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1. Introduction 

The structure of the Appendices is based on the activities conducted in connection with the 

education project of the Danish Health Confederation.  

These activities include: 

- Questionnaire survey; questionnaire distributed to approx. 1,200 managers and staff from 

the occupational groups represented by the Danish Health Confederation. 

- Interviews with select stakeholders. 

- Literature survey and interviews with select resource persons from mainly Danish, but also 

Swedish and Norwegian research and development environments. 

- Review of reports, desk research and interviews with select resource persons on current 

and future education and competence requirements in other countries. 

- Workshops with approx. 90 managers and staff from the occupational groups under the 

Danish Health Confederation – including group work and dialogue on important aspects of 

the future undergraduate programmes and further and continuing education programmes. 

- Overall description of the challenge and tendency pictures of the healthcare system 

towards 2020/2025 – and education and competence requirements derived from here. 

Part 2 below encompasses the original design as well as the involved resources from the Danish 

Health Confederation, Implement Consulting Group (Implement) and Aalborg University, 

Department of Learning and Philosophy (AAU). 

The last part of the Appendices outlines the analyses, reports, literature surveys and similar 

sources used in connected with the education project of the Danish Health Confederation – and 

the authorities that have been contacted and involved in the project with a view to obtaining input.  

 

1.1 The occupational groups under the Danish Health Confederation 

The Danish Health Confederation covers a series of important health professional groups and 

authorities. As indicated in the outline below, these occupational groups represent an important 

resource to all healthcare operators – in regions and municipalities as well as general practitioners. 

The occupational groups also operate in a series of other contexts such as e.g. education, 

research etc. and in a number of public contexts – and, to varying extents, in the private sector. 

Nurses perform a wide range of functions under the auspices of hospitals and represent an 

important resource in the primary sector, within both the general practitioners system and the 

municipal healthcare system, and in 24-hour care centres working with post-hospital care, but also 

with citizens suffering from various forms of mental and/or physical handicaps. Care homes, home 

nursing, public health etc. continue to represent an important platform for nurses in the municipal 

healthcare system; however, in the tendency picture functions within the framework of outgoing 

teams and intermediary units as well as home treatment are likely to increase. 
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For physiotherapists, the private sector – including not least privately practising physiotherapists – 

represents an important area. There continue to be a significant number of physiotherapists under 

the auspices of hospitals, just as many physiotherapists are employed in the municipal healthcare 

system, including not least care homes and day centres. In a broader perspective physiotherapists 

may also expect to see more tasks in the primary sector – in health centres and under the 

auspices of general practitioners as well as in the increasingly larger group practices. 

Occupational therapists represent a broad spectrum of places of employment. Both the hospital 

system and the municipal healthcare system (sheltered housing for the elderly/nursing homes, day 

centres, special institutions and preventive home visiting) are represented, but the entire work 

environment area also represents an important focus area for occupational therapists. Similar to 

several of the other occupational groups, we can expect to see an increasing demand for 

occupational therapists in the primary sector. 

Radiographers are mainly employed in hospitals – within the framework of radiological 

departments, typically working with diagnostic imaging and nuclear medicine. But radiographers 

are also employed in radiotherapy departments and screening units and, to a certain extent, in 

private X-ray clinics and as consultants in the medico industry. 

Midwives mainly work under the auspices of the regions in obstetric departments in hospitals, in 

midwife centres, outpatient departments, wards, maternity wards and ultrasound units. A smaller 

number of midwives are employed in the private sector and in private clinics, including general 

practitioners. There is also a rising tendency to midwives employed in the municipal sector within 

e.g. family counselling, sexual health and health planning/counselling. 

Biomedical laboratory scientists are mainly employed in hospitals; and following the increasing 

opportunities for diagnostic testing and analysis, the hospitals are expected to continue to be the 

main place of employment for biomedical laboratory scientists. New analysis methods and 

equipment make it possible to conduct more analyses via screening, diagnosing and monitoring in 

clinical departments, in the primary healthcare system and in the home of the citizen, and this, 

together with the increase in the number of large group practices and the establishment of health 

centres, creates new work areas for biomedical laboratory scientists – both as regards employment 

in the near healthcare system and in the private sector. 

For dental hygienists, the private sector occupies a central position. More than half of all trained 

dental hygienists are employed in private dental practices. Some dental hygienists have their own 

practice, just as some are employed in private dental companies and the like. Within the primary 

sector dental hygienists work with municipal pedodontia and dental care. Only a limited number of 

dental hygienists are employed under the auspices of the regions – in hospitals or specialist dental 

clinics.  

The greater majority of publicly employed psychomotor therapists work under the auspices of the 

municipalities. This occupational group is also to a large extent represented in the private sector 

through privately owned clinics and the like, offering i.a. personal training and teaching, or through 

employment in privately owned practices. 

Diet and nutrition covers functions within the hospital system, but also within the area of regionally 

controlled social offers. The professional resources within the area of diet and nutrition work within 
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a very broad area in the municipalities – in connection with healthcare and the social area, but also 

within teaching and employment. Future emphasis on health promotion and health efforts aimed at 

public health – and improving public health – is likely to create a further demand for the 

professional competences represented within the framework of diet and nutrition. 

Pharmaconomists are mainly employed under the auspices of the regions or in the private sector. 

A large number of pharmaconomists are employed in hospital pharmacies, under the auspices of 

the regions. However, the majority is employed in the private sector – mainly in pharmacies, where 

they provide counselling on the purchase and dispensing of medicine. Some pharmaconomists are 

also employed in the medical industry, i.a. working with quality management and control.  

Some podiatrists are employed in hospitals, working mainly with the prevention and treatment of 

foot wounds; however, the greater majority are employed in private practices – in different forms of 

clinics, partially supported by government subvention.  

 

Table 1. Distribution of trained, employed health professionals across sectors  

 

Note: The table is based on the organisations’ evaluation of the distribution across sectors for individuals employed 

within their respective subject areas. Individuals employed outside their subject area or in unknown sectors have 

therefore not been included in the survey (with the exception of bioanalytical laboratory scientists). 

(1) PB in Nutrition and Health, PB in Global Nutrition and Health (English-language programme), Clinical dietitians, 

Catering officers 

Source: Information provided by the organisations under the Danish Health Confederation 
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Table 2. The number of trained health professionals in employment as of 1 January 2013 

Occupational groups Employed 
 1 January 2013 

Nurses 65,985 

Physiotherapists 11,077 

Occupational therapists 7,884 

Radiographers 1,926 

Midwives 2,113 

Bioanalytical laboratory scientists 8,287 

Dental hygienists 2,415 

Psychomotor therapists (1) 390 

Health professionals in diet and nutrition (1)(2) 4,565 

Other health professionals in diet and nutrition (1)(3) 15,480 

Pharmaconomists (1) 5,985 

Podiatrists (1) 1,885 

Note: All persons who have at the given time completed an education within one of the given groups. 

(1) The number is estimated on the basis of a random check of the Danish population. Persons who are either employed 

outside their subject area or in unknown sectors have not been included in the survey. 

(2) PB in Nutrition and Health, PB in Global Nutrition and Health (English-language programme), Clinical dietitians, 

Catering officers 

(3) Nutrition technicians, Kitchen assistants, Kitchen helpers, Kitchen managers 

Source: Special combination of data from Statistics Denmark based on student and qualification directories and 

Statistikbanken.dk. 
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2. Project design and the resources involved 

The education project of the Danish Health Confederation was managed by a steering group with 

representation from all the member organisations. Vice-president of the Danish Nurses’ 

Organization Dorte Steenberg functioned as political facilitator for the project.  

Five steering group meetings were held – two of them as combined steering group meetings and 

workshops – throughout the project process. In May, June, August and September. The members 

of the steering group are listed below.  

 

Steering group 

Danish Nurses’ Organization Dorte Steenberg 

Mathilde Thornberg Djervad 

Birgitte Grube 

Simon Martin Hansen 

Association of Danish Physiotherapists Tina Lambrecht 

Rene Andreasen 

Danish Association of Occupational Therapists Gunnar Gamborg 

Ulla Garbøl 

Danish Association of Biomedical Laboratory 

Scientists 

Martina Jürs 

Jane Fyhn 

Danish Council of Radiographers Charlotte Graungaard Falkvard  

Christian Gøttsch Hansen 

Danish Association of Midwives Lillian Bondo 

Anne-Mette Schroll 

Danish Association of Dental hygienists Elisabeth Gregersen 

Birthe Bak Andersen 

Danish Diet & Nutrition Association Ghita Parry 

Charlotte Knudsen 

National Association of Podiatrists in Denmark Tina Christensen 

Hanne Aasted 

Danish Association of Pharmaconomists Christina Dürinck 

Mette Guldberg 

Danish Association of Psychomotricity Henriette Nikolaisen 

Birgit H. Hansen 

Danish Health Confederation secretariat Charlotte Vinderslev 
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The Danish Health Confederation was represented at the project management level through Chief 

Consultant Charlotte Vinderslev, the Danish Health Confederation and Chief Consultant Mathilde 

Thornberg Djervad, the Danish Nurses’ Organization. These resources represented the direct and 

continuing contact point for Implement/AAU throughout the project process. 

The project team from Implement and AAU comprised the following resources: 

- Professor Kristian Larsen (AAU) 

- Senior Lecturer Karin Højbjerg (AAU) 

- Partner Peter Emmerich Hansen (Implement) 

- Consultant Mick Bundgaard Dige (Implement) 

- Consultant Ann-Catrine Monberg (Implement) 

- Business Analyst Anne Katrine Bjørkholt Sørensen (Implement) 

- Business Analyst Mira Stæhr Andersen (Implement) 

- Student Worker Ann-Sofie Andersen (AAU)   

- Student Worker Andreas Lindenskov Tamborg (AAU) 

The management team was comprised of Kristian Larsen and Peter Emmerich Hansen, while 

Implement Consulting Group functioned as the formally responsible supplier in relation to the 

Danish Health Confederation. 
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2.1 Project design 
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3. Interviews with experts and researchers 

Interviews have been conducted with the experts and researchers mentioned below – as part of 

the basis for track 1 (social development, education and competences etc.) and track 2 (the 

country surveys), cf. project design of the education project of the Danish Health Confederation. As 

stated, these are experts and researchers on education, rather than health. The interviews have 

been supplemented with extensive desk research.  

The resource persons involved are listed in part 9.  

The interviews with these resource persons have contributed significantly to the project and report. 

These interviews have conveyed a far from unequivocal picture of the needs that may be identified 

as regards knowledge and competences in the future. But they have contributed to keeping focus 

on the complexity and diversity of the challenge and development picture in which the occupational 

groups under the Danish Health Confederation must navigate. 

The resource persons involved have extensive, in-depth knowledge of and experience with one of 

the following areas: 

- Health, disease and inequality 

- Healthcare technologies 

- Perspectives on relatives  

- Profession and organisation perspectives and professional roles 

- Evidence, manuals and standards  

- Cross-disciplinarity and undergraduate programmes  

Based on a number of keywords the resource persons were asked to consider which current 

challenges they were able to identify within healthcare.  

Subsequently, they were asked to consider which competences the health professionals should 

have in order to meet the challenges identified – and to give concrete suggestions on how 

knowledge and competences can be acquired through education. 

Desk research has been conducted in the form of systematic literature searches in select Danish 

and international databases. Studies have been selected with a view to uncovering existing 

research and knowledge related to the themes the resource persons were asked to consider. 

Furthermore, the select studies should mainly concern Scandinavian/Nordic conditions, as the 

welfare models in Scandinavia are relatively similar – although subject to change, just as the 

health institutions, the professions and knowledge forms (Larsen and Esmark 2013).   

The main points and viewpoints presented below have been divided into eight overall themes on 

tendencies and/or new competence requirements related to:  

- Evidence 

- New types of patients 

- Practical training and practice-oriented teaching 
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- Joint undergraduate programme 

- Technologies 

- Health inequality 

- Patient involvement  

- Prevention 

 

3.1 Evidence 

All resource persons point out that it will be important for the occupational groups under the Danish 

Health Confederation to be able to consider the concept of evidence, and that this involves a 

series of challenges. The increased focus on evidence in healthcare means that it will become 

increasingly important that the occupational groups under the Danish Health Confederation are 

aware that the knowledge which the concept of evidence suggests is certain is rarely that.   

Knowledge based on evidence e.g. does not take into account the counterfactual, i.a. what would 

have happened if e.g. the patient had not taken the pill. In addition, evidence-based knowledge 

rarely provides unequivocal and precise explanations as to which mechanisms make a given effort 

successful.  

At the same time, evidence-based knowledge is limited insofar as only some parts of the work of 

health professionals can be evidence-based. In this connection several resource persons point out 

that it is not possible to base health-pedagogical practices on evidence, as these are highly 

context-dependent, and it is therefore not possible, as opposed to scientific experiments, to control 

the many (i.a. social) variables. 

It is also highlighted as very important that the healthcare system leaves room for other forms of 

knowledge. Even though it is not possible specifically to establish the importance of e.g. cross-

professional collaboration in healthcare, much research suggests that this is indeed important.  

However, it is not possible to conduct randomised controlled tests that could document this based 

on the scientific regulations dominant within medical research. It is therefore important that the 

health professionals are familiar with several different forms of knowledge and are aware that 

evidence only represents one type of knowledge, and that there are other, equally valuable forms 

of knowledge.  

Several argue that the health professionals will increasingly need to develop competences that 

enable them to adjust their professional knowledge to specific situations and the needs of 

individual users/patients. This means that the health professionals need to develop scientific 

knowledge as well as everyday pedagogical knowledge. 

The resource persons argue that scientific knowledge should enable the health professionals to 

delve into the knowledge forms with which they are faced and identify the limitations connected 

with it. Such competences should enable the health professionals to adjust treatment forms, 

manuals and standards to different situations and the needs of different patients/users. Almost all 

the resource persons suggest that research methodology and theory of science will become 
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crucial, but it is also highlighted as imperative that these are made relevant and related to the area 

of practice in which the students will be involved. 

At the same time, several stress that the increased focus on evidence (the ‘evidence movement’) 

to a certain extent may contribute to deprofessionalising the professions, as evidence-based 

standards and manuals structurally and specifically undermine their professional autonomy and 

may deny the health professionals the opportunity to act autonomously.  

Seeing as evidence-based knowledge is based on average cases, it is very important that the 

healthcare system gives the health professionals the opportunity to think independently and to 

adjust evidence-based manuals and other knowledge components and standards to the specific 

situation.  

Some resource persons suggest that standards and manuals neither can nor should be applied in 

all situations, and that it is important to make room for professional judgement and intuition. One 

resource person highlights an American study that has shown how medical errors often occur 

because doctors follow manuals and fail to act intuitively, and how evidence-based manuals and 

standards may thus reduce the quality of the treatment.  

However, another resource person highlights a case involving so-called ‘Cancer packages’, where 

the patients follow highly structured and standardised courses of treatment, which lead to better 

results than traditional services, which to a larger degree allow room for professional judgement. It 

is also highlighted, though, that evidence and professional judgement should not be considered 

opposites, as the two forms of knowledge can with advantage be combined.   

The resource persons further highlight that it would be optimistic to expect the health professionals 

to be able to acquaint themselves with the many new research results that are constantly produced 

within healthcare and presented both nationally and internationally. Several highlight that this 

challenge could be met at a structural and organisational level by engaging employees whose 

main task is to follow the research conducted in relevant areas and to communicate and implement 

this new knowledge. This is also a way to acknowledge that this form of practice requires piece 

and quiet and concentration, which may be difficult to combine with the flow of practice imperatives 

and interruptions characterising healthcare practices. 

 

3.2 New types of patients 

Due to increasing globalisation, demographic changes and the increasing number of diagnoses, 

the health professionals are expected to meet more and more diverse patients. They will 

increasingly have to consider e.g. complex and competing diagnoses, ethnicity, socioeconomic 

conditions and social network in the organisation of the courses of diagnosing and treatment. 

Therefore, they will also increasingly have to develop health-pedagogical competences, as 

heterogeneous user groups require health professionals who are able to think independently and 

adjust the treatment to fit the individual patient/user.   

Several resource persons highlight that the increasing globalisation will be instrumental in creating 

an increased need for linguistic, empathic and intuitive competences in the affective work of health 

professionals. Managing a multiplicity of cultural codes is challenging and involves several ethical 

dilemmas. One resource person stresses that in connection with the acquisition of these 
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competences it is important that the students have concrete practical experience with which to link 

these concepts. On the other hand, there is also a risk that cultural and communicative 

competences may be understood and used instrumentally and categorically. This is evident e.g. 

when general-level knowledge on class, gender, culture or religion is translated (in a simplified 

form) as individual qualities (upper-class women, Christians, Greenlanders etc. act in this or that 

way). 

Several resource persons highlight that the complexity characterising the future challenges of the 

healthcare system should be incorporated into the study programmes, making the health 

professionals acquire new techniques in such a way that it strengthens their professional 

judgement. The study programmes should leave and create room for the students to solve a 

problem in more than one way. 

The didactics of the study programmes should thus create space for action and train the students 

to act herein. It should contribute to develop the students’ independent judgement and sense of 

responsibility, and the programmes should include interaction with students from other professions. 

In this connection several criticise the healthcare study programmes for being based on a highly 

fixed model/template: 14 modules with fixed learning and competence goals. One resource person 

points out that the curricular organisation seems to be in stark contrast to the future need for 

innovative health professionals. It is emphasised that the study programmes should constantly 

develop and not be static: 

‘And the problem is that we have created a study programme based on templates, shaping the 

students on the basis of one template. But the complex reality is not based on one template. It 

develops unexpectedly’.    

 

3.3 Practical training and practice-oriented teaching 

Several of the resource persons suggest that the teaching in the healthcare study programmes 

should be more practice-oriented, and that it should avoid falling between two chairs, giving the 

students an abstract, unusable education that neither relates to practice nor is scientific: 

‘A bit of everything, and, at the same time, nothing of anything’.   

According to one viewpoint, the idea that the profession-specific study programmes distinguish 

themselves from the university programmes by being practice-oriented is a delusion, as neither 

theory nor practice is taken seriously in the profession-specific study programmes. It is 

emphasised that practice in the university colleges is something people talk about, and that theory 

is not linked to practice:  

’So in reality we are, in many ways, more distanced from our professions than the universities are 

from theirs. That is, you don’t have to spend a lot of time in a university to see how the study 

programme for biology or some other subject is organised. It takes place in the reality the students 

will eventually enter into. And the university lecturers walk around in the mountains with their 

students. But the teachers in the nursing education, they don’t go out into the hospitals’. 

New demands are made on the teachers within the profession-specific healthcare study 

programmes to have a PhD-level education and, at the same time, not to be isolated from practice. 
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The resource persons highlight that the teachers should increasingly be able to choose and angle 

humanistic and social scientific literature in their teaching in such a way that it becomes relevant to 

the area of practice with which the students will be engaged. 

The theories should be used for what they are: ways of thinking ABOUT concrete practice. The 

theories should give the students knowledge and insight or a perspective on practice; they should 

not remain loose abstractions that are never linked to practice. In this connection several suggest 

that introducing PhD-level teachers who often come from neighbouring or other disciplines may 

involve certain challenges, and that their knowledge needs to be ‘translated’ in order to be related 

to the area of practice. 

At the same time, several argue that the study programmes should follow the development within 

practice – without communicating stereotypical or idealised ideas of practice. The school part of 

the programmes should be able and obliged to think in terms of aspects of reality and to 

incorporate a reflexive level, thus to a larger extent theories are connected to practice as tools for 

analysis and not as prescriptions for practice.  

According to the resource persons, the study programmes should be closer to practice, while at 

the same time objective and distanced, teaching the students to delve into practice and the 

existing ways of thinking.  

They should be trained to delve into the immediate simplicity of the problems and the incorporated 

self-understanding. Several suggest that theory of science should therefore be integrated into the 

study programmes from day one and its presence later increased progressively. The students 

should both be able to reflect on practice in the field and to relate to knowledge at a scientific level.  

’What really affects the students’ cross-professional abilities is field and case work. Go out into the 

world and gather experience, and come back and process it’. 

One resource person also suggests that the students need to develop a sense of ‘critical 

pedagogical thoughtfulness’ when it comes to their own development, the theory with which they 

are faced and the practices in which they are involved. The idea is that practical training should not 

just comprise adjustment to the existing. The knowledge the students have from their personal 

lives, experiences and education could contribute to new inputs on practice. 

The practical training should not just be thought of as training periods, but as strategies and efforts, 

handing the responsibility for the students’ acquisition of innovation skills and competences over to 

the institutions.   

One suggestion is that practical training could include trying several departments, practice forms 

etc. to give the students a more holistic idea of the system of which they are a part. This could 

counteract ‘overall specialists who are unfamiliar with the context of which they are a part’.   
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3.3.1 Undergraduate programmes and cross-professional collaboration 

The resource persons agree that cross-professional collaboration and professionalism will become 

important as health problems are composed of psychological, financial, medical and sociological 

components. Several stress that elements which clearly emphasise cross-professional knowledge 

building should be incorporated into the curricula of the study programmes, and that the teaching 

could with advantage be conducted by teachers with different backgrounds.  

It is further highlighted that the study programmes should to a greater extent look towards public 

health science and discuss the concept of health and break with limited medical views on concepts 

and ways of thinking. Health should not simply be understood as the absence of disease, but 

should be viewed in a larger perspective, involving not just bodily functions/dysfunctions. There is 

a need for viewing the occurrence of disease, health problems and prevention from a broader 

perspective. 

Seeing as a lot of the profession-specific healthcare study programmes are housed under the 

same roof, several suggest that there is a historic opportunity to introduce several cross-

professional elements into the study programmes. At the same time, several resource persons 

stress the importance of coupling these cross-professional elements with the practices of the 

professions, as it may be beneficial for the health professionals to see where the practice fields 

overlap and interact. Several resource persons emphasise that the study programmes can with 

advantage adopt case-based approaches, giving students from different programmes a chance to 

meet and contribute with knowledge and professional competences. This would make it possible 

both to maintain focus on the professions, but also to gain insight and learn from the professional 

competences of others. It is mentioned that the university colleges in Denmark facilitate this form of 

teaching, where students from different programmes participate in the same courses. 

 

Professional ethos and cross-professional collaboration 

On the one hand, the students must develop an emotional identification with the given profession 

and consolidate a professional ethos on the first day of study; on the other hand, there is an 

increasing need for cross-disciplinarity and for creating a broader platform for understanding and 

collaborating with other occupational groups. Several argue that professional identity is important, 

but that it is also crucial to create and maintain a form of sensitivity/awareness towards other types 

of knowledge. According to the resource persons, for the health professionals to be able to open 

up towards other subject areas they need to feel secure in their own profession. The interviews 

with the resource persons reveal both strengths and weaknesses of interaction between the 

occupational groups in the undergraduate programmes. On the one hand, a joint undergraduate 

programme could help meet the increasing need for more cross-professional competences, and to 

counteract excessive identification with the profession, which may hinder collaboration. In addition, 

it may help ensure that the work of the health professionals is based on the same understanding of 

the concepts of health.  

On the other hand, several suggest that the students may have difficulties seeing the relevance of 

the broader approach, and that a joint undergraduate programme will result in more students eager 

to get to the profession-specific area they have chosen. According to several of the resource 
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persons this may affect the drop-out rate. Furthermore, it will be difficult to incorporate all the 

professions in one joint undergraduate programme, and one mentions that the bioanalytical 

laboratory scientists are unlikely to feel at home in an undergraduate programme alongside nurses 

and physiotherapists, as the professional approach of the former is more technically oriented. 

No one, however, mentions that the new needs can only be met through a broad, joint 

undergraduate programme, but that there are other possible alternatives. Several suggest that a 

larger share of joint, cross-professional elements, maintaining the profession-specific from day 

one, would be a good way to meet the new needs. One suggests that the model could be ‘turned 

upside-down’, meaning that the study programmes should begin with specialisation and later 

introduce the cross-professional elements. There is potential in using the possibilities connected 

with integrating cross-professional elements into the healthcare study programmes, but it is also 

important to maintain professional identities and specialised knowledge, as there will continue to 

be a need for specialists. 

 

3.4 Technologies 

The development of diagnosing and treatment technologies as well as health and welfare 

technologies can lead to breakthroughs in our fight against and understanding of diseases. 

It is likely that we have so far only seen the tip of the iceberg as regards the effect of health and 

welfare technological solutions and the reorganisation of service designs aided by these 

technologies – necessary for social and macroeconomic purposes. New available treatment and 

healthcare technologies can contribute with support and help in a number of areas and may create 

new and unprecedented opportunities. It is estimated in a note from AAU (Dinesen and Toft 2009) 

that if all available technological opportunities were to be fully implemented in the healthcare 

system, 30 per cent of all patients could at the time of writing (2009) be treated at home under 

hospital-like conditions. 

The technologies and the opportunities (and necessity) for new service designs would place 

significant demands on the health professionals for education and completely new forms of 

competences. This would create a need for health professionals with new and more technical 

competences, but also with new and special competences to participate in the opportunities for 

reorganising service design with the help of these new technologies. However, the technologies 

that are developed and implemented in the healthcare system not only help solve existing 

problems, they also help create new ones. New forms of professional and ethical challenges and 

new forms of health inequality arise, which the member organisations under the Danish Health 

Confederation need to be able to handle. 

 

Technologies and new forms of health inequality  

One resource person indicates that treatment limitations are no longer determined by the options 

available, but by financial limitations. E.g. we will see an increasing number of available diagnosis 

and treatment options, which we cannot at present expect the welfare state to pay for. One 

resource person stresses that it will be possible in the future to pay for DNA diagnosis and risk 

profiles and to circumnavigate long waiting lists through independent financing of operations in 
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private hospitals or in clinics and hospitals in other countries. Several point out that the healthcare 

system and the new technologies may thus lead to increasing levels of health inequality, as 

everyone does not have the economic latitude that will increasingly become a factor for the health 

of the individual. Several therefore stress that society and the healthcare system need to become 

aware of this issue. 

According to Aaløkke (2009), technologies do not by definition lead to empowerment. 

Technologies have a disciplinary effect, as they require a particular form of use (Aaløkke 2009, 

84). The interaction between human and technology, the framework provided by the technology, 

and the strategies which the individual may launch and develop (i.a. determined by amount and 

composition of resources) sometimes make it possible for the patient to turn the disciplinary effect 

of the technology into a support. If the patient does not have the required resources, the 

disciplinary effect of the technology may have a negative and alienating effect on the patient (ibid.). 

Thus, the health professions must in the future be able to adjust various treatment technologies to 

the needs and resources of the patient.  

The idea that technology is the answer to future health problems is unrealistic. The notion of the 

patient as a biological citizen or biosocial individual may explain some aspects of the patient’s 

condition, but provides little information on the patient’s everyday life and life world (Oxholm 2012). 

Therefore, the technologies alone are not sufficient for solving complex problems, which on the 

contrary require competent, reflecting health professionals and independent thinking.   

The health professionals should not simply be trained to use the currently available technologies, 

but must acquire competences that enable them to go behind the ethical premises embedded in 

the technologies. The health professionals should be able to use a given technology in such a way 

that the needs of the individual patient are met (Søndergaard and Rosenbæk 2014). To avoid 

‘technological determinism’ it is, according to Rodeschini (2011), necessary to examine what 

happens when technologies are applied, shedding light on the processes of interpretation that 

occur in the interplay between technologies and human beings (Rodeschini 2011).  

The increasing number of available technologies for home care also give rise to a series of new 

challenges. According to e.g. Rodeschini (2011), self-care through healthcare technologies 

requires support from a healthcare worker and a patient with a sufficient degree of ‘cognitive 

capacity’ and a positive attitude towards life. At the same time, the technologies implemented in 

private homes are often designed for hospitals, which makes them difficult to install in the average 

home. E.g. they are not necessarily mobile, which means that a successful course of treatment is 

often conditional on support from the relatives of the patient (ibid.). 

 

Technologies and new education and competence requirements   

The students increasingly need to work systematically with the new available technologies and 

consequent opportunities and challenges within the study programmes. According to Søndergaard 

and Rosenbæk (2014), the students should be confronted with complex working conditions, 

enabling them to develop a professional sensitivity towards these technologies. The students 

should be given the opportunity to work with the technology, be challenged by it, interact with it and 

understand it in order for them to be able to weigh and possibly overrule it. 
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The new technologies also raise new ethical questions, and it will therefore be necessary to 

integrate discussions on the ethical consequences of the use of technology into the teaching. In 

addition, new challenges arise in the wake of the new conditions and diseases in part created by 

the new technologies. New screening options lead to a new condition, where a person is 

potentially ill if he is neither well nor ill yet. New methods for screening for potential diseases can 

lead to increased external control, suspending the patient’s sensory perception of the body and 

sowing doubt about whether the individual can rely on the signals communicated by his body. This 

may contribute to creating an insecure relation towards the body, which may entail that future 

patients’ overlook bodily signals, because their faith in their own ability to determine the status of 

the body has been undermined (Østergaard 2009). There will thus be a need for health 

professionals who are sensitive towards patients who override their own judgement. 

 

3.5 Health inequality 

The increasing pressure on healthcare expenses and the healthcare system following from i.a. 

demographic changes and the development of new diagnosis and treatment forms is leading to 

new forms of hospital organisation, the dismantling of hospitals and the establishment of new 

centralised superhospitals. Ankjær (2005) points to the two main arguments presented in 

connection with the centralisation of hospitals: 

- The consolidation of specialised treatments will raise the clinical quality 

- The consolidation of hospitals will lead to greater capacity utilisation and thus financial 

benefits 

The centralisation of hospitals involves centralisation processes and the establishment of fewer 

and larger hospitals as well as fewer beds and shorter periods of hospitalisation. From the 

perspective of the patient, this process of centralisation generally means longer distances to 

hospital than what patients in Denmark have been used to, which may reduce patient satisfaction. 

We have seen that especially disadvantaged citizens and their relatives find the transport distance 

challenging and alienating. 

All the resource persons stress that the health professionals should continue to be able to 

counteract the effect of social inequality. Several stress that level of education and level of income 

are important factors in statistical analyses of health inequality, and that these factors affect a large 

number of things, including life expectancy, living conditions, death rate, health problems, number 

of able-bodied years and the chances of returning to the labour market after periods of illness. 

This issue may be difficult to handle, as the gradients and resultant challenges are not only evident 

among the citizens who are worse off, but also have an effect on those with the highest and 

second-highest education level and those with the largest and second-largest income and so on. 

One resource person stresses that health inequality may create a need for health professionals to 

develop a self-understanding in which they are subjects in policy at an individual as well as a 

collective level.  

This means that the study programmes should contribute to creating health professionals who in 

school and professionally to a larger extent consider themselves active, co-active and partially 
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responsible for the healthcare services – both directly and at a more abstract level. At an individual 

level the health professionals are thus able to meet the citizens in a way that may recreate, but 

also minimise health inequality.  

One resource person highlights that health inequality creates an increased need for health 

professionals with a self-understanding according to which they are subjects in policy at an 

individual as well as a collective level. 

Here, policy does not merely entail participation in political activities such as e.g. elections, but also 

embedding policy in healthcare actions, in what is done and not done, said and not said. At the 

collective level the health professionals, understood as an occupational group and specialists 

within a specific area, are responsible for influencing the policy, administration and practical 

solutions implemented in the healthcare system.   

It is therefore crucial that the choices made in the work life of the health professionals also take 

such inequality into account. The resource persons further argue that it is important that the health 

professionals not only understand the condition of the patient, but also understand and are 

conscious of the patient’s sociopsychological situation. 

The results of a Norwegian knowledge outline (Godager and Iversen 2013) suggest that there is no 

social inequality in the use of general medical services. On the contrary, the results suggest that 

groups with a lower socioeconomic status use the general medical services more than privileged 

social groups. On the other hand, though, groups with a higher socioeconomic status use privately 

practising specialists more than groups with a lower socioeconomic status and to a greater extent 

than they use general practitioners (ibid.).  

The empirical studies do not provide a basis for explaining the factors behind this tendency, but the 

researchers behind the knowledge outline (Godager and Iversen 2013) point out that self-payment 

for the use of privately practising specialists comes into play. Furthermore, people with a higher 

socioeconomic status may have a better basis for evaluating the need for making use of private 

specialised healthcare services (Godager and Iversen 2013). When the premise is a strong welfare 

state healthcare system it can be a challenge to ensure that the needs of the more privileged 

groups are met by the general healthcare system. There is a risk that this tendency will result in 

two social groups, an A team and a B team, who turn to private and public healthcare providers, 

respectively. 

In respect of health inequality, the resource persons emphasise that the study programmes should 

introduce the health professionals to concepts that may contribute to their understanding of the 

mechanisms that are instrumental in reproducing health inequality. According to one resource 

person, the health professionals have unknowingly tended to give priority to middle-class values, 

and to be better at interacting with patients/users who are similar to themselves than with patients 

who differ. E.g. Marie Østergaard Møller’s PhD thesis reveals that social workers consider well-

educated patients with fibromyalgia to be more ‘in need’ than marginalised patients with 

fibromyalgia (Møller 2009).  

This viewpoint is supported by a Norwegian study (Strand et al. 2013), which shows that inequality 

in terms of resources or cultural health capital (Shim et al. 2010) may affect people’s ability to 

make use of health-promoting initiatives. Although universal initiatives have improved public health 
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in general, this development seems to occur more quickly among highly educated citizens, as 

these groups are better at using the services and/or at using them in a more efficient way than 

citizens with a lower level of education (Strand et al. 2013). In addition, previous experiences with 

the healthcare system, linguistic skills and social network also have an effect on the result of a 

given treatment (Diedrichsen 2011).  

A large part of the healthcare services (e.g. specialist referrals) are generated through referrals 

from the system. While the health professionals’ assessment of a patient (problems, prognoses 

and compliance) plays a crucial part here, the individual and relatives also play a role when it 

comes to arguing for one’s case (disease). The resources of the individual thus play a large part in 

the citizen’s contact with the healthcare system, and according to Diedrichsen (2011) it is therefore 

the responsibility of the healthcare system to organise the system in such a way that even the 

most socioeconomically disadvantaged persons are able to understand and navigate it and thus 

achieve an equal treatment result (Diedrichsen 2011).  

Health inequality is a complex matter with many aspects, involving both disease and treatment 

(tracking, treatment, rehabilitation), as has been the focus here. But health inequality equally 

involves unequal conditions of life such as e.g. the citizen’s relation to the labour market, the 

housing market and opportunities vis-à-vis financial, cultural and social resources (Marmot and 

Wilkinson 2006; Dahl et al. 2014). Within health inequality much needs to be done in terms of 

health promotion and prevention.  

 

3.6 Patient involvement 

There is an increasing tendency within healthcare to develop and introduce patient-involving 

activities. Patient security is closely connected to patient involvement. (See e.g. the healthcare 

policy of the Capital Region 2010-2013 (Region H 2010). In this connection there is still a need for 

developing tools to promote dialogue with relatives and patients.  

In the future the patient and relatives should to a larger extent be considered part of the team that 

collaborates on providing the best treatment. This means that part of the responsibility for the 

result of the treatment is assigned to the patient and relatives (ibid.). The Internet and the 

extensive access to information on health and disease have led to new types of patients, e.g. so-

called ‘expert patients’ who have extensive knowledge not only of their condition, but also of all 

possible forms of diagnosing and treatment.  

There is great potential in involving these new types of patients and the knowledge they posses in 

the diagnosing and treatment. Several of the resource persons highlight that the increasing 

diversity of user groups leads to highly differentiated needs and resources, and that there is great 

potential in organising the healthcare system in such a way that the resources of expert patients 

are utilised to a larger extent, as seen in e.g. patient training.  

According to the Danish Health and Medicines Authority (2005) the objective of patient training is 

to strengthen the patient’s self-care and management of the given chronic disease. The 

programme should give the patient the techniques and tools for ‘learning to live’ with the disease 

(Danish Health and Medicines Authority 2005). 
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However, Thorgård (2012) has pointed to the series of challenges connected with the increasing 

number of patient-involving activities. The increased focus on patient involvement often involves 

viewing the patient’s understanding of the disease as an important part of the diagnosing. 

However, the health professionals still face the challenge of maintaining that patient involvement is 

an activity that is not only reserved for independent, socioeconomically advantaged patients who 

have no difficulties expressing themselves and navigating the system, but also for the 

socioeconomically disadvantaged and weakest patients, who do have difficulties acting on the 

premises of the system. 

This requires viewing the patient’s knowledge not just as expert knowledge on the disease, but 

also recognising that the patient holds important information on the presence of the disease in the 

everyday life of the patient. All patients posses this form of knowledge, whereas patient 

involvement that only draws on the patient’s expert knowledge of the medical aspects of the 

disease risks excluding the weakest patients. The professions therefore face the challenge of 

adjusting practice to different forms of patient knowledge (Thorgård 2012). Furthermore, the health 

professionals and the healthcare system must acknowledge that experiences of health, quality of 

life and values differ between cultural and social groups, are diverse and sometimes conflicting 

(Larsen and Hansen 2014). 

However, a study by Jönsson et al. (2013) suggests that patient-involving activities involving so-

called expert patients may hold additional challenges. On the one hand, the health professionals 

see these new expert patients as a strength in patient-involving activities, as they may contribute to 

securing better treatment and, at the same time, force the health professionals to stay up-to-date 

on the latest knowledge. On the other hand, these patients challenge the authority of the health 

professionals by increasingly questioning the professional decisions of healthcare workers and 

looking for second opinions (ibid.). In addition, one resource person stresses that ‘skilled’ patients 

do not make the healthcare workers redundant; on the contrary, they contribute to placing greater 

demands on their professional competences. The health professionals will thus increasingly need 

to develop a sense of humility and tolerance towards competent patients, while holding on to their 

specific professional knowledge.  

 

Organisational framework for patient involvement 

Concurrently with the increased focus on patient-involving activities new organisational and 

managerial challenges emerge within healthcare. E.g. time and physical surroundings may hinder 

patient involvement (Jönsson et al. 2013). Seeing as the management is responsible for 

introducing patient involvement as a permanent part of the available treatment offers, a specific 

managerial focus is needed, Jönsson et al. (2013) argue, for changing the existing work culture 

(ibid.).  

Several of the resource persons highlight that there is a tendency not only to move treatment 

activities from the primary to the secondary sector, but also from the secondary to the private 

sector by placing larger demands and responsibility on the family and relatives of the affected 

person. This leads to new challenges, as the study suggests that home-based healthcare services 

are not sufficiently designed to include collaboration with family and relatives (Aasgaard et al. 

2014).    
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Aasgaard et al. (2014) have shown that it is not sufficient to reorganise the staff into teams, 

supporting the continuous contact with relatives, to ensure the collaboration with relatives who do 

not live with the patient (ibid.). This study shows that the health professionals do not give sufficient 

priority to collaboration with relatives, and that this is due to a lack of knowledge on how family and 

professional care can and should collaborate and support each other (Aasgaard et al. 2014). Here 

it is vital that the health professionals have negotiation and communication competences. In 

addition, the healthcare system should be organised in such a way that it supports collaboration 

between health professionals and relatives (ibid.). 

 

Patient involvement and new forms of health inequality 

However, due to the increased focus on patient-involving efforts such as patient training, the health 

professionals are faced with new challenges and demands concerning i.a. new forms of health 

inequality. According to Storm (2012), patient training supports the patients who already have the 

abilities and resources to handle their chronic disease, and who have an ambition to improve. 

According to Storm (2012), this means that patient training programmes produce ‘winners’, which 

presupposes ‘losers’, meaning that the skilled participants require a group of less competent 

participants (Storm 2012). However, an evaluation report of the patient training programmes 

suggests that the programmes may have an effect on the everyday lives of the socially 

marginalised patients. They may give this section of the population an experience of been 

acknowledged Danish citizens through the health professionals’ interest in them (Grøn et al. 2012).  

Furthermore, one resource person points out that the more heterogeneous user groups place new 

demands on the health professionals, who need to be able to communicate and differentiate the 

patient training programmes to match the diverse backgrounds and preconditions of the different 

user groups for participating in the training programmes.  

At the same time, KORA (2012) has identified a series of challenges connected with the 

participation and lack of participation of chronically sick patients. The report lists a number of 

reasons why chronically sick patients fail to participate in the patient training programmes (KORA 

2012). It suggests that a group of patients may chose not to participate if they do not experience a 

need for developing self-care and greater understanding of the disease.  

Furthermore, it is stressed that the probability of having participated in patient training increases 

with age, and that old-age pensioners, early retirement pensioners, disability pensioners or 

persons receiving other welfare benefits have to a larger extent participated in patient training. The 

study also points to a weak tendency that social groups 1 and 2 participate in patient training to a 

greater extent than groups 3, 4 and 5 (KORA 2012). 

The evaluation reveals that patients who live with a spouse or partner are more inclined to 

participate in patient training, and that those who fail to participate in patient training tend to argue 

either that they have not received the offer, do not feel they need it or are unable to complete such 

training for practical or health-related reasons.  

Furthermore, the evaluation shows that the health professionals disagree on the extent to which 

patients suffering from mental disease or abuse can participate in patient training (KORA 2012). 

On the one hand, patient-involving activities may thus contribute to the utilisation of the resources 
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of the new types of patients. On the other hand, these patient-involving activities lead to a number 

of new demands concerning the competences of the health professionals, the concrete design of 

the activities and, not least, the framework in which the activities should be implemented. 

One resource person suggests that the ideal healthcare system may be one that activates social 

networks and promotes fellowship, but at the same time avoids creating addictions. It is highlighted 

that the healthcare system should to some extent be de-institutionalised, as it is not in itself 

desirable that the institutions should take on as much responsibility as possible. However, 

activating the social networks should not be an effect of irrational goal systems, where some 

admissions, treatments etc. ‘score’ higher than others. In the existing healthcare system e.g. it is 

extremely expensive to have dying patients in the hospitals, as the hospitals get no points for 

accommodating them.  

 

3.7 Health promotion and prevention  

One resource person stresses that a lot of research suggests that life expectancy and 

socioeconomic conditions are to a large extent determined during childhood, and that we are not 

good enough at launching targeted initiatives in time: 

’We know how things work, but we are not good enough at doing something about it’.    

It is highlighted that the health professionals may help reduce health equality by being proactive at 

an early stage in life in order e.g. to discover medical and social problems early. According to one 

resource person, prevention plays a very small part in the existing study programmes, but should 

become more prominent in the content of the education and through more teaching in concepts 

from the areas of social medicine, public health science etc.  

An OECD report shows that prevention efforts targeted at the 0-3-year-olds are six times more 

effective than efforts targeted at children of school age. However, several suggest that prevention 

should not only be introduced in the study programmes, but should also be implemented in the 

organisation of the healthcare system. The resource persons agree that ‘thinking courses’ are 

important if the health professionals should be able to do preventive work, as it enables them to 

understand individual needs. It is a positive thing, they argue, that the study programmes place 

great emphasis on the health sciences, insofar as it does not happen at the expense of humanistic 

and social science subjects such as sociology, pedagogy and psychology.  

One resource person suggests that the professional competences could with advantage be divided 

into the following categories:  

1. Specialist knowledge within the specific profession – not just knowledge, but also ways in 

which this may be communicated and included in treatments. The health professionals 

should be able to translate such knowledge into action.  

2. Theory of science and methods – tools for acquiring and evaluating knowledge. Not just 

tools for scientific knowledge, but also for knowledge based on experience. 

3. Everyday pedagogical competences – should be developed/supported by pedagogical, 

sociological and anthropological theories/approaches to the everyday lives of people 
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The resource persons suggest that it is imperative that the health professionals do not just have 

knowledge, but also the ability to act. 
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4. Country surveys 

As part of the overall project four country surveys have examined the organisation of relevant 

healthcare study programmes in these countries and any existing evaluations and/or plans 

concerning the future education and competence requirements. 

The four countries are Norway, Scotland, England and Sweden. 

Each country survey below opens with an overall description of the existing framework of the 

relevant study programmes and subsequently gives an outline of evaluations and/or plans towards 

2020/2025.  

 

4.1 Norway 

The greater majority of the healthcare study programmes in Norway are conducted at universities 

or university colleges and lead to a bachelor’s degree – with the exception of the undergraduate 

programme for podiatrists, which is a specialised vocational education. 

A number of the study programmes have in common that they, like the profession-specific 

programmes in Denmark, follow a set of programme regulations established at the national level – 

a framework agreement within which the educational institutions may draw up individual curricula. 

This, however, does not include the podiatrists and some of the nutrition study programmes, which 

follow local and not national programme regulations.1 As in Denmark, the dental hygienists are 

subject to a national agreement. 

Relation between theory and practice 

Among the study programmes the balance between theory and practice varies from 25 per cent 

practice for dental hygienists and a minimum of 50 per cent practice for midwives and nurses. The 

midwife education in Norway differs markedly from the Danish programme by being an 

independent education that presupposes a degree as a nurse.2 

Opportunities for further education 

The greater majority of the healthcare study programmes are directly qualify the students for a 

number of master’s programmes – sometimes, however, some practical experience is also 

required. Some undergraduate programmes are continued in master’s programmes – e.g. the 

master’s programme in clinical physiotherapy – while other undergraduate programmes have no 

                                                           

1 Some nutrition study programmes (bachelor, three years) are offered in university colleges and under local programme 

regulations, whereas the bachelor’s programme in Human Nutrition and the bachelor’s programme in Nutrition, Food and 

Culture (both three years) are offered at university and under national programme regulations. Neither of these 

programmes include work experience. Only two of the university colleges are licensed. The clinical nutrition education is 

conducted as a master’s programme (five years) at university. There are master’s programmes in public nutrition, human 

nutrition and clinical nutrition (all two-year university programmes). These programmes include work experience.  

2 Out of five education institutions two offer midwife education programmes, two master’s programmes for midwives and 

the last institution has recently introduced a DirectEntry master’s programme for midwives (five years of study). 
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master’s programmes, but instead qualify graduates for a number of further education programmes 

in healthcare.  

It is indicated in various contexts that there appears to be agreement in Norway on the increasing 

need for offering further education at master level across the Nordic countries. 

This may reflect the fact that e.g. Scottish study programmes have within the past years received 

an increasing number of Norwegian students. 

Generalist/specialist 

The programmes are mostly organised as generalist programmes, with the exception of the 

physiotherapist education programme which offers 13 areas of specialisation. 

 

Evaluations and/or plans towards 2020/2025 

Within the OECD Norway is one of the countries that have most systematically and at a national 

level considered and implemented strategy processes concerning the challenges and development 

of the healthcare system towards 2020/2025. These processes have addressed a series of 

conditions and issues – including the development in disease patterns, capacity requirements, 

division of labour between the primary and secondary sectors. 

The Ministry of Education and Research, the Ministry of Health and Care Services and the 

Norwegian Directorate of Health and KS (similar to Local Government Denmark) are among the 

stakeholders who have worked systematically and at a national level with these challenges and the 

future development within health and welfare – and, in this context, with the future education and 

competence requirements in the healthcare study programmes.  

Initiatives have been implemented in a series of different contexts – and often in interplay with the 

nationally owned regions and municipalities. Recent initiatives have been implemented in 

connection with the so-called Health&Care21 strategy process. 

There is general agreement – across the nationally based, strategic initiatives mentioned above – 

that the healthcare study programmes in Norway are in need of quite considerable changes, and 

that the organisation of the current study programmes does not meet the requirements of the near 

future. 

Evaluations emphasise that the healthcare study programmes should to a greater extent than at 

present provide not just profession-specific, but also cross-professional knowledge and 

competences. It is mentioned in this connection that the healthcare study programmes should also 

to a larger extent than at present be related to and integrated with relevant study programmes in 

the social area. 

Here, focus is on integrating holistic citizen/patient continuity of care, user and relative involvement 

and public health work in the healthcare study programmes to a far greater extent than at present. 

Based on the premise that the next few years will see marked changes in the healthcare system’s 

mode of operation, the division of tasks between the different healthcare operators and the 

character of these tasks, focus is also on ensuring that the healthcare study programmes – in 
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addition to profession-specific forms of knowledge and competences – are characterised by 

aspects of: 

- Knowledge management – i.e. knowledge on evidence and standards and, not least, skills 

to identify relevant sources and relevant documentation in concrete, clinical and operational 

situations. (‘Digital and immediate access to quality-assured knowledge should be a matter 

of course in all parts of the health and care system’.). 

- Collaboration and coordination skills – i.a. in connection with the need for greater 

integration of efforts in the secondary and primary sectors, but also in connection with the 

need for integration of healthcare and social work. 

- Adjustment and change – i.e. flexibility and openness towards new types of efforts and new 

division of labour between healthcare operators. 

- Improvement and innovation skills – i.e. knowledge of how e.g. capacity utilisation and 

logistics in citizen/patient continuity of care may be improved and through which means, 

and knowledge on how e.g. healthcare and welfare technology can be further developed 

and applied 

- Guidance skills – i.e. knowledge on how less experienced colleagues (or students in 

practical training) are trained, and how to guide and communicate with citizens and patients 

as well as relatives. 

Practical training is one of the areas touched upon, and where there is considerable focus on 

introducing changes – as the capacity of the primary sector, not least of the municipalities, to 

handle students is expected to increase considerably. Focus here is both on the number of training 

places, guidance skills and financing.  

The further and continuing education programmes’ integration with the undergraduate programmes 

is believed to be too poor – and should to a greater extent than at present be placed on an equal 

footing with the further and continuing education programmes offered by the university system. 

There is also believed to be a need for thematised and cross-professional further and continuing 

education programmes, connected with the above-mentioned increased extent of cross-

professional elements in the undergraduate programmes.   

There is believed to be a lack of collaboration and connection between the education system (the 

university colleges etc.) and the universities as well as other forms of knowledge and competence 

centres. It is stated that there is a need for working with efforts on fragmentation – especially as 

regards further and continuing education, leading to a larger degree of consolidation with larger 

professional environments and fewer units as well as more uniform and national controlled further 

and continuing education. 

It is stated that the education of health staff must be research-based – and (cf. above) directed 

towards knowledge management and knowledge on evidence and best practice.  

The following lists select and concrete recommendations presented in the public debate in Norway 

and in connection with work on the future healthcare study programmes: 
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- More focus in the undergraduate programmes and the further and continuing education 

system on the need for staff resources in the primary sector, including the municipalities – 

as this is connected with the Norwegian ‘Samhandlingsreform’ (‘Collaboration reform’), 

which over a period of years expects to see an increased number of municipal healthcare 

efforts and a shift in the balance between the secondary sector and the primary sector 

towards solving a larger part of the total healthcare task under the auspices of the latter. 

- The establishment of regional forums for collaboration for the purpose of homogenising 

continuing and further education across regions. 

- Nationally based knowledge centres and platforms for knowledge sharing with a view to 

gaining insight into especially cross-professional collaboration and citizen/patient continuity 

of care across healthcare operators and sectors. 

- Implementation skills and implementation research – in connection with the increased focus 

on readjustment and insight as well as competences in connection with transformations and 

the completion of the goals of change and improvement processes. 

- User and relative involvement – focusing on collaboration with the patients associations on 

the development of knowledge on the healthcare efforts that are likely to have the largest 

effect as regards involvement of citizens, patients and relatives. 

- Innovation and improvement cultures – that are connected with the above on 

implementation skills and research, i.e. knowledge on how the health professionals can 

contribute to the active identification of improvement potentials, but also to the 

implementation in everyday operations of technologically supported efforts and continuity of 

care. 

- Knowledge management and knowledge-based practice – which are believed to be 

absolutely crucial, and which must be mandatory in all healthcare study programmes. 

Health professionals must be familiar with evidence and best practice, and the study 

programmes should focus on providing the students with the skills to improve clinical and 

operational practices and to phase out outdated diagnosing and treatment regimes. 

 

Summary of interviews, conducted in Oslo from the beginning of August to the end of 

September. 

Please list 3-5 changes that you 

believe are absolutely necessary in 

the undergraduate programme 

towards 2020/2025 – and 

substantiate your arguments 

 Without more qualified healthcare workers the result 

of the increasing elderly population will be that the 

nursing education needs to focus more on managing 

and guiding unqualified nurses and nursing 

assistants/healthcare workers3 (lack of healthcare 

workers corresponding to 65,000 full-time 

equivalents in Norway in 2010 and 100,000 in the 

                                                           

3 This corresponds to the Danish social and healthcare study programmes. 
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EU [I’m not sure about the source, but I can check, if 

required]) 

 We need to spend more time on prevention to 

reduce the expenses in the healthcare system. This 

requires training all the professions to guide/coach 

citizens and patients towards a more health-

promoting lifestyle. Health-promotion. Become better 

at identifying the resources of the patient (own and 

those of relatives/volunteers etc.). 

 More demands for customised healthcare services 

require more competence in professional 

development, user involvement and user orientation 

(empowerment).  

 Large amounts of research are published each year. 

This requires healthcare workers who are able to 

deal with such knowledge. Seeing as it is not 

justifiable to wait for national guidelines, healthcare 

worker must be able to read and evaluate new 

research in English. We need to move from ‘just in 

case’ to ‘just in time’.  

 Implementation and improvement competences are 

also necessary do to the amount of new knowledge. 

It takes 17 years on average, before research is 

implemented (let me know, if you require sources). 

Healthcare workers have two jobs: doing to work and 

improving it. Today they only learn one of the two. 

 There is a need for innovation due to new solutions. 

 Healthcare staff will receive more legal demands and 

professional guidelines from public authorities. They 

therefore need to understand responsibility, 

professional propriety and how to handle situations 

where this is challenged (connected i.a. to the 

whistleblower case).  

 More patient-centred care requires interplay between 

the professions. This requires cross-disciplinary work 

in both theory and practice during studies. Many 

mentioned simulation as part of the solution. Some 

also mentioned understanding of microsystems. In 

the municipalities, where the majority of the 

healthcare workers are employed, diagnoses are 

said to come and go, but the person remains (as 
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opposed to in hospitals). This calls for greater 

understanding of the wants and needs of the user. It 

calls for more knowledge on how the patients may 

contribute, relatives, volunteers, local community, 

and a more holistic approach to the patient. The 

study programmes should focus more on service – 

how to deliver what the patients did not know they 

needed. 

 Internationalisation (more ‘foreign’ healthcare 

workers and patients) involves a need for greater 

understanding and insight into adjusting contact and 

treatment. 

 Asymmetrical focus across municipality and hospital. 

This requires focusing on and acknowledging the 

municipal healthcare system in the study 

programmes. 

 Larger focus on knowledge-based practice (being 

able to make decisions based on personal 

experience, user knowledge and research). 

 More on effect (to avoid undue treatment) and risk 

assessment (to avoid hurting the patient) within 

medical treatment.  

 Today the undergraduate programmes focus too 

much on anatomy, biology and physiology, which is 

irrelevant to most nurses in a traditional ward. A part 

of this curriculum should be relocated to the further 

education programmes. 

 Less on nursing theories. Better with more on user 

orientation, health-promoting work etc. Knowledge 

that can be used and translated into practice. 

 The study programmes should make the nurses feel 

more secure about basic nursing. Today, they feel 

insecure about basic practical methods, which 

places a large responsibility on the employer as 

regards follow-up. 

Please list 3-5 changes that you 

believe are absolutely necessary in 

further and continuing education 

towards 2020/2025 – and 

substantiate your arguments 

 More task transfer, where the nurses take over 

simple tasks from the doctors – moving towards 

‘nurse practitioners’.  
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What is your opinion on the following 

statement: There is a need for far 

more joint education in the 

undergraduate programme across 

occupational groups 

All were positive 

What is your opinion on the following 

statement: There is a need for far 

more joint continuing and further 

education across occupational 

groups 

Positive (but less so than concerning the undergraduate 

programmes). 

What is your opinion on the following 

statement: More specialisation 

should be introduced in the 

undergraduate programmes – e.g. 

focusing on the primary and 

secondary sectors, on psychiatry, 

medicine and surgery, on emergency 

care, operations and anaesthesia 

etc.  

On the contrary. The undergraduate programmes should 

produce generalists. 

What is your opinion on the following 

statement: The undergraduate 

programme should concentrate on 

profession-specific tools and 

methods  

None were positive. 

What is your opinion on the following 

statement: The balance between 

theory and practice should be 

changed in favour of practice  

For most there was no doubt that more practical training 

is desirable and that the quality hereof should be 

improved. The (university) colleges and hospitals 

(municipalities) should work more closely together, and 

the education environments should have more insight 

into and knowledge of the ‘real life’. 

What is your opinion on the following 

statement: The undergraduate 

programme should be followed by an 

elite programme lasting e.g. 1-1.5 

years, ensuring that the most skilled 

get qualifications and that their levels 

of motivation and ambition are met 

This question was not touched upon.  

Comments on Scotland’s model for 

learning areas 

Good outline, but the majority had difficulties comparing 

the professions without sufficient knowledge on the 

current weighting of the programmes. 
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4.2 Scotland 

The majority of the healthcare study programmes in Scotland are offered at universities throughout 

the country and lead to a bachelor’s degree. 

In Scotland a bachelor’s programme lasts four years, whereas the standard in England is three 

years. 

A part of the programmes differ from their Danish counterparts – this is true e.g. of the dental 

hygienist and podiatrist education programmes. Although there is not direct equivalent to the 

Danish dental hygienist education programme in Scotland, there are similar programmes, which 

usually are longer and more specialised.  

The Scottish podiatrist education programme is also longer, usually four years, and covers more 

areas. 

The Scottish diet and nutrition education programmes have been divided into two main areas. It is 

thus possible to train either as a dietitian or as a nutritionist. 

There are no psychomotor therapist and pharmaconomist education programmes in Scotland. 

There are several pharmacy education programmes, though, and professionals within the area of 

therapy may take courses on psychomotricity.  

Not all the study programmes follow national regulations, and the programmes may vary 

considerably across universities, just as several programmes also vary with regard to title and 

duration. 

Most health professionals must upon graduation register with the Health Care and Professions 

Council (HCPC). 

Relation between theory and practice 

Among the study programmes the relation between theory and practice varies from 10 to 55 per 

cent practice. E.g. each year of the bioanalytical laboratory scientist education programme 

includes practical training. Concerning several of the study programmes, practical training is 

described as part of the programme, although the amount of practical training may vary. 

Opportunities for further education 

It is true for most of the study programmes that they qualify the students for postgraduate 

programmes within the same subject area; e.g. occupational therapists or physiotherapists may 

thus enrol in master’s programmes in occupational therapy or physiotherapy, respectively. Some of 

the bachelor’s programmes qualify the students for special programmes within other subject areas. 

E.g. a sonographer education programme is thus offered to trained radiographers.  

The structure of the majority of the midwife education programmes in Scotland is the same as in 

Denmark, but there are also midwife education programmes based on a degree as a nurse.   

The master’s programmes following the four-year bachelor’s programmes are usually short, about 

one year.  

Generalist/specialist 
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Most of the study programmes are generalist programmes, although some offer specialisation 

within various areas. This is true e.g. for nurses, radiographers and podiatrists. 

 

Evaluations and/or plans towards 2020/2025 

Scotland is similar to Norway in a number of respects – as Scotland is also implementing nationally 

based strategic processes concerning the future mode of operation of the healthcare system as 

well as the required education and competence forms and levels towards 2020/2025.4 

The basis of the overall strategic lines is also very similar to the one found in Norway. And 

Scotland is also focusing on a supposed need for altering the division of labour between the 

secondary and primary sectors – ‘shifting the balance towards community-based care’. Both 

because there is believed to be documentary evidence that there is too much unnecessary clinical 

contact with the hospital system – covering needs which the primary sector should be able to meet 

– but also because it is believed to be necessary to revitalise the LEON principle, ensuring that all 

healthcare tasks are solved at the adequate ‘effective care level’ (or perhaps in reality the ‘effective 

cost level’), and that ‘anticipatory care’ (to some degree corresponding to tracking and early 

involvement) and preventive work are given significantly higher priority.   

As in Norway, although to an even larger degree, Scotland is stressing the need for integrating the 

healthcare system and the social system. This is reflected in the now obligatory construction, 

‘Health and Social Care Partnerships’.  

Within this construction the regions and municipalities are under obligation to collaborate through 

‘pooled budgets’, meaning that both the regions and municipalities provide means for the joint 

operation of healthcare services and social work – and are equally responsible for the performance 

and quality levels. Especially older medical patients and citizens with chronic diseases or mental 

conditions are covered by the efforts placed within the framework of the ‘Health and Social Care 

Partnerships’. 

This construction entails a new form of organisational rooting of the health professions – which, to 

a larger extent than previously, are expected also to have knowledge and competences within the 

social areas, and, at least, knowledge concerning the needs for coordination and holistic treatment 

across the two areas. 

These ‘partnerships’ enable the health professionals to work (e.g. half-time) both in the hospital 

system and the ‘community healthcare’ system. 

The strong insistence on a joint preamble for the Scottish healthcare system – and a strategy to 

ensure that the balance between healthcare services is shifted not only towards the primary sector, 

but also towards collaboration structures that integrate healthcare and social work – has affected 

both the undergraduate programmes and, not least, the further and continuing education system. 

The strategic work in Scotland concerning healthcare focuses on how to avoid social health 

inequality, and, by and large, how it is possible to work more intensely with ‘healthcare inequality’, 

                                                           

4 2020 Workforce Vision. Big picture challenges for healthcare workforce planning, education, training and development, 
March 2013. 
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ensuring that the capacity and resources of areas and population segments with special problems 

and especially large problems are increased considerably.  

The national Scottish health strategies are characterised by a rejection of activity-based 

management and municipal co-financing – and a return to traditional budget expenditure 

structures, because activity-based management is believed to warp the healthcare system and 

create incentive for hospital-based efforts which could equally well (and at a lower cost) be 

conducted within the primary sector. Thus, over the past five to 10 years the Scottish healthcare 

system has moved towards a form of thinking and strategy that increasingly differ from the English 

healthcare system – as well as from the Danish system – even though there continues to be many 

similarities between the two countries’ thinking on the healthcare study programmes and between 

the history and traditions of these programmes.  

The underlying premise is that the Scottish elimination of activity-based management implemented 

some years ago now has created a better framework for interplay between the primary and 

secondary sectors and between the healthcare and social systems, just as this elimination has 

created a better framework for support of the primary sector by the hospital system.  

This is reflected in the educational system. The stress on knowledge on cross-professional and 

cross-sectoral collaboration has increased considerably, just as focus in the undergraduate 

programmes on the roles of the occupational groups in the primary sector and on collaboration 

between the healthcare system and the social system has increased. 

At the same time, the pooling of all forms of further and continuing education in one ‘special board’ 

(‘NHS Education for Scotland’) has consolidated the continuing and further education system. It is 

stressed that there should be certain requirements in connection with continuing and further 

education – in the form of level of previously completed undergraduate programme, but also in the 

form of binding, formal agreements with relevant operation environments on the effect of the 

completion of a continuing and further education programme on the personal as well as 

organisational level.  
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From the 2020 Workforce Vision: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.3 England 

The National Health Service (NHS) is the name of the public healthcare system in Great Britain, 

which formally consists of the following four parts: National Health Service England, NHS Wales, 

NHS Scotland, and Health and Social Care in Northern Ireland. There has been a very marked 

development towards increased differentiation across the four parts, not least (cf. above) as 

regards Scotland. 

Since the late 1990s the NHS in England, which is part of the Department of Health, has worked 

towards streamlining the healthcare system, gradually introducing different forms of privatisation – 

i.a. because this is seen as a way of addressing future challenges, including increasing 

opportunities and needs and a still tighter public financial framework. 

The majority of the healthcare study programmes in England are offered at university level and 

lead to bachelor’s degree. There is no equivalent, however, to the Danish psychomotor therapist 

education programme. Instead, there is a series of courses and diploma programmes on the 

subject. 

Few of the study programmes are subject to national programme regulations. 

Experience for students, key questions: 

How do we secure the good and affordable skills mix? 

How do we create motivation and ambition by providing special career paths? 

How do we encourage people from minority groups to enter the workforce – and 

ensure that everyone is treated fairly with regard to career progression? 

How do we ensure the workforce possesses the values and behaviours to deliver 

high-quality care? 

What is the correct balance of the workforce between treating the population and 

treating the individual? 

How can education and training support care being delivered in the community? 

How do different service models affect productivity and quality? 

How do we manage the drive for continuous improvement? 

How do we measure the quality of education? 

How do we incorporate cross-professional working into education and training 

programmes? 

When society is ageing, what special skills will the workforce need? 

 

 

http://en.wikipedia.org/wiki/Health_and_Social_Care_in_Northern_Ireland
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All health professionals trained in a profession with a protected title must go through an 

authorisation process either through the NMC (nurses and midwives) or HCPC (others). 

Relation between theory and practice 

Among the study programmes the relation between practice and theory varies from a minimum of 

30 per cent practice for occupational therapists to 50 per cent for radiographers. Concerning 

several of the study programmes, practice is described as part of the programme in all years of 

study, although the exact relation is unclear. 

Opportunity for further education 

A large part of the undergraduate programmes lead directly to master’s programmes. However, as 

in Norway, this is not the case for occupational therapists for whom there is not postgraduate 

programme. The same is true for radiographers. 

Generalist/specialist 

The majority of the study programmes are generalist programmes, with the exception of the 

nursing education programme and the study programme in health and nutrition. The latter offers 

15-ECTS credit specialisation courses – on Nutrition and Genetics, Biology of Ageing or 

Endocrinology of Diabetes – as part of the third (of a total of four) year of study. Nurses may 

choose to specialise within one of three areas: Adult Nursing, Children’s Nursing and Mental 

Healthcare.  

 

Evaluations and/or plans towards 2020/2025 

In 2012 parliament introduced the ‘Health and Social Care Act’ which led to radical changes of the 

NHS England for the purpose of streamlining the healthcare system and thus be able to meet 

future challenges involving a growing senior population, the burden of lifestyle diseases and 

increasing medicine expenses. 

The large so-called QIPP (Quality, Innovation, Productivity and Prevention) programme is an 

offshoot of the mentioned legislative framework and is said to comprise a framework for the 

expected large transformations towards increased cost efficiency (including increased productivity), 

increased focus on quality and the application of quality indicators within management and 

financing (rather than focus on quantity) as well as increased efforts to integrate healthcare efforts 

across the hospital system and community healthcare system and to increase the share of 

healthcare efforts performed in the primary sector. 

The transformations have led to many and quite radical changes: The former Primary Care Trusts 

(PCTs) have been replaced by Clinical Commissioning Groups (CCGs), where a large number of 

general practitioners work together (equalling very large group practices) within a framework that is 

expected to create a basis for marked growth in the number of nurses, occupational and 

physiotherapists, bioanalytical laboratory scientists etc. affiliated to the general practitioners level 

through the CCG framework.  

The reforms have also created a greater incentive for private-public competition in the healthcare 

system and greater economic latitude for general practitioners and clinicians. 
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While this has led to a wish from the national level for a reduction in the number of health 

professionals in order to streamline the healthcare system, the changes have at the same time 

created more opportunities for specialist study programmes and new roles for the health 

professionals.  

The reform has changed the demands placed on future health professionals and thus created a 

large incentive for changes in the healthcare study programmes. 

The Council of Deans of Health stated that the implementation of the new act offers ‘a unique 

opportunity to reshape the education and training of the future workforce to ensure that the NHS is 

able to achieve the best possible health outcomes for patients and service users’.   

Subsequently, Local Education and Training Boards have been established, consisting of local 

health professionals who, through these boards, are involved in shaping the future healthcare 

study programmes.  

The 2012 act also resulted in the implementation of a new national structure, Health Education 

England (HHE), whose main task is to devise recommendations for changes to the healthcare 

study programmes to meet the needs and wants of the future healthcare system.  

Parallel to or in connection with the mentioned changes and initiatives a series of strategic efforts 

have been launched with a view to ensuring that the future healthcare study programmes meet the 

expected future needs. 

These strategic efforts have been launched mainly at the national level by the NHS and the 

Department of Health or by the new HHE.  

The reports available so far point to several areas that are believed to be in need of change vis-à-

vis the current study programmes. 

According to the report ‘Tomorrow’s People, Today’, the following areas and themes must be 

improved towards 2025: 

• Care characterised by compassion, dignity and respect 

• More integrated and person-centred care 

• Care closer to the patient’s home 

• Creating more favourable conditions for technological solutions and innovation 

• Improving the quality and value of practical training  

The report recommends a series of more or less concrete steps aimed to meet these overall, 

strategic objectives. 

The report emphasises i.a. that it should to a larger extent be possible to complete practical 

training in different sectors, and that focus should both be on the core profession and on cross-

professional collaboration skills – including competences and skills that improve the cross-sectoral 

work of the health professionals. 

It is further stressed that it is important to ensure that the values of the students enrolled in the 

healthcare study programmes are consistent with the overall behavioural and ethical framework of 

the NHS England.  
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The report suggests that the needs for healthcare services are very changeable, and that this 

should be reflected in the education of the health professionals.  

The future health professionals should be more flexible and enterprising and have more 

competences in change management and a capacity for working innovatively and benefitting from 

the latest technological instruments and the latest scientific knowledge.   

It is further stressed that the teachers in the healthcare study programmes must to a larger extent 

have solid experience from normal practice. 

The NHS has established a unit that is currently working on a Research and Innovation Strategy, 

which should support development of a more flexible workforce in the healthcare system and 

promote greater use of the latest research and innovative solutions. 

So far the work has led to the following recommendations: 

• Strengthen the development among the health professionals of evidence-based decision-

making. 

• Ensure that the health professionals, to a larger extent than today, are introduced to 

healthcare research, innovation and quality improvement. 

• Organise the clinical academic careers with a view to strengthening clinical research and 

knowledge. 

• Ensure that knowledge on best practice from research may inform and impact the way in 

which practical training and education are facilitated in the healthcare system and the 

healthcare study programmes. 

The work of the unit is still in progress and is expected to be completed by October 2014. 

A report from the Department of Health argues that if the healthcare system is to maintain a high 

level of quality in the diagnosing and treatments performed, the demographic and technological 

changes require that the competences of the health professionals must continue to grow.  

It is further highlighted that the future will see an increasing need for focusing on flexibility and 

responsiveness to citizens and patients in order to adjust continuity of care, diagnosing, treatment 

and rehabilitation etc. to individual needs and to the needs of specific population groups. 

The report also states that several healthcare areas will see a decrease in the need for traditional 

treatment in the future, as the general public health is improving. 

This is especially pronounced within dental care, and the staff should thus increasingly be able to 

help patients maintain good mouth hygiene – and not just treat the sick.  

It the same time, it is pointed out that the disease picture is getting still more complex, and that the 

healthcare study programmes should provide a solid basis for ensuring that the occupational 

groups are able to evaluate the needs of specific citizens, patients and families. 

Finally, the report recommends strengthening the partnerships between the scientific and 

academic environments, on the one hand, and the healthcare study programmes, on the other. It is 

thus believed to be absolutely vital that the three components, education, health and research, 

work together to ensure the best possible professional service.  
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According to the trade organisations, e.g. the Royal College of General Practitioners and the Royal 

College of Nurses, the goal is to give the future health professionals better cross-professional 

skills, as the future healthcare system will be designed in such a way that citizens and patients 

increasingly receive help and treatment from cross-professional teams rather than from profession-

specific practitioners etc.   

This affects the structure of the study programmes and the expected competences of the 

graduates. 

In the report ‘Realising Our Potential: a sustainable future for Health Education England’ the HEE 

recommends involving the deans within the education systems to a larger extent. The deans are in 

a unique position: They are fully-trained and able to change the study programmes – and they are 

closely connected to the programmes.  

Many deans have attempted to introduce more cross-disciplinary work and practical training into 

the healthcare study programmes, and the HEE therefore considers the deans to be a likely basis 

for the continuation of the work with introducing still more cross-professional elements into the 

study programmes. 

The HEE further recommends that the focus of the study programmes and especially the practical 

training should to a larger extent be shifted from hospitals to the primary sector, as the future 

health professionals will to a much larger degree than at present be employed in community 

healthcare. This reflects the demographic development and the increasing need for care, tracking 

and prevention, rehabilitation and monitoring etc. of the increasing number of elderly and elderly 

medical patients with complex conditions and citizens with chronic and/or long-term conditions.  

The English trade organisations point out that the healthcare study programmes need to be 

adjusted so as to improve the health professionals’ capacity for working with IT and technology 

and to use the many new systems, tools and healthcare and welfare technologies in their everyday 

work. 

Access to healthcare workers will in the future and to a far greater extent than at present take 

place through the Internet, just as an increasing number of routines and processes will be digital 

and supported by technology.  

The Department of Health supports these viewpoints – and stresses that a more efficient 

healthcare system can be achieved i.a. through increased application of healthcare technology and 

IT. 

In England deliberations on the future education and competence requirements also include the 

further and continuing education system.  

It is stated that the health professionals should be able to fulfil a specific role in the healthcare 

system, and that the opportunity to take a further or continuing education should be more open, 

enabling the health professionals to focus on their future career as e.g. a Healthcare Manager or a 

member of a Clinical Commissioning Group.  

This corresponds e.g. to the Care Manager role of health professionals in the Danish Shared Care 

Model. However, what is most interesting is perhaps the argument presented in connection with 

the CCG structure – that e.g. nurses may become equal partners in general practitioner units.  
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Jon Glasby, Professor of Health and Social Care and Head of the Health Services Management 

Centre at Birmingham University, argues, just like the other sources, that the English healthcare 

system is facing challenges mainly within the area of elderly care and in relation to the increasingly 

‘active patient’.    

Many of the healthcare study programmes show a lack of knowledge and competences within 

elderly care – also as regards expectations concerning the occurrence and prevalence of dementia 

and a series of chronic and complex conditions, the occurrence and prevalence of which increase 

almost automatically with age, and as regards opportunities to ‘monitor’ and ‘extend’ the functional 

abilities and lives of elderly citizens.  

According to Glasby, there is a great lack of understanding of a whole new generation of diseases 

and conditions often seen among senior citizens – including, in addition to dementia, 

musculoskeletal conditions and lifestyle diseases in a wide sense.  

There is also a lack of understanding of the ‘active patient’ and education elements, which to a 

larger degree address opportunities and problems involving the ‘active patient’. 

The health professionals need more than technology and IT skills; they also need to know how to 

teach the (i.a. elderly) patients to use the IT and technology, and to actively support the patients’ 

empowerment.   

Here, a number of current social developments will inevitably affect the structure and design of the 

study programmes. 

Glasby also mentions that it is important for the healthcare study programmes to focus on 

pedagogy, ensuring that the health professionals are able to teach the patients self-care and what 

they need to know.  

At the same time, it is also important to give more priority to educating the present teachers, giving 

them the right knowledge and competences as regards the future healthcare system. The 

teachers’ level of knowledge in technology and the number and diversity of healthcare services 

often lags behind the reality to which they should optimally introduce the students.  

Newly-qualified health professionals should to a significantly greater extent be equipped for taking 

on the role as leader – either through introducing management into the undergraduate 

programmes or through offering further education within management. 

The study programmes should to a significant extent shift focus from treatment to prevention and 

health pedagogy. 

It is not believed to be necessary or desirable to change the basic structure of the study 

programmes. Although there is an increased need for cross-disciplinarity, also within the study 

programmes, this need can be addressed within the framework of the present study programmes 

and professions.  

There is, however, a need for radially changing the line of thinking in some study programmes, 

thus incorporating cross-disciplinary work and multidisciplinary teaching and course material into 

all modules, courses and practical training.  



 

51 

 

The future health professionals will inevitably, and with advantage, be working in teams, and these 

teams will consist of health professionals as well as relatives and patients. According to Glasby, 

activating the last two groups is the key to an efficient healthcare system. 

 

4.4 Sweden 

Although there are many similarities between the Swedish and Danish healthcare systems, there 

are also many differences. Sweden focuses less and differently on the ’near healthcare system’ 

than e.g. Denmark – also as regards the debate on the balance between the secondary and 

primary sectors. 

The existence of a very large network of Vårdcentraler (health care centres with general 

practitioners and a varying amount of efforts and services as well as occupational groups) is likely 

to be the cause hereof. The ‘near healthcare system’ has more or less always existed – and the 

Swedish balance debate has therefore focused more on how large a share of the total healthcare 

task should be delegated to already established Vårdcentraler, while the municipalities to a larger 

extent are part of the full picture of the development of the healthcare system, as more and more 

emphasis is placed on integrating healthcare and the social area – as in e.g. Scotland. 

Consequently, the Swedish National Board of Health and Welfare (there is no separate ‘Board of 

Health’) is the unifying national unit responsible for regulation and, to some extent, policy within the 

area. 

In the English NHS system the national level is the ‘owner’ and operator of many healthcare 

institutions; in both Sweden and Denmark this role is performed by a combination of regional and 

municipal authorities. 

Both countries also have user-pays systems in some – though different – parts of the healthcare 

area: In Denmark this is mainly true of dentists, certain health professionals (such as chiropractors 

and physiotherapists), opticians and medicine, while Sweden demands charges user fees on some 

forms of contact, e.g. contact with the Vårdcentraler and emergency departments. 

The country’s main healthcare stakeholders are the Ministry of Health and Social Affairs 

(comparable to the department within the Danish Ministry of Health) and the Swedish Association 

of Legal Authorities and Regions (SKL, comparable to Local Government Denmark and Danish 

Regions). 

Traditionally, the Swedish healthcare system has been highly decentralised, giving the various Län 

(regions, though perhaps more comparable to the former Danish counties) a large responsibility 

and many authorities. 

However, especially from the 1990s and onwards, Sweden has undergone various reforms 

streamlining, privatising and centralising the healthcare system, e.g. introducing free choice of 

hospital and Vårdcentral (and thus general practitioner). At the same time, Sweden has also 

introduced free right of establishment – within a given framework – giving private healthcare 

providers the right to establish e.g. Vårdcentraler and the citizens the right to use these 

Vårdcentraler, paid for by the relevant county. 
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Due to the geographical proximity between Denmark and Sweden, many Swedish health 

professionals work in Denmark. This is largely unproblematic, e.g. because there are many 

similarities between the study programmes in the two countries. 

The majority of the Swedish healthcare study programmes are offered at universities and lead to a 

bachelor’s degree.5  

There is no study programme corresponding to the Danish pharmaconomist education, but there 

are programmes that resemble it. 

As in Denmark, most study programmes follow nationally established programme regulations, and 

all healthcare study programmes offered at Swedish universities or university colleges refer directly 

to the national level. 

Newly qualified occupational therapists and physiotherapists need an authorisation from the 

National Board of Health and Welfare. 

In Sweden many health reforms are traditionally adopted and launched at the regional level, which 

leads to a diverse healthcare system and many variations between the professions in the different 

parts of the country. 

However, the National Board of Health and Welfare now wishes to create a larger degree of 

homogeneity – and, as a minimum, reduce the variance in the way in which the healthcare study 

programmes are organised. 

The National Agency for Higher Education is the authority in the area responsible for reporting to 

the Swedish government as regards the healthcare study programmes and any changes to these 

programmes. 

Some of the programmes are distinct graduate programmes: The radiographer and midwife 

education programmes are organised as further education taken upon completion of the nursing 

education.  

On the other hand, the Swedish nursing education is shorter than the same programme in 

Denmark. 

Similarly, the psychomotor therapist education programme is a further education programme taken 

upon completion of the physiotherapist education. 

Relation between theory and practice 

The relation between practice and theory varies from programme to programme, but across the 

healthcare study programmes practical training represents no more than half of the given 

programme. 

It is true of several of the study programmes that each year of study must include practical training.  

                                                           

5 Sweden has a dietician education – specialising in dietetics, nutritional science and clinical nutrition. In Sweden dental 
hygienists may choose between a short two-year education or a three-year, bachelor-level education. 
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In several of the Swedish healthcare study programmes seven large hospitals – including 

Karolinska, Sahlgrenska, Skåne and Uppsala – are a part of the study programmes and a basis for 

practical training.  

Opportunities for further education 

A part of the study programmes offer direct graduate programmes leading to a master’s degree. 

There are several direct master-level graduate programmes – e.g. a programme in occupational 

therapy and one for dieticians.  

Other study programmes qualify the students for other master-level programmes. 

Generalist/specialist 

The majority of the study programmes are organised as generalist programmes, but it is true of 

several of the programmes that the sector and work area of the individual health professionals 

differ. 

Evaluations and/or plans towards 2020/2025 

In addition to specialisation and centralisation of the hospital-based tasks of the healthcare system, 

Sweden focuses on care for the elderly (gerontology and geriatrics), and this is reflected in the 

study programmes. 

The Västra Götaland region aims to employ more nurses with knowledge of gerontology, but also 

to get more specialist nurses and extend the nursing education programme. Other Swedish 

regions appear to be following in the same direction. 

A 2013 status report from the National Board of Health and Welfare on the future competence 

requirements of health professionals supports this.  

It is established, i.a. based on analyses made by Statistics Sweden (corresponding to Statistics 

Denmark), that there is and will in the future be an increasing lack of health professionals with 

knowledge and competences within elderly care, but also within the area of care for the 

handicapped.  

The National Board of Health and Welfare thus recognises a need for more specialised nurses.  

The National Board of Health and Welfare also focuses on a perceived lack of managers within the 

healthcare system – and in 2013 a ‘further education in management’ for health professionals was 

introduced. 

At the same time, the board wants to introduce more evidence-based treatment into the healthcare 

system. On this basis, and in collaboration with the Swedish Association of Local Authorities and 

Regions, it has introduced so-called evidence-based practical training for several occupational 

groups. 

Furthermore, the board is preoccupied with health inequality. Together with the Discrimination 

Ombudsman, it has produced a so-called ‘Education Package’ which is i.a. meant to prevent 

inequality in the healthcare system. 

The Education Package will i.a. introduce teaching in pedagogy and communication across all 

healthcare study programmes, ensuring that the health professionals are ready for the meeting 
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with the patient, and that they gain more knowledge of different social groups in the course of their 

education. The Education Package is also meant to give them more knowledge of groups in risk of 

receiving insufficient treatment in the healthcare system, such as mentally ill patients, national 

minority groups and socioeconomically disadvantaged people.  

According to the National Board of Health and Welfare and trade unions, including the Swedish 

Society of Nursing, the future healthcare staff need more experience, and more practical training 

should be introduced into the study programmes. A report by the Swedish Society of Nursing, 

‘Strategi för utbildningsfrågor’, argues that the nurses should also be dressed for a new healthcare 

system, affected by new medical technology and medicinal products. 

At the same time, the report states that the health professionals should have more knowledge on 

and competences within elderly care and pedagogy, enabling them to teach self-care to patients, 

work in teams, perform evidence-based care and use accessible databases and sites with useful 

evidence-based information.   

The Swedish Association of Clinical Dietitians and the Swedish Association of Physiotherapists 

focus on improving the skills of graduates in working in teams and with elderly patients. 

The Swedish Association of Physiotherapists wishes to go even further and offer various further 

and continuing education programmes upon gradation as a physiotherapist, giving graduates the 

opportunity to train as e.g. a chiropractor or orthopaedic manual therapist or as a psychomotor 

therapist. 

Within Swedish trade unions and at the national level there is a wish for more study programmes 

with systematic graduate programmes, organised as further education upon completion of an 

undergraduate programme, e.g. concerning physiotherapists and nurses.  

 

Summary of interviews conducted in Sweden 

Respondents:  

Representatives of the occupational groups 

 The Swedish Association of Health Professionals (trade union representing nurses, 

radiographers, biomedical scientists and midwives) 

 The Swedish Association of Physiotherapists 

Representatives of the employers 

 the Swedish Association of Local Authorities and Regions (representing employers in counties 

and municipalities) 
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Please list 3-5 changes that you 

believe are absolutely necessary in 

the undergraduate programme 

towards 2020/2025 – and 

substantiate your arguments 

Representatives of the occupational groups: 

The undergraduate programmes should be 

improved and extended (from three to four years). 

The amount of knowledge is constantly developing 

and growing – this is the main reason why the 

undergraduate programmes should be extended 

(possibly with the exception of the X-ray nurse 

education programme which is relatively new).   

The undergraduate programme should be 

conducted at a more advanced level to ensure that 

the health professionals are able to participate in 

the on-going development work that is constantly 

taking place in the workplaces. 

The employers rarely understand this (primarily the 

municipalities), as they focus on competence 

development, and not always on quality.  

Representatives for the employers 

The need for changing the undergraduate 

programme depends on what we want the 

graduates to be able to do in their professional role. 

It is important that the study programmes ensure 

that the occupational groups are able to 

collaborate, use more technology and gain more 

knowledge of highly complex groups such as e.g. 

people with multiple diagnoses.  

It is in the interest of society that the occupational 

groups have more skills than they do today. This 

should have an impact on their education. 

Three key competences in the future study 

programmes:  

1. development of the professional role 
2. collaboration across occupational groups 
3. application of new technology  

Do the present undergraduate programmes focus 

too little on new technology – it seems as though 

there is a digital gap between the study 

programmes and the maturity of the students.  

The slow development within research 

(development of evidence) and the authorisation 

requirements put the breaks on the need for 

changing the study programmes.  

Please list 3-5 changes that you 

believe are absolutely necessary in 

further and continuing education 

Representatives of the occupational groups: 

There are currently many different forms of 

specialisation within further education (e.g. 12 
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towards 2020/2025 – and 

substantiate your arguments 

different varieties for nurses, 16 for 

physiotherapists). 

This diversity appears to continue. What is more 

important in this context is to quality assure these 

further education programmes, regulate them and 

ensure that they meet knowledge and quality 

requirements (the representatives of the 

occupational groups clearly agreed on this).  

We need to be better at promoting the different 

further education programmes – not least towards 

the employers. 

It is necessary to find a balance between the 

undergraduate programmes and the further 

education programmes. The further education 

programmes must give the students specialist 

competences, but, at the same time, they cannot 

be too niche-based, making it difficult to find 

employment. 

Representatives of the employers 

Who should pay for further education? 

The focus is important. We need to be able to do a 

lot within a small area, but also to do a lot within 

the larger area. We need broad further education 

programmes, but also specialised further education 

programmes – but these two ‘varieties’ need to be 

balanced as regards the number of professionals 

with a further education. 

Too much specialisation makes it difficult to adjust, 

if the need arises. The existing master’s 

programmes probably need to be horizontal.   

What is your opinion on the following 

statement: There is a need for far 

more joint education in the 

undergraduate programme across 

occupational groups 

Representatives for the professional groups 

Yes, everyone was positive about this. It makes it 

easier to collaborate on the patients and to recruit 

new students (who are then faced with a more 

open choice as regards the professional role they 

will eventually choose).  

At the same time, though, you should know that the 

joint study programme is already standard practice 

(the first year nurses, X-ray nurses, biomedical 

scientists and midwives follow the same 

programme).  

Physiotherapists may choose between several 

programmes within the undergraduate programme, 

focusing on interprofessional learning. It is 

important then to focus on courses that truly 
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promote ‘interprofessional learning’ – not just e.g. 

following the same ethics course. 

The physiotherapists believe that a lot is to be 

gained from this form of learning once the 

graduates enter the labour market (and do not 

consider the joint programme to be just as highly 

important as the other occupational groups).   

Representatives of the employers 

Yes, it is important in order to promote team 

development (they highlight the ‘Linköping model’ 

as an important example – at Linköping 

University/Vårdhögskola).  

What is your opinion on the following 

statement: There is a need for far 

more joint continuing and further 

education across occupational 

groups 

Representatives of the occupational groups 

Yes, the further education programmes need more 

of this. Some master’s programmes are organised 

as interprofessional training.  

It is necessary to consider how this need for 

knowledge should also be met within working life 

by introducing learning as an on-going 

development tool in the workplace.   

Representatives of the employers 

Yes, this is necessary, but it is also important to 

maintain a balance – and to have time to develop 

the specialist competences. 

What is your opinion on the following 

statement: More specialisation 

should be introduced in the 

undergraduate programmes – e.g. 

focusing on the primary and 

secondary sectors, on psychiatry, 

medicine and surgery, on 

emergency care, operations and 

anaesthesia etc. 

Representatives of the occupational groups 

A clear no; the undergraduate programmes are 

important in order to establish a broad basis, and 

they should in fact be extended. There is no room, 

because specialisation also takes place within the 

undergraduate programmes. But it is believed that 

a lot of employers would be positive towards 

getting specialists faster. 

Representatives of the employers 

No, the undergraduate programmes should 

probably be broad. If specialisation should be 

offered within the undergraduate programmes, it is 

likely only to be to a select few.  

 

What is your opinion on the following 

statement: The undergraduate 

programme should concentrate on 

Representatives of the occupational groups 

A clear no for the same reason as in question 5. 

Work routines and methods constantly change, and 
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profession-specific tools and 

methods 

there is therefore no need for the study 

programmes to specialise in this. On the contrary, 

workplaces and conditions should allow room for 

the mentioned form of learning. 

Representatives of the employers 

No, models and methods do not last long these 

days. On the contrary, it is important to train 

students to be able to adjust to work methods and 

models.   

What is your opinion on the following 

statement: The balance between 

theory and practice should be 

changed in favour of practice 

Representatives of the occupational groups 

The existing study programmes already include 

quite a lot of practical training. E.g. the relation is 

50/50 for nurses. But sometimes there is too little 

practical training, because it is becoming more 

difficult to get good training places and counsellors. 

Staff turnover is high, which makes it difficult to 

establish continuity within practical training. 

Representatives of the employers 

The connection between theory and practice 

should be stronger. As such, the balance is okay.  

What is your opinion on the following 

statement: The undergraduate 

programme should be followed by 

an elite programme lasting e.g. 1-1.5 

years, ensuring that the most skilled 

get qualifications and that their 

levels of motivation and ambition are 

met 

Representatives of the occupational groups 

Most find this interesting, but perhaps not 

necessary due to the large number of existing two-

year, master-level specialist programmes, which 

many students choose. 

The physiotherapists find this interesting within 

certain areas such as psychiatry, pain and 

muscular biology. Commercial education 

institutions are active within this area. 

Representatives of the employers 

Should be interesting. Good, if it is possible to 

develop talents, so that everyone does not have to 

take a further education to achieve this (after the 

undergraduate programme). 

New education forms should be useful for this 

purpose, e.g. MOCs (Massive Online Courses). 

Comments on Scotland’s model for 

learning areas 

This is difficult to determine for everyone, as it is 

important with a broad undergraduate programme 

and specialised further education programmes. 

Other subjects could be more interesting, e.g. 

entrepreneurship and international subjects. 

 



 

59 

 

5. Interviews with select stakeholders  

Bilateral meetings were held with representatives from Danish Regions, Local Government 

Denmark, University Colleges Denmark and the Danish Health and Medicines Authority in the final 

phase of the project period.  

These stakeholders are important operators as regards the future development of the healthcare 

system and the impact of this development in terms of demands for knowledge, skills and 

competences placed upon the occupational groups under the Danish Health Confederation.  

The objective of these interviews has been to gather supplementary viewpoints, inspiration and 

insight in addition to the documentation and data already obtained. The objective has thus also 

been to ensure that important conditions, themes and issues were not left unturned in the total 

project process.  

The interviews have provided different views on and evaluations of the future undergraduate 

programmes and the further and continuing education system. The perspectives developed in the 

project (the operations-oriented perspective, the specialisation-oriented perspective etc., cf. the 

report) have been central to discussions with the select stakeholders. 

The interviews were not conducted with a view to receiving concrete input on perspectives or on 

concrete needs for changes concerning undergraduate programmes and further and continuing 

education. Rather, the interviews were conducted in order to get a clearer idea of the issues and 

challenges the select stakeholders believe to be central to the future organisation of undergraduate 

programmes and further and continuing education. 

In addition, the interviews have not been treated as pieces of special pleading, and the following 

will therefore not refer directly to the individual meetings. Discussions with these stakeholders have 

taken place in immediate continuation of the publication of the present report.  

A main task mentioned in many of the interviews consists in translating the challenges faced by the 

healthcare system and the occupational groups into concrete actions, also incorporated into the 

study programmes.   

In addition, a series of topics were touched upon. The discussions with the select stakeholders 

focused i.a. on the following central themes: 

 The relation between theory and practice 

Here it was discussed how work exerience should be conducted, and how the connection 

between theory and practice may be improved. In addition, several discussed to which extent 

theory should be based on everyday operations. On the whole, many were of the opinion that 

we should take care not to be too ‘shrill’ when it comes to practical training. The parties 

currently responsible for the practical part of the study programmes are happy to do this work 

and open towards further development hereof. 

In this connection, the content of the study programmes was discussed, and several stressed 

the importance of ensuring that the education environments reflect the reality to the greatest 

possible extent in order to ease the transition from education to job. This requires on-going – 

some times frequent – revision of the theoretical teaching resources. 
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 Responsibilities and the division of responsibilities between practical training and education 

institutions 

In continuation of the above, some of the interviews included discussion on how the 

responsibility for the education of the occupational groups should be divided between those 

responsible for the practical training and the education institutions, respectively. Some 

argued that it could remain unchanged, but that the collaboration could be further expanded, 

and suggested how the study programmes could be developed to a more systematic extent 

than at present.  

This discussion also touched upon the relevance of involving both the labour market and the 

social area, as the overlap between these two and the healthcare area is evident in many 

(heavy) patient cases.  

 Introducing patient safety in the study programmes  

A couple of the stakeholders stressed that the study programmes could give more priority to 

patient safety – if possible, as part of a development and improvement of the healthcare 

system based on data.  

 Introduction of citizen/patient involvement in the study programmes  

In continuation of the above several also stressed that it will become even more important in 

the future – both theoretically and in practice – to teach the students how to involve citizens, 

patients and relatives in diagnosing, treatment, rehabilitation and monitoring etc. This should 

be seen in connection with the recognition and aknowledgement that many – citizens, 

patients and relatives alike – can and would like to perform certain tasks in relation to their 

own health or disease. 

 Acquisition of competences in critical reflection  

Several stakeholders – in line with what some of the occupational groups also pointed out – 

mentioned that there is an increasing need for improving the students’ ability to receive new 

knowledge and critically reflect on the input they receive through contact with patients or 

citizens. The ability of critical reflection – both as regards the use of data and common sense 

– should compensate for the fact that newly qualified staff have not yet acquired specialist 

knowledge in some areas.  

 Knowledge on the system’s mode of operation  

Several of the discussions suggested that there is an increasing need for the students to 

acquire a deeper understanding and knowledge of the healthcare system’s mode of 

operation, as they as active occupational groups are part of a still more complex system. The 

objective is both to acquire understanding in connection with the need for collaboration and 

coordination, citizen/patient continuity of care etc. and as regards being able to collaborate 

with other occupational groups and be active in the system. In this connection some 

disussed simulation of concrete cases of corss-professional patient continuity of care. 

 Degree of specialisation in the undergraduate programmes 
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Some of the undergraduate programmes, including e.g. health and nutrition and 

radiographers, include a certain amount of specialisation. As appears from other sections, 

this is also true of other occupational groups in other countries. On this basis the 

stakeholders discussed the perspectives of increasing the degree of specialisation at an 

early point in the education of the health professionals and approaching specialisation from a 

more systematic angle within the further and continuing education system. No one appeared 

to argue in favour of changing the current system in this respect. 

 Attention to the fact that changes need to meet existing conventions  

Finally, the interviews stressed the importance of taking into consideration international 

conventions, especially the Bologna Process and EU directives on the free movement of the 

labour force, as these include – especially for some occupational groups – restrictions on 

how the study programmes may be adjusted and thus the rules of authorisation.  

In addition to the themes mentioned here, the education political discussion papers produced by 

Danish Regions and Local Government Denmark, ‘Quality in the future healthcare study 

programmes’ and ‘Next Practice’, respectively, which represent the official views of the 

organisations on this area, are recommended. University Colleges Denmark has also produced 

education political discussion papers.   
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6. The challenge picture 

Both the interviews and desk research have involved working with the challenge picture of the 

healthcare system. Of course, this challenge picture is not unambiguous. However, the countries – 

and the various service contexts – share many similarities as regards the way in which the 

challenge picture of the healthcare system is presented. 

In all versions demography plays a large part – because the group of people above the age of 65 

years, who will over the next years and decades grow in number and as part of the total population 

in most OECD countries, represents a very large part of the total healthcare expenses. 

The development in disease patterns – the increase in chronic and long-term diseases as well as 

the increase in complex conditions – also play a part in all versions. Partly because this 

development requires still more efforts, but also because it increases the need for complex 

continuity of care across sectors and occupational groups. 

In addition, there are clear differences between the various challenge pictures – in the way they 

are designed in different countries and in different parts of the healthcare systems.  

The list below, including some of the main elements of the Danish Health Confederation education 

project, is based on several different sources – and special emphasis has been placed on 

including all the elements that may be observed across these sources. 

This is based on the way in which the challenge picture is put together in Scotland and Norway, 

respectively – and as a basis for the future national strategies on the development of the 

healthcare system towards 2025. As regards Scotland, focus is i.a. on the national quality strategy, 

the strategy involving the establishment of Health and Social Care Partnerships, which were also 

touched upon in connection with the country surveys, and the Scottish Workforce Vision towards 

2020. As regards Norway, focus is i.a. on the ‘Samhandlingsreform’ (‘Collaboration reform’) and 

the national analyses in progress in the healthcare and welfare areas concerning i.a. education. 

Also the themes and issues central to the current ‘healthcare agreement complexes’ have been 

taken into consideration here. The new form presupposes that healthcare agreements are made 

not between the region and the individual municipality, but collectively between the region and all 

municipalities in the region. Concerning the financial perspectives virtually all challenge pictures 

reveal, in connection with the future development of the healthcare system, that the current 

expenditure levels of the healthcare system are under pressure. I.a. new forms of services, 

including health- and welfare technological support, and the increased amount of self-care and 

focus on prevention and recovery are believed to be necessary to counteract the growing 

expenditure pressure following i.a. from demographic changes and the increasing number of 

complex conditions.6   

                                                           

6 Denmark, like virtually all other OECD countries, has conducted a series of analyses of the expenditure pressure on the 

healthcare system and the public financial opportunities to support this expenditure pressure. I.a. the Danish Economic 

Councils has addressed the issue in several reports and articles – e.g.: ‘Therefore current growth in non-demographic 

healthcare expenditures cannot be maintained for a longer period without challenging the public financing of healthcare 

expenditures in Denmark’. ‘Sundhedsudgifter og Finanspolitisk holdbarhed’, Nationaløkonoimisk Tidsskrift, 2010.   
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The healthcare system is facing challenges, because  

 Availability and financing agreements fail to sufficiently ensure  

 Equal access to healthcare efforts 

 Counteract exclusion 

 Optimum utilisation of the total resources and capacity 

 Changes and adjustments fail to sufficiently and quickly enough ensure continuous 

adjustment to citizen/patient needs and resources 

 There are too few public health reforms – or the existing fail to sufficiently secure a 

framework for health promotion and for focusing on factors that have a positive effect on 

the general public health 

 Management and organisation forms fail to sufficiently secure involvement and participation 

of citizens and relatives or the optimum function of concepts such as peer-to-peer 

 Patients and citizens’ needs are not met to a sufficient extent due to fragmentation of the 

operations of the healthcare system 

 The design of the healthcare system – in terms of organisation and management as well as 

resources, competences and capacity – focuses mainly on treatment and includes too few 

(i.a.) financial incentives for prevention and early efforts – and for ‘making actions that are 

harmful to health less attractive’ 

 Population and demographic changes over the next 20-30 years will create increased 

resource and sustainability problems – as the number of elderly people grows, including 

healthy elderly people, elderly people who are neither ill nor well, a change in the balance 

between people of working age and ‘those who need financial support/help’ etc. 

 Changes in disease pictures (to some extent influenced by the treatment technological 

development) create resource and sustainability problems – and because there is a lack of 

sufficient effective existing decision mechanisms for prioritisation of the focus areas that 

require public support in the form of resources and capacity 

 There is an insufficient number of public resources for securing public management of the 

need for efforts – and this creates a need for a larger private sector and more private health 

operators, who are able to address specific needs, and where self-payment/insurance 

payment is the order of the day 

 The treatment technological development in itself contributes not only to solving/managing 

health problems – but also to creating needs for efforts 

 The health and disease pictures develop in a direction that risks leading to increased health 

inequality – and too little is done to ensure that all population groups act in a health-

promoting way and have sufficient access to healthcare services and counselling 

 The chain of emergency services and the pre-hospital system etc. fail to sufficiently ensure 

optimum utilisation of the (resource-demanding) capacity of hospital emergency 

departments  
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 Healthcare expenditure and demands on the healthcare system may be growing in 

consequence of ‘The new patient role – the patient as customer and consumer’ and as 

‘insightful and strong’ … less orthodox, increasingly demanding freedom of choice and 

second opinions etc. 

 There is insufficient focus on quality and professional competency and on the effect (for the 

patient/citizen) of healthcare services – and insufficient transparency as regards which 

healthcare operators and healthcare efforts ensure good and poor quality/effect, 

respectively 

 There are no (i.a.) financial incentives to avoid unintended events, to increase patient 

security and to minimise the extent of errors 

 Utilisation of healthcare technological solutions (home monitoring etc.) is insufficient – 

insufficient impact and incentives 

 Because ethics and value-based choices are not sufficiently presented as a focus area 

 The needs for increased quality and further education may vary – and entail that ‘strong’ 

occupational groups gain ground (nurses at the expense of social and healthcare workers 

etc.), or that the demands on the education and competences of all occupational groups 

must be raised 

 Knowledge and insight should, to a far greater extent, be acquired through increased 

universal international access to up-to-date knowledge on efforts (clinical guidelines, best 

practice, standards etc.) on evidence and the strength of evidence and on the effects of 

efforts 

 Possible recruiting shortage – including a shortage of specific qualification levels wanted in 

the healthcare system 
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7. The questionnaire survey 

The specific aim of the questionnaire survey was to give a broad group of members from the 

occupational groups under the Danish Health Confederation an opportunity to present their views 

and evaluations regarding the future education and competence requirements. 

The aim has not been to create a representative picture of how the members of the occupational 

groups under the Danish Health Confederation relate to the various issues concerning education 

and competences, but rather to gain qualitative as well as quantitative input on the status and 

development of education and competence requirements.   

The Danish Health Confederation encompasses 11 member organisations (occupational groups). 

It was neither the objective of the questionnaire survey though to look for differences between 

these groups. And this would neither have been possible to do in a valid way, simply because the 

given questionnaire survey was not systematically directed at representative sections. 

Even though the aim was not to ensure representativity, the selection of respondents for the 

survey did take into consideration the members’ seniority. It was thus considered important to 

receive input from both newly qualified and more experienced members and from members who 

normally act as managers.    

 

7.1 Method and content 

Seeing as the purpose of the questionnaire survey was to reach a lot of members and receive a lot 

of input, the given questionnaire included both closed and open questions. 

The closed questions asked the respondents to state their degree of agreement with a number of 

given statements on a five-point scale based on their personal work day. This closed part included 

a comment box, giving the respondents the opportunity to make comments. A large number of 

respondents used this opportunity. 

The questions concerned both the respondents’ background (age, length of service, education, 

place of employment etc.) and their view on the undergraduate programme, the existing 

opportunities for further and continuing education, job transition, the balance between practical 

training and schooling etc., cf. section 3.3.1 containing the full questionnaire. 

The processing of the respondents’ answers mainly used descriptive statistics – again to respect 

the lack of actual representativity. Therefore, the presentation and description of the results of the 

questionnaire survey has generally focused on identifying tendencies across the member groups 

and patterns across the answers in relation to e.g. seniority and place of employment.  

Great importance has been attached to the qualitative part – based on the comment boxes, cf. 

above. They add nuance and detail to the quantitative part, but they are also considered important 

because the respondents found it important to make comments. 

A total of 511 out of the 1,216 recipients of the questionnaire chose to answer it. A 42 per cent 

response rate is considered acceptable – given the relatively short time frame for answering the 

questionnaire and the objective and method.  
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The response rate across the different occupational groups is also considered acceptable. 

However, especially the smallest member organisations tend to have a high response rate, while 

the response rate of the largest occupational groups is lower. 

The questionnaire was forwarded to the participants from the different occupational groups, 

corresponding to the individual organisations’ share of the total number of members of the Danish 

Health Confederation. Thus, e.g. 62 per cent of the recipients of the questionnaire are members of 

the Danish Nurses’ Organization. It should therefore be noted that the smallest occupational 

groups are represented by a relatively low number of participants in the questionnaire survey, 

which should be taken into consideration when comparing answers across the occupational 

groups.  

 

Response rate across the member organisations Distribution of respondents according to 

length of service 

  

 

Concerning the breakdown by length of service between managers, newly qualified and 

experienced staff, the distribution is close to the intended level, as the questionnaire was 

distributed to 60 per cent experienced employees, 20 per cent newly qualified employees and 20 

per cent managers. The definition of newly qualified employees are individuals who graduated in 

2010 or later. 13 per cent of the answers came from newly qualified staff, while 23 per cent came 

from managers. The remaining 63 per cent came from experienced staff, who have worked for a 

minimum of five years. 

 

7.2 Main results 

This section will present select results from the questionnaire survey. Generally, the presentation 

below focuses on results that show a large degree of agreement between the quantitative answers 

and the attached qualitative comments.  

Therefore, in the presentation the quantitative outlines have been supplemented with additional 

information based on the many comments by the respondents.  
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In general, the project has focused on getting a varied picture of whether the existing 

undergraduate programmes sufficiently meet current as well as future demands within healthcare. 

Or if there is a need for adjustment. 

To give the participants in the questionnaire survey an initial sense of direction, they were asked 

whether they believe the current undergraduate programme is sufficient as regards solving the 

tasks of the everyday workday.  

Across the occupational groups the number of participants who agree with this statement and the 

number of participants who disagree are more or less the same – which suggests that it may be 

relevant to discuss whether and, if so, how the undergraduate programmes could be changed. 

 

Distribution on the question of whether the undergraduate programme provides a sufficient 

basis for solving the tasks of the everyday workday. 

 

Note: The respondents have answered the following question: ’My basic education has given me a sufficient basis 

for solving the tasks I am faced with during my everyday work day.’ The respondents were given the following 

options: ‘completely disagree’, ‘disagree’, ‘neutral’, ‘agree’, ‘completely agree’ and ‘unsure’. For the sake of clarity 

the response categories ’disagree’ and ’completely disagree’ have been pooled together, as have the response 

categories ’completely agree’ and ’agree’. 

  

It may be established that the different employee groups – managers, newly qualified and 

experienced staff, respective – give markedly different answers to this question. While 50 per cent 

of the managers disagree that the undergraduate programme enables the members of the member 

organisations under the Danish Health Confederation to solve the tasks of their everyday workday, 

only almost 14 per cent of the newly qualified employees give this answer. It is thus clear that the 

respondents differ in terms of length of service as to whether they believe the undergraduate 

programme enables the health professionals to solve everyday issues. It should be noted in this 

connection that the question was whether ‘my’ undergraduate programme has provided a sufficient 
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basis for solving tasks, and a large part of the respondents graduated before the introduction of the 

current regulations. 

In continuation of the above there is also widespread consensus on the need for further 

development of the study programmes over the next 10-15 years. More than 50 per cent of the 

respondents thus answer that they agree or completely agree with the statement that the 

undergraduate programme will require considerable changes over the next 10-15 years. Again, 

this opinion is especially pronounced among the experienced staff and managers, while the group 

of newly qualified employees only agree to a minor extent.  

 

Distribution on whether the respondents believe the undergraduate programmes will require 

considerable changes in the near future 

 

Note: The respondents have answered the following question: ’ The undergraduate programme for my 

occupational group will require considerable changes over the next 10-15 years.’ The respondents were given 

the following options: ‘completely disagree’, ‘disagree’, ‘neutral’, ‘agree’, ‘completely agree’ and ‘unsure’. For the 

sake of clarity the response categories ’disagree’ and ’completely disagree’ have been pooled together, as have 

the response categories ’completely agree’ and ’agree’. 

 

 

The quantitative answers thus suggest that the newly qualified staff – to a greater extent than the 

managers and more experienced staff – are positive towards the current content of the study 

programmes.  

The same tendency can be identified in several of the qualitative inputs. The qualitative inputs – 

across the occupational groups – generally focus on a lot of the same themes.  
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There is a general tendency among the respondents to want either longer undergraduate 

programmes or increased focus on and more ‘career-oriented’ continuing and further education – 

for the purpose of creating a better basis for subsequent specialisation. In addition, many of the 

respondents agree on the need for increased focus on cross-disciplinarity, collaboration and 

sparring between occupational groups. 

Some respondents suggest a joint undergraduate programme for several different occupational 

groups. This argument was also stated by a few of the workshop participants, cf. part 7 below.  

There may be a connection between these inputs, on the one hand – and some of the 

respondents’/occupational groups’ worry or experience that other occupational groups tend to take 

over the tasks for which the person/group in question has traditionally been responsible. Cf. the 

figure below. 

However, the majority of the respondents increasingly experience taking over tasks from other 

occupational groups rather than handing over tasks to other groups.  

 

 

 

 

 

 

 

 

Examples of opinions on the direction in which the study programmes should move 

- ’The background is likely to be the extent of knowledge: the development of theory and methods concurrently with 

increased political demands. (Newly qualified nurse) 

- ‘The study programme needs to reflect the current development in society. Thus, there is an increased need for 

teaching on subjects such as abuse, addiction and “health inequality”’. (Experienced nurse) 

- ’Yes, I believe we need to return to the craft. Let that be the undergraduate programme, and those who wish to 

may take a theoretical graduate programme’. (Experienced nurse) 

- ‘We constantly need to improve and keep up; that requires further and continuing education’. (Experienced dental 

hygienist) 

- ’Across disciplines we need to focus on team management’. (Experienced bioanalytical laboratory scientist) 

- ’We almost need to introduce a rotation system as in the education of doctors’. (Experienced bioanalytical 

laboratory scientist) 

- ’There will be a greater need than is the case today for on-going further and continuing education within a lot of 

areas and probably across disciplines and sectors’. (Physiotherapist in a leadership position)  
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Distribution on the respondents’ view on whether the given occupational group hands over 

or takes over tasks from other occupational groups 

 

Note: The scale is from -4 to 4 and is composed of the answers to two questions:  

- ‘I increasingly experience that my occupational group takes over tasks from other occupational groups’. 

- ’I increasingly experience that other occupational groups take over tasks from my occupational group’. 

The response categories are ’completely disagree’, ’disagree’, ’neutral’, ’agree’, ‘completely agree’ and ‘unsure’.  

 

 

Precisely the need for increased cross-disciplinarity and collaboration between occupational 

groups is believed to be central development trends within the healthcare system. More or less all 

respondents and occupational groups agreed on this viewpoint. 

To strengthen this part of the undergraduate programme many respondents suggest establishing 

several joint modules for several occupational groups – i.a. in order to gain insight into how work 

tasks are typically distributed in e.g. continuity of care across occupational groups. 

Other respondents suggest increased used of simulation during practical training in order to train 

cross-professional collaboration and cross-disciplinary efforts in as practice-oriented a way as 

possible. 

In this connection the respondents have answered a series of questions concerning the relation 

between theory and practice (practical training versus schooling). Opinions on the subject differ. 

29 per cent believe the current distribution of theory and clinical practice is well balanced, while 23 

per cent believe the current distinction should be changed. About one third of the respondents say 

that the undergraduate programmes should include more clinical training, and, at the same time, a 

large group (60 per cent) agree that ‘The theoretical learning acquired as part of my basic 

education has proved a great support in my practical work life’. 

Generally there is a tendency in the qualitative comments to not wish to increase the time spend in 

school and on acquiring theoretical learning.  
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Distribution on the respondents’ assessment of the extent of practical training (clinical 

education) in the study programmes  

 

Note: The respondents have answered the following question: ’The amount of clinical education (practical 

training) in the undergraduate programme is sufficient’. The respondents were given the following options: 

‘completely disagree’, ‘disagree’, ‘neutral’, ‘agree’, ‘completely agree’ and ‘unsure’. For the sake of clarity the 

response categories ’disagree’ and ’completely disagree’ have been pooled together, as have the response 

categories ’completely agree’ and ’agree’. 

 

7.3 Summary of the questionnaire survey 

The questionnaire survey has contributed with a series on inputs on which areas and themes 

should be taken into consideration in connection with possible future changes or adjustments of 

the study programmes.  

In summary, it is true that the respondents  

- In general, though especially the managers and experienced staff, believe that there 

is a basis for introducing considerable changes to the undergraduate programmes 

towards 2025 – which may be a result of the many new tasks the occupational 

groups under the Danish Health Confederation are believed to take over 

- Believe that there is a need for increasing skills and competences as regards 

collaboration – including cross-professional collaboration 

- Suggest that there is a need for considering the balance between theory and practice 

and perhaps even a need for focusing more attention, both in terms of time and 

resources, on the practical training – although there is nothing to indicate that an 

expansion of the clinical training should happen at the expense of the theoretical 

- Believed that there is a need for increasingly focusing on specialisation – as this 

need is largely seen as a need for more structured forms of continuing and further 

education 
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7.3.1 The full questionnaire 

Basic information 

Email 

First name 

Last name 

Marital status 

Signer 

Signers 

Organisation number 

Organisation 

Group 

Age 

Gender 

Basic education 

Year of graduation 

Length of service in full years 

Designation of occupation 

Place of occupation 

How many employees do you have 

How many years have you been a manager 

How many years have you been a teacher 

What do you teach 
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 Question Response categories 

1. My basic education has given me a sufficient 
basis for solving the tasks I am faced with during 
my everyday workday. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

2. There is a sufficient number of offers and 
opportunities for specialisation through continuing 
and further education. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

3. In my everyday work life I see an increasing 
need for teamwork involving other occupational 
groups. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

4. I see an increasing degree of task transfer 
between professions, putting my own occupational 
group under pressure. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

5. I increasingly experience that other occupational 
groups take over tasks from my occupational 
group. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

6. I increasingly experience that my occupational 
group takes over tasks from other occupational 
groups. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

7. Utilisation of healthcare and welfare technology 
will lead to better healthcare solutions for 
citizens/patients. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

8. The undergraduate programme for my 
occupational group will require considerable 
changes over the next 10-15 years. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 
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Supplementary comments  

9. The further and continuing education available to 
my occupational group will require considerable 
changes over the next 10-15 years. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

10. The amount of cross-sectoral efforts will grow 
markedly over the next 5-10 years. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

11. The amount of clinical education (practical 
training) in the undergraduate programme is 
sufficient. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

12. The patients/citizens will make even more 
demands in the future – e.g. concerning 
involvement in treatment and rehabilitation etc. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

13. My basic education has taught me to base my 
work on evidence and has introduced me to ‘best 
practice’ in my field. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

14. The theoretical learning acquired as part of my 
basic education has proved a great support in my 
practical work life. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

15. There is a good connection between practical 
training and schooling in the undergraduate 
programme, ensuring that what is taught is tested 
immediately afterwards. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

16. The current balance between what the students 
are taught in the undergraduate programmes and 
what the students learn and specialise through 
continuing and further education is more or less 
unchanged. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 
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Supplementary comments  

17. Some of the theoretical learning and the 
professional ideals and values I acquired through 
my basic education have only been used to a 
limited extent in my subsequent everyday work life. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

18. The balance between the part of the 
undergraduate programme that comprises clinical 
practice and the part that comprises theoretical 
learning is more or less unchanged. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

19. I stay up to date on the development within my 
profession and job area … 

 

19a … through dialogue and experience and 
knowledge exchange with colleagues from my own 
occupational group. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

19b … through dialogue and experience and 
knowledge exchange with colleagues from other 
occupational groups. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

19c ... through the application of new technology 
and equipment etc. 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

19d ... through continuing and further education. 
Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

19e ... through literature searches and trade 
periodicals etc.  

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

19f ... through other channels. 
Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

20. The following knowledge forms are central to 
my professional competences: 

 

20a Medical/natural science knowledge. 
Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

20b Social science knowledge. 
Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

20c Humanistic knowledge (including knowledge 
on ethics and values). 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 
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20d Sociological/anthropological knowledge (on 
the social and relational). 

Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

20e Ethical competences and knowledge. 
Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

20f Other. 
Completely disagree, disagree, neutral, 
agree, completely agree and unsure. 

Supplementary comments  

21. Briefly describe the changes in education and 
competence requirements you see over the next 
10-15 years. 

 

22. Give concrete examples of situations where 
evidence (clinical guidelines, standard courses 
etc.) has contributed to reducing the quality of your 
professional work. Please give up to three 
examples. 

 

23. Give concrete examples of situations where 
evidence (clinical guidelines, standard courses 
etc.) has contributed to raising the quality of your 
professional work. Please give up to three 
examples. 

 

24. Give concrete examples of situations where 
efficiency measures have contributed to reducing 
the quality of your professional work. Please give 
up to three concrete examples. 

 

25. Give concrete examples of situations where 
efficiency measures have contributed to raising the 
quality of your professional work. Please give up to 
three concrete examples. 

 

26. I have the following extra input and comments.   
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7.3.2 Results of the questionnaire survey 

 

Background question 1  

Gender: Per cent Number 

 Man 6% 29 

Woman 94% 483 

Total 100% 512 

   

Background question 2  

Place of occupation: Per cent Number 

Municipality 22% 112 

Region 55% 282 

Private practice 6% 32 

Education institution 11% 55 

Other 6% 31 

Total 100% 512 

  

Question 1  

1. My basic education has given me a sufficient basis for solving the tasks 

I am faced with during my everyday workday. Per cent Number 

1 Completely disagree 14% 70 

2 23% 117 

3 25% 130 

4 20% 102 

5 Completely agree 16% 81 

Unsure 2% 12 

Total 100% 512 

 

Question 2 

 2. There is a sufficient number of offers and opportunities for 

specialisation   through continuing and further education. Per cent Number 

1 Completely disagree 10% 50 

2 18% 90 

3 31% 157 

4 21% 108 

5 Completely agree 16% 82 

Unsure 5% 25 

Total 100% 512 



 

78 

 

Question 3  

3. In my everyday work life I see an increasing need for teamwork 

involving other occupational groups. Per cent Number 

1 Completely disagree 3% 13 

2 5% 27 

3 12% 62 

4 22% 114 

5 Completely agree 56% 287 

Unsure 2% 9 

Total 100% 512 

  

Question 4  

4. I see an increasing degree of task transfer between professions, putting 

my own occupational group under pressure. Per cent Number 

1 Completely disagree 8% 42 

2 19% 97 

3 21% 109 

4 21% 109 

5 Completely disagree 25% 126 

Unsure 6% 29 

Total 100% 512 

 

Question 5  

5. I increasingly experience that other occupational groups take over tasks 

from my occupational group. Per cent Number 

1 Completely disagree 22% 115 

2 30% 154 

3 20% 103 

4 14% 73 

5 Completely agree 8% 41 

Unsure 5% 26 

Total 100% 512 

   

Question 6 

6. I increasingly experience that my occupational group takes over tasks 

from other occupational groups. Per cent Number 

1 Completely disagree 9% 48 

2 15% 79 

3 24% 124 

4 28% 142 

5 Completely agree 18% 93 

Unsure 5% 26 

Total 100% 512 
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Question 7  

7. Utilisation of healthcare and welfare technology will lead to better 

healthcare solutions for citizens/patients. Per cent Number 

1 Completely disagree 1% 5 

2 6% 32 

3 21% 110 

4 27% 139 

5 Completely agree 31% 160 

Unsure 13% 66 

Total 100% 512 

   

Question 8  

8. The undergraduate programme for my occupational group will require 

considerable changes over the next 10-15 years. Per cent Number 

1 Completely disagree 2% 9 

2 8% 39 

3 24% 125 

4 27% 140 

5 Completely agree 29% 146 

Unsure 10% 53 

Total 100% 512 

   

Question 9  

9. The further and continuing education available to my occupational 

group will require considerable changes over the next 10-15 years Per cent Number 

1 Completely disagree 1% 4 

2 4% 19 

3 14% 72 

4 34% 176 

5 Completely agree 42% 213 

Unsure 5% 28 

Total 100% 512 

 

Question 10  

10. The amount of cross-sectoral efforts will grow markedly over the next 

5-10 years. Per cent Number 

1 Completely disagree 0% 2 

2 2% 11 

3 10% 49 

4 28% 141 

5 Completely agree 52% 266 

Unsure 8% 43 

Total 100% 512 
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Question 11  

11. The amount of clinical education (practical training) in the 

undergraduate programme is sufficient. Per cent Number 

1 Completely disagree 15% 76 

2 21% 105 

3 20% 100 

4 15% 77 

5 Completely agree 15% 79 

Unsure 15% 75 

Total 100% 512 

 

Question 12  

12. The patients/citizens will make even more demands in the future – e.g. 

concerning involvement in treatment and rehabilitation etc.  Per cent Number 

1 Completely disagree 0% 2 

2 1% 4 

3 4% 22 

4 20% 100 

5 Completely agree 74% 378 

Unsure 1% 6 

Total 100% 512 

   

Question 13  

13. My basic education has taught me to base my work on evidence and 

has introduced me to ‘best practice’ in my field. Per cent Number 

1 Completely disagree 14% 72 

2 17% 85 

3 24% 122 

4 20% 104 

5 Completely agree 21% 110 

Unsure 4% 19 

Total 100% 512 

  

Question 14  

14. The theoretical learning acquired as part of my basic education has 

proved a great support in my practical work life.  Per cent Number 

1 Completely disagree 3% 17 

2 9% 44 

3 24% 125 

4 27% 140 

5 Completely agree 33% 171 

Unsure 3% 15 

Total 100% 512 
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Question 15  

15. There is a good connection between practical training and schooling in 

the undergraduate programme, ensuring that what is taught is tested 

immediately afterwards. Per cent Number 

1 Completely disagree 5% 26 

2 14% 70 

3 23% 117 

4 22% 115 

5 Completely agree 10% 51 

Unsure 26% 133 

Total 100% 512 

  

Question 16  

16. The current balance between what the students are taught in the 

undergraduate programmes and what the students learn through 

continuing and further education is more or less unchanged. Per cent Number 

1 Completely disagree 8% 41 

2 17% 87 

3 21% 106 

4 20% 101 

5 Completely agree 5% 28 

Unsure 29% 149 

Total 100% 512 

   

   

Question 17  

17. Some of the theoretical learning and the professional ideals and values 

I acquired through my basic education have only been used to a limited 

extent in my subsequent everyday work life. Per cent Number 

1 Completely disagree 29% 150 

2 29% 148 

3 19% 97 

4 12% 63 

5 Completely agree 7% 35 

Unsure 4% 19 

Total 100% 512 
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Question 18  

18. The balance between the part of the undergraduate programme that 

comprises clinical practice and the part that comprises theoretical 

learning is more or less unchanged. Per cent Number 

1 Completely disagree 7% 36 

2 16% 84 

3 23% 116 

4 17% 88 

5 Completely agree 12% 63 

Unsure 24% 125 

Total 100% 512 

   

Question 19a  

19a. I stay up-to-date on the development within my profession and job 

area through dialogue and experience and knowledge exchange with 

colleagues from my own occupational group. Per cent Number 

1 Completely disagree 4% 18 

2 2% 8 

3 8% 40 

4 20% 104 

5 Completely agree 66% 339 

Unsure 1% 3 

Total 100% 512 

   

Question 19b  

19b.  I stay up-to-date on the development within my profession and job 

area through dialogue and experience and knowledge exchange with 

colleagues from other occupational groups. Per cent Number 

1 Completely disagree 3% 16 

2 6% 31 

3 15% 77 

4 31% 157 

5 Completely agree 44% 227 

Unsure 1% 4 

Total 100% 512 
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Question 19c  

19c. I stay up-to-date on the development within my profession and job 

area through the application of new technology and equipment. Per cent Number 

1 Completely disagree 5% 27 

2 10% 53 

3 23% 116 

4 26% 135 

5 Completely agree 32% 162 

Unsure 4% 19 

Total 100% 512 

   

Question 19d  

19d. I stay up-to-date on the development within my profession and job 

area through continuing and further education. Per cent Number 

1 Completely disagree 7% 34 

2 7% 38 

3 16% 82 

4 27% 140 

5 Completely agree 41% 209 

Unsure 2% 9 

Total 100% 512 

   

Question 19e  

19e. I stay up-to-date on the development within my profession and job 

area through literature searches and trade periodicals. Per cent Number 

1 Completely disagree 2% 11 

2 10% 51 

3 16% 82 

4 27% 137 

5 Completely agree 45% 228 

Unsure 1% 3 

Total 100% 512 

   

Question 19f  

19f. I stay up-to-date on the development within my profession and job 

area through other channels. Per cent Number 

1 Completely disagree 2% 9 

2 6% 30 

3 19% 95 

4 23% 118 

5 Completely agree 32% 164 

Unsure 19% 96 



 

84 

 

Total 100% 512 

Question 20a  

20a. The following knowledge forms are central to my professional 

competences: medical/natural science knowledge. Per cent Number 

1 Completely disagree 3% 13 

2 3% 14 

3 7% 35 

4 21% 106 

5 Completely agree 67% 343 

Unsure 0% 1 

Total 100% 512 

   

Question 20b  

20b.The following knowledge forms are central to my professional 

competences: social science knowledge. Per cent Number 

1 Completely disagree 2% 12 

2 5% 25 

3 17% 86 

4 29% 150 

5 Completely agree 46% 234 

Unsure 1% 5 

Total 100% 512 

   

Question 20c  

20c. The following knowledge forms are central to my professional 

competences: humanistic knowledge (including knowledge on ethics and 

values) Per cent Number 

1 Completely disagree 2% 10 

2 2% 10 

3 8% 43 

4 27% 136 

5 Completely agree 61% 312 

Unsure 0% 1 

Total 100% 512 
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Question 20d  

20d. The following knowledge forms are central to my professional 

competences: sociological/anthropological knowledge (on the social and 

relational) Per cent Number 

1 Completely disagree 3% 13 

2 5% 26 

3 13% 65 

4 27% 140 

5 Completely agree 51% 263 

Unsure 1% 5 

Total 100% 512 

Question 20e  

20e. The following knowledge forms are central to my professional 

competences: ethical competences and knowledge. Per cent Number 

1 Completely disagree 1% 7 

2 2% 12 

3 11% 55 

4 26% 133 

5 Completely agree 59% 303 

Unsure 0% 2 

Total 100% 512 

  

Question 20f  

20f. The following knowledge forms are central to my professional 

competences: other Per cent Number 

1 Completely disagree 1% 7 

2 2% 9 

3 9% 47 

4 12% 61 

5 Completely agree 31% 159 

Unsure 45% 229 

Total 100% 512 
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8. Workshops 

Two large workshops have been conducted in the course of the project process with participants 

from the organisations under the Danish Health Confederation. There were approximately 70 

participants in the first workshop on 20 June 2014 and approximately 50 in the second workshop 

on 11 August 2014. 

The purpose of these workshops has been to secure involving dialogue and debate as well as 

qualified inputs on concrete themes and issues relevant to the future education and competence 

requirements. 

Specifically, the objective of the first workshop was to get input on education and competence 

requirements in relation to the approximately 20 basic themes and issues, which, as the project 

design, formed a basis for the education project of the Danish Health Confederation. 

In continuation hereof, the objective of the second workshop was furthermore to secure initial input 

on the possible directions of and possible perspectives on the development of the undergraduate 

programmes and the further and continuing education system.   

The output and results of the first workshop were, together with additional material, drawn up 

between the two workshops – including four perspectives, which were used as a basis for the 

second workshop. Thus, this workshop specifically worked with possible directions of development 

as regards the elements that may in the future be given priority in the undergraduate programmes 

and the further and continuing education system. 

Two supplementary workshops have been conducted with participation from the political level of 

the organisations under the Danish Health Confederation – an introductory workshop (in the 

middle of May 2014) with a view to consolidating the framework of the total project process and a 

concluding workshop focusing on select themes and issues, which the project process has 

revealed to be especially important. 
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Both workshops with employees (newly qualified and experienced) and managers were highly 

focused and included a large degree of involvement of the participants through group tasks and 

subsequent dialogue across the groups. 

Initially the two workshops provided inspiration and subsequent solution-oriented suggestions and 

evaluations concerning the future undergraduate and further and continuing education 

programmes – produced by the resources who face these skills and competence requirements in 

everyday life, and who experience these requirements change over time.  

In both workshops the participants based discussions on an already produced framework – 

consisting, in the first workshop, of the themes and issues formulated through the project design, 

cf. below, and, in the second workshop, of a series of developed perspectives (corresponding to a 

future-oriented space of opportunity), each giving different priority to elements in the study 

programme. 

E.g. a first perspective was that the undergraduate programme could be oriented towards and give 

priority to ‘everyday operations’, a second perspective that the undergraduate programme could be 

oriented towards and give priority to knowledge on ‘evidence and effect of healthcare’ etc. 
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Below follow descriptions of some of the themes on which the group tasks and/or dialogue in the 

two workshops were based. 

 

First workshop 

The group tasks in this workshop centred on making suggestions as to the required competences 

of the occupational groups involved in a perspective towards 2020. The participants generally 

agreed on the topics – both across occupational groups and as regards length of service within the 

individual groups. This in itself is an interesting conclusion, as it suggests that the health 

professionals within each group – in case the study programmes need adjustment – more or less 

agree on the possible methods for adjustment. 

The themes worked with in the first workshop are evident from the figure above.  

During the workshop a series of topics stood out. These are listed below. 

 Pedagogy, communication and patient involvement: The patients differ more and more and 

are, to a highly varying extent, informed of their own health condition, and this places 

demands on the ways in which health professionals communicate with the patients.   

The future will see an increasing number of both ‘expert patients’, who are up-to-date on 

their own situation, and weak patient groups who struggle with the role as patient. Both will 

place demands on the empathy, ability to communicate, guidance, communication and 

teaching of the occupational groups. 

Some say that the professional will increasingly have to act as a consultant and adviser for 

the patient or user, who will often receive the service in his/her own home. Other citizens 

will continue to demand an ‘expert opinion’, which may require other tools of 

communication. 

In the future knowledge will, to an even larger extent, come from many sources and can 

and must be negotiated. In that respect the occupational groups must be able to look for, 

communicate and discuss knowledge with colleagues, patients and relatives etc. There is 

thus in general a demand for more pedagogical tools, including knowledge on sociological 

conditions, patients’ different socioeconomic backgrounds and how this affect the 

professional work/treatment. 

 Communication and collaboration with other occupational groups: This themes is generally 

considered to be important and an area that requires constant improvement. At the 

workshop the participants discussed different ways of improving collaboration between 

occupational groups. 

In this connection several argued for the necessity of a theoretical introduction to the work 

and role of other occupational groups in the system as a whole, while an even larger 

number argued for the need for training both communication and collaboration in practice 

or, alternatively, through simulation.   

In this context several also argued for the importance of hanging on to mono-

professionalism, as it is believed to be important both in order to understand and be able to 
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contribute to the system as a whole. Even though there is a wish for a complete break with 

the silo mentality, the importance of a strong profession and solid craft was stressed.  

 Project management: In continuation of the above many pointed to a need for acquiring 

project management and coordination skills for tackling a workday that is characterised by 

increasing complexity and the involvement of many different occupational groups – almost 

simultaneously – in the treatment of a patient.  

 Opportunity for specialisation: The degree of specialisation – and the necessity of 

specialisation – was also discussed extensively across occupational groups and seniority.  

Some members argued that the undergraduate programme should be more basic, and that 

all specialisation should take place at a later point in a person’s career. Others argued that 

the skills of newly qualified employees are often so basic that it takes a relatively long time 

to ease them into the labour market.   

This discussion thus concerned the need for specialisation in the undergraduate 

programme, and it was discussed whether it is possible e.g. to specialise in a more 

academic/research-based direction rather than in a clinical area. The result of this topic is 

thus not unambiguous.  

 Willingness to adapt: The participants generally agreed that the healthcare system as a 

whole, including disease and treatment patterns, are becoming still more complex and are 

constantly changing. 

The health professionals thus need to be willing to adapt and able to acquire new 

knowledge and do things differently. In this connection many addressed the need for 

improving the capacity for critical reflection, i.e. analytical skills that enable a person to 

quickly search for, acquire and also to discuss and evaluate the latest knowledge in relation 

to still more complex patient contexts. 

On the one hand, more and more knowledge is produced and stored in databases and 

manuals etc. (e.g. evidence); on the other hand, this knowledge needs to be adapted to 

what is possible and desirable for the patient, but also to institutional, political and financial 

conditions.  

Here some speak in favour of ‘academising’ the study programmes, while others focus 

more on acquiring the ‘ability to act rationally in the concrete situation’.   

 Connection between schooling and practical training: Many discussions revolved around 

the relation between the time allocated for practical training and schooling, respectively, in 

the study programmes, but reached no actual consensus on the matter. 

Some speak in favour of greater presence of clinical staff in the schools in order to make 

things as ‘realistic’ as possible. 

Many argued e.g. that theory and practice are interconnected, that they should be more 

integrated etc., while others argued that descriptive and analytical theories and 

philosophical perspectives are important tools, enabling the student to consider phenomena 

in the clinical practice part of the study programmes (from anatomy and physiology to 

pharmacology, social conditions and ethics).  
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Based on these perspectives, ‘theory’ and ‘practice’ exist in their own right, and it does not 

seem to be possible to ‘bridge’ or ‘connect’ them.  The students thus need to learn to 

respect the sources of learning involved in the learning process of practical training (e.g. 

patients, counsellors, representatives of other occupational groups etc.). 

However, there does appear to be some agreement that practical training as part of the 

study programmes should reflect the position of the patient. Many understand this as a 

need for more clinical training in the primary sector and less in the secondary sector. 

The workshop also included a profession-specific exercise, giving each occupational group the 

opportunity to ’re-design’ their own education. The result hereof to a large extent – in one way or 

another – incorporated the themes accounted for above. 

 

6.2.2. Second workshop 

The workshop comprised intense group exercises and discussions of the four perspectives 

formulated by Implement and AAU prior to the workshop and based material that had so far been 

collected in the project process. The participants were divided into groups across professions for 

the purpose of discussing and making amendments to the perspectives: 

1. An operations-oriented perspective emphasising classical features of operations 

management, including monitoring, utilisation of resources, productivity, project 

management etc. 

2. A specialisation-oriented perspective focusing on a relatively short introduction to basic 

skills and time for specialisation in the undergraduate programme.  

3. An evidence-oriented perspective focusing on also enabling the students to contribute 

to the production of knowledge 

4. A health promotion-oriented perspective focusing on tracking, prevention, health 

inequality, sociological and pedagogical competences. 

These perspectives can be seen in connection with the challenge picture – i.e. the problems and 

problem-oriented issues facing the total healthcare system towards 2020/2025. 

 

The operation-oriented perspective 

The overall character of the undergraduate programme: 

1) The undergraduate programme is designed as a generalist education, though with a strong 

focus on everyday operational tasks 

2) The argued main objective of the undergraduate programme is to provide knowledge and 

insight into the contribution and role of the occupational group in everyday operations – and 

as regards meeting everyday operational requirements  

3) The undergraduate programme secures a certain degree of knowledge on matters 

concerning specialisation, evidence and effect, and health-promoting efforts  
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Prioritised learning elements in the undergraduate programme:  

1) Insight into the organisation and optimisation of patient/citizen continuity of care, where 

efforts cut across the primary and secondary sectors and involve several/many 

occupational groups and functions  

2) Insight into the organisation of optimum utilisation of resources and capacity  

3) The primary focus of the acquired insight under I and II is on the activities of the 

occupational group, but focus is also on the activities of other occupational groups and 

collaboration and division of labour between the groups  

4) Profession-specific knowledge and roles remain an important learning element in the 

undergraduate programme, but this part is supplemented with systematic acquisition of 

knowledge on the professional competences and roles of other occupational groups. This 

knowledge is created through joint modules with participation of all occupational groups  

5) Insight into productivity and efficiency – and into the differences between productivity and 

efficiency – as well as insight into how productivity and efficiency are connected with 

service and quality 

6) Insight into financial and budget systems, systems for staff and duty roster management as 

well as activity-based forms of control and incentives (e.g. DRG and DAGS)  

7) Insight into different forms of follow-up in relation to operational ’performance’ – especially 

as regards keeping within budget and as regards productivity and efficiency 

8) Focus on and training of professional evaluation in different operational situations 

9) Insight into relevant and result-oriented involvement of and information/communication in 

relation to patient/citizens and relatives 

10) Focus on preparing for practice (employment upon graduation), introducing the students for 

tools that will enable them independently to access and acquire more specific knowledge 

on practice and concrete job roles 

11) Knowledge on collaboration, coordination, conflict management etc. in everyday 

operations, including in relation to external collaborators (e.g. on a 

sociological/anthropological and psychological basis) 

12) Insight into the character of and framework/basis for well-functioning team-based work 

13) Insight into project management and operational management 

14) Insight into business matters, including actual operational management and private 

operation of healthcare services and the different frameworks for private handling of tasks  

Theory and practice, character and balance:  

1) The balance between theory and practice in the undergraduate programmes is changed in 

favour of practical training  

2) The various opportunities for practical training are given greater priority 
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3) Opportunities for practical training are secured at an equally high level in all parts of the 

healthcare system, including the primary sector 

4) Guidance competences and capacity are secured at an equally high level across the 

different parts of the healthcare system 

5) Guidelines/preconditions for practical training are elaborated and made obligatory: New 

concrete demands will be placed on practical training, including the content of practical 

training (e.g. demands that the student during practical training become acquainted with 

different named diseases and areas of function – psychiatry, general medicine, surgery etc. 

as well as municipal home care, operations/anaesthesia, emergency services etc.)  

6) Constant revision will be conducted of practical training. It is suggested that an 

organisational unit may be stripped of the right to offer practical training if the revision 

reveals that the practical training in this unit is not conducted at the required level  

7) Greater priority is given to simulation, which is made an independent part of the practical 

training in the undergraduate programme, as theory is introduced in connection with 

simulation  

8) Simulation should be both group-specific and cross-professional – thus training everyday 

operational problems within a controlled setting  

II – The specialisation-oriented perspective 

The overall character of the undergraduate programme: 

1) The undergraduate programme is designed as a generalist education, though with 

demands for specialisation within the undergraduate programme  

2) The undergraduate programme comprises – in a ratio to be determined – both basic 

learning and learning that reflects the chosen specialisation  

3) An important twofold objective of the undergraduate programme is to provide generalist 

knowledge relevant to the individual occupational group and to meet the need for in-depth 

and practice-oriented learning within a range of disease- and/or function-specific areas from 

which the students must choose 

4) The undergraduate programme provides a certain level of knowledge on operational 

conditions, conditions concerning evidence and effect and conditions concerning health 

promotion  

5) Specialisation is introduced as part of a graduate programme following immediately after 

the undergraduate programme 

6) A graduate programme is added to the undergraduate programme, which in return is 

reduced by one year  

7) The graduate programme will focus on a chosen specialisation – disease- and/or 

function specific  

8) The graduate programme will take one, possible one and a half, year to complete  



 

93 

 

9) A quota system is established for graduate programmes, ensuring that e.g. a tenth of all 

students who have completed the shortened undergraduate programme are enrolled in a 

graduate programme 

10) In addition to further specialisation, the graduate programme may include learning on 

e.g. management and project management, research and development, and 

communication and guidance 

Prioritised learning elements in the undergraduate programme: 

1) The specialised learning areas comprise both disease-specific areas (e.g. anaesthesia, 

operation, general medicine, psychiatry etc.) and function-specific areas (e.g. municipal 

home care, functions relating to coordination/continuity of care [including the care manager 

role], independent practice, emergency departments, quality work, education and 

management etc.) 

2) The undergraduate programme will in general introduce the students to a series of basic 

physiological, anatomic, psychological, sociological and pedagogical elements  

3) The undergraduate programmes will include a basic module aimed to introduce the 

students to the mentioned basic elements – which leads to a series of short modules, which 

focus on different areas of function and disease from different perspectives. The aim of the 

basic module is to establish a sufficient insight and knowledge basis for choosing 

specialisation  

4) The undergraduate programme will – beyond the basic module and the short modules 

mentioned above – provide concrete and in-depth knowledge on no less than two specific, 

specialised areas which may be disease-specific and/or function-specific  

5) The main focus of the acquired insight is on the activities and the occupational group, but 

the activities of other relevant occupational groups may also be touched upon in connection 

with the introduction of the above-mentioned basic elements– and in connection with the 

chosen disease- and/or function-specific specialisation. 

6) Focus is on insight and systematic learning concerning the mode of operation of the 

healthcare system – management, organisation, financing/incentives etc. – in order to add 

to the specialisation-oriented character of the undergraduate programme a holistic 

understanding of the total healthcare system and the way it works 

7) An E-learning module will be established on the mode of operation of the healthcare 

system, which – in addition to the learning parts based on teaching and practical training – 

will give the students an additional basis for knowledge on the connections and cross-

disciplinary aspects of the total healthcare system   

8) The students will gain insight into relevant and result-oriented involvement of and 

information/communication in relation to patients/citizens and relatives – but based 

specifically on the chosen specialisation 

9) The student will acquire knowledge on best practice and evidence in specialised areas  
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10) Greater priority is given to providing insight into the development of disease patterns – 

i.a. with a view to ensuring that the students choose to specialise in disease- or function-

specific areas based on knowledge on trends in the incidence/prevalence and necessity of 

the different areas 

Theory and practice, character and balance:  

1) The balance between theory and practice remains unchanged 

2) The theoretical part must ensure that the chosen areas of specialisation are addressed 

in depth as well as in width (but it also involves a de-selection, where other areas of 

specialisation are only addressed in very basic terms) 

3) The character of the practical part will be changed, ensuring that the practical training of 

the individual student is based on his/her choices of disease- and/or function-specific areas. 

The practical training will thus be conducted within the two areas of specialisation chosen 

4) Practical training within the chosen areas of specialisation must give the students so 

thorough an introduction (to these areas) that they, immediately following the transition into 

the labour market, are able to contribute significantly to everyday operations and 

development-oriented contexts  

5) The training places – both in the primary and secondary sectors – must offer areas of 

specialisation wanted by the students 

6) National regulation must take requirements and states of the market into consideration – 

and thus ensure that the students continually specialise within the areas that are also 

believed to be relevant in the long term  

III – The evidence-oriented perspective 

The overall character of the undergraduate programme: 

1) The undergraduate programme is designed as a generalist education, though with a 

strong focus on conditions and issues concerning evidence and effect (for the 

patient/citizen)  

2) The undergraduate programme must provide knowledge and insight into the connections 

(including how they are created and further developed) between research and development 

and documented best practice, on the one hand, and the organisation of the activities, 

efforts and role handling of the occupational group, on the other. 

3) The undergraduate programme provides a certain level of knowledge on operational 

issues, issues concerning specialisation, issued concerning transition and change, issues 

concerning communication and guidance and issues concerning health promotion. 

Prioritised learning elements in the undergraduate programme: 

1) Insight into diagnosing and treatment technology, including performance history and 

future trends  

2) Insight into long-term trends in disease patterns (epidemiology etc.) – including 

incidence/prevalence/causes of death etc. 
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3) Insight into methods for evaluating diagnosing and treatment regimes (MTV and 

Business Cases etc.) – including opportunities/needs for prioritisation 

4) Focus on the international perspective – how do health professionals in other countries 

work with evidence and effect (for the patient/citizen)? – What is ‘Danish evidence’?  

5) General insight into concrete work with clinical guidelines and best practice in diagnosing 

and treatment  

6) Concrete insight into how the organisation of diagnosing and treatment in patient/citizen 

continuity of care can take into consideration available evidence and/or best practice – 

focusing on the activities/efforts of the occupational group in different relevant disease-

specific and function-specific contexts  

7) Insight into the balance between professional, evidence-based standards and 

professional evaluations/opinions – including the ways and contexts in which the 

occupational group works with professional evaluations/opinions 

8) Insight into different forms of follow-up as regards quality – experienced quality 

(patient/relative satisfaction etc.) as well as objective quality (survival, complications, 

unintended events etc.) – and as regards effect, including e.g. level of function and 

experienced quality of life   

9) Focus on how new knowledge is acquired and implemented in everyday operations in 

order to ensure that diagnosing and treatment are based on the latest evidence  

10) Insight into the objective of professional standardisation – in the ways in which health 

professionals approach professional development as well as diagnosing and treatment  

11) Insight into the impact of evidence and knowledge of effect on the efforts and roles of 

the occupational group – and different occupational groups – on citizen/patient continuity of 

care and on the different functions (emergency department, operating area, anaesthesia, 

diagnostics etc.)  

12) Insight into evidence and documented effect as regards the involvement of 

citizens/patients and relatives in continuity of care and self-monitoring of disease, functional 

level, quality of life etc.  

13) Insight into opportunities and limitations as regards the ’peer-to-peer model’ in 

connection with treatment (former patients contribute in connection with treatment) – what 

does evidence reveal and not reveal? 

14) Focus on national planning of the size of catchment areas in relation to certain disease 

groups – concerning national functions, regional functions and local functions 

Theory and practice:  

1) The balance between theory and practice in the undergraduate programme is changed 

in favour of the theoretical part  

2) The organisation of practical training will focus on how the activities and efforts of the 

occupational group in the relevant training places are based on evidence and best practice 
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– and on the control of quality and effect, including in relation to special efforts/activities for 

which the occupational group is responsible  

3) The practical training must provide knowledge on how health professionals work (or do 

not work) with diagnosing and treatment and with diagnosing and treatment regimes that 

are in accordance with the latest evidence/best practice 

4) The practical training must provide knowledge on how health professionals work (or do 

not work) with ongoing evaluation of how new forms of evidence/best practice may be 

implemented to improve diagnosing and treatment (of specific patient groups)  

5) The practical training must also include new units – such as e.g. Local Government 

Denmark, Danish Regions, the Danish Health and Medicines Authority and the National 

Board of Social Services, which i.a. work with development as well as evaluation and 

production of clinical guidelines and best practice   

The health promotion-oriented perspective 

The overall character of the undergraduate programme: 

1) The undergraduate programme is designed as a generalist education, though with a 

strong focus on health promotion 

2) A main objective of the undergraduate programme is thus to provide knowledge on how 

the public health condition is improved in general and the need for diagnosing and treating 

is reduced  

3) The undergraduate programme focuses to a large extent on health inequality and on 

how to prevent health inequality.  

4) The undergraduate programmes ensures a certain level of knowledge on operational 

conditions, conditions concerning specialisation, conditions concerning evidence and effect, 

conditions concerning communication and guidance and conditions concerning adjustment 

and change 

Prioritised learning elements in the undergraduate programme: 

1) General focus on the following areas: public health, including connections between 

socioeconomic framework and health; connections between healthcare efforts to a limited 

extent and the social and labour market areas; migration and health (citizens/patients and 

resources/capacity); childhood/youth and health; recovery and self-care, including the 

preconditions for effect of recovery and self-care; mental health and abuse; and complex 

conditions and co-morbidity as well as chronic/long-term disease, including the tendency 

towards increased need for efforts of ‘maintenance’ 

2) Focus on the conditions which, on a theoretical and practical basis, are believed to be 

connected with general public health  

3) Knowledge of instruments that may be used as a basis for general improvements of 

public health  

4) Diet and nutrition as part of the basis for health promotion and recovery as well as self-

care  
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5) Knowledge on the factors that support and help reproduce health inequality – and on the 

instruments that may be applied to prevent health inequality  

6) Systematic insight into types of tracking and prevention – and coupling with the 

patient/citizen groups for which tracking and prevention are especially important 

7) Insight into rehabilitation and other instruments for improving and/or maintaining 

functional levels or experienced quality of life  

8) Nature and nurture as part of the basis for health promotion and the reduction of health 

inequality  

9) Knowledge on the current and potential efforts and roles of the occupational group in a 

coherent and efficient healthcare system focusing on health promotion and counteracting 

health inequality  

10) Insight into and systematic learning about the collective mode of operation of the 

healthcare system – management, organisation, financing/incentives etc. – as focus is 

equally on the current situation and possible future developments  

11) Insight into and application of welfare technology – and needs and possibilities as 

regards cohesion across the healthcare, social and labour market areas  

Theory and practice:  

1) The balance between theory and practice in the undergraduate programme remains 

unchanged  

2) The theoretical part focuses to a large extent on social pedagogical and sociological 

competences relevant to disease prevention and reduction of health inequality  

3) The organisation of practical training gives priority to training places that provide 

concrete learning on recovery and self-care, tracking and prevention, rehabilitation and 

health promotion, and patient involvement and instruments in relation of health inequality   

 

Experiences from the second workshop 

During the first part of the workshop the members made critical comments on the perspectives, 

including suggestions for adjustments – based on the logic of each of these perspectives. This 

input has to a large extent contributed to further development of the perspectives.  

Each member was asked to consider which perspective he or she would prefer to see 

implemented through voting, and subsequently the occupational groups worked with the 

perspective which had received the most votes from this group. Here it is important to stress that 

the choice of perspective does not necessarily mean that the individuals would not have chosen 

status quo or a fifth perspective had they been given the option.  

Each occupational group was thus responsible for ‘refining’ the chosen perspective by importing 

elements from other perspectives. 
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In this connection there was quite a lot of variation across the occupational groups as regards the 

choice of new elements added to the perspective to which the given occupational group had given 

the highest priority.  

However, several occupational groups tended to add competences concerning knowledge on the 

organisation and optimisation of citizen/patient continuity of care involving efforts from both the 

primary and secondary sectors and different occupational groups – as described in the operations-

oriented perspective.  

Several occupational groups imported elements from the evidence-oriented perspective focusing 

on how new knowledge is acquired and applied and on insight into the relation between evidence 

and professional opinions. This appears to be in agreement with the needs identified in the first 

workshop, cf. the above description. 

In addition, the workshop was used to discuss both the developed perspectives and the prioritised 

issues and conditions which should be addressed in connection with the organisation of future-

oriented healthcare study programmes. 

A clear result of the workshop was a clear demand for the development of an ‘adjustment- and 

change-oriented’ perspective – and this result is reflected in the final five perspectives, which also 

include an adjustment and change perspective. 

The adjustment- and change-oriented perspective may be summarised as follows:  
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NAACLS (2014): Clinical Laboratory Scientist/Medical Technologist of the Future 

NHS Education for Scotland – Quality Education for a Healthier Scotland – nursing and midwifery, 

2014 
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Interviewees from select research environments 

Social changes, education, learning, profession, technology and health – analyses of 

development/changes over the next 10-15 years, focusing especially on the health professions. 

(Cf. Project design). 
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Users, user involvement, user organisations and health. Professor and Research Director of the 

Care, Health and Welfare Programme Tone Alm Andreassen, Oslo and Akershus University 

College of Applied Science. Department of Library and Information Science, Section for Health, 

Care and Welfare.  

Work life, education and competences between experience and evidence. Professor Katrin Hjort, 

University of Southern Denmark – Educational science, Department for the Study of Culture. 

Educational sociology, cultural sociology, educational history and digital literature. Professor 

Emeritus Donald Broady, Department of Sociology, Uppsala University. Directing the research unit 

SEC (Sociology of Education and Culture).   

Comparative studies of the welfare state, the organisation of health policy, labour market policy 

related to social exclusion and social inequality. Professor Espen Dahl, Oslo and Akershus 

University College of Applied Science, Faculty of Social Sciences, Department of Social Work, 

Child Welfare and Social Policy.  

Professional qualification in education and work life, characteristics of professional knowledge, 

qualification to professional careers. Professor Jens-Christian Smeby, Oslo and Akershus 

University College of Applied Science. 

Professionalism and cross-disciplinarity (technical, medical, sociological – inter-professional 

relations) in medicine and health from sociopsychological and sociological perspectives. Professor 

Berth Danermark, Organisation, School of Health and Medical Sciences, Ørebro University.  

Labour market, profession, adult education, education, educational policy and organisation. 

Professor Palle Rasmussen, Aalborg University, AAU personal profile, Department of Learning and 

Philosophy, Faculty of Humanities. 

Educational sociology, pedagogy, profession research and educational research focusing 

especially on the interprofessions. Research Director Søren Gytz Olesen, VIA University College. 

Pedagogy, learning, education, work and life-long learning, profession. Professor Henning Salling 

Olesen, Department of Psychology and Educational Studies, Roskilde University. 
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