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Abstract

Aim: To assess the practice of lifestyle counselling
among practice nurses (PNs) by measuring the
frequency, perceived effectiveness and barriers to
lifestyle counselling. Methods: A survey questionnaire
was sent to all 77 PNs in an Irish health service
administrative arca (response rate = 69%). A focus
group was subsequently conducted with ten PNs from
this sample. Results: 43.8% (n = 21) and 45.8% (n =
22) ‘always’ promote physical activity and healthy
eating with patients, respectively. Conversely, 29.2%
(n = 14) of respondents stated they ‘rarely’ or ‘never’
counsel patients on risky drinking. Furthermore,
a large number of PNs perceived themselves to
be ‘minimally effective’ or ‘ineffective’ at helping
patients to address smoking and risky drinking
(47.6%, n = 20 and 63.6%, n = 28, respectively).
Practice nurses perceived themselves 1o be the most
appropriate people to provide lifestyle counselling.
Education and the provision of accurate information
is a key strategy used with patients. Insufficient ime,
however, was cited as the main barrier to lifestyle
counselling by 73.8% (n = 31) of PNs.

Conclusion:

The traditional health education approach to lifestyle
counselling predominates in practice nursing. And
whilst practice nurses remain positive about lifestyle
counselling, they require further support to address
behaviours such as smoking and risky drinking in
general practice.

Key words: Lifestyle counseliing, health promotion,
practice murses, behavioural risk factors, general
practice

Introduction

The behavioural risk factors of smoking, unhealthy
diet, risky drinking and physical inactivity contribute
significantly to preventable CVD (cardiovascular
disease) morbidity and mortality (Fine et al., 2001).
Lifestyle counselling interventions are an important
and effective way to manage these risk factors in

general practice (Whitlock et al,, 2002; Ashenden et
al., 1997).

In the UK, the practice of lifestyle counselling
in general practice is becoming more frequent
(McAvoy et al., 1999) irrespective of frequently cited
barriers such as lack of time or training (Brotons
et al, 2005; Cornuz et al., 2000). Although both
General Practitioners {GPs) and PNs are positive
about lifestyle counselling (Steptoe et al., 1999), PNs
are more likely 1o counsel patients about lifestyle
behaviours and believe that their efforts will be
effective (Douglas et al., 2006). It has been suggested
that the responsibility for prevention has been
devolved from GPs to PNs in many primary care
settings (Steptoe et al., 1999). Therefore it could be
suggested that PNs are integral to the management
of behavioural risk factors.

The European guidelines on CVD prevention
in clinical practice in Europe (De Becker et al,
2003) recommend nine strategic steps to enhance
the effectiveness of lifestyle counselling in general
practice. Nonetheless, it is unknown whether PNs
are following these strategic steps for multiple
behavioural lifestyle counselling or whether the
traditional model of health education in nursing still
predominates (Karhila et al., 2003).

Methods

A mixed methods approach was applied consisting
of quantitative (cross-sectional, self-administered
postal survey) and qualitative (focus group) research
components.

Participants

A non-probability sample of all 77 PNs employed
in an Irish health service administrative area was
selected for the questionnaire survey. The response
rate was 69% (n = 53). A convenience sample of ten
PNs from the same administrative area participated
in the focus group.

Questionnaire Survey ‘ -

The questionnaire was designed based on the
findings of a comprehensive literature review. The
questionnaire was piloted with a purposive sample
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of seven PNs and three health service staff before
dissemination. Respondents were asked to return
their completed questionnaires within two weeks. A
reminder letter and a second copy of the questionnaire
were sent out 1o all non-respondents on the original
return date. This was followed by a reminder phone
call two days later.

Focus Group

The data obtained from the questionnaire was used to
inform the development of the questions for the focus
group topic guide. One focus group was convened in
a non-clinical setting and followed procedures as
described elsewhere (Krueger et al., 2000).

Data Analysis

The survey data was analysed using the SPSS
v14.0 statistical package. Descriptive statistics
were obtained for each variable. Responses to open
questions were coded into groups by content analysis
technique and introduced into the database as
categorical variables. The results were presented as
frequency counts of categories. All missing data was
excluded from the analysis. Significance

significant differences between responders and non-
responders for having a full-time PN employed in
the practice or for practice involvement in secondary
prevention programmes. All ten focus group
participants were female with a similar demographic
profile.

Survey

Frequency and methods of promoting heafthy
fifestyle behaviours

Respondents regularly counselled patients on
smoking, physical activity, healthy eating and weight
management (see Table 2). Conversely, 29.2% stated
that they ‘rarely’ or ‘never’ counsel patients on
risky drinking, The most frequently cited strategic
steps for lifestyle counselling were helping patients
understand the relationship between lifestyle, health
and disease (95.7%), involving patients in selecting
risk factors to change (89.1%), involving other
healthcare professionals (88.9%) and goal setting
(87%). Designing an action plan with a patient was
the least frequently cited strategy (26.1%).

is assumed throughout at p<0.05. The
recorded data from the focus group was
transcribed verbatim. The data analysis
and interpretation followed procedures
described elsewhere (Krueger et al,
2000). Informed consent was obtained
from participants and ethical approval
was granted from the ethics commitzee
of the HSE Dublin Mid-Leinster.

Resuits

Characteristics of participants

All survey respondents were female and three-
quarters were aged between 31 and 50 years. Sample
characteristics are shown in table 1. There were no

Altitudes to lifestyle counselling

Table 3 outlines respondent’s perceived effectiveness
at helping patients to change various health
behaviours. A large percentage of respondents
perceived themselves 10 be ‘minimally effective’
or ‘ineffective’ at helping patients to change the
addictive behaviours of smoking and risky drinking
(47.6% and 63.6%, respectively). Healthy eating was
the behaviour associated with the highest perceived
effectiveness with 29.5% of respondents reporting
they were ‘very effective’ at changing a patient’s
dietary behaviour.

Respondents agreed that PNs are the most
appropriate people to provide lifestyle counselling
(83.3%) although approximately half (51.2%) felt that
it was a difficult task.

Barriers to lifestyle counselling

Insufficient time was the main barrier to lifestyle
counselling highlighted by almost three-quarters
of PNs. Other barriers included the reluctance of
patients to receive advice, lack of clear guidelines
and insufficient educational materials for patients,
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Professional Stpport
The participants  discussed the

responsibility for lifestyle counselling
in general practicee. They were
divided on a number of issues that

generated strong feelings from several
participants. It was agreed that GPs

should be supportive of lifestyle

counselling because if they are not,

it ‘rafses guestions around the very term
continuing care’.

all cited by circa half of the respondents. Only 31% of
respondents stated that they would be more likely to
engage in lifestyle counselling if there was a financial
incentive available.

Focus Group

Lifestyle Counselling Strategies and
Approaches

Client-centred and collaborative approaches were
identified by participants as good practice in lifestyle
counselling. Tt was recognised that trying to elicit
behaviour change without knowing an individual’s
life circumstances is ineffective. This strategy allows
the PN ‘o see what level of commitment I’m going to get,
what are going to be the barriers’. It is also important
for PNs to remember that ‘at the end of the day, the

atient has rights as well. at tf they don’t want to
change?’ Omne participant believed that patients
should be asked ‘what [behaviour] are you willing
to work on’ in order to set an agenda for behaviour
change discussions. This strategy ailows patients
‘o be responsible for their changes” and it helps when
you ‘on’t lecture them’. However this portrayal of
collaboration was not always supported by the
language of other participants, where more directive
health education was evident in some utterances
such as: ‘this is what vou kawve to try and get to’, you can
tell them some strategies’.

This educational approach was a dominant theme
with the word-‘education’ being used frequently in
the discussion. Participants stated that the provision
of accurate information was a key element of their
role and using plain English was an effective
strategy to do so. People from lower socio-cconomic
groups were identified as a priority group for health
education. However, it was generally agreed that the
health service ‘should be educating them about how to
feed themselves rather than throwing money at them’.
The use of shock tactics also proved to be a very
popular counselling strategy. It was understood that
shock tactics work because they are visual, realistic
and have ‘g massipe impact’ on patients. However
it was also acknowledged that shock tactics do not
work with all patients and that PNs should ‘gpproach
it very delicately’.

The role of the GP was seen by two
participants to be more medically oriented, due to
differences in training whereby ‘doctors treat patients
like when someone goes in with @ pain in your ear, that’s
all_he ants to know about 4" Several participants
considered that PNs to be more approachable than
(GPs and to be more effective at helping patients
understand information. This may be related to the
way PNs ‘talk in more plain English whereas the GPs
talk high-falutent and they don’t listen’. These views
were strongly challenged by a number of participants
highlighting different experiences across practice
locations.

Barriers to Lifestyle Counselling

A large number of participants agreed that general
practice was the ‘ideal serring’ for lifestyle counselling
with patients. There are, however, significant barriers
to this approach. Time was identified as one of the
most important barriers to lifestyle counselling
with patients. Some participants perceived lifestyle
counselling as time-consuming and something that
required dedicated or ‘seved up time to do’, A potential
solution to this would be if GPs ‘book them [patients)
in_and give them a longer slor’. This is effective for
patients because ‘it really kicks in that they are coming
back for something specific on lifestyle’.

Patient compliance and the complexities of
lifestyle behaviour change were also deemed
important barriers. Consultations that were perceived
as having failed were considered to be disheartening
for PNs and can cause the nurse to it back and say, J

Discussion

The Practice of Lifestyle Counselling

The high frequency of lifestyle counselling for
smoking cessation, physical activity, healthy eating
and weight management identified in this study was
considerably higher than reported in general practice
elsewhere (Duaso and Cheung, 2002). This supports
previous research indicating that PNs are more likely
than GPs to counsel patients abouit lifestyle-issues
(Douglas et al., 2006). This is important because
irrespective of the counselling style adopted or the
challenges faced by PNs, lifestyle counselling remains
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highly prevalent and has considerable potential in
general practice. Given the response rate of 69%, it
is possible that these positive results reflect the views
of the ‘enthusiasts’. However the characteristics
(albeit limited) of the non-responders were similar
to the responders suggesting that the results are
representative of the regional PN population.

The low frequency and perceived effectiveness of
lifestyle counselling for risky drinking and smoking
isa cause for concern, however. This may be explained
by the fact that risky drinking and smoking are both
addictive behaviours and could be viewed as being
more difficult to address.

Professional Support

While general practice was perceived 1o be in a
unique position to provide lifestyle counselling, the
question of whose responsibility it is, was the subject
of considerably more debate. Although the PN was
deemed the most appropriate person to carry out
lifestyle counselling, the perception that PNs have
more time than GPs was strongly contested. It was
very apparent that the relationship berween PNs and
GPs varied considerably in each practice. This was
explained by differences in communication skills,
client-centeredness and their support for lifestyle
counselling. Considering that lifestyle counselling
interventions are ineffective without GP involvement
(Willaing et al., 2004; Little et al.,, 2001} and that
PNs counsel patients more frequently (Douglas
et al,, 2006), this suggests that a ‘whole practice’
and systematic approach to lifestyle counselling in
general practice is important.

Barriers

Theidentification of ‘time pressures’ asamajor barrier
to lifestyle counselling in this study is compounded
by the fact that 40% of respondents work in a practice
that does not employ any full-time practice nurse.
This undoubtedly places greater pressure on the PN
to provide routine treatment services. Although PNs
consider lifestyle counselling to be a time consuming
process, this is not supported by the literature. In the
case of lifestyle counselling for smoking cessation,
the intensity of the intervention (length in minutes)
is not as important as providing frequent professional
contact (Naidoo et al., 2004). Considering that
the majority of survey respondents (64%) stated
that the length of their average consultation was
11-15 minutes, it is possible that multiple brief
interventions of 1-2 minutes could be incorporated
into appropriate consultations over several months.
Additionally, the idea of requesting GPs to book
dedicated lifestyle counselling appointments for
patients, as stated by one focus group participant,
would be a potential solution.

Other important barriers highlighted in both
the survey and the focus group were the difficulties
associated with trying to change complex health

behaviours and the reluctance of patients 1o receive
advice. It could be suggested that this (particularly the
latter) is a resuit of an over-reliance on z traditional,
prescriptive approach to health education.

Considering the high rates of lifestyle counselling
reported in this study, PNs are positive about the
practice irrespective of the obvious barriers. This
is supported by the finding that only 31% of survey
respondents stated they- would be more likely to
engage in lifestyle counselling if there was a financial
incentive available.

Lifestyle Counselling Strategies and
Approaches

There was limited evidence in the present research
to suggest that an empowering, client-centred and
collaborative approach to lifestyle counselling is
commonplace. This was particularly evident in
the language used by focus group participants that
reflected a more authoritarian, prescriptive and
persuasive style. In agreement with previous research
(Karhilaetal., 2003), the provision of information and
advice was frequently highlighted without reference
to patient-participation or collaborative working. The
suggestion of providing education on healthy eating
to lower socio-economic groups clearly demonstrates
a lack of a client-centred approach. Although it is
an acknowledgement that socio-economic status
is an important determinant of health it is also an
indication that lack of informatien is the core issue.
It should be noted that the use of the traditional
approach to health education only emerged from
the focus group discussion and was contested by two
participants in particular. This was clearly illustrated
by the intensity of a debate on which risk factor
would be most appropriate to change if a patient had
depression and also smoked. Although the survey
indicated that 89% of respondents involved patients
in selecting their own priorities for change (as
recommended by research, Glasgow et al., 2004), a
large number of participants felt that smoking should
be addressed with the patient regardless of their life
circumnstances. This prompted two participants to
highlight the importance of knowing an individual’s
circumstances and which risk factor they consider
most important and are ready to change. This
scenario was clearly divisive for the group and is an
example of how strong the ‘righting reflex’ (Miller
and Rollnick, 2002) can be, where practitioners
feel it is their professional responsibility to provide
information and advice that could make someone
healthier.

In contrast to the findings of the focus group, the
survey results indicated that many of the strategic
steps to enhance the effectiveness of lifestyle
counselling are being followed by a large percentage
of respondents. However it is possible that survey
respondents may have over-estimated their practice
of lifestyle counselling. This could be explained by
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social desirability bias whereby self-report surveys
potentially reflect what the respondents think they
should do (Brotons et a}., 2005).

The support for using ‘shock tactics’ or ‘fear
appeals’ by the group is worrying. Although fear
appeals are a frequently used tool for mass media
health messages, their misuse can be damaging
to an individual (Witte and Allen, 2000). Despite
this, there was consensus among the group that fear
appeals should be used selectively and only when the
individual has the will power to change.

In conclusion, thisresearch suggests thatalthough
the rhetoric of patient-centred lifestyle counselling
is evident in practice nursing, the traditional
health education approach predominates. Practice
nurses, however, regularly counsel patients about
multiple lifestyle behaviours despite considerable
barriers and without support structures. Therefore
it is essential that they are supported to carry out
lifestyle counselling as part of a systematic ‘whole
practice approach’ to prevention in general practice.
In particular, PNs should receive training in lifestyle
counselling with a stronger emphasis on the addictive
behaviours of risky drinking and smoking. Further
research is required to assess the determinants of
lifestyle counselling among GPs in Ireland as this
will also impact on PNs working in their practices.
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