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Abstract

Nurses’ patient education is important for building patients’ knowledge, understanding, and preparedness for self-management.
The aim of this study was to explore the conditions for nurses’ patient education work by focusing on managers’ discourses
about patient education provided by nurses. In 2012, data were derived from three focus group interviews with primary care
managers. Critical discourse analysis was used to analyze the transcribed interviews. The discursive practice comprised a
discourse order of economic, medical, organizational, and didactic discourses. The economic discourse was the predominant
one to which the organization had to adjust. The medical discourse was self-evident and unquestioned. Managers reorganized
patient education routines and structures, generally due to economic constraints. Nurses’ pedagogical competence
development was unclear, and practice-based experiences of patient education were considered very important, whereas
theoretical pedagogical knowledge was considered less important. Managers’ support for nurses’ practical- and theoretical-

based pedagogical competence development needs to be strengthened.
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Despite the provision of patient education being a key part of
nursing care (Tomey, 2009), as highlighted in guidelines for
nursing practices (NBHW, 2013; Redman, 2007; Van Horn &
Kautz, 2010), many deficiencies are observed (Bergh, Karlsson,
Persson, & Friberg, 2012). In Sweden, managers are responsi-
ble for developing nurses’ patient education by, for instance,
enabling the standard, sanctioning content, and allocating time
(SOSFS, 2011). There is growing interest in how nursing is
managed as the context for health care is changing: The num-
ber of elderly patients with complex needs increases and tech-
nological development creates new possibilities, expectations,
and challenges (World Health Report, 2008). For example,
most Western countries face growing needs and costs. Attempts
to improve productivity and service delivery of traditional pub-
lic organizations are typically labeled “new public manage-
ment” (Elzinga, 2012; Hood, 2000). This has led to health care
privatizations and a trend toward having patients pass through
health and social care activities as quickly as possible. “New
public management” has set new priorities, such as reducing
costs and promoting patient self-management. This requires a
knowledgeable, skilled, and motivated health care workforce.
To our knowledge, managers’ leadership in relation to the
patient education provided by nurses is insufficiently studied.

This study is about how first-line managers in primary care talk
about primary care nurses’ patient education work.

Background

In Sweden, primary care is centered on patients’ visits to outpa-
tient clinics and is offered by both public and private health
care alternatives. According to the requirements set by the
health care authority, patients have the right to choose and
change health care providers. Private health care providers can,
if they comply with requirements set by the health care author-
ity (Requirements-Quality-book, 2012; SFS, 2008:962), estab-
lish a publicly financed business focused on primary care.
Managers in primary care are responsible for the organization’s
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goals and are governed by extensive health care policy docu-
ments, entailing transformational changes for managers.
Internationally and in Sweden, under the Patient Safety Act,
caregivers are obliged to ensure that those working in health
care have the right competences (SFS, 2010:659). New public
management has introduced new concepts, for example, cost
control, cost efficiency, and the patient as customer. This has
created new discourses in health care, which are in need of
exploration to ensure the visibility and clarity of nurses’ patient
education work and managers’ leadership.

Considerable research has been devoted to the relation-
ship between managers’ leadership styles and their conse-
quences for the nursing workforce and work environment.
Cowden, Cummings, and Profetto-McGrath (2011) high-
lighted the importance of transformational or relational lead-
ership practices as they put more focus on supporting the
individual nurse’s needs. A positive relation between styles
of leadership, nursing workforce, and work environment was
also shown in Cummings et al.’s (2010) review: for example,
enhanced teamwork between physicians and nurses,
enhanced nursing workgroup collaboration, nurse empower-
ment, as well as decreased ambiguity and conflicts in the
nursing workforce. Transformational leadership practices
also increased nurses’ inclination to remain at their work-
places (Cowden et al., 2011).

Nurses are important professionals for the provision of
patient education and are expected to incorporate patient
teaching into all aspects of their practice (Tomey, 2009;
Virtanen, Leino-Kilpi, & Salantera, 2007). According to
patients, specialist nurses are effective in providing infor-
mation (Koutsopoulou, Papathanassoglou, Katapodi, &
Patiraki, 2010). Eriksson and Nilsson (2008) found that pri-
mary care nurses were aware of the importance of practical
experience, pedagogical competence, and being up-to-date
to establish trusting relationships with patients to support
their learning and self-management (see also Berglund,
2011; Redman, 2013). However, MacDonald, Rogers,
Blakeman, and Bower (2008) found that primary care nurses
were more confident in dealing with patients in the early
stages of illness, particularly around the time for diagnosis,
than working with them over the longer term to encourage
effective self-management. Research has also shown that
nurses seem to lack resources beyond personal experience
and intuitive ways of working to encourage effective patient
self-management. However, after attending a 2-day work-
shop on patient education, nurses were better prepared to
provide patient education in accordance with patient-cen-
tered communication (Lamiani & Furey, 2009).

According to Bergh, Persson, Karlsson, and Friberg
(2014), there exists uncertainty related to nurses’ lack of ped-
agogical knowledge. Nurses in primary care “never” to
“occasionally,” 43% (n = 76), perceive that managers offer
support in patient education work, and 60% (» = 114) have no
pedagogical education (Bergh et al., 2012). The conditions
and prerequisites for nurses’ patient education need to be
improved (Friberg, Granum, & Bergh, 2012). Consequently,

it is important to study managers’ support of nurses’ patient
education work in primary care.

Aim
This study aimed to explore the conditions for nurses’ patient

education work by focusing on managers’ discourses about
the patient education provided by nurses in primary care.

Method

Design and Definitions

As a theoretical frame and methodological orientation, “criti-
cal discourse analysis” (CDA) was used (Fairclough, 1992,
2010). This study is part of a comprehensive investigation of
the conditions for the provision of patient education by
nurses (definitions, Table 1).

Theoretical Frame

The perspective of social constructionism (Gergen, 2009)
was applied to identify and describe how managers talk
about the conditions and prerequisites for nurses’ patient
education work. Both what is said and what actions are taken
happen in a social setting, where reality and meanings are
formed in the interplay between persons, institutions, and
discourses.

Fairclough’s (2010) discourse theory, focusing on lan-
guage in relation to ideology, hegemony, and power, states
that social practices affect discourses and vice versa (see
definitions, Table 1). This means that prevailing discourses
govern how persons talk about something and how they act
in practice. A discourse order encompasses a discursive
practice, within which there is a struggle for ideological
hegemony, implying that a discursive practice can be either
reproduced or replaced, thus altering the discourse order. A
deeper understanding of the conditions of nurses’ patient
education can be gained by clarifying the discourse order of
patient education.

Participants and Procedures

In 2012, data were collected by means of focus group (FG)
interviews with managers from three primary care districts in
western Sweden. Information letters were sent to clinical
directors, requesting managers’ participation in the study.
The directors informed managers about the study and of the
predetermined interview dates. Managers wishing to partici-
pate contacted the correspondent researcher. Once 12 man-
agers had agreed to participate, 3 FGs with 4 participants
each were created. The groups were considered large enough
as the managers were homogeneous (all had the same posi-
tion in primary care) and a narrow topic focus on conditions
for nurses’ patient education was to be covered. In smaller
groups, each participant gives more possibilities to talk about
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Table I. Definitions.

Concept

Definitions

Patient education
Patient teaching

Patient information

refers to information transfer?

is used as a comprehensive term covering both patient teaching and information work

is used to describe a dialogue between the nurse and the patient focusing on the patient’s learning?

refers to knowledge of teaching and achievement/accomplishment of teaching

Pedagogic
Nurse is synonymous with registered nurse
Manager is synonymous with first-line manager

Ideological hegemony

is a set of beliefs and attitudes, where hegemony is the social struggle for power and dominance as

ideological meanings are established®

Discourse

An order of discourse

distinctive way™

“particular way of representing certain parts or aspects of the world, which represent social
groups and relations between social groups in a society in different ways

»b

“be seen as a particular combination of different discourses, which are articulated together in a

?Friberg, Pilhammar Andersson, and Bengtsson (2007).
®Fairclough (2010, p. 358).

experiences. It is also easier for the moderator to ensure
equal contribution during the interview (McLafferty, 2004;
Morgan, 1996). The managers were recruited from different
areas from urban to rural. Two managers announced that they
would not participate on the interview day. The participating
managers’ ages ranged between 41 and 68 years (median 54).
Work experience as manager ranged between 0.5 and 16
years (median = 6.75) and between 9 and 31 years in a clini-
cal work position (median = 18). Six managers had postgrad-
uate nursing specialization in accordance with the Department
of Health in Sweden at university level, while 3 had taken a
leadership training course, not at university level.

The three FG interviews (FG1 = 4 managers; FG2 = 2
managers; FG3 = 4 managers) took place in conference
rooms (decided by the managers), and each lasted for 1 hour.
In one of the three interviews, an observer (coauthor) was
present and made notes. The opening interview question
was: What constitutes a nurse’s day-to-day patient educa-
tion? This general question was followed by requests for
explanations, especially regarding managerial support for
the patient education provided by nurses. The managers’ dis-
cussions were based on aim of the study and their talk was
progressed through group interaction. Following the open
question, each FG discussed a wide range of topics related to
patient education. The managers’ discussions were open and
positive, and they contributed equally. The interviews were
audiotaped and transcribed verbatim.

Data Analysis

In this study, the analytical tool used was Fairclough’s (1992,
2010) CDA, a three-dimensional conception of discourse.
The analysis included a description of the text, interpretation
of the discursive practice, and explanation of the social prac-
tice (Figure 1). The first author conducted the analysis, which

was followed up by discussing the interpretations with all
authors. The analytical process started by listening to the
tape and reading the transcripts multiple times. Only texts
containing sequences about managers’ ways of talking about
nurses’ patient education were included in the analysis. First,
the text was analyzed to find specific content of what the text
was about (the criterions and the properties were sought, see
Table 2). The next step was to scrutinize the text itself and to
analyze linguistically, which resulted in interpreted themes
and subthemes that describe managers’ discursive practice.
These two initial steps provided the basis for identifying the
existing discourses (Table 2) and examples of the analysis
(Table 3).

Description of the text. The analysis of the text focused at the
word level was based on the following questions: What words
did managers use when describing situations and interactions
in nurses’ patient education work? Did they use pronouns and
employ appraising words, such as really important, very com-
mon, difficult, and desire? Did the descriptions and state-
ments contain positively or negatively charged words such as
much appreciated, and did they use metaphors?

According to Fairclough (1992), the grammatical level
expresses a range of modalities. For instance, the level of
power, which is how managers expressed their power in rela-
tion to the situations discussed. Interpersonal modality refers
to the use of verbs (modal auxiliary verbs), for example,
“must,” “should,” “would,” and “can.” Expressive modality
consists of modal adverbs, for example, “perhaps,” “always,”
“a little,” “ever,” “sometimes,” and “obvious.” Following
Fairclough, a demarcation line (nominalization) of varying
degrees between managers and superior managers and staff
members is drawn. This means that the statement can be
understood as reducing or strengthening managers’ responsi-
bility for specific assignments. In addition, the presence of

ELINT3
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Process of production

Text

Description (text analysis)

> Interpretation (processing analysis)

Explanation (social analysis)

Process of interpretation
Discourse practice

Sociocultural practice

Situational; institutional; societal

Dimensions of discourse

Dimensions of discourse analysis

Figure I. A three-dimensional conception of discourse.
Source. Reproduced by permission (Fairclough, 2010, p. 133).

Table 2. Criteria, Properties, and Discourses in How Managers Talk About Nurses’ Patient Education.

Criteria Properties Discourses
Described nurses’ patient education focusing to maintain Patient education always present—a Didactic
and develop the achievement of patient education self-evidence
Health promotion
Described budget and costs To have income—stay on budget Economic
Described medical priorities and the utilization of Treatment priorities and use Medical

professional competence

Described political decision and reorganization

competencies

Routines/procedures and work Organizational

methods

interdiscursivity discloses how various discourses are com-
bined in the text.

Interpretation of the discursive practice. The discursive prac-
tice is interpreted on the basis of the linguistic analysis and
the researchers’ pre-understanding. Interdiscursivity inter-
prets the particular mix of discourses that concerns how dif-
ferent discourses were expressed in the text through text
modalities, such as metaphors and use of personal pronouns,
and how managers position themselves. For the present
study, the following aspects were focused upon: Is there a
creative discursive practice (for change of the dominant dis-
course order) or is there an established discursive practice
(no tendency to change)?

Explanation of the social practice. Finally, the relationship
between discursive and social practice is discussed in the
light of patient education work. This relationship is explained
by Fairclough’s theory of discourse focused on text in rela-
tion to ideology, hegemony, and power. The analyses of the
text itself and nature of discursive practice are presented

under the heading Results. To make the analysis transparent
for the reader, we have included interview data and examples
of theory. The consequences of discursive practice are
explained as social practice within the “Discussion” section.

Ethical Considerations

The managers received written and oral information about
the study’s aim, design, and voluntary nature, and confiden-
tiality was assured before they agreed to participate. Written
consent was obtained before participation. The data are kept
in a locked location and are handled in accordance with the
recommendations of the World Medical Association (2008).
There was no need for an ethical board review as informed
consent had been obtained from the participants and as there
was no intention to affect the participants either physical or
mental (SFS, 2003:460).

Results

The primary care managers’ discursive practice comprised a
discourse order of four discourses: economic, medical,
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Table 3. Managers’ Description of Nurses’ Provision of Patient Education: Example of the Data Analysis.

Quotes Pronoun Metaphor Modality Affinity/Demarcation
That’s the coat we have to wear every day. (FGI) we coat every day every day?
(expressive)
I had very much use of the Motivational interviewing. Whenever | very much use I°
| had had a patient | summarized the visit in bullet form and ... (pos. appraisal) I°
asked: Have you understood what | have said? | know | used | alot we* have agreed on
this a lot for it was a great end to the visit. | ended by saying: | you should get this®
We have agreed on this and you should get back in touch to we (obligatory)
... Have you also understood it this way? | thought this was | extremely good
extremely good. (FG3) (expressive)
Yeah, actually, maybe one does it many times without thinking one actually, maybe  actually?, maybe®
about it, one shares experiences from, for example, telephone one probably one?
counseling or other settings so one probably does this in many  one really (hesitancy) oned, probably?
ways, really. (FG3) Really?
There are countless times when patients after physician visits
wonder what the physician said. Then it’s the nurses who will That’s it! That’s it!®
explain and teach. “That’s it!” (FGI)
We have a strength: we discuss . . . we actually take responsibility We .. .we you We have'. .. we'...
for staff . . . but you have to take it to the next step as well, we have to we actually take

what are we going to do then. (FG2)

responsibility®’ . . .
you have . . . wes

(obligatory)

?Moderating the statement expresses low/lower affinity or high/higher affinity.

®Indicates that it is I/the manager who is and thinks something.
‘Indicates that the nurse has decided about an agreement with the patient.
dUse of “one” instead of I/manager.

°High affinity: All managers in the group agree, while they showed/strengthened their own responsibility and the nurses’ responsibility.

findicates the group’s (we/the managers) responsibility.
2Indicates both individual’s and the group’s responsibility.

organizational, and didactic (Figure 2). The didactic dis-
course served as “glue” holding the discourses together. The
managers used concepts related to patient education contin-
uously when they expressed thoughts about how to develop
the work at primary care level, to strengthen public health,
but the discourse was not clearly defined. The predominant
economic discourse and the didactic discourse were in con-
stant negotiation and it was important to choose working
methods that contributed financially to primary care. Hence,
the economic discourse made the organizational discourse
adjust, and the medical discourse was obvious, for example,
nurses should clarify physicians’ medical information. The
text’s modality indicates that the managers had the mandate
and responsibility to reorganize care in response to changing
social policies.

Didactic Discourse

Managers expressed that patient education permeated all pri-
mary care work and that patient education working methods
were often discussed, especially when it came to group
teaching and different patient schools: “It’s part of the work
you should do and I see it as part of our job description”
(FG2). The managers used the metaphor “the coat,” and the
expressive modality, “We have to wear every day” (FGI,
Table 3), reflect that patient education was always present.

The use of the personal pronoun “we” referred to the manag-
ers themselves as a group, and the interpersonal modalities
“you should” referred to the nurses. The managers had the
power to express this obligation. The use of “I”” described
managers’ responsibility to include patient education in work
descriptions.

Maintaining and developing pedagogic competence. The man-
agers highlighted research showing that health care workers
have low skills in the art of teaching. Research findings were
discussed based on the pros and cons of different patient edu-
cation methods and the development of patient education
skills was dominated by collegial and interdisciplinary
exchange of knowledge. Forums for patient education dis-
cussions were typically feedback conversations with the
manager and different gatherings: “nurses’ weekly meetings
.. . physicians and nurses meet once a month . . . at ordinary
ward meetings we share both positive and negative experi-
ences of patient education” (FG2). Nurses attending special-
ist nursing education sometimes shared exam projects, which
were perceived as very rewarding, but Bachelor nurse stu-
dents’ projects were not seen as an integral part of compe-
tence development. Patient education was above all
developed through internal courses, such as motivational
interviewing: “Nurses stay at a conference hotel for a couple
of days and ‘live with patient education.” This arrangement
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medical diseourse

organizational discourse

Figure 2. Prevailing discourse order affecting patient education.

was much appreciated” (FG2). A manager, who had previ-
ously worked as a nurse, stated,

I'had very much use of the Motivational interviewing. Whenever
I had had a patient I summarized the visit in bullet form and
asked: Have you understood what I have said? I know I used this
a lot for it was a great end to the visit. I ended by saying: We
have agreed on this and you should get back in touch to . . . Have
you also understood it this way? I thought this was extremely
good. (FG3, Table 3)

The manager used positive appraisal words when stress-
ing the usefulness of developing pedagogical knowledge
through motivational interviewing. In the excerpt, the patient
was invited to respond to yes/no questions, which indicates
the nurse’s power to decide the content of the discussion. For
instance, the patient was not asked to express their under-
standing in their own words. Hence, when the manager
talked about acting as a nurse, the pronoun “I”’ was used to
describe that the nurse has responsibility for how patient
education was done. Qualifications in pedagogy at university
level were considered to be of less importance:

I do not think all of my nurses really have to take a course and
acquire 7.5 ECTS [European Credit Transfer and Accumulation
System] in pedagogy. I observe and listen as they meet their

patients, and I think they are pedagogically very knowledgeable.
(FG1)

Having extensive practical experience was important:
“You must have a wide range of practical experiences; other-
wise you can’t work at primary care . . . nor understand what
the actual problem is . . . ask the right questions to get relevant
answers” (FG2). When the managers described their and the
nurses’ discussions about patient education, they expressed:
“Yeah, actually, maybe one does it many times without think-
ing about it, one shares experiences from, for example, tele-
phone counseling or other settings so one probably does this
in many ways, really” (FG3, Table 3). The managers moder-
ated their statements (demarcation, used “one” instead of “I”’)
when talking about patient education, thus distancing them-
selves from responsibility and expressing uncertainty about
patient education. Patient education was somewhat invisible.
When asked to further describe the time spent by nurses on
keeping up with the pedagogical field, for example, by read-
ing and discussing articles, it was obvious that nurses rarely
requested pedagogical courses and primary care nurses them-
selves should take responsibility for patient education devel-
opment, as in the following interview excerpt:

The work place is really tough, tough for one to get the economics
to work . . . about time for patient education development, it’s
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hard to know . . . Nurses have no specific hours per week for this,
absolutely not. Nah, it’s very irregular so I really cannot answer
that. (FG3)

Health promotion—Part of daily work. The result showed that
it was important and obvious for nurses to adopt a clear and
holistic view on patient care. Managers described several
situations that from a pedagogical point of view were diffi-
cult to manage in health promotion work. For instance, when
meeting nonnative Swedish-speaking patients, uncertainty
arose about whether or not the patients understood the patient
education, even when an interpreter was present.

Furthermore, communication with elderly patients can be
problematic as they can feel uncomfortable about asking
questions, and it can be difficult to find the appropriate teach-
ing levels. Based on their own practical experience, manag-
ers suggested how nurses can provide patient education to
elderly persons by comparing it with working with children:
“I think all patients should be addressed as if one’s talking to
a child: a very pedagogical way” (FG1). It was important to
ensure that patients understood by repeating and individual-
izing the patient education. The main message was to ensure
patients’ knowledge and understanding, but the managers
expressed uncertainty about how to handle this.

According to managers, patient education was primary
care’s social mission: to improve people’s health by knowl-
edge, understanding, and support of healthy self-care. A
way to improve patients’ self-care management was to cre-
ate a nursing-responsible-nurse and a medical-responsible-
physician. These changes also benefited patient education
for anxious patients calling or coming to the clinic almost
daily and wanting a professional visit. These patients
needed human contact rather than medical treatment. The
metaphor “super market business” was used by managers to
describe this: “Patients calling about everything because
they know we are open . . . they should be able to shop
everything from us” (FG1).

Another initiative for improving people’s health, men-
tioned by the managers, was the “Senior-Health” project: an
initiative to reach out to seniors by offering conversations on
health and lifestyle and a contact phone number. According
to managers, having a nursing-responsible-nurse/medical-
responsible-physician has improved continuity and security,
and facilitated patients’ knowledge and understanding about
self-care management.

When talking about patient education, the managers spon-
taneously discriminated between the concepts “patient teach-
ing” and “patient information.” They used concepts such as
starting from the patient’s view, dialogue, informal or real
knowledge, formal pedagogical competence, pedagogical
work, and pedagogy as a tool. However, there was no clarity
in how these concepts were used or how patient education
was defined, but, “There are good conditions for developing
nurses’ patient education: . . . it’s just that we not always call
it teaching, but if one sees it as a whole it’s actually there”
(FG1).

Economic Discourse

The introduction of “Health-Choice” can be seen as a step
toward health care’s adaptation to market economy condi-
tions. Patients can choose between health settings, and vari-
ous primary care settings compete for patients. Patients differ
with regard to their value in terms of profit and loss. In hospi-
tals, patients are discharged too rapidly and thus social
responsibility and costs are transferred to primary care.
Higher costs also come from the significant increase in the
number of elderly and young patients. Young, anxious patients
consulting primary care, without a real need of medical
treatment, is a new social phenomenon. To reduce processing
times and costs, some patients were referred to the
nursing-responsible-nurse and medical-responsible-physician.
Managers used economic and business terms when talking
about patients: “Your personal health care provider as your
personal banker, and thus does not stop the acute queue
[patients telephoning/coming to primary care in need of an
urgent meeting]. We have many such patients” (FGI).
Another cause of increased costs was that patients’ expecta-
tions on primary care did not fit within its mission and current
economic frames. Furthermore, patients visited primary care
directly after discharge from hospitals to gain knowledge
about their health. In this context, managers stressed that the
responsibility of a professional patient education should be
based on the patients’ needs at the various health care settings
to avoid unnecessary costs for society, as described in the fol-
lowing interview excerpt:

In hospitals they might not take full responsibility and teach all
parts to patients, but hand it over to the next health care setting
... primary care . . . you should not transfer the patient to another
health care setting without first teaching the patient how to solve
the problem . . . it [the discharge from the hospital] goes too
quickly, at the expense of knowledge. It often happens that
patients do not get written information and that the patient
receives a verbal message [about health] while the patient is
being informed of discharge and then the patient’s mind is on
other things, “if there is milk in the fridge.” (FG2)

Considering that patient education represents substantial
financial interests for health care operations, it is important that
nurses’ tick off patient education on an activity list. Indeed, the
payment practices may have the effect of stimulating nurses to
create more patient education as it generates more income:

It has the motivating effect of lighting a little fire under your
butt, for example, when patients come to physicians’
appointments and physical activity was prescribed, nurses have
motivational interviewing, for example, on smoking and alcohol
habits. (FG1)

Medical Discourse

The importance of medical priority and better use of the
medical competence were highlighted. Changes such as
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Health-Choice and drop-in from Mondays to Fridays have
changed the culture and reduced the priorities of appropriate
medical competence, especially for patients with chronic
disease:

Medical priorities have kind of become lost . . . Competences
are not used appropriately . . . drop-in, availability and all this
nagging of multi-seekers requires nurses to do tasks such as
register patients, which anyone can do. (FG1)

After medical consultations, nurses explained and clarified
physicians’ information: “There are countless times when
patients after physician visits wonder what the physician said.
Then it’s the nurses who will explain and teach. That’s it!”
(FG1, Table 3). Managers stressed the nurses’ responsibility
for following up the patients’ understanding and knowledge
of the medical information. Especially the modality “That’s
it” indicated that managers rely on the patient education pro-
vided by nurses. This strong modal expression both reflects
and promotes nurses’ behavior, responsibility, and power over
patient education in relation to physicians’ information and
patients’ needs for knowledge provided by nurses.

Organizational Discourse

According to Swedish law, patients have the right to choose
and change health care providers whenever they like, “The
Health-Choice” (SFS, 2008:962). Health care must, as far as
possible, be designed and implemented in agreement with
the patient, that is, promote patient integrity, autonomy, and
also empower them through information, consent, and par-
ticipation (SFS, 2010:659, 2014:821) The managers are
responsible for the organization meeting the goals of health
care (Requirements-Quality-book, 2012; SOSFS, 2011). In
this study, political decisions were determining factors, and
managers expressed their own responsibility and power for
making the required changes.

Reorganization. The Health-Choice reform allowed patients
to approach any primary care center, as “drop-ins,” irrespec-
tive of their place of residence. This market adjustment has
led to higher patient flows in primary care and made health
care: “an availability rather than a competency issue” (FG2).
This means that the key issue is that patients meet profes-
sionals, although not necessarily professionals with the
appropriate competence. According to managers, patients
often misunderstand their treatment, making it crucial they
meet the appropriate professionals.

To highlight the importance of using the available profes-
sionals’ competence when meeting patients, managers have
started to reorganize and introduce nursing-responsible-
nurses and medical-responsible-physicians, entailing
changed routines. Furthermore, to help nurses focus on
patients’ understanding and better structure their patient edu-
cation work would require “to stop the patient roaming
around in the health care system” (FG1), meaning that

patients go to various health care facilities asking the same
questions. To reduce this behavior, standardized triage and
responses to fundamental questions should be created for
primary care, hospitals, and pharmacies: “Get the same
answer no matter who they meet” (FG2).

Managers stressed that nurses were very independent and
that an efficient way to support them is to take advantage of
their ideas for organizational change. Managers should plan
for continuous discussions on, for instance, how to allocate
time for and decide content of patient education individually
and in regular group meetings, but stressed, “It’s not about
not having time . . . you have to take necessary time” (FG1)
for patients. Nurses had a clear personal responsibility for
how their work is organized to ensure enough time for the
patients, and managers had the power to express this obliga-
tion (interpersonal modality). The time and space allocated
for nurses’ own pedagogical competence development in the
organization was unclear and rarely discussed.

“We have strength: We discuss . . . we actually take
responsibility for staff . . . but you have to take it to the next
step as well, what are we going to do then” (FG2). The
importance of learning from each other by collaboration and
transparency was apparent, but sometimes they discussed a
patient education problem, and no change was made even if
aneed was apparent. Two managers described that they spent
part of their working time as nurses, which was helpful for
understanding the nursing work and how nurses can be sup-
ported in their patient education work. It was highlighted that
nurses learn about patient education when managers have
“practical supportive ways of working that create good situ-
ations for patient education” (FG2).

Discussion

The managers constructed different discourses through how
they talked. All these discourses were important for and
affected nurses’ patient education and differed in terms of
how much power they expressed.

The importance of cost efficiency based on economic and
medical considerations—that is, the economic and medical
discourses—appeared to be obvious in the context of this
study. These discourses could be seen as discourses that were
uncritically accepted as given and normal. The didactic dis-
course was dependent on the other discourses, even if the
pedagogical concepts permeated all work in primary care.
The concepts were used more in a “common sense” or “self-
evident” way, which contributed to the dependent status of
the didactic discourse.

Conflicts occurred when societal demands, such as
Health-Choice, affected both the budget and the way patient
education routines were built. The economic discourse thus
influenced and ruled the organization as indicated in the
organizational discourse. In today’s society, the need for
health care promotion and prevention is increasing. This cre-
ates more opportunities and income for clinics, while possi-
bly increasing the demands on nurses’ patient education and
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pedagogical competence. By means of the various dis-
courses, we can determine what is important and how to
understand phenomena and the expressed norms. The dis-
courses spring from different ideological beliefs about how
things should be and thus construct the world around us
(Fairclough, 2010). The didactic discourse was present in
managers’ construction of patient education. However, the
content of the didactic discourse was neither clear nor obvi-
ous. One could say that it was part of an official sociopoliti-
cal health discourse, which according to various steering
documents must be part of primary care work. The didactic
discourse was first and foremost present in nurses’ practical
experiences, where knowledge means possession of power,
which is evident in the master—apprentice relationship
(nurse—patient). Workplaces had no distinct pedagogical
competence descriptions for nurses in general, which makes
it difficult to update the necessary patient education compe-
tence to meet requirements (Berglund, 2011; SOSFS, 2011).
The work in primary care demanded solid practical experi-
ence and managers related the nurses’ patient education to
their own experience as nurses and to practical tasks. They
believed that many nurses were skilled pedagogues without
any need of further education or pedagogical training.
However, it is easy to fall into routine procedures (Eriksson
& Nilsson, 2008), as patient education is a normal feature in
nurses’ daily work. Opportunities to disseminate research
results and exam projects among nurses were limited
although they represent an opportunity for competence
development, in collaboration between educational institu-
tions and workplaces for the purpose of creating work-based
learning (Williams, 2010).

An aging population with more people suffering chronic
diseases and disability, more anxious patients making
repeated visits, and patients placing higher demands make
patient education in primary care complex. The simultaneous
new public management influences increase the demand for
nurses’ patient education while they also need “to do more”
with the same resources, as the goal of supporting patients’
learning is central in developing self-care management. In
this study, managers changed the routines and developed
patient education in the organization by listening to nurses’
ideas for improvements, which is in line with Drenkard’s
(2012) recommended framework for leadership in relation to
organization.

A change in nurses’ patient education can be achieved
when managers truly use nurses’ ideas and support the pro-
cess of change, thus achieving creative discursive practice
that changes the social practice (Fairclough, 2010). This is in
line with Bourdieu’s (1995) claim that professionals are best
equipped to develop strategies to preserve routines or to
change them. Therefore, nurses also need support to update
their pedagogical competence to make a difference (Berglund,
2011; Redman, 2013).

The economic discourse ruled through political deci-
sions and the power of new public management has influ-
enced primary care’s health care. Managers identified

changed routines, that is, drop-in, as threats to patient edu-
cation that may result in the removal of the pedagogical
“coat.” In addition, patients “roaming around” in the orga-
nization because of neglected patient education may entail
suboptimal use of available resources and be uneconomic
for all parties: patients, different health care facilities, and
society in general. The interviews showed that health care
professionals were not fully aware of the power they exer-
cised over care seekers or of their insufficient pedagogical
training.

The care-seeking person is constructed as a patient in the
encounter with a health care organization. The meeting, dia-
logue, support, and the patients’ view on the care needs and
how responsibility is attributed are vital starting points in
individualizing patient education and supporting patient self-
care management (Audulv, Asplund, & Norbergh, 2010;
Friberg, Pilhammar Andersson, & Bengtsson, 2007). The
patient’s role was not clear in the managers’ statements,
although they were generally seen as demanding customers.
Maybe nurses are constructing the patient by means of
patient education. We suggest appointing a specialist nurse
with formal pedagogic education at master level who can fol-
low current research in patient education at the workplace
and work with other health care settings to reduce ambigui-
ties for both professionals and patients. Hopefully, a “Public
Health” discourse focusing on patient education will be cre-
ated in the near future.

According to the managers, they provided professional
and powerful leadership by supporting and ensuring nurses’
competences, which supports Drenkard’s (2012) claim in
this respect. By asking whether nurses needed pedagogical
training, they saw themselves as promoting patient educa-
tion, as nurses themselves seldom asked for such training.
We highlight the importance of critically reflecting on
patient education practice and managers’ support for con-
tinuous training in patient education. To counteract the neg-
ative effect of routine work, we believe that all nurses should
have formal pedagogical education. Moreover, in “a chang-
ing world” specific patient education strategies need to be
developed to handle the challenges of, for example, web-
based health care resources (Ali, Krevers, Sjostrom, &
Skérséter, 2014).

By highlighting the medical discourse, managers
expressed that nurses often explained and clarified physi-
cians’ information to patients after medical consultations.
This can be seen as an example of interdisciplinary collabo-
ration. It is important to clarify the content of patient educa-
tion, and who is responsible for it, as this is an important
feature for improving quality (Cummings et al., 2010) and
developing patient education work. If patients are well edu-
cated, they are less inclined to, out of ignorance about their
condition, seek care the day after being discharged from hos-
pital care. Collaboration between physicians and nurses,
based on the individual patient’s knowledge needs, should
result in patient education strategies developed as a struc-
tured and reflective part of teamwork.
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Methodological Issues

Studies have showed that the conditions for nurses’ patient
education need to be further improved (Friberg et al., 2012),
and a social construction approach can help to focus on what
changes need to be done. FG interviews are particularly use-
ful through direct access to the language and concepts that
structure the participants’ experiences. The main advantage
of FG interviews is the purposeful use of interaction to gen-
erate data (Morgan, 1996). In this study, the managers them-
selves have signed up for the interviews, and it should pave
the way for rich data. Individual interviews may have given
greater depth in data. In FG2, there were two informants, as
two persons announced, at the interview day, that they could
not participate and it was too late to rearrange dates. This
interview was very informative as the interaction between
the managers highlighted issues of relevance to the condi-
tions for nurses’ patient education.

Managers constructed beliefs and thoughts by interac-
tion in a certain context and time, and such results are not
to be seen as correct descriptions of conditions for patient
education provided by nurses. The use of Fairclough’s
(2010) CDA made it possible to connect the managers’ use
of language, ideology, and power to grasp data with focus
on managers’ discursive practice concerning the patient
education provided by nurses. Rigor is taken into consider-
ation as the participating managers, the topic, and the ana-
lytical process are described, and data are linked to their
sources. The primary care managers in this study were all
from the same region in Sweden. Managers in other regions
might have constructed other discourses. Moreover, more
FG interviews might have given more variations and
strengthened the result.

All authors were experienced nurses with formal peda-
gogical education, which can be both a weakness and
strength. Furthermore, all interviews were conducted by one
author, with a coauthor present as an observer at one occa-
sion, and the data gathering and analysis were critically eval-
uated throughout the process by all authors.

Conclusion

The managers expressed power and shouldered their responsi-
bility to reorganize patient education routines within the hege-
monic economic discourse. The didactic discourse was
somewhat unclear, and nurses’ autodidactic ability was high-
lighted. This study shows that patient education is not orga-
nized and structured in a way that allows it to be viewed as a
separate competence area for nurses. The opinion that practi-
cal-based patient education knowledge learned at the work-
place is the most important form of knowledge has to be
combined with reflected and theory-based pedagogical knowl-
edge. To meet societal primary health care requirements, with
focus on structured support for patient self-care management,

the content of the prevailing discourses must be challenged.
Nurses need support to pursue a more thoughtful patient edu-
cation with both practical- and theoretical-based pedagogical
skills with focus on promoting a health discourse.

Practical Implications

Knowledge about how managers relate nurses’ patient edu-
cation work to different discourses should be used as a reflec-
tive tool in critical discussions at the workplace to clarify and
visualize the conditions for nurses’ daily patient education
work. Managers’ opinions should form the basis for political
discussions on different levels about how society should pro-
mote awareness of theory-based pedagogical knowledge
among managers and nurses, and thereby support nurses’
pedagogical development. Knowledge about how managers
talk about patient education should be used to explore and
develop cooperation between different health care settings to
create structured support for patients’ self-care management
and to foster a health discourse.
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