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Background: The Coordination Reform has brought changes to the work
responsibilities of nurses employed by the municipal health service, and the
demands on their professional skills have grown accordingly. The volume of
complex, patient-focused work has increased, and the working day of nurses has
become busier; their need for professional development is thus considerable.
This study forms part of a major quantitative study (NursComp) which entailed
a survey by research team of the nursing competence available to the municipal
health services in the county of Sogn og Fjordane.

Objective: The study seeks to describe how nurses employed by the municipal
health service are working to develop their professional skills and competence,
and what challenges these nurses encounter in the process.

Method: We took a qualitative approach and conducted two focus group
interviews in two municipalities in the county of Sogn og Fjordane. The sample
consisted of six nurses from Municipality 1 and eight from Municipality 2.

Results: The nurses refer to many in�uencing factors when they describe their
e�orts to keep professionally updated – including the community of practice
with fellow nurses, pause for re�ection, time constraints, �nancial factors and
insu�cient managerial input in terms of planning and facilitation.

Conclusion: Nurses have a duty to keep professionally updated in order to
meet the requirements of the health service. They need to plan their working
day with their supervisors in order to ensure that such professional
development is easily accommodated. The supervisors have an important role
to play in facilitating professional development.

Municipal health and care services have been the subject of comprehensive
structural changes in recent years (1, 2). The Coordination Reform (1) has brought
changes to the work responsibilities of nurses employed by the municipal health
service, and the nurses report that more and increasingly complex patient-focused
tasks have been assigned to them.

It is the intention that speci�c patient groups should have a greater share of their
health care provided outside the specialist health service, among them patients
with chronic obstructive pulmonary disease, diabetes, dementia, cancer, certain
forms of mental health issues, and substance abuse. Consequently, nurses need to
increase their competence levels with respect to the observation and examination
of these patient groups to ensure that changing clinical presentations can be
discovered at an early stage. Additionally, the reform introduces greater demands
on the nurses’ interaction skills (1, 3–8).



Despite these challenges, our informants felt that their new nursing tasks were
exciting, challenging and rewarding (3, 9, 10), yet there is uncertainty as to whether
their professional competence levels have been su�ciently strengthened to enable
them to handle the varied needs of patients.

An inquiry conducted by the O�ce of the Auditor General shows that following the
introduction of the Coordination Reform, local authorities have failed to
su�ciently boost the competence levels of their sta�. Consequently, their
recommendation is for the Ministry of Health and Care Services to ensure that
planned initiatives adequately contribute to a strengthening of professional
competencies (11). One such initiative is SkillsPromotion 2020, which is intended
to ensure that service providers have adequate numbers of appropriately skilled
sta� to provide a professionally robust service (12). Other Scandinavian countries
have also witnessed growing demands for professional competence and changes to
the work responsibilities of nurses in the municipal health service (13, 14).

Competence is a complex concept that is open to interpretation. It is generally
considered to refer to skills required to carry out duties or tasks in a workplace
setting (15–17). Such professional skills can be developed, are non-permanent and
will depend on the context in which they are put into practice (16–18). There is a
multi-faceted discussion surrounding the exact scope of competence, but
professionals tend to express clear views when it comes to what or who they
consider to be incompetent (16, 19, 20).

In order to assess the competence levels of nurses, we need to agree on what
criteria to use, and how to verify their ful�lment (15). Nurses have a personal
statutory obligation to carry out their work in a professional, ethical and lawful
manner, irrespective of their workplace; the local authorities, as their employer, has
an obligation to facilitate this (2, 21, 22).

Professional development on an individual level may involve the acquisition of
knowledge, skills, attitudes and understanding, as well as the ability to tap into the
competence of others, with a view to present and future duties as well as the
organisation’s community of practice (23). Benner’s model of skills acquisition
takes a relational view on learning and points out that nurses can develop from
novice to expert by gaining knowledge that is formed not only within the
individual, but in dialogue with other people in the practice community.

The concept of competence
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However, not everyone will reach the level of expert (24). For the individual’s skills
acquisition to succeed, a number of factors must be present. The individual’s
motivation, determination and personal qualities are important factors (17, 25–28),
but additionally, the working environment must accommodate interaction between
social and material contexts in order to enable sta� to develop their own
professional competence levels (26, 28–30).

This article discusses a study that forms part of a larger work, Nursing Competence
in Municipal Health Care Services – the NursComp Study 2014–2018. This
examines the nursing competence available within the municipal health services of
Sogn og Fjordane county.

The sub-study follows up a survey that was conducted in three of the county’s
municipalities in 2013, utilising the Nurse Competence Scale (NCS) instrument
(31). In the autumn of 2014, we conducted focus group interviews in two of the
three municipalities involved, in order to deepen our understanding of the issues.

The study’s objective is to describe how nurses employed by the municipal health
service are working to develop their professional skills and competence, and what
challenges these nurses encounter in the process.

The study seeks answers to the following questions:

How do the individual nurses feel about their daily work responsibilities?

What factors are conducive or obstructive to the nurses’ e�orts to develop their
own professional skills and competence?

The study was conducted in two municipalities on the west coast of Norway, each
with a population in excess of 10 000. We adopted an explorative qualitative
research design, which involved focus group interviews. A qualitative research
method was chosen to allow us to describe and explore human experiences,
perceptions and qualities. The qualitative methodology accommodates our desire
to present the variety and nuances in the material (32, 33).

The inclusion criteria for nurses to take part in the study were employment by one
of the local authorities that took part in the NCS survey, and that their workplace
was either a nursing home or the community nursing service. We conducted one
pilot interview prior to the focus group interviews. Testing the interview guide in
this way is conducive to obtaining feedback on the questions included.

The study objective

Methodology



By summarising their conversation together with the participants at the end of the
interview, the researchers are able to clarify any ambiguous details in the
questioning, establish whether the questions are topical, and check that they �t in
with the natural �ow of the conversation (34). We revised �ve of our seven
interview guide questions following the pilot interview. Data obtained through the
pilot interview have not been included in the study because the participants did not
ful�l the inclusion criteria.

We contacted the chief municipal executives and the relevant heads of department
for the two local authorities involved, and obtained their permission to conduct the
study. Informants were recruited by local ward managers employed by the
municipality.

We recruited 14 nurses – one male and 13 female. There were six nurses allocated to
Focus Group 1 and eight nurses to Focus Group 2. Nine of the nurses were working
for the community health service, while �ve were working in nursing homes. The
average age of the informants was 45.3 years, with a median of 45.5 years.

The length of their respective employment histories ranged from 5 to 35 years, with
an average of 23 years and a median of 14 years. Eight nurses had specialty training.
Table 1 provides an overview of the informants with details of their age,
employment history and specialty training.

The informants
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We conducted the focus group interviews in meeting rooms at the nursing homes
where some of the informants worked. The interviews lasted for a maximum of 1.5
hours. The �rst author acted as moderator, while the second author took the role of
assistant. The moderator’s job was to introduce the interview topics and to
facilitate a good exchange that would allow everyone to voice their opinions (32–
34).

It is important for the moderator to believe that the informants hold interesting
information and to be a sensitive listener who tries to understand the informants’
perspective (34). The assistant was tasked with recording the interviews on a
digital sound recorder, noting down keywords and asking clarifying questions (33,
34).

We made use of an interview guide with seven open-ended questions based on the
categories in the NCS questionnaire. The questions referred to the helping role,
teaching/coaching, diagnostic functions, managing situations, therapeutic
interventions, ensuring quality and the work role (31).

The informants received the interview guide prior to the focus group interview, to
enable them to prepare. The informants were o�ered an opportunity to read the
interview transcripts but declined the o�er.

We subjected our material to a qualitative content analysis. This method focuses on
identifying similarities and di�erences in the studied text. The text’s manifest
content is its speci�c narrative, often presented in categories. The themes that
emerge from the content analysis are seen as expressions of the latent content, i.e.
the implicit meaning of the text (35).

The analysis process started at the interview stage. Following the interviews, the
moderator and assistant discussed potential conversation outcomes and made
notes of these discussions. The �rst author proceeded to transcribe the material.
After transcription, we read the transcripts multiple times and compared them
with the sound recording to make sure that the content had been fully understood.

The moderator and the assistant reviewed the transcripts and wrote up summaries
of the two interviews to facilitate the identi�cation of any coinciding patterns. We
also extracted quotes and studied these in depth in order to identify the meaning
units. At the next stage of the process we condensed the meaning units without
changing their content (35).

Data collection

Analysis



We proceeded to subject the meaning units to analysis and abstraction, but all the
while it was important to maintain their original sense. On this basis, we allocated
codes to the various units. These had not been prede�ned, but were generated in
the course of our work with the data (32).

We then divided our material into categories before we eventually formulated its
latent content which was split into three di�erent themes. Table 2 shows an
example of how we conducted the qualitative content analysis.

The study was approved by the Data Protection O�cial at the Norwegian Centre
for Research Data (NSD) as a sub-study under the NursComp project (project
number 47191). The study was conducted and the data stored in compliance with
research ethics guidelines and the Declaration of Helsinki (36).

Well ahead of the interviews, the nurses were informed in writing of the study, its
themes and objectives, methodology, data anonymisation and voluntary
participation. This information was repeated verbally at the start of each focus
group interview. The informants took part in the study on a voluntary basis, and
they all signed a declaration of informed consent. The informants are anonymised
throughout the text and cannot be identi�ed in the material presented.

The nurses consider their own role to be that of a common thread running through
the service provision o�ered to patients. They carry out what they refer to as
‘standard nursing tasks’, which involves the planning and provision of nursing care,
participation in cross-disciplinary work and cooperation and interaction with the
patients’ families.

Ethical considerations

The results
Changes to work responsibilities require competence upgrading
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The informants have found that their work responsibilities have changed over time,
particularly after the introduction of the Coordination Reform: ‘These days we deal
with much more substance abuse and psychiatry, and our patients are much sicker.
They are discharged from hospital at an earlier stage than was previously the case.
And of course, that puts great demands on us’, said one of the informants.

The nurses describe an increased need to develop their own clinical competencies
and to avail themselves of good mapping tools, to enable them to discover changes
in the patients’ condition at an early stage. They �nd that such professional
development is essential to enable them to report correctly to the duty doctor, who
at times may be based miles away from the patient in question.

In nursing homes, the nurses also note di�erences with respect to more
comprehensive patient rehabilitation initiatives, and they observe that individuals
who su�er from dementia are hospitalised at a more acute phase of their disease.
In this context they are looking to increase their knowledge and skills with respect
to these speci�c patient groups. In relation to these changes, the informants report
that they miss having time for re�ection with their colleagues on professional
issues and events: ‘I often miss having time to re�ect. Just to sit ourselves down
and think things through’.

The informants describe a complex and challenging working day, and they �nd it
di�cult to �t in any professional development. If professional challenges arise and
they do not have the necessary knowledge to address them, they still need to
resolve the matter on the spot. In this scenario, the informants access literature on
the Internet, they discuss the matter with nursing colleagues and other health
professionals, or they contact the specialist health service or a pharmacy for advice.

The nurses make use of the master–apprentice learning method on a daily basis in
that experienced and knowledgeable nurses involve less experienced colleagues in
learning situations. They feel that his practice works well, but they have to facilitate
it themselves, except when they are involved with the induction training of new
employees, which is part of a standard routine.

«The nurses consider their own role to be that of a
common thread running through the service provision
o�ered to patients.»

Plans are rarely made for systematic professional development

«They need to read nursing journals in their spare time,
for there is neither time nor space for it in the workplace.»



They need to read nursing journals in their spare time, for there is neither time nor
space for it in the workplace. Sta� who are meant to plan and implement training
for their colleagues �nd that their supervisor fails to make the necessary
arrangements: ‘Of course, we have made plans for �rst-aid training. And it’s been in
the diary for a long time. You just come to a halt, and then you can’t a�ord the time
because everyone else has such a lot to deal with – or there is such a lot of other
things we all need to do.’

Most of the informants knew nothing of the municipal authorities’ professional
development plan for their workplace. They talked about this lack of knowledge as
a factor in their uncertainty about whether they might receive support for
attending courses or signing up for specialty training, and this in turn led to lower
motivation. One of the informants says: ‘Well, we receive all sorts of o�ers of
courses and that sort of thing, but �nding someone to cover for you would create a
problem. So it is never su�ciently prioritised, no.’

The community of practice was highlighted as an important channel for acquiring
new knowledge. According to the nurses, learning from one another is the most
important source of professional development – whether this involves theoretical
knowledge acquired through specialty training, courses and in-service training
days, or whether it involves practical skills such as procedures or the use of
technical medical equipment. One of the nurses says: ‘We make use of one another
for what it’s worth.’

Self-motivation and a personal interest in the profession were also listed as factors
conducive to professional development, as well as the need to be committed to the
profession. Some informants talked about attending a weekly departmental sta�
meeting while on their lunch break, with the topic up for discussion frequently
being of a professional nature. These sta� meetings worked well, were planned for
and were incorporated into sta� routines. The doctors’ ward rounds and cross-
disciplinary meetings were also listed as arenas conducive to professional
development.

The nurses reported that sta�ng levels were low at times, and that their shifts
were so busy that they have more than enough to do just tending to their daily
duties. In this scenario, professional development is not a priority. Meanwhile, the
informants also report that professional development e�orts are largely up to
themselves. Arrangements are rarely put in place in order to allow for professional
updating or specialty training, and the management do not set any requirements
for updating skills.

Factors that are conducive or obstructive to professional development



They also felt that there was no clear departmental plan for professional
development that would give sta� an insight into what competencies their
employer wanted them to have. Furthermore, they pointed out that they miss a
cross-disciplinary working environment where the topping up of professional
competencies forms a part of the working day.

One of the factors that in�uence the professional development of nurses is a lack
of �nances in the local authorities: ‘When it comes to courses, there’s just no
budget for it. I came from a sector that was a priority investment area – and the
budget for attending courses was really generous; I was extremely shocked to
discover this municipal poverty.’

The purpose of this study was to explore how nurses employed by the municipal
health service are working to develop their professional skills and competencies,
and how they tackle the challenges they encounter in the process.

It is well known that the municipal health service is in great need of competent
sta�. In order to meet this need, the nurses have to work on their professional
development (21, 22). The individual’s motivation and personal qualities are
important prerequisites for personal professional development (17, 25–28).

The study’s informants clearly stated that the community of practice provided by
their colleagues was important to their e�orts of keeping professionally updated,
for instance by learning practical procedures from one another and by providing an
opportunity for re�ection. A community of practice can serve as an arena for
individuals to exchange opinions about work responsibilities and professional
issues.

This interaction brings learning with respect to how the nurses may develop and
improve their skills. According to social learning theory, a community of practice
will bring about learning, even if to external eyes it may look like an ad hoc solution
designed to make the working day run smoothly (37). It is warranted to question
whether this theoretical stance on passing on knowledge is su�cient in the face of
demands for new competencies in the workplace (17).

«One of the factors that in�uence the professional
development of nurses is a lack of �nances in the local
authorities.»

Discussion

Learning from one another



Evidence-based learning through interaction with patients and their families plays
an important role in the nurses’ e�orts to raise their level of competence (38), but
inadequate speci�cation of what skills are needed makes it di�cult to decide what
training paths to choose (15).

The informants pointed out that when they �nd themselves in new and unfamiliar
situations, they are quick to look for information from their colleagues, literature,
the specialist health service or by contacting experts in the �eld. The same has
been demonstrated by earlier studies (8, 38, 39). Consequently, it appears that
incompetence is easier to identify than competence, and that this raises the nurses’
awareness in terms of professional development.

This way of driving the work may serve to conceal the raised competence levels to
managers, so that nurses individually respond to the needs that arise from
changing tasks and responsibilities (39). This development will not be conducive to
learning on an organisational level (40).

Time constraints at work, and challenges associated with the municipal resource
situation and sta�ng levels, are familiar problems (5, 41). In a pressurised work
situation, the nurses �nd it di�cult to set aside time for professional development,
even if the organisational framework is safe and provisions are appropriately made
(8, 41).

The informants feel that there is no overall strategy for professional development.
Earlier studies have shown the same (8, 39, 41). Nurses with specialty training or
other forms of expertise consider their own competencies to be relevant and
important for their personal professional development and for their workplace
community, but �nd that their skills are not always put to use.

Employers may not be aware of the skills of their nurses, and sta� representatives
are never present when the matter of professional development is up for
discussion. The o�cer who heads the municipal health service is responsible for
ensuring that the appropriate competencies are available and for facilitating
opportunities for employees to acquire these competencies (2).

Easier to identify incompetence than competence

Insu�cient time and inadequate strategies

«Time constraints at work, and challenges associated with
the municipal resource situation and sta�ng levels, are
familiar problems.»



Nevertheless, it is important to point out that the nurses generally report to have
found the changes to their work responsibilities to be interesting and challenging;
this has been similarly demonstrated by a number of studies in recent years (3, 8–
10). Mid-career changes may make working for the municipal health service a more
attractive proposition, and this will be an important factor in the future when more
sta� and skills will be required to care for patients (8, 11).

The nurses feel that in many areas they have the required competencies, but that
due to the way the service is organised, their skills are not put to use where they are
needed (5, 8). The results show that competencies relating to substance abuse,
mental health and complex disorders are in demand among nurses. Nurses have
only limited earlier experience of these areas of practice because they have never
been prioritised by the municipal health service.

Only a limited number of informants took part in the study, and they were all
recruited from a restricted geographic area. Population numbers are relatively low
in both municipalities represented in the study. It is not possible to generalise on
the basis of this qualitative study, and the results may well have been di�erent if
the study had been carried out in di�erent municipalities.

Nevertheless, it is our opinion that the �ndings are consistent with the �ndings of
earlier studies, and that a repeat of the study in di�erent municipalities would
probably generate similar results. 

Nurses have a duty to keep professionally updated in order to meet the demands of
the health service, but nurses cannot achieve this on their own. Our �ndings show
that nurses frequently acquire new knowledge by turning to unplanned activities
such as learning within the community of practice, looking up nursing issues on the
Internet and contacting specialists in the �eld to discuss a patient’s case. They
need the assistance of their management if they are to plan their work and organise
their services so that professional development becomes a natural part of their
working day. It appears that this is not the case today.

Furthermore, local authorities need to put in place a strategy for the professional
mapping and development of their nurses. Despite the problems, the nurses
consider their working day to be challenging and exciting, and they enjoy their new
responsibilities. Enjoyment may well lead to greater job satisfaction and enhanced
motivation to stay in their jobs.

The study’s weaknesses

Conclusion



This study’s �ndings suggest it would be pertinent to conduct further research into
what measures are conducive to professional development in the municipal health
service. Professional development will constitute a challenge for our educational
institutions in the years ahead, both in terms of safeguarding basic nursing
competencies and in terms of customising postgraduate courses and master’s
degree programmes so that they meet the challenges of the municipal health
service.
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