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Abstract
The objective of this study was to explore the stated importance of promoting healthy 
lifestyle habits (alcohol, eating habits, physical activity and tobacco) by healthcare 
professionals, and to what extent these attitudes were translated into clinical work. 
In 2014, healthcare professionals (n = 251) from cardiology departments in two hos-
pitals in Stockholm, Sweden, participated in a cross-sectional descriptive question-
naire-based survey. The questionnaire included topics regarding stated importance 
and clinical work undertaken to promote healthy lifestyle habits. Personal and or-
ganisational factors of potential importance, expectations and future work were also 
explored. To analyse differences in stated importance and clinical work within and 
between lifestyle factors, comparisons of proportions were performed with 99% 
confidence intervals (CI). Relationships between stated importance and clinical work 
were investigated using logistic regression. The majority of healthcare professionals 
stated that it was ‘very important’ to promote healthy lifestyle habits among patients 
in general (69%–94%) and in their own clinical work (63%–80%). Despite this, always 
asking questions (18%–41%) or providing counselling (11%–23%) regarding lifestyle 
habits was reported to be rare. Overall, tobacco cessation was considered the most 
important behavioural change and was more often included in clinical work com-
pared to promoting physical activity, healthy eating habits and limiting alcohol use. 
Clinical work was mainly influenced by to what extent the healthcare professional 
perceived clear organisational routines and objectives. In conclusion, we observed 
a gap between stated importance and clinical work in the promotion of healthy life-
style habits among healthcare professionals. There were differences between life-
style factors, indicating that work with tobacco cessation is the most established. 
Our results suggest that in order to promote patients’ lifestyle habits in line with 
evidence-based guidelines, healthcare management should focus on and improve or-
ganisational routines and objectives.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, 
provided the original work is properly cited.
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1  | INTRODUC TION

Healthcare professionals are considered to be a credible source of health 
information (Lobelo, Duperly, & Frank, 2009). Thus, the healthcare sec-
tor has an important role in improving health in society by distribut-
ing correct information on healthy lifestyle habits (Cavill, Kahlmeier, 
& Racioppi, 2006; The Swedish Government, 2018). Healthy lifestyle 
habits (moderate use of alcohol, healthy eating habits, regular physical 
activity and tobacco cessation) are important in primary and secondary 
prevention of cardiovascular disease (CVD) and premature mortality 
(Carlsson et al., 2013; Chow et al., 2010; Ek et al., 2018; Ekblom, Ek, 
Cider, Hambraeus, & Borjesson, 2018; Minges et al., 2016). To stress 
the importance of healthy lifestyle habits and provide measurable 
objectives, guidelines have been developed for each lifestyle habit 
(Piepoli et al., 2016; The National Board of Health & Welfare, 2011, 
2018). The objectives are tobacco cessation and aerobic physical ac-
tivity of moderate intensity 5  days a week (≥30  min/day) in combi-
nation with muscle strength training 2 days/week. Furthermore, the 
recommendations include a high intake of fruits, vegetables, legumes, 
wholegrain products, fish and unsaturated fatty acids and moderate 
consumption of alcohol (Piepoli et al., 2016). However, only a minor-
ity of patients achieve the recommended level of lifestyle behavioural 
change as part of secondary prevention (Chow et al., 2010; Kotseva 
et al., 2016). Therefore, there is room for improvement in clinical work.

Studies within primary care indicate that healthcare profession-
als consider health promotion and disease prevention to be import-
ant (Brotons et al., 2005; Luquis & Paz, 2014; Weinehall et al., 2014). 
There are, to our knowledge, only a few studies focusing on stated im-
portance of health promotion and disease prevention among health-
care professionals within hospital care. Johansson et al concluded 
that health promotion was considered less important among health-
care professionals working in hospitals compared to those working 
in primary care (Johansson, Stenlund, Lundstrom, & Weinehall, 2010). 
There are few studies exploring clinical work with lifestyle habits. 
Haynes explored patients’ views on the advice they received from 
UK hospitals on changing lifestyle habits. The study demonstrated 
that the majority of patients were asked about tobacco use and fewer 
patients were asked about alcohol use, physical activity and eating 
habits (Haynes, 2008). Similar pattern was seen in another study using 
medical records to report lifestyle habits (Haynes & Cook, 2008).

The above-mentioned guidelines state the importance of health-
care professionals offering support for healthy lifestyle habits at 
every consultation for individuals with CVD, both within primary and 
hospital care. While primary care has the largest role in lifestyle be-
havioural change, hospital care do have a unique role, early in the 
acute process, i.e., postmyocardial infarction, to establish the impor-
tance of lifestyle behavioural change, which will help the primary care 
colleagues at a later stage (Piepoli et al., 2016). There is, however, a 

need to further investigate healthcare professionals’ stated impor-
tance and clinical work with different lifestyle habits within hospital 
care since hospital healthcare professionals have been shown to rate 
health promotion as less important compared to primary care profes-
sionals (Johansson et al., 2010). This study aims to explore stated im-
portance among healthcare professionals towards promoting healthy 
lifestyle habits (alcohol, eating habits, physical activity and tobacco) 
at two cardiology departments in hospital care, and to what extent 
these attitudes are translated into clinical work.

2  | METHODS

This was a cross-sectional descriptive study performed on health-
care professionals working in cardiology departments at two major 
hospitals in Stockholm, Sweden. The departments consisted of two 
wards and one accompanying outpatient clinic treating patients with 
cardiovascular diseases.

2.1 | Data collection

Data were collected using self-completion questionnaires in March 
2014. The first author (AE), or occasionally key staff members in the 
cardiology departments, handed out the questionnaires. One re-
minder was sent out.

K E Y W O R D S

alcohol, cardiology service, eating habits, guideline adherence, physical activity, tobacco 
cessation

What is known about this topic

•	 Guidelines highlight need for healthy lifestyle habits for 
patients with cardiovascular disease, in order to decrease 
the risk of new cardiovascular events and mortality.

•	 Within primary care, healthcare professionals consider 
disease prevention to be important in clinical work.

What this paper adds

•	 Healthcare professionals at cardiology departments 
considered lifestyle habits to be important within clini-
cal work, although only a minority asked about lifestyle 
habits or provided counselling. Elucidates that there is a 
gap between stated importance and clinical work.

•	 Overall, tobacco cessation was considered most impor-
tant and was more often targeted in clinical work.

•	 In order to improve the clinical work with lifestyle habits 
among patients clear organisational routines and objectives 
within the cardiac departments have to be established.
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The questionnaire was developed from existing question-
naires (The National Board of Health & Welfare,  2011; Weinehall 
et al., 2014) and concerned three areas (Table 1):

•	 Stated importance and clinical work to improve patients’ lifestyle 
habits (alcohol, eating habits, physical activity and tobacco use).

•	 Personal and organisational factors of potential importance.
•	 Expectations and future work.

In order to assess questionnaire face validity, pilot testing was 
performed on various healthcare professionals. The results led to no 
questions being changed.

Stated importance and clinical work to improve patients’ lifestyle 
habits.

Four questions were identified as core questions, focusing on stated 
importance (of the healthcare sector in general and own clinical work) 
and clinical work to promote patients’ lifestyle habits (asking and pro-
viding counselling) (Table 1). The core questions were analysed for 
each of the investigated lifestyle habits (alcohol, eating habits, phys-
ical activity and tobacco use). Prior to data analyses, the response 
categories of the four core questions were dichotomised into the 

highest category at the scale (very important, always and to a great 
extent, respectively) versus all other categories. Number of response 
categorise varied between four and six for the four core questions 
(Table 1). Dichotomisation was done in line with previous studies and 
evidence-based guidelines (Piepoli et al., 2016; The National Board of 
Health & Welfare, 2011, 2018; Weinehall et al., 2014).

2.2 | Personal and organisational factors of 
potential importance

Further eight questions focused on personal (age, gender, profes-
sion, years in the profession and workplace) and organisational 
factors (perceived clear routines, clear objectives and strong 
management support). When analysing responses, profession was 
divided into physicians versus all other healthcare professionals; 
workplace was divided into inpatient and outpatient care; age 
was divided into under and over 40 years, and years in profession 
was divided into under and over 9 years. The response categories 
for questions regarding organisational factors were, on analysis, 
divided into ‘agree to a great extent’ or ‘totally agree’, versus all 

Question Response options

Core questions

 In general, how important do you think it is to provide 
counselling to patients on the following lifestyle habitsa ?

Four-graded ordinal scaleb 

 In your own clinical work, how important do you think it is 
to provide counselling to patients on the following lifestyle 
habitsa ?

Four-graded ordinal scaleb 

 I ask patients about their lifestyle habitsa  in my clinical work Six-graded ordinal scalec 

 To what extent are you counselling patients about the 
following lifestyle habitsa  in your clinical work?

Four-graded ordinal scaled 

Organisational structure

 Are there clear routines for counselling of lifestyle habitsa  in 
your workplace?

Four-graded ordinal scaled 

 There are clear objectives for the work to promote patients' 
life style habitsa 

Six-graded ordinal scalee 

 The top management has clearly stated that the work to 
promote patients' lifestyle habitsa  is a priority

Six-graded ordinal scalee 

Healthcare professionals beliefs and requests

 I think it has a positive effect on the patients’ health if they 
change the following lifestyle habitsa 

Six-graded ordinal scalec 

I think patients expect to be asked about the following 
lifestyle habitsa 

Six-graded ordinal scaleb 

 As compared with your current practice, how would you like 
to change the extent to which you discuss the following 
lifestyle habitsa  with patients?

Five predetermined 
response optionsf 

aAlcohol, eating habits, physical activity and tobacco. 
b1. Very important, 2. Partly important, 3. Not very important, 4. Not important at all. 
c1. Always, 2. Almost always, 3. Usually, 4. Rarely, 5. Only in exceptional cases, 6. Never. 
d1. To a great extent, 2. To some extent, 3. To a minor extent, 4. Very little/not at all. 
eTotally agree 1. 2. 3. 4. 5. 6. Do not agree at all. 
f1. A lot less, 2. A little bit less, 3. To the same extent, 4. A little bit more, 5. A lot more. 

TA B L E  1   Questions used in the survey 
(translated by the authors)b,c,d,e



388  |     EK et al.

other categories (Table  1). This was done in order to explore to 
what extent participants perceived these organisational factors as 
important. Further investigating details about routines, objectives 
and management support was outside the scope of the present 
study.

2.3 | Expectations and future work

We further explored healthcare professionals’ expectations and future 
work, using three questions. The first question aimed to investigate to 
what extent healthcare professionals perceived that lifestyle habits 
were important to health outcomes. The second question investigated 
how healthcare professionals perceived patient expectations of being 
asked about lifestyle habits. For those questions, the responses were 
categorised as’Always’ versus all other categories (Table 1). The third 
question asked to what extent the healthcare professionals wanted to 
discuss lifestyle habits in the future. The responses were categorised as 
two groups: ‘a lot more’ and ‘a little bit more’ versus ‘to the same extent’, 
‘a little bit less’ and ‘a lot less’. (Table 1).

2.4 | Study cohort

All healthcare professionals, e.g. physicians, nurses, assistant nurses, 
physiotherapists, dieticians, occupational therapists, social workers, 
psychologists and biomedical analysts (n = 287), were invited to par-
ticipate. Healthcare professional who did not have patient contact 
or did not provide full information for all four core questions were 
excluded from the data analysis.

The Regional Ethical Review Board in Stockholm, Sweden, ap-
proved the study (reference number: 2015/580-31/5). The health-
care professionals received oral and written information about the 
study and signed written consent was obtained prior to them receiv-
ing the questionnaire.

2.5 | Statistics

Statistical analysis was performed using SPSS 24.0 software (IBM 
Corp.). All nominal and ordinal data were presented as frequencies 
and relative frequencies. To analyse differences in gender and pro-
fession between the included and non-included (those who dropped 
out did not have patient contact, or did not answer the core ques-
tions) participants, a Chi-square test was used. The level of signifi-
cance in these analyses was set to p < .05.

To analyse differences in responses for the four core questions 
within and between the four lifestyle habits of alcohol, eating habits, 
physical activity and tobacco use, differences in paired proportions and 
their 99% confidence intervals (CI) were calculated (Newcombe, 1998). 
CIs including zero were interpreted as having no difference. Additionally, 
to assess relationships between the core questions for stated impor-
tance and clinical work, Spearman's rho was used.

Unadjusted logistic regression was used to calculate odds ratios 
(OR) for whether personal or organisational factors related to stated 
importance or clinical work. To correct for multiple testing bias, the 
confidence interval (CI) was set to 99%.

To analyse whether current counselling practice related to the 
extent to which participants wanted to change to their future clinical 
work (‘greater extent’ vs. ‘to the same extent or less’), a Chi-square test 
was used. The level of significance in these analyses was set to p < .05.

3  | RESULTS

The study population consisted of 251 healthcare professionals, 
giving a response rate of 87% (Figure 1). No significant differences 
regarding gender or profession were found between the non-in-
cluded (dropouts, did not have patient contact, or did not answer 
the core questions) and the included study responders (Figure 1). 
Among the included participants, the majority were women work-
ing in inpatient care. One third were physicians, six of ten were 
30–49 years old and more than 40% had worked less than 10 years 
(Table 2). One fifth perceived that the cardiology department had 
clear routines for promoting healthy eating habits, tobacco cessa-
tion and physical activity. However, less than one tenth reported 
that they perceived clear routines for promoting a healthy lifestyle 
in terms of alcohol consumption. A minority reported perceiving 
clear objectives and management support, most frequently for 
tobacco cessation, followed by the promotion of physical activity 
levels, eating habits and less for the reduction in hazardous alcohol 
consumption (Table 2).

3.1 | Stated importance and clinical work to improve 
patients’ lifestyle habits

The majority of participants emphasised the importance of provid-
ing counselling to patients with unhealthy lifestyle habits within the 
healthcare sector in general. Importantly, there were significant dif-
ferences between lifestyle habits. Proportion of participants stat-
ing ‘high importance’ varied between 69% and 94% (Figure 2). More 
participants stated that they regarded counselling on tobacco ces-
sation to be important compared to alcohol counselling (difference 
12%, CI: 4%–19%), physical activity counselling (13%, CI: 5%–20%) or 
counselling on healthy eating habits (25%, CI: 16%–34%) (Figure 2).

Furthermore, the majority of participants emphasised the impor-
tance of providing counselling to patients with unhealthy lifestyle 
habits within their own clinical work. Proportions of participants rat-
ing ‘high importance’ varied between lifestyle habits, from 63% to 
80% (Figure  2). Counselling on tobacco cessation was more often 
rated as ‘very important’ compared to counselling on both alcohol 
consumption (13%, CI: 3%–23%) and healthy eating habits (17%, CI: 
7%–27%). Providing counselling on physical activity was considered 
to be more important than counselling on healthy eating habits in 
their own clinical work (13%, CI: 3%–24%) (Figure 2).
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A minority of participants reported that they always asked their 
patients about lifestyle habits, with differences between the life-
style habits ranging from 18% to 41% (Figure 2). A larger proportion 
of participants always asked patients about tobacco use in compari-
son to alcohol use (difference 21%, CI: 11%–31%), eating habits (23% 
CI: 14%–34%) and physical activity (12%, CI: 2%–23%). Furthermore, 
a larger proportion always asked about physical activity in compari-
son to healthy eating habits (11%, CI: 1%–21%) (Figure 2).

Finally, less than one fourth of the participants actually provided 
counselling ‘to a great extent’ to individuals with unhealthy lifestyle 
habits. Counselling varied with lifestyle habits ranging between 11% 
and 23% (Figure 2). Counselling tobacco cessation was more com-
monly provided than counselling alcohol use (difference 12%, CI: 3% 
to 20%) or eating habits (9%, CI: 0.3% to 18%). In addition, partici-
pants provided physical activity counselling more often than alcohol 
counselling (10%, CI: 1% to 18%) (Figure 2).

3.2 | Differences between stated importance and 
clinical work for lifestyle behavioural change

Figure 2 shows that for all lifestyle habits, there was a wide gap be-
tween the stated importance of the healthcare professionals’ own 
clinical work and to what degree they actually asked their patients 
about these habits (alcohol 47%, CI: 37%–57%; eating habits 45%, CI: 
35%–55%; physical activity 47%, CI: 37%–57% and tobacco 39%, CI: 
8%–29%). Moreover, for alcohol and tobacco, there were differences 
between all four core questions.

The correlation between stated importance in general and clin-
ical work (asking and counselling) was poor (r < 0.3) for all lifestyle 
habits. Regarding stated importance within own clinical work, and to 
what degree participants asked and counselled about the four life-
style habits, the correlation was fair (r: 0.3–0.5) (Supplementary 1).

3.3 | Personal and organisational factors of 
potential importance

Table  4 describes the relationship between personal and organisa-
tional factors, and stated importance and clinical work. Gender, pro-
fession and to what extent participants perceived clear routines and 
objectives were related with stated importance, but with differences 
between lifestyle habits. For clinical work, several factors affected to 
what degree healthcare professionals asked about and provided coun-
selling for lifestyle habits. These were mainly organisational factors 
(e.g. perceive clear routines, objectives and strong management sup-
port). Overall, it was more prevalent for physicians, individuals with 
more than 9  years in the profession and individuals working within 
outpatient care to ask about and provide counselling (Table 3).

3.4 | Expectations and future work

In general, the participants had a positive attitude towards lifestyle 
habits being an important part of patient health, and stated they 
would like to increase their work in promoting healthy lifestyle 

F I G U R E  1   Flowchart of participant recruitment

Dropout 

n = 23 

Did not have patient 

contacts

n = 2

Answered the questionnaire and fulfilled the 

inclusion criteria 

n = 264

Received the questionnaire

n = 287

Did not answer all questions regarding 

importance and clinical practice

n = 13

Included in study population

n = 251
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habits among patients. The participants were most motivated 
to increase their work with physical activity, followed by eating 
habits, tobacco and alcohol (Table 4). This was independent of the 
degree to which the participants currently worked with patients’ 
lifestyle habits. A minority (11%–30%) of the participants believed 
that patients always expected questions about their lifestyle hab-
its (Table 4).

4  | DISCUSSION

The major finding of this study was that at hospital Cardiology de-
partments, counselling on major lifestyle habits (alcohol, eating hab-
its, physical activity and tobacco use) varies greatly in terms of its 

perceived importance by healthcare professionals, compared to the 
extent it is used in clinical work.

Although participants rated clinical work with lifestyle coun-
selling as important ‘to a large degree’, only a minority asked 
about lifestyle habits or provided lifestyle counselling. This was 
in line with a study by Weinehall et al finding a difference be-
tween stated importance and clinical work among 266 healthcare 
professionals in primary care from Sweden and the US (Weinehall 
et al., 2014).

There are a few other studies focusing on stated importance 
among healthcare professionals in primary care (Brotons et al., 2005; 
Luquis & Paz, 2014) supporting our results of a high stated impor-
tance. However, there is lack of knowledge of to what degree this 
is a part of the clinical work. One small Swedish study among repre-
sentatives (n = 78) of cardiac rehabilitation centres declared that the 
centres offered counselling of the different lifestyle habits to a great 
extent 83%–99% (Ogmundsdottir Michelsen et al., 2019). This is in 
contrast to our study where this was stated among 11%–23%. The 
large difference between those studies is notable and may be due to 
different questions being asked that our study asked all healthcare 
professionals regarding their clinical work while Ogmundsdottier 
Michelsen et al. asked a selected group possibly answered about 
what the clinic should offer.

The gap between stated importance and clinical practice is 
striking since individuals with established CVD constitute a high-
risk population with an increased risk of new cardiovascular events 
and mortality (Chow et al., 2010). All four lifestyle habits investi-
gated have a cumulative impact on preventing new cardiovascu-
lar events (Chow et  al.,  2010). This highlights the importance of 
healthcare professionals regularly asking individuals about all life-
style habits.

In our study, tobacco cessation was rated as being most im-
portant and had a more prominent role in clinical work. This may 
be an effect of higher knowledge in this area. The negative effects 
of tobacco on health have been known for a long time (Critchley & 
Capewell, 2004). However, the importance of regular physical activ-
ity, healthy eating habits and moderate use of alcohol has become 
more evident during the last few decades (Carlsson et  al.,  2013; 
Chow et  al.,  2010; Ek et  al.,  2018; Ekblom et  al.,  2018; Kotseva 
et al., 2016; Minges et al., 2016; Yusuf et al., 2004).

Our study demonstrated that a large number of participants per-
ceived a lack of clear routine, a lack of clear objectives and lack of 
strong management support as reasons why they did not work with 
behavioural changes in everyday clinical work. This is in line with a 
Swedish study exploring perceived barriers among healthcare pro-
fessionals within primary and hospital care (Johansson et al., 2010). 
These results showed that more effort needs to be invested in the 
structural support of behavioural changes for it to be a regular part 
of clinical work.

Personal factors affecting stated importance and clinical 
work were mainly gender, profession and years in profession. 
A previous study show that women have reported greater per-
ceived importance for the healthcare sector to promote healthy 

TA B L E  2   Characteristics of participants (n = 251) divided into 
physicians versus other healthcare professionals

Total n = 251 
(%)

Physician 
n = 78 (%)

Other
n = 173 (%)a 

Workplace

Inpatient 
cardiac care

199 (80) 59 (78) 140 (81)

Gender

Female 196 (78) 33 (42) 163 (94)

Age

≤39 years 111 (45) 31 (40) 80 (47)

Years in 
profession

≤19 years 177 (71) 56 (72) 121 (70)

Perceived clear routinesb 

Alcohol use 18 (7) 9 (12) 9 (5)

Eating habits 49 (20) 13 (17) 36 (22)

Physical activity 53 (22) 16 (21) 37 (22)

Tobacco use 49 (20) 20 (26) 29 (18)

Perceived clear objectivesc 

Alcohol use 33 (14) 16 (21) 17 (10)

Eating habits 47 (20) 16 (21) 31 (19)

Physical activity 63 (26) 24 (32) 39 (24)

Tobacco use 88 (36) 47 (62) 40 (24)

Perceived strong management supportc 

Alcohol use 23 (10) 10 (14) 13 (8)

Eating habits 30 (13) 11 (15) 19 (12)

Physical activity 37 (16) 15 (20) 22 (14)

Tobacco use 53 (22) 31 (42) 22 (14)

Note: There was an internal dropout in some questions as not all 
participants answered all questions.
aNurses, assistant nurses, physiotherapists, dieticians, occupational 
therapists, social workers, psychologists, biomedical analysts and 
unknown. 
b‘To a great extent’ versus ‘to some extent’, ‘to a minor extent’ and ‘very 
little/not at all’. 
c1 (‘Totally agree’) versus 2–6 (‘Do not agree at all’). 
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lifestyles (Johansson et  al.,  2010). The present study was in 
agreement with this, with women to a greater extent compared 
to men stated that eating habits were of a ‘high importance’ in 
their practice. In a previous study, physicians were more nega-
tive to health promotion and preventive aspects of clinical work 
than other healthcare professionals (Johansson et al., 2010). The 
present study differs in this regard, showing that physicians at-
tach greater importance to counselling on physical activity in 
their own clinical work compared with other healthcare profes-
sionals. Physicians also asked about tobacco and provided coun-
selling on alcohol intake and tobacco cessation more often than 
the other professionals. Douglas et al. showed that physicians 
more frequently ask patients about physical activity when it is 
associated with their disease, than talk about physical activity in 
general (Douglas, Torrance, van Teijlingen, Meloni, & Kerr, 2006). 
The clear association between the four lifestyle habits explored 
in the present study and CVD may be a possible explanation why 
physicians in cardiac care are more positive towards improving 
their patients’ lifestyle habits. In agreement with earlier studies, 
more years in the profession had a positive impact on clinical 
work (asking about eating habits and physical activity) (Luquis & 
Paz, 2014; Weinehall et al., 2014).

In the present study, the majority of healthcare professionals 
stated that they would like to increase and improve their work with 
promoting healthy lifestyle habits among patients. The results of 
the present study may aid this effort, showing that asking about and 
counselling lifestyle habits in clinical work, and having clear objec-
tives, clear routines and strong management support are important. 
Furthermore, it is important to focus at less experienced healthcare 
professionals, non-doctors within inpatient care.

In order to be able to support individuals to achieve second-
ary prevention objectives, it is crucial to identify individuals at risk 
by routinely asking about lifestyle habits and thereby supporting 
what is called self-management (Lorig & Holman,  2003). Previous 
studies emphasise that patients self-management is important 
to achieve objectives for lifestyle change, which requires that the 
healthcare system is imbued in supporting self-management (Lorig & 
Holman, 2003). This is not explored in this study. Interestingly, only 
a minority of the participants stated that patients always expected 
questions regarding their lifestyle habits. This is in contrast to a large 
national survey (n = 1,800) where a majority (97%) of the population 
stated that they would like to be asked about their lifestyle habits 
(The National Board of Health & Welfare, 2016). A study performed 
on patients acutely admitted to hospital, reported that the patients 

F I G U R E  2   Percentage of healthcare professionals (n = 251) considering lifestyle habits very important in general and in own clinical 
work and to what extent healthcare professionals always asked and offered counselling for different lifestyle habits. Note: *denotes 
statistical detected difference at the 1% level. Differences between lifestyle factors within the same statement/question are indicated by 
1–4:1>alcohol, eating habits and physical activity; 2>eating habits; 3>alcohol and eating habits; 4>alcohol.
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wanted to have questions about their physical activity as long as it 
was associated with hospital admission (Murphy & Le Jeune, 2018). 
It is important to provide individually tailored counselling and ex-
plain how lifestyle habits can be associated with the individuals’ 
health and outcome of the treatment (Murphy & Le Jeune,  2018; 
The National Board of Health & Welfare, 2016). To be able to pro-
vide such individually tailored support, it is fundamental to ask all 
patients of their lifestyle habits.

4.1 | Strengths and limitations

There are several limitations to this study. The study population 
may be considered small and data were collected from two different 
major hospitals in Stockholm, Sweden. On the other hand, response 
rate was high, with a small internal dropout. Included individuals 
were similar to non-included with regard to gender and profession. 
This suggests that our sample may have been representative of 

TA B L E  3   Unadjusted odds ratios (ORs with 99% CI) for personal and organisational factors relating to “stated importance” respective 
“clinical work” with lifestyle habits

Alcohol Eating habits Physical activity Tobacco

Important in general

Male 0.41 (0.16–1.03) 0.23 (0.10–0.52) 0.68 (0.26–1.76) 2.04 (0.28–14.89)

Physicians 0.59 (0.24–1.43) 0.39 (0.18–0.81) 1.60 (0.61–4.21) 7,31 (0.50–107.1)

Inpatient care 1.26 (0.45–3.54) 0.84 (0.34–2.07) 0.65 (0.21–2.03) 0,25 (0.02–3.70)

Age (<40 years) 0.76 (0.32–1.79) 0.75 (0.37–1.51) 0.72 (0.31–1.66) 1.36 (0.34–5.35)

Years in clinical work (≤9 years) 0.67 (0.24–1.82) 0.69 (0.31–1.53) 1.04 (0.42–2.58) 1.11 (0.26–4.67)

Clear routines 1.10 (0.20–5.93) 1.84 (0.70–4.81) 1.21 (0.42–3.45) 3.96 (0.27–58.45)

Clear objectives 1.00 (0.29–3.48) 2.37 (0.85–6.63) 2.74 (0.83–9.08) 2.56 (0.47–13.82)

Strong management support 0.70 (0.17–2.79) 1.22 (0.44–3.43) 1.91 (0.45–8.07) 4.23 (0.29–62.80)

Important in own practice

Male 1.11 (0.48–2.59) 0.48 (0.22–1.06) 1.50 (0.55–4.06) 2.36 (0.71–7.84)

Physicians 1.78 (0.81–3.93) 0.72 (0.35–1.49) 3.66 (1.28–10.48) 9.33 (1.92–45.24)

Inpatient care 2.07 (0.90–4.77) 1.08 (0.47–2.51) 0.89 (0.33–2.36) 1.76 (0.69–4.51)

Age (<40 years) 0.96 (0.48–1.92) 1.17 (0.59–2.32) 1.22 (0.56–2.66) 1.55 (0.67–3.59)

Years in clinical work (≤9 years) 1.00 (0.47–2.16) 0.93 (0.44–1.96) 1.21 (0.53–2.76) 1.48 (0.63–3.51)

Clear routines 2.50 (0.47–13.27) 2.69 (1.00–7.22) 2.76 (0.84–9.11) 6.96 (1.03–47.00)

Clear objectives 2.49 (0.74–8.40) 2.64 (0.98–7.11) 8.65 (1.78–41.96) 11.03 (2.27–3.61)

Strong management support 1.39 (0.39–4.98) 2.04 (0.63–6.57) 1.70 (0.50–5.78) n/a

Always ask

Male 1.72 (0.69–4.31) 0.51 (0.15–1.70) 0.81 (0.33–1.99) 1.49 (0.68–3.29)

Physicians 2.03 (0.88–4.71) 0.51 (0.18–1.45) 0.88 (0.40–1.93) 3.09 (1.49–6.39)

Inpatient care 0.63 (0.24–1.64) 0.27 (0.11–0.68) 0.46 (0.20–1.08) 0.87 (0.38–1.99)

Age (<40 years) 0.65 (0.28–1.50) 0.52 (0.21–1.30) 0.81 (0.33–1.99) 1.06 (0.54–2.05)

Years in clinical work (≤9 years) 0.47 (0.20–1.09) 0.40 (0.16–0.96) 0.43 (0.20–0.93) 0.79 (0.39–1.64)

Clear routines 2.09 (0.54–8.14) 6.44 (2.51–16.53 6.47 (2.73–15.36) 4.11 (1.70–9.97)

Clear objectives 3.38 (1.23–9.33) 5.34 (2.07–3.76) 5.36 (2.39–12–06) 4.67 (2.24–9.73)

Strong management support 2.35 (0.70–7.91) 1.51 (0.45–5.07) 3.13 (1.22–8.04) 3.94 (1.68–9.27)

Always provide counselling

Male 2.63 (0.89–7.81) 0.58 (0.15–2.14) 0.95 (0.36–2.52) 2.19 (0.92–5.22)

Physicians 2.93 (1.03–8.36) 0.91 (0.32–2.58) 1.37 (0.59–3.17) 3.06 (1.37–6.85)

Inpatient care 0.69 (0.20–2.31) 0.29 (0.10–0.79) 0.45 (0.18–1.13) 0.61 (0.24–1.51)

Age (<40 years) 0.56 (0.19–1.67) 0.47 (0.17–1.33) 0.54 (0.23–1.25) 0.73 (0.33–1.62)

Years in clinical work (≤9 years) 0.51 (0.18–1.45) 0.40 (0.15–1.06) 0.58 (0.25–1.36) 0.86 (0.37–2.00)

Clear routines 2.43 (0.51–11.59) 7.64 (2.74–21.29) 7.84 (3.17–19.37) 6.05 (2.48–14.79)

Clear objectives 2.92 (0.88–9.75) 8.47 (2.98–24.04) 10.93 (4.36–27.4) 4.05 (1.79–9.16)

Strong management support 2.33 (0.56–9.65) 2.05 (0.60–7.03) 4.06 (1.53–10.76) 3.55 (1.49–8.47)

Note: Significant differences, p < .01, are indicated in bold.
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healthcare professionals working at cardiac departments in major 
hospitals. In order to test the stability of our results, the analyses 
have been repeated using bootstrap-based confidence intervals 
and bootstrap logistic regressions. These results were similar and 
did not affect the significant results. A strength of this study is its 
setting within a hospital department. Previous studies on clinical 
work regarding lifestyle habits have been performed within pri-
mary care (Brotons et  al.,  2005; Luquis & Paz,  2014; Weinehall 
et  al.,  2014). In the present study, all healthcare professionals at 
cardiac departments with patient contact were included, ensuring 
a broader perspective. All data were self-reported, which is associ-
ated with risk of own interpretation, as well as risk of social desir-
ability, i.e. individuals may rate importance and own clinical work 
higher because they know what the expectations are. In order to 
make results comparable to the literature, the majority of questions 
were taken from previous studies and the questionnaires face va-
lidity was tested before the study was initiated (The National Board 
of Health & Welfare, 2011; Weinehall et al., 2014).

In future studies, it would be of value to examine medical re-
cords to determine how often healthcare professionals record 
their patients’ lifestyle habits and, when needed, offer support to 
improve these habits. Finally, it would be of interest to explore 
barriers and facilitating factors further in order to implement an 
intervention to improve clinical work through the promotion of 
healthy lifestyle habits (Piepoli et al., 2016; The National Board of 
Health & Welfare, 2018).

The novelty of this study is that it includes all healthcare profes-
sionals working in cardiology departments. This provides a wider per-
spective on the healthcare sector's attitudes and current practice in 
terms of promoting healthy patient lifestyle habits. Previously, studies 
have only focused on primary care settings. Finally, it describes the 
current work with lifestyle habits, showing possible targets for im-
provement in order to prevent cardiovascular morbidity and mortality.

5  | CONCLUSIONS

Although healthcare professionals employed in cardiology depart-
ments generally have a positive attitude to lifestyle counselling, 

there is a gap to their clinical work and only a minority offer this 
support. Stated importance and clinical work differed for the four 
studied lifestyle habits (alcohol use, eating habits, physical activ-
ity and tobacco use). In order to improve the clinical work with 
lifestyle habits among patients, clear organisational routines and 
objectives within the cardiac departments have to be established.
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