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ABSTRACT
Aim: The overall aim of this thesis is to explore School health nursing through school nurses’ 
descriptions of schoolchildren’s health and to analyse factors influencing the recording of school-
children’s health in the School Health Record (SHR). An additional aim is to evaluate fam-
ily nursing interventions as a tool for the school nurses in the School Health Service (SHS). 
Methods: The thesis comprises four papers. A combination of qualitative and quantita-
tive methods was used through individual interviews with a strategic sample of school nurses 
(n=12) (PI), a national survey to a representative sample of school nurses (n=129) (PII, III) and 
the implementation of family nursing models developed in Canada with girls in their early ad-
olescence with recurrent health complaints and their families (n=4) in co-operation with their 
school nurses (n=2) (PIV). The Strengths and Difficulties Questionnaire (SDQ) was used as pre 
and post test. Evaluation interviews were conducted with the families and the nurses separate-
ly. Qualitative content analyses were used to analyze the interview text with the school nurs-
es and the families. Manifest content analysis was used to analyze the free text answers of the 
survey and the evaluation interview with the school nurses. Descriptive statistical analyses were 
used to describe demographic data in all four papers. The SDQ was hand-scored statistically. 
Findings: The findings showed that nurses judged the schoolchildren’s mental health as dete-
riorated, especially in socially disadvantaged areas and more generally among girls expressed 
as psychosomatic symptoms. Individual factors related to lifestyle affected the schoolchildren’s 
physical health, and the mental health was, to a large extent, affected by the school environ-
ment and family relations. The latter seemed to be the most important factor affecting school-
children’s mental health. The basis for the school nurses judgement of the physical health was 
health check-ups and the health dialogues. Spontaneous visits were more commonly used to 
judge the mental health. Recording schoolchildren’s mental health was a challenge for school 
nurses. Difficulties were related to ethical considerations, tradition, lack of time and the im-
proper structure of the SHR. Fears of marking the schoolchild for life related to the schoolchild 
itself, the parents or to other authorities/successive caregivers were brought up as hinders for 
recording mental and social health. Family sessions may be useful within the profession when 
handling recurrent health complaints among adolescence girls. The girls and their families ex-
perienced relief, they felt confirmed and that their feelings and reactions were normal in that 
situation. The families became aware of their own strengths and possibilities and this was sup-
ported by the SDQ which showed an increased well-being. The school nurses valued this way 
of working and meant that the sessions seemed to start a changing process within the families.  
Conclusions: The results indicate that school nurses have a deep knowledge about schoolchil-
dren’s health which is not used to its full potential in a public health perspective. However, the 
experienced difficulties recording schoolchildren’s mental health seem obvious, which would de-
mand developing the SHR for the needs of today. Family sessions in SHS with the school nurse 
as a collaborator with the family seemed useful and may be transferable to other health problems 
expressed by the schoolchildren. Bronfenbrenner’s ecological systems theory and other models 
for health determinants are used to illustrate the school nurse as a mediator working on the bridge 
over different health streams with schoolchildren’s health on an individual and a population level. 

Key words: Schoolchildren’s health, school health service, school nurse, school health record, 
ethic, family, intervention, SDQ, Bronfenbrenner 
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SVENSK SAMMANFATTNING
Syfte: Avhandlingens övergripande syfte är att undersöka skolsköterskors uppfattning om 
skolbarns hälsa och att analysera faktorer som påverkar dokumentation av skolbarns hälsa i 
skolhälsovårdsjournalen. Ett ytterligare syfte är att utvärdera modeller för familjeinterventioner som 
redskap för skolsköterskor i skolhälsovård. 
Metoder: Avhandlingen består av fyra delarbeten. En kombination av kvalitativa och kvantitativa 
metoder användes. I delarbete I genomfördes intervjuer med ett strategiskt urval av skolsköterskor 
(n=12). I delarbeten II och III distribuerades en nationell enkät till ett representativt urval 
av Sveriges skolsköterskor (n=129). I delarbete IV genomfördes en interventionsstudie med 
familjesamtal, inspirerad av modeller för familjefokuserad omvårdnad utvecklade i Kanada. 
Skolflickor i tidig adolescens med återkommande subjektiva hälsoproblem (n=4) och deras 
föräldrar i samarbete med deras verksamma skolsköterskor (n=2) ingick i studien. The 
Strengths and Difficulties Questionnaire (SDQ) användes som före/efter test vid interventionen.  
Separata utvärderingsintervjuer genomfördes med familjer och skolsköterskor. Intervjuerna 
med skolsköterskorna och familjerna analyserades med kvalitativ innehållsanalys. Manifest 
innehållsanalys användes vid analys av de öppna frågorna samt vid utvärderingsintervjun 
av skolsköterskorna. Deskriptiv statistik användes för analys av demografisk data i samtliga 
delarbeten. SDQ bearbetades statistiskt manuellt.  
Resultat: Resultatet visade att skolsköterskorna bedömde skolbarnens mentala hälsa 
som försämrad särskilt bland flickor och i socioekonomiskt utsatta områden. Individuella 
livsstilsfaktorer påverkade skolbarnens fysiska hälsa och den mentala hälsan var i stor utsträckning 
påverkad av skolmiljö och familjerelationer. Det sistnämnda verkade vara den mest betydelsefulla 
påverkansfaktorn för skolbarnens mentala hälsa. Bedömningen av den fysiska hälsan baserades på 
hälsokontroller och hälsosamtal medan spontana besök var vanligare för bedömning av den mentala 
hälsan. Dokumentation av mental hälsa var en utmaning för skolsköterskorna. Svårigheterna 
kunde relateras till etiska överväganden, tradition och tidsbrist samt till skolhälsovårdsjournalens 
struktur som inte ansågs uppfylla dagens krav. Skolsköterskorna uttryckte en rädsla för att 
journalanteckningarna skulle märka skolbarnet för livet. Framtida tolkningar relaterade till 
skolbarnet själv, föräldrar eller andra/påföljande vårdgivare uttrycktes som hinder för att 
dokumentera mental och social hälsa. Familjesamtal visade sig vara användbara i skolhälsovården. 
De medverkande flickorna och deras familjer kände sig bekräftade i att deras känslor och reaktioner 
var normala. De sade sig bli medvetna om egna styrkor och möjligheter vilket styrktes av SDQ som 
visade ett ökat välbefinnande efter sammankomsterna, både hos skolbarnen och hos föräldrarna. 
Skolsköterskorna var positiva till att arbeta med familjesamtal och upplevde sig mer som 
samverkanspartner än som expert. Samtalen ledde till att en förändringsprocess startade i familjerna 
enligt skolsköterskorna. 
Slutsatser: Resultatet indikerar att skolsköterskor har en djup kunskap om skolbarns hälsa som 
sannolikt kunde tas tillvara på ett bättre sätt ur ett folkhälsoperspektiv på såväl nationell som lokal 
nivå. Behovet av att utveckla skolhälsovårdsjournalen efter dagens behov och fördjupad kunskap 
om de upplevda svårigheterna att dokumentera skolbarns mentala hälsa är uppenbar. Familjesamtal, 
där skolsköterskan intar en roll som samverkanspartner, visade sig användbara och kan sannolikt 
överföras till andra hälsoproblem bland skolbarn. Bronfenbrenners utvecklingsekologiska 
systemteori och andra modeller för hälsodeterminanter används för att illustrera skolsköterskans 
arbete med skolbarns hälsa på såväl en individuell nivå som folkhälsonivå.  

Nyckelord: Skolbarns hälsa, skolhälsovård, skolsköterska, skolhälsovårdsjournal, etik, familj, 
intervention, SDQ, Bronfenbrenner
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PREFACE
My interest in schoolchildren’s health and well-being arose from a ten year working 
period as a school nurse in a compulsory school during the 1980s and 1990s. Working 
with schoolchildren’s health and well-being includes cooperation with parents, teachers 
and other professionals. The experience of increasing frequency of spontaneous 
consultations from schoolchildren with health complaints sometimes led to insecurity 
of how to handle schoolchildren’s confiding talk in relation to their families and other 
involved. The tradition in the profession focusing on the physical health also led to 
discussions with other school nurses of how to document and handle schoolchildren’s 
increasingly frequent expressions of mental and social health problems. During my 
master studies I became interested in how to deal with schoolchildren’s health from 
a family perspective. School Health Services (SHS) is a multidisciplinary issue, and 
public health science was an obvious choice for further in depth studies. 

INTRODUCTION
Children’s health is a wide concept, including not only medical aspects, such as 
freedom from disease, but also positive elements in the physical, mental and social 
spheres (Köhler & Barnard, 1995). Schoolchildren’s self-reported health during the 
past decades has continuously been followed by the World Health Organisation (WHO) 
in their recurrent studies of Health Behaviour in School-Age Children (HBSC, 2004). 
School nurses’ experiences and perceptions of schoolchildren’s health as well as 
methods for improving schoolchildren’s health have not been studied to a larger extent. 
This thesis explores schoolchildren’s health through school nurses’ descriptions and 
evaluates a model for family nursing intervention. Traditionally school nurses work 
on an individual level with a public health commission. The introduction describes the 
concept health from an overall view followed by public health with health promotion 
incorporated in that section. Child public health with SHS as an agency in this field is 
described, followed by a literature review of schoolchildren’s health and well-being 
emphasising Swedish conditions. Determinants of schoolchildren’s health in context 
are illustrated by selected theories and models. School nurses’ different roles and 
family nursing models for health promotion are also described. 
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Health
WHO, in 1946 defined health as “a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity”. WHO adopted in 1981 
the strategy “Health for All by the Year 2000” (HFA 2000). This strategy states that 
health is a resource for everyday life, not the objective of living (WHO, 1981). The 
underlying ideology is equity in health and it has developed into Targets for Europe 
(WHO, 1998a, WHO, 1998b). The European policy has two main aims and three basic 
values on ethics. The aims are: to protect and promote people’s health throughout their 
lives, and to reduce the incidence of main disease and injuries. The basic values are: 
health as a fundamental human right; equity in health and solidarity in action; and 
participation and accountability of individuals, groups, institutions and communities for 
continued health development. One of four main action strategies is integrated family- 
and community-oriented primary health care. The 21 targets in Health 21 constitute 
a framework to inspire developing health policies in the European countries (WHO, 
1998a). Nordenfelt (1995) characterises a person’s health as his ability to achieve his 
vital goals. A healthy person feels well and can function in his social context (ibid). 
According to Lindström (1994) the child’s resources for a good life are found in 
external, interpersonal and personal spheres, both objective and subjective. Considering 
these spheres, protecting children’s health is a concern for health professionals on an 
individual as well as on a population based level. 

Public Health 
The concept Public Health, developed by Winslow in the 1930s and by WHO in 
the 1950s, is defined in many different ways, and commonly in terms of it aims - to 
reduce disease and maintain health for the population as a whole (Acheson, 1988, 
Beaglehole & Bonita, 2001). The Swedish National Committee of Public Health 
(SOU 2000:91), defines Public Health as a multi scientific area of knowledge with 
special focus on the influence of society structure, environment health care system 
on the health of a society’s population and the efficiency of the health care. The task 
of Public Health is to protect and improve the health and includes co-operation of 
many sectors and professions (UNESCO, 2007).  Basic topics of Public Health are 
social medicine, environmental health, epidemiology and health care management, 
but additional competence is to be found in social and behaviour science, nursing 
science, health economy, medical ethics, scientific theory and political science (SOU 
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2000:91). Health Promotion (HP) is defined by WHO as a process of empowerment 
of individuals, families and communities, by which people gain greater control 
over decisions and actions affecting their health (WHO, 2005b). One of four key 
commitments in the Bangkok Charter for Health Promotion in a Globalized World 
(2005b) is focused on communities and civil society and points out the needs for 
amplifying and sustaining resources in the area (ibid). The document also stresses the 
effectiveness of well organized and empowered communities to determine the citizens’ 
health. Naidoo and Wills (2000) put forward the importance of HP as an integrating 
approach to identify and do healths work. This encompasses interventions and activities 
intended to prevent ill health, promote a healthier lifestyle, or address wider social and 
environmental factors influencing people’s health. HP means encouraging collaboration 
with children, families and between various professionals and is also emphasized in 
the recent guidelines for the School Health Service stated by the Swedish National 
Board of Health and Welfare (Socialstyrelsen, 2004). Public health includes the whole 
population and there are several major reasons why children’s health and well being are 
of special importance in this connection (Köhler, 1998).

Child Public Health
Child Public Health is defined by Köhler as “the organised efforts of society to develop 
healthy public health policies to promote children’s and young people’s health, to 
prevent disease in children and young people and to foster equity for children and 
young people, within a framework of sustainable development” (Blair, Stewart-Brown, 
Waterston & Crowther, 2004, p 2). Children make up 20 per cent of the population 
in European countries, represent a vulnerable group which is depending on others for 
survival and health and which has no political power (Köhler, 1998). Child public 
health implies a broad concept, and in order to better understand children’s health 
problems, the professionals need to be aware of the social context and the need to 
promote inter- professional team working. The three principal concerns for child public 
health is: education and training of child health workers; research in various forms 
designed to increase understand of different child health phenomena and improvement 
of children’s health; and lastly working with different groups and sectors where actions 
have a potential impact on children’s health (ibid). The strength of child public health 
work is its base in WHO Health for All Strategy, which places children’s and young 
people in their social, economic and political context (Köhler, 2006). Child health 
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service and school health service are existing components in child public health, 
however, there is a need for clear strategies for common goals and collaboration 
(Köhler, 1998). 

Moreover, health in childhood determines health throughout life and into the next 
generation (WHO, 2005c). The family is the core structure for children and, thus, 
supporting parents is a key task for those concerned with child public health (Blair et al, 
2004). Sweden’s new public health policy, identified by the National Institute of Public 
Health (Statens folkhälsoinstitut, 2003), is based on eleven general objectives with an 
overall aim to create good health on equal terms for the entire population. Goal number 
three, concerning children and young people, states the importance of preventive 
measures for e.g. developing health promoting schools (ibid). Four cornerstones 
considering the school have been developed including the classroom environment; the 
parents; the pupil welfare (elevhälsa); and spare time (Statens folkhälsoinstitut, 2007). 
These aspects are all important for the work of the school nurse. The importance of 
more actively promoting health and medical care is emphasized in goal number six for 
e.g. combating mental ill health early in life and thereby avoiding treatment later in 
life (Statens folkhälsoinstitut, 2003). The Convention of the Rights of the Child (UN, 
1989), states the right of the child to enjoy the highest attainable standard of health, 
article 24. Additionally, article 3 emphasises that the best interests of the child shall 
be a primary consideration in all actions concerning children, whether undertaken by 
public or private social welfare institutions, courts of law, administrative authorities or 
legislative bodies (ibid). 

School Health Services 
School Health Services (SHS) is a part of child public health in Sweden, and a 
community agent in the field of HP for schoolchildren’s health and well-being. 
The activity comprises almost every individual aged 6-19 as well as their families 
(Socialstyrelsen, 2004). In the light of the Bangkok charter the SHS is of great 
importance for HP in the communities, provided that resources spent on the activity 
are well-balanced (WHO, 2005b). SHS is also a part of the pupil welfare team with 
the principal as overall responsible for the activity (SOU 2000:19). Social workers 
and psychologists are included as special pupil welfare resources together with the 
SHS. However, the SHS is, according to the law, the only compulsory part and the 
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distribution of the resources varies considerably, from one half-time to seven full-time 
workers per 1000 pupils (Backlund, 2007). The municipalities have the responsibility 
for the SHS (Socialstyrelsen, 1998) and several official reports stress the importance 
of pupils’ access to a well-established SHS (SOU 1997:116, SOU 1997:119, SOU 
1998:31). The main objective of the SHS is, according to the Swedish School Act (SFS, 
1985a), “to follow, maintain and recover the pupils’ physical, mental and social health”. 
School nurses and physicians are employed by the municipality authorities. One of the 
tasks of the SHS is early detection of delayed development and other impairments. The 
nurse carries out the child health program together with the physician. Traditionally the 
SHS has had an individual perspective. The special needs of the schoolchildren should, 
in consultation with parents/custodians and the pupil, be paid attention to, investigated 
and be acted upon within the school. Since school nurses regularly have their 
consulting room located in school, they work close to the schoolchildren during their 
school age years. This gives them the opportunity to follow and promote health as well 
as care for their ill health in collaboration with school physicians, parents, teachers and 
other involved professionals, within or outside the school environment (Socialstyrelsen, 
2004).   

School children’s health and well-being 
During the past decades, in Sweden as well as internationally, several studies have 
shown an escalating amount of mental health problems among schoolchildren 
(Berntsson, 2000, Sawyer, Arney, Baghurst, Clark, Graetz, Kosky, et al, 2001, HBSC, 
2004, Grøholt & Nordhagen, 2005, Statens Folkhälsoinstitut, 2005, Brown, Teufel, 
Birch & Kancherla, 2006, Hagqvist & Forsberg, 2007). Schoolchildren rating their 
own health as poor are increasingly frequent. Girls rate their health poorer than boys, 
more so with increasing age. Health inequity has increased in Sweden as in most 
other countries and schoolchildren living in socioeconomic disadvantaged areas report 
their health as poorer. In the Nordic countries Norwegian schoolchildren rated their 
health as rather poor compared to Finland, with Sweden and Denmark somewhere in 
between (HBSC, 2004). Adolescence is usually considered to be a very healthy part 
of life, both objectively and subjectively (Statens Folkhälsoinstitut, 2005) although 
recent reports show an alarming increase in subjective health complaints and long-
term illnesses (Natvig, Albrektsen, Anderssen & Qvarnström, 1999, Berntsson, 2000, 
Danielsson & Marklund, 2000, Danielsson, 2003). The reasons are not clear, but it is 
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thought that the accelerating stress in society, combined with economic strains and 
changes in family structures are important factors in this development (Berntsson, 
Köhler & Gustafsson, 2001). Breidablik, Meland and Lydersen (2008) found that self-
rated health in adolescence is a complex relation of medical, psychological, social 
and lifestyle factors with mental health and general well-being strongly interrelated. 
Obviously, the health and well-being of children as well as adults is a multifactor issue, 
where individual traits, family networks and social structures are closely involved 
and interlinked (Bremberg, 1999, Berntsson, 2000, Blum Beuhring, Shew, Sieving & 
Resnick, 2000, Statens Folkhälsoinsitut, 2003). The consequences of the increased 
mental health problems are met in many areas, but most notably in school (WHO, 
1997) and a lot of information about health of the individuals is collected in schools 
(Grøholt & Nordhagen, 2005). However, the knowledge about schoolchildren’s mental 
health is sparse (ibid). The Children Psychiatry Committee emphasises the importance 
of prevention and early efforts when working with mental health/ill health (SOU 
1998:31). 

Schoolchildren’s expressions of mental health problems 
Mental health is an integral part of the WHO definition of health and can be 
conceptualised as a state of well-being in which the individual realizes his or her own 
abilities and can cope with the normal stresses of life (WHO, 2007). The recurrent 
WHO studies show that adolescent girls more frequently report health complaints as 
signs of mental health problems (Danielsson, 2003, HBSC, 2004). Expressions of 
mental health problems such as frequent headache and stomach pain are often used in 
terms of psychosomatic with no organic aetiology (Knishkowy, Palti, Tima, Adler & 
Gofin, 1995). Dorland’s Illustrated Medical Dictionary (1988) defines psychosomatic 
as pertaining to the mind-body relationship; having bodily symptoms of psychic, 
emotional, or mental origin. There seems to be different theories of its origin, heredity 
weakness is one and another is conflicts and emotional disturbances (Cederblad, 
2001). Several studies have shown that the pattern of interplay in the family can be of 
importance for the developing of psychosomatic symptoms among children and youths 
(ibid) and socioeconomic factors in the family are associated with the occurrence of 
headache among schoolchildren (Kristjánsdóttir, 1996). Psychosomatic pain is common 
in childhood and approximately 50-75 per cent of all school children sometimes 
have non-organic pain (Alfvén, 1997). Recurrent abdominal pain is one of the most 
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common types of chronic non-malignant pain in children (McCaffery & Beebe, 1994) 
and recurrent headache one of the most common health problem amongst children and 
adolescents (Olsson & Jylli, 2001). Pain that has lasted three months or longer, recurs 
on a regular basis, and does not respond to currently available treatment methods can 
be defined as chronic pain (McCaffery & Beebe, 1994). A study by Petersen, Brulin 
and Bergström (2006) showed that half of the children with recurrent pain reported 
pain symptoms from several locations and two out of three children with weekly 
symptoms reported multiple pains. Kristjánsdóttir and Rhee (2002) showed that life 
style and social factors are associated with frequent back pain among schoolchildren. 
Consequently, recurrent pains are a Public Health concern in school-age children 
(Kristjánsdóttir, 1996). In this thesis “health complaints” are used referring to 
psychosomatic symptoms. 

Schoolchildren’s health in context
Children’s and families’ conditions are always a part of the social context (Bronfenbrenner, 
1977, Lagerberg & Sundelin, 2000, European commission, 2002). Bronfenbrenner’s 
(1977) Ecological Systems Theory can be used as a model to illustrate factors influencing 
schoolchildren’s health. The theory looks at a child’s development within the context of 
the system of relationships forming his or her environment. The process is seen as an 
ongoing development throughout life which depends on relations inside and between local 
environments and larger social contexts (Lagerberg & Sundelin, 2000). The theory is built 
on four systems, each encompassing the other (Bronfenbrenner, 1977). The micro system 
is closest to the child and contains structures as family, school and mates. At this level the 
relationships have impact in directions both away from and towards the child. The meso 
system provides the connections and relations between the different micro systems. The exo 
system defines the larger social systems in which the child does not function directly but has 
impact on the micro level structure such as parent’s workplace and authorities. The macro 
system level comprises of e.g. cultural values, customs and laws influencing the interactions 
of all other layers (ibid). A subsequent level, the chrono system, encompasses a time 
dimension, either external as the timing of a parent’s death or internal, such as physiological 
changes through aging (Paquette & Ryan, 2001). A framework for socioeconomic 
determinants of children’s health and development context is adapted by the Child Health 
Indicators of Life and Development (CHILD) project (European Commission, 2002). The 
framework illustrates the complex environment that children grow up in, influenced by 
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physiological, familial, domestic, social, and physical elements which can have positive or 
negative influences on health. Policies and service responsibilities are also included (ibid). 
Another framework for socioeconomic determinants of health, developed in Australia, 
is outgoing from Upstream, Midstream and Downstream levels (Turrell, Oldenburg, 
McGuffog & Dent, 1999). The Upstream includes macro-level factors such as policies, 
welfare and culture, the Midstream describes intermediate-level factors like health care 
system and health behaviours connected to contexts. The Downstream contains micro-level 
factors connected to physiological and biological systems in turn connected to e.g. mortality 
and quality of life (ibid). 

School nursing
According to the International Council of Nurses (ICN),  nursing in general encompasses 
autonomous and collaborative care of individuals of all ages and families, sick or well 
and in all settings and includes, the promotion of health, prevention of illness, and the 
care of ill and/or disabled people (ICN, 2005).  The nursing role includes advocacy 
and promotion of a safe environment (ibid). Nursing in SHS encompasses children in 
the school-age period from 6-7 to 19 years of age. The school nurse is the key person 
in the SHS and continues the health surveillance and immunisations from the Child 
Health Services (CHS) (Socialstyrelsen, 1998). The first Swedish school nurse was 
employed by the City of Stockholm in the beginning of the 20th century and was called 
“the louse teacher”. The most common public health problem was infectious diseases 
(Vårdförbundet, 1991). The health problems of today are often connected to psychosocial 
circumstances. Early diagnoses of problems, psychological or physical, are of great 
importance for the condition of the schoolchildren in the future (Wang & Köhler, 
1998). SHS work for healthy lifestyles can be carried out in different ways, e.g. through 
individual contacts, in groups and/or through general efforts towards a special age group 
or school (Socialstyrelsen, 2004). According to Krantz (1998), school nurses activities 
can be divided into three main areas, namely individual pupil-related, group-related and 
administration, planning and education. More than two-thirds of the working time is 
spent on individual and group related health care activities such as the health dialogues, 
including individual health status, and health education (Krantz, 1998). Nevertheless, 
school nurses’ working role is ambiguous and in one interview study by Morberg, 
Delllve, Karlsson & Lagerström (2006) school nurses’ role was found to be unclear with 
difficulties to argue for the importance of their work.
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Health dialogue 
The Health dialogue is developed by school nurses as a natural part of recurrent health 
visits and as an opportunity to meet the individual school child and talk about health 
from their own point of view (Socialstyrelsen, 2004). One intention of the health 
dialogue is to give schoolchildren an opportunity to reflect and be aware of causal 
connection between possible health problems and their own life situation (ibid). 
Borup & Holstein (2004) studied schoolchildren’s self-reported outcome of the health 
dialogue with school nurses. Most schoolchildren discussed the content of the dialogue 
with others and made decisions based on the dialogue. Schoolchildren from lower 
social classes seemed to benefit more (ibid).  Prerequisites for a good mental health-
promoting dialogue of school nurses from adolescents’ perspective were studied by 
Johansson & Ehnfors (2006). Essential dimensions in promoting a good health dialogue 
between the adolescent pupils and the school nurse were trustfulness, attentiveness, 
respectfulness, authenticity, accessibility and continuity (ibid). 

Recording 
Good nursing comprises a reliable documentation (Ehnfors, Thorell-Ekstrand & 
Ehrenberg, 1991). The keeping of records is regulated by law and by a number of 
regulations published by the National Board of Health and Welfare (SFS, 1980, 
SFS, 1985b, Socialstyrelsen, 1989). The knowledge about school children’s health 
is seldom systematised and data from SHS is incomplete and unreliable (Köhler & 
Jacobsson, 1991). The present School Health Record (SHR) is standardized and used 
nationally since 1989 (Socialstyrelsen, 1998). The record contains specific diagrams 
and columns for growth (updated version 2001), vision and hearing related to recurrent 
health checkups. There are columns for health history and health status. The record 
manual, prepared by the Swedish National Board of Education, recommends keywords 
when documenting reasons for schoolchildren’s physical (n=14), mental (n=6) social 
(n=2) and unspecified (n=2) health consultations to SHS (Skolöverstyrelsen, 1990). 
Nursing interventions are not mentioned but there is space for handwritten notes 
(ibid). Nursing models for documenting in patient records have been used in Sweden 
since 1991 and the Wellbeing, Integrity, Prevention, Safety model (VIPS), inspired by 
Donabedian’s (1986) Nursing process model, is used in varying care context (Ehnfors, 
Thorell-Eklstrand & Ehrenberg, 1991, Erhrenberg, Ehnfors & Thorell-Ekstrand, 
1996). Examination of SHR and interviews with school nurses have shown that 



10

most information of mental health and relational problems are missing in the records 
(Rydell & Sundelin, 1988). A reliable documentation is important for describing school 
children’s health and can be used as a source for community planning (Socialstyrelsen, 
1998). The content of records in the Child Health Service, a closely related area to 
SHS, was studied by Hagelin (1998). The result showed insufficient completeness, 
reliability and concordance in relation to health check ups, health information and 
assessments. Documentation about psychosocial conditions was lacking in the majority 
of the records (ibid). There are reasons to believe that these results are transferable to 
SHS.  

Nursing ethics
Ethical practice in nursing can be described as both a way of being and a process of 
enactment (Doane Hartrick & Varcoe, 2005). The International Council of Nurses 
has developed standards of ethical conduct based on four principal elements; nurses 
and people; nurses and practice; nurses and profession; and nurses and co-workers 
(ICN, 2005). The first mentioned element comprises the respect for human rights 
and sensitiveness to values and beliefs of all people. The importance of ensuring 
confidentiality when managing recording and information systems is also emphasized 
(ibid). However, maintaining confidentiality of schoolchildren’s health and family 
apprehensions can be a greater concern in a small community where people know each 
other in and beyond the school setting (Solumn & Schaffer, 2003). The school nurses, 
in accordance with the Swedish school act, are supposed to promote and prevent all 
aspects of schoolchildren’s health. The role includes advocating children’s highest 
attainable health during the school age period and thereby follows the intention of the 
Convention of the Right of the Child in Article 12, which states the right of the child to 
form his or her own views and the right to express those freely and given due weight 
in accordance with age and maturity (UN, 1989). This could also mean advocating 
schoolchildren’s rights in relation to teachers, other caregivers and/or custodians. 
The Swedish Official Secrets Act (SFS, 1980) comprises the SHS and points out 
the importance of secrecy in relation to other authorities and, in specific cases for 
protection of a child’s health and welfare, also against the parents. On the other hand 
the Social Services Act emphasises that the SHS is duty bound to immediately notify 
the social services about matters, which can imply a need for intervention to protect a 
child (SFS, 2002). Furthermore, recording sensitive health information, such as mental 
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illness, is discussed by Schwab & Pohlman (2004) and it is stated that documentation 
of the nurse’s assessment and interventions or other matters related to the nursing 
process is essential to safe care and critical problem solving. 

School nurses’ changing role 
Schoolchildren’s changing health patterns with increasing subjective expressions of 
mental ill health demand a health promotive way of working (Socialstyrelsen, 2004). 
Moreover, an active co-operation with the custodians and professionals involved 
in schoolchildren’s health is emphasized. In a qualitative interview study with 
school nurses (Ahlnäs, 1999) it is hypothesised that improved communication and 
collaboration between schoolchildren, school nurse, other school professionals, and 
parents facilitates the promotion of mental health and wellbeing of schoolchildren. 
Social support seems to prevent the negative consequences of stress experience (Natvig 
et al, 1999) and involving parents and family can benefit young people (Blum et al, 
2000). 

Family nursing
Using theoretical nursing knowledge in practice was founded already by Florence 
Nightingale although the existing of mature theories in nursing is a continuing debate 
(Kim & Kollack, 1999). The concept family nursing can be described as “a scientific 
discipline based in theory” (Harmon Hanson, Gedaly-Duff & Kaakinen, 2005, p 6) 
and using family nursing models may be one way of working with schoolchildren 
expressing recurrent health complaints. The adolescence signifies a developing phase 
where the own identity is formed and a gradual liberation from the family of origin 
takes place (Erikson, 1969). This phase can be obstructed among young people 
with health problems (Wright, Watson & Bell, 1996). Family nursing interventions 
are inspired by different forms of family therapy but normally related to illness or 
disease within the family and developed as working tools connected to the nursing 
profession (Kirkevold, Strömsnes-Ekern, 2003). Calgary Family Assessment Model 
(CFAM) is developed in Canada by Wright and Leahey (1994) for nurses who work 
with families where one of the members suffers from a chronic disease or illness. The 
Calgary Family Intervention Model (CFIM) is a companion to the CFAM, and is the 
first model for family treatment developed in the field of healthcare (Wright & Leahey, 
1994).  The underlying theoretical presumptions of the clinical models are founded 
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in The Illness Belief Model (IBM) focusing on the significance of constraining and/
or facilitating beliefs connected to illness and disease (Wright, Watson & Bell, 1996). 
Challenging family members’ different beliefs of causal connections of the origin of 
disease/symptoms, treatment and compliance is a way for nurses to promote healing 
(ibid). CFAM has its basis in System Theory, Cybernetics, Communications Theory 
and Theory of Change and consists of three main categories, namely the structural, 
the developmental, and the functional. The structural assessment implies mapping 
the family structure and their relations both inside and outside the family. The family 
is defined as persons living together and/or who have emotional ties and obligations 
toward one another. The developmental assessment estimates the life cycle the family 
finds itself in, along with connection patterns within the family. The functional 
assessment deals with how the persons act towards each other, from the description 
by the family, but also from the observations of the nurse. It can be divided into an 
instrumental part and an expressive part. These two parts often coincide, since in a 
family with instrumental problems there are often expressive problems as well. The 
instrumental function includes daily routines like food and sleep. In families with 
health problems this is often an important issue and could imply adjustments for the 
other family members, e.g. meal hours and food composition. The expressive function 
embraces nine subcategories. Four of these signify how the family communicates and 
the others are problem solving, roles, influence, convictions, and alliances. The focus of 
the assessment should be the family as a unity and not the individual members (Wright 
& Leahey, 1994).

CFAM includes a genogram and an eco-map, which are two instruments for 
evaluation of the inner and outer structure of the family. The genogram describes 
the family constellation and the eco-map drafts the contacts outside the family. Both 
instruments are simple to use and only demand paper and pen. The family can actively 
participate in the creation of the genogram and the eco-map. The instruments can 
increase the nurses’, as well as the families’, understanding of the interacting with 
the surroundings. The purpose is to find the family’s strengths and contacts with the 
surroundings to be able to develop these (Wright & Leahey, 1994). CFIM focuses 
on, through care measures in consensus with the family, promoting, improving, 
and/or maintaining the family function within the cognitive (e.g. knowledge about 
and attitudes towards symptoms), affective (e.g. feelings of anxiety and fear), and 
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behavioural (e.g. symptoms control) areas. After the implementation of a thorough 
family evaluation, where the result indicates needs for family treatment, the nurse 
considers the factors that need to be addressed to promote change. The family can 
be offered different measures but an essential factor for change to take place is the 
family’s choice. The deepest and the most profound change is often the one that 
affects the family’s perceptions and beliefs (cognition). It is of importance for the 
measures to be tailored to fit the family (Wright & Leahey, 1994). An apparently 
simple but powerful care measure to promote change in the cognitive, affective, and 
behavioural areas of the family’s function is to use intervening questions which in the 
CFIM model are developed from Tomm’s (1989) systemic interview methodology. 
It is essential to be clear about when, how, and to what purpose questions should be 
asked. Intervening questions can roughly be divided into linear (investigative) and 
circular (explaining). Linear questions can detect the convictions and the means to 
describe problems, i.e. cause and effect, of the family. The circular questions can, in 
turn, be divided into “difference questions” (investigates differences between people, 
convictions, etc.), behavioural effect questions (investigates effects of behaviour), 
hypothetical/future oriented questions (investigates alternatives in the future), and 
triadic questions (questions to one person about the relationship between two others). 
In the model it is emphasised that it is not the question in itself that is important, 
but how effective it is to promote change. Examples of other interventions that can 
be initiated by the nurse are to emphasize the family’s resources, give information, 
rephrase, educate, and externalise problems, all in the field of cognition; in the affective 
area, to confirm/normalise emotional reactions, let the family talk about its experience 
of the illness, and mobilise the family support; in the field of behaviour, to encourage 
the care responsibilities of the family members, offer relief of pressure, and perform 
rituals (Wright & Leahey, 1994). The models are well known and used in practice and 
research during the last twenty years; however, there is a lack of intervention studies 
(Wright, Bell & Moules, 2005). Since the models are developed in a Canadian care 
context their applicability need to be examined before using these models in a Swedish 
context.
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Background for the specific studies
To sum up, Swedish school nurses are in a position where they meet practically all 
schoolchildren in the country several times during the school period. This means they 
have the opportunity to get an overview of, as well as follow, changes in the health 
panorama of the schoolchildren over time, both as individuals and as a group. However, 
there is no tradition in the profession for proper recording of the findings from health 
dialogues or other contacts with schoolchildren, and scientific publications are sparse 
from the school nurses’ point of view. A reliable recording of the health status is the 
basis for a safe care and quality assurance of the activity. It is also the foundation for a 
systematic reporting of schoolchildren’s health status. Approved practice dominates the 
content of the work and evidence based methods are less described, used and evaluated 
in SHS, both for individuals and for groups. In order to explore schoolchildren’s health 
from a school nurse perspective and open up for a discussion about the role of the 
school nurse in the future it seems important to mirror the school nurses’ perceptions 
of the schoolchildren’s health and their experience of recording in the SHR.  An 
increased awareness of the importance of reporting schoolchildren’s health status 
properly could influence child public health in a longer perspective. Previous research 
shows the increasing mental ill health among schoolchildren in which the family 
plays an important role. Developing and assessing methods that can be used by school 
nurses in their work therefore seems important both from a scientific and a practical 
point of view. Implementation and evaluation of family nursing models from Canada 
will be used for schoolchildren suffering from health complaints, their families and 
active school nurses. Hopefully the results from this thesis will contribute to the use of 
evaluation based working models within the profession as well as show opportunities 
to make the school nurses’ work apparent. 

AIMS
The overall aim of this thesis is to explore school health nursing through school nurses’ 
descriptions of school children’s health and to analyse factors influencing the recording 
of schoolchildren’s health in the SHR. An additional aim is to evaluate family nursing 
interventions as a tool for the school nurses. 
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Specific aims: 
to describe school nurses’ view of the schoolchildren’s health and • 
their attitudes towards documenting it in the SHR. A further aim was 
to develop a national questionnaire (Paper I). 
to use school nurses’ knowledge and experience for a better • 
understanding of schoolchildren’s health problems and their 
association to socioeconomic background and gender  (Paper II).  
to further explore factors influencing the school nurses’ • 
documentation in the SHR and thereby create a reservoir of 
knowledge that could be opened up for broader discussion on 
developing a safe documentation for the benefit of schoolchildren’s 
health and well-being (Paper III).  
to evaluate the use of family interventions as a tool for school nurses • 
to handle mental health problems among schoolchildren (Paper IV).

MATERIAL and METHODS
Research design 
The research design is determined by the overall aim of the study. Since school 
health nursing is a rarely explored research area an inductive approach was natural. 
The presumption of reality and knowledge as a process emanating from different 
paradigms with interdisciplinary effort is the basis for the studies. In accordance 
with this an explorative design combining quantitative and qualitative research 
methods was chosen since different methods complement each other by revealing, 
clarifying and understanding various aspects of the research questions (Polit & Beck, 
2004). Quantitative methods are based on the scientific approach used in the natural 
sciences rooted in the positivistic tradition and qualitative methods are based on a 
naturalistic tradition with roots in social science and humanism (Lindholm, 1998, 
Polkinghorne, 2006). Blending different research methods raise questions such as the 
commensurability of different paradigms. However, Lincoln & Guba (2005) imply that 
blending elements of one paradigm into another may represents the best of both views. 
Since Public Health is a multidisciplinary research area the standpoint in this thesis is 
in accordance with these ideas.   
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Quantitative data from representative samples are often strong in generalizability but 
the validity can be called into question since the human experiences are reduced into 
numbers and capture only a limited variety of such experiences. Qualitative research 
on the other hand is not generalizable but is strong in its potential to gain insight and 
deepen knowledge in complex questions. The inquirer interacts with those being 
researched, findings are created in interactive processes and patterns are sought after 
(Polkinghorne, 2006). The researcher is the data collection instrument and creates 
the analytic process, and thus may be regarded as subjective. A clarification of the 
researchers’ personal connections to the people, topic or community under study is 
necessary to enhance credibility (Polit & Beck, 2004). Qualitative methods deal with 
questions, such as what are the dimensions of the phenomenon, what variations exist, 
and what is important about the phenomenon (Polit & Beck, 2004 p 19). The weakness 
of a single approach may be diminished or overcome by integrating different methods 
and modes of analyses (Polit & Beck, 2004)

This thesis was formulated with the purpose to explore school health nursing from 
school nurses’ perspective and to evaluate a family intervention from the perspective 
of school children, their families and school nurses. These different perspectives 
claim for methods revealing varying understanding in enhancing comprehension of 
the topic being studied. A pilot study, with qualitative approach, describing school 
nurses’ experience of schoolchildren’s health and recording in the SHR (paper I) 
created a picture of schoolchildren’s health and how to document it from a school nurse 
perspective and formed the basis for a questionnaire in order to try out the result from 
the pilot study on a national basis (paper II and III). The greatest advantage of survey 
research is its flexibility and the possibility to include a wide range of topics (Polit & 
Beck, 2004). Disadvantages are e.g. the risk for low response rates. 

The family intervention study (paper IV) was evaluated with both qualitative and 
quantitative methods. The intervention was achieved through the implementation of 
family nursing models developed in Canada by Wright & Leahey (1994). The rationale 
for using multi methods was that data can complement each other in interpreting the 
findings (Polit & Beck, 2004). When evaluating complex interventions the use of 
qualitative data is especially useful. The reason for that is that when e.g. approaching 
new ways of interacting in care settings it can be difficult to understand what really 
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caused the differences. In this study there was a need to understand how people 
perceived the intervention and reacted to it. Interviews with people from different 
perspectives were well suited for this purpose (ibid, p 282). In this study the family 
and the school nurses were interviewed separately about their perceptions. Pre- and 
post-test with a self-rating questionnaire was used to evaluate the intervention from the 
schoolchildren’s and the parents’ perspective.  An overview of the papers is shown in
Table 1. 

Table 1. An overview of Paper I-IV
Paper I II III IV
Year 1996-2001 2005 2005 2004

Design
Explorative, descriptive X X X
Intervention X

Participants
Active school nurses n=12 n=129 n=129 n=2
Families/Family members n=4/11

Data  collection
Questionnaires X X X X

Data analysis
Qualitative content analysis X X
Manifest content analysis X X X
Descriptive statistics X X X

Settings 
All studies were performed in Sweden in an SHS context. The studies in paper II and III were 
accomplished in 2005 on a national basis and the studies in paper I and IV were performed in the 
southern part of the country. Municipalities of varied sizes and social structures were represented 
in the pilot study during a period between 1996 and 2001 (Paper I). Both compulsory schools 
(CS) and upper secondary schools (US) were represented as well as public and independent 
schools. The school nurses were divided into two socio-economic areas based on the nurses’ 
judgement of their main service (paper II – III). The family intervention study (paper IV) was 
performed 2004 and included school nurses, schoolchildren and their families in two middle-
sized municipalities. The settings in paper I -IV are described in Table 2. 
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 Table 2. Descriptions of the settings in Paper I-IV
Characteristics Paper I 

(n=12)
Paper II-III

(n=129)
Paper IV

(n=2)
Main service (1 respondent 

missing)
 

CS* grade 0-6 2 37  
CS grade 0-9 6 55 2
CS grade 7-9/US** 4 36  

Municipality structure  
Rural area 4 48  
City/Built up area 8 80 2

Socioeconomic area
Mixed strata 8 87  2
Disadvantages area*** 4 41

*CS = Compulsory school
** US = Upper Seconday School
*** Predominantly social assistance/immigrants

Samples
In the pilot study (paper I) twelve school nurses from six different municipalities 
were asked to participate, representing two rural municipalities, one big city and three 
middle-sized municipalities. In the rural municipalities all employed school nurses 
were included (n=4). In the big and middle-sized municipalities the coordinating school 
nurse made the sample of two nurses in each municipality (n=8). The majority of the 
informants was employed part-time and responsible for several schools (paper I). 
Some of them worked as district or pediatric nurses during the summer vacations. In 
paper II and III a random, computer selected, sample of ten per cent (n=183) of active 
(pensioners excluded) Swedish school nurses (n=1830) connected to the National 
Association of School Nurses were included. The majority, (approximately 80 per 
cent), of Swedish school nurses are connected to the organisation (Sveriges kommuner 
och landsting, 2005). Two school nurses, educated in family nursing models, 
participated in the intervention study (paper IV). Descriptions of the participating 
school nurses are shown in Table 3. 
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Table 3. Descriptions of the participating school nurses in the studies 
Characteristics Paper I 

(n=12)
Paper II-III

(n=129)
Paper IV

(n=2)
Sex  
Female 12 129 2

Age  
Year Md 51,5 (range 40-60) Mean 52,8 (SD 6,7) 39/46

Professional background  
District nurse (DN) 5 68  
Paediatric nurse (PN) 7 36  
DN/PN 8 1
Other* 17 1

Work experience  
Years in school nursing Md 8,5 (range 1-22) Md 7 (range 0-31) 6/6

Work situation  
Available time 
min/pupil/week

Md 2,89 
(range 2,4-4,0)

Mean 3, 56 (SD 0,95) 
trimmed mean

3/3

* Other means e.g. mental nurse, midwife

In the intervention study the two practicing school nurses asked schoolchildren, aged 11 
- 17 years, with recurrent, subjective health complaints, and their families to participate 
(paper IV). The children, all girls, and their families were able to communicate without 
an interpreter. A total number of four schoolchildren and their families were included. 
The schoolchildren were all girls in their early adolescence living together with both 
biological parents. Descriptions of the families are shown in Table 4 and the families 
are further presented in paper IV. 
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Table 4. Description of the participating families in paper IV (n=4).
Family Tilde Family Ida Family Jenny Family Linda

Sex Female Female Female Female
Age - year 14 13 12 14

Health complaints
Recurrent headache X X
Recurrent stomach pain X X X
Sleeping problems X X
Other complaints/health 
problems

Anxiety Tiredness Worries, 
overweight

Health status in the family
Life threatening illness X X
Chronic illness X X X
Other illness Psychiatric 

disorders 
- extended 

family

Participation in the sessions
Father All Session three Session

two and three
None

Mother All All All All

Intervention 
The framework for the intervention was inspired from family nursing models 
developed in Canada, namely the IBM, the CFAM and the CFIM which are previously 
described in the introduction part in this thesis (Wright & Leahey, 1994, Wright et 
al, 1996). The intervention consisted of three family sessions with each family with 
different purposes related to the past, the present and the future. A closing letter, with 
a summary of the content in the sessions and suggestions for the future, based on the 
family members’ own quotations was sent to each family after the last session and 
before the follow up interview. The author of this thesis, special trained in the models, 
was the session leader and the school nurses’ role was supportive. The sessions had 
three different purposes.

The first session focused on the illness story and the family history, including • 
constructing of the family structure with a genogram
The second session focused on the present status and included the family • 
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contacts with larger systems forming an ecomap
The third session focused on the future and included an evaluating part• 

All sessions included intervening questions which were a part of the semi structured 
interview guide inspired by Wright & Leahey (1994).  Intervening questions can enable 
self-healing. Reflexive and circular questions have a higher probability to promote 
respectfulness and are new for the family in contrast to linear and strategic questions 
that can preserve and/or restrain conceptions of the situation. The intentions of circular 
questions are to influence change (Tomm, 1989). Circular questions were asked on 
an affective (A), behavioural (B) and cognitive (C) level (Wright & Leahey, 1994). 
Examples of intervening questions are described in paper IV. Each session lasted 
1-1.5 hrs and there were approximately 2-3 weeks between the sessions. An audio 
tape recorder was used during the sessions which were transcribed verbatim. The 
intervention process is described in Figure 1. 

Parents – informed consent 

Schoolchild – informed consent 

Schoolchild - SDQ pre test self report Parents - SDQ pre test self report 

Family session 1 

Family session 3 

Family session 2 

Closing letter 

Schoolchild - SDQ post test self report Parents - SDQ post test self report 

Family - Evaluation interview  

School nurses - Evaluation interview 

School nurses training 

Figure 1. Flow chart describing the family intervention
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Data collection
The interviews with the school nurses in the pilot study were conducted by the 
author of this thesis (paper I). The interviewer had no connection with the nurses 
ensuring them to feel free to talk openly about their views. In the intervention study 
(paper IV) the last part of the third session included reflections and evaluation of all 
sessions. A final question was “What did you find most and least helpful during our 
work together?” The evaluation interviews with the families were performed by a 
researcher, not participating in the sessions, approximately two – three weeks after 
the intervention. The participating school nurses were interviewed one month after 
all family interventions by an independent researcher. The reasons for that were the 
opportunities for the participating families and nurses to feel free to talk about their 
experience without considering the intervener. All interviews (paper I and IV) took 
place in connection to the school nurses’ consultation room, except for the evaluation 
interview with the school nurses which took place in a neutral place (paper IV). 
The self-rating questionnaires were collected from the schoolchild and the parents 
separately at baseline and after the intervention (paper IV). The national survey was 
distributed by mail together with a postage-paid reply envelope. Two written reminders, 
two and six weeks after the first survey were sent out to increase the response rate 
(paper II and III). 

Interviews
Qualitative interviews were used to collect data in paper I and IV. The interviews were 
based on open-ended questions which are conversional in nature (Kvale, 1996) and aimed 
at obtaining an understanding of school nurses’ view of and work with schoolchildren’s 
health (paper I). The interview manual focused two main areas: the school nurses’ views 
of the schoolchildren’s health, and how they document it in the SHR. Each informant 
was asked, as freely as possible, to tell their views of the schoolchildren’s health and 
secondly, their views of how they document it in the SHR. In paper IV the evaluation 
interviews with the families were mainly focusing their experience of participating in 
the sessions and receiving a closing letter. Open requests were: Please tell how you as a 
family experienced the sessions, did the sessions influence you in any way and if so, in 
what way? The evaluation group interview with the participating school nurses focused 
on their experiences of working with family nursing models. In all interviews, follow-up 
questions were asked to deepen, further develop or clarify the answers (Kvale, 1996).
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Questionnaire
A questionnaire was developed based on the previous interview study (paper I). It 
was pilot-tested on and approved by 10 practicing school nurses (paper II and III). 
The questionnaire covered topics about schoolchildren’s physical and mental health 
and the documentation in the SHR. One part of the questionnaire consisted of both 
structured and semi structured questions dealing with school nurses’ judgement of 
schoolchildren’s physical and mental health, their experiences of changes over the 
previous two years, grounds for their opinion, factors affecting schoolchildren’s health 
and reasons for schoolchildren’s spontaneous visits to the school nurse considering 
gender (paper II). The other part of the questionnaire included questions about school 
nurses’ documentation models, when and how they document, if, what and, in that 
case, why they have difficulties to select the content of what to document according 
to schoolchildren’s physical and mental health (paper III). The questionnaire included 
demographic data (Appendix 1). The response rate was 78 % after two reminders and 
adjustment for non active non-responders (Figure 2). 

Responders 
n=129 

Non-active 
discounted from sample  

n=18 

Response rate 
129/165=78.2% 

Distributed 
questionnaires 

n=183 

Non-responders 
n=36 

Possible 
respondents 

n=165 

Figure 2. Description of data collection in Paper II and III

Self-rating questionnaire
The measurement chosen for evaluating the effects of the intervention on the 
schoolchildren’s health was based on the assumptions that family sessions might 
decrease the subjective health problems and increase the well being (paper IV). The 
measurement used in this thesis focus on both positive and negative outcomes such 
as if the intervention has made the problems much worse or much better and if the 
symptoms become easier or worse to live with. The measurement was considered 
to be sensitive enough to measure changes. The effects of the intervention were 
measured by The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1999, 
Smedje, Broman, Hetta & von Knorring, 1999). SDQ is a brief, behavioural screening 
questionnaire for children 4-16 years old. It exists in several versions and from 
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different perspectives including a self-report for children between 11-16 years of 
age, parents and teachers, with or without impact supplement. SDQ is a well known 
and validated questionnaire translated into several languages all over the world. It is 
available on a website, free of charge and easy to use (SDQ, 2006). The SDQ versions 
chosen in this study included an impact supplement and were used at baseline and 
after the intervention for measuring schoolchildren’s mental health and the impact of 
the symptoms. The schoolchild and the parents filled in separate versions. The SDQ is 
described more in detail in paper IV and one version is exemplified in (Appendix 2). 

Analyses
Qualitative analyses
Qualitative research study approach has been seen as a socially constructed 
heterogeneous tradition of ideas and influenced by different ideas in due to time 
and traditions (Allwood in Hallberg, 2002) and has been increasingly popular in 
the health and health care sciences. According to Polit & Beck (2004) qualitative 
analyses is challenging for three major reasons. Firstly, because it lacks universal 
rules for analyzing and presenting data, secondly it requires an enormous amount of 
unstructured data and a finally challenge is reducing data to readability reports. 

Content analysis
Content analysis is a technique for analyzing and interpreting data which have been 
used by a variety of disciplines (Berg, 2006, p 304) in order to identify e.g. pattern, 
themes and meanings. In this thesis two different forms of Content analysis were used 
to analyze the interview text (paper I and IV) and the free text answers (paper II and 
III). Qualitative content analysis was the method used for the interview text in paper 
I and the evaluation of the family session from the families’ perspective in paper IV. 
Manifest content analysis was used to analyze the free text answers of the survey 
(paper II and III) and the evaluation interview with the school nurses (paper IV). 
Qualitative content analysis involves the underlying meaning of the text (Graneheim & 
Lundman, 2004 p 106) and is thereby extended to an interpretative reading underlying 
the physically presented data (Berg, 2006). Creating categories is central in qualitative 
content analysis and often includes sub-categories at varying levels of abstraction 
(Graneheim & Lundman, 2004 p 107). The analysis was performed stepwise although 
the process of analysis involved a back and forth movement between the whole and 
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parts of the interview text (paper I and IV). The interview text was read several times 
to get a sense of the whole. All statements were numbered to ensure identification and 
transformed to one text document. The text was read as open-mindedly as possible 
to obtain ideas for further analysis and identify central areas. Then statements were 
marked and sorted according to how they related to the areas and divided into meaning 
units. Central categories and subcategories were identified and all the meaning units 
were then sorted into subcategories. The categories and subcategories were then 
compared with the statements and the original text (paper I and IV). 

Manifest content analysis is stated by Berg (2006) as comparable to the surface 
structure in the text, and not the deep structural meaning conveyed by the text. The 
beginning of the analysis process in this thesis was similar to the earlier described 
qualitative content analysis and started with several readings of the statements in order 
to acquire a sense of the whole. Then the statements were split into elements that 
appeared to share the same content. The greatest differences between the two used 
methods of content analysis in this thesis are the interpretative depth (paper II, III and 
IV). 

Statistical analyses
Descriptive statistical analyses were used to describe demographic data in all four 
papers and were performed by the software Statistical Package for Social Sciences 
(SPSS/PC, version 12.0) in paper II and III. Median (Md) was used to estimate the 
average of the following variables: age, work experience and work situation in paper 
I as well as of the variable “work experience” since there was a positive skewness 
(paper II and III) (Altman, 1991). To compare schoolchildren’s health with their 
living conditions the sample was divided into two areas based on the school nurses’ 
judgement of the school district (paper II). Area A meant that a predominant part of 
inhabitants benefited from social assistance and/or were immigrants. Area B consisted 
of mixed strata of the population. School nurses’ available time for the schoolchildren 
was calculated using a formula where the school nurses’ degree of employment was 
converted into minutes and divided with schoolchildren’s schooldays converted into 
minutes (paper II and III) to facilitate comparisons. 
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The SDQ was hand-scored statistically according to templates available on the SDQ 
website (Goodman, 1999). The total difficulties score can range from 0-40. Normal 
score is between 0-15, borderline from 16-19 and abnormal 20-40. A total impact score 
can range from 0-10, 0 is normal, 1 is borderline and >2 is abnormal. The result is 
presented in Table I, paper IV. 

ETHICAL CONSIDERATIONS
The ethical issues in this thesis are following the guidelines for good ethical conduct 
based on the Helsinki declaration (WMA, 2004) and are in accordance with the 
Swedish law (Vetenskapsrådet, 2002). This means that the studies are following the 
three primary ethical principles in research based on: beneficence (doing good and 
freedom from harm), respect for human dignity (the right to self-determination, full 
disclosure and respect) and justice (the right to fair treatment and privacy) (Polit & 
Beck, 2004). In accordance with the Swedish law approval from ethics committees is 
compulsory when the research is involving vulnerable groups (SFS, 2003). Children 
as research subject call for special attention in this connection. The intervention study 
(paper IV) was approved by the Research Ethics Committee at the Medical Faculty, 
Lund University, Sweden (LU 854-02). All informants gave their informed consent to 
participate in the studies (paper I and IV). Informed consent means that the participants 
are fully informed of the nature of the research and have the power of free choice (Polit 
& Beck, 2004). There was no relationship of dependence between the interviewer and 
the interviewees. 

In the intervention study (paper IV) permission was asked for at the Child and Youth 
Board in each municipality and at the local Education Authority. The schoolchildren 
and their families were separately asked to participate in the study by the school 
nurses. The families were further assured that a refusal to participate would not 
affect future school health service quality (Polit & Beck, 2004). The families were 
also assured the possibility of medical consultations by the responsible school doctor 
in case of arising needs related to the sessions. Asking questions about personal 
views, weakness or fears requires close attention and sensitivity. This could mean 
that it is necessary to carefully consider the phrasing of questions and to permit 
the participants to ask questions after the sessions. The investigator provided the 
participants with written information of how they may contact the researcher later. 
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The participants were assured that they had the right to decide at any point to 
terminate their participation in the study. 

All data collected during the studies is kept in strictest confidence and treated 
confidentially. This means that any information from the participants will not be 
possible to relate back to individuals in the research report (Beauchamp & Childress, 
2001, Vetenskapsrådet, 2002, Polit & Beck, 2004). 

FINDINGS
The findings are presented under the following headings; Schoolchildren’s health 
from the school nurses’ perspective; Recording schoolchildren’s health and Family 
sessions within school health nursing. 

Schoolchildren’s health from the school nurses’ perspective (paper I and II) 
The findings from the pilot study indicated that Swedish school nurses viewed 
schoolchildren’s mental health as increasingly poor.  The findings were confirmed in 
the survey and the major part of the school nurses judged the mental health as poor and 
increasingly worse during the previous two years. In addition they paid attention to 
the particularly poor mental health among schoolchildren living in socioeconomically 
disadvantaged areas. Also gender was pointed out as an important factor and confirmed 
the findings from the pilot study with girls showing an increasingly poor mental health, 
expressed as frequent visits to the school nurses with health complaints. Disrupted 
family relations and a school situation characterized by a stressful environment were 
also pointed out as contributors to the increasing mental health problems. 

Mental health had deteriorated over the previous two years, especially among girls 
in socio-economically disadvantaged areas. Put together, expressions of mental 
health problems such as recurrent headache, stomach pain, worries and sleeping 
problems were the most common reasons for frequent visits to the school nurse. 
The needs among the schoolchildren to talk with and entrust to someone seemed 
insatiable according to the school nurses. The interviewed school nurses considered 
the schoolchildren as generally physically healthy, with few chronic diseases 
although a changing lifestyle caused growing problems with overweight. The national 
survey confirmed the findings from the pilot study and school nurses judged the 
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schoolchildren’s physical health unchanged during two previous years. Their growth 
and a few physical diseases were used as indicators for a good physical health. 
Nonetheless, physical complaints such as sport injuries, wounds and infections were 
the most common reasons for spontaneous visits to the school nurse, especially among 
boys. A changed lifestyle with less exercise, irregular eating habits and stress caused 
overweight and other health problems. Chronic diseases e.g. diabetes and allergy 
were also increasing among schoolchildren and the nurses mentioned their effects 
on the schoolchildren’s daily life and an increased vulnerability, especially during 
adolescence.  

The family situation was considered as one of the most important factors of the 
schoolchildren’s health. Family structures as well as conditions of the housing areas 
were pointed out as especially related to mental health. Living in socioeconomic 
disadvantages areas with predominantly public assistance and/or immigrants indicated 
an increased frequency of mental health problems. Disrupted family situations with 
alternating homes every other week and the presence of illness and/or abuse were 
thought to be the dominating causes of mental ill health. Girls from other cultures were 
said to be particularly affected by mental health problems. The girls were surrounded 
by restrictions and not allowed to live like their Swedish class mates. On the other hand 
the school nurses also highlighted health promotive family situations characterized 
by engaged parents. Reciprocity and active spare time together with the family were 
factors that strengthened the schoolchildren as individuals and contributed to wellbeing. 

The school situation was described as increasingly stressful. A high working speed 
in school, ambitious schedules and strong demands for top grades led to stress 
symptoms. A working environment with violent behaviour and bullying among 
the schoolchildren was common and an everyday experience in some schools. 
Negative factors contributing to this were decreasing economic resources leading to 
more pupils in each class and fewer adults working in school. Fewer opportunities 
to physical exercise during schooldays led to a large group without any exercise 
and apprehensions of increasing obesity. In higher ages lots of pupils were tired 
of school and non-attendance was a common phenomenon, in some cases up to 
ten per cent of the schoolchildren on a daily basis. On the other hand some school 
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nurses described an increased professionalism and awareness among teachers 
about schoolchildren’s individual needs and early attention to their absence. The 
significance of bullying prevention and an accessible, well-functioning SHS for 
early detection of ill health among schoolchildren were also emphasized. The 
figure below illustrates factors influencing schoolchildren’s health in  their context 
as described by the school nurses inspired by Models for health determinants of 
schoolchildren’s health and Bronfenbrenner’s Ecological Systems Theory (Figure 3). 

Figure 3. Factors influencing schoolchildren’s physical and mental health as 
described by the school nurses and illustrated by models for health determinants 
of schoolchildren’s health and Bronfenbrenner’s Ecological Systems Theory 

Recording schoolchildren’s health (paper I and III)
The findings from the pilot study indicated that the school nurses’ found it difficult 
to record mental health status and easy to record physical health status in the SHR. 
The findings were confirmed in the survey study where fifty per cent of the school 
nurses reported difficulties in relation to mental health and ten per cent of the school 
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nurses reported difficulties to select what to record in relation to physical health. The 
possibilities and difficulties when recording different aspects of health were related to 
tradition, time, the structure of the SHR and ethical considerations.

Recording schoolchildren’s mental health was interpreted as an ethical and practical 
challenge for the school nurses. Grounds for this were said to be the shape of the 
SHR focusing on physical health while judgement of mental health mostly had to 
be expressed in free texts. The school nurses described a tradition in the profession 
with oral communications between school nurses when delivering SHR to subsequent 
caregivers to elucidate non existent notations. Loose notes in the record or brief sum 
ups inside the record were also present. The most outstanding explanations of the 
difficulties were ethical considerations and an apprehension of stigmatizing or hurting 
the schoolchild for the future in case of misinterpretations from the schoolchild 
itself, other caregivers, insurance companies or parents. The most sensitive issues to 
document were confiding talks when schoolchildren entrust the school nurse about 
problematic relations in the family or verified/suspected maltreatment and abuse in the 
family. Other problematic issues were the schoolchildren’s self harming behaviour. 
Girls’ sexuality, e.g. pregnancy/abortions or referrals to midwives, were also stated as 
hard to record. Justifications for not documenting these issues were exemplified as the 
girl’s wishes to withhold the information from the parents and/or referring it to other 
caregivers. Cooperation with other professionals, exemplified as building networks and/
or meetings with the social welfare together with the family was stated as opportunities 
to facilitate documenting schoolchildren’s total health. More professional guidance and 
supervision were asked for by the nurses. 

The school situation with problematic relations to schoolmates and teachers were also 
stated as hard to evaluate and record in the SHR. Formal or informal meetings, where 
schoolchildren’s being bullied or bullying was discussed, were also difficult to record. 
The school nurses justified non documentation these issues as giving the schoolchildren 
an opportunity to make a fresh start when moving to other schools.  

Recording the physical health was elementary and supported by the long tradition 
in the profession focusing on physical health. The structure of the SHR also made it 
easy to record these aspects of health. Some difficulties, related to lack of time were 
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expressed, such as queuing-up in the waiting room. On the other hand, it was described 
as timesaving to have it recorded in case of follow-ups. School nurses’ descriptions of 
factors influencing recording schoolchildren’s mental health are described in figure 4. 

Fi
gu

re
 4

. F
ac

to
rs

 in
flu

en
ci

ng
 sc

ho
ol

 n
ur

se
s’ 

re
co

rd
in

g 
of

 sc
ho

ol
ch

ild
re

n’
s m

en
ta

l h
ea

lth



32

Family sessions within school health nursing (paper IV)
The findings from the evaluation of the intervention were interpreted to mean that 
the sessions had led to changes in the families’ way of thinking, communicating and 
behaving. The families also expressed an increased understanding and awareness of 
their own feelings, as well as teenagers’ needs and reactions, especially in relation 
to when illness appears in the family. Genograms and ecomaps gave the family and 
the nurses an overview of resources and the closing letters offered the family hope 
and incitement for the future. The families expressed an increased well-being with 
decreased dimension of the health problems. The school nurses meant that this way of 
working was timesaving by rapidly giving an overview of the situation. The nurses had 
become more inclined to invite to family sessions and felt confident in their new role as 
a collaborator instead of an expert. 

Family sessions 
The family gatherings gave the nurses the opportunity to talk more directly in a more 
profound way. The families valued the sessions as a way of telling the illness story 
and being confirmed in feelings and reactions. The sessions as an important way to 
find new solutions and ways to handle the situation were described by the families. In 
addition the sessions seemed to increase the capability to take responsibility and other 
ways to remain and act in different situations. The school nurses meant that the extra 
time spent on the sessions was a way to save time later since the schoolchildren were 
consulting them less after the sessions. Furthermore, working with the models implied 
a professional growth and satisfaction with their work.

Genograms, ecomaps, closing letters
Creating genograms and eco maps seemed useful in this connection and made the 
situation evident. Among the families there was an improved understanding of the 
family as a system of individuals depending on each other and how things could be 
viewed from different perspectives. The nurses meant that creating the tools together 
with the family and/or the individual made the family members involved and aware 
of their own opportunities and strengths.. The tools made it easier to resume the case 
in follow up meetings. The nurses used the maps not merely in family sessions, but 
in other individual contacts with schoolchildren as well and they found it valuable to 
cooperate with the schoolchild around the situation.  According to the families, the 
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closing letter seemed to be a motivating factor and prepared for future challenges by 
pointing out strengths and possibilities. The closing letters stood out for the nurses as a 
way to affirm the family and commend strengths in a well reasoned way as well as to 
summarize the sessions. Furthermore the letter stood out as a fine way to end a longer 
period of contacts with a schoolchild or a family. This way of working was said to be 
something the nurses wanted to practise more. 

The SDQ
The SDQ showed reduced total difficulties score in the parents’ forms as well as in 
Tilde’s and Ida’s self report (table I, paper IV). The additional questions showed that 
Ida, Jenny, their mothers and Tilde all meant that the problem had decreased and been 
quite a lot better to live with after the sessions. Tilde’s mother meant that it has been a 
great deal better to live with the problem. 

DISCUSSION 
The overall aim of this thesis was to explore school health nursing through school 
nurses’ descriptions of school children’s health and to analyse factors influencing the 
recording of schoolchildren’s health in the SHR. An additional aim was to evaluate 
family nursing interventions as a tool for the school nurses in the SHS. Focus for the 
studies was a strategic sample of twelve school nurses in municipalities of different 
sizes and population structures, a national random sample of school nurses connected 
to the Swedish National Association of School Nurses (n=129), and four girls in their 
early adolescence with health complaints together with their families and two school 
nurses. The structure of the discussion will follow the overall aim and the findings in 
paper I-IV. The discussion of the findings is concentrated on the following four areas: 
Schoolchildren’s health panorama; School nurses’ function and role; Ethical challenges 
in school nursing; and Strengths and weakness in Swedish School Health Services. The 
last section deals with methodological considerations of validity and trustworthiness. 
Bronfenbrenner’s ecological systems theory together with models for child health 
determinants are used to illustrate the school nurse as a mediator working on the bridge 
over the different “streams” with schoolchildren’s health from an individual and a 
population level in the conclusion part. 
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Schoolchildren’s health panorama 
The findings show that school nurses judge schoolchildren’s mental health to have 
deteriorated during the previous years (paper II). The condition was especially 
noticeable among school nurses working in disadvantaged housing areas (paper I and 
II). The findings correspond with the results from a literature review by Bremberg 
(2002) concluding that mental health problems are more common among children in 
families with less good social and economic circumstances. Also the recent Public 
Health Report (Socialstyrelsen, 2005a) confirms that health inequalities in Sweden are 
increasing. The main conclusion from the recent national Social report (Socialstyrelsen, 
2006a) is that health and wellbeing is polarized. Inequalities in health at present can 
also be seen as a risk for the future health status. The school nurses’ judgement of 
schoolchildren’s mental health as deteriorated can be coloured by general opinions in 
society. However, the findings seem important since they are based on school nurses’ 
authentic knowledge and hands-on experience The fact that the increasing rate of 
mental health problems among young persons is met in many settings also corroborates 
the findings in this thesis. For instance, the admission rates to Child and Youth 
Psychiatry and the consumption of psycho pharmaceuticals have increased greatly 
among children in recent decades (Socialstyrelsen, 2005a). 

Recurrent health complaints, especially among adolescent girls, were seen as signs of 
mental health problems by the school nurses. Recurrent headaches and stomach pains 
were the most common reasons for spontaneous visits to the nurses (paper I and II). 
Several other Nordic studies show that psychosomatic complaints are increasing among 
schoolchildren (Berntsson, 2000, Danielsson, 2003, Petersen, Brulin & Bergström, 
2006). Gender differences seem to arise after puberty (Socialstyrelsen, 2005a), and 
Olsson (2006) found a higher degree of psychosomatic symptoms among school girls 
in upper secondary school compared to the boys. Another study showed almost four 
times higher frequencies of depressions among 16–17-year-old girls (Olsson, 1998) and 
the recent Status report describes young woman’s mental health as still deteriorating 
(Socialstyrelsen (2006b). This is in line with the results from the present study, where 
the school nurses perceived the girls, as more inclined to consult school nurses with 
health complaints, while the boys more often consulted the nurses with physical 
injuries. According to a current National commission report (SOU 2006:77) reliable 
explanation is lacking. However, Murberg & Bru (2004) found school-related stress 
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associated with psychosomatic symptoms in both genders, in different ways. Girls 
reported significantly more symptoms and seemed to worry about school achievement 
while boys more often worried about conflicts with teachers, peers and parents. 
Several research questions are raised by these results, and further investigations are 
required. How can we stop this disadvantageous development? We know that girls 
express their mental health problems differently from boys, but how to capture boy’s 
mental ill health? The fact that the majority of the school nurses are female may be 
of importance in relation to this; in Sweden only 15 male nurses are active as school 
nurses (Riksföreningen, 2007). 

The findings indicate an association between mental health problems and family related 
problems. Stressful family situations such as disrupted homes and busy parents were 
seen as negative factors for schoolchildren’s mental health. In contrast, engaged and 
present parents were emphasized as positive factors (paper I and II). The importance 
of the family for 11-12 year-old schoolchildren’s experience of stress in everyday life 
was also seen by Brobeck, Marklund, Haraldsson & Berntsson (2007). Nurses are in 
key positions to assess family weaknesses and strengths (Friedman, Bowden & Jones, 
2003), and school nurses can play an important role in detecting health problems 
among schoolchildren. In one study by Johansson & Ehnfors (2006) the health 
dialogue was seen as a positive way to discuss physical as well as psychological things 
including home and family life, by 15 year-old schoolchildren. Other opportunities 
may be inviting the parents together with the child to discuss the self-perceived ill 
health and thereby support the schoolchildren and their families. Lightfood & Bines 
(2000) identified family support as one of four key elements of the school nurse’s role. 
Rhee (2001) has presented a framework of clinical practice for nurses or other child 
health providers when working with schoolchildren experiencing chronic headache. 
The approach is psychosocial intervention, founded in holistic knowledge capturing 
the interplay between individual factors and context (ibid). However, in the recently 
elaborated guidelines for the SHS (Socialstyrelsen, 2004) psychosocial factors and 
family relations are mentioned peripherally. A development of the guidelines seems 
necessary, taking into account the school nurses’ knowledge about schoolchildren’s 
health and the importance of family relations, as well as a deeper knowledge for the 
SHS of how to encounter and handle these situations.
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Since the SHS meets almost all schoolchildren several times during the school age 
period, their systematic monitoring of schoolchildren’s health could be a forceful 
tool in a continuous health surveillance system. The spontaneous visits to the school 
nurse with health complaints seemed to be more common as a basis for judging 
schoolchildren’s mental health than the organized health checkups (paper I and 
II). In Sweden there are no traditions of regular and consistent measurements of 
mental health. This could lead to a risk of delayed attention and detection of mental 
health problems. Furthermore, the area is defined as one of the most important for 
a good population health, and a model for measuring and monitoring children’s and 
adolescents’ mental health on a regular basis is proposed (Hagqvist, 2004). A recent 
Swedish Public Health Policy Report (Statens Folkhälsoinstitut, 2005) proposes a more 
systematic investigation of health determinants for children such as relations between 
children and parents and the school environment. Some of these will by covered by 
school nurses and fit well into goal number three in the new national public health 
policy (Statens folkhälsoinstitut, 2007). This implies time and support in the profession 
from the municipalities. Health indicators for Swedish children have been developed by 
Köhler (2006). A further development of health indicators for Swedish schoolchildren 
seems important. A forceful action is necessary and, as stressed by a report from The 
National Institute of Public Health, it also has long-term benefits for the national 
economy (Statens Folkhälsoinstitut, 2004). 

Bronfenbrenner’s (1979) Ecological Systems Theory is, together with models for 
health determinants, used to illustrate the factors that influence schoolchildren’s health 
as described by the school nurses (Figure 3). The model can furthermore be used to 
understand and explain schoolchildren’s health status in a wider context. On a micro 
level this can be understood as when one family member is stricken by illness it affects 
the others too and is commonly shown among children as health complaints. This 
was clearly expressed in three of the families in the intervention study where chronic 
and/or life threatening illness was present. The school environment, expectations 
of the individual, relations with teachers and school mates are also important for 
schoolchildren’s health as well as the connections between the different micro systems 
on the meso level. The exo level includes parent’s work situation, childcare, media 
and spare time, and can, to a great extent, influence schoolchildren’s health and their 
opportunities to a safe growing condition. Ideologies, laws, and ways of thinking are 
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permeating the society. This macro level includes cultural values and can perhaps 
explain some of the problems of living in two different cultures, one at home and one in 
society. The values from the parents’ culture of origin can be challenged by the growing 
child who is meeting different values in society as an additional strain on top of the 
ordinary teenage liberation.   

School nurses’ function and role
The changing health panorama calls for a different approach in the SHS. Traditionally 
the SHS has a medical direction primarily focusing on the individual with emphasis 
on diagnosis and treatment. New threats against schoolchildren’s health are to be 
sought in their physical, social and psychological environment. Changing life patterns 
with heavy demands can lead to symptom of illness which can be difficult to interpret 
(Socialstyrelsen, 2005b). Since the reasons for mental health problems have to be 
sought in relation to others instead of in organic systems it seems reasonable to work 
with the individual as a part of the immediate environment. The health dialogue 
is an important tool to meet the individual school child (Borup & Holstein, 2004). 
Genograms and ecomaps may be useful tools in this connection as a way to help the 
individual schoolchild, as well as the school nurse, to be aware of influencing factors 
in the surrounding environment. Further studies using these tools are required. Family 
sessions may be one model to work with schoolchildren expressing recurrent health 
complaints and probably also in relation to other forms of ill health although further 
studies are necessary. Also Mäenpää & Åstedt-Kurki (2008) stress the importance of 
enhancing the opportunities of parents being involved in their children’s well-being 
in cooperation with school nurses. Professional dialogues with individuals as well as 
families call for skills in communication, interview methodology and different nursing 
models to manage the individual health problems. Intensified education and training in 
these skills are important, and so is support and systematic supervision. 

Although an individual perspective is important in school nursing, the SHS 
responsibility also comprises a public health perspective on schoolchildren’s health. 
An increasing number of mental health problems is important, not only for the 
individual and his/her family, but in fact also for the whole society. The effects can 
be seen as increasing expenses in the form of reduced work capacity and long periods 
of sick listing in higher ages. A recent report recommends a public health perspective 
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when attending young people’s increasing mental health problems (SOU 2006:77). 
A need for further education of school nurses to meet increasing demands and fulfil 
their public health role is proposed by Merrell, Carnwell, Williams, Allen & Griffiths 
(2007) when studying school nurses’ provision in the United Kingdom. These needs 
may also be applicable in Sweden. Public health work includes cooperation with other 
professionals in school as well as with e.g. social workers and health services. The 
school nurses expressed uncertainty in how to provide a proper cooperation and this 
part of the SHS needs to be developed. A lot of data about schoolchildren’s health are 
collected in SHS but are seldom systematized and presented for politicians or other 
decision makers’ political actions. Framing models for cooperation seems necessary 
in order to promote a comprehensive view of the health panorama as well as finding 
solutions of how to deal with it. A clarification of their role as public health worker in 
the educational system may also facilitate their legitimacy as proposed by Morberg, et 
al (2006). In relation to the upstream, midstream and lowstream model (Turrell et al, 
1999) the school nurses’ role can be seen as a mediator working to bridge the individual 
perspective and the public health perspective. 

Ethical challenges in school nursing 
Several ethical challenges were described by the school nurses (paper I and III). One 
aspect was ethical considerations related to documentation of confidential talks with 
the individual schoolchild. The considerations were fear of misinterpretations in the 
future from subsequent caregivers, parents or even to the schoolchild itself. There does 
not seem to be any easy solution of how to manage this issue. However, discussions 
with other school nurses, professional guidance and/or supervision in ethical decision 
models can facilitate this task. It is also important to consider the needs of a safe care 
and not documenting these issues could later be interpreted as a lack of assessment 
(Socialstyrelsen, 1993). The opportunity to considerate detriment (“menprövning”) 
for the individual schoolchild when parents insist on reading the notations is another 
way to handle these issues. This could mean that a parent can be denied to read 
notations which could be judged as harmful for the schoolchild’s health and well-being. 
However, the most useful way in relation to parents may be to cooperate with them and 
invite them to sessions together with the schoolchild before conflicts arise, even though 
this is not possible in all cases. 
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Another aspect of ethical challenges was when the nurse had a feeling of something 
and did not know how to handle it. This creates a conflict between several ethical 
principles, such as beneficence, non-maleficence, justice and autonomy, and the duty 
to report suspicions of maltreatment to the social authorities (Beauchamp & Childress, 
2001, Socialstyrelsen, 2002). One way to deal with it can be cooperation with the 
social services for guidance, in the individual cases, or in principle. It is also important 
to remember not to promise the child professional secrecy since the duty to report is 
superior to the Secrecy law (SFS, 1980). The need for deepening the knowledge and 
guidance in these issues is obvious.  

In the Public Health area ethical conflicts between the goal for preventive work and 
clinical work can arise (Hermerén, 2006). Health promotion involves choices and 
actions which affect other people including judgements about what is right or wrong 
(Naidoo & Wills, 2000). This may be of special importance when acting in the best 
interest of children. To respect autonomy and avoid victim blaming is central in 
health promotive work but can involve complex ethical decision-making about what 
it means to do good and avoid harm. An open debate about ethical principles and their 
application in practice can be valuable in the context of SHS. 

Strengths and weaknesses in SHS
The strength of the Swedish SHS is the availability with an almost 100 year tradition 
(Skolverket, 1994). SHS is a network all over the country, in big as well as in 
small municipalities. The school nurse is often located in the school and near the 
schoolchildren’s environment. This inside perspective makes it easy to cooperate with 
other school professionals and gives opportunities for a comprehensive picture of 
the children’s situation. SHS is a natural continuation of the CHS and the activity is 
voluntary, free of charge and available to everybody. The schoolchildren show up to 
almost 100 per cent and no social stigmatization is attached to the visitors. The SHS 
is highly valued and appreciated for the work with schoolchildren with difficulties 
(Skolverket, 1994). The activity has been developed from purely medical check ups 
and immunisations to comprising mental and social health as well. The weaknesses 
can be described in terms of variable quality since the economics of the municipality 
also reflect the resources spent on different activities. Several studies have shown the 
differences of the school nurses’ demographic area, which also means differences in 
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the work load of the nurses. The National Associations of School Nurses as well as the 
Association of School Physicians have claimed the necessity of limiting rules for the 
number of schoolchildren per professional. The opportunities for the SHS to develop 
the activity in accordance with the guidelines (Socialstyrelsen, 2004) are dependent 
on reasonable resources. Promoting children’s health should be of high priority in all 
countries in accordance with the WHO Child and Adolescent Mental Health program 
(WHO, 2001) as a means to protect a vulnerable group and as an investment for the 
future! 

The School Health Record is also an area for development on a national level. An 
appropriate working tool, corresponding the needs of today, as well as the intentions of 
the school law, must, with all possible speed be developed, comprising measurements 
for mental health as well as appropriate key words for documenting it in the SHR. 
There is good hope for the future, since a new digital record for both CHS and SHS is 
now under development (Alm, 2007).

Methodological considerations
Findings from a combination of quantitative and qualitative studies may add knowledge 
and contribute to a better understanding concerning public health research (Hallberg, 2002, 
Guba & Lincoln, 2005).  However, the use of different methodological approaches requires 
that the validity or trustworthiness of the results must be considered in relation to the basic 
ideas behind each method. The qualitative approaches are based on a naturalistic tradition 
(papers I and IV) and the quantitative methods are based on the scientific approach of the 
natural sciences (papers II, III and IV) (Polit & Beck, 2004). In qualitative research the 
inquirer interacts with those being researched, findings are created in interactive processes 
and patterns are sought after. Qualitative research deals with questions, such as what are 
the dimensions of the phenomenon, what variations exist, and what is important about the 
phenomenon (Polit & Beck, 2004 p 19). The approach is suitable when little is known 
about a topic. In quantitative research the inquirer is independent in relation to those being 
researched and seeks generalizations (ibid). In paper IV an intervention was implemented 
and evaluated by using quantitative and qualitative data. All scientific investigations have 
their strengths and weaknesses which must be taken into consideration when the results are 
interpreted. No method is absolutely weak or strong but more or less appropriate in relation 
to its purpose (Sandelowski, 2000). 
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Qualitative data
Participants
The school nurses were strategically chosen to cover different school settings, 
school levels and living conditions. The selections procedure was made by the 
coordinating school nurses except for two rural municipalities where all school nurses 
were included. This purposive sampling tried to obtain a wide range of views and 
perspectives (Polit & Beck, 2004). All school nurses were females which is a weakness. 
However, only 15 male are active in the profession (Riksföreningen, 2007) and no male 
school nurses were available among the participating municipalities. 

Datacollection
Evaluation interviews were accomplished with the families and the school nurses after 
the intervention. The qualitative interview data in papers I and IV were obtained by 
face to face semi-structured interviews. The scientific rigour or the trustworthiness 
of qualitative studies can be discussed in terms of credibility, dependability, 
confirmability and transferability (Lincoln & Guba, 1985). The credibility of the 
findings corresponds with internal validity and includes information about the research 
process, description of own pre-understanding and demonstration of steps taken to 
enhance credibility. Triangulation (Polit & Beck, 2004) refers to the use of multiple 
referents to draw conclusions about what represents the “truth” and includes data 
triangulation; investigator triangulation; method triangulation and theory triangulation. 
Data triangulation is relevant in this thesis in the form of person triangulation which 
was used in papers I and IV.  This means that the school nurses were carefully chosen 
to represent multiple perspectives on the phenomenon. They had various experience 
of the profession and represented different municipalities and school settings (paper 
I). In paper IV person triangulation involves collecting data from the school children, 
the families and the school nurses. The former experience of being a school nurse 
may influence the opportunities to gain access to the research field in a positive way 
and may also contribute to a common bond, thereby explaining the freely expressed 
thoughts of the school nurses and the families despite any possible lapse in interview 
technique at times (Paper I and IV) (Kvale, 1996). On the other hand the pre 
understanding could be a risk for forming a basis for understanding in the interview 
context and a rigour for follow up questions. The interviews were substantially rich, 
however, with various narratives of experiences. The researcher is the research tool in 
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qualitative studies (Polkinghorne, 2006, p 75) and the strength of its findings depends 
on the diligence and judgments of the researcher. This could be of special interest 
when analysing and interpreting the data in order to enhance credibility. Investigator 
triangulation was used when analysing and interpreting the data in papers I and 
IV in order to secure the interpretation and eliminating the risk for bias. This was 
accomplished through co-researchers, who were familiar with the used methodology, 
which validated and evaluated the description categories and the choice of quotations. 
Dependability refers to the stability of the data and the conditions and confirmability to 
the objectivity of the data (Polit & Beck, 2004). During the analysis the findings were 
repeatedly presented to a research group to ensure dependability. The carefully chosen 
interview citations make it possible also for the reader to act as a co-examiner, which 
further strengthens dependability and confirmability. Transferability refers to the extent 
in which the findings can be transferred into other groups or settings (Lincoln & Guba, 
1985). The condition is that it can sufficiently give the readers of the study report an 
opportunity to evaluate the applicability of the data to other contexts. The intervention 
(paper IV) is described carefully step by step which probably can make it possible for 
others to consider a possible transference (Polit & Beck, 2004). 

Quantitative data
Sample
The aims of paper II and  III were to explore the school nurses’ judgement of 
schoolchildren’s health on a national base for a better understanding of schoolchildren’s 
health problems and to further explore factors influencing the school nurses’ 
documentation in the SHR. Validity refers to the degree to which an instrument 
measures what it is supposed to measure and reliability to the degree of consistency 
and dependability with which the instruments measure the attributes they are intended 
to measure (Polit & Beck, 2004, p 422-423). The questionnaire, used to explore the 
school nurses’ judgement of schoolchildren’s health and documentation in the SHR, 
were developed from the results of a pilot study (paper I). The questionnaire was 
face validated by ten active school nurses. These facts may increase the reliability of 
the instrument. The sample was randomized, with an even distribution throughout 
the country and with a high response rate (78%) which increases the validity of the 
findings. A cross-sectional study does not give space for causal interpretations. The 
results are based on school nurses’ judgement of schoolchildren’s health and, thus, do 
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not give a full picture of the children’s health. On the other hand, school nurses have a 
genuine knowledge of schoolchildren’s health since they meet almost all schoolchildren 
several times during their school-age period and are familiar with the school 
environment and the residential area. To compare schoolchildren’s health with their 
living conditions, the sample was divided into two areas (A and B) based on the school 
nurses’ judgement of the school district (paper II). In area A, a predominant part of the 
inhabitants benefited from social assistance and/or had a main part of immigrants. The 
classification is based on subjective judgement from the school nurses but coincides 
with a recent demographic report from Statistics Sweden (Statistiska Centralbyrån, 
2007) which describes socioeconomic disadvantaged areas, as areas with a majority of 
immigrants.

Descriptive statistics was used to analyse demographic data in all studies. Small 
samples in papers I and IV and the positive skewness of the variable “work 
experience” in papers II and III justify the use of median instead of mean when 
estimating the average.

SDQ
The SDQ was chosen for the study in paper IV because it is a well known and 
validated questionnaire translated into several languages all over the world. Studies 
using the SDQ along with research interviews and clinical ratings have shown that 
the SDQ is sensitive to treatment effects (SDQ, 2006). “Before” and “after” SDQs 
can be used to evaluate specific interventions. Added value score based on SDQ 
can be used to measure how much help the intervention provides. The fact that the 
instrument includes items of strengths and is not only focusing on problems was an 
additional decisive factor for the choice. In spite of that one of the families refused to 
fill in the questionnaire deeming the questions as impertinent. Maybe the information 
of the purpose of the study and the function of the SDQ was insufficient. The short 
time between the pre and post test and the lack of control groups (Lazenbatt, 2002) as 
well as the fact that the special attention the families were provided could mean that 
the positive outcomes of the study is not mainly related to the specific models used. 
Also the testing process in itself can stimulate change (Campbell & Stanley, 1963) and 
further studies are required.  
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CONCLUSIONS
The thesis confirms the picture of schoolchildren’s mental health as increasingly 
deteriorated during the past decades. The mental ill health is expressed as an increasing 
frequency of recurrent health complaints, especially among girls and in socioeconomic 
disadvantaged areas. The reasons for the increasing mental ill health can be sought 
in problematic family relations. The need for appropriate tools for measuring mental 
health and a development of the SHR in relation to how to document these issues are 
obvious. The increasing mental ill health also calls for different methods of treatment 
and should include the family as co-operators. Using family sessions, in combination 
with working tools as genograms, ecomaps and closing letters can be useful. The 
school nurse’s role as a health promoting co-operator suits well into this approach.  The 
school nurses need supervision and support in how to document and handle mental ill 
health and/or ethical challenges in their roles when working on an individual as well as 
on a population based level. A proposal of a model for school health nursing emanating 
from the findings in this thesis is a pragmatic way to use theories and models 
facilitating the understanding of school nurses’ complex roles in the SHS context. 
The model is connected to the upstream, midstream, lowstream model determinants 
of children’s health and Bronfenbrenner’s Ecological Systems Theory. The model 
illustrates the school nurse as a mediator working on the bridge over the different 
socioeconomic determinant “streams” of health, as is described in Figure 5.
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IMPLICATIONS FOR NURSING PRACTICE AND FURTHER RESEARCH
The findings in this thesis may lead to an increased awareness of school nurses’ deep 
knowledge about schoolchildren’s health within the public health area and inspire 
further development within the profession.  Hopefully, the thesis will also contribute 
to the use of evaluated based working models within the profession as well as show 
opportunities to make the school nurses’ work apparent. Schoolchildren’s health is 
a concern on a national as well as on a local level. The SHS can contribute to basic 
data about schoolchildren’s actual health status and thereby create foundations for 
efforts to promote and improve public health. Schoolchildren’s increasing mental ill 
health has to be taken seriously and forceful actions are necessary. Future research is 
important in order to explore schoolchildren’s health, and to do it from the perspective 
of schoolchildren, school nurses, parents and teachers. The following areas may be of 
special interest for further research:

The mental health problem distribution among schoolchildren in different • 
groups    
The differences of expressions of mental ill health in relation to gender, • 
culture and socio-economic status. 

A reliable documentation is a prerequisite for reliable knowledge. The documentation 
of mental health was problematic, especially in relation to ethical considerations. 
Hopefully some of the findings in this thesis can contribute to a wider discussion 
of what, how and to what extent mental health problems should be recorded. The 
following areas may be of special interest for further development and research: 

The recording in the SHR, emphasizing notations related to mental health and • 
troublesome ethical issues 
Systematic and ethical supervision in order to support the documentation • 
process. 

The family session model can be used by school nurses in their work with 
schoolchildren’s health in accordance with nursing supervision. A further development 
and assessment of the CFAM and CFIM models when handling different kinds of 
ill health among schoolchildren in the context of SHS could be a subject for further 
development and research. The following areas may be of special interest: 

Special groups of high priority could be e.g. schoolchildren with alternating • 



47

living and schoolchildren with immigrant parents expressing ill health 
The use of genogram and ecomaps when schoolchildren are moving between • 
schools  
School nurses’ roles as co-operators. • 
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SUMMARY IN SWEDISH
Populärvetenskaplig sammanfattning
Skolsköterskors uppfattning om, dokumentation av samt modeller för att arbeta 
med att förbättra skolbarns hälsa 
 
Avhandlingens övergripande syfte var att undersöka skolsköterskors uppfattning om 
skolbarns hälsa och att analysera faktorer som påverkar dokumentation av skolbarns 
hälsa i skolhälsovårdsjournalen. Ett ytterligare syfte var att utvärdera modeller för 
familjeinterventioner i skolhälsovård. Studierna är genomförda genom intervjuer med 
ett strategiskt urval av skolsköterskor, en nationell enkät till ett representativt urval av 
Sveriges skolsköterskor samt en interventionsstudie där familjesamtal genomfördes 
med skolbarn med subjektiva hälsoproblem och deras föräldrar i samarbete med deras 
verksamma skolsköterskor.  Studien var inspirerad av modeller för familjefokuserad 
omvårdnad utvecklade i Kanada. The Strengths and Difficulties Questionnaire (SDQ) 
användes som före och efter test. Separata utvärderingsintervjuer genomfördes med 
familjerna och med deltagande skolsköterskor. 

Skolsköterskorna bedömde skolbarnen som övervägande friska men med försämrad 
mental hälsa uttryckt som subjektiva hälsoproblem. Detta förekom särskilt i 
områden med hög andel invånare med socialbidrag och/eller invandrare och mer 
allmänt bland flickor. Grunden till den fysiska hälsan kunde sökas i individuella 
livsstilsfaktorer, medan grunden till den mentala hälsan kunde sökas i skolmiljö och 
i familjerelationer. Skolsköterskornas bedömning av den fysiska hälsan baserades på 
hälsokontroller och hälsosamtal. Spontana besök var vanligare för bedömning av den 
mentala hälsan. Dokumentation av den mentala hälsan visade sig vara en utmaning 
för skolsköterskorna. Svårigheterna var relaterade till etiska överväganden, tradition 
och tidsbrist samt till skolhälsovårdsjournalens struktur, som är uppbyggd kring den 
fysiska hälsan. En rädsla för att negativa anteckningar skulle märka skolbarnet för 
livet i relation till skolbarnet själv, föräldrar/vårdnadshavare, försäkringsbolag eller 
andra/påföljande vårdgivare fördes fram som hinder för att dokumentera mental och 
social hälsa. Familjesamtal, inspirerade av modeller från Kanada, visade sig vara 
användbara i skolhälsovården för att hantera subjektiva hälsoproblem hos skolbarn. 
Skolbarnen och deras familjer upplevde lättnad, de fick bekräftat att deras känslor och 
reaktioner var normala i en onormal situation. De blev medvetna om sina egna styrkor 
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och möjligheter. SDQ visade ett ökat välbefinnande efter sammankomsterna, både hos 
skolbarnen och hos föräldrarna. Modellerna visade sig vara användbara i skolhälsovård 
då de som enkla verktyg underlättade bedömningen, sparade tid och snabbt gav en bild 
av familjen och deras situation. Att sitta ner och samtala med familjer och ge tid för 
reflektion startade en förändringsprocess.  

Det första av de fyra delarbetena fokuserade på skolsköterskors uppfattning av 
skolbarns hälsa samt hur den dokumenteras i skolhälsovårdsjournalen och baserades 
på kvalitativa intervjuer med 12 strategiskt utvalda skolsköterskor. Studien utgjorde 
även underlag för en nationell enkät. Resultatet visade att skolsköterskorna uppfattade 
skolbarnens fysiska hälsa som god och den mentala hälsan som mindre god. 
Tillfredställande tillväxt och utveckling samt frånvaro av kroniska sjukdomar hos 
det stora flertalet var mått på en god fysisk hälsa enligt skolsköterskorna. Å andra 
sidan beskrevs bilden av ökande frekvens av elever med diabetes och allergi där 
särskilt tonåringarna drabbas existentiellt, dvs. hämmas i sin personliga utveckling 
på grund av sin sjukdom. Subjektiva symtom, såsom trötthet, huvudvärk och magont, 
var vanliga anledningar till spontana besök hos skolsköterskorna. En livsstil med 
ökning av stillasittande framför dator och video, stress, oregelbundna matvanor och 
rökning bland eleverna lyftes fram som exempel på orsaker till symtomen men också 
som en hälsorisk för framtiden med bland annat övervikt som följd. En ökning av 
återkommande subjektiva symtom såsom återkommande huvudvärk, magont och 
ångest beskrevs av skolsköterskorna som mått på den ökande mentala ohälsan bland 
elever, särskilt bland skolbarn i ekonomiskt utsatta områden samt hos flickor med låg 
självkänsla. Vanliga orsaker till den mentala ohälsan var problemfyllda relationer inom 
familjen. Barn med alternerande boende samt flickor från andra kulturer som inte tillåts 
leva som sina svenska kamrater pekades ut som särskilt utsatta grupper. Skolsituationen 
beskrevs också som en källa till stress. En ökning av våld och mobbing i skolan samt 
skoltrötthet med skolk var vanligt i vissa skolor. En ökad samverkan med socialarbetare 
och andra professionella inom området lyftes fram som en möjlighet att arbeta med och 
förebygga dessa problem.  

Dokumentation av skolbarns fysiska hälsa var oproblematisk, enligt skolsköterskorna, 
men att dokumentera den mentala/sociala hälsan innebar svårigheter relaterade till 
tradition, tidsbrist, journalens struktur samt etiska överväganden. En tradition av 
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korta notat, lösa lappar och/eller muntliga överlämningar då elever flyttar mellan 
skolor var förekommande, särskilt i relation till mental och/eller social ohälsa. En 
annan förklaring till bristande dokumentation var tidsbrist då flera elever köade i 
väntrummet. Strukturen på skolhälsovårdsjournalen, med förtryckta rutor, underlättade 
dokumentationen av den fysiska hälsan. De beskrivna svårigheterna med att 
dokumentera den mentala och sociala hälsan var särskilt uttalade i fall med känslig 
information mellan vårdgivare eller från eleven själv, där föräldrars/vårdnadshavares 
rätt att läsa journalen ibland kolliderar med dokumentationsskyldigheten. Ett sätt att 
arbeta med detta skulle, enligt skolsköterskorna, kunna vara ett ökat samarbete och 
gemensamma träffar med t ex barnhälsovård och familjen i samband med skolstart. 

Det andra delarbetet fokuserade skolsköterskors uppfattning om skolbarns hälsa ur 
ett nationellt perspektiv och baserade sig på postenkäter till ett representativt urval 
skolsköterskor anslutna till Riksföreningen för skolsköterskor (n=129). Respondenterna 
delades in i högrisk- respektive lågriskområden utifrån skolsköterskornas egen 
bedömning där lågriskområden utgjordes av en blandad befolkning. Högriskområden 
utgjordes av en befolkning med hög andel invandrare och/eller socialbidragsberoende. 
Resultaten från det andra delarbetet styrker resultaten från det första delarbetet. 
Skolsköterskorna bedömde eleverna som övervägande friska men att den mentala 
hälsan hade försämrats under de föregående två åren. Skolsköterskor verksamma i 
högriskområden bedömde i större utsträckning skolbarns mentala hälsa som sämre. En 
ökande besöksfrekvens av skolbarn med subjektiva symptom såsom återkommande 
magont och huvudvärk var mått på den ökande mentala ohälsan, särskilt bland flickor. 
Pojkar konsulterade i högre grad skolsköterskor med fysiska skador. Familjerelationer 
framstod som den mest betydelsefulla påverkansfaktorn för skolbarns mentala hälsa. 
Resultaten indikerar också att skolsköterskor har en genuin kunskap om skolbarns hälsa 
men att de verkar vara en outnyttjad resurs i forskning kring skolbarns hälsa.

Det tredje delarbetet fokuserade skolsköterskors erfarenheter av dokumentation i 
skolhälsovårdsjournalen. Resultaten baserar sig på postenkäter till samma urvalsgrupp 
som delarbete 2. Enkäterna innehöll såväl slutna som öppna frågor om vad som var 
svårt att dokumentera samt varför det var svårt. I resultatet framkom att femtio procent 
av skolsköterskorna upplevde svårigheter att dokumentera skolbarns mentala och 
sociala hälsa. Skolsköterskorna uttryckte en rädsla för att skada barnen i framtiden 
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då föräldrar och/eller andra vårdgivare/myndigheter kan kräva att läsa journalen. 
Framför allt var svårigheterna kopplade till känslig information om skolbarns 
beteende på individnivå och problematiska relationer eller missförhållanden inom 
familjen. På individnivå ansågs samtal, där eleven anförtror sig åt skolsköterskan, 
särskilt svåra att dokumentera. Flickors sexualitet med abortfrågor och remisser till 
ungdomsmottagningar eller liknande ansågs också svårt att dokumentera liksom 
självskadebeteende med t ex elevers missbruk och självmordstankar. Även mobbing 
och formella eller informella möten kopplat till skolsituationen ansågs svårt att 
dokumentera. Fysisk hälsa nämndes i liten utsträckning, däremot en svårighet att ibland 
separera den fysiska hälsan från den mentala och sociala samt att dokumentera när 
skolbarn söker upprepade gånger för småblessyrer. Familjerelationer såsom svårigheter 
att kommunicera inom eller med familjen ansågs som svårt att dokumentera. Detta 
var även fallet med misstankar om eller verifierad misshandel och missbruk av olika 
slag. Även anmälan till sociala myndigheter ansågs problematiskt och lösningar för att 
gå runt problemen och inte dokumentera i journalen var att skriva tillfälliga notat vid 
sidan om journalen. Den övervägande orsaken till varför det var svårt att dokumentera 
ovanstående uttrycktes som etiska överväganden i relation till såväl skolbarn, familj, 
andra vårdgivare/myndigheter samt till skolsköterskorna själva. En rädsla för att 
journalanteckningarna kunde misstolkas och därmed skada barnen på sikt uttrycktes. 
Osäkerhet hos skolsköterskorna om riktigheten i informationen samt när de ”hade en 
känsla av någonting” var andra anledningar till varför det var svårt att dokumentera. 
Strukturen på journalen, med tyngdpunkt på det fysiska hälsotillståndet, ledde även 
det till osäkerhet om hur den mentala och sociala hälsan skulle dokumenteras till såväl 
innehåll som omfattning. 

Resultaten från de tre första delarbetena som visade att skolbarns mentala hälsa 
försämrats med en ökning av subjektiva symtom, att orsakerna ofta sågs som 
familjerelaterade och svåra att dokumentera ledde till studie fyra. Syftet med 
interventionsstudien var att utvärdera en modell för familjesamtal, ursprungligen 
utvecklad i Kanada, i svensk skolhälsovårdskontext. I studien användes SDQ för att 
mäta den mentala hälsan före och efter familjesamtalen. Fyra flickor i nedre tonåren med 
subjektiva symtom och deras familjer ingick i studien som genomfördes i samarbete med 
två verksamma skolsköterskor. Interventionen bestod av tre hälsofrämjande familjesamtal 
med cirkulär frågeteknik och med fokus på styrkor och resurser samt med olika syften: 
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1. Historik med familjebedömning (med genogram), 2. Nuläge (med ekokarta) och 3. 
Strategier för framtiden. Ett sammanfattande brev sändes till respektive familj efter det 
sista samtalet. Utvärderingsintervjuerna som genomfördes av en oberoende forskare 
visade att skolbarnen och föräldrarna upplevde lättnad, de kände sig bekräftade och 
att deras känslor var normala i en onormal situation. De kände sig medvetna om 
sina egna styrkor och möjligheter. Samtalen hade satt igång en förändringsprocess 
kognitivt, affektivt och beteendemässigt menade familjerna. SDQ visade ett ökat 
välbefinnande efter samtalen, både ur barnens och ur föräldrarnas perspektiv. De 
deltagande skolsköterskorna ansåg att metoden var enkel att arbeta med och att den var 
värdefull i arbetet med skolbarn som har återkommande subjektiva symtom. Genogram 
och ekokarta användes även av skolsköterskorna i enskilda samtal med elever och 
visade sig vara tidsbesparande och ge en lättöverskådlig överblick av skolbarnens 
hälsosituation och nätverk. De sammanfattande breven upplevdes positivt av familjerna 
och var något som skolsköterskorna ville använda sig mer av.   

De delstudier som omfattade skolsköterskornas uppfattning om skolbarns hälsa visade 
på en samstämmighet i att skolbarns fysiska hälsa var övervägande god och att den 
mentala och sociala hälsan hade försämrats under senare år. Behovet av flera studier 
inom området med djupare analyser av samtliga aspekter på skolbarns hälsa synes 
angeläget för att kunna arbeta förebyggande på olika nivåer. Skolsköterskor finns nära 
barnen i skolan och resultaten tyder på en djupgående kunskap om skolbarns hälsa 
som inte utnyttjas fullt ut i ett folkhälsoperspektiv. Samstämmigheten var också god 
i de studier som omfattade dokumentationen av skolbarns hälsa där svårigheterna att 
dokumentera den mentala och sociala hälsan var entydiga. Behovet av flera studier 
synes angeläget för att fördjupa kunskapen om de svårigheter som skolsköterskorna 
upplever i dokumentationen av skolbarns hälsa. Resultatet av interventionsstudien 
visade att modeller för familjesamtal är möjliga att använda av skolsköterskor 
när barnen söker för återkommande subjektiva symtom men flera studier behövs. 
Förhoppningen är att resultaten av avhandlingen kan bidra till ökad aktivitet inom 
skolhälsovården avseende forskning och utveckling. Förhoppningen är även att 
strukturer för dokumentation av skolbarns hälsa kan utvecklas till att omfatta den 
mentala och sociala hälsan i högre grad och därmed bidra till en fullständigare bild 
av skolbarns hälsotillstånd. Detta kan även i förlängningen underlätta en systematisk 
sammanställning och rapportering av skolbarns hälsotillstånd. En modell för arbete 
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med skolbarns hälsa utifrån Bronfenbrenners ekologiska utvecklingsteori och 
modeller for bestämningsfaktorer av barns hälsa och med skolsköterskan i en roll som 
folkhälsoarbetare på såväl individuell som befolkningsnivå presenteras. 
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Enkät - skolbarns hälsa och dokumentation i skolhälsovårdsjournalen - Appendix 1

Del 1. Bakgrundsfrågor

1. Hur många år har du arbetat som skolsköterska?  ____________
       Antal år 

2. Vilket år är du född?      ____________
       År

3. Vilken specialistutbildning har du?  Ingen   
      Barnsjuksköterska 
      Distriktsköterska  
      Annan    
      _______________________
      Ange vilken

4. Hur stor omfattning har din tjänst?  __________
      % av heltid
       Semestertjänst   
       Uppehållstjänst  

      ________________
      Uppehållsfaktor
    
      Antal skolor _____

5. Vid vilken typ av skola är tjänsten förlagd? Kommunal skola  
      Friskola   
      _______________________
      Ange ev. profil
      (använd baksidan om flera skolor)

6. Var är tjänsten huvudsakligen förlagd?  Årskurs 0-6  
      Årskurs 0-9  
      Årskurs 7-9   
      Gymnasieskola  
      Annat    
      _______________________
      Ange vad



7. Hur många elever ansvarar du för?    ________________________

8. Vilken huvudsaklig befolkningsstruktur finns i skolans upptagningsområde?
     Landsbygd/mindre tätort 
     Större tätort  
     Stad    
     Storstad   
     (Stockholm, Göteborg eller Malmö)

9. Hur vill du beskriva befolkningen i upptagningsområdet?
(mer än ett svar kan anges) 
  
   Hög andel unga/barnfamiljer  
   Hög andel invånare med utländsk härkomst 
   Hög andel socialhjälpstagare  
   Hög andel höginkomsttagare  
   Blandad befolkning    
   Annat  __________________  
    Ange vad:

Del 2. Skolbarns hälsa

Hur uppfattar du 10. skolbarns fysiska hälsa på din(a) skola(or)?
    Mycket god   
    God    
    Mindre god   
    Dålig   

Vad grundar du denna uppfattning på?
______________________________________________________________________
______________________________________________________________________

Hur bedömer du 11. flickors fysiska hälsa idag jämfört med för ett par år sedan?
       Mycket bättre 
       Bättre  
       Ingen förändring 
       Sämre  
       Mycket sämre 



Om förändring, i vilket avseende?
______________________________________________________________________
______________________________________________________________________

Ange troliga orsaker till ev. förändring
______________________________________________________________________
______________________________________________________________________

Hur bedömer du 12. pojkars fysiska hälsa idag jämfört med för ett par år sedan?
       Mycket bättre 
       Bättre  
       Ingen förändring 
       Sämre  
       Mycket sämre 

Om förändring, i vilket avseende?
______________________________________________________________________
______________________________________________________________________

  
Ange troliga orsaker till ev. förändring

____________________________________________________________________
____________________________________________________________________

13. Hur uppfattar du skolbarns psykiska hälsa på din(a) skola(or)?
      Mycket god  
      God   
      Mindre god  
      Dålig  

Vad grundar Du denna uppfattning på?
______________________________________________________________________
______________________________________________________________________



Hur bedömer du 14. flickors psykiska hälsa idag jämfört med för ett par år sedan?
       Mycket bättre 
       Bättre  
       Ingen förändring 
       Sämre  
       Mycket sämre 
Om förändring, i vilket avseende?
______________________________________________________________________
______________________________________________________________________

Ange troliga orsaker till ev. förändring
______________________________________________________________________
______________________________________________________________________

Hur bedömer du 15. pojkars psykiska hälsa idag jämfört med för ett par år sedan?
       Mycket bättre 
       Bättre  
       Ingen förändring 
       Sämre  
       Mycket sämre 
Om förändring, i vilket avseende?
______________________________________________________________________
______________________________________________________________________

  
Ange troliga orsaker till ev. förändring
______________________________________________________________________
______________________________________________________________________

16. Hur många spontana besök har du i genomsnitt under en vecka?    
   ____________st
   antal



17. Vilka är de tre vanligaste anledningarna till flickors spontana besök?
Idrottsskador  
Sårskador  
Allergi  
Tillfällig huvudvärk  
Återkommande huvudvärk  
Tillfälligt magont  
Återkommande magont  
Oro över sin kropp  
Ätstörningar  
Övervikt  
Infektioner  
Relationsstörningar i familjen  
Relationsstörningar med kamrater  
Annat _______________________  
           Ange vad    

18. Vilka är de tre vanligaste anledningarna till pojkars spontana besök?
Idrottsskador  
Sårskador  
Allergi  
Tillfällig huvudvärk  
Återkommande huvudvärk  
Tillfälligt magont  
Återkommande magont  
Oro över sin kropp  
Ätstörningar  
Övervikt  
Infektioner  
Relationsstörningar i familjen  
Relationsstörningar med kamrater  
Annat_________________________  
           Ange vad

19. Nämn tre faktorer som du menar positivt påverkar skolbarns hälsa i dagens 
samhälle.



20. Nämn tre faktorer som du menar negativt påverkar skolbarns hälsa i dagens 
samhälle.

Del 3. Dokumentation i skolhälsovårdsjournalen

21. Vilken typ av skolhälsovårdsjournal använder du? 
Datajournal   
Pappersjournal  

22. Vilken typ av system för sökord använder du?
Datajournalens 
VIPS  
Annat  
____________________
Ange vilket

23. När dokumenterar du elevers besök? 

alltid  oftast  ibland  sällan  aldrig
Under besöket tillsammans      
med eleven 

I direkt anslutning till      
besöket

Efter mottagningens slut           

Senare när tid finns              

24. Händer det att du har svårigheter att välja ut vad som ska dokumenteras när det 
gäller fysisk hälsa?

Ja   
Nej  



Om ja, ge exempel på svårigheter du upplevt

25. Händer det att du har svårigheter att välja ut vad som ska dokumenteras när det 
gäller psykisk hälsa?

Ja   
Nej  

Om ja, ge exempel på svårigheter du upplevt

26. Kan du ge exempel på något som är särskilt svårt för dig att dokumentera i 
skolhälsovårdsjournalen?  

27. Om du svarat på fråga 26 – varför är det svårt?

Fortsätt gärna på baksidan! 

Tack för din medverkan!



Appendix 2
Styrkor och svårigheter (SDQ-Swe) S11-16

Var vänlig kryssa för det alternativ (Stämmer inte, Stämmer delvis eller Stämmer helt) som du tycker passar 
bäst. Det är bra om du besvarar alla frågor, även om du inte är helt säker eller tycker att frågan verkar konstig. 
Frågorna gäller hur du har haft det de senaste 6 månaderna. 

Ditt namn………………………………………………….  Pojke/Flicka
Födelsedatum……………………………………………...

Stämmer       Stämmer        Stämmer
inte         delvis               helt 

Jag försöker vara vänlig mot andra. Jag bryr mig om deras känslor         �����������������������

Jag är rastlös. Jag kan inte vara stilla länge  �����������������������

Jag har ofta huvudvärk, ont i magen eller illamående  �����������������������

Jag delar ofta med mig till andra (mat, spel, pennor, annat)         �����������������������

Jag blir mycket arg och tappar ofta humöret  �����������������������

Jag är ofta för mig själv. Jag gör oftast saker ensam                  �����������������������

Jag gör oftast som jag blir tillsagd  �����������������������

Jag oroar mig mycket  �����������������������

Jag är hjälpsam om någon är ledsen, upprörd, eller känner sig dålig         �����������������������

Jag har svårt att sitta stilla, jag vill jämt röra och vrida på mig         �����������������������

Jag har en eller flera goda vänner  �����������������������

Jag slåss/bråkar mycket och kan få andra att göra som jag vill         �����������������������

Jag är ofta ledsen, nedstämd eller gråtfärdig  �����������������������

Andra i min ålder brukar gilla mig  �����������������������

Jag är lättstörd, jag tycker det är svårt med koncentrationen         �����������������������

Jag blir nervös i nya situationer. Jag blir lätt osäker  �����������������������

Jag är snäll mot yngre barn  �����������������������

Jag blir ofta anklagad för att ljuga eller fuska  �����������������������

Andra barn eller ungdomar mobbar eller retar mig                 �����������������������

Jag ställer ofta upp och hjälper andra (föräldrar, lärare, andra barn)         �����������������������

Jag tänker mig för innan jag handlar/gör något  �����������������������

Jag tar saker som inte tillhör mig, hemma, från skolan eller andra ställen �����������������������

Jag kommer bättre överens med vuxna än med jämnåriga         �����������������������



Appendix 2
Jag är rädd för mycket, jag är lättskrämd  �����������������������

Jag gör färdigt mina uppgifter, jag är bra på att koncentrera mig         �����������������������

Har du andra kommentarer eller bekymmer du vill ta upp? 

Var god vänd –det är några fler frågor på andra sidan

Sammanfattningsvis, tycker du att du har svårigheter på ett eller flera av följande områden: 
med känslor, koncentration, uppförande eller med att umgås/komma överens med andra människor? 

     Ja, Ja Ja 
     små klara allvarliga 
    Nej svårigheter svårigheter svårigheter 

�� �� �� �
Om du svarade ”Ja”, var vänlig besvara de följande frågorna: 

�Hur länge har du haft dessa svårigheter? 

    Mindre 1-5 6-12 Mer än
    än 1 månad  månader månader 1 år

�� �� �� �

�Oroas eller lider du av dina svårigheter? 

    Inte Bara Ganska Verkligen 
    alls lite Mycket Mycket 

�� �� �� ��

�Stör svårigheterna ditt vardagsliv på något av följande områden? 

    Inte Bara Ganska Verkligen 
    alls lite Mycket Mycket 
              HEMMA/I FAMILJEN  �� �� �� ��

              MED KAMRATER � �� �� �� ��

              I SKOLARBETET� � �� �� �� ��

              VID FRITIDSAKTIVITETER�� �� �� �� ��

�Blir dina svårigheter en belastning för människorna omkring dig (familj, vänner, lärare etc.)? 

    Inte Bara Ganska Verkligen 
    alls lite Mycket Mycket 

�� �� �� ��

Din underskrift……………………………………………..  Datum………………..  

Tack så mycket för hjälpen 
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School nurses’ view of schoolchildren’s health and

their attitudes to document it in the school health

record – a pilot study

This study highlights school nurses’ view of schoolchil-

dren’s health and their attitude to document it in the

school health records. A strategic sample of 12 school

nurses was interviewed. The interviews were semistruc-

tured and analysed with qualitative content analysis. The

findings showed that the school nurses’ viewed school-

children as physical healthy although they called attention

to growing problems related to a changed lifestyle. Psy-

chosocial ill-health was however increasing and the most

common reason for visiting the school nurse was psycho-

somatic expressions. According to the nurses’ descriptions,

health was related to the individual, the school and the

family situation. The family situation was mentioned as

one of the most important factors of schoolchildren’s

health. The nurses described no problem to document

schoolchildren’s physical health. Ethical consideration,

tradition, lack of time and the structure of the record were

however factors that were said to hinder the documenta-

tion of the psychosocial health. In order to promote, pro-

tect and recover schoolchildren’s health, more research is

needed about how beliefs, experience, ethical considera-

tion and resources influence the school nurse’s daily work

with schoolchildren’s health.

Keywords: school nursing, school nurses’ experience,

schoolchildren’s health, school health records, family,

interview, qualitative content analysis.
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Introduction

Although Swedish schoolchildren, in a World Health

Organization (WHO) Collaborative study by Marklund,

1997 (1) considered themselves as healthy, psychosomatic

complaints and emotions of depression have increased

during the last decades (1, 2). This paradox needs to be

investigated further. As the school nurse in Sweden is the

key person that continues the health surveillance and

immunizations and keeps School Health Records (SHR)

during the school age period (3), she/he might be in an

important position to shed a light on this paradox. There is

however, little empirical knowledge available about the

school nurses’ views and documentation in the SHR of

schoolchildren’s health. Such knowledge can be one

means of gaining insight into schoolchildren’s health and

adding valuable knowledge to the development of support

strategies during the school age period.

Several studies have shown that psychosomatic com-

plaints, such as headache and stomach pain are

increasing among schoolchildren (4, 5). Headache was

the most common symptom followed by stomach pain

(5, 6, and 1). ‘Somatizing’ can be an expression for

schoolchildren to say something important about them-

selves and their problems (7). Natviq et al. found asso-

ciations between school-related stress experience and a

risk of psychosomatic symptoms among adolescents (8).

In a previous study, Danielsson and Marklund found

that the number of young people with psychosocial ill-

health was increasing both among 11-year-old school-

children as well as in higher ages (2). These are alarming

results and must be taken seriously. It is proposed that

school nurses can be in an ideal position to identify and

meet these problems (9).
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The School Health Service (SHS) continues the child

health care during the school age period from 6–7 to

19 years of age (3). Health, in the Swedish School law (10),

is expressed as ‘mental and physical health ’ and in a report

from the Swedish National Board of Health andWelfare (3)

it includes mental, physical and social dimensions. The

main objective of the SHS is, according to the School law,

‘to follow, maintain and recover the schoolchildren’s

physical and mental health, and work for healthy habits

among them’ (10). The local community is responsible for

its organization. This could mean a variation of resources

spent in the field of action (3). The school nurse together

with the physician mainly carries out the health pro-

gramme. Nursing in SHS includes promotion, prevention

and protection of schoolchildren’s health. One of the tasks

of SHS is early detection of delayed development and other

impairments. The profession has changed during the 20th

century from detecting physical health problems to more

relation-based health problems. This includes nursing

interventions such as collaboration with parents, teachers

and/or other caregivers (3). Keeping of records within the

SHS organization is regulated by the law and by a number

of regulations published by the National Board of Health

and Welfare (11–13). It has, however, been found that the

knowledge of schoolchildren’s health is seldom systemat-

ized and that data from SHS are sparse and unreliable (14).

Rydell and Sundelin examined SHR and interviewed

school nurses and found that most information of psy-

chosocial health was missing in the records (15). As

empirical knowledge focusing the school nurses’ views and

documentation of schoolchildren’s health in the SHR is

rare it seems worthwhile to further investigate school-

children’s health from the school nurses’ perspective. The

aim of the study was to describe the school nurses’ view of

the schoolchildren’s health and their attitude towards

documenting it in the SHR. Further aim was to create a

base for a national survey to school nurses in Sweden.

Method

Informants and setting

Twelve school nurses from six different communities of

varied size and social structure in the southern part of

Sweden participated in the study during a period between

1996 and 2001. One big city, two rural communities, and

three middle-sized communities were included. In the two

rural communities all school nurses were interviewed

(n 4). In the big and middle-sized communities the

coordinating school nurse made the sample (n 8). The

rural communities had, to a great extent, middle class

inhabitants. The big and middle-sized communities were

represented by schools in varied district areas such as a

great part of immigrants, social assistance, lone-parent

families and/or mixed population. The majority of the

informants was employed part-time and was responsible

for several schools. Some of them worked as district or

paediatric nurses during the summer vacations. Both

compulsory school (CS) and upper secondary school (US)

were represented. The informants were all female and their

age was Median (Md) 51.5 years (range 40–60). Their

experience of being a school nurse was Md 8.5 years

(range 1–22). All of them had a long experience of nursing

Md 27.5 years (range 14–37). In Sweden, SHS has been

a responsibility for the communities since the middle of the

20th century which implies varied resources spent on the

activity. The former standard of approximately 800 pupils

per fulltime employed school nurse varies in this context

between 600 and 1000 (mean 823) pupils per nurse con-

verted into fulltime employment. The informants gave

their informed consent to participate in the study and, that

the participation could be withdrawn at any time. There

was no relationship of dependence between the inter-

viewer and the interviewees. The informants in the study

had the right to expect that any information collected

during the study would be kept in strictest confidence (16).

Interviews

The first author (EC), also trained as a school nurse, con-

ducted the tape-recorded interviews lasting between 40

and 60 minutes. They took place at the school nurse’s

consultation room. The interview started with a presen-

tation of the interviewer and a further explanation of the

aim of the study. Each informant was then asked, as freely

as possible, to tell their views of the schoolchildren’s health

and secondly, their views of how they document it in the

SHR. Follow-up questions were asked to deepen, develop

further or clarify the answers (17). The interviews were

carried out from a semistructured guide and included the

following areas: the school nurses’ views of the school-

children’s physical and psychosocial health, and how they

document it in the SHR. The interviews were transcribed

verbatim by the first author (EC).

Analysis

The interview text was analysed by means of qualitative

content analysis (18, 19). Qualitative analysis is concerned

with meanings, intentions, consequences and context (20)

and interpretations of the text can range from concrete to

abstract levels (21). The analysis was performed according

to the following steps:

1 To ensure identification of all the written answers were

numbered and then transformed into one text document.

2 To apprehend essential features and to obtain ideas for

further analysis the authors, independently, repeatedly

read the text as open-minded as possible. Four areas

seemed to be central: physical health, psychosocial illness,

easy to document and difficult to document.
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3 The first author (EC) reread the text taking all aspects of

the text into account. This analysis resulted in 570 mean-

ing units, i.e. words, phrases and sentences. The meaning

units were then sorted according to how they related to the

areas above.

4 The authors (EC, AB) reflected on, interpreted and dis-

cussed the meaning units’ relevance for the areas. This step

in the analysis identified two central categories and five

subcategories (Table 1).

5 All the meaning units were then sorted into the sub-

categories, and in order to enhance credibility the authors

(EC, KP, AB) compared categories and subcategories with

the statements and the original text. Consensus was

reached concerning the categories and the subcategories.

To further enhance credibility of the findings, quotations

from the original text are presented in the result section –

nurse numbered 1–12.

Results

Physically healthy and psychosocially unhealthy schoolchildren

The first category, decided on revealing the school nurses’

perception of the schoolchildren’s health, implied that

they were physically healthy and that psychosocial ill-

health was increasing. Physical complaints were however,

the most common reasons for visiting the school nurse.

The psychosocial health is bad – that is 75% of my

working hours. Lonely children, children in anguish

(10).

The text included both descriptions and explanations of

the schoolchildren’s health conditions and there were

more ill-health terms expressed and explained. The related

subcategories were, health/ill-health related to the indi-

vidual, health/ill-health related to the family, and health/

ill-health related to the school situation.

Health/ill-health related to the individual. The school nurses

described the schoolchildren as mainly bodily healthy,

with few physical health problems. This was expressed in

terms of few physical diseases and that the schoolchildren

were well examined during their infancy, e.g. following

their rate of growth.

Physically they feel quite well but not psychologically.

The child health care record shows they are physically

healthy when they are delivered over from the child

health care. The rate of growth is good, sight and

hearing are very good with most of them (8).

Physical ill-health such as speech problems as well as

chronic diseases, e.g. diabetes and allergy, was increasing

among adolescents. The nurses also highlighted chronic

illness as an existential burden for teenagers in their per-

sonal development. These types of suffering affect and

limit the daily life of the schoolchild.

It’s about the speech – we have the speech therapist a

lot – there are a lot of allergies, eczema – one knows

it’s increasing (3). Having a disease and at the same

time not being ill, is difficult for teenagers with dia-

betes. The blood sugar sways because of the develop-

ment. If they drink alcohol they feel rotten for a long

time. They also discover that it’s a serious disease they

have, with consequences in their adult lives (7).

The nurses described that the children’s lifestyle could be

seen as a health hazard. A lifestyle characterized by irre-

gular diet, nonexercising and stress, seemed to accelerate

during the school age period. Smoking habits also seemed

to increase among the pupils. Sitting in front of the per-

sonal computer also causes over weight and health prob-

lems further on, according to the nurses.

Many visits are caused by tiredness and headache.

Sleeping disorders, trouble at home, food disorders.

Many of them don’t eat breakfast and no lunch in

school either. Smoking a couple of cigarettes in the

morning and eating hamburgers in the evening when

they come home (2). There is a big group who doesn’t

exercise – they sit in front of the computer or the

video There are quite many who are over weight (3).

Psychosomatic complaints such as headache, stomach

pain and anxiety among the childrenwere common reasons

for spontaneous and frequent visits to the school nurses.

Problems with low self-esteem were said to be common

especially among the girls. There seemed to be lots of needs

among the schoolchildren to talk and entrust to someone

and the nurses described themselves in that role.

self-reliance at a low point especially the girls

(12). Anxiety, stomach pain and headache are com-

mon. There are lots of things to talk with the children

about and they need someone to entrust to (5).

Health/ill-health related to the family. The school nurses saw

the family situation as an important factor of the

schoolchildren’s health. The structure of the family as

well as conditions of living was pointed out as especially

related to psychosocial health. Two perspectives were

identified: one where mutuality characterized the family

situation, the other where the family situation was dis-

rupted. The nurses highlighted a family situation, char-

acterized by mutuality and taking interest in each other’s

Table 1 School nurses’ view and documentation of schoolchildren’s

health, categories and subcategories

Physically healthy and psychosocially unhealthy school children

Health/ill-health related to the individual

Health/ill-health related to the family

Health/ill-health related to the school situation

Easy to document physical status and difficult to document

psychosocial status in school health records (SHR)

Possibilities/hindrance related to tradition, time and structure

Possibilities/hindrance related to ethical considerations
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life, which seemed to be one determining factor for the

schoolchildren’s health.

There are families who do a lot together and whose

children feel well. They often go through school with

good grades, and even if they don’t have good grades,

they are popular among their schoolmates because

they’re strong as persons (4).

Schoolchildren with disrupted family situations domin-

ated in the nurses’ narratives. They explained that abuse/

disease in the family and/or alternations in living with

each parent every other week are examples of factors that

can cause psychosocial ill-health.

Some children have no help at home. Often the par-

ents are divorced and the children alternate and live

with each parent every 2 weeks or live with each

parent for 1–2 days. And these children are sometimes

very anxious (5). The hard cases are those who feel

bad in a psychosocial way and I think this group is

increasing or perhaps I see it more obviously. When

they tell about hard family circumstances such as

abuse and disease in the family (7).

Coming from another culture was seen as a risk factor

for ill-health by the nurses. Especially the girls were said to

be exposed.

They have a tough time. They are not allowed to live

like Swedish girls, independently, to go out seeing

boys. The father of the family can’t accept that and

then they feel really bad. They come to me, and it’s

not certain they tell me what’s on their minds, but I

notice they feel bad (6).

Health/ill-health related to the school situation. The school

nurses’ description of the school situation was dominated

by increasing stress rather than well-being. Violence and

bullying seemed to be common and an everyday experi-

ence in school. Lots of pupils are tired of school and in

higher ages nonattendance seemed to be a common phe-

nomenon.

Violence and bullying are increasing; we have lots of

pupils who are tired of school (2). A great number of

children who are nonattendant – 30 of 400 pupils at

the senior level (10).

There were some ideas of how to work with the prob-

lems, and early detection of nonattendance together with

teachers appeared to be a feasible way to prevent problems

later on. The school nurses called attention to the school as

an institution with opportunities to support children for

the future. For instance collaboration and building net-

work with social workers and with other professionals

working in the area was expressed to be an opportunity

when dealing with and/or preventing school problems and

thereby promote health.

We have good teachers who work on it early if they

are absent. Nonattendance is increasing at the senior

level. The school is important it is important to

capture them as early as possible one can support

them and make them feel that someone is caring (9).

We are going to build a network together with the

police, child welfare clinic and social welfare who

works in one of the most socially charged area I

think it is of great importance to see the environment

around the child and not only the things that happen

in school (5).

Easy to document physical status and difficult to document

psychosocial status in school health records

The second category, decided on revealing the school

nurses’ attitudes of documentation, implied that it was

easy to document physical health and difficult to docu-

ment psychosocial health. The text included both

descriptions and explanations of documenting the school-

children’s health conditions. However, more difficulties

were expressed and explained by the nurses. The related

subcategories were: possibilities/hindrances related to tra-

dition, time and structure, and possibilities/hindrances

related to ethical considerations.

Possibilities/hindrances related to tradition, time and struc-

ture. Tradition, time and structure were hindrances to

document in the SHR. It was said to be easy to document

the physical health and ill-health as there is a long tradi-

tion within the profession. The nurses meant that there

was a lack of tradition to document the schoolchildren’s

psychosocial health, which in turn lead to incompleteness

of the documentation of the psychosocial status in the

records.

I document all this physical, bandaging or spraining

(12). One cannot gather the mental health in there.

You have to figure it out by yourself (8).

Some nurses explained that it was common with oral

reports of the psychosocial health at the delivering of SHR,

when pupils, for example, are moving between schools.

The nurses described that they put loose notes inside or

outside the records or sum up briefly instead of docu-

menting text in clear.

As far as I know it has been a custom here only to

write short sentences about what lies behind. If you

get a record like that you call that school nurse and ask

what it means (8). It happens that the former school

nurse calls telling me to be in touch if ‘something

happens’ – and then you know that something will

happen (2).

Lack of time was said to be a hindrance to document

in the records. Contradictory to that there appeared to

be possibilities to save time by using brief notes and

document it later on. The possibilities of documenting in

the SHR were expressed by the nurses as values of having

it written down and that this can save time for further

consultations.
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Sometimes I have 20–30 children in the waiting

room and then there’s no possibility to note every

visit. I keep a pad where I put notes and later write

down what’s important (5). I document what I think

is important when having further consultations with

the pupil, and I have noticed that when beginning

with this, it helps me the next time when the pupil

comes (11).

The nurses described a lack of structure how to docu-

ment the children’s psychosocial health in the SHR. The

shaping of the record was said to be out of date and not

appropriate for the present needs. Another difficulty to

document psychosocial ill-health was explained as uncer-

tainty about what is important to document for the future.

I think that the record we have now maybe needs to

be changed so it became in a way to correspond to the

present needs from the pupils (5). There is a problem

with records and the children’s health – what should

one take into it (10)?

Possibilities/hindrances related to ethical considerations. Ethical

considerations seemed to be difficult to handle and affected

the nurses’ decisions about what to document in the SHR.

The nurses expressed for instance sensitive talks with

pupils and/or suspicions about maltreatment, abuse in the

family or other social evils as difficult to document. A fear

of risk to stigmatize and/or to manifest prospective prob-

lems was expressed by the nurses as the record is following

the pupil to the next school. They explained that as the

parents had the right to read the record they were cautious

with their documenting in an initial phase.

There can be a dilemma about what to write in the

records since they’re supposed to follow the students

to high school. It can sometimes be sensitive things

investigated and there might never be more and it’s a

pity it’s supposed to be read there (6). When the

children come and tell about problems with their

parents before you know more, then you don’t want

to write too much. I know that parents can come and

ask to read the record (1).

The nurses expressed some possibilities to deal with

ethical dilemmas related to the documentation of the

schoolchildren’s psychosocial health. A useful way to share

information with parents and/or other caregivers was said

to be co-operation and informal meetings with the child

health care clinic or the social welfare together with the

family. Discussions with colleagues and/or professional

guidance occur as feasible ways to diminish the uncer-

tainty of what to document in the SHR.

Wemeetall theparentsbeforethechildbegins inthefirst

grade together with the nurse from the child health

care clinic who brings the record. It has been much

appreciated by the parents. A group of school health

nurses usuallymeet once amonth a couple of hours and

we try to guide each other as well as we can (9).

Discussion

This study aimed to describe 12 school nurses’ view of the

schoolchildren’s health and their attitude to document it in

the SHR. The findings showed that psychosocial ill-health

among the schoolchildren was increasing but that physical

health was good. This is in line with previous studies from

schoolchildren’s perspective, which have shown that

Swedish schoolchildren are physically healthy and that

psychosocial ill-health is increasing (1, 4, 6). In this study,

health and ill-health were described as related to the

individual, the family and the school situation. The find-

ings also revealed that the nurses seemed to have a neg-

ative attitude towards documenting psychosocial ill-health

in the SHR. This negative attitude was related to ethical

considerations, tradition, time and structure.

The most important factor for children’s and young

people’s health is the family because their possibilities to

well-being and quality of life are mediated through the

family (3). In the present study, the school nurses saw the

family situation as an important factor that referred to

schoolchildren’s health. Psychosocial ill-health is increasing

among schoolchildren (1, 2) and the findings in this study

showed that the school nurses believed that families char-

acterized by mutuality promote health and that disrupted

families could cause psychosocial ill-health among the

schoolchildren. Also children, who are moving between

cultures and especially girls from other ethnic backgrounds,

were pointed out as a vulnerable group. Another growing

problem described by the school nurses was physical health

problems related to a changed lifestyle. The SHS is one

important part of the safety net of the society, which ought

to be close to children and families. The SHS can be seen as a

resource to handle different circumstances, which support

respectively threat parents’ opportunities to provide for

children’s needs and thereby form the children’s growing

conditions (3). In nursing, as early as Florence Nightingale

(22) the family has been seen as a vital importance for

health and well-being of its members. According to Wright

and Leahey’s ill-health can be seen as a family affair

and when one family member expresses ill-health it can

affect the others too (23). The nurses can probably make a

contribution by focusing the interaction and reciprocity

between health, ill-health and the family function/situ-

ation within the SHS. Involving family members and

focusing on the whole family as a unit, concentrating on

both the individual and the family simultaneously (22), is

probably of especial importancewhenworkingwith school-

children’s psychosocial problems. According to Moules,

families are sometimes unconscious of their own resources

and strengths (24). It might be fruitful to see the families as

experts on their own situation and that they are probably

an underestimated resource that has to be taken into

account in SHS. Several theorists mean that family health

care nursing represents the future practice of all nurses
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(22, 25, 26). Further research is needed to gain knowledge

about the needs for and consequences of a family centred

approach in school health nursing.

Another important factor that referred to schoolchil-

dren’s psychosocial health was the school environment.

Samdal (1998) studied the school environment as a risk or

resource for students’ well-being and found that satisfac-

tion with school was correlated to their opportunities to

influence regulations in school as well as feeling safe and

having supportive teachers (27). In this study, the school

nurses described the school situation as stressful with

increasing violence, disturbance and in higher ages non-

attendance. As children spend more than 15 000 hours in

school it appears to be valuable to reduce and/or prevent

school-related stress (28). In a report by Bremberg it is

suggested that health promotion in school environment

should focus on teaching methods as well as increased

student and parent influence (28). The school nurse’s

knowledge of schoolchildren’s health can be valuable

when dealing with school-related stress. It is important to

initiate collaboration and network building with other

professionals as well as with the schoolchildren and their

parents and thereby reduce stressful situations and prevent

problems later on.

The base of the SHS follow-ups and evaluating directed to

the individual pupil is the documentation in the SHR.

Documenting schoolchildren’s psychosocial health seemed,

however, to be a challenge for the school nurses in this

present study. Already in 1988, Rydell and Sundelin (15)

found that most information of psychosocial health was

missing in theSHR.Also thefindings from this study indicate

that this documentation still is missing and that the nurses

have a negative attitude to document psychosocial ill-

health. These findings are remarkable and have to be taken

seriously! Nurses in the present study expressed hindrances

related to ethical considerations as well as tradition, time

and structure. An ethical dilemma expressed was that

documenting psychosocial problems could mean a risk for

stigmatizing the child in the future. Another ethical

dilemma was the fact that parents might request to read the

SHR.One explanation to the nurses’ negative attitude to not

documenting can be that the nurses’ saw themselves as

advocates for the child. This role can be confronted. Acting

in the best interest of the child (29) is probably not to neglect

documenting in the SHR. There is an obvious risk that not

documenting can lead todelayed efforts to intervene in cases

with suspect maltreatment at home or in the school. Not

documenting could also mean that valuable information

about the child is missing and follow-ups get complicated.

The SHR in this connection shows a false picture of the

children’s health and this is not acting for the child’s own

good. Good nursing includes documenting all aspects of

schoolchildren’s health.

Follow-ups, evaluating and developing the local SHS is

based on actual directions for quality systems and enclose,

e.g. the routines and methods of the SHS. The present

study shows that one reason, why most of the nurses

expressed difficulties to document psychosocial health and

ill-health in the SHR, might be lack of routines and

methods in this area (30). Physical examinations have a

long tradition in the SHS, routines and methods are well

developed. As psychosocial ill-health is increasing among

Swedish schoolchildren it seems necessary to elaborate

routines and guidelines for measuring these aspects as

well. Lack of time was highlighted in this present study as a

reason that hinders managing and developing work. An

innovative study from the Swedish National Board of

Health and Welfare showed that the resources in the SHS

differ between the communities’ (31). Sufficient and

equivalent conditions, i.e. time, routines and methods to

document in the SHR are of importance to manage a

qualified and well-developed School Health Service. This,

in turn, might lead to a more appropriate follow-up and

evaluating of schoolchildren’s health.

Some threats to the credibility of a study of this kind

should be mentioned. The schoolchildren’s health is des-

cribed by nurses and not by the children or their parents.

A risk might be the lack of depth in the interviews.

Another problem concerns how the interviewer and the

interviewees engage with and understand each other.

Perhaps the interviewer was too superficial in performing

the interviews, or, that the nurses were not used to reflect

on their practice. The interviews were, however, both

substantially rich and nuanced. The interviewer’s further

experience of being a school nurse and thus familiar with

the context may contribute to forming a basis of under-

standing in the interview context. On the contrary, this

previous experience of working as a school nurse might,

in the text analysis and interpretation process, have made

her more sensitive and open-minded about the school

nurses’ situation. This could mean that the analyst noti-

ces things that were not clearly expressed in the text. It

could also have affected the interpretation of the text

negatively if this experience made the author less sensi-

tive and open-minded about revealing something new

during the interpretation process. This drawback was

assumingly compensated by the application of a strict

analysis method and by the fact that the co-analysts and

authors (AB and KP) had no experience of working in

SHS. In a sense, the interpretation reflects not only on the

text but also the school nurses’ and the authors’ under-

standing of the field. The first (EC) and the last author

(AB) carried out the analysis and the interpretation

process independently, but continuously had a discussion

with each other until agreements of possible interpreta-

tions occurred, and it is reasonable to assume that this

contributed to the credibility. The second author (KP)

verified the interpretation. Statements from the original

text are presented in the result section and will contribute

further to the credibility.
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Conclusions

It would have been interesting to observe how the school

nurses handle schoolchildren’s psychosocial health and

document it in the SHR. It would also have been inter-

esting to investigate the school nurses’ opinions and

experiences of involving the family in the SHS. In order to

promote, protect and recover schoolchildren’s health,

more research is needed about how beliefs, experience,

ethical consideration and resources influence the school

nurse’s daily work with schoolchildren’s health.
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Abstract 

Aims: To use school nurses’ knowledge and experience for a better understanding of 

schoolchildren’s health problems and their association to socioeconomic background and 

gender.   

Methods: Mail questionnaires were sent to a nationally representative, random sample of 

Swedish school nurses (n = 129). The questionnaire included structured and open-ended 

questions asking for school nurses’ judgement of schoolchildren’s health status, changes over 

the previous two years; estimation of schoolchildren’s most common reasons for consulting 

the school nurse; and estimation of factors influencing schoolchildren’s health. Results. 

Swedish school nurses judged schoolchildren’s mental health to have deteriorated during the 

previous two years with increasing health complaints, especially among girls and in 

disadvantaged housing areas. Disturbed family relations were considered as one important 

explanatory factor. Girls were more inclined to consult school nurses with subjective health 

complaints. Boys more often consulted the nurses with physical injuries. Conclusion: School 

nurses work close to the children and meet them continuously during the school age period. 

They have a genuine knowledge of schoolchildren’s health, which should be used even more, 

both in research and practice. The results may be applicable in other countries with similarly 

organized school health system. 

 

Keywords: Gender, Family, Health complaints, Mental health, Schoolchildren, School health 

service, School nurse, Socioeconomics. 

 

 

 

 

 

 

 

 



1

Background 

In most European countries self-reported health complaints in schoolchildren are frequent, 

from 15 to 43 per cent (1). In the Nordic countries an alarming increase in psychosomatic 

symptoms and long-term illnesses among schoolchildren has occurred (2, 3 & 4). The 

increase has been particularly steep since the 1970s, especially among girls (3). Accelerating 

stress in society, combined with economic strains and changes in family structures, are 

considered important factors for this development (5). Moreover studies have shown that 

mental health problems are more common among children in families with less good social 

and economic circumstances (6). Effects of the increased mental health problems are seen in 

many arenas, but most remarkably in school (7). School has a long history of protecting and 

promoting the health and welfare of young people, and the development of School Health 

Services (SHS) is one example of a key setting conducive to good health (8). In Sweden the 

objectives of the SHS are “to follow, maintain and recover the pupils’ physical, mental and 

social health” (9). The municipalities have the responsibility for the SHS as part of the school 

system (10) which could mean divergent resources spent on the activity and a variation in the 

number of pupils per fulltime employed school nurse between approximately 600 and 1000 

(mean 823) (11). The nurses and the physicians run special health programmes and the school 

nurse performs the health checkups and vaccinations during the whole school-age period from 

6–7 to 19 years of age (10). In spite of this, studies focusing on schoolchildren’s health from a 

school nurse perspective are sparse (12). In a national survey, Swedish school nurses (13) 

reported recurrent tension-type headaches to be one of the most common problems among 

adolescents visiting the school nurses' with stressors such as family and peer problems as 

important causes. In one interview study (11) twelve school nurses viewed schoolchildren’s 

psychosomatic symptoms increasingly worse although they were physically healthy. The 

family seemed to be the most important factor for the schoolchildren’s health status (11).  

 

Aim 

The aim of the present study was to use school nurses’ knowledge and experience for a better 

understanding of schoolchildren’s, health problems and their association to socioeconomic 

background and gender. 

 

Methods 

Design 

The approach is a national survey of the school nurses’ assessment of schoolchildren’s health.  



2

Participants and data collection 

The study was performed during 2005. A random sample of 10 % of Swedish school nurses 

(n=183) connected to the National Association of School Nurses, was invited to participate in 

the study. The organisation encompasses approximately 80 per cent of active Swedish school 

nurses (14). A questionnaire was mailed, together with a postage-paid reply envelope. 

Returned questionnaires were numbered consecutively to avoid unnecessary reminders. 

Eighteen questionnaires were returned unfilled with the following stated reasons: not working 

in the profession (n=11); administrators (n=3); sick listed (n=2); and newly employed (n=2). 

This left 165 possible respondents, of which 129 filled in and sent back the questionnaires, 

resulting in a response rate of 78 % after two reminders. The respondents were all females, 

aged Md 53 range (34-65) with experience as school nurse for Md seven years (range 0-31). 

The majority of the school nurses were trained as district nurses (53 %), paediatric nurses (30 

%) or both (6 %). Available time in minutes/pupil/week is shown in table 1. The school 

nurses could decide not to participate in the study, and the assembled data are kept in strictest 

confidence (15). It is impossible to identify individual nurses’ responses in the present report. 

 

Questionnaire 

A previous interview study with twelve school nurses was the basis for developing the 

questionnaire (11). Besides demographic questions, it consisted of eight structured questions 

with opportunities to make additional statements and three open-ended questions. Ten school 

nurses pilot-tested and assessed the appropriateness of the questionnaire, which resulted in 

minor editorial changes in the demographic part of the questionnaire. These school nurses did 

not participate in the study.  

 

The questionnaire consisted of three parts. Part one had six structured questions, two dealing 

with school nurses’ judgement of schoolchildren’s physical and mental health, with four 

response categories ranging from very good to bad. Additionally the respondents were asked 

to justify their judgement. The other four questions were about changes over the previous two 

years, considering gender, including five response categories ranging from much better to 

much worse. The respondents were encouraged to exemplify probable reasons for any 

changes. Part two of the questionnaire, including three questions, dealt with spontaneous 

visits to the school nurse. Additionally, the school nurses were asked to estimate the number 

of spontaneous visits per week. In two structured questions, girls/boys respectively, the school 

nurses were asked to estimate the three most common reasons for the schoolchildren’s 
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spontaneous visits. The questions consisted of 14 items, namely: Occasional 

headache/stomach pain, recurrent headache/stomach pain, disturbed schoolmate/family 

relations, sport injuries, wounds, infections, eating disorders, obesity, allergy, worries about 

their body and one open-ended item for notations of other reasons. Finally, in part three, the 

school nurses were asked to estimate three positive/negative factors influencing 

schoolchildren’s current health status. 

Analyses 

Descriptive statistical analyses were all performed using the software Statistical Package for 

Social Sciences (SPSS/PC, version 12.0). To compare schoolchildren’s health with their 

living conditions, the sample was divided into two areas, A and B, based on the school nurses’ 

judgement of the school district in their main service. Area A meant that a predominant part 

of inhabitants benefited from social assistance and/or were immigrants. Area B consisted of 

mixed strata of the population (Table I).  

 

Table I. The school nurses’ district divided into two areas based on the nurses’ 
judgement of their main service and available time minutes/pupil/week. 

Area Aa Area Bb Total 

 n=41 (32%) n=87 (68%) n=129c (100%) 

 n % n % n % 

Rural area 6 15 42 48 48 37 

City/built-up area 35 85 45 52 80 63 

CSd Grade 0–6 11 27 26 30 37 29 

CSd Grade 0–9 18 44 37 42 55 43 

CSd Grade 6–9 / USe 12 29 24 28 36 28 

Available time in minutes/ pupil/weekf mean 3.70 mean 3.30 mean 3.43c 

Range in brackets (2.12–8.37) (1.20–4.92) (1.20–8.37) 
a Area A = Predominantly social assistance/immigrants 
b Area B = Mixed strata 
c One respondent missing 
d CS = Compulsory School 
e US = Upper Secondary School 
f  School nurses proportions of employment diverge to a great extent. To facilitate comparisons the available time 
is rated as above  
 

Manifest content analysis, i.e. identifying and counting elements (e.g. words, themes, items) 

that are physically present in a text (16) was used to analyse additional statements in part one 

of the questionnaire and the two open-ended questions in part three, altogether (n=581) 

statements. The analysis started with several readings of the statements in order to acquire a 
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sense of the whole. Then the statements were split into elements that appeared to share the 

same content. The analysis of the statements about grounds for school nurses’ judgement of 

schoolchildren’s health resulted in the elements Health checkups/health dialogue (n=51), 

spontaneous visits (n=27) and general opinion (n=115). During the reading process it seemed 

evident that school nurses’ statements on schoolchildren’s probable reasons for changes in 

health during the previous two years and their estimation of factors influencing 

schoolchildren’s health were quite similar and therefore analysed as one unit. The analysis 

resulted in the elements individual (n=142), family (n=119), school (n=95) and community 

factors (n=32). The first and the third author read the statements separately to develop ideas 

for further analysis. Taking the research question into account, and after reflecting and 

discussing with the second author, the preliminary results were decided on.  

 

Results 

Basis for the nurses’ judgement of schoolchildren’s health 

The nurses’ judgement of schoolchildren’s health was based on health checkups/routine 

health dialogue, on children’s spontaneous visits and on general opinions. The health 

checkups/health dialogues were declared as common grounds for judging the physical health 

(n=32) and less common for judging the mental health (n=19). The majority of the 

schoolchildren declared that they felt well at the health checkups, and had stable home and 

school situation. Recurrent spontaneous visits were more common as a basis for assessing the 

mental health (n=24) than the physical health (n=3). Increasing stress in the schoolchildren’s 

life, expressed as subjective health complaints and self-destruction were seen by the nurses. 

An increasing number of contacts occurred with worried children related to asylum-seeking, 

bullying and divorce. Dissatisfaction with their bodies was common, especially among girls. 

Problems with concentration were more common among the boys according to the nurses. 

General opinions, expressed in sweeping sentences like “most children are healthy” or “I’ve 

been working 20 years as a school nurse and know them well”, with no allusion to health 

checkups or visits, were common as grounds for nurses when judging the schoolchildren’s 

physical health (n=54) and mental health (n=61).  

 

School nurses’ judgement of the schoolchildren’s physical and mental health. 

In both areas the school nurses believed that the mental health was worse than the physical 

health but to a greater extent in Area A (Table II). The majority of the nurses considered the 

schoolchildren to be physically healthy.  



5

Table II. Schoolchildren’s actual health as judged by Swedish school nurses. 
 Physical health 

 Very good/Good Less good/Bad  Missing Total n = 129 

 n % n %  n n % 

Area Aa 34 83 7 17   41 32 

Area Bb 83 95 4 5   87 68 

Total 117 91 11 9  1 128 100 

 Mental health 
 Very good/Good Less good/Bad  Missing Total n = 129  

 n % n %  n n % 

Area Aa 9  23 31 77   40 32 

Area Bb 47  55 39 45   86  68 

Total 56  44 70 56  3 126  100 

a Area A = Predominantly social assistance/immigrants 
b Area B = Mixed strata 
 
The school nurses in both areas meant that the mental health, as well as the physical health 

had deteriorated over the previous two years in both sexes. The deterioration of the mental 

health was most notable among girls (Table III).  

 

Table III. School nurses judging schoolchildren’s actual health – changes during the previous 
two years. 

 Physical health Mental health 

 
Better/ 

Unchanged 

Worse/ 

Much worse 

Missing 

n=1 

Total  

n=129 

Better/ 

Unchanged 

Worse/ 

Much worse 

Missing 

n=1 

Total 

n=129 

 n % n % n n % n  % n  % 1 n % 

Area Aa Girls 27 71 11 29 3 38 32 17 44 22 56 2 39  33 

Area Bb Girls 64 81 15 19 8 79 68 35 44 44 56 8 79  67 

Total Girls 91 78 26 22 11 117 100 52 44 66 56 10 118  100 

Area Aa Boys 31 79 8 21 2 39 33 20 51 19 49 2 39  33 

Area Bb Boys 68 85 12 15 7 80 67 54 68 25 32 8 79 67 

Total Boys 99 83 20 17 9 119 100 74 63 44 37 10 118  100 

a Area A n=41 (Predominantly social assistance/Immigrants) 
b Area B n=87 (Mixed strata) 

 

There were some gender differences in the consulting patterns. Among boys sport injuries, 

wounds and infections followed by subjective health complaints and occasional headache 

were reported as the most common reasons for spontaneous visits to the school nurse. Among 
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girls, subjective health complaints were ranked as most common reasons followed by sport 

injuries and occasional headache. Disturbed relations with schoolmates or family members 

were also more common reasons for spontaneous visits among girls (Table IV).  

 

Table IV. School nurses' total ranking order of the three most common reasons for 
schoolchildren’s spontaneous visits to the school health service. 
Consulting reasons Girls  Boys  Total n=129 b

 n %  n %  n % 

Sport injuries, wounds, infections 105 25,7  241 60,1  346 42,8 

Subjective health complaints 123 30,1  57 14,2  180 22,2 

Occasional headache 62 15,2  49 12,2  111 13,7 

Disturbed schoolmate relations 40 9,8  12 3,0  52 6,4 

Occasional stomach pain 33 8,1  11 2,7  44 5,4 

Disturbed family relations 26 6,4  11 2,7  37 4,6 

Allergy 8 2,0  12 3,0  20 2,5 

Obesity 5 1,2  8 2,0  13 1,6 

Eating disorders 6 1,5  0 0,0  6 0,7 

Total statements 408a 100  401a 100  809 a 100 
a Some of the respondents stated more than three reasons. Subjective health complaints includes recurrent 
headache, recurrent stomach pain, worries and sleeping disorders  
b missing=3 
 

Factors affecting schoolchildren’s health 

Factors on the individual level, the family level, the school level and the community level 

were considered to affect the schoolchildren’s physical and mental health in a positive or 

negative way. “Stress” was the most common word (n=51) reported by the school nurses and 

related to all factor elements affecting schoolchildren’s health in a negative way. Selected 

statements are shown in table V. 

 

On the individual level, lifestyle factors, e.g. diet, exercise and sleeping habits, were seen as 

most important in influencing the schoolchildren’s physical health, in a positive, as well as in 

a negative way, as reported by a majority of the school nurses. The necessity of exercise and 

healthy diet on a regular basis among schoolchildren was emphasized.  Access to leisure time 

activities with local sports associations was also judged as an important factor. An increased 

polarization among schoolchildren’s activities was reported. One group of schoolchildren 

seemed to be active in many different ways, not merely positive for the physical health, e.g. 

causing injuries. Another group of schoolchildren did not seem to move at all.  
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Family factors, such as stressful relations, disrupted living, busy parents and boundless 

upbringing were meant to affect schoolchildren’s mental health in a negative way. Opposite to 

that, family factors affecting schoolchildren’s health in a positive way were exemplified as 

confident parents engaged in their children’s everyday life. Support and close cooperation 

with the school were stated as encouraging positive health development among the children.   

 

On the school level a healthy environment with an increasing awareness of the importance of 

a comprehensive view of the schoolchildren, bullying prevention, and qualified teachers were 

pointed out as positive health factors for schoolchildren. A well-functioning SHS with high 

accessibility, giving opportunity for early detection of ill health and cooperation with other 

actors in the field was also declared a positive factor. Negative factors such as economic 

strain with run-down schools, big classes and little time for children with special needs caused 

ill health. Fewer opportunities to exercise in school lead to an increasing frequency of obesity 

among schoolchildren. Stressful study environment with lots of grades and tests lead to stress 

symptoms.  

 

On the community level extended general investment in public health work, exemplified as 

appropriate time for meaningful leisure and healthy housing together with increasing 

opportunities for children to make themselves heard, were exemplified as positive health 

factors among schoolchildren’s. Negative factors such as dangerous traffic environment, 

insecurity in the residential area as well as commercials spreading false messages were 

pointed out by the school nurses as affecting schoolchildren’s health in a negative way.  
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Table V: Factors affecting schoolchildren’s health stated by Swedish school nurses. 
 Individual level 

(n=52) 

Family level 

(n=46) 

School level  

(n=65) 

Community level 

(n=23) 

“Increasing 

knowledge of the 

importance of healthy 

food and daily 

exercise.” 

“Adults that have 

energy and pay 

attention to.” 

“Increased knowledge 

and professionalism 

among teachers about 

children’s different 

needs.” 

“Access to healthy 

dwellings.” “Lots of 

opportunities to make 

choices in society.” 

Positive 

factors 

“Lots of children are 

active in sports and/or 

other clubs.” 

“Supporting parents 

and functioning 

network between 

home and school.” 

“The school nurses’ 

health dialogue.” The 

School Health Service 

(SHS) has a unique 

opportunity to detect 

ill health.” 

“The Children’s 

Ombudsman and 

Children’s Rights in 

Society (BRIS), which 

allow the children to 

speak.” 

 Individual level 

(n=90) 

Family level  

(n=73). 

School level  

(n=30) 

Community level 

(n=9) 

“Computers, TV, 

mobiles lead to less 

activity in daily life as 

well as too little 

sleep.” 

“The parents are 

overstrained.”  “Many 

children feel bad 

because of disrupted 

living with each 

parent every two 

weeks.” 

“Big schools and 

classes, few teachers 

and other adults.” 

“Sports – too little in 

school – many young 

people don’t move at 

all.” 

“The traffic situation – 

it’s hard to ride a bike 

to school.” “A fear of 

staying outdoors 

because of troubles in 

the residential area.” 

Negative 

factors 

“Many are inactive, 

have more back 

complaints and 

overweight but also 

injuries caused by 

over activity.” 

“Too little time for the 

children, who feel 

lonely and miss 

contact with adults” 

“No limits and to little 

demands at home.” 

“Stress, high demands 

and eager pursuit of 

high grades.” 

“Commercials from 

TV, newspapers and 

movies spread false 

ideal pictures which 

never can be reached 

and lead to continuous 

dissatisfaction with 

the self-image.” 

*Total statements: n=388 
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Discussion 

The results are based on school nurses’ judgement of schoolchildren’s health and their living 

conditions. They do not claim to give a full and objective picture. It is not possible to estimate 

the scientific basis of that information, which will certainly be coloured by general opinions in 

society. The time frame, the previous two years, must be seen as an approximation, since no 

specific dates are asked for. Also the school nurses’ judgement of the socio-economic 

characteristics of the areas is uncertain and is therefore a limitation of the study. Nevertheless, 

there are reasons to believe that the results are important, since they are based on school 

nurses’ genuine and profound knowledge of schoolchildren’s health. School nurses meet 

almost all schoolchildren several times during their school-age period and are familiar with 

the school environment and the residential area. The advantages of the study are that it is a 

randomized, nationwide study with an even distribution throughout the country with a high 

response rate (78%). Research in the field is sparse and the results should encourage further 

studies. The results may also be applicable in other countries which have a well-organized 

school health system. Since it is a cross sectional study, causal interpretations are impossible 

 

The main finding was that school nurses judged schoolchildren’s mental health to have 

deteriorated over the previous two years and to a greater extent in disadvantaged housing 

areas. In a literature review Bremberg (6) concluded that mental health problems are more 

common among children in families with less good social and economic circumstances. Also 

the recent Public Health Report (17) confirms that health inequalities in Sweden are 

increasing. The mental ill health is evident, e.g., in the larger number of young people treated 

for drug abuse and attempted suicide (18). Also, the admission rates to child and youth 

psychiatry and the consumption of psycho pharmaceuticals have increased greatly in recent 

decades (17). These are alarming consequences, which have to be taken seriously. A forceful 

action is necessary and may improve schoolchildren’s health and, as stressed by a report from 

The National Institute of Public Health, also have long-term benefits for the national economy 

(18).  

 

An increasing number of schoolchildren with subjective health complaints, such as recurrent 

headache and stomach pain, were consulting the school nurses in the present study. Several 

other Nordic studies show that psychosomatic complaints are increasing among 
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schoolchildren (2, 3, 4,). There seem, however, to be some gender differences in this area 

which arise after puberty (17), and one study showed almost four times higher frequencies of 

depressions among 16–17-year-old girls (19). In addition, studies showed higher prevalence’s 

of psychosomatic complaints among girls (1, 2, 20, 21, 22). This is in line with the results 

from the present study, where the school nurses perceived increasingly poor mental health, 

most notably among girls, who were more inclined to consult school nurses with subjective 

health complaints, while the boys more often consulted the nurses with objective physical 

injuries. These worrying results are also confirmed in a current Status report (23) describing 

young women’s mental health as still deteriorating and according to a recent National 

commission report (24) reliable explanation is lacking. Considering these results, several 

research questions are raised and further investigations are required. How can these 

disadvantageous developments decrease? We know that girls express their mental health 

problems differently from boys, but is that the only explanation? Does the fact that school 

nurses to almost 100 per cent are females also influence the results?  

The spontaneous visits to the school nurse seemed to be more common as a basis for judging 

schoolchildren’s mental health than the routine health checkups. In Sweden there are no 

traditions of regular and consistent measurements of mental health, and a previous study (11) 

indicated that the structure of the School Health Record was not appropriate for this purpose. 

This could lead to a risk of delayed attention and detection of mental health problems. 

However, the area is defined as one of the most important for good population health, and the 

Swedish National Board of Health and Welfare has recently proposed a model for measuring 

and monitoring children’s and adolescents’ mental health on a regular basis (25). To deepen 

the knowledge of schoolchildren’s health and well-being it is necessary to measure and 

document all aspects of their health, to analyse the outcome of the health surveillances as well 

as to evaluate successful health promotion interventions.  

 

The present study also indicates an association between subjective health complaints and 

family-related problems. Stressful family relations were stated as negative factors for 

schoolchildren’s health. The result is in line with previous studies where family stressors 

seemed to be important factor for schoolchildren’s health status (11, 13). Nurses are in key 

positions to assess family stresses and strengths (26), and school nurses can play an important 

role in detecting health problems among schoolchildren. Lightfood & Bines (27) identified 

family support as one of four key elements of the school nurse’s role. Inviting the parents 

together with the child and discussing the self-perceived ill health may be one way to support 
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schoolchildren and their families. However, in the recently elaborated guidelines for the SHS 

(28) psychosocial factors and family relations are mentioned as important only to a certain 

degree. A development of the guidelines seems necessary, taking into account the school 

nurses’ knowledge about schoolchildren’s health and the importance of family relations, as 

well as a deeper knowledge of how to encounter and handle these situations.  

 

Conclusion 

Swedish school nurses judged schoolchildren’s mental health to be deteriorating, especially 

among socially vulnerable groups and more generally among girls. The girls were inclined to 

consult the nurses because of subjective health complaints, and the boys because of objective 

physical injuries. The health checkups and the health dialogues were commonly used to judge 

physical health. Spontaneous visits, initiated by the schoolchildren, were more commonly 

used to judge mental health. A systematic judgement of the children’s mental health and 

repeated measurement as an integral part of the regular health checkups is required. Individual 

factors related to lifestyle affected the schoolchildren’s physical health, and the mental health 

was affected by family relations. Collaboration with the family can be one way to improve 

schoolchildren’s health. Although school nurses have a unique opportunity to estimate and 

follow schoolchildren’s health, their knowledge seems to be a seldom-used resource, in 

research as well as in practical SHS. If the intentions of the Education Act to promote, protect 

and consider all aspects of schoolchildren’s health are to be followed, it is necessary for the 

SHS to fully exploit its potential and to systematically encourage, train and use the school 

nurses’ knowledge. The results and suggested measures may also be applicable in other 

countries with a similarly organized school health system. 

 

Acknowledgement 

We thank the school nurses for participating in the study. 

 

 

 

 

 

 

 

 



12

References 

1. World Health Organisation, Europe (2004). Health Behaviour in School-Aged 

Children (HBSC) study: International report from the 2001/2002 survey. Young 

people’s health in context. Health Policy for Children and Adolescents, (4). 

2. Natvig, G.K., Albrektsen, G., Anderssen, N. & Qvarnström, U. (1999). School-related 

stress and psychosomatic symptoms among school adolescents. Journal of School 

Health 69 (9), 362-368. 

3. Berntsson, L. (2000). Health and well being of children in the five Nordic countries in 

1984 and 1996 [dissertation]. Göteborg: the Nordic School of Public Health.  

4. Danielsson, M. (2003). Svenska skolbarns hälsovanor 2000/01. Tabellrapport. [The 

National Institute of Public Health. Health Behaviour in Swedish School-Aged 

Children – A WHO Collaborative Study. Table-report]. Folkhälsoinstitutet: 

Stockholm: (50).  

5. Berntsson, L., Köhler, L. & Gustafsson, J-E. (2001). Psychosomatic complaints in 

schoolchildren: a Nordic comparison. Scandinavian Journal of Public Health 29, 44-

54.  

6. Bremberg, S. (2002). [Social differences in ill health among children and adolescents 

in Sweden – a knowledge overview.] Stockholm: Statens folkhälsoinstitut (The 

National Institute of Public Health) (4). (In Swedish).  

7. World Health Organisation (1997). Promoting health through schools – Report of a 

WHO Expert Committee on Comprehensive School Health Education and Promotion. 

WHO, Technical Report Series 870.  

8. Naidoo, J. & Wills, J. (2000). Health promotion – foundations for practice, 2nd ed. 

Chapter 14. London: Baillière Tindall.  

9. Utbildningsdepartementet (1985). Skollagen. [The Ministry of Education – The 

Education Act]. 1985:1100. (In Swedish)  

10. Socialstyrelsen (1998). Skolhälsovården – underlag för egenkontroll och tillsyn [The 

National Board of Health and Welfare. The School Health Service –foundation for 

own control and supervision]. (In Swedish). 

11. Clausson, E., Petersson, K. & Berg, A. (2003). School nurses’ view of 

schoolchildren’s health and their attitudes to document it in the school health record – 

a pilot study. Scandinavian Journal of Caring Sciences 17, 392-398. 

12. State of the Art (2001). Skolhälsovårdens generella insatser. Svenska 

Skolläkarföreningen, Riksföreningen för Skolsköterskor. Slutförslag. [The School 



13

Health Service general efforts. The Swedish Association of School Doctors, The 

Swedish Association of School Nurses. Final proposal]. (In Swedish).  

13. Larsson, B., Zaluha, M. (2003). Swedish school nurses' view of school health care 

utilization, causes and management of recurrent headaches among school children. 

Scandinavian Journal of Caring Sciences 17 (3):232-8. 

14. Sveriges kommuner och Landsting. (2005). [Swedish municipalities and county 

councils]. Retrieved January 23, 2007 from 

http://www.skl.se/artikel.asp?C=3388&A=22179  (In Swedish).  

15. Vetenskapsrådet (2002). Riktlinjer för etisk värdering av medicinsk humanforskning. 

MFR-rapport 2, 2:a rev. versionen [(The Swedish Research Council. Ethical 

principles in human research). (In Swedish).  

16. Berg, B.L. (2004). Qualitative Research Methods for the Social Sciences, 5th ed. 

Chapter 11. Boston: Allyn & Bacon.  

17. Socialstyrelsen (2005). Folkhälsorapport [National Board of Health and Welfare. 

Public Health Report]. 2005-111-2. (In Swedish). 

18. Folkhälsoinstitutet (2004). Tänk långsiktigt! En samhällsekonomisk modell för 

prioriteringar som påverkar barns psykiska hälsa. [Long-term thinking! A national 

economic model for priorities affecting children’s mental health. The National 

Institute of Public Health]. 2004:14. (In Swedish). 

19. Olsson G. (1998). Adolescent depression: Epidemiology, nosology, life stress and 

social network. [dissertation]. Uppsala University.  

20. Berntsson, L.T. & Gustafsson; J-E. (2000). Determinants of psychosomatic complaints 

in Swedish schoolchildren aged seven to twelve years. Scandinavian Journal of Public 

Health, 28(4), 283-93.  

21. Petersen, S., Bergström, E., Brulin, C. (2003). High prevalence of tiredness and pain 

in young schoolchildren. Scand J of Public Health, 31(5): 367-74.  

22. Petersen, S., Brulin, C., Bergström, E. (2006). Recurrent pain symptoms in young 

schoolchildren are often multiple. Pain. Mar;121(1-2):145-50. 

23. Socialstyrelsen (2006). Public Health in Sweden − Status Report 2006. 

(http://www.socialstyrelsen.se/Publicerat/2007/9489/Summary.htm (retrieved 2007-

10-02).  

24. SOU 2006:77. Ungdomar, stress och psykisk ohälsa – Analyser och förslag till 

åtgärder. Integrations- och jämställdhetsdepartementet. (Youth, stress and mental ill 



14

health - National report - The Ministry of Integration and Gender Equality 

http://www.regeringen.se/content/1/c6/06/74/72/ff3f46fd.pdf (Retrieved 2007-10-02) 

25. Hagqvist, C. (2004). Mätning av barns och ungdomars psykiska hälsa. Förslag till 

nationella och återkommande undersökningar. Stockholm: Epidemiologiskt centrum. 

Socialstyrelsen. [Measuring children’s and adolescents’ mental health. Proposals for 

national and recurrent surveys. Epidemiological centre – The National Board of 

Health and Welfare]. (In Swedish). 

26. Friedman, M.M. (1997). Family nursing: Research, theory, and practice, 4th ed. 

Stamford: Appleton & Lange.  

27. Lightfoot, J. & Barnes, W. (2000). Working to keep school children healthy: the 

complementary roles of school staff and school nurses. Journal of Public Health 

Medicine, 22 (1), 74-80. 

28. Socialstyrelsen (2004). Riktlinjer för Skolhälsovården [The National Board of Health 

and Welfare. Guidelines for School Health Care], 2004-130-2. (In Swedish). 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 



III





Nursing Ethics 2008 15 (1) © 2008 SAGE Publications 10.1177/0969733007083933

Address for correspondence: Eva Clausson, Kristianstad University, Department of Health
Sciences, SE-291 88 Kristianstad, Sweden. Tel: 46 (0)44 20 40 34; Fax: 46 (0)44 20 40 43;
E-mail: eva.clausson@hv.hkr.se

ETHICAL CHALLENGES FOR SCHOOL
NURSES IN DOCUMENTING

SCHOOLCHILDREN'S HEALTH
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This study explored Swedish school nurses' experiences of school health record
documentation. Fifty per cent of a representative sample of Swedish school nurses
(n 129) reported difficulties with documenting mental and social health problems
in family relationships, schoolchildren's behaviour, and school situations. Ethical
considerations concerning fears of misinterpretation and practical barriers to docu-
mentation were expressed as reasons for their worries. Mental and social ill health
is an increasing and often dominating problem among schoolchildren, thus proper
documentation is a basic issue, both for individuals and for the population as a
whole. School nurses obviously need professional guidance regarding documenta-
tion and ethical challenges. Systematic effort should be directed towards recognition
and support of these nurses' unique opportunities to consider, follow and promote
all aspects of schoolchildren's health.

Introduction
Several studies have shown that signs of mental and social ill health, such as sub-
jective health complaints and depressive moods, have increased among school-
children in recent decades in most European countries and North America.1,2 In
the Nordic countries these developments have been considerable.1 However, docu-
menting these aspects of health seems to meet with substantial difficulties among
school nurses.3 In the late 1980s in Sweden, Rydell and Sundelin4 and Rydell5

examined school health records (SHR), interviewed school nurses and found that
mental and social health status was well known by the nurses but documented
only to a minor extent. Recent research3 indicates that documentation about
schoolchildren's health is still lacking.

One major reason behind these findings was ethical considerations.3 School
nurses expressed a fear of stigmatizing children and making problems worse,
especially in relation to the content of sensitive conversations with schoolchildren.
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The Swedish Patient Record Act6 emphasizes the importance of respecting the
integrity of patients when documenting sensitive health information,6 which could
mean personal issues related to self or the family.3 Nontheless, documenting all
aspects of schoolchildren's health is compulsory in the Swedish School Health
Service (SHS).6,7 Difficulties with balancing the demands of confidentiality and
those of proper documentation are obvious.3 Ethical guidelines for care provision,
including using record systems, were developed by the International Council of
Nurses. These stress comprehensive respect for human rights and sensitivity to the
values and beliefs of all people.8 There is need for a deeper understanding of how
to select the content as well as decide on the extent of documentation because SHR
are supposed to follow schoolchildren right through the school system.3 Empirical
studies in relation to ethical issues when documenting schoolchildren's health are
sparse, both nationally and internationally. Immediate problems in the field are dis-
cussed by Schwab and Pohlman,9 who underline the dilemma of sharing sensitive
health information in SHR with other health care providers or guardians.

Another major reason for difficulties in documenting these issues is related to
the structure of SHR.3 Today's SHR, standardized and used nationally since 1989,10

should mirror all aspects of health, but the majority of the keywords (Appendix 1)
are related to physical health11 and probably not sufficient for today's needs.3 In
some other care contexts12 a Swedish model for nursing documentation, 'Wellbeing,
Integrity, Prevention, and Safety' (VIPS)13 is frequently used. Several studies have
shown that the VIPS model facilitates documentation and increases the quality of
notations.14–17 In 1998 a small pilot study adapting this model for use in the
Swedish SHS showed a need for further development, especially in the areas of
mental and social well-being.18 However, empirical knowledge of school nurses'
experiences of documenting schoolchildren's health is an area that thus far has
been largely neglected in Sweden and elsewhere. The purpose of the present study
was to explore further the factors influencing school nurses' documentation in
SHR and thereby create a reservoir of knowledge that could be opened up for
broader discussion on developing safe documentation for the benefit of school-
children's health and well-being.

Method
Sample and setting
The study was performed in 2005. A random sample of 10% of nurses allied to
the Swedish National Association of School Health Services was chosen (n 183).
A questionnaire, based on the results of a previous pilot study,3 was developed
and face validated by 10 practicing school nurses. The questionnaire, consisting
of seven structured and semistructured questions concerning school nurses' docu-
mentation in SHR (Appendix 1) were distributed, together with information on
the study and a stamped addressed envelope for responses. The questionnaire
included data about the nurses' experience in the profession, the documentation
system used and the service structure. In accordance with Swedish law covering
ethics and human research19 the school nurses had the right to decline. For this
reason no further reminders were sent for returned, unfilled questionnaires. The
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completed questionnaires were recoded and numbered in consecutive order to help
in registration of the responses, avoid unnecessary reminders and achieve confi-
dentiality. It is not possible to identify individual respondents in the report. After
two reminders, 148 questionnaires were returned, of which 129 were filled in and
are the basis for the study. Of the 19 unfilled questionnaires, in 18 cases nurses
stated that they were not practicing school nurses at the time. For that reason they
were excluded from the study. This gave 165 possible respondents, resulting in a
response rate of 78%. The respondents were all women of median age 53 years
(range 34–65), with experience as school nurses of median 7 years (range 0–31).
Their available time in minutes/pupil/week were mean 3.43 (range 1.20–8.37) and
the number of spontaneous visits/week were mean 40 (range 15–250). The num-
bers of schools in individual services differed between one and seven, most com-
monly one or two. All grades in comprehensive and upper secondary schools, in
public as well as in private schools, were represented among the respondents.

Analysis
The descriptive analyses were performed by the Statistical Package for Social
Sciences (SPSS/PC, version 12.0). Manifest content analyses (i.e. identifying and
counting elements such as words, themes and items that are physically present in
a text20) were used to identify answers to the semistructured questions about what
was difficult to document and why. Eighty-seven school nurses made 223 state-
ments about difficulties of documentation in SHR. The first author (EC), a trained
school nurse, and the third author (AB), a trained psychiatric nurse and clinical
supervisor for school nurses, read the statements independently and made deci-
sions about further analyses. The statements were organized according to two cat-
egories: the content of what was difficult to document and the reasons why it was
difficult to document. Half of the statements (n 110) were related to what was
difficult to document, resulting in the following categories: family relationships
(n 46); abuse and outrage (n 26); schoolchildren's sexuality and self-harming
behaviour (n 26); and relationships with schoolmates and teachers (n 12). The
remainder (n 113) were related to why it was difficult to document, resulting in
the following categories: ethical considerations concerning worries about future mis-
interpretation (n 86), and practical barriers (n 27). The categories were validated
by the second author (LK), who is an experienced school physician. Throughout
the process of analysis two co-authors read parts of the texts and the categories
were discussed, adjusted and agreed.

Findings
The main result was that the majority of the responding school nurses seemed to
have difficulties with the documentation process. Most of them wrote their obser-
vations directly in the record either during (n 37) or after (n 88) schoolchildren's
visits. The documentation systems used are shown in Table 1. Fifty per cent of the
nurses reported problems in selecting what to document, particularly about school-
children's mental and social health. Ten per cent reported problems in selecting what
to document relating to the schoolchildren's physical health.
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Family relationships were most frequently mentioned as difficult to document
in the SHR. These issues were exemplified as communication problems within the
family and/or with the family, such as negative expressions from the schoolchild
about the parents, or parents accusing each other. Suspicions about or verified mal-
treatment and abuse of various kinds were also stated as problematic to document,
even in cases that were referred to the social authorities. To evade the problem and
avoid writing in the SHR, some nurses made temporary notes elsewhere. School-
children's sexuality, including suspected pregnancy/abortion and contacts with
other caregivers such as midwives, was stated as hard to document. This was also
the case with schoolchildren's self-harming behaviour, such as when there was
abuse and suicidal risk. Justifications for not documenting these issues were exem-
plified by a schoolchild's expressed wish not to involve the parents or by leaving
it to other caregivers in case of admissions. The school situation of problematic
relationships with schoolmates and teachers was stated as hard to evaluate and
document in the SHR. Formal or informal meetings, where schoolchildren who
were being bullied or bullying itself were discussed, were also difficult to record.
Nurses' relevant statements are illustrated by quotations in Table 2.

The school nurses also feared misinterpretation of their notes when read by
others who may have access to SHR. This could lead to a risk of future harm to
the schoolchildren involved. 'Others' were exemplified as the schoolchild himself
or herself, guardians and other caregivers/authorities. Parents' requests to read and
insurance companies' increasing demand to access records were pointed out as rea-
sons to be careful with what to document. Opportunities for schoolchildren to
make a fresh start when moving to other schools or caregivers were also stressed
as reasons for not documenting, or documenting to a minor extent. Confidential
talks with schoolchildren appeared to create ethical dilemmas and were compli-
cated to document. The school nurses' uncertainty about the authenticity of the
given information and having 'a feeling of something' was also expressed as prob-
lematic. The balance between personal integrity, secrecy and the obligation to docu-
ment seems obvious and professional guidance was required. Practical barriers
relating to the documentation system and lack of time were expressed as hin-
drances. The structure of SHR, with the emphasis on physical health, led to inse-
curity of how to document the information gained from schoolchildren about

Table 1 School nurses' documentation systems
(n 129)

System No.

Record
Paper 77
Computer 41
Combined paper/computer 11
Keywords
VIPS 39
Computer 36
Other 16
None 11
Missing 27
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Table 2 School nurses' experiences of documenting difficult issues in school
health records (n 110)

Issue Statement

Family relationships (n 46) Social disproportions, problems, the 
pupil's network and family – become post-it-
notes on the cover of the record as a
reminder until the next time we talk

When the pupil is having a tough situation 
at home (e.g. bad relationships and
communication problems with parent)

Negative things the pupil says about his or her
parents; one of the parents is describing
problems with the other parent as the
cause of the pupil's symptoms

Outrage and abuse (n 26) When schoolchildren are maltreated or 
situations when parents have been
guilty of acts of cruelty or other crimes

Reasons why the child wants someone to
talk to; information leading to social
reports, drunkenness and fights at home

Maltreatment – sexual abuse; one can never 
be sure that the pupils are telling the truth

Schoolchildren's sexuality and Things that pupils, aged 12 or older, entrust 
self-harm behaviour (n 26) to me and they don't wish the parents to 

know about, and I consider the parents
don't need to know about (e.g. fear of
pregnancy in relation to their first coitus)

I choose not to document, for example, 
if I helped girls to get morning-after 
pills, or referrals for birth control pills
since it's then documented in the 
midwife's record

It is personal, professional values, assessments
concerning suicide risk, depression, self-
harm behaviour, abuse

If the pupil tells me that he or she has 
been intoxicated

Relationships to schoolmates and Sometimes it can be hard to grade and 
teachers (n 12) prioritize what to document in relation 

to the flow of information from corridor 
talks, the school health team, anti-bullying
team etc., about a pupil

Sometimes hard to document when the child
points out different persons who make 
him/her feels ill, e.g. teachers, 
schoolmates …

Bullying (i.e. circumstances around pupils 
whether they have been bullied or are 
bullies themselves)
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mental and social health, particularly in relation to content as well as extent. Lack
of time made it hard to document schoolchildren's frequent visits and/or limited
the given information. Relevant statements are illustrated by quotations in Table 3.

Discussion
The overall results showed that school nurses have difficulties in documenting
schoolchildren's health in areas related to family, children's personal issues and
behaviour, as well as to the school situation. Ethical considerations about fears of
stigmatizing schoolchildren in the future because of further interpretations of their
written reports were explained as major reasons for not documenting or docu-
menting to a minor extent only. Practical barriers, such as the structure of SHR
and lack of time were expressed as reasons for difficulties in documenting school-
children's health.

The family situation was a main area for these school nurses' concern. Family
relationships that negatively affected schoolchildren's mental or social health, such
as communication problems within families, were difficult to document. However,
family factors are important for schoolchildren's health and well-being21–22 and
should therefore always be considered in the SHR. Nevertheless, the guidelines of
how to document these issues are contradictory and difficult to interpret. In the
Swedish National Board of Health and Welfare statute of 1993, it is recommended
that sensitive information that has been entrusted should not be documented if it
is not relevant to a disease.6 However, the SHR manual clearly states that record-
ing may include sensitive information and that schoolchildren do not benefit from
cryptic notations like 'talk'.11 Mental and social ill health is increasing among
Swedish schoolchildren,2 thus reliable documentation is necessary, both for epi-
demiological monitoring and for individual treatment and follow-up. The school
nurses' ethical apprehensions are nonetheless understandable and have to be taken
seriously. The guidelines issued by the International Council of Nurses8 may be
useful for supporting nurses in their practice, but they have to be discussed and
adapted to the SHS context. In addition, supporting and reflecting in teams to
allow school nurses to discuss ethical issues may be useful and help these nurses
in their work. The importance of additional knowledge about ethical descision-
making models among school nurses is stressed by Solum and Schaffer.23 One way
to facilitate documentation of family issues as well as communication with and
within the family may be by using family nursing models.24 However, the models
need to be assessed, evaluated and adjusted in the context of the SHS. The signifi-
cance of confidential co-operation with schoolchildren and their guardians are also
pointed out in the new guidelines for Sdwedish SHS.7

Today's school nurses have to face and handle ethical challenges such as per-
sonal issues and moral questions about intimate relationships. Confidential talks,
self-harming behaviour and sexuality (e.g. abortion and contraception) were exem-
plified as especially difficult to document in the SHR. The reasons for this were
worries about future stigmatization of individuals and that the structure of SHR did
not facilitate this kind of documentation. Similarly, Ehrenberg et al.12 found that the
keyword 'sexuality', was most rarely used in common practice in relation to the
VIPS model. However, documenting information about personal spheres requires,
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Table 3 School nurses’ grounds for difficulties in school health record documen-
tation (n 113)

Difficulty Cause

Worries about future misinter Thinking that the record will follow the pupil for 
pretation (n 56) a long time and that I don’t know how others

will interpret what I write; can it hurt the pupil
or the parents in the future?

In case the pupil wants to read the record at some
time 

Want the pupil, when he starts senior high school,
to bring a record with only facts relevant to 
him; some pupils want to start from scratch
and not have too much history with them

Since the parents have the right to read the record
it is difficult to document something you’ve
learned from the student that the parents 
aren’t supposed to know about

It’s the parents’ situation/home situation that give 
the child problems; how am I supposed to 
document things that can be revealed, that the
parents might question or don’t see or ‘shut off’?

If the parent wishes to read the record and the
pupil has consulted the School Health Service
to speak out

How detailed the description about children’s 
special  needs and supporting measures is 
supposed to be … insurance companies more
often demand copies of the record (with the 
parents’ permission) at which the company 
might refuse to give the child insurance …

Concerns that the records can be interpreted by
other School Health Service staff, so the family
can be misjudged after they’ve improved

If the child changes caregivers, important infor
mation can be overlooked and it can lead to 
delays if measures are necessary

Ethical dilemmas (n 30) Events that the pupil entrusts me with–in most
cases I make a note and enclose it in the record

When the pupil entrusts me with something 
that has to be documented for health reasons

The content of support conversations with pupils
It is always a difficult balance–it’s about respect

and personal integrity and secrecy. Is that easy?
Ethics and morality are difficult: to think that 

I am building a confidence with the pupil for 
a long time … I wish for a possibility to 
co-operate with a psychologist for support …

Because I don’t know if this is correct, what 
I feel or suspect, in contrast to what the pupil 
thinks/says

Practical barriers (n 27) The layout is medically concentrated; there are 
good systems in documenting height, weight, 
sleep, diet, physical activities, sight, hearing, etc.
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among other things, sensitivity and respect for each person's vulnerability.12 The
right to keep sensitive information confidential, even from parents, except in life-
threatening emergencies, is discussed by Schwab and Pohlman.9 This is in line with
Swedish secrecy laws that state the rights of growing children to decide with
increasing autonomy on questions about their own health and well-being from
approximately 12 years of age.25 This includes the right for schoolchildren not to
involve their parents if this could be anticipated to jeopardize the children's health.
Irrespective of this, a lack of documentation of these issues could mean delay in
instituting preventive and curative measures. There is an obvious need for further
discussion on how to handle these difficulties, including among various profes-
sionals as well as parents and health politicians. The need for future research on
documenting nursing care from an ethical standpoint in relation to the content of
notes was also raised by Kärkkäinen et al.26

The results also showed that practical barriers, such as the structure of the record
with emphasis on physical health, could interfere with documenting schoolchild-
ren's mental and social health. This in turn led to uncertainty of what to document,
or not documenting at all and/or making notes outside of the SHR.2 Considering the
increasing prevalence of mental and social ill health, a modification of SHR seems
unavoidable. To facilitate documenting schoolchildren's mental and social health, the
development of appropriate keywords is required.18 Elaborating and adjusting the
keywords from the VIPS system to the SHS area could increase their use and thereby
be an accessible way for facilitating the documentation of mental and social health
in SHR. Stock et al.27underline the necessity of documenting school nursing outcomes
based on valid and reliable data in the interest of quality assurance. In this way,
information from school nurses and their vast and intimate knowledge of school-
children's well-being could contribute to a better understanding of their problems.28

Lack of time was also mentioned as an obstacle to writing in SHR. The school
nurses' available time per week for a schoolchild differed between 1.20 and 8.37
minutes (median 3.43). It seems obvious that school nurses' varied work situations

Table 3 (Continued)

Difficulty Cause

but I lack the possibility to judge the whole
and the context, as well as to make a plan

The system itself has lots of deficits: I would 
like to work more with estimate scales and be 
able to document these results in the record

It can be hard to document when the problems 
are big and complex: how much am 
I supposed to write then?

I don’t have time to document all visits, trivial 
visits, (e.g. I probably don’t document plaster 
on a little wound) but where is the limit?

The hardest is to have time to document all the 
information that surfaces during conferences etc.

If it results in too many details, tiny ailments 
what should I include? What is relevant?



influence their opportunities to act in accordance with the intentions of laws and
guidelines. Several official reports published during the last decade have iden-
tified the difficulties7 but nothing has been done to improve school nurses' work
situation.

Limitations
The results of this study are based on school nurses' experiences of their docu-
mentation in SHR. The study does not give a full picture of documentation
because the records have not been examined. Nevertheless, the views presented
by the participating school nurses are based on many years' experience of prac-
tical work in this field in a randomized, national sample with an even distribution
throughout the country. The response rate was high and the results are in line
with a former pilot study.3 The manifest content analyses do not give an oppor-
tunity for in-depth interpretation and further studies are therefore necessary, for
example, by reviewing SHR and examining the extent of the documentation of all
aspects of schoolchildren's health or by interviewing school nurses to gain a
deeper understanding of the difficulties they encounter.

Conclusion and clinical implications
School nurses' difficulties in documenting in SHR schoolchildren's visits in relation to
mental and social health are obvious and have to be taken seriously. The results may
be of interest also in an international perspective because schoolchildren's mental and
social ill health is increasing in most western countries and documenting these issues
calls for ethical consideration. It also seems necessary to examine and decide how and
to what extent schoolchildren's health should be documented in an appropriate way.
The need for professional guidance in documenting ethical dilemmas also sems to be
essential, as well as developing frameworks for co-operation with families.

Eva K Clausson, Kristianstad University, Kristianstad, and Nordic School of Public
Health, Göteborg, Sweden.
Lennart Köhler, Nordic School of Public Health, Göteborg, Sweden.
Agneta Berg, Kristianstad University, Kristianstad, Sweden.
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Appendix 1
The key words
The 'key words' are mainly used for illustrating nursing data in patient records.
In the VIPS model they are developed from the nursing process using four key
concepts: well-being, respect for integrity, prevention and safety.

They appear in the margin or column of the patient record when new data occur.
The content documented in relation to the key words is intended to mirror, for

example, nursing history (including e.g. social history), nursing status, nursing
interventions, nursing outcomes and progress notes. The recorded information can
be crucial for patient safety as well as for nurses because, legally, the documented
nursing care is equated with the nursing care actually given.

Documentation in school health records (SHR)

1. Which model of SHR do you use?
Computer record
Paper record

2. Which system of key words do you use?
Computer default keywords
VIPS
Other

State which one

3. When do you document the pupils' visits?

Always Most Occasion- Seldom Never
often ally

During visit 
together with
the pupil

In connection
with the visit

After the con-
sulting time

Later when  
have time
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4. Do you occasionally have difficulties with selecting what to document about
physical health?

Yes
No

If yes, please exemplify

5. Do you occasionally have difficulties with selecting what to document about
mental health?

Yes 
No

If yes, please exemplify

6. Can you give an example of something especially difficult for you to docu-
ment in the SHR?

7. If you answered the previous question – why is it difficult?
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Abstract 

This study examines the effectiveness of family sessions in alleviating health complaints 

among adolescent girls in a school setting. Four girls with recurrent, subjective health 

complaints and their families were included in the study. Three sessions were held with each 

family, using genograms, ecomaps and intervening questions; practising school nurses were 

also present. Closing letters were sent to conclude the contacts. Strengths and Difficulties 

Questionnaire (SDQ) was used as pre- and post-test. Evaluative interviews were carried out 

with the families and with school nurses. Data were analysed statistically and by qualitative 

and manifest content analysis. The families felt relief and recognized their feelings and 

reactions as normal. Positive affective, behavioural and cognitive changes as a consequence 

of the intervention were also described. The SDQ showed that the schoolchildren’s problems 

had decreased and an increased well-being. The school nurses experienced the sessions as 

time-saving and easy-to-use tools in their work. Involving the family in cases of 

schoolchildren’s emotional or mental health problems may reduce future suffering.   

 

Key words: schoolchildren; school nursing; family sessions; Calgary Family Models.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Introduction 

The family is probably an unutilized resource when dealing with schoolchildren’s mental 

health. Schoolchildren’s mental health problems have increased during the last few decades in 

Europe and North America (World Health Organization, 2004). These problems are often 

described by the children as headache and stomach pain or similar health complaints 

(Berntsson, 2000; Petersen, Bergström & Brulin, 2003; Larsson & Zaluha, 2003). Frequent 

headache and stomach pain are often used in terms of psychosomatic with no organic 

aetiology (Knishkowy, Palti, Tima, Adler & Gofin, 1995). Swedish school nurses stated that 

these health complaints were the most common reasons for the pupils’ spontaneous 

consultations, especially for the girls (Clausson, Petersson, & Berg, 2003). The family was 

held up as the most important factor for schoolchildren’s mental health (Clausson et al., 

2003). However, the knowledge of valuable nursing interventions in School Health Services 

(SHS) in general is sparse, particularly in the area of family nursing. Collaboration between 

SHS, the schoolchild and the family is encouraged in the Swedish guidelines for the SHS 

from the National Board of Health and Welfare (NBHW), (2004) when dealing with 

schoolchildren’s health. Since schoolchildren’s mental health is a high-priority area there is a 

need for evidence-based knowledge in SHS, particularly focusing on schoolchildren’s mental 

health problems (NBHW, 2004). Therefore it seems worthwhile to describe the significance 

of family interventions in SHS from the perspective of school children with mental health 

problems expressed as recurrent health complaints, as well as from the perspective of the 

school children's families and their school nurses.  

 

Review of the literature 

Mental problems and/or psychosomatic pain is common during childhood and Alfvén (1997) 

has shown that approximately 50-75 per cent of all school children sometimes have non-

organic pain. Recurrent abdominal pain and/or headache are the most common types of pain 

in children and adolescents (McCaffery & Beebe, 1994, Olsson & Jylli, 2001). Recurrent pain 

that has lasted three months or longer can be defined as chronic pain if it does not respond to 

currently available treatment methods (McCaffery & Beebe, 1994). One study has shown that 

half of the children with recurrent pain reported pain symptoms from several locations and 

two out of three children with weekly symptoms reported multiple pains (Petersen, Brulin and 

Bergström, 2006). Conflicts and emotional disturbances or hereditary weaknesses are some 

theories of its origin and the pattern of interplay in the family can be of importance for the 

developing of psychosomatic symptoms among children and youths (Cederblad, 2001). 
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Furthermore, accelerating stress in society, combined with economic strains and changes in 

family structures may be important factors in this development (Berntsson, Köhler & 

Gustafsson, 2001). The family is the core structure for children (Blair, Stewart-Brown, 

Waterston & Crowther, 2004) and studies have shown that involving parents can benefit 

young people (Blum, Beuhring, Shew, Sieving & Resnick, 2000). Moreover, support for 

parents can promote schoolchildren’s mental health (Olsson, Hagekull & Bremberg, 2003). 

These studies are mainly carried out on group level to prevent risk behaviour and not on an 

individual or family level (Olsson et al., 2003). When reviewing the literature no studies were 

found focusing on schoolchildren’s mental health and taking the whole family into account 

from a nursing perspective.  

 

Theoretical framework 

The family, defined as “the family is who they say they are” (Wright & Leahey, 2005, p. 60), 

can be seen as a system which means that one family member’s health and well-being affects 

the others (Harmon Hanson, Gedaly-Duff & Kaakinen, 2005). Since communication in 

families with adolescents can be a challenge (Friedman, Bowden & Jones, 2003), there may 

be a need for external assistance when problems arise. Family members’ different beliefs 

about what influences health and diseases in their daily life can be determining factors for 

how the family tackles its situation (Wright, Watson & Bell, 1996).  

 

The Illness Beliefs Model (IBM) is based on the conviction that the nurse, by encouraging the 

family members to tell their illness story, may disclose constraining or facilitating beliefs 

about illness or disease and thereby help the family to work with their situation (Wright et al., 

1996). Beliefs in the health problem, such as mastery and control, or a family member’s role 

and responses to illness, are connected to behaviour. Constraining beliefs decrease solutions 

to problems whereas facilitating beliefs increase solutions (Wright et al, 1996). The IBM is 

central in family-focused nursing (ibid) and the underlying approach in the present study, 

accompanied by the following assessment and interventions models: the Calgary Family 

Assessment Model (CFAM), the Calgary Family Intervention Model (CFIM) (Wright & 

Leahey, 2005) and closing letters.  

 

CFAM and CFIM are nursing models founded on several theories and worldviews such as 

system theory; communication theory and change theory. In this context systems theory is 

focusing on the family as a unit with the family members as depending on and influencing 
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each other. Communication theory is focusing on individual interactions and change theory is  

proceeding from change as something occurring inside people (Wright & Leahey, 2005). The 

CFAM model includes genograms and ecomaps, which are tools for nurses to chart the 

families’ inner and outer structure. The family can actively participate in the creation of the 

genogram and the ecomap.  

 

CFIM is a model for family treatment focusing on promoting, improving and maintaining the 

family function. In order to promote change, reflexive questions inspired by Tomm (1989); 

can be used by the nurses to investigate cognitive, affective and behavioural domains in 

collaboration with the family during sessions. Closing letters can be used as a conclusion of 

sessions including commendations as a way of further strengthening the families’ own 

resources. The overall goal is to emphasize the family’s resources, i.e. give information, 

educate, externalize problems, confirm/normalize emotional reactions, let the family talk 

about its experience of the illness, and mobilizes family support (Wright & Leahey, 2005).  

 

Inviting the family to support their schoolchild can be a task for school nurses since they are 

in a position to pay attention to and meet the increasing mental health problems among 

schoolchildren on an early stage. Given that it seems to be important to further develop, 

implement and evaluate methods within SHS, taking the whole family into account and 

disclosing constraining or facilitating beliefs about health problems which can help the family 

to work with their situation (Wright et al., 1996).   

 

Method 

Design  

This study, with four schoolgirls, their families and school nurses, had a qualitative design 

including a pre- and post-test. The study was conducted in southern Sweden during 2004. 

Ethical approval was obtained from the Research Ethics Committee at the Medical Faculty, 

Lund University, Sweden (LU 854-02). 

 

Participants  

The schoolchildren 

Seven schoolchildren, aged 11–17 years, with recurrent health complaints were asked by their 

school nurses to participate in the study. “Recurrent” means at least once a week, and includes 

recurrent headache, stomach pain, overall pain and/or other symptoms such as tiredness and 
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loneliness during a period of at least three months. A total of four schoolchildren were 

included, all girls in their early adolescence, Mode=aged 14 (range 12–14), Mode=grade 8 

(range 6–8) together with their families. Three of the girls (Tilde, Jenny and Linda) had 

chronic and/or life-threatening illness in their families. One girl (Ida) had psychiatric 

disorders in the extended family. All girls lived together with both biological parents and had 

siblings of different ages. After the schoolchild’s signed informed consent was obtained, their 

families’ participation was asked for. 

 

The families 

The whole family was invited to participate in the sessions. The families chose to participate 

in the sessions to the following extent: In Family Tilde, the girl and both parents participated 

in all three sessions. In Family Jenny the girl and the mother participated in the first session 

and the father joined for sessions two and three. In Family Ida the girl and the mother 

participated in the first two sessions and the father joined for session three. In Family Linda 

the girl and her mother participated in all three sessions. The families were informed of the 

possibility of medical consultations by the responsible school physicians in case of needs 

arising related to the sessions and were assured that a further refusal to participate not would 

affect future SHS quality. The schoolchildren and their families were also informed that they 

could discontinue the study at any time. A further description of the characteristics of the 

families is presented in the introduction to the findings section. 

The school nurses 

Two coordinating school nurses in two different municipalities invited their school nurses to 

participate in training led by the first author. Ten school nurses volunteered and were 

theoretically and methodologically trained in the IBM, CFAM and CFIM models during five 

three-hour sessions. Two of the trained school nurses chose to participate in this intervention 

study. Both nurses were women, aged 39/46 and with 6 years’ respectively of experience as 

school nurses. Permission was obtained from the local Child and Youth Board and Education 

Authority in the respective municipalities. The nurses were informed that their participation 

was voluntary and they were free to discontinue at any time. 

 

Data collection 

Family sessions 

The family sessions were accomplished with the purpose to stimulate the families to reflect on 

their experiences of their situation in life. The initial phase of the sessions gave the session 

 4



leader and the family an opportunity to establish contact and a confident session situation. The 

purpose of the study was repeated and the voluntariness to participate was emphasized. After 

each session the families had the possibility to, together with the session leader, reflect the 

content and the accomplishment of the session as well as their immediate experiences. A 

semi-structured guide with intervening questions inspired by Wright & Leahey (2005) was 

developed by the two authors and validated by the participating school nurses (Appendix 1). 

The guide was used in all family sessions and follow-up questions were adjusted to suit the 

particular family. The first author, who also led the sessions, performed three family sessions 

with each family and drafted the family structure (genogram) and their contact with larger 

systems (ecomap) in cooperation with the families. The school nurse’s role during the 

sessions was as co-therapist, with special emphasis on model learning. Each family session 

tape-recorded in order to secure the content for the following session. Each session lasted 

between 1 h and 1.5 h and there were approximately 2–3 weeks between the sessions. 

Previous sessions were preliminary analysed, summarized and brought up for the families 

before the following session.  

 

Strengths and Difficulties Questionnaire  

The Strengths and Difficulties Questionnaire (SDQ) is a behavioural screening questionnaire 

about mental health developed by Goodman (1999). The SDQ was translated into Swedish by 

Smedje, Broman, Hetta & von Knorring (1999) and was found to have acceptable internal 

reliability, as well as satisfactory sensitivity and specificity, (Malmberg, Rydell & Smedje, 

2003). The self administrated SDQ versions used in this study are one for 11-16-year-olds and 

one parent form, identically except for the grammar, and consisting of three parts. The first 

part consists of 25 items, reflecting strengths (n=10) and difficulties (n=15), divided into five 

sub-scales. Each scale consists of five items, generating scores for emotional symptoms, 

conduct problems, hyperactivity/inattention, peer problems and prosocial behaviour 

(Goodman, 2001). The respondent uses a three point Likert scale which can be rated “not 

true”, somewhat true” and “certainly true”. They are added together to generate a total 

difficulties score, ranging from 0-40, based on 20 items, excluding the independent prosocial 

scale (Smedje et al, 1999). A high score means more difficulties. The second part is an impact 

supplement with one question asking about whether the young person has a problem in one or 

more of the following areas; emotions, concentration, behaviour or getting along with other 

people. Perceived difficulties are rated on a four–point scale: 0=no, 1=minor, 2=definite and 

3=severe. If rated minor to severe difficulties, the respondents are inquired further about the 
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chronicity, impact, or burden of difficulties (Goodman, 1999) on a five-item-scale with three 

values, where 0 means not at all/only a little, 1 means quite a lot and 2 means a great 

deal. This, in turn, generates a total impact score ranging from 0-10, where zero is normal, 1 

means borderline and >2 means abnormal. The third part includes two additional questions 

after an intervention: 1. Inquiring if, and in which way, the problems has altered after the 

contact. The response is given on a five-point scale ranging from “much worse” to “much 

better”; and 2: If the contact helped in other ways e.g. to provide information or make the 

problems more bearable. Here the response was given on a four-point scale ranging from “not 

at all” to “a great deal” (Goodman, 1999). The questionnaires were filled in by the 

schoolchildren and the parents separately, before the first session and after the third session.  

 

Closing letters 

Closing letters inspired by Wright and Leahey (2005) were formulated by the first and second 

author and validated by respective school nurse. The letters included a summary of the 

contents of the sessions and recommendations for the future, proceeding from the family 

members’ own quotations. They were sent to each family, together with copies of the 

genogram and ecomap, after the third session and before the follow-up interview. 

 

Evaluation interviews of the families  

Evaluation interviews focusing on the families’ experience of the sessions were held with 

each family approximately two weeks after the intervention by the second author.  

 

Evaluation interview of the school nurses  

An evaluation interview with both participating school nurses focusing on their experiences of 

working with family sessions was carried out by an independent researcher. All evaluation 

interviews were tape-recorded.  

 

Data Analysis 

Family sessions and interviews 

Data from the third session containing the families’ reflections of all sessions and the 

evaluation interviews of the families were transcribed verbatim by the first author (EC) and 

then analysed together with the second author (AB) by qualitative content analysis. 
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Qualitative content analysis involves the underlying meaning of the text (Graneheim & 

Lundman, 2004, p. 106). The analysis was performed according to the following steps: 

1. To apprehend essential features and to obtain ideas for further analysis the authors 

independently read the text, repeatedly and as open-mindedly as possible. The overall 

impression from the first readings was that the families were satisfied with the 

sessions and that the sessions had been important to them.  

2. The authors then reread the text, concentrating on the content of the sessions 

proceeding from the question: What was significant for the families in relation to the 

sessions? Two major areas were identified: the first was about the significance of 

having been given space and time to tell the illness story and be listened to; the 

second was about awareness of one’s own capacity to manage the situation. 

3. This analysis resulted in meaning units (n=106), i.e. words, phrases and sentences 

related to how the families viewed the significance of the family intervention 

expressed in the text. These meaning units were then condensed, abstracted and 

labelled with a code. Examples of meaning units, condensed meaning units and codes 

are shown in Figure 1. The codes were sorted according to how they related to the 

two major areas described in step two. 

4. The authors reflected on, interpreted and discussed the codes relevance for the 

question. This step in the analysis identified three categories: In order to enhance 

credibility, the authors compared the categories with the statements and the original 

text. A process of reflections and discussions in a seminar research group resulted in 

consensus being reached concerning the categories. To further enhance the credibility 

of the findings, quotations from the original text are presented in the result section. 

Areas and categories are presented in Figure 1.  
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Meaning unit 

 

Condensed 

meaning unit 

Code Areas Category 

“It was lovely to talk 

– like putting away a 

back pack”  

Talking about the 

problems 

 

Telling the illness 

story  

“I don’t feel so 

worried anymore” 

Decreased anxiety Confirmation of 

feelings  

“I understood that 

there is nothing 

strange about me 

feeling bad” 

Understanding 

normal functioning 

Confirmation of 

reactions  

 

 

To have got space 

and time to tell the 

illness story and be 

listened to 

 

 

To tell the illness 

story and being 

confirmed in 

feelings and 

reactions (n=30) 

“I have noticed 

myself, even more 

now, how strong our 

family is together” 

Awareness of 

strengths within the 

family 

Family strengths  

 

“We can more than 

we believe” 

Faith in resources 

within the family  

Family resources  

 

 

 

 

 

To become aware of 

one’s own strengths 

and resources 

(n=23) 
“I think I 

underestimated 

myself before” 

Insight of own 

strength 

Individual strengths  

“Then you got a 

better picture 

…existing inside me 

until next time” 

Visualising 

individual resources  

Individual resources 

“We can talk more 

openly about the 

problem” 

Different way to talk Change 

communication 

patterns 
“I just feel that I 

have to go by train 

by myself” 

Own decision to 

overcome the 

problem 

Finding own 

solutions 

“Well, thus perhaps, 

one can sit by the 

computer less – if 

one sits there too 

long you can get a 

headache” 

To come aware of 

what causes the 

symptoms and ways 

to manage it 

Handling the 

situation 

 

 

 

 

 

 

 

To be aware of 

one’s own capacity 

to manage the 

situation 
 

 

To change 

communication 

patterns, find their 

own solutions, and 

ways to handle the 

situation (n=53) 

Figure 1. Example of meaning units, condensed meaning units, codes, areas and 

categories from content analysis – of family sessions  
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School nurses’ interview 

The evaluation interview with the school nurses (n=2) was analysed by manifest content 

analysis, i.e. identifying and counting elements (e.g. words, themes, items) that are physically 

present in a text (Berg, 2004) and sorted into categories. The analysis resulted in 139 

statements distributed in the categories: Working tools (n=26), Family sessions – Taking a 

new nurse role as a collaborator (n=106), and Closing letters – a possibility to 

commend/affirm the family (n=7). 

 

The SDQ 

The SDQ was hand-scored statistically using available templates (sdqinfo, 2006). 

Findings 

The findings are presented in three different sections: the family session’s significance for the 

families; the school nurses; and the SDQ. By way of introduction the families are presented 

separately with their illness story. First Family Tilde is presented with genogram and ecomap 

as a typical example.  

 
Figure 2. Genogram - Family Tilde  
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The family consists of a 14-year-old girl, Tilde, in grade eight, and her mother and father. She 

has three elder sisters who have all left home. The grandparents on her mothers’ side are 

living with chronic illness. The fathers’ parents are dead, since several years ago. The fathers’ 

sister is healthy. Tilde has always been physically healthy but during the last year she has 

suffered from recurrent health complaints such as headache and stomach pain. She also has 

sleeping problems. The rest of the family, except the mother, has different health problems. 

The third sister, one year ago, had a life-threatening illness and was treated at a big hospital. 

The prognosis is good. However, the whole family has been worried, and the mother has 

partly been staying with her daughter at the hospital.  

 

 

The ecomap shows the family's contact with larger systems. The family members have close 

relations with each other and a well-functioning network. Tilde has stressful relations with 

school, except for some subjects. Her sport activity in her spare time is demanding and she is 

about to give it up. Contacts with the health care system have been stressful for the whole 
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Figure 3. Ecomap – Family Tilde 



family due to the delayed diagnosis of her third sister’s illness. Tilde is in a position were she 

is indecisive about which friends she prefers to be with.  

 

Family Ida 

The family consists of a 13-year-old girl, Ida in grade seven, her mother, father, and a 16-

year-old boy, in grade nine. During the last year Ida has developed anxiety attacks when 

travelling by train to a new school. She has also recurrent stomach pain and has been treated 

by a child psychologist. The family were not satisfied with the psychotherapeutic treatment of 

her illness since they believed she was not that ill. Her illness affects the family’s everyday 

life since the mother has to change her working time and drive Ida to school. The rest of the 

family is healthy.  

 

Family Jenny 

The family consists of a 12-year-old girl, Jenny, in grade six, her mother, father and a 20-

year-old boy. During the last two years Jenny has had problems with recurrent stomach pain, 

headache, sleeping problems and tiredness. Almost every morning Jenny feels whether she is 

healthy or not and checks her temperature. The mother had a life-threatening illness five years 

ago and thinks that Jenny’s illness began in connection with that. Jenny says that she is 

worried about diseases and that her parents are ageing. The father has a chronic worn-out 

illness. Jenny’s illness affects the family since the mornings become stressful, and it is hard to 

get to school on time. There has also been a lot of absence from school. The parents are also 

worried about their unemployed son who had similar problems during his school period, and 

the parents are disappointed with the way the school handled his situation.  

 

Family Linda 

The family consists of a 14-year-old girl, Linda in grade eight, her mother, father and a 10-

year-old boy in grade three. Linda had problems with bullying in her earlier school. Her 

problems now concern weight and worries about her mother’s chronic illness. The parents are 

immigrants and both children were born in Sweden. The family has been struggling with 

unemployment for some years but they are now satisfied with their work and housing 

situation.  
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The family session’s significance for the families 

The findings from the evaluation part of the third session and evaluation interviews with the 

families are presented under the categories: Telling the illness story and being confirmed in 

feelings and reactions; Becoming aware of one’s own strengths and resources; and Changing 

communication patterns, finding their own solutions, and ways to handle the situation. The 

categories are validated by quotations from family members. (T) means quotations from 

Tilde, and (I) from Ida, (J) from Jenny and (L) from Linda. (MT, MI, MJ and ML) and (FT, 

FI, and FJ) in brackets means quotations from mother or father of Tilde, Ida, Jenny and Linda 

respectively. Linda’s father was not present during the sessions.  

 

Overall the family’s statements were interpreted to mean that the sessions had led to changes 

in the families’ way of feeling, thinking, communicating and behaving and given an increased 

understanding and awareness of teenagers’ needs and reactions especially in relation to illness 

in the family. Genograms and ecomaps gave the family an overview of resources and the 

closing letters offered the family hope and incentives for the future.  

 

Telling the illness story and being confirmed in feelings and reactions 

The first category about the significance of the family sessions was identified as telling the 

illness story and being confirmed in feelings and reactions. The category contains descriptions 

related to the affective domains of family functioning, including positive affections such as 

feelings of relief, satisfaction and pleasure. Telling the story uncovered one’s own as well as 

other family members’ feelings. To put into words the experience of one’s illness story 

seemed to start a therapeutic process which decreased the dimension of the problem. 

“When out in the air – the problem became small” (MT). “Here we told our 

story, so to speak, and it felt good to have it confirmed” (ML). “I feel calmer 

and happier - when we talked about the past and what had happened and what 

we’ve been through” (T).  

 

Becoming aware of one’s own strengths and resources  

The category defined as how to become aware of one’s own strengths and resources was 

interpreted as belonging to the cognitive domain of family functioning. Cognitive expressions 

such as increased awareness and understanding of common reactions from teenagers in their 

developing phase seemed to be significant for the families. The consciousness of the fact that 

all teenagers, more or less, think and feel the same was interpreted as consoling the families. 
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An increased understanding of reactions to illness in the families was also described. Creating 

genograms and ecomaps seemed useful in this connection and made the picture of the 

situation clear. There was an improved awareness of the family as a system depending on 

each other, how things are connected and could be viewed from different perspectives. 

Similarly, the closing letter was said to be a motivating factor, making people prepared for 

future challenges by pointing out strengths and possibilities.  

”One can view it from different perspectives” (L). “One should think in a 

different way than we did before these sessions” (FT). ”It was interesting to 

see that we have lots of resources” (FI). “The letter gave a feeling that we can 

do more than we believe” (MT). “When I saw what they had written about me, 

such good things – I felt good” (T). “It was a very kind letter where one 

recognized oneself and through our strengths this motivates us further” (L). 

“…we also know this is normal so we don’t have to think of it any longer” 

(MT). “Yes, children are different in different developing stages … it’s 

natural” (MJ). “Everybody sometimes feels like this, more or less, in some 

way – this is of a temporary nature” (FI). “When you reach puberty – you have 

to feel you are not alone with this” (MI).  

 

Changing communication patterns, finding new solutions and ways to handle the situation. 

The category identified as how to change communication patterns, find one’s own solutions 

and ways to handle the situation was interpreted as being related to the behavioural domain of 

the family functioning. The families spoke of showing one another respect by giving space for 

discussions, and communicating feelings and reactions as a way of healing. The sessions were 

also described by the families as a significant way to find new solutions and ways to handle 

the situation. The sessions also seemed to increase the capability to assume personal 

responsibility and other ways to act in different situations.  

“We have understood how to take time with each other” (MT). “It’s permitted 

to say what one feels and thinks – that’s also something we’ve done more now 

than before” (T). “I think that the more you talk about Ida’s feeling – I think 

this is sort of working with the situation”. (MI). “As a matter of fact I find you 

more sensitive, you are helpful and thoughtful and if I’m tired you can come 

and fix some stuff” (MJ about Jenny). “I have struggled with other things 

before so I’m going to manage this too” (L). ”to think every day of good 

things that you did – and don’t let others stir you up” (T). “If I see it in a 
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longer perspective – I think this is a change-over nature” (FI). ”All this with 

checking the temperature – I think this has kind of disappeared – It has sort of 

crept up on us, small solutions” (MJ).  

 

The family session’s significance for the school nurses  

The statements are presented in terms of the following categories: Working tools; Family 

sessions – Taking a new nurse role as a collaborator; and Closing letters – a possibility to 

commend/affirm the family. The categories are illustrated with quotations. The quotations 

have numbers in brackets where (X) means school nurse one and (Y) means school nurse two. 

The overall impressions of the school nurses’ statements were interpreted to mean that 

working with these models signified a rapid and more complete apprehension of the character 

of the problem. The school nurses believed that the extra time spent on the sessions was a way 

to save time since the schoolchildren consulted them less after the sessions. Working with the 

models also entailed professional growth and satisfaction with their work. The nurses said that 

this way of working confirms them in a new role as a collaborator.  

 

Working tools  

Using tools like genograms and ecomaps was described as an effective means to rapidly get a 

more complete picture of the situation. Creating them together with the family and/or the 

individual also made the family members involved and placed their own opportunities and 

responsibilities in focus. The tools also made it easier to resume the case in follow-up 

meetings. The nurses used the maps not merely in family sessions, but also in other individual 

contacts with schoolchildren and found it valuable to cooperate with the schoolchild around 

the situation. 

“The ecomap – that’s one of the models I feel I can easily use in a practical 

way (Y). What’s around the family, what interests one has, what friends and 

what relations there are – the picture becomes clear” (X). “I feel they’re useful 

– I too use the maps in conversations with the pupils – and then perhaps even 

more often – because you get an overview, both the pupil and I – and you can 

bring them out too – what did we talk about last time?” (X).  

 

Family sessions – Taking a new nurse role as a collaborator 

The school nurses stated that it was valuable to gather the family members and to have the 

opportunity to talk more openly and directly about the problems in a deeper way. It was also 
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seen as a way to start a process and to progress faster since the models facilitate a 

comprehensive picture of the situation. They also said that they had become more inclined to 

contact the parents and invite them to family sessions. This way of working confirmed their 

knowledge of what is important to emphasize in their work and also stimulated them to take 

on a new role as a collaborator. This could mean that the school nurse tones down her own 

expert role and encourages the family as experts on their illness to find their own solutions or 

strategies to handle the situation. It was also stated that this approach was a way of setting 

limits for what a school nurse can offer within the profession when schoolchildren’s 

expressions of health problems are changing, and it also becomes evident what is to be 

handed over to other professionals. 

“I sometimes think that this is what one should do. Maybe it’s not about ‘here 

we have a problem and now we have to plan and how do we do this?’ – it’s 

about giving it time and space, to talk about it and then find the solutions” (X). 

“Then you might think that you haven’t done anything more than just talked, 

but it has started a great deal” (Y). “You took time to deepen – and to get a 

more complete picture of the entire family. It becomes pieces; shards of it, 

when you only sit down with one pupil or talk on the phone with the parents. 

This is useful, because you progress faster now” (X). “I thought it would be 

extra work – it became quite the opposite – these kids would probably still 

‘pop up here’ all the time” (Y) “I find that I’m more open perhaps to meet the 

parents and the pupil in my (consultant) room for discussions” (X). “I think it 

is terrific to get together” (Y). “When I read the new NBHW guidelines, to 

capture the children feeling bad – these may be the structures and models to do 

that” (X). “In our profession as nurses, it’s ‘the doing’ that is important and 

we’re not trained to sit and talk. This way of working confirms what we 

already know – this is what we should emphasize – not weighing and 

measuring” (Y). “I’ve had my eyes opened for what a resource you can be as a 

school nurse” (X). “It became very evident what is what and it became even 

more evident what I can do and what we need to be helped with” (X). 

 

Closing letters – a possibility to commend/affirm the family 

The closing letters stood out for the nurses as a way to affirm the family and commend 

strengths in a well reasoned way as well as summarize the sessions. Adding comments and 

pointing out resources afterwards was said to be valuable since it can be difficult to catch 
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everything immediately. The letter also seemed to be a fine way to end a long period of 

contacts with a schoolchild or a family. This way of working was said to be something the 

nurses wanted to practise more. 

“The greatest impression was the letter – I thought it was wonderful to think 

of, despite how bad you feel like a parent – to receive a letter like this – I 

really am capable, I am a good parent for my children in spite of my 

weaknesses – I thought it was a fabulous letter” (Y). “you can’t take in 

everything directly – I think you ought to add pieces of what you find – this 

was good, or good you put it out or thought about that” (X). ”This is 

something I want to work more with – to commend” (Y). 

 

The SDQ 

The SDQ showed reduced total difficulties scores in Tilde’s, Ida’s, their parents and Jenny’s 

parents’ self-reports. Reduced total impact scores were also reported by Tilde and Jenny’s 

parents’ (Table I). The additional questions showed that Ida, Jenny and their parents all 

thought that the problem had decreased and had been “quite a lot better” to live with after the 

sessions. Tilde believed that it had become “much better” to live with the problem. Her 

mother said that it had become “a great deal better” to live with the problem. 

 

Table 1. Strengths and Health Questionnaire, pre and post test  
 Family Tilde Family Ida Family Jenny Family Linda 
 Tilde*  Parent * Ida*  Parent * Jenny*  Parent * Linda*  Parent * 
Pre-test 1 19 (0–40) 10 (0–40) 8 (0–40) 8 (0–40) 7 (0–40) 15(0–40) Missing4 missing 
Impact 
score2  

8 (0–10) 0 (0–10) missing3 missing 0 (0–10) 1 (0–10) missing missing 

Post-test1 11 (0–40) 5 (0–40) 7 (0–40) 2 (0–40) 9 (0–40) 8 (0–40) missing missing 
Impact 
score2 

2 (0–10) 0 (0–10) 0 (0–10) 0 (0–10) 0 (0–10) 0 (0–10) missing missing 

* Range in brackets 

1 High score = more difficulties  
2 0=normal, 1=borderline, >2 = abnormal 
3 Missing Family Ida – Error 
4 Missing – Family Linda – declined to fill in  
 
 

Discussion 

The significance of family sessions in SHS as experienced by four families with adolescent 

girls suffering from health complaints and two school nurses’ was evaluated in this study. To 

sum up, the most prominent finding was that the sessions seemed to trigger a healing process 

including affective, cognitive, and behavioural areas of family functioning where the families 

became aware of their own opportunities to handle the health problems Facilities like 
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genograms, ecomaps and closing letters as ways to become aware of their own strengths and 

resources was significant, according to both the families and the school nurses. The school 

nurses thought that this way of working facilitated their work by being time-saving and 

rapidly giving a more complete picture of the situation. The nurses also found themselves in a 

different position as collaborators instead of experts.  

 

The families valued the offer to participate in the sessions as an opportunity to gather the 

family members and tell their illness story together with an active listening external party. The 

sessions led to feelings of relief; the families felt confirmed and created their own solutions. 

These positive outcomes were also confirmed in the SDQ post-test, which showed that the 

problems had decreased and/or become easier to live with. Viewing illness as a family affair 

(Wright & Leahey, 2005) and opening up for discussions about the impact of the illness on 

the other family members can validate and normalize the experiences. This may be of special 

importance in families with adolescents. The participating families were all in transition with 

growing children, and according to Steinberg (2000), this implies an increasingly independent 

relationship to the parents. Bearing in mind that this period can be stressful with altered 

relationship but continuing physical dependence (Wright & Leahey, 2005), encouraging 

family sessions when illness appears may be of special importance. In a literature review, 

Elmberger & Hedström (2004) pointed out teenagers as one vulnerable group when a family 

member suffers from cancer. Behaviour, such as showing an attitude of not being interested 

but wanting information and to be involved, can be difficult to interpret. However, 

participation in the illness process and open space for communication in the family can make 

the situation easier for the teenagers and avoid consequences later in life (Elmberger & 

Hedström, 2004). This may also facilitate a healthy transition for the family into the next 

stage when the adolescent has to become adult and independent from the family. The results 

of this study show that family sessions in SHS increased the awareness of and strengthened 

the family’s own resources and thereby started a process. Inviting people to family sessions 

and leading them can be a task for school nurses in their work to improve schoolchildren’s 

health when they express signs of mental health problems such as psychosomatic symptoms.  

 

Genograms and ecomaps were valued by both the families and the school nurses as a way of 

visualizing the individual in a family context. Using the charts led to an increased 

understanding of how things are connected as well as opening up different views of cause and 

effect of the illness for all parties. The families reported different ways of thinking about the 
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problems as well as behavioural changes in e.g. communication patterns. Using genograms 

and ecomaps and simultaneously telling the illness story seemed to accelerate a process of 

change. The families took an active part in creating the charts, and Friedman et al (2003) 

argue that participation and involvement is an essential approach for creating a context for 

change. According to Wright and Leahey (2005) change is dependent on the perception of the 

problem and the genograms and ecomaps can be gate openers with the nurse as a facilitator 

for promoting change by offering different views of the problem. However, some 

considerations about the power of the tools had to be made, as the balance between 

scrutinizing family life and sensitivity to each family member’s integrity can be a hazard, and 

as Wright & Leahey (2005) point out, there is always a risk of making errors when working 

with families and being less helpful than desired. On the other hand, the rich opportunities for 

creative healing might counterbalance this risk (Wright & Leahey, 2005). Accessibility to 

continuing clinical supervision for the school nurses as session leaders may reduce the risk of 

this kind of errors and seems essential. The emphasis on strengths and resources in the family 

may also increase the opportunities for a positive outcome when working with families. In 

this connection genograms and ecomaps can be valuable, easily used tools for school nurses.  

 

The result indicated a changing role for school nurses to be more collaborators than experts. 

This way of working was said to confirm their role as a way of being, with the focus on 

relations and not merely counselling when facing mental health problems among 

schoolchildren. This is in line with the Swedish guidelines which encourage active 

collaboration with schoolchildren and their guardians to achieve agreeable relations (NBHW, 

2004). Viewing the families as experts on their own health situation may be of special 

importance since today’s increasing mental ill health demands a more all-embracing way of 

working. Since the family is one of the most important factors for schoolchildren’s health 

(Clausson et al., 2003) it seems obvious to take the family into account when dealing with 

schoolchildren’s mental illness. Bartley (2004) studied school nurses’ developing health-

promotive role and recognized the role as a catalyst. This could mean working as a 

collaborator and an agent of change. Furthermore, Lightfoot & Bines (2000) identified an 

over-arching role for school nurses as health advisers to pupils and parents as well as having a 

role in family support. However, school nurses have difficulties in developing their roles 

(Lightfoot & Bines, 2000), and health advising may be more of an expert role which may not 

be up to date in working with mental health problems. These conditions may require different 

approaches, and a study of a mental-health-promoting dialogue of school nurses from an 
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adolescent perspective showed that the prerequisites of trustiness, attentiveness and 

respectfulness were the most important factors (Johansson and Ehnfors, 2006). Furthermore, 

it may be of great importance to clarify school nurses’ role in their work of keeping 

schoolchildren healthy. However, further studies are required and school nurses need support 

and supervision in developing their role as collaborators.  

 

Limitations 

Some threats to the trustworthiness of the present study should be considered. The sample 

process has to be considered and can be divided into three parties: The school nurses, the 

schoolchild and the family.  

 

Firstly, only two of ten trained school nurses continued participating in the study. Contacts 

were taken with all trained school nurses, and lack of time was said to  prevent further 

participation although the interest in family sessions persisted and the majority of the nurses 

used their knowledge in their everyday work and found it valuable. Perhaps the researcher 

(first author) did not persevere enough in the efforts to engage the school nurses in the 

research. Another impeding reason could be that family sessions are a fairly different way of 

working for school nurses.  

 

Secondly, the school nurses asked schoolchildren interested in participating in the study. 

Although the school nurse was well known and secure for the schoolchildren, the fact that the 

researcher was unknown may have made them hesitate because of the sensitive issue of 

expressing mental health problems.  

 

Thirdly, if the children gave their informed consent, the family was asked to participate. Even 

though the children were positive about participating, the rest of the family may have 

hesitated for the same reasons as above. A total of four families participated in the study. All 

the schoolchildren were girls with health complaints. Regarding the fact that adolescent girls 

account for a large share of the increasing mental health problems among schoolchildren, they 

may be representative of that group. The fact that it was  for research purposes may be 

frightening to some people, but also the opposite was evident in this study. In Family Linda it 

became obvious during the evaluation interview that the families’ motive for participating in 

the study was merely to contribute to research and not for personal reasons. The reason for 
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that may be linguistic misunderstanding since the parents were immigrants. On the other 

hand, the family described their benefit from the sessions, which made them aware of their 

strengths as a family. They also declined to fill in the SDQ as they found the questions too 

impertinent. 

 

Using multiple data sources is a form of triangulation and can be used for validating 

conclusions (Polit & Beck, 2004, p. 431) and enhancing credibility. In the present study the 

sources of evidence are combined from different methods of data collections, namely the third 

session, the pre- and post-test with SDQ and the evaluation interviews with the families and 

the school nurses. The usefulness of the intervention seems concordant with all sources. The 

sessions were preliminarily analysed, summarized and presented to the families in order to 

assure the authenticity, which increased the validity. Evaluation bias can be a threat to internal 

validity, especially when using an experimental design (Polit & Beck, 2004). This could mean 

that rival explanations can contribute to the results. However, the intervention and data 

collection followed a strict regime during a limited period. Moreover, qualitative research 

tends to be seen as subjective and ideologically driven (Polit & Beck, 2004, p. 246). An 

analysis of one’s own biases and presuppositions in order to challenge the research is 

important. The first author (EC) has personal experience as a school nurse but the second 

author (AB) has not. On the other hand, AB is a trained mental nurse and psychotherapist. She 

also has long experience of supervising clinical nurses. This may increase the validity of the 

study since the two authors co-operated in the analytic process.  

 

Some specific ethical considerations have to be taken into account when involving children in 

research since they have reduced autonomy and thereby are vulnerable subjects (Polit & 

Beck, 2004, p. 154). It is very important that the information of the study is addressed in a 

proper manner regarding age and stage of development (Polit & Beck, 2004). Participation 

was voluntary and the school nurse, the schoolchildren and the parents independently gave 

written consent. To minimize the risk of misunderstanding, the information directed to the 

hypothetical schoolchild was written in easily comprehensible language. If the schoolchild 

declined to participate, no further inquiry was directed to the parents. The sessions were held 

together with the parents and the permanent, familiar school nurse. This probably increased 

the sense of security for the schoolchild. Confidentiality can be a problem when reporting the 

results and quotations from the collected data can jeopardize the anonymity of the informants. 

To avoid this, a minimum of information is shown in the genogram and ecomap. The names 
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have been changed, as have other personal facts but with an effort to maintain the essence. 

The quotations are not presented in the original language, which may also obstruct 

identification.  

 

Implications and conclusions 

The increasing mental health problems among schoolchildren call for different methods 

including the family as collaborators. Using family sessions in combination with tools such as 

genograms, ecomaps and closing letters can facilitate school nurses’ work with schoolchildren 

expressing recurrent health complaints and lead to reduced suffering among the children and 

their families. The models require a different kind of knowledge and training of the school 

nurses as well as support in that role. School nurses’ role as a health-promoting collaborator 

suits this approach focusing on schoolchildren’s and their families’ own strengths and 

resources for a positive health development, where the goal can be a preparedness to handle 

vexations in life. The knowledge derived from the present research may be transferable to 

other outpatient settings although further studies are necessary, hopefully inspired by the 

intervention mode presented here. 
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Appendix 1 

Intervention - guide 

Family Intervention Sessions – One Useful Way to Improve Schoolchildren’s Mental 

Health  

 

The questions below shall be seen as examples depending on the families’ story, and were 

completed with other questions e.g. “What did you think then?”;  What did you feel then?”;  

What did you do then?”;  which were  used if there was  a need for deepening the questions. 

  

Family session 1. Focusing the family structure, their general life situation and the 

family’s difficulties in relation to the school child’s symptoms.   

A genogram was constructed in collaboration with the family.  

Can you please tell:  

• In which way has X symptoms influenced the family? 

• Who in the family has been most influenced? 

• How do you experience your situation in life? (physical, emotional, social, existential). 

• What do you think causes X symptom? 

• What is the greatest challenge facing your family during your actual situation in life? 

• How do you manage your situation in life? 

 

Family session 2: Focusing reflections related to the families’ difficulties and highlights 

available, helpful resources inside and outside the family for managing the situation.  

An ecomap was constructed in collaboration with the family 

Can you please tell:  

• Reflections from our previous session? 

• How does X express her/his symptoms?  

• How does the family experience the symptoms? 

• Who in the family is suffering most in relation to X symptoms? 

• How is this expressed? 

• How do you manage this? 

• In which way can you manage X symptoms? 

• What is influencing how you can manage the symptoms? 

• What other resources are available around the family for managing the situation? 
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Family session 3: Focusing the families’ efforts to manage the situation and their 

apprehension of future needs for changes.  

Can you please tell:  

• Reflections from our previous session? 

• One situation when you felt strength and power? 

• One situation when X symptoms were alleviated? 

• What is influencing her family’s experience of alleviating the symptoms? 

• How do you think and feel about the future? 

• From who are you confirmed as a family? 

• In what way can you, as a family; strengthen X opportunities to alleviate of X 

symptoms? 

• What other resources around you can you use to alleviate X symptoms?  

These questions can be completed with other depending on the progress of the session. 
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