is 28 

points, and the higher the scores the safer the medication management. However, each 

factor (item) in the SMA is important to achieving safe medication management.  

Before using the SMA tool, the DNs participated in a two-part course provided by the 

Centre for Family Medicine and conducted by the first author (AL). The course was held at 

the DNs’ own PHCCs. The course's learning outcomes were: adequate knowledge about 

how to use the SMA tool, the ability to identify factors highly related to unsafe medication 

management and propose interventions, the ability to reflect on issues that could pose risks, 

and the ability to document (in accordance with the VIPS model) nursing interventions 

undertaken to promote safe medication management. The course included dialogue, 

feedback, and formative assessments. Approximately one month after the first one-hour 

session, the DNs were given an hour-long follow-up session at their PHCC. Additional 

support was available by phone or at the workplace, although none of the DNs opted to 

avail themselves of this support. 

In Study III, one-day point prevalence of drug use on 31 December 2013 was calculated. 

Briefly, the calculations used information about when the prescription was filled, the amount 

of drugs dispensed, and the prescribed dosage during the three months before the prevalence 

date (116). If the same drug was dispensed more than once during this period, it was 

calculated as one drug. All prescribed drugs were classified in accordance with the 

Anatomical Therapeutic Chemical (ATC) classification system (117). The quality of drug use 

was assessed using a selection of the indicators issued by the Swedish National Board of 

Health and Welfare (118), including the use of long-acting benzodiazepines, drugs with 

anticholinergic effects, three or more psychotropics, and drug combinations that may lead to 

clinically relevant drug-drug interactions. The prevalence of the use of five or more drugs 

was calculated, as was the prevalence of the use of ten or more drugs.  

4.3.2 Leg ulcer management in older people (Studies IV and V) 

In Study IV, data were collected from EPRs and reviewed for two periods: the six months 

prior to and the six months after the educational intervention. Data were collected from the 

EPRs of patients who were being treated for a leg ulcer or a wound below the knee for at least 

six weeks and who met the DN at least three times, either at the PHCC or at home. A 

computer program was used to gather EPR entries that included the keywords "leg ulcer," 

"wound below the knee," or "wound/leg ulcer." The records were printed out on paper, the 

patients' identities were removed, and the patients’ age and sex noted. No reviews were 
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conducted during the four-week period when the in-service educators were training their 

colleagues at the clinics. 

To compile data from the printouts, the researchers developed an audit tool (a paper form) 

with a checklist that included specific VIPS words (113). These VIPS words covered ten 

areas (variables) that reflected the general recommendations for best practice in leg ulcer 

management identified in the literature 2003 (119-121): 1) health history/care experience, 2) 

measurement of ABPI, 3) assessment of pain, 4) description of the size of the ulcer, 5) 

photograph, 6) nursing diagnosis, 7) medical diagnosis, 8) compression treatment, 9) patient 

participation, and 10) patient education/supervision. One point was awarded for each topic 

covered in the EPR (maximum: 10 points). EPR entries documenting the following nursing 

care efforts were also recorded on the tool: 1) descriptions of the types of compression 

bandaging used, 2) type of patient participation in leg ulcer care, and 3) type of information 

and education given to patients. We also recorded the number of medical diagnoses per leg 

ulcer patient that the GPs entered in the EPR before and after the intervention. Finally, the 

number of different DNs that each patient had seen at home or at the PHCC was recorded.  

In Study V, 30 DNs were interviewed in seven groups (two to eight DNs per group) (115) at 

the PHCC where they worked. Five group interviews with 18 DNs were conducted between 

2006 and 2007. These groups were selected via theoretical sampling (122) to ensure that 

participants had a wide range of experiences of leg ulcer management. After a pause in the 

study, data analysis continued in 2013 and 2014. During analysis, we discovered that 

additional interviews were needed to increase data variation and achieve category saturation. 

Two additional group interviews with 12 DNs were thus conducted in 2015. These two 

groups were chosen on the basis of the DNs’ extensive experience with leg ulcer care.  

The first author of the study led the interviews, using an interview guide with open-ended 

questions (114) aimed at gathering data about DNs’ experiences of caring for patients with 

leg ulcers. Some of questions were: "How do you work?" "How do you treat patients with leg 

ulcers at home?" "Are there any difficulties?" and "How do you get patients to participate in 

treatment?" Examples of more focused questions included "What do you do when wounds 

don't heal?" and "What do you do if patients won't follow your advice?" At the end of each 

interview, the interviewer discussed her impressions with an observer (a DN familiar with 

group interview methods) who wrote a summary of the interview and read it to the 

participating DNs. The DNs verified the accuracy of the summary, added more information, 

or sometimes adjusted it. Memos were written immediately after each interview and during 

the analytical process.  

The group interviews lasted between 40 and 50 minutes, were audio recorded with the nurses' 

permission, and were transcribed verbatim by the first author. Data were collected via the 

process of theoretical sampling (122, 123). The original three interviews provided an 

overview and preliminary understanding of the data. Questions became more focused as 

analysis progressed and new issues emerged. When questions emerged from the analysis of 

data generated by the first three group interviews, the three authors (AL, LT, and IH) changed 

the interview guide to focus on these new questions and interviewed two more groups. 

Finally, the interview guide was revised again and used to interview two additional groups.  
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4.4. DATA ANALYSIS 

 

4.4.1 Preventive home visit, drug management, and drug use in older people 

(Studies I, II, and III) 

Study I used qualitative content analysis (124-126) based on the work of Graneheim and 

Lundman (2004), who analyze text in terms of domains, categories, and themes (126). The 

transcribed interviews were read several times, after which the text was sorted into five 

domains (lists of things that go together). The domains used in Study I were created on the 

basis of the work of Vass et al. (2007) (62), who defined the five parts of PHVs: establishing 

trustful contact, conducting a structured interview, making an overall assessment, proposing 

health-promoting activities, and offering follow-up (62). The text in each domain (each of the 

five parts of a PHV) was then divided into meaning units, condensed, abstracted, and labeled 

with a code in accordance with the process described by Graneheim and Lundman (126). The 

codes were grouped into categories and subcategories in the domains to ensure that the 

analysis was meaningful and coherent. At the conclusion of the analytical process, the 

researchers identified three themes that ran through the domains and categories and revealed 

the underlying latent content in the text. To ensure the trustworthiness of the analytical 

process, the researchers discussed their findings until they reached consensus about the 

domains, categories, and themes (114). Quotations translated from Swedish to English were 

used to illustrate the main findings. 

In Study II, statistical analyses were performed using STATA statistical software version 

9.2. Frequencies were presented as numbers and proportions as percentages. Prescribed 

medications were classified using ATC classification codes (117). Fisher’s exact test was 

used to compare differences in factors related to items in the risk assessment between persons 

with an SMA score below <25 and those with a score ≥25. The significance level was set at 

p< 0.05.  

In Study III, logistic regression analysis was used to study differences in extent and quality 

of drug use by sex and age. Adjustments were made for age (treated as a continuous 

variable), sex, and number of drugs (used as a proxy for overall comorbidity) (127). SPSS 

22.0 for Windows (SPSS Inc., Chicago, IL) was used for the analyses. 

4.4.2 Leg ulcer management in older people (Study IV and V) 

In Study IV, descriptive analyses were carried out on checklist data from the six-month 

period before and the six-month period after the intervention. Analyses were performed using 

the statistical software package STATA (StataCorp. Version 9, LP). The difference between 

proportions was tested with a z-test; large sample sizes were assumed. We used a significance 

level of p< 0.05.  

In Study V, Grounded theory method (GTM) (122, 123) was used to develop a deeper 

understanding of DNs' experience of caring for patients with leg ulcers in accordance with 

clinical guidelines. The method is particularly useful when a new perspective on a field is 

called for. GTM emerged from the work of two American sociologists, Barney Glaser (a 
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sociologist experienced in quantitative methodology and text analysis) and Anselm Strauss (a 

sociologist with roots in symbolic interactionism), who collaborated in the 1960s to study 

dying hospital patients (123). GTM was influenced by symbolic interactionism (128). 

The research strategy in Study V was based on the version of classic GT methodology 

(Glaser & Strauss (1967); (129) Glaser (1978) (130) as it has been elaborated by Charmaz 

(122) and labeled “Constructivist grounded theory”. Charmaz’ version of GT methodology 

recognizes that models that result from grounded theory analysis are the product of 

interpretation and are thus subjective constructions. The GTM steps used by Hylander (131) 

were employed in the coding process. The researchers constantly compared findings during 

data collection, coding, and analysis and wrote memos to keep track of ideas and assist in the 

analytical process.  

To develop a theoretical model, data collection and analysis were conducted in parallel. The 

participants' main concern was defined early in the analysis as “DNs were preoccupied by 

what they should do but could not do when caring for patients with leg ulcers.” To develop a 

theoretical model that was well-grounded in data and illuminated this concern, the data were 

coded in three steps: open coding, focused coding, and theoretical coding (131). In the first 

step, open coding, text was coded line by line to generate initial categories, a process that 

resulted in thirteen preliminary categories, such as “no good routines” and “compromise.” In 

the second step, focused coding, categories were filled and aspects and dimensions of the 

categories were developed. The preliminary categories were then reduced to eight main 

categories; these categories were more conceptual in nature then the preliminary categories. 

The third analytical step was theoretical coding. In this step, codes that describe the 

relationships between categories were identified. In this study, these included “obstacles” 

(e.g., “problems with continuity of care”) and “strategies for overcoming obstacles” (e.g. 

“planning in order to achieve continuity of care”). Finally, in the fourth stage of analysis, the 

core process appeared. This core process tied all the categories together and described how 

DNs strive to stay on track—to follow guidelines and stay motivated despite prolonged 

wound treatment and feelings of hopelessness. We estimated that saturation had been 

achieved when all categories were filled and no additional categories had emerged.  
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4.5. ETHICAL CONSIDERATION   

 

In compliance with the Helsinki Declaration, all research projects included in this thesis were 

approved by the Ethics Research Committee at Karolinska University Hospital in Huddinge 

or the Regional Ethical Review Board in Stockholm, Sweden. Registrations numbers were 

Dnr 2009/5:6 (Study I), Dnr 2010/5:6 (Study II), Dnr 2013/1941-31/3; 2015/1319-32 (Study 

III), Dnr 367/03 (Study IV), and Dnr 2010/566-31/5 (Study V).  

Verbal informed consent for studies I, II, and V was obtained from participating DNs after 

they received written and oral information about the study. For Study II, written informed 

consent was obtained from the older people. Codes protected the identities of the older people 

and DNs. The older people received written information from participating DNs about the 

purpose of the study, about confidentially, and about the voluntary and anonymous nature of 

participation. In Study IV, all information about the patients who participated was rendered 

anonymous. The anonymity and confidentiality of participants and their patients was 

guaranteed in the presentation of data. Ethical permission was not required for Study V 

because of the nature of the topic. However, some international journals require ethical 

permission for publication, and we therefore applied for such permission in 2010. The 

response was a statement from the Regional Ethical Review Board in Stockholm stating that 

permission was not necessary for this study: “It is the advisory opinion of the committee that 

in the view of the board there are no obstacles to carrying out the research.” 

Patient records, recordings, transcripts, assessment forms, and intervention forms are kept in 

a locked location. The material was anonymized and will be destroyed after ten years.  
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5 MAIN RESULTS 

This section presents the results of studies I, II, III, IV, and V. 

5.1 STUDY I 

The first of the two main results of Study 1 was a systematic description of the dialogue 

between the DNs and older people during the PHVs and of the facilitators of and barriers to 

this dialogue. The second main result to emerge from the study was three themes that 

expressed and illustrated DNs' dilemmas in PHVs.   

5.1.1 The dialogue between the district nurses and the older people in the 
preventive home visits  

Table 2 provides a description of the structure and content of the PHVs. It presents the parts 

of a PHV (the five domains) that are used to achieve the purpose of the visit along with the 

facilitators of and barriers to dialogue between older people and DNs in each domain. The 

domains included establishing trustful contact, conducting a structured interview, making an 

overall assessment, proposing health-promoting activities, and offering follow-up. The study 

showed that DNs experienced facilitators of and barriers to the dialogue that were related to 

the older person, to the DN, and to the home environment. The facilitators and barriers 

affected the DNs' ability to achieve a successful health dialogue, and thus, to achieve the 

purpose of the PHV. Subcategories are indicated by italics (Table 2).  

 

Table 2.  District nurses' experiences of facilitators of and barriers to the dialogue in preventive home visits’ five 

domains. The barriers are related to the older person, the district nurse, and the home environment. 
 FACILITATORS BARRIERS 

DOMAINS Older person 

 

District nurse  Home 

environment 

Older person District nurse Home 

environment 

Establishing 

trustful 

contact 

confidence in 

the DN from the 

start 

talked frankly 

and openly  

stayed open both 

emotionally and 

intellectually 

safe and 

familiar 

environment 

declined the 

offer 

 

 

unfamiliar 

with older 

person’s 

cultural 

background 

pressed for time 

medical 

culture  

 

time-

consuming 

Conducting a 

structured 

interview 

understood the 

aims of the 

PHV  

used different tools: 

information letter, 

interview guide, 

health index, 

medical record, list 

of drugs, blood 

pressure, body mass 

index, daily routines 

daily routines quiet afraid of 

embarrassing  

interventions 

by family 

members  

Making an 

overall 

assessment 

 

multifaceted 

health dialogue 

 

show the DN 

around  

inspect for the risk 

of falls  

 an overall 

picture of the 

older person's 

life situation 

limited the 

conversation to 

one problem 

difficult to keep 

control of the 

health dialogue 

a purely social 

event 

Proposing 

health-  

promoting  

activities 

  

wish for 

confirmation of 

facts and 

approval of 

behaviors  

the dialogue flowed 

well  

point and 

show 

severely ill  

did not 

understand the 

aims of the 

visit  

talked only 

about medical 

problems 

found it difficult 

to explain the 

concept of 

health  

interpreter 

present during 

the health 

dialogue 

Offering 

follow-up 

 

took the 

initiative  

phoned  

 

an adequate 

network  

relatives 

contacted the 

DNs  

did not want to 

bother the DNs 

 not have the 

time 

too many 

duties  
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5.1.2 District nurses’ dilemmas in the preventive home visits 

Three themes expressed the latent content of the group interviews and illustrated DNs’ 

professional dilemmas in PHVs. The themes included balancing a personal and professional 

approach, combining a task-oriented and person-oriented approach, and maintaining a 

salutogenic and a pathogenic perspective. DNs had to resolve these dilemmas to achieve the 

purpose of the PHVs. 

5.1.2.1 Balancing a personal and professional approach  

The DNs thought that older people's home environments were more conducive to achieving a 

health dialogue than the environment of the PHCCs. DNs reported the familiar setting at 

home made the older person feel comfortable, health dialogue became more personal at 

home, and health was discussed more on the older person’s terms. DNs said that they often 

started the health dialogue by asking about pictures or other small things at home and that the 

home environment facilitated an overall and sounder assessment of the older person's 

situation and lifestyle habits. However, the DNs also thought that the home environment 

sometimes posed a dilemma. For instance, it could be challenging to focus on the health 

dialogue when spouses took part in a distracting way or the dialogue became too friendly. 

The DNs reported that they sometimes could get too involved in coffee drinking with spouses 

present, and this could shift focus of the health dialogue away from the health of the older 

person. To find balance between a personal and professional approach, the DNs used a 

variety of strategies, such as seeking eye contact with the 75-year-old to facilitate the 

dialogue and responding flexibly to the wishes of both spouses.  

5.1.2.2 Balancing a task-oriented and person-oriented approach 

The DNs strived for good rapport during the visits and attempted to conduct the health 

dialogue on the older person’s terms. However, that approach could sometimes cause 

problems with completing the structured interview and achieving the purpose of the PHV in 

the limited time available. This could occur, for example, when the older person talked about 

things other than their health, talked too openly, and/or took up many subjects. The DNs then 

had to interrupt, end the visit, or stay longer than they should have. The DNs had strategies 

for listening and conversing on the older person’s terms but still taking the lead in the 

dialogue, such as using an interview guide. In general, they began PHVs with a more person-

oriented approach and shifted toward a more task-oriented approach during the structured 

interview. 

5.1.2.3 Balancing a salutogenic and a pathogenic approach  

Striving for good rapport during the visit could also hinder a health-promoting approach; for 

example, if the older person only talked about medical problems and the DN was not able to 

take the lead in the interview and focus on health promotion. On the other hand, many older 

people had multiple diseases but perceived their health as good, and sometimes DNs 

discovered illnesses during the PHV. Thus, some older people expressed a salutogenic 

perspective, whereas the DN had to focus on ailments and possible diseases. If the older 

people did not want to discuss health-promoting activities or did not see the reason for doing 

so, the DNs tried to reach the health-promotion objective by talking about everyday matters 
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and issues related to the home environment. The DNs therefore had to work to maintain a 

balance between the salutogenic and the pathogenic perspective.  

 

5.2 STUDY II 

Study II showed that older people in Stockholm County used a median of five drugs. The 

percentages of people using drugs in the main groups of the ATC classification system were 

as follows: cardiovascular system, 72 percent;  alimentary tract and metabolism, 57 percent; 

blood and blood forming organs, 53 percent; nervous system, 41 percent ; musculo-skeletal 

system, 24 percent; genito-urinary and sex hormones, 20 percent; systemic hormonal 

preparations excluding sex hormones and insulins,15 percent; respiratory system, 14 percent; 

dermatologicals, 12 percent; sensory organs, 9 percent; and antiinfectives for systemic, use 6 

percent. A total of 6 percent used over-the-counter medications. Health care professionals or 

pharmacists assisted 6 percent in dispensing drugs, and relatives assisted 3 percent. A total of   

percent used a bottle or dose dispenser when taking their drugs. 

 

5.2.1   Risk assessment  

Each participating DN used the SMA tool to make a median of three assessments (range 1-9). 

DNs identified one or more factors related to unsafe medication management in 84 percent of 

the 75-year-olds. The median total risk assessment score was 25 of 28 possible points (range 

9-28 points) (Figure 1).  

 

 

Figure 1. Distribution of Safe Medication Assessment tool points (maximum possible score, 28 points) (n=113). 
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Several risk factors were identified in the assessment. The most common were using five or 

more drugs (42.5%), having symptoms presumed to be adverse effects of the medication 

(34.5%), having prescribed drugs from more than two sites of care (29.2%), and having no 

methods or routines for remembering to take their drugs (25.7%). Moreover, 10.6 percent 

reported that they took a dose other than that prescribed without consulting their prescriber.  

Of the 113 older people, 42 percent had a SMA score of <25 points. The two most common 

factors related to unsafe medication management among those who scored <25 points were 

the use of five or more drugs (68%) and symptoms that could be possibly be a side effect of 

the drugs they were taking (57%). These risk factors were less common among older people 

with a score of ≥25. Among those who scored ≥25 points, the most common risk factor was 

having prescribers from more than two medical units. 

The DNs suspected that 9 percent of the older people were at risk for interactions between 

drugs and that 7 percent had reduced cognitive ability. The most common symptoms 

potentially indicative of adverse effects of drugs in the 75-year-olds were dizziness (9%), dry 

mouth (8%), bruising (7%), and constipation (6%). The most common self-reported reasons 

the 75-year-olds said they deliberately took a medication at a dose other than that prescribed 

without consulting their prescriber were fear of drug side effects (7%), desire for greater 

personal control over their drug treatment (2%), and fear of becoming dependent on drugs 

(2%).  

 

5.2.2 Nursing care interventions 

DNs provided nursing care interventions to 72 percent of the 113 participants in the study to 

help ensure safe medication management. They used several different nursing care 

interventions. The most common were information and education. The DNs undertook 

interventions statistically significantly more often in people with an SMA score of <25 than 

in those with an SMA score of ≥25. 

The most common factors related to unsafe medication management in those who did not 

receive any interventions (28.3%) were the use of five or more drugs, lack of methods or 

routines for remembering to take drugs, and being of the opinion that one was on too many 

drugs. The median total SMA score in those who received no interventions was 26 (range 15-

28).  

DNs intervened in the medication management of more than two-thirds of the 75-year-olds 

who had the maximum SMA score of 28 (16%). The most common nursing care 

interventions were conversations about over-the-counter drugs, conversations about the older 

person’s alcohol habits, and advice on how to prevent falls.  
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5.3 STUDY III 

Data from 739, 734 people aged 75 years and older listed in the SPDR in 2013 showed that 

671,940 (91%) lived in the community; these people comprised the study population. The 

mean age of the study population was 82 (75-114) years, and 58 percent were women. A total 

of 9 percent (n= 60,872) were 75-year olds, 40 percent were aged 75-79 years, 31 percent 

were 80 to 84 years, 20 percent were 85 to 89 years, and 10 percent were 90 years and older.  

The extent of the use of drugs in most main ATC groups increased with age. Drug use was 

lower in 75-year-olds than in people aged 75 years and older, except in groups G (Genito-

urinary system and sex hormones; OR, 1.11; 95% CI, 1.08 -1.13) and R (Respiratory system; 

OR, 1.27; 95% CI, 1.24-1.30). Sex differences were evident in both age groups. A higher 

proportion of women than men used drugs in groups A (Alimentary tract and metabolism; 

OR, 1.37; 95% CI, 1.3-1.38), H (Systemic hormonal preparations, excluding sex hormones 

and insulins; OR, 2.53; 95% CI, 2.49-2.57) and N (Nervous system; OR, 1.86; 95% CI, 1.84-

1.88). A higher proportion of men than women used drugs in group B (Blood and blood 

forming organs; OR, 1.86; 95% CI, 1.84-1.88).  

Table 3 shows the proportion of people in different age groups who used in the 14 main ACT 

groups. The proportion of people using drugs in most ACT groups was lowest in 75-year-olds 

and increased with age. However, there were some exceptions. The proportion of people 

using drugs in group A, H, J (Antiinfectives for systemic use) and C (Cardiovascular system) 

increased little with age.  

 

Table 3. Percentage of community-dwelling people in Sweden aged 75 years and aged 75 years and older 

(N=671,940), by age group, who used drugs in the 14 main ATC groups.  

  Age in years 

ATC Drug group 75  75-79 80-84 85-89 ≥90 

A Alimentary tract and metabolism 39.0  40.5 43.0 44.0 43.8 

B Blood and blood forming organs 43.0  46.0 53.6 59.5 61.2 

C Cardiovascular system 71.4  72.7 75.8 77.3 75.3 

D Dermatologicals 8.4  8.7 9.4 10.7 12.9 

G Genito-urinary system and sex hormones 15.1  15.4 15.0 13.8 11.3 

H Systemic hormonal preparations, excluding 

sex hormones and insulins 

13.2  13.7 15.1 15.8 15.5 

J Antiinfectives for systemic use 3.0  2.9 3.0 3.1 3.4 

L Antineoplastic and immunomodulating 

agents 

3.8  3.9 4.1 3.7 2.7 

M Musculo-skeletal system 11.9  12.0 12.2 11.4 9.5 

N Nervous system 35.0  36.6 42.8 48.5 53.2 

P Antiparasitic products, insecticides and 

repellents 

0.3  0.3 0.3 0.3 0.2 

R Respiratory system 14.9  14.9 14.0 12.5 10.7 

S Sensory organs 9.4  10.5 12.9 15.2 17.7 

V Various 0.4  0.4 0.4 0.3 0.2 

ATC, Anatomical Therapeutic Chemical 
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Table 4 shows the analyses of the quality of drug use as measured by indicators of 

inappropriate drug use. Inappropriate drug use grew more common with increasing age. 

However, polypharmacy (use of five or more drugs) was already prevalent in 75-year-olds. 

Furthermore, excessive polypharmacy (use of ten or more drugs) was more common in the 

older age groups, as was the use of potentially inappropriate drugs (e.g. anticholinergic 

drugs). The highest prevalence of potential C and D drug-drug interactions was found in 

those aged 85 to 89 years. In people aged 75, the two most common potential category D 

interactions were acetylsalicylic acid with warfarin (25% of all class D interactions) and 

potassium with potassium sparing agents (23%).  

 

Table 4. Prevalence of some measures of polypharmacy and prescribing quality in community-               

dwelling people in Sweden aged 75 years and 75 years and older (N = 671,940) by age group. 

 Age in years 

Indicator 75  75-79 80-84 85-89 ≥90 

Five or more drugs 41.8  44.4 51.2 55.0 55.0 

Ten or more drugs 8.0  8.8 10.6 11.5 10.8 

Long-acting benzodiazepines 1.5  1.5 1.6 1.9 2.6 

Anticholinergic drugs 4.9  5.0 5.0 4.6 4.1 

Three or more psychotropic drugs 2.5  2.6 3.0 3.2 3.4 

Drug-drug interactions, category C 15.3  15.7 17.9 19.1 16.6 

Drug-drug interactions, category D 1.2  1.4 1.3 1.6 1.0 

 

 

5.4 STUDY IV 

This study evaluated DNs' management of leg ulcer patients and an in-service educational 

program led by DNs at the PHCCs where they worked. The results showed that DNs' 

documentation of leg ulcer management according to guidelines was generally sparse both 

before and after the intervention. However, after the intervention, statistically significant 

improvements were found in three key areas: in measurement of ABPI, description of pain, 

and photographic documentation.  

5.4.1 Study group characteristics before and after the intervention 

A total of 1270 visits either to a patient's home or by a patient to one of the 12 participating 

PHCCs was recorded before the educational intervention (n=97 patients). A total of 1228 

such visits was recorded after the intervention (n=96 patients). In total, 65 patients were 

included in both review periods. The average age of patients was 75 years. More than 53 

percent of the patients were women, and more than 45 percent were treated for a new leg 

ulcer. In both study periods, the patient met an average of three different DNs at clinic visits 

(range 1-10), and at home visits (range 1-11).  
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In both study periods, a medical diagnosis set by a GP was present in the EPR of about 50 

percent of the patients. Table 5 shows the number of documented medical diagnoses per leg 

ulcer patient before and after the intervention. “Leg ulcers” was the most common diagnosis 

(n=39 before intervention; n=29 after intervention), and “venous leg ulcers” was the second 

most common (n=11 before intervention; n=4 after intervention). 

 

Table 5. Number of documented medical diagnoses per leg ulcer patient before and after the intervention. 

 
  

Before (n=54)  

 

After (n=43)  

 

Medical diagnoses  

 

Number 

 

Number 

 
Leg ulcers 

 
39 

 
29 

Venous leg ulcers 11 4 

Venous insufficiency 3 1 

Arterial leg ulcers 1 2 

Varicose veins in left leg with leg ulcer 
Varicose veins in lower extremities with leg ulcer 

0 
4 

2 
3 

Oedema 1 0 

Leg ulcers with arteriosclerosis 0 1 

Wound damage 1 1 

Infected leg ulcer 1 1 

Other local infections in the skin and underlying layers of skin 6 1 

Erysipelas 2 0 

Skin infection with leg ulcer 2 0 

Non-specific skin rash  1 0 

Skin wound 2 0 

 

5.4.2 Key areas documented before and after the intervention 

The DNs documentation of the management of patients' leg ulcers in the selected key areas 

was sparse both before and after the intervention, although there was a statistically significant 

increase in documentation in three key areas: ABPI (p=0.0004), pain (p=0.01), and number of 

digital photographs taken (p=0.01). No statistically significant differences were found in the 

other variables. The EPR descriptions of the types of compression treatment used showed that 

low-compression bandages were the most commonly used bandages. Descriptions of the type 

of patient participation were mainly of patient participation in treatment and of patient 

education (mainly advice on compression treatment). Only a few descriptions of advice on 

diet and/or on cigarette smoking were entered into the EPRs.  

 

5.5 STUDY V 

The results of Study IV highlighted the need for more information about the reasons for the 

gap between guidelines and clinical practice in leg ulcer management. The aim of Study V 

was therefore to investigate DNs' experiences of providing care to patients with leg ulcers in 

accordance with clinical guidelines. The core process illustrated how DNs strive to stay on 

track; that is, to follow clinical guidelines and stay motivated despite prolonged wound 
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treatment and feelings of hopelessness. The participants' main concern was that they “were 

preoccupied by what they should do but could not do.” 

5.5.1 Theoretical model  

The DNs described obstacles to adhering to guidelines. These included complex wound 

treatment, arduous wound treatment, and an unsupportive wound treatment organization. If 

the DNs and/or the patients saw no progress as a result of treatment, the obstacles could result 

in perceived prolonged treatment, which might lead to feelings of hopelessness in the DNs 

and/or the patients.  

However, the DNs used several strategies to follow clinical guidelines, to stay motivated, and 

help patients to remain motivated. The DNs used compensating strategies to overcome the 

obstacles and motivating strategies to overcome feelings of hopelessness. These strategies 

interacted to facilitate best practice. Even if the DNs remained motivated and strived to 

follow guidelines, it was not always possible to follow guidelines with all patients. They then 

had to compromise and follow guidelines as far as possible (i.e., provide leg ulcer care 

acceptable to both the patient and the DN). 

5.5.1.1  Complex wound treatment 

This obstacle to following guidelines was characterized by challenging collaboration with 

GPs, complex patient pathology, and complex wound assessment. DNs described the need to 

collaborate with GPs to follow guidelines—for example, the need to obtain an etiological 

diagnosis, which has to be made by a GP. The collaboration with GPs was challenging 

because GPs lacked time and sometimes had insufficient competence in wound treatment. 

One example of the consequences of the lack of time and insufficient competence was few 

etiological diagnoses. Examples of complex patient pathology that made it difficult to follow 

guidelines included old age, problems with undernutrition, and multiple diseases that 

negatively influenced the wound healing process and constituted a risk for prolonged 

treatment. Moreover, disability, mental illness, and cognitive problems could also enhance 

the complexity of the wound treatment. The complex nature of wound assessment, which 

included choosing a treatment, assessing preventive measures, creating treatment plans, and 

documenting treatment in the EPR also made it difficult to follow guidelines.  

DNs used compensating strategies to follow guidelines when wound treatment was complex. 

Examples of such strategies included communicating proactively with GPs and updating their 

own knowledge and skills. If DNs could not compensate for the complex nature of treatment, 

consequences included problems such as a lack of up-to-date information and a lack of 

etiological diagnoses. Moreover, treatment complexity could contribute to patients’ lack of 

ability to cooperate and to time-consuming treatment.  

5.5.1.2  Arduous wound treatment   

This obstacle included a difficult working environment in home care and troublesome 

treatment for patients. The DNs' working environment was sometimes difficult because of a 

lack of necessary equipment and because of physically demanding working positions. Wound 

treatment was sometimes physically, psychologically, and financially troublesome for 

patients, which made it difficult to follow guidelines.  
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DNs used compensating strategies so that they could follow guidelines when treatment was 

arduous. For instance, they collaborated with others, such as those working in home help 

services, and they provided details about the treatment to patients (such as the benefits of 

compression hosiery) so that patients would adhere to treatment. If the DNs could not 

compensate for the arduous nature of treatment, experienced DNs might stop working with 

the treatment of patients with leg ulcers in home care, and patients might not adhere to 

clinical guidelines.  

5.5.1.3   Unsupportive wound treatment organization 

This obstacle included unevenly distributed competence in and experience of leg ulcer 

treatment, unclear responsibility for individual patients' wound treatment, no easy access to 

treatment plans, and unclear policy for ordering materials.  

When they encountered this obstacle, DNs used compensating strategies in an effort to follow 

guidelines despite the obstacle. For example, they planned so that the patient would have 

continuity of care, clarified their PHCC's policy for ordering dressing materials, and 

mentored less-experienced colleagues.  

If DNs could not compensate for this obstacle, some patients might not receive treatment in 

accordance with guidelines. In addition, patients treated by different nurses on different 

occasions could lack continuity of care. Occasionally, a DN might simply do the same thing 

as the DN who had previously treated the patient without checking to make sure the previous 

DN had followed clinical guidelines. Now and then, a DN might not follow the same 

procedure as the previous DN but rather make her own treatment choice and thereby not 

follow the treatment plan. Furthermore, unclear responsibility for writing treatment plans 

could mean that treatment plans were not accessible or did not exist. 

5.5.1.4  Motivating strategies to overcome feelings of hopelessness 

Without compensating strategies for overcoming obstacles, the DNs might perceive wound 

treatment as prolonged, and the potential consequences of prolonged treatment were feelings 

of hopelessness in the DN and/or the patients. 

DNs used motivating strategies to overcome their own feelings of hopelessness and/or the 

patients' feelings of hopelessness. According to the DNs, establishing a trusting relationship 

was an important motivating strategy, as was evoking hope. However, if motivating strategies 

failed, DNs sometimes needed to compromise with patients to follow guidelines as well as 

possible. 
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6 DISCUSSION 

This section discusses the combined contribution of the five studies to a new and broadened 

understanding of DNs’ clinical care of older people and DNs’ experiences of this care, 

focusing on PHVs, medication management, and leg ulcer care.  

 

6.1 MAIN FINDINGS 

The thesis project resulted in a systematic description of DNs’ experiences of facilitators of 

and barriers to a successful health dialogue between DNs and older people in PHVs. We 

identified facilitators and barriers and sorted them into five domains related to the older 

person, the DN, or the home environment. Three themes illustrated the salient findings; that 

is, the professional dilemmas that DNs had to resolve to achieve the purpose of the PHVs. To 

resolve these dilemmas, DNs had to balance a personal and professional approach, combine a 

person-oriented and a task-oriented approach, and employ both a salutogenic and pathogenic 

approach.  

When DNs used the SMA tool during PHVs to older people who used at least one drug, they 

identified factors related to unsafe medication management in more than 80 percent of the 

visits. The most common factors were polypharmacy and symptoms potentially indicative of 

adverse drug effects. In over two-thirds of the visits in which they identified potential 

problems, the DNs employed nursing care interventions to ensure safe medication 

management. The thesis project also found that in people 75 years and older in Sweden, the 

use of most drug groups increased with age, as did inappropriate drug use. However, use of 

antidepressants and diabetes drugs decreased with age. Furthermore, polypharmacy and use 

of potentially inappropriate medications such as anticholinergic drugs were already prevalent 

in 75-year-olds.  

In our evaluation of an in-service education program for leg ulcer care, we found that in 

several areas important in the management of leg ulcers, nurses’ documentation was 

generally sparse and not consistent with clinical guidelines. However, a one-hour educational 

intervention with a follow-up meeting resulted in a statistically significant change in the 

documentation of three important areas. Finally, our investigation of DNs’ experiences of 

caring for patients with leg ulcers identified obstacles and consequences of obstacles that 

DNs faced as they strived to treat leg ulcers in accordance with guidelines. It also described 

DNs’ strategies for overcoming the obstacles and consequences. We developed a theoretical 

model that illustrates how DNs strive to stay on track in order to follow clinical guidelines, 

remain motivated, and encourage patients to remain motivated despite prolonged wound 

treatment and feelings of hopelessness. The model describes how DNs balance compensating, 

motivating, and compromising strategies to follow clinical guidelines as far as possible and 

provide care that is good enough.  
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6.2 PREVENTIVE HOME VISITS, MEDICATON MANAGEMENT, AND DRUG 
USE IN OLDER PEOPLE (STUDY I, II, AND III) 

 

6.2.1 District nurses’ experiences of barriers to and facilitators of a 
successful health dialogue   

The analysis indicated that DNs experienced both barriers to and facilitators of successful 

health dialogues in all of the five parts of PHVs. It confirmed that the health dialogue 

between nurses and older people that takes place during PHVs is a complex social process.  

The DNs perceived trustful contact as an important aspect of their interaction with the older 

people and indicted that the older people’s home environment facilitated such contact. During 

the PHV, the older person often talked openly about his or her life experiences, which helped 

the DN make an overall assessment of the older person’s health situation. The DNs wanted to 

encourage openness in the PHV, but sometimes their clinical work situation meant that they 

lacked time. Time pressure then prevented them from getting as deeply involved in the health 

dialogue as they would have liked. Other studies confirm that time pressure and lack of 

financial resources (76, 78) as well as lack of interprofessional cooperation and follow-up of 

health care interventions (76) are barriers to promoting the health of older people in primary 

care.  

A previous Swedish qualitative study by Wilhelmsson and Lindberg identified a number of 

barriers to and facilitators of DNs’ health promotion work (48). That study focused very 

generally on health promotion work in primary care, whereas we focused specifically on the 

interaction between DNs and 75-year-olds in health dialogues in PHVs. Moreover, in the 

previous study, the researchers specifically set out to identify barriers and facilitators and 

posed questions accordingly, whereas in our study, the concept of barriers and facilitators 

emerged as the result of the analytical process. A few of our findings echo those of 

Wilhelmsson and Lindberg. An example is that Wilhelmsson and Lindberg found that lack of 

time was a barrier to health promotion work, and we found that time pressure was a barrier to 

conducting a successful health dialogue. 

As in our study, another group of researchers has found that a trusting relationship and 

patient-centered approach to care helps professionals promote older people’s health in PHVs 

(132). According to the DNs in our study, tools (e.g., an interview guide) facilitated a 

structured interview. Previous work has also shown that protocols make it easier to assess and 

promote older people’s health in PHVs (76). Our analyses indicated that an adequate 

professional network helped DNs meet older people’s need for care. Similarly, others have 

found that interdisciplinary collaboration facilitates promoting the health of older people 

(133).  
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6.2.2 District nurses’ experiences of dilemmas in preventive home visits to 
older people 

DNs experienced three professional dilemmas that they had to resolve to achieve the purpose 

of the PHV: balancing a personal and a professional approach, a person-oriented and a task-

oriented approach, and a salutogenic and a pathogenic approach.  

Balancing a personal and a professional approach. The finding that DNs needed to balance 

these two approaches is in keeping with nursing theory, which states that nursing involves 

both the assessment and the treatment of somatic problems in addition to viewing patients 

as a whole person with all their needs and desires (134). According to Ericsson (42) this 

holistic view is an extra component of care that goes beyond somatic assessment and 

treatment.  

Holding health dialogues in the home environment was experienced as positive by DNs. It 

allowed the dialogue to be conducted on the older person’s terms and made the older person 

comfortable and able to speak openly. Thus the dialogue became more personal and it was 

easier for DNs to provide nursing care. Occasionally, however, the DNs felt that the older 

people treated them like personal friends during the PHV, and this could hamper the DNs in 

their goal of making an overall assessment and conducting a structured interview. When 

this situation arose, DNs used a variety of strategies to bring the dialogue back into balance. 

This balance between the personal and professional has been described in other care 

situations (107, 135). In most of these previous studies, balance was described primarily as 

important for achieving an adequate or good working environment for the care providers 

(107, 135, 136) but also to avoid mistakes in care (136) and to provide the care patients 

needed (107). In our study, however, the purpose of balancing a personal and professional 

approach was to achieve the goal of the health dialogue, promoting health and preventing 

disease. 

Balancing a task-oriented and person-oriented approach. DNs also needed to use a 

combination of a person-oriented and task-oriented approach in PHVs. The DNs strived to 

affirm the older people’s experiences of illness and disease and promote health on the older 

people’s terms. This person-centered nursing approach is fundamental to successful care 

outcomes (137, 138). However, it was also important for the DNs to take and maintain the 

lead in the health dialogue to ensure that they could achieve the multiple important objectives 

of the dialogue.  

We found that typically, the social process in the health dialogue was predominately person-

oriented at the outset of the interaction between the DN and the older person and became 

more task-oriented after trustful contact was established and the dialogue was underway. 

Without person-orientation at the outset, the DN could have a hard time establishing a trustful 

dialogue, which could make it more difficult to achieve the goals of the PHV.  

The findings of this study add a new dimension to the results of a previous qualitative 

Swedish study that investigated DNs’ clinical work with patients with chronic obstructive 

pulmonary disease (59). That study found that DNs were either predominantly task-oriented 

or individual-oriented in their approach to care and that being too task-oriented could result in 

care that was not patient-centered. The current study found the same two orientations toward 
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care, person-oriented and task-oriented, but adds the information that a balance between the 

two is critical to achieving health care goals. 

Earlier researchers have also found that trustful contact is necessary for a PHV to have a 

successful outcome (132). Furthermore, they have found that the home visitor must exhibit 

professionalism (81), and health care advice must be tailored to the older person’s daily life 

(132).  

Balancing a salutogenic and a pathogenic approach. Finally, DNs needed to maintain both a 

salutogenic and a pathogenic perspective in the PHVs. According to the DNs, some older 

people only expressed a salutogenic perspective and others only wanted to talk about 

medical problems. The DNs sometimes found that older people believed they were healthy 

even though they had medical problems. This is in keeping with the results of Sherman et 

al. (17) and Toien et. al. (132), who reported that most of the older people who participated in 

PHVs perceived their health as good despite illness (77). When DNs encountered older 

people with this perspective, the DNs sometimes had to make an effort to ensure sufficient 

focus on the pathogenic perspective. On the other hand, when they encountered older 

people who only wanted to talk about medical problems, the DNs had to work to bring the 

salutogenic perspective to the dialogue. The DNs’ task of balancing the salutogenic and 

pathogenic perspectives was more difficult when older people had trouble understanding the 

concepts of health promotion and disease prevention. A group of Norwegian researchers has 

also found that older people sometimes have difficulty understanding these concepts (132). 

Such difficulty might affect older people’s adherence to health promotion advice provided 

during the PHVs.  

6.2.3 District nurses’ medication management in clinical practice and older 
people’s drug use    

When DNs used the SMA tool during PHVs to 75-year-olds, they found that 80 percent of 

older people evinced factors related to unsafe medication management. Polypharmacy and 

symptoms that might be the side effects of drugs were the most prevalent factors. Our 

exploration of the extent and quality of drug use in older people who lived in the community 

showed that with age, it was increasingly common for people to have five or more 

medications (polypharmacy) and to have medications that were potentially inappropriate. 

Many earlier researchers have reported a high prevalence of polypharmacy and inappropriate 

drug use in older people (18, 139). Estimates of inappropriate drug use in older people, range 

between 12 percent to 62 percent (23). Because polypharmacy increases the risk of 

inappropriate drug use, it is important for DNs to watch for these risk factors. PHVs can 

provide a particularly good opportunity for DNs to identify potentially inappropriate drug 

use.  

The 75-year-olds in Study II used a median of five drugs, and both studies II and III showed 

that cardiovascular drugs were the most commonly used medications. Moreover, Study III 

showed that the prevalence of these drugs increased with age. However, the use of calcium 

channel blockers with mainly vascular effects increased little with age. One reason could be 

that these drugs are associated with the risk of falls in older people (140). Moreover, there 

was a marked decrease with age in the use of lipid modifying agents, perhaps because 
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research has found no evidence of lower mortality in people over 80 years who use these 

drugs (141).  

Furthermore, the use of antidiabetic drugs decreased with age. One reason could be that 

health care providers in Sweden follow the National Board of Health and Welfare’s 

guidelines for the treatment of patients with diabetes (142), which recommend individual 

blood sugar targets and no strict blood sugar control in older people. The prevalence of 

respiratory system drugs also decreased with age. We speculate that obstructive pulmonary 

disease may be undertreated in the older population. A study of asthma treatment in older 

people in Japan showed that GPs do not always have the education, clinical skills, and 

teamwork skills required to identify older people’s need for asthma medication and to ensure 

that the older people can use the prescribed treatments (e.g., inhalers) (143).  

Although the prevalence of depressive conditions is high in older people (144), Study III 

showed that the use of antidepressant drugs increased little with age. One explanation could 

be that symptoms of depression in older people are not necessarily the same as those in 

younger people, which could lead to under diagnosis (144). Additionally, in older people, 

depression medication is associated with an increased risk of side effects such as falls (27, 

144), which might make physicians reluctant to prescribe such medications for older adults.  

Treatment with anticholinergic drugs was already prevalent in the 75-year-old people. In all 

age groups, one third of these drugs were prescribed for urinary frequency and incontinence. 

Treatment with anticholinergics at older ages can cause serious adverse effects, such as 

confusion, urinary retention, and impaired functional status. We did find, however, that the 

proportion of people who used anticholinergics did not increase with age, which is positive.  

6.2.4 Nursing care interventions regarding medication management in 
clinical practice    

After DNs used the SMA tool during PHVs to identify factors related to unsafe medication 

management, the DNs undertook a number of nursing care interventions to ensure safe 

medication management. The most common was patient education. For example, to prevent 

polypharmacy, DNs provided advice about topics such as diet and exercise to nearly a quarter 

of the patients who received interventions. They also provided other kinds of advice, such as 

information on how to prevent dizziness and pain. Earlier research confirms that patient 

education about drug use, dosage, and adverse effects is important in promoting better 

medication management and adherence (145, 146). To the best of our knowledge, no 

previous studies have looked into the role that DNs can play in identifying factors related to 

unsafe medication management during PHVs.  
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6.3 LEG ULCER MANAGEMENT IN OLDER PEOPLE (STUDY IV AND V) 

6.3.1 District nurses’ care of patients with leg ulcers 

The analysis of the documentation showed that there were some improvements in nursing 

care after a one-hour educational intervention led by the local educators (DNs). These 

improvements included the calculation of ABPI, descriptions of pain, and photographs of 

wounds. However, even after the intervention, DNs’ documentation of the management of 

leg ulcers remained sparse and the care did not meet the requirements of guidelines for the 

treatment of leg ulcers. Poor nursing documentation of leg ulcer management has also been 

found in other studies (108, 109). Although this study indicated that the quality of care was 

poor, one must bear in mind that data extracted from EPRs is second-hand information about 

DNs’ adherence to guidelines, which makes it impossible to draw definitive conclusions 

about the actual quality of care.  

The documentation indicated that there are several possible reasons for the poor adherence to 

guidelines: DNs might not see the relative advantage of treating leg ulcers in accordance with 

the guidelines, it might be difficult to change established procedures at the clinic, and the 

DNs might have needed more support from the leadership of their clinic and more time and 

training to adopt new habits. On the other hand, DNs might have provided care in accordance 

with guidelines but found it particularly difficult to record certain kinds of care in the EPRs 

(e.g., patient information/education). They may also have recorded care under key terms that 

were not VIPS keywords chosen as variables in this study. 

Because leg ulcer management is such a common issue faced by nurses in clinics and in 

home care, one might think that DNs would be eager to adopt innovations. However, 

obstacles to adopting innovations might include factors such as a lack of time and a lack of 

knowledge and experience of caring for leg ulcers or of the guidelines for such care.  

In our study, each in-service educator provided approximately one hour’s training on the four 

themes, and we evaluated the results after six months. A study from Ireland found significant 

improvements in compression treatment and frequency of dressing changes in patients with 

leg ulcers 18 months after a one-day educational intervention for community nurses in 

primary health care (147). It is difficult to determine whether the longer intervention in the 

Irish study led to better results than our intervention, and it is difficult to rule out potential 

confounding from other variables in either study, as neither had a control group. 

It is perhaps unrealistic to think that a brief, one-time intervention can have a great deal of 

influence on the adoption of clinical guidelines. The implementation of clinical guidelines in 

nursing practice is a complex process that is affected by many factors from the organizational 

to the individual level and can take several years (148). For example, earlier research has 

shown that opinion leaders (such as the in-service educators in our study who had been 

trained to influence the behavior of their colleagues) have positive effects on innovation but 

that these effects are small and can disappear with time (149). Additionally, the adoption of 

innovations is often influenced by other professionals, by a person’s social network, and by a 

person’s cultural background (149). Thus, efforts beyond a one-time intervention may be 

necessary to ensure the implementation of clinical guidelines.  
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Studies show that a more standardized process of leg ulcer management can improve clinical 

outcomes (150, 151). A recent Swedish study shows that leg ulcer management can be 

improved by use of the National Registry of Ulcer Treatment (RUT) (152). The registry can 

be a practical tool for structured team management of leg ulcer treatment. Furthermore, 

treatment costs associated with dressing changes and management of leg ulcers have been 

reduced by using RUT (152). Effective educational interventions are still needed to 

implement RUT in primary health care. 

6.3.2 District nurses’ experiences of leg ulcer management in accordance 
with clinical guidelines 

The core process identified in this study describes how DNs strived to stay on track and 

follow clinical leg ulcer guidelines as far as possible. We identified several obstacles to 

following the guidelines and several strategies that DNs used to avoid or overcome these 

obstacles. Other studies have previously identified many of these obstacles, such as 

insufficiencies in the collaboration between DNs and GPs (100), lack of support for best 

practice from the management of the PHCCs (105), poor communication and poor 

coordination (106), and incomplete/inconsistent documentation (109). The findings of our 

study, however, bring data on the obstacles together in a new theoretical model that provides 

information on the strategies DNs used to overcome the obstacles.  

Collaboration with GPs was an important aspect of complex wound treatment, and the DNs 

perceived challenging collaboration as a barrier to following guidelines. If the DNs did not 

use strategies to compensate for these challenges, the complex nature of wound treatment 

could lead to a lack of up-to-date information about compression treatment and a lack of 

etiological diagnoses. This may help explain the low percentage of patients (50 percent) who 

had a documented medical diagnosis in Study IV. Others have found barriers to collaboration 

between DNs and GPs, including a lack of knowledge about leg ulcer treatment and/or a 

general lack of interest in leg ulcer management among GPs (153), which makes it harder for 

nurses to provide leg ulcer treatment in accordance with guidelines (107, 154).  

An earlier Swedish study found that to cope with difficulties in collaborating with GPs 

regarding leg ulcers, DNs thought they should be responsible for referring patients with leg 

ulcers to specialist clinics (105). The reason they gave was that experienced DNs often had 

more knowledge about and experience of treating leg ulcers than did GPs (110). Thus one 

way to cope with the challenge of difficult collaboration between GPs and DNs regarding leg 

ulcers would be to give DNs in Sweden this kind of responsibility while simultaneously 

providing them with supplementary education about leg ulcer care.  

In the current study, organisational barriers also could lead to unclear treatment plans or no 

treatment plans in EPRs. This result might help explain the results of other studies that show 

a lack of notes on leg ulcer treatment (108).  

In home health care, leg ulcer treatment could be arduous because of the difficult working 

environment and limited equipment in patients’ homes. Other studies have also found that 

treating leg ulcers in patients’ homes poses working-environment difficulties (105, 107).  
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Furthermore, an unsupportive wound treatment organization at some PHCCs meant that those 

clinics lacked nurses who were trained in leg ulcer treatment guidelines. Other studies have 

also found it is common for the management of PHCCs to insufficiently support nurses in 

their need to develop wound-management skills and in their need for teamwork in wound 

care (106, 107, 110).  

The DNs suggested that mentoring less-experienced colleagues could help compensate for 

unevenly distributed competence. If DNs could not compensate for the combination of 

complex and arduous wound treatment and an unsupportive wound treatment organization, 

they could experience treatment as prolonged, which in turn might lead to feelings of 

hopelessness. This is in line with the findings of Eskilsson and Carlsson (107) and Silva et al. 

(106), who found that nurses can feel professional frustration when caring for patients with 

leg ulcers.    

The DNs used self-motivating strategies to overcome feelings of hopelessness. These 

strategies included thinking positively, trying to be patient, and seeing the treatment as a 

challenge. The DNs also used motivating strategies to help patients overcome feelings of 

hopelessness by creating trust and by evoking hope. Using strategies to create trust and give 

hope is in keeping with the goals of nursing care (42). Other researchers have found that trust 

in health care professionals can increase patients’ adherence to the management of leg ulcers 

(155) and that instilling hope can have a positive impact on patients’ ability to cope with leg 

ulcer treatment (156).   

In summary, this study showed that DNs used compensating and motivating strategies and 

sometimes had to combine these with compromising strategies to achieve care that was good 

enough. The DNs reported that compromising was an act of balance. They could not always 

adhere to clinical guidelines but could adhere to a treatment plan that was acceptable to the 

patient and the DN and hopefully would lead to the goal of a healed leg ulcer.  

6.4 METHODOLOGICAL CONSIDERATIONS 

In this thesis, both qualitative and quantitative research methods were used to explore DNs’ 

clinical care of older people. A combination of quantitative and qualitative methods can assist 

in illuminating the complex situations and contradictory phenomena and processes that often 

characterize nursing care. In this project, qualitative methods led to a deeper understanding of 

the process of PHVs to 75-year-olds (Study I) and of DNs’ management of patients with leg 

ulcers (Study V). The EPRs that we examined in Study IV, a quantitative study, showed that 

despite specific training, DNs did not follow recommended guidelines for the treatment of leg 

ulcers. A natural next step was to investigate DNs’ main concerns about providing care in 

accordance with the guidelines (Study V).  

However, the way one assesses the quality of qualitative studies differs from the way one 

assesses the quality of quantitative studies. In qualitative research, credibility, dependability, 

conformability, and transferability are used to describe the study’s trustworthiness (157). In 

quantitative research, validity and reliability are used to describe the quality of the study 

(157). These terms will be used when discussing the strengths and limitations of the studies 

below. 
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6.4.1 The qualitative studies (Study I and V) 

In Study I, qualitative content analysis (124-126) was used to describe the dialogue between 

DNs and older people in PHVs from the DNs’ perspective. Content analysis focuses on the 

content of the field under study as it is shown in texts. Study I examined both the manifest 

and latent content of transcribed group interviews (125). In Study V, GTM was used to 

investigate DNs’ experiences of caring for patients with leg ulcers in accordance with clinical 

guidelines. GTM was chosen because it focuses on social processes in participants’ natural 

settings and aims to form concepts and construct substantive grounded theories (122, 130). 

The substantive theoretical model in Study V describes how DNs strive to stay on track—to 

follow guidelines and stay motivated despite prolonged wound treatment and feelings of 

hopelessness.  

Credibility: This criterion focuses on how well the data collection and analytical processes 

address the intended study aim (157). Credibility in qualitative studies is analogous to validity 

in quantitative studies (126). In both qualitative studies in this thesis, data were collected via 

group interviews. Group interviews provide a supportive environment in which participants 

can inspire each other to remember incidents and information they otherwise might have 

forgotten and that thus may have remained unreported (158). The DNs who participated in 

the interviews had a great deal of professional experience, spoke openly, willingly shared 

their experiences, and represented a wide variety of experiences about PHVs (Study I) and 

about providing leg ulcer care to older people (Study V). The data from the group interviews 

was thus rich and meaningful, and this was strength.  

The first author (AL), who moderated all interviews in studies I and V, has extensive 

professional experience as a DN, including experience with PHVs and leg ulcer management. 

This experience facilitated the monitoring of the interviews. Familiarity with the cultural 

setting of a study can help researchers collect meaningful data and can also enrich the 

analytic process (126).  

In Study I, the researchers estimated that saturation was achieved after five group interviews 

(126). In Study V, in accordance with the principles of theoretical sampling, data collection 

continued until no new categories appeared and the researchers judged that all main 

categories were saturated (122). Quotations were used to elucidate how the findings were 

grounded in the data and to strengthen trustworthiness. In Study I, a quotation was provided 

to illustrate each facilitator of and barrier to the health dialogue as well as each professional 

dilemma in the PHV. In Study V, quotations were provided to illustrate each obstacle and 

strategy.  

In GTM, a theory must fit, work, and have relevance (130). This means that the result; i.e., 

the substantive theory, must correspond to the data, be comprehensible and consistent, and be 

relevant to (clinical) practice. Additionally, the substantive theory should add something new 

to the field. To investigate whether the substantive theory in Study V met these criteria, the 

theoretical model was presented to a group of ten DNs and one nurse from home care. The 

presenter (AL) asked them 1) “Do you recognize the processes described in the model?” (fit), 

2) “Do you understand the concepts, and is the model comprehensible?” (work), 3) “Can you 

apply the model in your clinical work?” (relevance), and 4) “Is there anything new in the 
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model?” They confirmed that they recognized the obstacles and strategies described and that 

the model and its main categories were comprehensible. They were less apt to recognize it as 

new, but found it relevant to their clinical practice as it was as a comprehensible way of 

describing DNs’ main concern when they strive to use clinical guidelines in the care of 

patients with leg ulcers.  

Dependability: This criterion refers to the consistency and stability of the data, both during 

data collection and during analysis (126). Dependability in qualitative studies is analogous to 

reliability in quantitative studies (157). Dependability is applicable to qualitative content 

analysis but not to GTM, which uses theoretical sampling and interview questions that are 

continuously adapted to fit emerging concepts. To contribute to the consistency of data 

collection in Study I, the first author (AL) performed all interviews. She used an interview 

guide with open-ended questions, and in some cases, posed follow-up questions based on 

what the participants said during the group interviews. Additionally, an observer was present 

at all interviews to take field notes. These notes were used, among other things, to support the 

moderator in her efforts to cover the topics in the interview guide; for example, to see if any 

topics were missed during the interview. The first author was also the sole interviewer of all 

groups in Study V. 

Instead of dependability, the term rigor is used to describe the adequacy of a GTM study. In 

Study V, several measures were undertaken to strengthen rigor. The first author transcribed 

all recordings immediately after each group interview, and in accordance with GTM, wrote 

memos during the whole process. Moreover, she maintained an open dialogue with all 

members of the research team during data collection, analysis, and writing.  

Conformability: This criterion refers to the degree to which the results derive from the 

participants and not from the biases of the researcher (157). To help address this issue, in 

Study I, the researchers followed the approach to content analysis described by Graneheim 

and Lundman (126), which uses domains, categories, subcategories, and themes. The 

researchers also illustrated their analytical process with a table that showed how they moved 

from meaning units found in the text to condensed meaning units, codes, subcategories, 

categories, and domains. In Study V, the researchers followed the methods of Glaser (129) as 

further elaborated by Charmaz (122) and by Hylander (131, 159). This meant that to 

contribute to conformability, the researchers constantly compared the data, concepts, and 

emerging core process. To further contribute to conformability, an observer was present at all 

group interviews and wrote down detailed quotations and field notes. The professional 

experience of the moderator, which may have enhanced meaningfulness, could also have led 

to bias in the interpretation of data. To minimize this risk, the research group, which included 

professionals from other disciplines, worked together to analyze the data and discussed the 

results until they agreed on the findings. The analysis was also discussed at several academic 

seminars.  

Transferability: This criterion refers to whether the conclusions made on the basis of the 

data can be applied to other groups and in other settings (157). The DNs interviewed in Study 

V came from an urban environment, which might have limited the variation in the data 

collected and in the variation in obstacles and the strategies used to overcome them. 

However, the DNs in Study I came from both urban and rural environments.  
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6.4.2 The quantitative studies (Study II, III, and IV) 

The quantitative studies had both limitations and strengths. The main limitations of Study II 

were that no control group was used and the SMA tool used to collect the data was not fully 

validated. However, we chose this tool because to the best of our knowledge, at the time of 

the study, it was the only instrument developed for use by nurses in assessing older people’s 

medication management. Moreover, it had undergone some testing in a previous study (92). 

The results showed that the scale reliability coefficient Cronbach’s alpha (a measure of inter-

item correlation), was 64 percent, which can be regarded as acceptable (92). Furthermore, the 

previous study showed that DNs found the SMA tool useful and relevant in their clinical 

practice. Like the DNs in Study II, those in the previous study found many factors related to 

unsafe medication management, which is also an indication that the tool measures what it 

was intended to measure. Although the SMA tool needs further validation, its use in Study II 

represents an important starting point in exploring DNs’ clinical practice.  

One strength of Study II was that it included 75-year-olds who lived in various municipalities 

across Stockholm County, and these municipalities differed in socioeconomic status. Other 

strengths were that the participants had a great deal of experience as DNs and that they 

participated on a voluntary basis. Despite the relatively short two-hour workplace course on 

using the SMA, the results of the study provided not only a picture of older people’s 

medication management but also important information on nursing interventions related to 

safe medication management.  

One limitation of Study III was that the data from the Swedish Prescribed Drug Register may 

not reflect the actual drug use in older people since adherence to treatment may be low. The 

cross-sectional design used in the study does not allow us to draw causal conclusions. 

Moreover, information about reasons why the drugs were prescribed to the older people 

(indications and diagnoses) was not included in the register. The register does not include 

information on over-the-counter drugs; thus, drug use may have been underestimated. Our 

method for calculating prevalence is based on the fact that drugs in Sweden are prescribed for 

use over a maximum of 90 days. We might therefore have missed drugs dispensed before this 

period and drugs that were taken over a longer period of time/at a lower dose than intended. 

We may also have included drugs dispensed during the period but discontinued prematurely 

before the date of measure.    

One strength of Study III was its national coverage of all drugs prescribed to people aged 75 

years and older in Sweden. Furthermore, the linkage to the Swedish Social Service Register 

made it possible to focus only on community-dwelling older people; i.e. people that DNs 

meet in primary health care. 

A limitation of Study IV was that no control group was used; therefore, we do not know if 

there were any confounding variables that affected the results and cannot draw any 

conclusions regarding effects. Furthermore, the documentation in the EPR may not fully 

reflect the care and treatment given to the patients with leg ulcers in the study. The 

information in the EPR is second-hand information about treatment. It may be that although 

they provided care and treatment in accordance with guidelines, the DNs used the wrong key 

word (i.e., not in accordance with the VIPS key word model) when documenting the care and 
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treatment. The DNs also might have found it difficult or time consuming to document some 

kinds of care and treatment; for example, patient participation or information and education. 

Finally, of the 128 patients included in the study, 62 were included in both review periods. 

This may have influenced the results; for example, the results regarding medical diagnoses. 

Many patients only visit a GP once a year and their medical diagnosis might be made only 

once. Furthermore, the low number of patients may have meant that we missed significant 

differences in one of the other areas, which is a weakness of the study design. 

Study IV also had a number of strengths. The intervention was naturalistic and relatively low-

cost, since the DNs acted as local in-service educators at their own workplace as part of their 

daily clinical practice. A relatively large number of patients were included in the study. The 

educational program did result in statistically significant improvements in three important 

areas. Furthermore, 14 of 19 DNs who participated in the one-day training course for local in-

service educators chose to participate as local in-service educators. This shows that many 

DNs had a high degree of interest and involvement in this study. Strength of the study is that 

data were easily extracted from the EPR with a software program.  
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7 IMPLICATIONS FOR HEALTH CARE 

The findings of this thesis bring attention to DNs' care and treatment of older people, 

focusing on PHVs, medication management, and leg ulcer management. The knowledge 

generated by this thesis project can be used as a basis for reflection during planning for health 

promotion activities such as PHVs and in medication and leg ulcer management for older 

people. 

 Knowledge gained about barriers to and facilitators of a successful health dialogue in 

PHVs can be used to improve the training of DNs who will conduct PHVs. This 

knowledge thus can create better opportunities for achieving the goals of PHVs; that 

is, promoting the health of older people and preventing disease. Similarly, training 

can be revised to include the findings on how DNs balanced a personal and a 

professional approach, a task-oriented and a person-oriented approach, and a 

salutogenic and a pathogenic approach in the PHVs. This, too, has the potential to 

improve the visits. 

 Using the SMA instrument in PHVs may help improve the safety of medication 

management in older people.  

 The substantial proportion of people who used some drugs as early as age 75 confirms 

the value of including drug use as a topic in PHVs to 75-year-olds.The increase in 

both polypharmacy and inappropriate drug use with age suggests that it would also be 

desirable to conduct a follow-up PHV, for example at age 80. 

 An in-service training intervention in which DNs acted as local educators for 

colleagues seems to have improved three aspects of leg ulcer care in accordance with 

clinical guidelines. Further developed educational strategies and strategies for 

measuring and assessing the quality of leg ulcer treatment in the EPR should be used 

in clinical practice.  

 The theoretical model developed in Study V can be used as a basis for discussions 

and changes in nursing practice and as a tool in university and continuing educational 

programs about leg ulcer treatment. It can also help inform the organization of leg 

ulcer treatment at health care centers. 

 Continued training in wound care for both DNs and GPs is important, as is the use of 

self-motivating strategies to overcome frustration when wound treatment is 

prolonged. Collaboration between DNs and GPs in the leg ulcer management needs to 

be improved. The strategies DNs employ to compensate for the challenging 

collaboration with GPs and the distribution of responsibilities between the 

professionals can be used as a basis for discussions and changes at the clinic. 
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8 CONCLUSIONS 

 

DNs experience both facilitators and barriers that affect their ability to achieve the goal of 

PHV in clinical care settings. Some are related to the older people, others to the DNs, and still 

others to the home environment. The dialogue between DNs and older people in PHVs can be 

described as a complex social process through five domains. During this process DNs balance 

a personal and a professional approach, a person-oriented and a task-oriented approach, and a 

salutogenic and a pathogenic approach (Study I).  

DNs face three main professional dilemmas that they have to resolve to achieve the goal of 

PHVs. They must balance a personal and professional approach, a person-oriented and a task-

oriented approach, and a salutogenic and pathogenic approach (Study I). 

PHVs provide an important opportunity to promote safe medication management. When DNs 

used the SMA tool in PHVs, they identified several factors related to unsafe medication 

management and carried out a variety of nursing care interventions to ensure safe medication 

management. Use of the SMA tool in PHVs thus seems to help improve the safety of 

medication management in older people (Study II). 

Drug use and inappropriate drug use increase with age in people ≥75 years. However, there is 

a substantial use of some drugs and polypharmacy as well as some inappropriate drugs are 

prevalent already 75 years (Study III). 

DNs’ documentation of the management of patients with leg ulcers in selected key areas is 

sparse and does not seem to be consistent with scientific evidence-based guidelines and 

recommendations (Study IV). 

An in-service training with DNs as local educators for colleagues seems to improve leg ulcer 

care in some areas, although the documentation is still sparse (Study IV). 

A comprehensive model illustrates how DNs strive to stay on track in order to follow clinical 

guidelines in leg ulcer care and remain motivated despite prolonged treatment and feelings of 

hopelessness. DNs use strategies to avoid and to overcome consequences of the obstacles to 

following guidelines. They balance compensating, motivating, and compromising strategies 

in order to follow clinical guidelines as far as possible and provide care that is good enough 

(Study V).  

DNs experience care of patients with leg ulcers as complex, arduous, and often insufficiently 

supported by the management of their health care centers. The obstacles to following clinical 

guidelines described in the thesis need attention. However, the main conclusion of this study 

is that the strategies for avoiding or overcoming the obstacles, as illustrated in the theoretical 

model, may inform other DNs and promote changes in the organization of leg ulcer treatment 

at health care centers (Study V).  
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9 FUTURE PERSPECTIVE 

We found that DNs balance a personal and a professional approach, a task-oriented and a 

person-oriented approach, and a salutogenic and a pathogenic approach in PHVs. We 

hypothesize that maintaining such a balance is characteristic of DNs’ clinical work, not only 

in PHVs but also in many other care processes. Future studies could investigate this 

hypothesis. Further studies are also needed to scrutinize DNs' strategies for maintaining this 

important balance in the health dialogue with older people during PHVs. To improve the 

health dialogues in PHVs, we also need to better understand the process of the dialogue from 

the perspective of the older people.  

The SMA tool seems to help DNs identify factors related to unsafe medication management 

and can help them carry out nursing care interventions to ensure safe medication 

management. However, the SMA tool needs further testing. There also is a need to 

investigate the interventions DNs undertake to ensure safe medication management and to 

learn more about the outcomes of these interventions.  

To achieve high-quality leg ulcer care, more effective educational strategies and 

interventions are needed, as are strategies for measuring and assessing the quality of leg 

ulcer treatment in the EPR and for using the National Registry of Ulcer Treatment.  

Future studies could also investigate the comprehensive model that resulted from Study V. 

Quantitative studies can investigate the outcome of DNs' strategies for overcoming the 

consequences of the obstacles to following guidelines and also the relevance of the model 

when used in university training or continuing education. 
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10 SAMMANFATTNING PÅ SVENSKA 

 

BAKGRUND 

Den äldre befolkningen ökar i hela världen vilket får konsekvenser för samhället inklusive 

hälso-och sjukvården. En längre livstid innebär emellertid inte alltid ett hälsosammare liv och 

sannolikheten för att få flera sjukdomar ökar vid högre ålder. För att bidra till hög 

vårdkvalitet samt välbefinnande och hälsa bland äldre behöver hälso- och sjukvården 

förbereda sig för de utmaningar som en allt åldrande befolkning innebär. Den vård som 

bedrivs behöver vara evidensbaserad dvs. där den professionelle väger samman sin expertis 

med bästa tillgängliga kunskap samt den enskildas situation, erfarenheter och önskemål 

(160). Forskning är en viktig del i utvecklingen av vården men trots att distriktssköterskor 

både har lång tradition inom vården och möter många äldre personer så har hennes kliniska 

arbete inte utforskats i någon större omfattning. För att utveckla och säkerställa en god och 

säker vård av en allt äldre befolkning kan därför en utgångspunkt vara att på olika sätt 

utforska distriktssköterskans kliniska arbete vad gäller hälsosamtal i hemmet, 

läkemedelsanvändning och behandling vid bensår. 

 

MÅLSÄTTNING 

Den övergripande målsättningen med denna avhandling var att utforska den vård som 

distriktssköterskans erbjuder äldre personer och distriktssköterskans erfarenheter av denna 

vård med inriktning på förebyggande hälsosamtal i hemmet, läkemedelsanvändning och 

behandling av bensår.  

 

MATERIAL OCH METOD 

Avhandlingen består av fem delstudier. Två kvalitativa (I,V) och tre kvantitativa studier (II, 

III, IV). I studie I analyserades dialogen mellan distriktssköterskan och den äldre personen i 

hälsosamtalen i hemmet samt hinder och möjligheter i denna dialog utifrån 

distriktssköterskans perspektiv. Data samlades in genom 5 gruppintervjuer med 20 

distriktssköterskor från 20 vårdcentraler i Stockholms län. Datamaterialet analyserades med 

kvalitativ innehållsanalys.  

I studie II undersöktes faktorer för osäker läkemedelsanvändning vid hälsosamtal i hemmet 

med 75-åriga personer samt distriktssköterskans omvårdnadsåtgärder relaterade till 

läkemedelsanvändningen. Under en 9-12 månaders period använde 36 distriktssköterskor 

från vårdcentraler i Stockholms län formuläret SMA (Safe Medication Assessment) i 

hälsosamtalet med 113 äldre personer vilka minst använde ett läkemedel.  
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I studie III undersöktes omfattningen av och kvaliteten på äldres läkemedelsanvändning. Data 

från läkemedelsregistret (2013) över personer ≥75 år i eget boende analyserades. Totalt 

inkluderades 671,940 av de 739,734 personerna ≥75 år. Kvaliten på läkemedelsanvändningen 

bedömdes utifrån ett urval av indikatorer som utformats av socialstyrelsen.  

I studie IV utvärderades distriktssköterskans vård och behandling av patienter med bensår 

före och efter ett utbildningsprogram som genomfördes av 12 distriktssköterskor. Efter egen 

utbildning agerade de 12 distriktssköterskorna som lokala utbildare på den egna 

vårdcentralen. Totalt utbildade de 64 av sina kollegor på respektive vårdcentral. 

Utvärderingen genomfördes via granskning av 97 patientjournaler sex månader före och 96 

patientjournaler sex månader efter utbildningsinsatsen. En framtagen granskningsmall 

användes.  

I studie V analyserades distriktssköterskans erfarenheter av vård och behandling av patienter 

med bensår enligt kliniska riktlinjer. Data samlades in genom sju gruppintervjuer med 30 

distriktssköterskor som arbetade vid sju vårdcentraler i Stockholms län. Datamaterialet 

samlades in och analyserades enligt Grundad teori.   

 

RESULTAT 

Studie I resulterade i en systematisk beskrivning av distriktssköterskans erfarenheter av 

hinder och möjligheter för att uppnå målet med hälsosamtal för äldre personer i hemmet. 

Dessa hinder och möjligheter sorterades i fem olika domäner. Studie 1 resulterade även i tre 

temaområden vilka illustrerar distriktssköterskans professionella dilemman under hälsosamtal 

i hemmet och som behöver lösas för att uppnå målet med hälsosamtalet. En del var relaterade 

till den äldre personen, en del till distriktssköterskan och en del till hemmiljön.  

I Studie II identifierade distriktssköterskorna med hjälp av SMA en eller flera faktorer 

relaterade till osäker läkemedelsanvändning bland 84 procent av de äldre personer som ingick 

i studien och som de genomförde hälsosamtal med i hemmet. Över 40 procent av de äldre 

använde fem eller fler läkemedel (polyfarmaci) och 34,5 procent rapporterade symtom 

indikativa för läkemedelsbiverkningar. Närmare 30 procent hade mer än två förskrivare och 

cirka 7 procent av de äldre hade kognitiva svårigheter. Distriktssköterskorna vidtog 

omvårdnadsåtgärder bland mer än två tredjedelar av de äldre personer som ingick i studien 

för att bidra till en säkrare läkemedelsanvändning.  

Resultatet i studie III visade att läkemedels användning ökade med högre ålder i de flesta 

Anatomical Therapeutic Chemical (ATC) grupperna. Undantag var bland annat 

diabetesmedel och blodfettsänkande medel som minskade med ålder. Kardiovaskulära 

läkemedel var vanligast (74,8%). Polyfarmaci, användning av potentiellt olämpliga 

läkemedel och potentiella läkemedelsinteraktioner var allt vanligare med högre ålder. 

Antikolinerga läkemedel var vanligt redan vid 75-års ålder.  

Studie IV visade att dokumentationen inom några utvalda nyckelområden vid 

bensårsbehandling var sparsam och stämde därmed inte överens med riktlinjer vid vård och 

behandling av bensår. Granskningen av patientjournalerna efter utbildningsinsatsen visade 
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emellertid på statistiskt signifikanta förändringar av dokumentationen inom tre viktiga 

områden: beräkning av ankel-arm index, bedömning av smärta och fotografering av såret.  

Studie V resulterade i en teoretisk modell som illustrerar hur distriktssköterskan strävar efter 

att följa riktlinjer vid vård och behandling av patienter med bensår och hålla sig motiverade 

trots en ofta långvarig sårbehandling som kan resultera i upplevelse av hopplöshet. 

Distriktssköterskan rapporterade tre hinder för att kunna följa riktlinjer: en komplex 

sårbehandling, en krävande sårbehandling och en icke stödjande organisation. I sin strävan att 

komma över hindren använde distriktssköterskan kompenserande strategier och för att ta 

hand om känslor av hopplöshet både hos patienten och hos sig själv och motiverande 

strategier. Men ibland behövdes även kompromissande strategier för att kunna följa riktlinjer 

så långt som möjligt och för att kunna ge en god och säker vård som är så bra som möjligt när 

det gäller patienter med bensår. 

 

SLUTSATSER 

Distriktssköterskan upplever både försvårande och underlättande aspekter som påverkar 

möjligheten att uppnå målet med hälsosamtalen i hemmet. Vissa är relaterade till den äldre, 

andra till distriktssköterskan och ytterligare några är relaterade till hemmiljön. Hälsosamtalet 

mellan distriktssköterskan och den äldre personen i hemmet kan beskrivas som en komplex 

social process. I denna process och i sin strävan att uppnå målet med hälsosamtalen behöver 

distriktssköterskan balansera ett personligt och professionellt förhållningssätt, ett 

uppgiftsorienterat och personorienterat förhållningssätt samt ett salutogent och 

sjukdomsorienterat förhållningssätt.  

Resultatet från bedömningen av den äldres läkemedelsanvändning med formuläret SMA vid 

hälsosamtal indikerar att en säker läkemedelsanvändning främjas. Detta är angeläget, då 

flertalet läkemedelsgrupper och användning av olämpliga läkemedel visar sig öka med högre 

ålder. En bedömning av hur säker den äldres läkemedelsanvändning är i samband med 

hälsosamtal kan vara lämplig vid 75 års ålder. Det kan även vara relevant att erbjuda ett andra 

hälsosamtal med läkemedelsbedömning vid 80 års ålder.  

Distriktssköterskans dokumentation av vård och behandling av bensår är sparsam och 

indikerar att vården inte ges i enlighet med riktlinjer. Utbildningsinsatsen där 

distriktssköterskor verkar som lokala utbildare av sina kollegor indikerar förbättringar i tre 

områden när det gäller vården av bensår enligt riktlinjer. Utbildningsinsatsen behöver 

utvecklas och likaså strategier för mätning av vårdkvalitet när det gäller patienter med bensår.    

Även om förbättringar behövs i vården av bensår enligt riktlinjer så kan distriktssköterskan 

inte alltid följa dessa. Distriktssköterskan eftersträvar emellertid att följa riktlinjerna och att 

hålla sig motiverade trots en utdragen sårläkningsprocess och ibland känslor av hopplöshet. 

För att undvika eller komma över hinder använder distriktssköterskan kompenserande och 

motiverande strategier och ibland även kompromissande strategier för att kunna följa 

riktlinjer i så stor utsträckning som möjligt.  
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