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Abstract 
This article examines how healthcare professionals understand children with 
type 1 diabetes and their families, and how they consider them hard to reach. 
Based on observations and analysis of healthcare professionals’ case 
conferences, the article finds that families’ lack of compliance with professional 
recommendations is explained by parental lack of resources, ability, willingness, 
and complex social and personal problems of the family members. To find 
solutions to these diabetes management problems, the professionals integrate 
and synthesize knowledge based on experience, judgment, and practical skills. 
They also recognize organizational limitations of the healthcare system and, 
consequently, dependency on other organizations with other functions and 
knowledge. The article contributes to new knowledge about how organizations 
and professionals try to address and solve problems of health inequality in 
practice. A major finding is that the capacity to address individual health literacy 
depends just as much on organizational health literacy.  
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Introduction 
Professions and their understanding of problems and solutions play an essential role in soci-
ety’s welfare organizations with crucial importance for society’s ability to coordinate, inte-
grate, and collaborate on solving societal challenges such as health inequalities.  

International and Danish research shows that health inequalities among diabetes patients oc-
cur to a large extent (e.g. Borschuk et al., 2015; Martin & Topholm, 2020; Walker et al., 2019). 
Research identifies a convergence of biological, social, psychological, and economic factors in 
families’ everyday lives, which constitute a barrier to proper self-care (e.g. Akhter et al., 2016; 
Li & Whyte, 2021; Tsiouli et al., 2013). It also shows that families with low socioeconomic 
classification have a harder time managing everyday life with diabetes (Levin et al., 2013; 
Sanders et al., 2019).  

This problem of health inequalities is often addressed by the concept of “health literacy” (e.g. 
DeWalt, 2009; Kickbusch et al., 2013; Nutbeam, 2006), covering “the degree to which individ-
uals have the ability to find, understand, and use information and services to inform health-
related decisions and actions for themselves and others” (U.S. Department of Health and Hu-
man Services, 2024). Research shows a connection between low health literacy, low self-rated 
health, and unfavorable health behavior (DeWalt, 2009; Maindal & Vinther-Jensen, 2016). 
Patients’ abilities to understand and act on health information are very important in relation 
to type 1 diabetes, since 99% of the medical management of diabetes is expected to be car-
ried out by the patients themselves in their daily lives (McLaughlin et al., 2015). However, 
there is a growing recognition that the capacity to address individual health literacy also de-
pends on organizational health literacy.  

Organizational health literacy addresses the health literacy of organizations, recognizing that 
the healthcare system must have the capacity to adapt its programs to support different pa-
tients’ abilities to live with their own disease as well as to prevent potential risks (Khorasani 
et al., 2020; Trezona et al., 2018). This challenges the idea of the patient as solely responsible 
and gives healthcare systems and professionals a crucial role in helping people cope with 
chronic and lifelong diseases as a way of reducing health inequalities. It is generally recog-
nized that professionals administer, combine, and use diverse and specialized sources of 
knowledge in order to decide how practical problems should be handled in specific situations 
(Grimen, 2008; Molander & Terum, 2008). However, there is little knowledge about how 
healthcare professionals address complex health issues associated with inequality in practice 
(Garzón-Orjuela et al., 2020). The aim of this article is to contribute to new knowledge about 
this. 



Healthcare Professionals’ Identifications of and Solutions to Health Problems for Hard to 
Reach Patients with Diabetes  
 

  3 

The empirical material of this article stems from a qualitative case study conducted across 
two different hospitals in Denmark, where professionals are involved in a special treatment 
program for children with type 1 diabetes (T1D) and their families who are considered hard 
to reach. The term hard to reach represents the healthcare professionals’ perception of pa-
tients who, for various reasons and despite many attempts, do not benefit from health infor-
mation, do not comply with normal programs based on self-care, and consequently have a 
very poor regulation of diabetes. The treatment program is organized as an interdisciplinary 
healthcare professional effort centered on high-frequency home visits and intersectoral 
meetings with professionals outside the healthcare system. The treatment program is carried 
out by doctors, nurses, psychologists, social workers, and dietitians in two treatment teams, 
cf. the methodology section. The assumption behind the organization of the treatment pro-
gram is that some families are hard to reach and that interdisciplinary knowledge and skills 
are required in order to improve the health conditions of the child and prevent health ine-
quality (Steno Diabetes Center, 2020). 

Based on empirical data consisting of observations of 12 case conferences, this article inves-
tigates and answers the following research question: how do healthcare professionals under-
stand children with type 1 diabetes and their families, and how do they consider them hard 
to reach? As a part of the treatment program, the case conferences represent an organiza-
tional effort to strengthen healthcare professionals’ capacity to understand families’ prob-
lems with managing diabetes (problem identification), and to solve these problems (problem 
solving). As empirical material, the case conferences reveal observations and communications 
about families as hard to reach. By analyzing the case conferences, it is possible to develop 
knowledge about how professionals address complex health issues associated with inequality 
in practice.   

Theory 
The research question calls for theory that enables investigation of how healthcare profes-
sionals understand and try to solve problems. Therefore, we draw on theories about 
knowledge practices of professions combined with a system-theoretical perspective on wel-
fare organizations. 

Over time, research on professions has offered many and partly conflicting definitions and 
perspectives on the role and practice of professions in modern society (e.g. Burrage, 1993; 
Molander & Terum, 2008). However, across these differences, there is a common understand-
ing that professions contribute to solving practical problems for lay people by applying their 
knowledge base acquired through education (Molander & Terum, 2008). The knowledge base 
of professions is shaped over time, often by drawing on different disciplines and forms of 
scientific knowledge, technical-instrumental skill knowledge on how to produce a result, and 
practical-moral knowledge in the form of ethical considerations and actions (Gilje, 2017). This 
makes professional knowledge highly fragmented, but more sensitive to the external world 
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and the aim of understanding and finding solutions that might benefit people. Grimen’s point 
is that knowledge is integrated and synthesized in professional practice and varies according 
to the specific problem that arises in practice (Grimen, 2008). It is thus the nature of the prob-
lem that determines which combined knowledge is relevant to solve it. Grimen calls this inte-
gration “a practical synthesis” (Grimen, 2008, p.74). A practical synthesis is created in a pro-
cess where professionals reflect and analyze how a specific problem can be solved in a re-
sponsible manner with high professional quality. Therefore, professional actions involve 
forms of reasoning where discretion and judgment become important (Grimen & Molander, 
2008). In relation to this, Grimen argues that professional practice has a normative side, 
where the professional must balance moral, political, and legal judgments without clear rules 
for prioritization (Grimen, 2008). Gilje (2017) adds additional dimensions to the action level 
of practical synthesis. These are “knowing what,” which is well-founded knowledge, “knowing 
how,” which is knowledge about how to do something in practice, and theories of “tacit 
knowledge,” which shed light on how knowledge can be implicitly articulated in practice 
(Gilje, 2017, pp.27-32). A practical synthesis is therefore both heterogeneous through the in-
tegration of different scientific disciplines, and also through the use of different practical 
forms of knowledge that are combined and synthesized in practice. In this article, we perceive 
the healthcare professionals of the treatment program as a group of experts with different 
educational backgrounds and theoretical and practical knowledge. The group is working to-
gether for the purpose of creating practical syntheses that can improve their understanding 
of and capacity to solve the problem of children with poor diabetes regulation.  

However, the understanding of practical synthesis does not fully capture how different wel-
fare organizations affect professional practice or patients. Therefore, there is a need to add 
an organizational perspective that focuses on how professionals’ ability to understand and 
solve practical problems is embedded in an organizational context.   

The welfare state is differentiated into fairly closed sectors that solve specialized tasks in an 
organizational context, such as the healthcare system/the hospital services, the social welfare 
system/social services, etc., which becomes crucial for the self-perception of the organization 
and how problems are observed and addressed (Luhmann, 2000). Luhmann perceives organ-
izations as social systems that reproduce themselves through communication and decisions 
for the purpose of coordinating action, and in doing this, they distinguish and draw bounda-
ries between what is internal (system) and external (environment) (Kneer & Nassehi, 2002; 
Luhmann, 2000). Following this, organizations have functions to fulfill in relation to an envi-
ronment and form internal programs that specify roles with expectations for behavior and 
decisions, e.g. of professionals. Luhmann suggests that we study organizations as social sys-
tems by deploying the functional method and analysis focused on studying how systems ob-
serve and identify problems (problem identification) and solutions to these problems (prob-
lem solutions) (Luhmann, 2000). Problem identification contributes to reducing complexity 
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for the system by identifying (and thus delimiting) the problem as something that can be man-
aged and addressed through problem solving, and often this involves understanding and ex-
planation (Luhmann, 2000). However, the way problems and solutions are defined, under-
stood, and explained may vary. This means that there could potentially be other solutions to 
the same problem, and herein lies a critical potential with regard to identifying alternatives. 
For example, a basic function and goal of the hospital is to diagnose, treat, and cure diseases. 
Consequently, this is the main problem in focus prior to solving problems related to health 
inequalities. That said, professionals at the hospital may observe, reflect on the need, and 
decide to work with these inequalities in a way that involves both the patients and their fam-
ilies (Andersen, 2008) and may consequently try to create an alternative approach to problem 
identification and solution.  

By using the functional method to analyze how professionals create practical syntheses about 
hard to reach families, we not only gain an understanding of what forms of knowledge are 
used to create solutions but also learn that these appear in a systemic context that organizes 
a particular horizon of understanding. 

Methods and design 
The article is based on data collected by Anette Stamer Ørsted in the PhD project “Better life 
with diabetes—A case study of the possibilities and obstacles of healthcare systems and 
healthcare professionals to practically solve a problem with social inequality within 
healthcare.” This study is qualitative and designed with an abductive and dialectical approach 
(Blaikie, 2000).  

Data foundation 
The empirical data consists of observations of 12 case conferences (in the following analysis, 
they will be referred to as “CC”) conducted as a part of the treatment program. As mentioned, 
the case conferences can be understood as the professionals’ systematic reflections on prob-
lems and solutions related to diabetes treatment in the families (cf. problem identifica-
tion/problem solution). Therefore, the data is exemplary in illuminating healthcare profes-
sionals’ syntheses of children and families considered hard to reach. Case conferences include 
doctors, nurses, psychologists, social workers, and dietitians involved in the treatment pro-
gram at two hospitals, each lasting approximately one hour, conducted between November 
2021 and January 2023. The participation of professionals has taken place at each of the two 
hospitals and has varied due to practical reasons, but several of them were consistently pre-
sent. Representatives from the specific treatment team (a nurse and a doctor) assigned to the 
case presented at the case conference were always present. The analysis is concerned with 
how practical syntheses are formed at the conferences and constitute a common basis for 
how problems are understood, and possible solutions are proposed. Therefore, the analysis 
is not concerned with individual differences between the professionals but with recurring 
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problem identifications and solutions. All case conferences were audio-recorded and tran-
scribed, and the first author was present, observing all interactions between professionals. 

The first author has also followed the treatment program through participation in 10 selected 
home visits and 21 cross-sectoral meetings throughout the project period, and by conducting 
15 interviews with selected families. This data is given a particular focus elsewhere (Ørsted & 
Engen, 2025; Ørsted, under preparation). This has provided an in-depth insight into how the 
professionals perceive, synthesize, and identify problems.  

Inclusion criteria and participants 
The selection of patients for case conferences was made by the healthcare professionals. The 
12 case conferences focused on nine out of 19 children included in the treatment program 
based on the argument that these children and their families were considered hard to reach. 
The tables below provide an overview of the basic characteristics of the children and the pro-
fessionals (Table 1) and how the professionals characterized the vulnerabilities of the families 
at the time of inclusion in the treatment (Table 2). The professionals’ characterizations draw 
on years of knowledge about the families gained from meetings at hospitals, home visits, and 
cross-sectoral meetings. 

Table 1 

Professionals’ descriptions of children and professionals participating in case conferences 
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Table 2 

The Professionals’ descriptions of the vulnerabilities of children and their families at case 
conferences*

Analysis method 

The analysis takes an abductive and dialectical approach where empirical data, professions 
theories, and system theories are used using the functional method. The purpose is to inves-
tigate what healthcare professionals identified as problems and solutions at case conferences 
and critically reflect on recurring problem understandings and solutions that give rise to a 
particular understanding of hard to reach.  

Initially, the analysis was carried out in a process where the first author conducted an induc-
tive and open reading of the case conferences focused on professionals’ problem identifica-
tions and solutions. The second step of the analysis identified the meaning-bearing units of 
the problem as they appeared at each of case conferences. The third step of analysis involved 
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organizing the meaning-bearing units into themes across the case conferences. Finally, and 
based on these themes, the first author made an analytical generalization using the theoret-
ical perspectives of professionals’ knowledge-based observations and how organizations 
shape professionals’ views on problems to be solved.   

Ethical considerations 
The collection of data has included ethical considerations about informed consent and the 
researcher's position. All informants in this study have been informed verbally and in writing 
about the purpose of the study and the first author’s participation in the activities, and have 
given written consent for the first author’s participation and collection of data in the project. 
Regular meetings were held between the professionals and the first author, where participa-
tion was agreed and discussed.   

The study has been reported to the Ethical Research Committee, registered at Aalborg Uni-
versity, Denmark.   

Findings 
The following analysis presents three understandings of problems and solutions (problem 
identification/problem solution) that emerge through the shaping of practical syntheses dur-
ing the case conferences. 

Parents as primary collaborators in children’s diabetes treatment 
Across the case conferences, one understanding of patients as hard to reach revolved around 
a problem identification focused on the collaborative role of parents of young children with 
diabetes. This problem identification expects parents to take responsibility for daily routines 
such as blood sugar measurements, carbohydrate counting, and insulin administration by the 
professionals. Parents are thus the focal point of communication, and collaboration with par-
ents is deemed crucial for healthcare professionals’ ability to influence a child’s diabetes. 

When healthcare professionals identify parents as the primary cause of why families are hard 
to reach, they distinguish between parents who have resources/lack resources to manage 
their child’s diabetes. The healthcare professionals indicate that parents’ lack of resources 
hinders the healthcare system’s task of treating diabetes. This problem identification draws 
on the healthcare system’s expectation and logic of self-treatment, where parents are per-
ceived as managers and responsible for the child’s current and future health (e.g. Mol, 2008). 
Thus, biomedical knowledge and the ordinary organization of diabetes treatment define that 
parents must incorporate a medical form of expertise into parenting.   

During the case conferences, the professionals elaborate this understanding through practical 
syntheses that further split this understanding into three different explanations for a lack of 
resources: (a) a lack of cognitive ability, (b) problems of cooperation among parents, and (c) 
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a lack of willingness and prioritization of resources for diabetes management (difficult to col-
laborate with).  

A first practical medical-oriented synthesis points to the problem of a lack of cognitive abilities 
as a problem for diabetes care and is evident in the case conferences about a child who has 
just started primary school. The mother has a chronic disease and a psychiatric disorder. She 
is on sick leave and has not been at work for an extended period, and due to the child’s chal-
lenges, the municipality has allocated support to the family. The doctor states, “There are 
many things that she (the mother) cannot manage [...]. She lacks the energy to handle every-
thing in daily life. She cannot manage both the practical work and taking care of the boy” 
(CC2, p.3). The nurse elaborates on the problem identification, saying, “Some of it is because 
she has this disease, but it’s difficult to know how cognitively well she is functioning” (CC2, 
p.3), or “I don’t think she does it out of malice, but she cannot handle it” (CC1, p.5). 

The professionals assess that the mother lacks resources in terms of following their guidance 
and making the necessary behavior changes to take care of her son’s well-being. With the 
logic of the healthcare system and in the view of the healthcare professionals, lack of re-
sources is perceived as a lack of health literacy. The mother’s lack of cognitive abilities is not 
compatible with the existing treatment logic’s expectations of a high degree of self-care, and, 
consequently, the family is considered hard to reach. 

Another practical medical-oriented synthesis regarding parents’ resources/lack of resources 
appears in how the healthcare professionals find it challenging to support children’s diabetes 
treatment due to poor parental collaboration. The nurse describes the problem in this way, 
“He needs more insulin when he is with mom, but we need to have dad involved in setting it 
up because he doesn’t acknowledge it otherwise” (CC2, p.7), or “We are simply dependent 
on the parents wanting to collaborate on this, and that we can be in the same room when we 
discuss further diabetes treatment” (CC1, p.6). 

The nurse notes that medical decisions cannot be implemented without collaboration be-
tween the parents. They find it problematic that divorced parents don’t acknowledge deci-
sions about the child’s treatment if they are not consulted individually. The healthcare pro-
fessionals are challenged by a contextual practical problem (poor parental cooperation) that 
is difficult to reconcile with the treatment approach. This problem identification involves a 
form of “knowing that” a lack of cooperation can challenge medical decisions. But they don’t 
seem to “know how” to solve the problem (Gilje, 2017), because a parental conflict is a non-
medical issue. The example shows that “knowing that” is necessary but not sufficient without 
“knowing how” to improve diabetes care. This lack of capacity to find a solution makes the 
parents hard to reach.  

A third practical medical-oriented synthesis regarding parents’ resources/lack of resources 
concerns parents of younger children who, despite challenges in daily life, are expected to 
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have resources, but where these are not considered sufficient to manage their children’s di-
abetes. The case conference about a little girl is an example of this. The girl is considered to 
be relatively well regulated but has fluctuating blood sugar levels and skin problems due to 
her pump and sensor, and “diabetes is something that is handled with the left hand” (CC3, 
p.3). The nurse communicates that support for treatment is challenged because the girl’s 
mother takes control of the home visits in a way where communication of the everyday chal-
lenges of the family becomes dominant. Faced with this challenge, the doctor wonders about 
the resources that the mother appears to have when it comes to getting support from the 
municipality: 

It must be because she has some resources, and there is a massive effort being made 
to help the family [...] She has some resources that she puts into this and gets what 
she wants out of it. It’s impressive. (CC3, p.7)  

The nurse also explains the problem identification, saying, “diabetes is not problematized 
much compared to how much I think they delve into other problems” (CC3, p.4). 

In the quotes above, the mother is observed as a person who might have resources that are 
not prioritized for managing her child’s diabetes. At case conferences, the professionals com-
municate about the mother’s burdens, stress, and lack of energy in daily life as the cause of 
poor control of the child’s diabetes. However, the problem is identified as a lack of prioritiza-
tion of the child’s disease as the cause of lack of compliance with medical instructions for 
diabetes treatment. This indicates how the healthcare professionals focus on the hospital’s 
objectives and programs on treating diseases. 

The analysis shows that the healthcare professionals observe a particular problem related to 
younger children’s disease and treatment that depends on parents’ resources/lack of re-
sources to take responsibility for diabetes. Being hard to reach is considered to be an individ-
ual problem caused by parental resources, whether it’s a lack of health literacy, difficult co-
operation, or a lack of prioritization. The healthcare professionals reflect on these problems 
mainly by applying biomedical knowledge, medical programs, and observing through diagno-
ses and treatment. A basic premise of systems theory is that problems are translated in ac-
cordance with the particular horizon and self-description of welfare organizations (Mik-Meyer 
& Villadsen, 2007). This means that healthcare professionals medicalize and individualize par-
ents who are coping with having children with diabetes. In order to explain why families are 
hard to reach, they tacitly include generalized understandings in our society of what it takes 
to be a good and responsible parent, emphasizing individual responsibility for self-manage-
ment, cooperation and capacities to comply with the advice of healthcare professionals, and 
the healthcare system’s development of the patient role (e.g. Hilden, 2002; Petersen & 
Lupton, 1996).  
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The professionals’ medical-oriented syntheses have implications for the solutions considered 
appropriate to help the families. For many years, they have tried medical guidance solutions 
provided by the healthcare system. However, when the problem is observed as a lack of indi-
vidual resources and responsibility for self-treatment, it becomes difficult for the profession-
als to see how medical programs can contribute to a solution. They become dependent on 
knowledge beyond their own system and expertise, cf. social systems theory. Therefore, they 
try to reach out and mobilize collaboration with other organizations, such as social services, 
whose task is precisely to support families’ resources. Therefore, the problem determines the 
knowledge to be used to achieve good solutions (Grimen, 2008).  

Adolescents with unregulated diabetes and lack of behavior change 
The analysis shows that the term hard to reach is also related to a category of prolonged 
unregulated diabetes and a lack of behavior change in adolescence. Common to the young 
people’s health conditions is that they have been hospitalized, and their situation is of great 
concern among the professionals, who see a potential risk of further hospitalizations and late 
complications. The young people are in transition to adulthood, where they are expected to 
handle diabetes regulation to a greater extent on their own, making them the focus of com-
munication in the case conferences. 

Initially, the professionals’ problem identification regarding the young people revolves 
around whether they themselves perceive/do not perceive a problem with diabetes manage-
ment. Thus, the young people’s awareness of the disease is in focus. The professional’s com-
munication reveals a sense of powerlessness, because they do not know how to make the 
young people recognize the importance of good diabetes management. At the same time 
their explanations for the lack of behavior vary.  

At the case conferences, the professionals compare the adolescent’s self-care in diabetes 
management with their approach to other activities in their lives. This is, for example, the 
case for a young girl whose life is “filled with everything except diabetes” (CC4, p.1): 

So, all the commitment she demonstrates towards school, she doesn’t have that to-
wards diabetes. She has told you several times that it doesn’t matter whether she 
takes a bolus or not. (CC4, p.1) 

In the quotes, the nurse distinguishes between the girl’s approach to schoolwork versus her 
self-care in diabetes management. The professionals wonder why there is such a mismatch 
between the resources and attention she dedicates to school and the responsibility she takes 
for her disease, indicating that the problem is a talented girl who is not interested in diabetes 
care. Thus, initially, a biomedical understanding of the young people’s physiological needs 
makes it difficult to accept their behavior. However, it is also recognized that the girl is in a 
phase of life “filled with everything” other than diabetes, such as doing well in school and 
having an active life with peers. Thus, the professionals draw on tacit knowledge about young 
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people’s everyday life, including how living a “normal” life and taking care of a disease that 
requires continuous attention and action is a balancing act. The professionals observe a girl 
with resources, who, nevertheless, is hard to reach. The practical synthesis is no longer about 
the impact of socio-economic factors on health inequality, but integrates common knowledge 
about what it means for young people to live with chronic disease, a kind of tacit knowing 
what (Gilje, 2017).  

The professionals also try to find explanations for the young people’s indifference to the dis-
ease, theorizing that it is due to lack of resources and poor literacy. For example, a young 
boy’s insulin shock resulting in a physical accident is related to his upbringing and a lack of an 
adequate role model. The doctor says, “Yes, it’s something to do with his personal history. His 
father also has T1D” (CC6, p.5).  

The nurse backs this up with a similar comparison between the father and son:  

Another thing is that he (the father) himself has T1D and has previously said that he 
just has glucose tablets, gummy bears, or candy in his pocket. He can feel when his 
blood sugar drops, and that’s what he has taught him (the son). They don’t measure 
blood sugar. They feel it dropping and then quickly consume carbohydrates. That’s the 
role model he has had his whole life. (CC6, p.7) 

In the quotes, the boy’s self-care and understanding of managing diabetes are explained by 
the parents’ lack of individual competencies to follow treatment instructions. The listing of 
the father’s use of glucose tablets, gummy bears, and candy, and the idea of being able to 
control diabetes without measuring blood sugar, shows a practical synthesis depicting a 
young person suffering from a lack of a parental role model capable of introducing health 
literacy in the form of good habits. The healthcare professionals identify a problem of lack of 
socialization and reproduction of problematic behavior, making the adolescents hard to 
reach.  

Over time, there have been various attempts to make the adolescents change their behavior. 
These have involved frequent home visits, text messages, treatment changes in relation to 
the pump, counseling programs, changes in the diabetes team, acute hospitalizations, bring-
ing medication, etc. Common for these solutions is that they are based on an individualized 
medical-oriented synthesis corresponding to the healthcare system’s programs and primary 
knowledge base (cf. Luhmann, 2000). The solutions are targeting young people and focusing 
on supporting and motivating them to take responsibility for their own disease. In other 
words, the healthcare professionals try to strengthen young people’s health literacy.  

During the case conferences, the professionals develop different practical syntheses about 
the problem of reproduction of problematic behavior, but they find it difficult “knowing how” 
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to link these to solutions appropriate for diabetes treatment. The reproduction of problem-
atic behavior is a problem so complex that a solution requires complex theoretical and prac-
tical syntheses (Grimen, 2008), in this case going beyond the healthcare system. They recog-
nize that solutions and “knowing how” must be found with the help of social welfare profes-
sionals with knowledge of social problems and the capacity to provide social services that can 
support diabetes in everyday life. Therefore, in the treatment program, they try to establish 
cooperation with other welfare organizations, such as the municipality, through networking 
meetings, meetings with schools, etc., and try to convince them to support diabetes treat-
ment.  

Risk of relapse—Diabetes as a piece in a larger puzzle 
A third cross-cutting problem is the identification of hard to reach families who are  chal-
lenged by pressing personal, social, and cultural issues beyond the problem of diabetes care. 
Diabetes treatment is therefore pushed into the background, and the healthcare profession-
als’ focus on a potential risk of relapse to poor regulation in the future.  

During the case conferences, the professionals distinguish between families who are be-
ing/not being challenged by a multitude of problems that hinder diabetes treatment or pose 
a risk of relapse. The problems are considered to be so massive and pressing that diabetes 
treatment must await other problems to be solved.  

This is evident in one of the case conferences about a young girl. The nurse expresses that she 
has developed a closeness with the girl and has gained insight into what the nurse calls “psy-
chological terror or violence” of a parent. The nurse seeks guidance on how to handle this 
knowledge, 

What I would like your advice on is that I get an incredible amount of information, and 
I just feel like, little girl, this is just not fun. […] I’m thinking, how do I support her in 
the situation itself—not that it’s me who should treat her, but I feel like she tells so 
many things. (CC8, p.2) 

The nurse has developed a close contact with the family, which has given her significant in-
sight into the girl’s living conditions. She wants to act based on this lay knowledge but is aware 
of the limitations due to her role in the healthcare system. This results in a form of power-
lessness when it comes to finding solutions. The healthcare professionals recognize the im-
portance of helping the girl, but this is not within the scope of the function and knowledge 
base of their own organization (Luhmann, 2000). They observe that the solution requires 
knowledge and interventions from the child protection system, holding the legal authority to 
act on suspicion of violence.   

This need for collaboration with the social welfare system becomes even more evident in the 
case conference about a girl who has a severe psychiatric disorder that complicates diabetes 
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management. The nurse expresses uncertainty about her role and function in relation to the 
family: 

Psychiatry comes every other week with a psychologist, a nurse, a social and 
healthcare assistant, and a social worker, and does more or less the same thing. I think 
it doesn’t make sense if we each sit in our own little backyard and work that way 
(CC9,pp.3). […] And furthermore, I think it’s foolish that I’m trying to use homespun 
psychology with the tools I have to do it with. Then there are others who are more 
qualified (CC9, pp.5). […] I actually needed clarification as to what it is I should do? It 
makes sense to figure out who does what (CC9, p.10). She concludes, I think that dia-
betes is a very small piece in this whole puzzle. (CC10, p.7) 

In the quote above, the problem identification revolves around the nurse’s difficulties finding 
her function and role among all the other professionals from different sectors who offer so-
lutions to the girl’s personal and health problems. She suggests that different experts should 
not perform the same function but should cooperate and create solutions based on their role, 
expertise, and qualifications to address specific problems (instead of “homespun” solutions). 
Thus, the nurse observes the girl from a cross-disciplinary perspective, including how the girl’s 
situation arises from a problem of collaboration between systems. From a systemic and or-
ganizational perspective, the nurse looks beyond the boundaries of the hospital and identifies 
an alternative and interdisciplinary solution that draws on knowledge from other systems 
(Luhmann, 2000).  

The professional’s observations and recognition of the organizational limitations of the treat-
ment program have implications for the problem solutions identified. The professionals do 
not communicate about making parents or young people responsible for treatment based on 
a biomedical perspective. Instead, there is a focus on complex pressing social problems and 
the role healthcare professionals should play in this context. A nurse points out, “If you could 
clean up all the other stuff, you could help with diabetes at some point. All the other stuff 
overshadows much more. Until we get to the diabetes part” (CC10, p.10). 

The nurse reflects that it is not possible to progress with diabetes treatment given the turmoil 
in the girl’s life. The nurse observes that the girl’s problems are all-consuming for the family’s 
daily life and views the whole family’s situation. In this case, it concerns family everyday life, 
the parents’ attachment to the labor market, the girl’s social and school life, and their inter-
actions with professionals from the public sector due to the girl’s extensive problems. There-
fore, the practical synthesis contains lay knowledge about everyday life and mental illness in 
combination with diabetes, which they transform into a synthesis that results in a prioritiza-
tion of the sequence of problem solving, starting with pushing diabetes into the background. 
In this way, diabetes treatment is connected to and aligned with the need for social services 
and/or interdisciplinary solutions, considering severe troubles in the family’s life.  
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In the observation of families being challenged/not being challenged, the professionals 
broaden their mono-disciplinary focus on diabetes as a disease and shape their communica-
tion around a broader focus on pressing social problems and families’ everyday life. Practical 
syntheses about individuals being hard to reach are substituted with professional reflections 
and lay knowledge about how complex personal and social problems are hard to reach for 
systems, organizations, and professionals. There is a focus on better support to families en-
rolled in many organizations and on holding other professions accountable as a precondition 
to prioritizing, targeting, and balancing interventions to specific needs. This does not remove 
uncertainty with regard to the kind of know how needed, but it leads to the healthcare pro-
fessionals attempting to enable connections to other professions and systems to utilize dif-
ferent systemic capacities and forms of social, biomedical, psychological, etc. knowledge.  

Discussion of findings 
Our study finds that professionals consider families as hard to reach if they do not comply 
with professional recommendations, and this problem is explained by parental lack of re-
sources, ability, and willingness (problem identification 1 and 2). These problem identifica-
tions emerge from medical-oriented syntheses and knowledge stemming from the healthcare 
professional’s role and the function of the healthcare system. However, they also reflect the 
need for a more heterogeneous knowledge base and consequently, the combination of dif-
ferent forms of knowledge to find solutions, cf. Grimen. The latter appears in problem iden-
tifications concerning the reproduction of problematic behavior for diabetes management, 
ideas about what it is like to be a young person living with a chronic disease, etc. The medical 
approach distributes responsibility for diabetes care to the individual parent or adolescent. 
Consequently, it becomes crucial for treatment that patients are capable of both understand-
ing health information and acting on it in a way that leads to good disease management and 
self-care. Thus, the findings illustrate precisely how ideas of individual health literacy are in-
tegrated as a particular know how in the healthcare system and how professionals address 
health inequalities in practice. Other research addressing how differences in treatment arise 
due to professionals’ understandings of patients supports our findings. For example, Shim 
(2010) argues that professionals’ interactions with patients who possess higher “cultural 
health capital” provide easier access to treatment in the healthcare system (Shim, 2010, pp.3-
6). However, theories of professional practice and systems theory enable us to see how pro-
fessionals can recognize the limitations of their knowledge and capacity to solve complex 
pressing social and personal problems associated with health inequality. In particular, prob-
lem identification three shows that professionals do not only observe the family and individ-
ual family members, but also the healthcare system as an organization in an environment of 
other organizations. In these cases, professionals transcend the idea of individual health lit-
eracy as the explanation for inequality in health, and critically reflect on organizational limi-
tations and dependencies with regard to the knowledge of other organizations and profes-
sions. They combine different forms of knowledge based on the specific situations of families, 
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thereby using their judgment in accordance with Grimen’s idea of practical synthesis (Grimen, 
2008) in an attempt to create alternative approaches to problem identification and solutions. 
Thus, uncertainty and situations where solutions are not evident can lead to professional re-
flection and a search for knowledge (Nissen, 2015). Seen from a system theoretical perspec-
tive, problem identification contributes to reducing complexity for the system by identifying 
(and thus delimiting) the problem as something that can be managed and addressed through 
problem-solving (Luhmann, 2000). Thus, critically, one can say that behind the observation of 
families as hard to reach is a healthcare system with organizations and professionals that suf-
fer from problems of reaching out and finding solutions to health inequality. Thus, the role of 
professionals and the solutions are also hard to reach. The analyses therefore indicate that 
inequality in health is not only a problem of individual patients’ lack of health literacy or cap-
ital, but also a result of systemic and organizational limitations. 

Following the above, strengthening organizational health literacy becomes important. Organ-
izational health literacy addresses the health literacy of organizations, recognizing that the 
healthcare system must have the capacity to adapt its programs to support different patients’ 
abilities to live with their own disease as well as to prevent potential risks. An organization 
characterized by organizational health literacy, according to the literature, focuses on improv-
ing patient engagement and literacy in the healthcare process. It is considered an organiza-
tional priority. There is a particular focus on providing health information, training staff in 
health communication, and addressing health literacy with specific management activities 
(Khorasani, 2020). The findings in this article can contribute to the very open definition of 
organizational health literacy when it comes to the target group of patients with complex and 
interacting social and health problems. Here, the results show that organizational health lit-
eracy also must involve a reflective, coordinated, and targeted effort in the organizational 
interface between health and social systems. This can be done by taking into account the 
concept of boundary spanning. Boundary spanning is about solving complex problems and 
managing interdependencies at the interface between organizations and interprofessional 
knowledge (Van Meerkerk & Edelenbos, 2021). Boundary spanners are professionals who 
“pro-actively scan the organizational environment, employ activities to collect information 
and to gain support across organizational or institutional boundaries, disseminate infor-
mation, and coordinate activities between their ‘home’ organization or organizational unit 
and its environment, and connect processes and actors across these boundaries” (Van 
Meerkerk & Edelenbos, 2021, p.1439). Boundary spanning can strengthen organizational 
health literacy if organizations and professionals learn from and apply each other’s knowledge 
and responsibilities in a coordinated and holistic way based on patients’ situations and needs. 
Given the cross-border nature of social and health problems, further research on inter-organ-
izational health literacy and boundary spanning is needed. It will be explored in the PhD pro-
ject “Better life with diabetes—A case study on the opportunities and barriers for health sys-
tems and professionals in solving a problem of social inequality in health in practice.” 
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Conclusion 
The aim of this article was to investigate how healthcare professionals identify, reflect on, and 
solve problems with patients considered hard to reach and therefore pose a problem of 
health inequality. The analysis shows that professionals consider families hard to reach if they 
do not comply with professional treatment recommendations. This can be explained by their 
lack of resources, ability, willingness, and/or complex social and personal problems of the 
family members. These understandings and explanations rely on practical syntheses integrat-
ing scientific medical knowledge about chronic diseases and treatment prescriptions with lay 
knowledge about specific families, their personal and social problems, and capacities for man-
aging diabetes. Thus, they combine different forms of knowledge according to the specific 
problem that arises in practice in line with the idea of practical synthesis (Grimen, 2008). The 
analysis also shows that professionals recognize that people’s complex personal and social 
problems cannot be solved solely by the healthcare system. Solutions to health inequalities 
create a dependency on other professionals and organizations with other functions and 
knowledge. Therefore, solutions must not only focus on individual health literacy, but also on 
organizational health literacy, which expands the perspective to be intra-organizational. The 
article’s findings suggest that the capacity to manage individual health literacy depends just 
as much on organizational health literacy. 

Strengths and limitations 
The study offers a unique insight into the complexities of how professionals address health 
inequalities in practice. Methodologically, a strength of this study is that the results are under-
stood in the context of the extensive empirical material collected through interviews with 
families, focus groups with healthcare professionals, and observations from cross-sectoral 
meetings. However, theories of professional practice and systems theory are not focused on 
the experiences of patients, including how they observe and evaluate the encounter with the 
healthcare system. This is where phenomenological perspectives on patients’ lived lives with 
diabetes can be combined. This is explored in the article “Everyday life with diabetes in fami-
lies in vulnerable life situations—The daily balance of the responsibility for selfcare” (Ørsted 
& Engen, 2025).  
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Abstract 
This article examines how hospital-based professionals establish and negotiate 
their roles without relying on institutional agendas and logics, representing a 
reconfiguration of professional boundaries through community-based 
participatory research. Operating outside traditional clinical settings, we 
examine through interviews and observations how these professionals interact 
with elderly residents and researchers in shaping a community-oriented role for 
health professionals. Using Sida Liu’s concepts of boundary making and 
boundary blurring, the analysis shows how professional roles are actively 
enacted through individual reflection and collaborative efforts. Instead of simply 
reproducing or dissolving familiar roles, boundaries are intentionally reaffirmed, 
adapted, or co-created in response to the specific context and relational 
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dynamics. The findings enhance boundary work literature by highlighting the 
micro-social and situational aspects of professional role negotiation. The study 
also prompts broader questions about how hospital-based professionals can 
engage in community healthcare practices through flexible, participatory 
approaches. 

Keywords 
Boundary work, Professional roles, Community-based participatory research, 
Hospital professionals, Situated practice, Role negotiation, Healthcare 
transformation 

Introduction 
European healthcare systems are transforming in response to demographic shifts, rising mul-
timorbidity, and health inequalities (McKee et al., 2020; Rechel et al., 2013; Spitzer & Reiter, 
2024). In Denmark, a strategic response has involved reforms aimed at strengthening local 
healthcare services and delivery, traditionally a task associated with municipal care and gen-
eral practice (Brinckmann, 2022; Indenrigs- og Sundhedsministeriet, 2022, 2024). However, 
hospital-based practices are also increasingly extending into patients’ homes and community 
settings through initiatives such as home-based admissions (Fischer et al., 2024; Rasmussen 
et al., 2021), telemedicine (Lunde et al., 2017), and transitional programs like “Get Home 
Safe” (Goberg-Côté et al., 2024). While these efforts promote proximity and patient-cen-
teredness, they are often still shaped by institutional logics of standardization, outcomes, and 
efficiency. 

Danish studies (Jønsson, 2018; Merrild et al., 2017; Vedsegaard, 2019; Ørtenblad, 2020) sug-
gest that addressing health inequalities also requires rethinking how health is defined and by 
whom it is defined. Principles of community-based participatory health interventions allow 
such rethinking, emphasizing co-creation, equity, and lived experience (Israel et al., 2012; 
Morales-Garzón et al., 2023; Wallerstein et al., 2018). Despite ideals of promoting and an-
choring change in local agendas, objectives such as symptom management or prevention 
against admission prevail in practice (Campbell et al., 2020; Dabelko-Schoeny et al., 2020; 
Kristiansen et al., 2021; Termansen et al., 2023). Moreover, the role of hospital-based profes-
sionals in community life, in conjunction with the promotion of local agendas, remains largely 
unexplored.  

This article builds on such insights by examining a participatory configuration (Langley et al., 
2019) that intentionally suspends institutional agendas. Here, we aim to understand the situ-
ated and microsocial dynamics of how hospital-employed health professionals engage in com-
munity-based practice and meaning-making. Hence, the overarching research question guid-
ing the article is: 
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How are professional roles relationally enacted when hospital professionals’ practices are re-
configured in a community context guided by responsiveness, exploration, and shared exper-
imentation? 

Method 

Research design and setting 
We investigate professional role enactment through the explorative community-based 
WeARe (Welfare And Relations) project. Unlike clinical or controlled interventions, WeARe 
does not aim to produce specific changes or effects; instead, it commits to exploratory in-
quiry, identifying local agendas, and guidance through relational ethics (Israel et al., 2012; 
McNamee, 2019). It is situated in a non-profit housing association with approximately 400 
residents in the Danish capital region. We engaged with this area due to its predominant pop-
ulation of elderly citizens living with multiple chronic conditions, proximity to the institutions 
involved in the research project, sociodemographic factors, and perspectives on social deter-
minants of health and health inequity (Bak & Vardinghus-Nielsen, 2018; Diderichsen et al., 
2022; Sundhedsstyrelsen, 2020). 

Collaboratively developed in 2022 by researchers, hospital staff, and community members, 
WeARe centered on local social activities. Four hospital professionals recruited for the project 
(a nurse, physiotherapist, occupational therapist, and geriatrician) participated in exploring 
enactment of professional roles outside the boundaries of hospital-defined care. While a par-
ticular theoretical framework did not initially guide the intervention, it was inspired by prin-
ciples of community-based participatory research (CBPR) (Blumenthal et al., 2013; Israel et 
al., 2012; Wallerstein et al., 2018), emphasizing co-creation, mutual learning, and attentive-
ness to structural inequities. Additionally, the project drew on relational constructionist tra-
ditions (Hersted et al., 2019; McNamee, 2019; Phillips et al., 2021) to explore how knowledge, 
roles, and practice emerge in and through situated interaction. 

Empirical material 
The empirical material analyzed in this article includes: 

• Fieldnotes from weekly community café meetings and public events from spring 2022 
to spring 2024, which were open-ended in their focus, but included interactions and 
expressions related to health and illness. Professionals, as well as the first (NTM) and 
second author (TSL), took fieldnotes, focusing on interactions with community mem-
bers and reflections on how they were or were not able to draw on professional ex-
perience. It is specified in brackets if health professionals produced a field note refer-
enced. The fieldwork comprises over 150 hours of participatory facilitation and obser-
vation of interactions in community settings.  
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• Four in-depth interviews—one with each of the professionals—were conducted ap-
proximately one year into the intervention by the first author. The interviews were 
thematic, open-ended dialogues that revolved around professionals’ experiences in 
community settings related to their hospital-based practice. The nurse, physiothera-
pist, and occupational therapist are early-career health professionals (between 30 and 
40 years of age), with interests in academic and scientific work. The geriatrician has 
+30 years of healthcare experience and has been involved in numerous research pro-
jects. 

All materials were collected in Danish and selectively translated into English by the first author 
for analytic and publication purposes. The first author produced the first and final draft of the 
manuscript, and all listed authors contributed to the writing process. 

Ethics 
Principles of relational and participatory ethics informed the study; perspectives that treat 
research as an ongoing practice of interpersonal relating (Barad, 2007; McNamee, 2019; 
Phillips, 2025). Special care was taken to include a diverse range of community voices, sup-
ported by outreach from the nurse and occupational therapist. 

To protect the privacy of individuals involved, professional and community identities have 
been anonymized via pseudonyms. Community members were informed about the research 
purpose in advance, reminded during attendance, and provided verbal consent when partic-
ipating in community events. No personal medical records were accessed, and no permits 
from ethical administrative bodies were required, as advised by the juridical department ser-
vicing researchers of the Capital Region of Denmark (Region Hovedstaden, 2025b). The pro-
ject was filed within the regional legal administrative portal and database “Privacy” (Region 
Hovedstaden, 2025c), and the data was stored on a closed drive secured by the CIMT, which 
services the healthcare institutions of the Danish capital region (Region Hovedstaden, 2025a).  

Analytical framework and strategy 
The analytical framework and our interpretations of the data have emerged through iterative 
exchanges of conceptual and empirical guidance and focus. In the following, we present pro-
cesses and concepts central to this abductive analytical approach (Timmermans & Tavory, 
2012).  

Our relational perspective on professional roles stems from our approach to intervention and 
change processes, initially inspired by methods for CBPR (Israel et al., 2012), later developed 
through perspectives on relational ethics (McNamee, 2019) and by social constructionist 
change processes (Hersted et al., 2019). The microsocial perspective on roles has emerged 
through iterations of open analysis and engagement with theory on social boundaries in rela-
tion to professions. The concept of social boundaries and the related concept of boundary 
work are, however, not traditionally applied in relation to individual professionals’ enactment 
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of roles. Conceptual studies have emphasized that social groups, as professionals or profes-
sions, struggle for epistemic authority (Gieryn, 1983) and jurisdictional control (Abbott, 1988) 
through symbolic boundaries (discourse) and social boundaries (practice) (Lamont & Molnár, 
2002). While these studies offer valuable insights into the relationships between groups of 
professions or professionals and other professionals, they do not address microsocial dynam-
ics on an individual professional scale, which is the empirical scale of our inquiry. Inspired by 
Sida Liu, we therefore find it relevant to interpret health professionals’ community roles as 
individually situated and performative positions that are not predefined, but dynamically de-
marcated and negotiated relative to the context in which they are embedded and emerge 
(Liu, 2015, 2018, 2024). In relation to the concept of social boundaries, Liu notes, inspired by 
Abbott (1995), that this implies a focus on “things of boundaries” instead of “the boundaries 
of things” (Liu, 2015, p. 18). In our case, this signifies a focus on boundary work as a process 
of professionals enacting and negotiating their respective professional community-based 
roles, rather than viewing the community configuration itself as defining and distributing 
tasks, responsibilities, and jurisdictions (Liu, 2018). This distinction is important, as the WeARe 
intervention also constitutes a socially structuring space of boundaries (of things or roles) to 
be negotiated—a new set of logics. Our focus in this case is on how professionals engage in 
interactions, reflections, and practices that constitute a professional role within, rather than 
across or along, the boundaries of this community-based boundary configuration (Langley et 
al., 2019). This microsocial, interactionist, and situated perspective not only sets our inquiry 
apart from traditional focus on the boundary work of social groups but also the general ori-
entation towards interprofessional dynamics across levels of analysis, such as competition, 
collaboration, or task-shifting between different professions (Allen, 1997; Comeau-Vallée & 
Langley, 2020; Cregård, 2018; Zink et al., 2024). Our conceptual interpretation and application 
of boundary work theory are a result of our iterative processes, which involve switching be-
tween open-ended thematic coding and theoretical interpretation. The empirical material, 
comprising fieldnotes and interviews, has been analyzed by the first author (NTM). Prelimi-
nary codes were developed with attention to situated expressions of professional experi-
ences, interests, and preferences; interactional moments revolving around health and illness 
between professionals and community members; and reflexive accounts of and perspectives 
on one’s own and other professionals’ practices. Emerging themes were then collaboratively 
refined through memo writing (first and second author), iterative analytical discussions (au-
thors 1-4), and repeated readings and dialogues involving the entire author group. Ultimately, 
we drew on Liu’s (2018) conceptualization of boundary work in practice.  

Liu identifies three forms of boundary work: Boundary making, boundary blurring, and bound-
ary maintenance. Our iterations of analysis led us to center on the first two typologies: 

• Boundary making refers to how professionals reassert, reinterpret, or selectively 
adapt their professional roles in new contexts. This may involve translating hospital-
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based expertise into forms of engagement suitable for a participatory, community set-
ting, or affirming familiar practices, redefining what it means to be a nurse, a physio-
therapist, an occupational therapist, or a doctor outside the hospital.  

• Boundary blurring captures moments in which professional roles unfold in relation to 
others, such as researchers, residents, or other professionals, through interaction ra-
ther than assertion. In our analysis, such moments may give rise to hybrid practices or 
shared agendas that are neither strictly clinical nor entirely non-clinical. 

Figure 1 presents our interpretive model of professional role formation as situated between 
these two boundary processes. 

Figure 1  

Community-based Professional Role as Situated Between Boundary Making and Boundary 
Blurring 

 

Analysis 

The nurse: Situated role enactment between reflexivity and collaboration 

Reflective role repositioning (boundary making) 
The nurse described how her community role allowed her to engage in care differently than 
in the hospital setting. She emphasized the opportunity to interact based on presence and 
attentiveness: “I thought it was nice that there was no agenda. That I just showed up as myself 
(..) I brought all my nursing experience with me. However, I arrived without any intention of 
us having to do something specific.” (Interview—Nurse). In contrast to the hospital, where 
clinical care is organized around defined tasks and time pressures, the community setting al-
lowed her to let care unfold through conversation and attentiveness: 

The nursing profession is a caring field, and during the studies, one learns a great deal 
about holism and seeing the whole person. So, having the time to sit down, have a cup 
of coffee, and talk with these individuals to hear what occupies their daily lives and 
what is meaningful to them is how I utilize my nursing skills. (Interview—Nurse) 
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These statements reflect a boundary-making process grounded in situated and relational re-
sponsiveness relative to her profession and interpretation of institutionalized practice. By 
drawing on familiar nursing expertise while adapting to the slow tempo and open-endedness 
of the cafés, she reoriented her role from a proactive care provider focused on patient flow 
efficiency to a present participant who listened and followed the lead and flow of community 
members. Her reflections suggest that this was not merely anchored in a shift in context, but 
in a more general desire to renegotiate nursing practice—a return to values that were other-
wise difficult to uphold in hospital settings due to the pace and workflow. She further empha-
sized interpersonal continuity: 

It definitely allows for the possibility of following up on things […] They also feel 
acknowledged because you can follow up on the fact that I actually heard what you 
said the last time we met, and I am interested in what you have experienced since 
then. (Interview—Nurse) 

She explained how continuity is largely absent in the hospital, where she often lacks condi-
tions for relational care. Thus, her experiences of community-based engagement became a 
way of reclaiming a part of her professional role that had been marginalized by the hospital’s 
focus on efficiency and throughput. 

Collaborative role reconfiguration (boundary blurring) 
While the nurse aimed to prioritize socially and non-clinical interactions, clinical knowledge 
remained an integral part of her professional experience and training. It would surface occa-
sionally, but could also be considered a process of continuity reflecting her professional de-
sire. One such example, compiled from multiple fieldnotes, involved a recurring interaction 
with a resident we will refer to as Lester: 

Lester was a frequent guest at the cafés. After a researcher initially noticed an ulcer 
on his face, concerns about skin cancer were raised. In later cafés, when both the 
nurse and physiotherapist were present, the researcher mentioned the concern again, 
prompting Lester to raise it as well. The professionals gently encouraged him to seek 
medical attention, and the issue re-emerged in conversations over time; Lester was 
apprehensive about diagnosis and treatment due to previous experiences with cancer 
treatment resulting in feelings of disappointment and mistrust. Eventually, Lester ap-
peared with a band-aid covering the affected area, indicating that he had received 
treatment. (Fieldnotes—compiled and paraphrased) 

This example illustrates how the nurse’s role emerged collaboratively and contextually, with 
clinical engagement surfacing through the establishment of relational trust through recurring 
interactions and shared experiences. The boundary between clinical and non-clinical practices 
became blurred through responsiveness in situations that evoked clinical knowledge and re-
flexivity, as well as an individual’s reorientation on how the issue could be addressed. The 



Exploring Boundaries of Healthcare Roles 

  8 

nurse reflected on her strategy for striking a balance between relational and clinically in-
formed demarcation of her role, illustrating the entanglement of making and blurring of 
boundaries in the professional role enactment processes: 

Well, I have certainly been very conscious about not being moralizing, nor approaching 
it with the intention of saying, “You should perhaps quit smoking,” or “You should 
reduce the number of cigarettes you smoke,” and so on. I do that when I am out at 
the hospital […] here I try to motivate, rather than reprimand. (Interview—Nurse) 

Her approach was thus not one of withdrawing expertise, but instead of rethinking its expres-
sion to avoid a paternalistic expert role. She deemed this unproductive in the community 
context, while it would be more fitting in the hospital setting. Through her responsive and 
dialogical mode of engagement, the nurse’s role came to reflect a negotiation between insti-
tutionalized professional commitments and a participatory and relational ethos, which she 
was able to align with her training and desires related to nursing. This process of boundary 
making and boundary blurring shaped a role that remained rooted in her interpretation of—
and motivation within—nursing, while becoming distinct from her typical nurse enactment in 
hospital care. Thus, rather than creating a new professional role, she made certain enact-
ments of nursing possible that she did not find possible in the hospital setting. 

The physiotherapist: Situated role enactment between reflexivity and 
collaboration 

Reflective role repositioning (boundary making) 
Early in the WeARe intervention, the physiotherapist expressed ambivalence about partici-
pating in the project. Without predefined outputs or measurable effects, his role initially ap-
peared at odds with the production-oriented logics of hospital care: 

Can I justify spending my time on this instead of “keeping things running” at the hos-
pital? I dislike the term “keeping things running,” but that is precisely what I am doing. 
So, I was looking for where physiotherapy fits into this, or where the health benefits 
of this approach are. Moreover, I was on board with the idea that it should be creative 
and curious. (Interview—Physiotherapist) 

While expressing skepticism about the institutional overemphasis on productivity expecta-
tions, he acknowledged the relevance of physiotherapy as a productive and outcome-ori-
ented approach. Instead, he struggled to situate his expertise in WeARe—a context that pri-
oritized open-ended, long-term impact and responsiveness over measurable outcomes. How-
ever, over time, he found that dialogical interaction and attentiveness could themselves be 
expressions of his professional practice: “There were some conditions out there that made it 
possible to cultivate this hermeneutic approach to conversation, which is also physiotherapy, 
but which often gets deprioritized.” (Interview—Physiotherapist). This emphasis on dialogical 
relational care mirrored the nurses’ reflections, suggesting a shared appreciation for aspects 



Exploring Boundaries of Healthcare Roles 

  9 

of their professions that were not prioritized or possible to enact within the hospital. How-
ever, unlike the nurse, the physiotherapist described an initial uncertainty about whether his 
actions in the community cafés were even physiotherapeutic, until his understanding evolved 
through reflective conversation with others, including the research team: 

A lot of the insights from this came through talking. You and I had good talks every 
time we could, and those dialogues really helped. I talk things through. I gain insights 
when people talk to me, and I share my thoughts with them in return. […] I think that 
is generally true when doing this kind of abstract, non-specific social work. You need 
someone to do it with. (Interview—Physiotherapist) 

His role was thus shaped not only through engagement with community members but also 
through dialogue with colleagues in the project. Through team meetings and informal ex-
changes at the community site, he came to recognize that his own understanding of physio-
therapy included practices he had already been performing, such as supporting residents’ 
mobility, advising on posture, and encouraging physical activity. This again illustrates the close 
relation between individual reflective reorientation and collaborative constellations in 
boundary work processes. In the interview, he elaborated on how he had come to think of his 
role in the community setting: 

It was physiotherapy in a new way, but not about inventing a new form; it was more 
about rediscovering a way of doing physiotherapy. Some of what I learned during my 
studies, and what I say I do, I was actually doing here. That is it, maybe it is more about 
rediscovering than inventing. (Interview—Physiotherapist) 

This reframing of the professional role through reflective engagement constituted a key pro-
cess of boundary making, as he came to articulate and revalue practices and approaches that 
had been overshadowed in the hospital context for him. What makes this collaborative pro-
cess also an example of individual demarcation is the way the physiotherapist comes to value 
and understand their professional role, as a hermeneutical practice of relating to community 
members and colleagues, and becoming aware of physiotherapeutic aspects of their interac-
tions that they did not come to realize autonomously.  

Collaborative role reconfiguration (boundary blurring) 
The physiotherapist’s professional role also emerged through interactions with community 
members that blurred the boundaries between clinical and everyday practice. During a group 
walk to the local park, he noticed a resident struggling with posture while using a walker: 

He asked if he could raise the handles slightly, and when she tried it, she exclaimed, 
“This feels much better. I do not have nearly as much pain in my hands.” “That is 
good,” he replied. “There is no reason to walk like an old lady. Chest out!” He demon-
strated how to maintain her upright posture, and she responded with a smile. (Field-
notes) 
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This moment, casual and social in form, also involved professional knowledge. However, he 
did not frame it or interpret it as a clinically informed interaction, and the resident was not 
treated as a patient. Instead, expertise and care emerged through interaction, preceded by 
previous encounters, resulting in familiarity and the resident’s recognition of his professional 
expertise. Later during the walk, another resident experienced a leg cramp. The physiothera-
pist responded calmly, assessing, reassuring, and advising him to pace himself. These small 
acts did not constitute formal treatment. However, they reflected how his role could adapt 
responsively to the social setting, without the physiotherapist realizing it himself, at least until 
it was collectively reflected upon. 

These encounters exemplify boundary blurring as a recalibration of professional expression 
not consciously directed towards familiar clinical ways of performing his role. His role is en-
acted spontaneously in response to situations where his expertise unexpectedly becomes rel-
evant. Thus, his physiotherapeutic role would not merely be demarcated by his individual 
drive and reorientation towards hermeneutic dialogue but was also collaboratively enacted 
in ways shaped by community members, assistive technologies, collective physical activities, 
and relational rapport. Furthermore, his recognition and interpretation of health profession-
alism emerged through collaborative, reflexive dialogues anchored in the principles of CBPR 
and relational ethics. 

The occupational therapist: Situated role enactment between reflexivity and 
collaboration 

Reflective role repositioning (boundary making) 
In the interview, recorded in her own fieldnotes, the occupational therapist reflected on how 
her professional role was shaped by her responsiveness to individuals’ lived experiences and 
aspirations. She emphasized that the WeARe context allowed her to return to the “core” of 
occupational therapy: Working with what matters to people in their everyday lives. 

She gave the example of a resident, here referred to as Eric, who strongly identified with being 
able to bathe in his bathtub. From a hospital-based perspective, she explained, this would 
have been discouraged due to the high risk of falling. However, his repeated emphasis on the 
importance of this activity caused her to reflect on negotiations between hospital logics and 
those of the lived experiences outside the hospital: 

We ended up talking more about what it would take for him to be able to do it safely. 
It made me think: Okay, maybe this really is important enough that we should try to 
support it rather than just warning him off. (Interview—Occupational Therapist) 

She connected this to another case, a hospital patient who lived in a non-traditional commu-
nal housing environment. Her experience with WeARe influenced her role back in the hospi-
tal: 
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During that period, I was much more open to saying: Okay, let us figure out how to 
get you home. Normally, we would have pushed for a rehabilitation center. However, 
it did not work for him. So, I went deeper into the case to find a way to support what 
mattered to him. (Interview—Occupational Therapist) 

These reflections illustrate how boundary making can involve the adaptation of professional 
expertise to support responsive, person-centered practices; not by abandoning clinical judge-
ment, but by allowing lived experiences and contextual factors to reshape what becomes pos-
sible and desirable. These examples show that even when practices unfold in interaction with 
others, the demarcation of her role was shaped by a reflexive process rooted in her own re-
orientation and experience of what occupational therapy is and how it should be practiced: 
being responsive to everyday life and activities. She did not view her expertise as predefined, 
but rather as something that took shape through context-sensitive negotiation, one that was 
attuned to the lived experiences of community members. While her negotiations—similar to 
those of the nurse and physiotherapist—drew on experiences from professional training and 
what was possible in a hospital setting, she also expressed the ability to draw from experi-
ences she had in the community in negotiating and finding ways to practice occupational ther-
apy in the hospital, emphasizing the patient’s everyday life. 

Collaborative role reconfiguration (boundary blurring) 
A recurring theme in the occupational therapist’s fieldnotes is how small, informal conversa-
tions evolved into moments of collaborative experimentation. One such example involved a 
community member, here referred to as Birgit, who had expressed on multiple occasions that 
she desired more mobility and independence in transportation. During a community café 
event, the occupational therapist and physiotherapist joined Birgit and other residents in a 
lively discussion about electric scooters. When Maggie, another resident, offered to fetch her 
own scooter so Birgit could try it, the professionals helped facilitate the process. The situation 
unfolded as a collaborative effort, not staged as an assessment or intervention, but as an 
empowering and collective activity. As Birgit tested the scooter, visibly happy, the conversa-
tion turned to application logistics, and the physiotherapist and residents aided her in finding 
the contact number. 

Several weeks later, the occupational therapist followed up. Birgit had not applied, prompting 
a wider discussion among residents about referral processes. One woman noted that she had 
been referred to physical training even when seeking help for dizziness. This sparked a group 
conversation, captured in the occupational therapist’s own fieldnotes: 

The nurse says she does not know much about what training can or cannot fix, and 
neither do I. What I can say, though, is that referrals for training are often part of an 
assessment process… However, of course, one has to understand what is actually go-
ing on underneath. (Fieldnotes) 
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Here, the occupational therapist responded to the residents’ frustrations by sharing her 
knowledge in a way that supported the conversation rather than steering it. She was not try-
ing to defend or explain rationales that may have been expressed about the training. How-
ever, she was transparent about the limits of her knowledge, suggesting rationales other than 
treatment and remaining sensitive to their experiences when expressing that a thorough un-
derstanding of the patient should accompany decisions about training. While the example 
illustrates a collaborative situation, it also underscores that collaborative interaction does not 
preclude individual role demarcation. In this case, she drew on her expertise while allowing 
her boundaries to shift responsively, which in this instance aligned with her individual reori-
entation, prioritization, and attunement to the everyday life concerns and lived experiences 
outside the hospital setting. 

The geriatrician: Situated role enactment between reflexivity and 
collaboration 

Reflective role repositioning (boundary making) 
The geriatrician did not express a desire to reform her professional role, unlike the three other 
professionals. Instead, she described how the WeARe setting offered a space for professional 
practice in ways she was familiar with. In the interview, she reflected on her perceived value 
of community engagement: 

It is fun to get out of the hospital walls. That is also why I enjoy conducting home visits, 
as it allows me to see people in their own surroundings. It is different when you are in 
the hospital. There is a role there. Out here, you meet people more directly. (Inter-
view—Geriatrician) 

She took part in shared meals, group singing, and community events. To her, this did not con-
stitute novel configurations of care. Instead, it was familiar practices that she could align with 
her professional interests and experiences. In response to the interviewer’s suggestion that 
informal activities such as singing, arts and crafts, and community dinners might be unfamiliar 
in relation to her professional role, she noted that similar activities were once part of her 
practice in a former municipal hospital: “Back then, we had training facilities, and they [pa-
tients] would go into the kitchen, bake cakes, wash clothes, and we would see how much they 
could do before going home. That seems to have faded away.” (Interview—Geriatrician). The 
community configuration had made it possible for her to draw boundaries from experiences 
in a clinical context that were not currently supported by the hospital’s specialization and 
efficiency logics. Thus, to her, the relational, socially oriented approach and community out-
reach aligned with boundaries of clinically informed tasks and responsibilities—some present 
others’ historical.  
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When residents in the WeARe intervention asked about medications, she occasionally looked 
up information using an open-access Danish site. However, she did not access medical records 
nor engage in personal consultations:  

Sometimes I take out my phone and check medication guides if they ask about some-
thing. I cannot remember everything off the top of my head. However, there have not 
been any problems; no one expects me to take over their medical care. (Interview—
Geriatrician) 

In this way, her role involved general geriatric knowledge while refraining from individual clin-
ical engagement, distinguishing her role from that of a general practitioner or hospital clini-
cian. Her actions reflected a deliberate orientation toward interpersonal responsiveness, in-
tegrating social and medical practices, while upholding the distinction between institutional 
mandates and informal responsive participation. Thus, despite the familiarity with current 
and historic practices, she demarcated a community-based role differentiated from the tasks, 
jurisdictions, and responsibilities of the (historic) municipal hospital and home visits; one in 
which professional experience could be applied in a responsive manner and through taking 
part in social activities. 

Collaborative role reconfiguration (boundary blurring) 
One of the clearest examples of boundary blurring emerged during an early community café 
event, when a resident expressed interest in “old people’s illnesses.” The geriatrician re-
sponded openly, and this exchange led to the planning and facilitation of an informal health 
talk. She presented knowledge about aging and chronic conditions in a general, conversa-
tional style. The session took form through dialogue, with residents raising questions, sharing 
experiences, and suggesting future topics. Over time, health talks became a familiar activity 
in the cafés. They were referenced in broader discussions about the project’s direction, such 
as when the nurse and occupational therapist discussed future community activities. While 
the geriatrician maintained a clear distinction between sharing general knowledge and offer-
ing personal clinical advice, her role was shaped collaboratively through these encounters. 
With her facilitation, individual health-related questions could be collectively reflected upon, 
thus supporting an orientation towards the group rather than individuals. 

This example reflects boundary blurring as the professional role unfolded in interaction with 
others, neither predetermined nor entirely self-defined, but co-constituted through evolving 
practices and interactions. The geriatrician’s role was informed by professional knowledge, 
but also attentive to how the context of the community setting shaped what was appropriate 
and possible. The geriatrician’s enactment very much resembled that of the three other pro-
fessionals in terms of responsiveness and mobilization of situated clinical expertise. However, 
the boundary work reflects a profession and experience that make for a more institutionally 
aligned role than the alternative. 
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Findings and discussion 

Entangled role negotiation: Boundary making and blurring in practice 
Using Sida Liu’s distinction between boundary making and boundary blurring (2018), we have 
shown how professional roles were not merely transferred into a new setting, but actively 
shaped through ongoing micro-social processes. 

Boundary making involved professionals drawing on prior clinical experience, institutional 
logics, and personal values to selectively frame and (re)orient their roles. For instance, despite 
being differently trained, both the nurse and physiotherapist emphasized the relational and 
dialogic aspects of care, which they found underprioritized in hospital practice. Of the two, 
this was perhaps more surprising for the physiotherapist, who also reflected that many of his 
physiotherapist colleagues seemed to thrive with current priorities, suggesting that for a con-
figuration like WeARe, a specific orientation and preference for physiotherapists would be 
relevant in terms of recruitment. The nurse and occupational therapist, on the other hand, 
respectively expressed that relational and dialogical interactions were core to the nursing 
profession, and engagement with the lived experience and environment of patients was an 
occupational therapeutic ideal. The geriatrician enacted her role through selective demarca-
tions, grounded in historical configurations of geriatric care, reflecting a more holistic and 
centralized perspective on treatment and rehabilitation than current configurations. In the 
interviews, she frequently referred to her previous professional experiences. Conversely, the 
younger and less experienced healthcare professionals often referred to their training and 
sense of professional identity when reflecting on their roles and practices. 

Boundary blurring, in contrast, captured moments where roles unfolded collaboratively and 
co-produced in interaction with residents, researchers, and other professionals. These in-
stances did not erase professional boundaries informed by clinical knowledge in favor of an 
idiosyncratic perspective on social interaction; instead, they reconfigured them through re-
sponsiveness and shared exploration. The physiotherapist’s emphasis on dialogue and rela-
tional care suggests that the ways boundaries were blurred between relational and clinically 
informed interactions were not only a matter of profession but also a matter of preference 
and interests. While the geriatrician was quick to respond to the idea of health talks, she re-
mained open to informal activities such as singing and dining. The physiotherapist was able 
to negotiate a way of interacting with community members that leveraged his expertise in 
physical exercise in conjunction with his relational ethos. As a result, both the nurse and the 
occupational therapist were able to enact care, focusing on continuity and everyday life per-
spectives, in ways they had not previously been able to do in the hospital setting.  

While concepts of social boundaries and boundary work are well established in health and 
organizational studies (Abbott, 1988; Allen, 1997; Lamont & Molnár, 2002; Nancarrow & 
Borthwick, 2005), their application in community-based contexts has primarily centered on 
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institutional and interprofessional dynamics (e.g., Reynolds, 2018; Roussy et al., 2020; 
Wallace et al., 2019), leaving micro-social dynamics of boundary work less explored. This fo-
cus, we argue, becomes highly relevant when practices and roles can emerge responsively 
through interactions, experiences, and reflections as opposed to being defined by institu-
tional mandates and agendas.  

In this article, we have drawn on Sida Liu’s processual, individual, and situated perspective on 
boundary work (2018) to analyze how professional roles are reflexively and collaboratively 
enacted in a participatory setting. While not initially designed to offer a novel theoretical con-
tribution, our abductive engagement with the data suggests that this conceptual application 
of boundary work may offer new empirical insights into how professional practice and role-
making occur outside—but not independently from—institutional scripts. We thus invite fur-
ther inquiry into the value of Liu’s perspective for understanding situated professional enact-
ments in participatory health initiatives.  

The WeARe intervention resembles what Langley et al. describe as a configurational boundary 
space (2019), but our focus has remained on individual role enactment entangled with col-
laborative practices within this arrangement. This can be considered a series of micro-social 
processes of professional reconfiguration. It adds to the boundary work and professional role 
literature by illustrating how specialized healthcare roles can be individually reoriented and 
collaboratively negotiated outside institutional mandates and logics (Bucher & Langley, 2016; 
Chreim et al., 2020; Zietsma & Lawrence, 2010), not through formal task shifts or interprofes-
sional negotiation of responsibility and jurisdiction (Abbott, 1988; Eliassen & Moholt, 2023; 
van Schalkwyk et al., 2020; Zink et al., 2024), but through situated engagement and context-
responsive practice. 

Positioning specialized professionals in community proximity 
Much of the Danish policy discourse on proximity of healthcare centers on strengthening pri-
mary care (Brinckmann, 2022; Indenrigs- og Sundhedsministeriet, 2024; Skjødt, 2019), and 
where the hospital is considered, this is often in relation to technologically assisted care or 
home admissions (Fischer et al., 2024; Lunde et al., 2017; Skytte Bjerregaard, 2024). This ar-
ticle points to another possibility: hospital-based professionals can perform clinically in-
formed and relevant roles of relational and responsive care for and with community-dwelling 
elderly people when institutional logics are suspended and participatory conditions are sup-
ported. It is a possibility that somewhat inverts the point made in the post-COVID-19 pan-
demic scoping review on task shifting by Das et al. (2023). They define task shifting as the 
redistribution of healthcare services from specialized to less-qualified providers, which has 
become a highly sought-after and effective strategy across various domains of healthcare ser-
vices during the pandemic. WeARe—which commenced just as restrictions on social gather-
ings was lifted—operates on the assumption that the specialized competencies of the hospital 
and its professionals has something to offer in terms of healthcare in closer proximity to the 
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lives lived outside the traditional boundaries of the hospital institution: An alternative to re-
producing the specialized institutional agendas and scripts of the hospital; openness to explo-
ration, uncertainty, and negotiation of the meaning of care and roles of healthcare. This adds 
nuance to the traditional distinction between primary and secondary care provider roles, and 
further suggests that proximity is as much about relational engagement and everyday life as 
it is about the location of services. However, this mode of professional role enactment re-
mains fragile and contingent upon professionals’ inclinations towards relational care, as well 
as institutional support and anchoring (Koh et al., 2020). 

Limitations and critical reflections 
The healthcare professionals were selected for participation by their respective managers, 
who considered their interest and skills in interpersonal professional practice and exploratory 
inquiry. The only exception to this is the nurse who was recruited through a job listing in which 
the WeARe-role was part of the job description. While this may constitute a selection bias, it 
could also be argued that the healthcare professionals reflect on and draw inspiration from 
professional communities and traditions, which our analysis has also highlighted. Thus, in a 
professional boundary perspective, each professional also reflects a collectiveness of prac-
tices, traditions, and tasks that are culturally, socially, symbolically, and jurisdictionally de-
marcated, rather than left to the individual professional’s taste and discretion (Abbott, 1988; 
Lamont & Molnár, 2002). 

As facilitators and researchers, we were part of the unfolding of the intervention. This dual 
role shaped how data was produced and interpreted. Dialogue-based interviews and shared 
field experiences were co-constructed, and our analysis reflects this embeddedness. The re-
lational entanglement of researching subjects and the subjects being researched, on the one 
hand, supported rapport between the interviewer and the interviewee; on the other, it did 
not provide a neutral space where potential critique could be addressed. Having an inter-
viewer not participating in field activities could have mitigated this limitation and might also 
have facilitated a dialogue that identified other relevant processes of role development. We 
do not consider these entanglements as problematic as they align with our participatory in-
quiry approach (Blumenthal et al., 2013; Israel et al., 2012) and our inspiration from action-
based research and relational ethics (Hersted et al., 2019; McNamee, 2019). However, they 
are no less important to emphasize as part of the contingencies of the knowledge produced. 

Conclusion 
This article has explored how hospital-based healthcare professionals enacted their roles 
within an explorative, participatory, community-based intervention. Through multiple itera-
tions of inductive and conceptual interpretations of data, we came to focus on two core pro-
cesses: boundary making, where professionals reoriented their roles, drawing on hospital-
based experience and professional values, and boundary blurring, where roles were co-
shaped in dialogue with others and clinical and relational modes and agendas emerged and 
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entangled in the community events. Rather than creating new roles or reinventing existing 
ones, WeARe enabled the responsive articulation of professional boundaries among the par-
ticipating professions. Professionals neither abandoned their expertise nor replicated hospital 
roles; they adjusted, adapted, and occasionally rediscovered dimensions of their practice and 
expertise. Our analysis has focused on, and highlighted how, professionals enact professional 
care roles when institutional logics are suspended, not through task- or identity- shifts, but 
through situated, collaborative practice and individual professional experience and expertise. 
It foregrounds empirical material of responsive and relational care roles when institutional 
logics and spaces are reconfigured through the displacement of hospital professionals in an 
elderly social housing community, inspired by participatory and explorative logics. 
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Abstract 
Patient-centered care and patient choice are reshaping management practices 
in the Danish public healthcare sector. Patients are becoming more involved in 
their treatment and assuming greater control over their healthcare decisions. 
This transformation redefines relationships among patients, professionals, and 
the state. It raises important inquiries into how healthcare professionals 
navigate their new roles and responsibilities within this changing landscape. In 
this paper, we interviewed ten health professionals to delineate how they 
handle user involvement in daily clinical practice. Utilizing a sociology of 
profession framework for thematic analysis, our research revealed the 
disparities between the ideal and the actual implementation of patient-centered 
care. It highlighted the challenges healthcare professionals encounter in 
integrating shared decision-making practices and ensuring patients are 
adequately informed. We conclude that uncertainties regarding responsibility 
allocation and the boundaries of healthcare professional involvement often 
overshadow shared responsibility between healthcare professionals and 
patients. 
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Background 
The transformation towards greater patient choice is reshaping the relationship between pa-
tients, healthcare professionals, and the state. It has led to a redefinition of roles and respon-
sibilities, as evidenced in studies by Dent (2006) and Dent & Pahor (2015). In the past, health 
organizations were perceived as interconnected systems consisting of various professions 
with distinct divisions of labour, reflecting the interests and goals of the professions them-
selves (Freidson, 1988). Within a hierarchical structure, medicine occupied the top position, 
while other health professionals had supporting roles and limited involvement in diagnosis 
and treatment planning (Freidson, 1988). Patients were once viewed as passive recipients of 
care, while physicians exercised therapeutic privilege to make decisions on their behalf. How-
ever, this traditional view of healthcare professionals, which emphasizes their monopolistic 
control over specialized knowledge and skills, fails to capture the complexities of modern 
healthcare systems (Kelley, 2005). As patient involvement increases, understanding how 
healthcare professionals respond to this shift becomes crucial. This study investigates how 
nurses and physicians engage with patients in shared decision-making. 

There has been a notable shift in the perception of patients, transforming them from passive 
objects into active participants in their own care (Rose, 1996, p. 119). This shift is supported 
by healthcare policies that promote choice and involvement, particularly through informed 
consent and shared decision-making, encouraging patients to take an active role in their 
healthcare processes (Edwards & Elwyn, 2006; Sandman & Munthe, 2009). Informed consent 
and shared decision-making are not synonymous. Informed consent refers to the process of 
educating patients about their treatment options, including the associated risks and benefits, 
enabling them to make voluntary and informed healthcare decisions (Slim & Bazin, 2019). 
While informed consent is a critical component of the healthcare interaction and serves a 
moral and legal obligation, it does not inherently indicate an active shared decision-making 
process. Informed consent can occur independently of shared decision-making, as patients 
may consent to treatment without fully engaging in a collaborative decision-making dialogue. 

On the other hand, shared medical decision-making is defined as “a process by which patients 
and providers consider outcome probabilities and patient preferences and reach a health care 
decision based on mutual agreement” (Frosch & Kaplan, 1999, p.285). Shared decision-mak-
ing involves a deeper level of patient engagement, wherein patients not only receive infor-
mation but actively participate in the decision-making process regarding their care. Despite 
policies promoting user involvement, the dynamics of shared decision-making can be empow-
ering yet  disempowering. Healthcare professionals significantly influence these interactions, 
often focusing predominantly on biomedical topics in consultations and thus overlooking 
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broader aspects of the patient’s illness management (Franklin et al., 2019; Say et al., 2006). 
Furthermore, research indicates that patients’ ability to engage in shared decision-making 
may be hindered by insufficient knowledge, and healthcare professionals often lack the nec-
essary resources—such as time—to facilitate meaningful involvement (Rose et al., 2017; 
Sjöberg & Forsner, 2022). In addition, studies indicate that healthcare professionals predom-
inantly focus on biomedical topics in treatment consultations, often overlooking broader as-
pects of the patient’s management of their illness (Jensen et al., 2016). 

Proto-professionalization among patients 
Patient participation in clinical decisions is an integral part of the broader framework of pa-
tient-centered care, which emphasizes the importance of individual patient needs and values 
in healthcare delivery. This approach is fostered by legal principles that aim to mitigate phy-
sicians’ liability by considering the risks and potential adverse events associated with treat-
ment options (Childress & Childress, 2020). Additionally, ethical considerations have driven 
the pursuit of shared decision-making to create a collaborative environment where patients 
and health professionals exchange information and jointly make decisions (Childress & 
Childress, 2020). The goal of respecting and promoting patients’ autonomous choices aligns 
with the principles of deliberative democracy, which encourages equitable power distribution 
and recognizes the patient perspective as vital in healthcare planning (Safaei, 2015). However, 
as highlighted by Dent (2006), the shift towards responsibilization—where patients are held 
accountable for their actions—may not yield the intended empowerment. Instead, patients 
may feel pressured to conform to their physicians’ authority rather than actively participate 
in their treatment decisions. Dent (2006, p. 458) refers to De Swaan (1988) to explain that 
patients and their families experience a process of “proto-professionalization,” influenced by 
contextual factors in clinical settings. These factors encompass the transmission of values, 
norms, and attitudes that shape interactions between healthcare professionals and patients, 
often without explicit acknowledgment. Many patients may not fully recognize these dynam-
ics. For example, some patients intentionally override physician prescriptions and make their 
own treatment decisions. This phenomenon, termed intentional or intelligent non-adher-
ence, occurs when a patient consciously opts to forgo, skip, or alter recommendations made 
by a healthcare professional (Lehane & McCarthy, 2007; Náfrádi et al., 2017; Wroe, 2002). In 
this context, health literacy plays a crucial role, defined as the degree to which patients can 
process essential health information and services needed for informed decision-making. 
Health literacy encompasses a range of skills—reading, writing, numeracy, communication, 
and critical thinking that individuals need to effectively navigate the healthcare system and 
engage in their care (Chinn, 2011; Schulz & Nakamoto, 2013).  

Despite the recognized importance of informed consent and patient involvement as integral 
concepts of quality care, there remains a significant knowledge gap regarding how these con-
cepts interconnect and influence patient-health professional interactions. Specifically, we 
lack empirical insights into the strategies healthcare professionals employ to engage patients 
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in shared decision-making and how they consider health literacy in these interactions 
(Whitney et al., 2004). The extent to which these professionals prioritize patient involvement 
in decision-making processes remains unclear, underscoring the need for further empirical 
research to explore these dynamics. Drawing on professions-theory and the concept of delib-
erative democracy (Dent 2006, Elster 1998, Newman 2001), this study aims to investigate how 
healthcare professionals—specifically nurses and physicians—respond to varying levels of pa-
tient involvement in clinical practice. By examining their approaches to informed consent, risk 
communication, and shared decision-making, we seek to understand the evolving dynamics 
of the healthcare professional-patient relationship, particularly in relation to responsibility 
distribution and the perception of patients’ resources and autonomy in decision-making. We 
ask:  

How do healthcare professionals interpret their roles and responsibilities in the context of 
evolving patient engagement and the dynamics of shared decision-making? 

Empirical context—The regulation of Danish health professionals 
Like its Scandinavian counterparts, Denmark has implemented a public health service model 
in which regions own and operate hospitals. The financing of this system relies on general 
taxation, and access to care is largely free of charge. Historically, physicians and nurses have 
held influential positions within the healthcare system, enjoying significant autonomy 
(Kirkpatrick et al., 2011). Physicians have traditionally held a dominant position, while nursing 
and administrative roles have operated separately (Hindhede & Larsen, 2018). Presently, 
most health professionals in Scandinavia work as salaried employees in public hospitals. Their 
employment contracts outline their responsibilities and rights, while the public hospitals have 
the authority to organize and manage their work. Administrative and political accountability 
are supported using clinical performance data, patient experience data, and activity data at 
several levels (Vrangbæk, 2018).  

Patient involvement in the Scandinavian health system is achieved through the mechanisms 
of choice, voice, and co-production (Dent et al., 2011; Vrangbæk, 2015). In Denmark, choice 
includes the ability for patients to select a public hospital when referred. Voice involves the 
establishment of formal rights for citizens within their relationship with the health system. 
For example, hospitals are obligated to provide patients with information regarding treat-
ment options and associated risks, as well as obtain informed consent before proceeding with 
treatment. The Danish Healthcare Act §15 (Ministry of Health, 2024) explicitly states that pa-
tients should receive continuous, understandable, and customized information regarding 
their treatment options, including preventive measures and the consequences of not receiv-
ing treatment. Patients should also be informed about the potential risks involved in refusing 
to disclose or collect health information. Healthcare professionals have a responsibility to 
provide necessary information to patients unless the patient explicitly declines it. These for-
mal rules regarding informed consent are part of a broader model for shared decision-making, 
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which is also observed in Australia, Canada, England, Germany, and the Netherlands 
(Vrangbæk, 2018). Co-production relates to the active involvement of citizens in producing 
public services together with public organisations, such as bringing together health profes-
sionals and patients in the development of clinical guidelines (Dent et al., 2011). In Denmark, 
this particular aspect of health services is frequently lauded, but according to Vrangbæk, it 
often falls short of expectations (Vrangbæk, 2018). 

Methods 
The study is part of a larger research project aimed at gaining insights into how illness can 
affect people’s everyday lives and how it impacts their thoughts and actions regarding their 
well-being. Questionnaires have been completed among various patient groups receiving 
treatment at hospitals in the capital region, totalling 500 responses.  

In this sub-study, we employed a qualitative research design to explore healthcare profes-
sionals’ approaches to informed consent, risk communication, shared decision-making, and 
their perceptions of responsibilities in the context of increasing patient involvement. We con-
tacted the management of the wards that had facilitated access to the questionnaire compo-
nent of the project (see Table 1), and they provided contact names of healthcare professionals 
for interviews who had experience with clinical decision-making processes.  

Semi-structured interviews were conducted with 10 respondents individually at their respec-
tive wards (see Table 1). The interviews were conducted by the first and last author, who had 
no prior relation to the respondents. They focused on several key areas: the process of ob-
taining informed consent, strategies for risk communication, and methods of shared decision-
making with patients. We also explored the professionals’ views on their own responsibilities 
compared to those of patients, particularly in situations where responsibilities were shifting. 
To anchor the discussion, we asked respondents to provide a specific example of patient in-
volvement by referencing their most recent patient encounter. The interviews were audio-
recorded and transcribed immediately afterwards. 

 
The data analysis process followed an abductive approach (Timmermans & Tavory, 2012). 
First, the transcribed interviews were imported into NVivo 14 software. The data was then 
initially coded using predefined subthemes derived from a profession-theoretical framework, 
which served as a starting point for analysis. However, throughout our coding process and 
subsequent analysis, we remained attentive to the emergence of new subthemes that ex-
tended beyond the confines of the theoretical framework. In doing so, we aimed to 
acknowledge the significance of potentially unexpected empirical findings and ensure respect 
for our respondents’ statements. 
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Ethics 
Our study was conducted in compliance with the standards of the Helsinki Declaration (World 
Medical Association, 2013). Informed consent was obtained from all participants prior to their 
participation in the study. The participants were assured of their confidentiality and the ano-
nymity of their responses, and pseudonyms were used to protect the identity of the respond-
ents in all research outputs. The data collected from the interviews was securely stored and 
accessible only to the research team. 

 
The project is registered in the Research Project Registry of the Capital Region (no. P-202-764) 
in accordance with Article 30 of the General Data Protection Regulation and was registered 
in Clinical Trials.  

Table 1  

Respondents 

 
 

Findings 
We identified three main themes that capture the key findings of our analysis, illuminating 
the evolving relationship between healthcare professionals and patients, especially regarding 
responsibility distribution and decision-making involvement: 
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1. Informed consent in practice. This theme explores the different practices of informed con-
sent among healthcare professionals across different departments, highlighting the factors 
that influence these variations and the implications for patient engagement. 

2. Objectives of patient information sharing. This theme explores the motivations and reason-
ing behind sharing information with patients, focusing on how healthcare professionals per-
ceive the role of patient knowledge in healthcare decision-making and the challenges they 
encounter in communicating “effectively.”  

3. Ambiguities in responsibility assignment. This theme addresses the ambiguities surround-
ing the delineation of responsibility in patient care, examining how healthcare professionals 
and patients negotiate their roles in the decision-making process and the implications for col-
laborative engagement. 

1. Informed consent in practice  
Across departments, healthcare professionals had widely different approaches to patient-
centered care, and there was no systematic approach in the healthcare professionals’ enact-
ment of patient choice. While physicians were the ones with jurisdiction over clinical decision-
making, this was often done in union with the group of nurses. When healthcare professionals 
distributed information to patients, it depended on both the healthcare professional’s belief 
in terms of the right type and amount of knowledge, as well as what they assessed the patient 
wanted in terms of information. However, a common practice among all respondents was a 
stated intention for the patient to leave the department well-informed and ready to make 
decisions and act upon them. 

1.1 Information conveyed in writing  
The method of information delivery varied significantly not only between departments but 
also internally within the respective department. When asked whether a standardized bro-
chure or information was given to patients, Anne responded: “No, it is a bit difficult to provide 
such one. It’s not like we all do it the same way, so we don’t have a guideline that everyone 
should be informed about this or offered that in a precise manner.” Anne expressed that there 
is no specific way to practice informed consent, but it is instead up to the individual healthcare 
professional to assess whether a brochure or another oral or written offer is relevant to the 
patient. This indicates significant differences in how healthcare professionals handle shared 
decision-making. Anne explained how some of her colleagues preferred to provide large 
amounts of brochures for the patient to sort through themselves, while others orally con-
veyed information. The choice of providing a large amount of written information was some-
thing respondent Tilde had doubts about:  

We often discuss whether we hand out too many brochures, but patients say that they 
would rather have everything and then sort through it themselves. We don’t hand out 
any brochures until we have a final diagnosis. When we have patients in the outpatient 
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clinic before they receive the diagnosis, we also try to advise them not to go out and 
Google everything. 

Tilde had an idea that knowledge distribution to the patient should be individualised. She 
sought a collaborative relationship with the patients, considering their needs and offering 
guidance where necessary. Furthermore, her suggestion to advise patients not to rely solely 
on internet searches shows an understanding of patients’ challenges in interpreting (medical) 
information. While there are different viewpoints on patients seeking information inde-
pendently, Tilde acknowledged the difficulty in determining what is right for everyone. This 
recognition of individual needs and circumstances reflects a deliberative approach that values 
individual autonomy by tailoring information to suit each patient’s specific situation. The di-
lemma of providing too many brochures versus allowing patients to sort through information 
themselves aligns with deliberative democracy theory, emphasizing patient autonomy and 
the right to access information. 

1.2 Information conveyed orally  
Contradictory approaches to knowledge sharing became particularly evident when the re-
spondents discussed orally delivered information. Jens stated that his practice primarily relied 
on oral delivery methods. When asked if he expected patients to remember the information 
provided orally, he responded: “Never believe what a patient says, the doctor said, because 
[...] they can’t, they can’t process that much.” Jens expressed doubts about patients’ ability 
to grasp the orally provided information. However, he also explained his method of practicing 
shared decision-making with young, physically active patients making decisions about return-
ing to football post-surgery: “Yeah, I set up scenarios for if they go back (to playing football), 
there are these risks, and what is the consequence if they do it anyway. [...] As much as pos-
sible with a small percentage.” Contradictions arise in these quotes; Jens doesn’t believe pa-
tients can process large amounts of information, yet engages them in decision-making involv-
ing complex risk assessments. Understanding options in this context requires significant 
health literacy, which can be demanding for many patients—something Jens acknowledged, 
as many preferred him to make the decision. From Dent’s perspective on choice, Jens’ ap-
proach to knowledge sharing may be disempowering. In contrast to the nurses interviewed, 
he appeared to have elevated expectations regarding patients’ ability to comprehend and act 
on the information, concluding: “Well...mixed. I expect that they understand it.” Although 
unsure whether patients truly understood the information, he nonetheless expected them to 
do so. This tension between professional expectations and patient understanding contributes 
to the complexities of responsibility distribution. 

Karen reinforces this issue by discussing the difficulty patients face when they disagree with 
physicians, especially regarding treatment decisions. She states: 
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And it is really hard when you have to say no to a doctor, who offers you treatment 
for a UVI. Even though we have had the conversation here, and our patient has said, 
when that time comes, I do not want treatment, because I want this to end.  

This suggests that patient expression of their own needs can be particularly challenging when 
interacting with authoritative figures in healthcare. According to Karen, this can lead to dis-
empowerment, forcing a sense of responsibility onto patients about physician recommenda-
tions that may not align with their desires. 

Interestingly, while some respondents illustrated disempowering knowledge-sharing prac-
tices, empowering approaches also emerged. According to the respondents, when healthcare 
professionals provided detailed information about patients’ upcoming choices and adapted 
their practices to better meet individual patient needs, they effectively empowered patients 
in the decision-making process. Emma described her patients as positive when receiving spe-
cific instructions, even if they didn’t intend to follow them: “I also think that those who wish 
not to follow the instructions are positive about the knowledge sharing or recommendation, 
and when one explains why.” Emma’s emphasis on explaining the reasoning behind recom-
mendations demonstrates respect for patient autonomy and supports empowering decision-
making regarding health outcomes. 

2. Objectives of patient information sharing 
The consensus among all respondents was that patients should have the necessary infor-
mation to make informed decisions and act accordingly. While there was a clear desire for 
patients to be well-informed, some uncertainty remained regarding how to ensure this is con-
sistently achieved.  

2.1 A well-prepared and autonomous patient 
One objective of achieving a highly informed patient was ensuring they were prepared to 
make independent decisions about future treatments. As Karen stated: “So if someone wants 
to eat everything because it brings the most quality of life, then that’s what they should do. 
But then they need to be equipped to make that choice by knowing the consequences.” How-
ever, it remained unclear how to define a well-informed patient and whether this could be 
achieved through straightforward communication, regardless of the patient’s wishes, or 
through communication tailored to their preferences. Most respondents expressed uncer-
tainty about balancing comprehensive information delivery—often meant to safeguard their 
practices—against being attuned to individual patient understanding. Tilde voiced this strug-
gle:  

No, because they can’t, they can’t receive that. There is just too much, they are over-
whelmed, and they have been told that they have a cancer diagnosis. Yeah. So, I don’t 
think it does any good. Except that I can check it off my list and say I have lived up to 
my obligation of providing information. 
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Tilde described the difficulty of finding a balance between being honest and adapting the 
amount of information provided. While there is a desire to check off the information provided 
on the list to cover her practice, Tilde believed that the patient's condition and receptiveness 
take precedence over this need. Anne also acknowledged this dilemma but addressed the 
necessity for the patient to understand the situation in a different manner:  

If you sense that they haven’t fully grasped the seriousness of it, it’s important to talk 
about this being “a really serious, uhm, what’s it called, illness you have,” and you can 
say, “now you’re getting some medication, and you’ve had a balloon angioplasty, but 
there are also some things you need to do to prevent this from happening again.” 

These diverse approaches to defining and achieving a well-informed patient reflect the un-
derlying power dynamics in patient-professional relationships, where healthcare profession-
als ultimately determine the flow of information. 

2.2 The health literacy-information link  
The interviews also underscored the considerable influence of a patient’s health literacy on 
various aspects of healthcare professionals’ interactions with them, ranging from communi-
cation method selection to the patient’s comprehension and adherence to treatment. This 
impact was especially pronounced in specialized departments such as Neurology, which fo-
cuses on Atypical Parkinson’s disease, emphasizing how thorough knowledge of one’s diag-
nosis can enhance the treatment journey. When patients displayed signs of lacking under-
standing about the diagnosis progression and the recommended interventions, inadequate 
health literacy regarding the diagnosis emerged as a contributing factor:  

I actually think for the most part, it’s about the difficulty understanding because neu-
rology is hard to grasp, the brain is difficult to comprehend. And the symptoms are 
hard to understand. [...] It requires a lot of knowledge. It requires extremely extensive 
knowledge. 

In the quote, Karen emphasized the importance of high health literacy in the patient’s under-
standing of the disease. By understanding the nature of their condition, it could become eas-
ier for patients to accept its progression and, thus, act in accordance with the current recom-
mendations. A proactive attitude towards one’s own health also proved to be significant. The 
patients’ willingness to invest in their own health was positively acknowledged by several re-
spondents and was linked to the responsibility placed on the patient. When Jens was asked 
whether patients needed to take the lead in managing their illness, he responded: “Yes, you 
have to take initiative. Absolutely. And what we really emphasize is that the patient is inter-
ested in managing their own situation.” Jens explained that a patient’s initiative and engage-
ment in their own health are crucial for how the illness progresses. While it is difficult to in-
terpret specifically what this entails, it carries positive connotations. However, the fact that 
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some patients may lack the means to take on this role may contribute to deteriorating com-
munication and treatment outcomes.  

2.3 Patient engagement through coproduction 
In exploring patient engagement in health choices using Dent’s concept of coproduction, the 
interviews revealed both empowering and disempowering approaches. All respondents 
demonstrated an awareness of empowering methods to promote specific health behaviours 
and shared how they attempted to apply this understanding. This was accomplished through 
mutual knowledge exchange: health professionals shared their expert insights on the pa-
tient’s situation while aligning with the patient’s actual needs and capabilities for implement-
ing the recommendations. However, a challenge emerged as written information often 
proved ineffective, resulting in health professionals struggling to ensure that their communi-
cated recommendations were both comprehensible and feasible for the patient. Henrik high-
lighted this issue when discussing interdisciplinary collaboration:  

When a doctor prescribes something as if it were chiselled in stone, acting like a pup-
pet master directing the patient to the pharmacy, that way of working is not accepta-
ble in my opinion. You must have motivational talks with the patient to understand 
where they are and whether they even think this is important. 

Henrik prioritized understanding the patient’s unique circumstances and rejected prescribing 
treatments without certainty about their relevance to the individual. He advocated for moti-
vational discussions to endorse treatment recommendations, emphasizing the importance of 
tailoring treatment based on the patient’s preferences. Henrik’s approach can be viewed as 
empowering the patient’s voice, aligning with Dent’s concept of patient participation, where 
listening to the patient’s desires takes precedence over assuming educational needs. The in-
terdisciplinary challenges were further corroborated by nurse Emma, who highlighted the 
complexities arising from differing professional perspectives:  

It is easy to write that a patient should do (health instructions), and then you think, 
why hasn’t this been streamlined? There is just a long way from it being written in a 
doctor’s note, to a patient who does not want to do (health instructions).  

Our respondents highlighted interprofessional differences in the approach to prescribing 
treatments. Physicians tended to focus on issuing prescriptions with the expectation that 
these would be understood and followed, whereas nurses emphasized motivational dialogue 
and considered the patient’s individual circumstances. 

Despite the intent to uphold an empowering collaborative approach evident in all interviews, 
the reality did not always align as perceived. Some respondents assessed past recommenda-
tions and reflected on why they might not have been effective for the patient. This evaluation 
often hinged on the extent of patient compliance with the prescribed treatment, potentially 
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leading to a disempowering dynamic in patient care. A tendency towards paternalistic atti-
tudes can surface when healthcare providers overly emphasize patient compliance.  

3. Ambiguities in responsibility assignment 
Patients and healthcare professionals, respectively, engaged in the negotiation of responsi-
bility assignments. It was clear throughout that ambiguities surrounding the holders of re-
sponsibilities and the boundaries in-between actors were present and complicated the pro-
cess of achieving shared decision-making. 

3.1 Assuming responsibility: Patients as primary responsibility holders 
According to all the respondents, the patient was seen as a major holder of responsibility, 
both in terms of making decisions regarding treatment and following treatment instructions. 
However, navigating the recommended body investments and prioritizing them can be chal-
lenging for a patient who does not have the necessary resources. Anne stated that it is largely 
up to the patient to decide what makes sense for them:  

[…] medication is not enough, you also must make changes in your lifestyle if you don’t 
want this to happen again. It’s...you could say it’s a choice they have to make, whether 
they want to do it, whether they think it’s important enough or whether they think it 
doesn’t matter.  

Anne expressed that the patient is responsible for determining what is important. In this 
quote, the patient is told that they must follow recommendations if they do not want to be 
admitted again for the same heart condition or symptom. The patient is assigned the respon-
sibility for preventing future illness, which is extensive and requires significant lifestyle 
changes. The patient may end up in a situation where the responsibility is imposed, but man-
aging that responsibility can be difficult. However, Anne also expressed her own role in the 
dilemma and how she was unsure about the boundaries of her involvement in the patient’s 
adherence to body investment recommendations:  

But sometimes you also wonder how much you should...how much should you? We 
shouldn’t persuade them, I mean, it’s just about informing them why it’s relevant for 
them to quit smoking and what it can mean to continue smoking, and based on that, 
the patient must make a choice about what they prefer. 

This can be understood as the healthcare professional feeling uncertain about when their 
guidance with the patient has been sufficient. The boundaries between the patient’s respon-
sibility for their own treatment and the healthcare professional’s responsibility to convey and 
support the recommendations may seem unclear. The healthcare field the patient must nav-
igate has implicit values, and patients who know the rules are better able to manage the re-
ceived knowledge. The enforced responsibility could, in the case of a resourceful patient, be 
seen as a personal advantage, when having the capability to handle it. This was clear when 
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Bitten reframed the word responsibility when discussing the patient’s rising responsibility as 
a result of accelerated patient courses: “Yeah, responsibility or also, you know, freedom.” A 
resourceful patient may perceive the increased responsibility associated with accelerated pa-
tient courses as a form of freedom, thereby giving the patient a sense of empowerment. How-
ever, when a patient lacks the capacity to manage this responsibility, it may result in respon-
sibilization and disempowerment. 

3.2 Shaping responsibility: The role of healthcare professionals 

Every informant reflected on their own role in the distribution of responsibility, and Jens, 
Anne, and Karen expressed uncertainty about the allocation of responsibility. The uncertainty 
often stemmed from their desire for patients to make choices regarding the various body 
investments, but with the understanding that their professional influence greatly influenced 
the outcome:  

Yeah, some people say, “oh, you just put the responsibility on me, right?” (imitates 
patient). And it’s like, yeah, I do, because it’s your knee, so it’s you who must make 
the decision, right? There are probably many people who want you to make the deci-
sion for them, and to some extent you do. It’s not that you make the final decision 
because they have to say yes to it, but you recommend something, and they usually 
listen, especially if you appear reasonably trustworthy, they usually follow your rec-
ommendation. 

In this quote, Jens illustrated a dual reality in which, on one hand, it is expected that the pa-
tient shows independence and takes responsibility for deciding whether to undergo surgery. 
On the other hand, Jens explained that he often assumed a guiding role in the direction the 
decision took and that he almost determined it in his guidance. While the intention to achieve 
shared decision-making can be observed, the healthcare professional’s perspectives appear 
to significantly impact the final decision. Thus, there is a push for responsibilization, but where 
the idea of choice is transformed into a mere rhetoric. This dynamic can create confusion for 
patients as they navigate between a healthcare professional with a clear agenda and their 
own desire to demonstrate initiative and willingness in making health-related decisions. Thus, 
the quote illustrates uncertainty regarding the allocation of responsibility between the pa-
tient and the healthcare professional. Similar uncertainty was also observed between depart-
ments. Anne stated: “And sometimes we just have to do the best we can and hope that...that 
someone picks it up at the other end or that they themselves gather the things they need 
when they go home, right?” In addition to uncertainty between the patient and the 
healthcare professional, there can also be uncertainty about which department is responsi-
ble. Anne explained that although lifestyle changes were a significant part of the Cardiology 
department’s treatment, they did not provide guidance on it. They hoped that the cardiology 
outpatient clinic would address lifestyle changes, but she did not have confirmation that they 
did. 
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Discussion 
We found that the approaches to informed consent (Theme 1) impact the objectives of pa-
tient information sharing (Theme 2) and subsequently influence the assignment of responsi-
bility (Theme 3). Based on our findings, we will discuss the nuances of risk communication, 
variability in patient knowledge, and the broader challenges faced in fostering meaningful 
patient involvement in decision-making. 

Pursuing shared decision-making in clinical practice 
It was evident that the practice of presenting treatment options and asking patients to make 
a choice is commonplace. However, the interviews also revealed that the level of guidance by 
healthcare professionals is often underestimated. For instance, physicians explained that 
when the risk of not pursuing treatment is significant, they would specifically emphasize risks, 
especially if the patient appeared inclined to decline treatment. Such risk communication is—
according to Edwards & Elwyn (2009)—part of clinicians’ everyday practices and lie at the 
heart of helping patients make informed choices between treatment options. Dent (2006) 
argues that the idea of choice is transformed into a mere rhetoric and a series of management 
practices, which certain individuals within the profession perceive as undermining their role 
as independent, authoritative, and knowledgeable health advisors.  

We also found that the kind of knowledge patients brought to these shared decision-making 
encounters varied from that of the health professionals. De Swaan’s concept of “proto-pro-
fessionalization” suggests that patients and their families undergo a process of being social-
ized into a certain professional culture within the clinic or consulting room. As a result of this, 
some patients learn to internalize medical norms previously confined to the professional do-
main, and they learn to express their concerns using a limited range of terms derived from 
the professional vocabulary. Professionalism has been “responsibilized” within the new man-
agerial rhetoric, becoming more of a disciplinary framework than a result of autonomous ex-
pertise. According to Dent (2006), proto-professionalism may indicate systematically dis-
torted communications between patients and health professionals and should not be mis-
taken for a broader loss of confidence in the medical profession or health care services in 
general.  

When patients as consumers are faced with responsibilization, they are confronted with the 
task of acquiring a wide range of knowledge. The healthcare system, built on providing exper-
tise to healthcare providers, has developed entrenched professional power within this expert-
based service system (Anderson et al., 2016). Even when patients as consumers are motivated 
to learn, formal educational structures may be necessary to assist them in their participatory 
processes. Access to resources, such as additional time with healthcare providers to enhance 
consumer expertise or the ability to access and understand medical knowledge, becomes cru-
cial. In our data, it was clear that time pressure prohibited this. The lack of readily available 



Navigating Challenges in Shared Decision-Making in Danish Patient Care 

  15 

information and effective methods for its implementation highlights an additional area of ex-
pertise that patients, as consumers, must acquire without a structured support system to 
guide them. Moreover, as seen in the interviews, limitations in understanding the disease 
may constrain the types of self-experimentation that patients as healthcare consumers at-
tempt (e.g., when continuing to play football despite increased risk of joint diseases), as their 
own understanding of behaviours that could impact their health determines the focus of their 
self-experimentation efforts. 

Establishing common ground in patient-professional collaboration 
An emphasis on the wishes of patients as users is seen as a means to the end of good quality 
care (Dent 2006). We found that patients’ social support in consultations, according to our 
respondents, also has an impact on shared decision-making, which aligns with the study of 
Holmes-Rovner and colleagues (2000). Shared decision-making in the present Danish 
healthcare system faces conceptual, normative, and practical challenges. In its truest sense, 
shared decision-making occurs only when real choices are available, and the physician in-
volves the patient in the decision-making process. However, it may not always be suitable to 
employ shared decision-making, particularly when the available options are limited (Edwards 
& Elwyn, 2006; Whitney et al., 2004). Fragmentation within the healthcare system and the 
presence of multiple and conflicting discourses from providers can overwhelm patients as 
they navigate this process. They may lack the ability to compare and manage the extensive 
amount of information coming from various sources, making it challenging to determine what 
to test to evaluate its effects on their well-being. 

When examining the driving forces behind these changes, it is essential to underscore the 
agency of professions, as well as the role of external forces: “opening and losing areas for 
jurisdiction and by existing or new professions seeking new ground” (Abbott, 1988, p.90). 
Furthermore, the evolution of regulatory frameworks, such as deliberative democracy, has 
the capacity to reshape divisions of labour independently of the influence of professions. Con-
sequently, these forces have the potential to undermine the positions of professions, ulti-
mately leading to a loss of status and autonomy (Kirkpatrick et al., 2011). 

In our study, we discovered that while health professionals offer information resources, 
knowledge, perspectives, and action strategies, the information shared between patients is 
often more experimental than the information provided by clinicians. This means that the 
shared information may or may not be consistent with each other. Another challenge patients 
face in their efforts towards taking responsibility for their health is that even with access to 
health information, they frequently find themselves lacking the necessary expertise. Ander-
son et al. (2016, p.270) refer to this ability as “appropriation,” which involves health consum-
ers’ capacity to handle vast amounts of information, transform it into expertise, and effec-
tively apply those resources to enhance their well-being. Without the appropriation of 
knowledge from experts within the healthcare system, patients as consumers are less likely 
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to achieve their desired well-being outcomes. Our findings included cases in which patients 
were portrayed as giving precedence to personal values and preferences, as argued in existing 
literature (Lehane & McCarthy, 2007; Náfrádi et al., 2017; Wroe, 2002), emphasizing the value 
of achieving shared decision-making and thus aligning patient-needed and professional- rec-
ommended care.  

Communication approaches and interprofessional variations 
The literature on treatment decision-making (Franklin et al., 2019; Say et al., 2006) often con-
ceptualises physicians’ interaction styles as situated along a continuum from paternalism to 
the promotion of patient autonomy, with the former frequently regarded as less desirable. 
However, in our study, the health professionals did not explicitly question the problematic 
aspects of the patient-physician relationship encouraged by current decision-making prac-
tices. Health professionals’ narratives revealed that patients with varying perspectives on the 
physician-patient relationship may approach the common practice of presenting treatment 
options and asking the patient to decide in different ways. Furthermore, our study revealed 
differences between nurses and physicians in their approach to patient treatment choices. 
Nurses tended to prioritize motivational talks and suiting treatment to the patient’s individual 
circumstances, whereas physicians often had high expectations regarding the patient’s 
knowledge and ability to both choose and adhere to the prescribed treatment. While all re-
spondents demonstrated an understanding of empowerment-focused approaches, there was 
a notable tendency for these ideals to be challenging to implement in practice with barriers 
as time limitations and unclear role assignment, which have been identified as barriers to 
improve shared decision-making (Rose et al., 2017). The interprofessional variations were 
particularly highlighted by the group of nurses, who explicitly acknowledged the differing ap-
proaches to achieving shared decision-making, whilst commenting upon the negative impact 
of working with paternalistic physicians. 

As argued by Whitney et al. (2004), the core of informed consent lies in a meaningful dialogue 
between physician and patient about the proposed treatment, alternative treatment options, 
nontreatment, as well as the associated risks and benefits. Unlike a mere form-signing activ-
ity, informed consent is an ongoing process that unfolds over multiple encounters between 
the physician and the patient. In our study, we also found that it is possible to build up such 
a dialogue in the departments where patients see the same health professional several times. 
However, patients are mostly allocated short times with health professionals, which makes 
the encounter where shared decision-making takes place a stressful encounter.  

Limitations 
This study has several limitations. First, it focuses exclusively on the perspectives of 
healthcare professionals, thereby excluding valuable patient insights that could provide a 
more comprehensive understanding of treatment recommendations and the perceived value 
of resources. Second, with the research was conducted in a specific healthcare setting, so the 
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findings may not be generalizable to other contexts. Nevertheless, considerations of general-
izability must be understood as an epistemological condition in research grounded in more 
fluid ontological assumptions, where knowledge is conceived as situated, contingent, and 
context-dependent rather than universally transferable. 

While we opted for semi-structured interviews due to their flexibility and ability to allow par-
ticipants to elaborate on their experiences, this method hinges on the interviewer’s skill in 
facilitating open dialogue. On the other hand, participant observation would be advantageous 
for capturing real-time interactions and behaviours, providing a richer understanding of how 
healthcare professionals practice patient choice and responsibilization. Observing both do-
ings and sayings (Bourdieu, 1990; Garfinkel, 2023) would enrich the analysis, offering insights 
into the complexities of these encounters. Unfortunately, this study did not have access to 
such observations, but incorporating them would certainly be a valuable avenue for future 
research. 

Furthermore, this study’s reliance on only 10 respondents limits the breadth of perspectives, 
as it may not fully represent the diversity of experiences within the healthcare profession.  

Conclusion 
Our analysis sheds light on the challenges present in the implementation of patient-centered 
care and informed consent among Danish hospital-based healthcare professionals. The con-
cept of responsibilization, which emphasizes shared responsibility between healthcare pro-
fessionals and patients, is often overshadowed by uncertainties surrounding the allocation of 
responsibility and the boundaries of healthcare professional involvement. The notion of 
proto-professionalism further complicates these dynamics, as healthcare professionals navi-
gate their roles in guiding patients while striving to respect their autonomy amidst time con-
straints, potentially leading patients to acquire forms of knowledge that diverge from the in-
tended treatment goals. 

The implications of these findings are significant for both the study of patient-centered care 
and the sociology of professions. First, they underscore the need for a more nuanced under-
standing of how responsibility is distributed and perceived within healthcare settings, sug-
gesting that effective patient engagement requires more consistent practices and frame-
works that account for varying professional interpretations. Additionally, our findings high-
light the discrepancies between the ideals of patient-centered care and the realities faced by 
healthcare professionals, particularly for patients with fewer resources who may struggle to 
engage meaningfully in their care. 

This research emphasizes the importance of closing the gap between theory and practice by 
fostering an environment that enables healthcare professionals to implement shared deci-
sion-making effectively. Enhancing training and support for professionals may better equip 
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them to communicate with and involve patients, ensuring that the principles of patient-cen-
tered care become a lived reality rather than an aspirational goal. Ultimately, our study con-
tributes to ongoing discussions about the evolving roles of healthcare professions, advocating 
for greater adaptability and responsiveness to patient needs in increasingly complex 
healthcare landscapes. 
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Abstract 
This study compares the working conditions and turnover intentions of 
professionals in Norwegian residential child protection institutions across 
public, for-profit, and non-profit ownership, using survey data from 870 
professionals. Apart from work-family balance, professionals in for-profit 
institutions report less favourable conditions across key risk dimensions—
notably, weaker collegial support, lower-quality professional leadership, and 
greater work pressure. Turnover intentions are significantly higher in for-profit 
institutions, which is largely attributed to a more limited scope for 
professionalism. These findings are discussed in light of institutional theory. In 
sectors where organisations compete for users, investment in professional 
expertise may be a strategy to enhance attractiveness. By contrast, in contexts 
where users are allocated providers, as in residential child protection, 
competition for public contracts may incentivise cost-cutting, flexible staffing, 
and selective bids for target groups that place particular demands on staff—
dynamics that potentially heighten work pressures while reducing investment in 
professional competence. 
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Introduction 
Recent decades have seen structural changes in the mix of state, market and civil society in-
volvement in the delivery of social services in most Western welfare states (Bode, 2008, 2024; 
Martinelli et al., 2017). Coming out of a tradition from the mid-1950s of strong state provision, 
this shift is also evident in Norway. From the 1990s onwards, there has been a growing trend 
towards public competitive tendering to secure contracts with private providers—non-profit 
as well as for-profit—for the delivery of publicly funded welfare services, as well as develop-
ments in other financing and regulatory mechanisms that in different ways increase the role 
of private services (Bjøru et al., 2019).  

Notably, the Norwegian child protection sector has experienced substantial growth in private 
for-profit providers—a development that has sparked some controversy (Bogen & 
Grønningsæter, 2014; Wangberg et al., 2019). Norwegian trade unions have, from the outset, 
raised concerns about working conditions under for-profit ownership models (Shanks et al., 
2021). However, some argue that private providers offer more career opportunities, with 
benefits such as greater flexibility and autonomy (Shanks & Lundström, 2023). At stake here 
is the scope for professionalism. In this article, drawing on institutional theory, we conceptu-
alise the scope for professionalism as a normative ideal. As such, it comprises certified exper-
tise, peer regulation and commitment to a service ideal (Thornton & Ocasio, 2008). As an 
empirical condition, it may be manifested in the extent to which professional education, col-
legial collaboration and autonomous judgement are supported in practice (Eraut, 1994). 

In light of critical turnover problems in the sector, working conditions for professionals have 
become a key area of concern (Johansen, 2014). Yet, whilst extensive research exists on child 
protection workers’ psychosocial working conditions (Beer et al., 2021; Geirdal et al., 2024; 
Jacobsen, 2021; Olson et al., 2022), there is a notable lack of research that systematically 
compares working conditions across models of ownership (NOU 2020:13, p. 29). This gap is 
unfortunate, as how organisations interact with their employees is regarded as a key process 
in explaining employee well-being in the child protection field (Baldschun, 2014).  

This study aims to advance our understanding of turnover intentions among child protection 
professionals by assessing the role of ownership-related organisational factors. Public-private 
distinctions in welfare services are more nuanced than traditionally assumed, as even for-
mally private providers operate within a dense framework of public regulation (Bay & 
Røiseland, 2025). This implies that working conditions may not hinge on ownership alone, but 
also on how services are embedded in institutional and regulatory arrangements. In particu-
lar, an important distinction lies in how users gain access to services: in many private welfare 
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sectors, such as private schools or health clinics, users or their families actively choose the 
provider. In others, such as in residential child protection institutions, placement decisions 
are made by public authorities. This difference in access mechanisms may have implications 
for how market-oriented principles ultimately influence conditions for professionals working 
in these organisations. Derived from a survey conducted among a larger population of pro-
fessionals in Norwegian child protection, we analyse a sub-sample of 870 employees working 
in residential settings (Norwegian Directorate for Children, Youth and Family Affairs, 2022), 
examining turnover intentions and working conditions across several dimensions, including 
work time, pay, training, and leadership, professional environment and collaboration, and 
staff skill adequacy.  

Background 
Since the 1990s, Norway has seen a marked increase in the establishment of private residen-
tial institutions for child protection (Nordstoga & Støkken, 2018). The use of for-profit provid-
ers increased particularly during the Conservative-led government (2016–2018), with staffing 
levels rising sharply before later stabilising at a slightly lower level. The use of non-profit pro-
viders also increased during this period, although at a more moderate pace (Statistics Norway, 
2024). Today, child protection is one of the most profitable areas for for-profit welfare organ-
isations in Norway, and of the four largest private providers in residential child protection, 
three are commercial and controlled from abroad (NOU 2020:13).  

Upon taking office, the current Social Democratic government pledged to take measures to 
phase out for-profit organisations, partly due to concern about the working conditions (Meld. 
St. 4 (2023–2024)). However, observers have recently detected considerable ambivalence in 
the government’s general position concerning commercial actors in the welfare state 
(Slettholm, 2024). Moreover, recent changes in the financial framework of child protection—
decentralising the choice of providers to the financially strained municipalities—are likely to 
encourage more purchases from cheaper for-profit actors (Alsos et al., 2019).  

There are notable differences between institutional types. Employees at for-profit institutions 
tend to be younger, with around 45 per cent under age 35, compared to roughly 30 per cent 
in public institutions. As Bengtsson (2020) notes, younger social workers are generally less 
ideologically resistant to employment in the for-profit sector, which may partly explain this 
pattern. The share of staff with relevant professional education has increased in for-profit 
institutions over recent years. Still, it lags behind public and non-profit providers by close to 
ten percentage points. The proportion of employees without any tertiary education is one in 
three in the for-profit institutions, compared to a little more than one in five in the public and 
non-profit institutions (Statistics Norway, 2024).  
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Proponents argue that for-profit organisations are less bureaucratised, and can offer more 
personalised care—for example, in the form of workers staying day and night for more ex-
tended periods of time (Omdal, 2023). Furthermore, their ability to scale their activities ac-
cording to varying needs is appreciated—particularly in a Norwegian context, which is char-
acterised by many small municipalities and fluctuating needs. Recently, the authorities gave 
priority to the acquisition of “flexible capacity” without purchase guarantees—a segment 
largely dominated by for-profit providers (Norwegian Ministry of Children and Families, 
2022). This flexibility, however, also entails rapid adjustments and quick recruitment by for-
profit organisations, thereby implying less-than-optimal conditions for the staff.  

Non-profit institutions appear to cater more to the part of the target group that is struggling 
with substance abuse. Non-profit organisations are known for offering advantages in social 
service provision, particularly for this target group, as their non-profit roots provide greater 
trust and legitimacy in the eyes of users (Harsløf, 2003). Although quasi-market regimes may 
exert pressure on non-profits to adopt business-like practices and compete on similar terms 
as for-profit providers (Mosley, 2020), the deeper institutional context of non-profit organi-
sations, which will be discussed in the next section, may still create a better interplay between 
users and staff, as well as between staff and management.  

These sectoral differences in staffing and specialisations are particularly consequential in res-
idential settings, where the intensity of care demands can amplify the effects of poor working 
conditions on turnover and the professional environment (Simmons et al., 2022). High turno-
ver can lead to increased workloads for remaining staff and may deplete the organisation of 
professional knowledge (Svensson, 2008). As such, working conditions and turnover also have 
wider implications for the scope for professionalism—a theoretical perspective that we shall 
now consider.  

Institutional theory and scope for professionalism  
Experiencing limited scope for professionalism is linked to turnover intentions among social 
workers (Astvik et al., 2020). To understand how such constraints may emerge, this section 
examines institutional theories on the relationship between public, private and non-profit 
ownership models and working conditions for professionals.  

The theoretical perspective of new institutionalism relates the functioning of organisations to 
institutional orders based on their anchoring within specific societal sectors, each associated 
with distinct logics (Thornton & Ocasio, 2008; Thornton et al., 2012). In this perspective, pub-
lic institutions tend to be governed by bureaucratic and regulatory logics that emphasise sta-
bility, equity and accountability, prioritising adherence to rules and standardised procedures 
(Sirris, 2020). For-profit institutions, on the other hand, are driven by market logics that em-
phasise competition, efficiency, profitability and customer satisfaction (which in child protec-
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tion primarily concerns the commissioners of services). These logics prioritise cost-effective-
ness and responsiveness to shifting demands. Although children in public institutions are seen 
as cost-bearers, they represent a revenue source in market-based settings, which may incen-
tivise efforts to maximise occupancy (Wiborg, 2010, pp. 25-26). A critical perspective on how 
for-profit institutions affect the scope of professionalism is found in the work of Derber 
(1983). His analysis emphasises how professionals may lose control over both the processes 
and objectives of their work as they are compelled to align their practices with institutional 
priorities, which, in commercialised contexts, may be shaped by the demands of securing and 
maintaining state contracts:  

Profit-making organizations seek to institute […] client selection practices and client 
processing and case procedures that are profit-maximizing. Since salaried service pro-
fessionals, while they may maintain autonomy in exercising technical skills with cli-
ents, typically do not formulate organizational policies, they are routinely faced with 
contradictions between service goals and the commercial interests of their employers. 
(Derber, 1983, p. 322)  

Non-profit residential institutions are expected to be influenced by a community-oriented 
logic rooted in civil society. This logic emphasises mission-driven goals, social impact and civic 
engagement. Although staff in such organisations are salaried, their motivation may also stem 
from a sense of calling or collective identity. In this view, the non-profit institution can func-
tion as a “moral community” (Sirris, 2020, p. 68), foregrounding participatory service delivery 
and responsiveness to user needs. 

However, the institutionalist framework also emphasises processes that may alter and align 
such logics within and across organisations. In this literature, such processes are conceptual-
ised as institutional isomorphism, encompassing pressures stemming from state regulation, 
competition between organisations and broader societal culture that impose homogeneity in 
organisational practices (DiMaggio & Powell, 1983).  

This phenomenon has significantly shaped the evolution of governance in welfare systems, 
particularly in challenging the traditional roles of public-sector professions. Scholars have 
noted that these professions have been increasingly subjected to criticism for being monop-
olistic and inefficient, and have faced pressures to conform to market-driven norms that pri-
oritise responsiveness and efficiency (Freidson, 2001). These isomorphic pressures align with 
trends that have been observed in the Nordic countries, where the alleged statist institutional 
landscape has faced dual critiques: first, a social critique from the left invoking civil society 
values, followed by a liberalistic critique from the right, invoking market values, both converg-
ing on the notion that state dominance hindered innovation and user empowerment 
(Kaukonen & Stenius, 2008). Åkerstrøm Andersen (1996, p. 63) demonstrates how, in the 
1990s, commercial actors seeking to develop the emerging market for public services in Den-
mark adopted argumentative frameworks that tapped into the values that were associated 
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with social movements. These arguments emphasised freedom and human dignity, aiming to 
demonstrate how outsourcing public services could counteract disempowering statist mo-
nopolies. Hence, whilst different types of service providers may suggest different practices, 
ultimately reflected in distinct working conditions, institutional convergence may have re-
duced these differences.  

In summary, we have examined a set of institutional and organisational dynamics that may 
reinforce, counteract or obscure one another, thereby complicating any straightforward in-
terpretation of observed differences in turnover intentions or professional working condi-
tions. Although institutional logics provide valuable insight into how different ownership 
models may shape the organisational environment, they should be understood as underlying 
tendencies rather than as fixed determinants (Fleetwood, 2005).  

Even so, it is possible to formulate expectations based on the combination of structural con-
ditions, staffing patterns and institutional affiliations. For-profit institutions, where staff are 
on average younger, less experienced and more likely to lack relevant professional education, 
and where organisational priorities often emphasise flexibility and cost-efficiency, are ex-
pected to offer weaker conditions for professionalism. In contrast, public institutions, which 
operate under bureaucratic logics that promote standardisation, legal compliance and formal 
accountability, are more likely to offer stable conditions for professionalism. Although these 
conditions may be highly formalised, they nonetheless support core features of a professional 
environment, such as consistent role expectations, institutionalised training routines and pre-
dictable oversight. Non-profit institutions are anticipated to fall somewhere in between. Alt-
hough they are not immune to the pressures of competitive tendering, their mission-oriented 
values, participatory ethos and closer ties to civil society may foster a more supportive envi-
ronment for professional judgement and peer collaboration.  

In this article, we broadly consider constraints on the scope of professionalism to involve both 
a quantitative reduction in the proportion of staff with relevant education and experience 
and a qualitative shift in the dominant logic of professionalism—from occupational forms 
based on peer regulation and discretion to organisational forms characterised by a relatively 
poor professional-collegial environment and poor professional management (Evetts, 2009).  

Method 
This research used data from the 2022 Employee Turnover Survey (Norwegian Directorate for 
Children, Youth and Family Affairs, 2022). The survey was designed to capture a wide range 
of determinants related to employee turnover and was distributed electronically to all em-
ployees within the national child welfare services, encompassing both front-line services and 
institutional care settings. Invitations to participate in the survey, along with information 
about the study’s purpose and the anonymity of responses, were distributed via email. Two 
reminders were sent.  
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As it is not known how many actually received or noticed the email with the survey link before 
the deadline, it is not possible to determine the exact response rate. However, it can be cal-
culated that the number of respondents from child welfare institutions represents 25 per cent 
of all registered full-time equivalents (Norwegian Directorate for Children, Youth and Family 
Affairs, 2022). This must be considered a relatively low response rate, and it should be noted 
that full-time and permanent staff are over-represented. 

The survey was conducted anonymously, and the background questions were formulated to 
avoid indirect identification; however, this also entailed that key background variables, such 
as ethnic background, were excluded. This is an important limitation, as previous research 
suggests that workplace stressors may be more strongly associated with turnover intentions 
among minority ethnic professionals (Deery et al., 2011). Despite the anonymity, the fact that 
data were produced under the auspices of the Norwegian Directorate for Children, Youth and 
Family Affairs may have influenced how some respondents chose to answer.  

This article uses a subset of the survey data, with 870 respondents working at residential child 
protection institutions, which were: state-owned (547), non-profit (190) or for-profit (133). 
To determine the professionals’ own intention to leave the job, this study used the question: 
“I’m likely to actively search for a new job during the next year” (as a dummy variable where 
those who fully agreed with the proposition were coded as “1” and the remaining group as 
“0”). This single item for measuring an employee’s inclination to find new employment has 
proven to be a valid predictor of actual turnover (Sousa-Poza & Henneberger, 2004). Further 
questions concerned working conditions that were likely to be associated with turnover in-
tentions. These concerned satisfaction with structural employment conditions, relations with 
management, professional working environment and psychosocial working environment. 
Pertaining to all questions concerning such determinants, respondents could answer on a 5-
point Likert scale ranging from “not at all” to “to a very great extent.” To explore how various 
determinants of turnover cluster into broader identifiable dimensions, while preserving as 
much of the original variance as possible, we first ran a principal component analysis with 
varimax rotation (MacCallum et al., 1999). We then compared the means of each factor (com-
ponent) across the three types of service providers using Ordinary Least Squares (OLS) 
regression. Finally, we estimated the professionals’ inclination to leave the organisation as a 
function of the type of organisation they were employed in, again using OLS regression 
(Hellevik, 2007). To assess the importance of professional leadership—a key factor in a field 
that is inherently tied to high emotional stress (Wiborg, 2010)—we created an interaction 
term between the level of strain experienced by the professionals and their evaluation of the 
quality of leadership at their institution, as a composite factor based on the items listed in 
Table 2. 



Professionals’ Working Conditions and Turnover Intentions in Norwegian Child Protection 
Institutions 

  8 

Findings 
Table 1 provides the descriptive statistics for the background variables used in the analyses. 
We observed that there were major differences in the composition of the workforce. There 
were fewer employees with a relevant educational background (child protection/social work) 
in the for-profit institutions, and there were also fewer employees with continuing educa-
tional courses/supplementary training of relevance to the field. Respondents from for-profit 
institutions were about half as likely to hold a master’s degree as their counterparts in the 
other types of institutions. Similarly, relevant work experience was markedly lower among 
for-profit staff. These findings suggest important differences in the levels of professional qual-
ifications across the various institutional types. We observed that the professionals in for-
profit institutions were much more inclined than their counterparts in the other types of in-
stitutions to state that they were likely to actively search for a new job in the coming year. 

Table 1  

Descriptives 

 



Professionals’ Working Conditions and Turnover Intentions in Norwegian Child Protection 
Institutions 

  9 

Table 2 presents the results of the principal component analysis using all questions regarding 
reasons to consider leaving the job. The analysis identifies seven factors (Kaiser-Meyer-Olkin 
= 0.912, minimum eigenvalue > 1, accounting for 64% of the variance), emphasising features 
of the professional and psychosocial working environment. One can regard the identified fac-
tors as distinctive risk dimensions, representing empirically grounded tendencies that, when 
negatively evaluated, may contribute to professionals’ turnover intentions. 
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Table 2  

Reasons why professionals may leave jobs in residential child protection institutions: 
Principal component analysis results with varimax rotation 
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We constructed seven indexes from the principal component analysis to capture the different 
risk dimensions. Figure 1 shows how professionals at the different institutions scored on these 
risk indexes. We observe that professionals in the for-profit institutions reported significantly 
worse working conditions than those in public institutions on four of these indexes. They 
more frequently had issues with low-quality professional leadership within the organisation; 
they reported more strains due to work pressure; they found the quality of the collegial envi-
ronment to be poorer, and they more frequently reported challenging relations with external 
actors and inferior status in the public. There were no significant differences with regard to 
the factor of salary/career and experiencing threats from users’ relatives or network. On the 
important issue of work-family life balance, we observe the opposite pattern; professionals 
in for-profit institutions found it easier to combine work and family life. For all parameters 
but work-family balance and threats, professionals in non-profit institutions reported working 
conditions that were significantly better than those enjoyed by their counterparts in for-profit 
institutions. 

Figure 1  

Differences in mean scores on seven negative risk indexes by institutional affiliation 
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We subsequently analysed turnover intentions as determined by the type of service provider, 
individual characteristics of the professionals and their scores on the identified risk dimen-
sions. In the latter respect, we omitted the factor of threats from relatives or network, as it 
was not significantly correlated with the dependent variable, neither in the bivariate nor the 
multivariate model. Table 3 presents the results. The first model shows that, compared with 
those employed in public institutions, there was a stronger inclination among professionals 
working in for-profit institutions to agree to the proposition that they intended to search for 
a new job. This propensity was lower among newly employed workers (those with less than 
one year of work experience), permanent employees and employees who indicated that they 
had some kind of management role.  

The second model introduces the index measuring strain due to work pressure. As expected, 
scoring high on this risk dimension was associated with increased turnover intention. This 
association, however, diminished when, in Model 3, additional risk dimensions covering other 
aspects of working conditions were added. This finding suggests that inadequate manage-
ment practices within a given residential institution and poor professional environment 
among colleagues were more important determinants of professionals’ turnover intentions 
than the experience of work strain in itself. We observe that the explanatory power of the 
for-profit variable diminished when the working condition variables were included in the 
model. This indicates that the elevated turnover rate was partly attributable to for-profit in-
stitutions providing a poorer professional environment in terms of leadership and collegial 
community. A somewhat peculiar association between what we have termed poor external 
relations and turnover was observed. This suggests that, when accounting for the other risk 
dimensions, those who found it challenging to collaborate with external partners, such as the 
municipal child protection services, were less inclined to search for a new job.  

Underscoring the importance of management, we find that professionals who both experi-
enced their job as a strain and reported poor professional leadership were particularly in-
clined to declare intentions to search for a new job (Model 4). Figure 2 illustrates this point. 
Despite these findings, one discerns that the full model only has a moderate ability to explain 
the variation (16.5 per cent). This indicates that other unmeasured factors are likely to have 
played a significant role in professionals’ intentions to search for a new job. 
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Table 3  

OLS regression analysis of intent to search for a new job 
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Figure 2  

Interaction between assessed leadership quality and work strain on the likelihood of 
intending to search for a new job 

 

Discussion 
Our findings show systematic variation in self-reported working conditions across ownership 
types. The analysis indicates a reduced scope for professionalism in for-profit institutions, as 
reflected in the respondents’ reports of significantly poorer collegial environments and 
poorer professional leadership. They further link professionals’ turnover intentions to these 
specific risk dimensions. Although the analysis does not directly measure organisational strat-
egies, these differences can be interpreted in light of broader patterns discussed in the liter-
ature.  

Research comparing working conditions for professionals across public and private sectors 
has linked private settings to better working conditions for certain professionals, including 
doctors (Heponiemi et al., 2011) and schoolteachers (Brady, 2020). However, it can be argued 
that the influence of market logics is not uniform but varies with the nature of the service 
context—that is, whether professionals operate in environments that are characterised by 
user choice, such as health clinics and schools, or in settings where users are allocated. In the 
former context, where more resourceful users actively select services, organisations may pri-
oritise the recruitment and retention of professional expertise to enhance their attractiveness 
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to users. Conversely, in the latter context, the market logic may assert itself as private organ-
isations compete for public contracts by positioning themselves to serve users with particu-
larly high needs, offering flexible service arrangements and prioritising cost-minimising strat-
egies. 

The apparent specialisation among for-profit institutions in serving users referred on the 
grounds of behavioural problems is observed in both Norway and Finland (Toikko, 2017; Sta-
tistics Norway, 2024). This pattern may reflect a deliberate market-segmentation strategy, 
targeting a niche with particularly complex needs. Such a high-stakes niche arguably requires 
especially high levels of professional competence and stable staffing—a requirement that 
stands in contrast to the lower scores for professional leadership and collegial environments 
identified in this study.  

Social workers most often work in contexts characterised by users having little choice of pro-
vider. In this regard, our analysis of such a context aligns with that of Healy and Meagher 
(2004), which highlights how the privatisation of social services contributes to the employ-
ment of less-qualified workers, thereby increasing the potential fragmentation of social work 
professionalism. In line with this, we find lower levels of staff with relevant education, Mas-
ter’s degrees and tenure in for-profit institutions compared to other institutions with other 
ownership. However, the study cannot determine whether this reflects management deci-
sions in for-profit institutions or professionals’ preference to work elsewhere. 

Following the theory of institutional isomorphism, as institutions across ownership models 
are essentially subject to the same regulation, including norms for staffing, one would expect 
only minor differences in this regard. The fact that we observe significant differences may be 
explained by a decoupling between formal standards and day-to-day practices, rooted in the 
underlying institutional logics that prevail within residential institutions (Suddaby et al., 
2010). For example, the state’s specific competency standards for staff in leadership roles 
apply to all, but the propensity for seeking exemptions may be higher among for-profit insti-
tutions. International studies have even found for-profit institutions to be more likely to vio-
late legal requirements regarding staffing (Sen et al., 2024). 

Moreover, the interaction between the state as commissioner and service providers shapes 
not only the latter but potentially also the former. In line with system-theoretical perspectives 
(la Cour, 2012; Åkerstrøm Andersen, 1996), such interaction may induce public authorities to 
adopt elements of market logic themselves. In contexts where the state relies on external 
providers to fulfil statutory responsibilities, authorities may have practical incentives to grant 
exemptions or overlook regulatory breaches in order to ensure service continuity, contain 
costs or avoid political liability. From this view, decoupling between formal standards and 
actual practice may emerge not only from providers’ strategies but also as a mutually sus-
tained configuration shaped by interdependent interests. Empirical examples of such dynam-
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ics can be found in adult social care in the UK, where regulators have been observed to sys-
tematically overlook providers’ violations so as to sustain service capacity (Goodair et al., 
2024). However, such mechanisms may only be at play to a limited extent in Norway, where 
the licensing of residential care in child protection places great emphasis on professionalism 
and professional methods, also in comparison with the Nordic countries of Sweden and Fin-
land (Pålsson et al., 2022). 

The findings reveal an interesting pattern when comparing non-profit and state-owned insti-
tutions. Despite operating within the same competitive tendering market as for-profit insti-
tutions, non-profit institutions align closely with state-owned institutions in key dimensions 
that are indicative of the scope for professionalism, such as the quality of professional lead-
ership and the professional collegial environment. This parity is notable, given that non-prof-
its report significantly higher work strain and poorer salary and career opportunities com-
pared with their public counterparts. These differences suggest that non-profits face unique 
operational and resource-related challenges, yet their civil-society-oriented logic appears to 
sustain professional environments that rival those of state-owned institutions. 

It is notable that the analysis did not find professionals in for-profit institutions scoring higher 
on the risk dimension regarding threats from relatives, given that these institutions have a 
higher proportion of placements based on behavioural issues, as discussed above. Somewhat 
unexpectedly, professionals in for-profit institutions reported a better work-family life bal-
ance. We know that there are notable differences in the regulation and practice of working 
hours across for-profit, non-profit and public child protection institutions, with the latter 
much more likely to work extended shifts, or shifts exceeding 24 hours (NOU 2024:17). Self-
selection into these institution-specific work-time regimes, based on individual family circum-
stances that were not accounted for in our analysis, may lie behind this finding. 

Another unexpected association was that professionals who reported greater difficulties in 
collaborating with external partners were, when other factors were accounted for, less likely 
to express intentions to leave their jobs. It is possible that experiencing the surrounding envi-
ronment as hostile, or as critical to one’s methods or approach, brings about a sense of en-
trenchment or defensiveness, making professionals feel compelled to remain in their current 
position. 

Conclusion 
Using survey data, this study has compared working conditions and intentions to look for a 
new job across public, for-profit, and non-profit residential child protection institutions. The 
study offers insights into important contrasts between them. We have highlighted the rele-
vance of distinguishing between contexts where users choose service providers and contexts, 
as is the case in residential child welfare, where allocation is controlled by the authorities. 
This distinction helps to interpret how market logics in for-profit settings, where providers 
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compete for state contracts rather than for users, may reduce the scope for professionalism 
by potentially weakening incentives to invest in staff qualifications, professional collegial 
structures, etc. This dynamic may occur even in Norway’s relatively stringent regulatory envi-
ronment, where licensing procedures place strong emphasis on professionalism and profes-
sional methods. Although we can only point to plausible mechanisms suggested by theory 
and extant literature, this perspective adds nuance to new institutionalism and contextualises 
our empirical finding that the level of professional qualifications, broadly understood, is sub-
stantially lower in for-profit residential institutions. This finding is in itself notable, as research 
on work environments suggests that workplaces with a stable and higher proportion of pro-
fessionally trained staff are more likely to develop a collective, participatory environment. 
This is because professions tend to develop shared standards and norms, a stronger sense of 
occupational identity and greater engagement, all of which contribute to a supportive psy-
chosocial work environment (Knudsen et al., 2011). High staff turnover, in contrast, can erode 
these collective dynamics.  

Indeed, the study finds that professionals in for-profit institutions are more likely to express 
intentions to leave their jobs. This is consistent with research in other social service fields that 
has found that, where users are allocated by the authorities, working conditions appear to be 
worse in for-profit settings (Kröger, 2011). Two risk dimensions seem to be particularly im-
portant in explaining professionals’ turnover intentions. First, the quality of management, in 
terms of leadership and professional competencies within child protection as well as routines 
for attending to the strain involved in this form of intensive care work, stands out as im-
portant. Second, our findings indicate that the quality of the collegial working environment 
plays a significant role in shaping turnover intentions. This risk dimension, concerning infor-
mal social norms and support among workers, is known from classical workplace sociology to 
act as a buffer against poor management (Lysgaard, 2001 [1961]). In line with findings from 
other social service fields, where collegial mechanisms are crucial for managing high work-
loads (Berlin et al., 2022), our study also highlights the importance of the professional-colle-
gial environment in residential child protection institutions. On one aspect, the for-profit in-
stitutions stood out positively—the study suggested that the work-time arrangements pro-
vided at these institutions often align with their employees’ preferences.  

The study underscores the importance of management quality and the professional-collegial 
environment. With regard to management, we highlight structural factors such as the level of 
professional competence and relevant experience. In this sense, our analysis differs from 
Tham’s (2007) Swedish study, which emphasises affective and relational aspects of manage-
ment—such as employees feeling “rewarded,” “valued,” and “taken care of by management.” 
Although important, we suggest that these factors should be situated within the broader 
structural-institutional conditions that make meaningful professional support possible. De-
spite regulations aimed at ensuring uniform professional standards across different types of 
service providers, as well as sociocultural processes that may work to further the convergence 
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of management strategies, the contrasting institutional logics discussed in this paper still 
seem to play a significant role. At a time when the group of users placed in child protection 
institutions is presenting increasingly severe challenges, particularly in terms of mental health 
(NOU 2023:24), it becomes crucial to address the structural conditions of turnover associated 
with ownership models, with their implications for continuity of care and the erosion of pro-
fessionalism.  
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Abstract 
This study examines how two collaborating professions, midwifery and 
obstetrics, are influenced by women requesting caesarean sections. The 
empirical material consists of semi-structured interviews with Swedish 
midwives (n=6) and obstetricians (n=6). Analysed through Tilly’s terms, the 
categorical pair and triad, midwife and obstetrician function as complementary 
categories in a triad with the women they encounter. Midwifery is a profession 
with connotations of closeness, understanding, and a unique connection to 
birth. It is challenged when women reject support or the idea of vaginal birth as 
empowering. Obstetrics, as a profession, relates to medical expertise, distance, 
and overview. It is challenged when their knowledge and authority are rejected. 
Both professions rely on each other’s complementary roles for support. The 
midwife draws on the obstetrician’s authority, while the obstetrician draws on 
the midwife’s empathic knowledge of the woman. When strongly challenged, 
they uphold their defined positions by questioning the woman’s judgement and 
rationality. 
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Introduction 
Midwives and obstetricians, the two primary professions in maternity care, have been argued 
to define themselves as each other’s opposites. Midwives have traditionally been women and 
associated with female-coded values, such as intuition, care, and low-risk, “natural” births. 
Meanwhile, physicians have traditionally been men and associated with historically male-
coded values of distanced professionalism, biomedical expertise, and use of instruments in 
complicated cases (Hildingsson et al., 2016; Reiger, 2008; Öberg, 1996). As we will show, these 
perceptions of the two professions are prevailing but not unchallenged. In Sweden, midwives 
have a comparably strong position, currently and historically. Still, maternity care has a hier-
archical structure with the obstetrician as the authority (Hildingsson et al. 2016; Öberg, 1996). 
This article will shed light on how these two professions, midwifery and obstetrics, define and 
negotiate their roles in a context that provides unique challenges when they encounter 
women who request a caesarean section (CS). The request for a CS without a medical indica-
tion provides a scene to study the interplay between midwives, obstetricians, and patients 
when the roles and hierarchies of maternity care are challenged. While the roles of midwives 
and obstetricians in Swedish maternity care have been described in generic and rather con-
sistent terms in previous research, focusing on a specific situation provides new perspectives.  

Historically, midwives were women with an informal expertise in birth who lived and worked 
close to their patients. Thus, they also functioned as gatekeepers for the first provincial doc-
tors when they entered the scene. By the mid-1800s, the balance had shifted, and physicians 
had a broadly accepted authority (Johannisson, 1990). This was also the time when the idea 
of physicians’ using the best evidence in making decisions about the care of individual patients 
started to develop (Sackett, 1997). The professionalisation of educated midwives has its start-
ing point around 1870. Initially, it re-strengthened midwives’ positions, but by the early 1900s, 
physicians had control over midwife education as well as over their professional jurisdiction. 
Swedish midwives organised and strived for longer education with more theory, for less re-
sponsibility for nonmedical labour in the hospitals, and for the right to use instruments during 
complicated births (Öberg, 1996). Swedish physicians worked on keeping their own profes-
sion exclusive, keeping the number of active physicians low in comparison to most of Europe 
(Carlhed Ydhag, 2020; Öberg, 1996). Midwives were expected to handle acute complications 
in the physician’s absence, especially in the sparsely populated areas of northern Sweden. If 
complications occurred in the physician’s presence, the midwife stepped back. This may in 
part explain the strong position and independence of Swedish midwives and the fast hospi-
talisation of birth during the early 1900s, as it made it possible for physicians to be accessible 
for many births managed by midwives simultaneously (Öberg, 1996). 

Research on midwives’ professional position has taken different normative standpoints. Some 
emphasize the empowerment in close midwife-patient relationships (Hildingsson et al., 2016; 
Larsson et al., 2019; Wulcan & Nilsson, 2019), while others argue that midwives perserve their 
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subordination by toning down their professional skills, allowing obstetricians to claim tech-
nical expertise as their arena (Reiger, 2008). Swedish midwives do not have a history of readily 
accepting their niche. Still, physicians monopolised the expertise in complicated births over 
time, partly by controlling midwife education. Birth complications were initially something all 
physicians were expected to handle (Öberg, 1996), and obstetrics became a speciality only in 
the 1950s (Carlhed Ydhag, 2020). Öberg (1996) argues that, by then, physicians had won the 
battle over the birth clinic and were the widely accepted profession in charge. The two pro-
fessions have since proceeded by carving out their respective niches in cooperation.  

Women’s preferences have also shaped the development of birthing practices and reproduc-
tive healthcare. Öberg (1996) has argued that women’s preferences were an important factor 
driving the hospitalisation of birth around 1900 and an accurate measure of the quality of 
care. When the number of deaths was higher in hospitals, most women preferred home birth 
with a known midwife. When antiseptics were discovered and hospital births became safer, 
they also became more popular. 

Viewed as a study of professions, this work examines the interplay between a classic profes-
sion built on basic, generally recognised, robust scientific knowledge that unites and stand-
ardises practices, and a semi-profession, with less autonomy and more emphasis on commu-
nicative methods (cf. Brante, 2013). Although the professions of midwifery and obstetrics 
have been studied individually and comparatively, negotiations of their roles in concrete, real-
life situations remains less studied. A few studies have focused on how women requesting CS 
perceive their encounters with healthcare and are perceived by professionals. By investigat-
ing how professions interplay when encountering them, this study provides an important link 
between studies of the professions in maternity care on an aggregated level and studies fo-
cusing on patients.  

Professional perspectives on birthing  
In this study, the power dynamics between the professions in maternity care were analysed 
through interviews with Swedish midwives and obstetricians about working with women who 
request CS. In Sweden, a woman who wants a CS without a medical indication can apply for 
it on maternal request, which is called “by psychosocial indication.” The final decision is made 
by an obstetrician, but a midwife is involved in providing counselling and information for the 
woman (Svensk förening för Obstetrik och Gynekologi, 2011; Wulcan & Nilsson, 2019).  

Research consistently shows that the power balance between midwives and obstetricians has 
a substantial impact on how birthing and maternity care is understood (Hildingsson et al., 
2016; Panda et al., 2018a; Lyckestam Thelin et al., 2019). Obstetrician domination is associ-
ated with standardised, evidence-based maternity care where birthing is seen as a medical 
event, and risk and safety on an aggregated level are in focus (Reiger & Morton, 2012). Mid-
wives are seen as involved in the longer process from pregnancy to motherhood, where giving 
birth is part of a transition in life, and as advocates for individualised, autonomy-focused care 
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and natural birth (Reiger & Morton, 2012; Öberg, 1996). Discussions on patient autonomy 
regarding mode of birth are an arena for expressing professional norms and ideals. In Sweden, 
there has been a heated debate on whether CS on maternal request should be added to the 
few exceptions from the ground rule that a patient cannot demand surgery, as stated in Swe-
dish healthcare legislation (Health and Medical Services Act, 2017). If that were accepted, the 
third category, the birthing women, would step into the field where the two professions have 
divided their responsibilities. 

CS is regarded as an exception in Sweden. The general levels have been slowly rising since at 
least the 1970s, but are still low by international comparison (National Board of Health and 
Welfare, 2015). The Swedish system, which is tax-funded and mainly a public healthcare sys-
tem, has been shown to correlate with low levels of CS on maternal request (Loke et al., 2019; 
Panda et al., 2018b). The presence of a “normal birth culture” in the public and medical dis-
course has been argued to strongly influence professional decision-making about CSs and 
dominate in Sweden due to the strong position midwives hold (Hildingsson et al. 2016; Panda 
et al., 2018a). International research on the influence of maternal preference on CS levels is 
inconclusive (Begum et al., 2021; Panda et al., 2018b). In Scandinavia, 6–8 percent of women 
prefer CS to vaginal birth (Løvåsmoen et al., 2018). Women requesting CS challenge the Swe-
dish discourse that vaginal birth in a hospital is the ideal mode of birth (Lindgren, 2006) and 
are thus considered difficult to work with (Eide et al., 2019; Johansson, 2023). Research on 
women giving birth shows that some experience vaginal birth as a rite of passage into true 
womanhood (Lyckestam Thelin et al., 2019) while others describe it as an expected rite of 
passage that creates unreasonable judgment when rejected (Lindgren, 2006). 

This discourse is also present in Swedish research. A preference for CS is predominantly con-
nected to fear of childbirth and presented as a problem in need of explanation and solution. 
Medical research has focused on fear of childbirth as a psychiatric condition related to anxiety 
and depression (c.f. Nieminen, 2016; Sydsjö et al., 2015; Zhang et al., 2021). Nursing studies 
have focused more on low self-efficacy regarding birthing, which has been related not only to 
mental health but also to a medicalisation that makes women expect a medical professional 
to take charge. This medicalisation is argued to harm women’s trust in their natural ability to 
give birth, which is in turn connected to a lack of bodily awareness and connection between 
body and mind in a broader sense (c.f. Larsson et al., 2019; Sahlin, 2020; Wigert et al., 2020).  

Aim 
The aim of this study is to understand how two collaborating professions, midwifery and ob-
stetrics, are influenced by the patients they are working with. We study this in a critical con-
text, where women request caesarean sections. It provides an example of how the two pro-
fessions redefine themselves and relate to each other, as well as to the birthing women, in a 
challenging situation where general ideals and goals for the professions’ collaboration cannot 
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follow ordinary routines. This study will hence deepen the understanding of the intraprofes-
sional dynamics. With the help of Charles Tilly’s understanding of durable inequality, we dis-
cuss the results through his terms, categorical pair and triad. This framework provides a new 
lens to view the intraprofessional interplay in maternity care, compared to the more tradi-
tional organisational theories previously used to understand their positions in Sweden (see 
Öberg, 1996; Carlhed Ydhag, 2020). It is well-suited to understand how hierarchical relation-
ships between groups—in this case, professional groups—develop over time.  

Methods and materials 
The analysis emerged from an interview study conducted at two clinics between April 2021 
and March 2023. The clinics were selected through a purposive sampling method, based on 
three factors: the size of the clinic’s catchment area, distance to the closest neighbouring 
clinic, and geographical placement. Clinic 1 serves a mid-sized region as its sole birth clinic in 
the mid-parts of Sweden. Clinic 2 is one of five birth clinics in a geographically small but 
densely populated southern region. The clinics represent the two most common combina-
tions of the factors used. All interviewees but one midwife work in specialist maternity care 
teams for fear of childbirth, where all requests for CS on maternal request are processed. 
Most also work at the generic maternity ward concurrently. Request for CS is an exception, 
also in the teams for fear of childbirth, thus the professionals mostly meet women who prefer 
vaginal birth or are unsure of mode of birth. At clinic 1, two midwives and two obstetricians 
were interviewed, all women. At clinic 2, four midwives, all women, and four obstetricians, 
three women and one man, were interviewed. This mirrors the gender division of obstetri-
cians and gynaecologists in Sweden (National Board of Health and Welfare, 2021), and male 
midwives are so few that they disappear entirely in the national statistics (National Board of 
Health and Welfare, 2024).  

All participants were informed both verbally and in writing about the project, the confidential 
treatment of their information, and their rights as participants. The interviews ranged from 
one to two hours and were transcribed verbatim. Due to the COVID-19 pandemic, clinic 1 
interviews were conducted over video link. Clinic 2 interviews were conducted at the clinic, 
except one, which took place at the university for practical reasons. The interviews were semi-
structured and focused on the work with women who prefer CS. They were guided by ques-
tions from four themes: decision-making, professional perspectives on the women, coopera-
tion with other professions, and organisation and practical circumstances. 

At the outset of the thematic analysis, three key themes stood out in the material as the in-
terviewees focused on them the most: the roles of the obstetrician, the midwife, and birthing 
women as patients. All text about these themes was extracted for further thematic coding. 
The theme birthing women was by far the largest but also the most homogeneous. A thematic 
analysis according to Hayes (2000) was used. The first three themes were coded into catego-
ries and sub-categories at three levels, also guided by the empirical material.  
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In Swedish, the literal translation of obstetrician (obstetriker) is rarely used; most interview-
ees used the general term for physician (läkare). For this article, the term obstetrician is used 
when participants clearly refer to obstetricians and physicians when a speciality is not in-
ferred. When using quotes, participants are referred to with clinic (C1 and C2) and profession 
in order of interview (O1/M1 for the first interviewed obstetrician/midwife at that clinic). 

Social categories in maternity care  
The sociologist Charles Tilly’s understanding of durable inequality and social categories con-
stituted the starting point of the analysis. Tilly (1999) has argued that categories are con-
nected primarily to social contexts and gain stability and durability when enacted in a conse-
quent manner by interchanging individuals. While all categories are contextual, some are 
more local than others. For example, patients are patients in relation to healthcare, not in 
relation to their family, working group, or other contexts. In Tilly’s conceptualisation, patient 
thus functions as an internal category, specific to the local context of healthcare. External 
categories are connected to wider societal contexts. The category pregnant woman stays rel-
evant when the woman leaves the hospital; thus, it is an external category, possible to use in 
several contexts, with varying connotations. 

Tilly (1999) goes further and shows how categories are connected by larger and smaller units. 
The smallest unit is the categorical pair. Categorical pairs are linked categories that gain rele-
vance through each other by presupposing each other while also being clearly different and 
mutually exclusive. Physician-patient is a clear example. The physician has no role to play 
without a patient. Their interaction is directed by local knowledge about proper enactment 
of categories, concretised by scripts, that is established through repetition, attrition, and 
habit, which in turn construct expectations. The next unit for linked categories is a triad. It 
consists of three categories that are all linked to each other in similar ways. Tilly considers ties 
between categories as stable if the gain of the tie is larger than the cost to uphold it. For a 
stable triad, a certain symmetry is required, but all ties must not be equal. For example, if two 
categories have an equal and rewarding relationship, a triad with a third category is more 
stable if the first two have similar relationships to the third. A triad of two groups of physicians 
with different specialities of equal status and a patient who also holds them equal could be 
an example of a stable triad. In this study, we view midwives and obstetricians as a pair of 
professionals. They are colleagues, and they form a triad together with patients. However, 
their collegial relationship contains a difference in authority, which would also require some-
what different ties to patients for the triad to be stable. Hence, if birthing women relate dif-
ferently to the two professions in a way that is compatible with the division of work the pro-
fessions have agreed upon, this will ensure the stability of the triad. Using Tilly (1999), mid-
wives’ historical cooperation with physicians could be connected to sorting by gender and 
class as external categories, and ranking, where midwives have accepted a certain amount of 
subordination to uphold a niche that entails a unique, femininely coded role at the birth clinic. 
While historically contested by midwives, this hierarchical but complementary relationship 
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has been agreed upon between the professions over many years (see Öberg, 1996). In our 
analysis, we will focus on how the pair is constituted as a base for understanding how the 
third category, the birthing women, influences the categories in the pair when they are parts 
of a triad.  

The three categories from the professions’ perspectives 
In the following three sections, we show how the three categories are involved in the inter-
play around birthing in general and the specific situation where birthing women want a CS. 
The empirical material shows how the interviewed midwives and obstetricians reason, which 
we argue is based on how they perceive the professional categories they belong to and 
collaborate with.  

The midwives: Time, closeness and depth  
When the midwives were discussed in the interviews, three assets in the borderlands be-
tween personal qualities and professional abilities were stressed consistently: time, close-
ness, and depth. When asked about their main task, most midwives talked about providing 
support and ensuring that the woman has a positive birth experience. The midwife was pre-
sented as someone who has important qualities that are hers both as a person and as a mid-
wife. These two dimensions were rarely separated.  

The first asset is time for emotion. Conversation was presented as the midwife’s most im-
portant tool, and they stressed the importance of taking time to let women talk until they feel 
finished. In this context, listening was presented as a competence specific to the midwife pro-
fession. 

We get involved, a midwife and an obstetrician, with this woman, and she can have 
regular visits with the obstetrician but also see us because we often make time for 
longer conversations and talk more in-depth about, what is the fear about, do you 
have something lingering from previous births. (C1, M1) 

Obstetricians also argued that midwives have more time to spend with the women. The time 
that midwives can give makes it possible for women to put words to their fear, which was 
framed as crucial for finding a solution, whether it is a birth plan for medical interventions or 
psychological support. Time is also a prerequisite for the midwife’s second asset: an ability to 
form a close bond. A male obstetrician put it as follows:  

The midwife manages the greater part of supporting the women. They often have a 
better emotional connection to these women; due to their professional role, they 
somehow have a different connection to maternity care and, to being a woman, 
maybe. It sounds fuzzy but, midwives have a role like a mother or an older sister. Like 
a woman being there for other women, and for children too. (C2, O1)  
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Here, the closeness between the woman and the midwife was explicitly gendered, which was 
unusual. Still, the notion that the midwife can relate more to the pregnant or birthing 
woman’s situation was predominant in stories from both midwives and obstetricians, regard-
less of gender. The ability to understand on an intuitive level was sometimes described as a 
double-edged sword that makes it easier to break through to closed-off women, but more 
difficult to remain professional: 

To be very emotionally engaged can be a really good way to get these women to re-
think things because you become very close on some sort of professional level. But it 
can also blind you; you get affected and have to say to yourself, “I have to get it to-
gether; she is scared, and she is worried, but a CS is not the solution.” (C2, M3) 

From the obstetricians’ perspective, an important difference between the professions was 
that midwives can allow themselves to form opinions about what is best for individual women 
based on the close, interpersonal connection, without having to articulate strong arguments. 
The midwives were thus understood as freer in their professionalism:  

As a midwife, you don’t have to decide on CS, and then I think it might be easier to say 
that we won’t do a CS, or, for that matter, that this will never work; we have to do a 
CS. (C2, O3)  

While expressing that midwives have it easier in this aspect, obstetricians also argued that 
having the midwife disconnected from the decision can promote continued work with women 
who are denied a CS. Some midwives also mentioned that not having to say no can serve the 
alliance with the woman, but they did not frame it as having less responsibility or easier tasks. 
Rather, they argued that they have a unique perspective: a deep understanding of birth and 
the meaning of the birthing experience on a universal level, which is the third asset. Midwives 
stressed the positive aspects of natural, vaginal births with as few interventions as possible 
as an important part of their profession: 

As midwives, we think more [than obstetricians] about the healthy and healing aspects 
of giving vaginal birth, no matter what a woman has experienced. /…/ We have a 
strong belief that it affects a woman to give vaginal birth in a very, very positive way. 
(C2, M2)  

The meaning of vaginal birth is presented both as a midwife speciality and as something im-
portant to women, which could be seen as an expression of how the professional mission and 
self-perception colour the understanding of the patient and her needs. 
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In sum, the midwife was presented as someone who has time, the ability to form a close bond, 
and a unique and deep understanding of birthing. These assets were presented as both per-
sonal and professional, built on knowledge and intuition. Implicitly or explicitly, they were 
connected to the midwife, embodied as an experienced woman.  

The obstetrician: Knowledge, distance and overview  
When the obstetricians were discussed in the interviews, they were framed as consultants 
who enter the process of pregnancy and birth with specific medical knowledge and an unam-
biguously professional role. When described in general terms, the obstetricians’ profession 
was understood based on three assets: knowledge, distance, and having an overview. Their 
competence regards the assessment of medical risk and safety. The first asset is scientific 
knowledge. Some argued that a CS is like any other intervention where a physician has 
knowledge about the human body and possible outcomes: “To become an obstetrician, you 
must do an internship where you have a basis in a lot of other specialities too, and you get 
used to thinking in terms of risk and consequence all the time” (C2, O2).  

Nevertheless, obstetricians also stressed the importance of a good reception. While midwives 
presented interaction as a natural part of their profession, the obstetricians often described 
themselves as different from other physicians for endeavouring to form good relationships. 
Many of them had considered other specialities where interaction is important, such as psy-
chiatry and paediatrics. Midwives also argued that “their” physicians are different as they are 
more sensitive to women’s psychological needs and listen to the midwives when they advo-
cate for them:  

We all agree that women should be helped to deliver their child in the way that is best 
for her well-being, and for a small proportion of women, that will always be a CS. /…/ 
There are physicians who don’t share that point of view, but our physicians they listen 
to our assessments. (C1, M2)  

Still, obstetricians presented listening and providing support as secondary to their primary 
role of providing medical expertise. They did not claim to strive for the deep connection and 
understanding that the midwives do. The second asset stressed is professional distance. Trust 
in the obstetrician was discussed as trust in the profession, not the specific person. The ob-
stetrician’s authority at the clinic can provide the women with a sense of security:  

I think trust is a sense of security, at least with me, to believe what I say. About what 
is best medically, but even more that what I say will be followed. If we decide to give 
vaginal birth a try and make a plan, they can trust that the plan will be followed. (C1, 
O2) 
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In relation to women who wish for a CS, both professions emphasised the obstetricians’ role 
as decision-maker, arguing that a professional distance was especially important. Obstetri-
cians often talked about this responsibility as demanding and difficult. They are the ones the 
woman tries to convince and becomes angry with if she does not get her way.  

Then, [after saying no] I am the mean doctor, and they want to see someone else. We 
had to deal with that /…/ that some women got a no, and then they wanted a second 
opinion within our team. (C2, O2) 

As in the quote above, many described how women do not give up but try to get a second 
opinion. Having the decision connected to the obstetricians as a person is considered a prob-
lem, as they become “the mean doctor.” At both clinics, the decision is made within the team 
for fear of childbirth, either by the obstetricians or by representatives of both professions. 
While one person still makes the official decision, all described this routine as a source of 
support and security, as well as a strategy to disconnect the decision from the individual ob-
stetrician. Being part of a team makes the decision part of a larger agenda which is managed 
by both a professional agreement and administrative rules. As a result of general medical 
knowledge and professional distance, the third asset of the obstetrician is an overview, where 
the individual patient is seen in the context of public health. It was argued that the obstetri-
cians have more responsibility for looking at the bigger picture:  

In this profession, we know that performing CS randomly, allowing those numbers to 
skyrocket, isn’t good for anyone. For the individual, it might work out well, but we’ll 
end up with a lot of complications that might not be so beneficial for the population 
at large. /…/ I think about public health, and I believe that when working in healthcare, 
there’s a responsibility to strive for good public health in the long term. (C2, O3) 

While obstetricians mainly stressed their competence in understanding public health, the 
closeness between the midwife and the woman came back as an argument for the same divi-
sion of responsibility when presented by a midwife:  

To keep the statistics on CS down, it’s a pretty high goal that the obstetricians are 
really focused on. If you can give vaginal birth, you should be strongly encouraged to 
do so, and the obstetricians are more driven than the midwife, who is closer to the 
patient during labour. (C1, M1) 

In sum, obstetrics as a profession is strongly connected to medical knowledge, professional 
distance, and a general responsibility for public health. Trust is presented as crucial for 
obstetricians. When trusted, they can more easily use their expertise and guide their patients 
towards a medically safe birth, and displaying the expertise is also a tool to create trust.  
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The fearful birthing woman presented by midwives and obstetricians 
As this is a study of the professions, the birthing women themselves were not interviewed. 
Still, the women are present in the professionals’ stories as they uncover how they perceive 
women wanting CS as well as their own view of ideal birthing. Both professions highlighted 
the norm of vaginal birth by talking about it as being medically best. They considered women’s 
stern wish for CS as an expression of some form of underlying problem that they did not fully 
understand:  

We have, I think, an assumption that it’s odd to want to give birth with CS. The woman 
wants to be cut, to have major abdominal surgery, to extract a child who could have 
come out another way. That it’s irrational. (C2, O1) 

While the medical arguments were the most frequent from both professions, many also ar-
gued that a vaginal birth can have a psychologically positive function for the woman’s self-
esteem:  

A woman with low self-esteem can generally be incredibly strengthened. If she is 
afraid of pain, maybe of the unknown, of losing control, and just generally of giving 
birth. Many women are, but especially those we meet, and they can be incredibly 
strengthened by finding the courage to give vaginal birth. (C1, M2)  

Moreover, many also argued that vaginal birth could be empowering for women who have 
been abused and/or have more severe psychiatric conditions, but that there are often not 
enough resources to get to a point where the woman is ready. Relating to the assets of their 
respective professions, midwives were more prone to argue that there was not enough time, 
and obstetricians were more prone to argue that they did not have enough knowledge. From 
their different perspectives, their arguments take the starting point of CS being an abnormal 
way of giving birth that should be avoided. 

When discussing decisions about birth mode, there was a shared ambition for a positive birth 
experience with as few complications as possible. Obstetricians focused more  on the medical 
aspects and could view the experience as secondary. This position is most strongly expressed 
here, where the notion of the birth experience as important and transforming, often stressed 
by the interviewed midwives, is directly challenged:  

These days, there’s this widespread idea that it should be so wonderful to give birth. I 
don’t understand who came up with that or where it came from or why it has become 
so domineering because there’re very few who actually think that it’s this amazing 
experience. /…/ It hurts like hell, and it’s sweaty, and there’s blood and piss and poop 
and all of that, but that’s secondary to what you get for your efforts. (C1, O2)  
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More often, both midwives and obstetricians said that a positive birthing experience is more 
important than vaginal birth. “The goal can’t just be vaginal birth. The goal must be a safe and 
secure woman and a good birth experience where we find a reasonable way by working to-
gether.” (C1, M1). 

In conclusion, a positive birth experience is the main goal for both professions. In most as-
pects, they reasoned in similar ways. The shared professional perspective on women with a 
wish for CS is that it comes from psychological or psychiatric problems or from traumas like 
sexual abuse or an earlier complicated birth. 

The categorical pair: Midwives and obstetricians as trusted 
colleagues 
The midwife and the obstetrician can be seen as ideal types where contrasts are used to tease 
out their respective professional position as classical and semi-professions. When midwives 
and obstetricians work together, their different expertise functions as complements. The ob-
stetricians’ science-based procedural knowledge is combined with the midwife’s knowledge 
and communicative skills in a well-established role division. Thus, they are a categorical pair, 
as Tilly (1999) described. The categorical pair is constructed by uniting two unequal categories 
with well-defined boundaries, where one is subordinated to the other. Tilly (1999, p. 84) has 
argued that categorical inequality is not necessarily bad. It can facilitate collective production. 
Still, the inequality also facilitates exploitation and produces differences in individual capaci-
ties. In the interviews, the professionals talked about how they relate to each other and work 
together. Many spoke of how the two professions complement and trust each other. Firstly, 
the midwives’ closeness to the woman and the insights gained from spending time with her 
make her an appreciated colleague. Obstetricians spoke of the midwives as colleagues who 
contribute new perspectives and whom they trust to provide a solid basis for decision-making. 
Trust was an especially evident aspect at the first clinic, where large distances were a reason 
to keep the number of appointments down. The obstetrician’s role as decision maker was 
sometimes presented as close to symbolic:  

If the patient is 250 kilometres away, it’s really unnecessary for her to come here to 
see me just to decide what she and the midwife have already talked about, for exam-
ple, an induction. Then it can be like, a short note from the midwife in her medical 
record, “Is it ok if I set her up for induction?” and then I look at her records and be like, 
“Sounds good, let’s do that.” (C1, O1) 

Midwives expressed that while the obstetricians need access to the midwives’ knowledge of 
the individual woman, midwives need the obstetricians’ more specialised medical knowledge:  

It goes both ways; the obstetricians can’t make good decisions without us, and we 
can’t make good decisions without them sometimes if it’s a complicated birth. We 
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handle the normal births, but with the complicated births, we need each other. (C2, 
M1) 

Obstetricians presented the midwife as an ally and source of support when making difficult 
or unpopular decisions. In these situations, having a midwife who has worked closely with the 
woman on one’s side was presented as a source of security. Midwives described a positive 
relationship in terms of obstetricians who listen to midwives and appreciate their perspective, 
but who can also take over when the relationship-based work has been unsuccessful, and 
more authority is needed. One midwife answered the question of when she involves an ob-
stetrician:  

Most often, I have met with the woman, and maybe her partner, a couple of times, 
and I feel that I can’t get anywhere; she insists that she wants to see an obstetrician, 
and she wants a CS. Then I talk to the obstetrician first. /…/ and then the obstetrician 
can take over. Most often, we agree. (C2, M4) 

The obstetrician’s professional distance can also be valued when the closeness between the 
midwife and the woman becomes too demanding. While the less emotional perspective of 
the obstetrician can be appreciated, midwives held engagement and care for patients as a 
standard for both professions. This was not taken for granted with all physicians, but many 
described the obstetricians in the teams as special, in that they think more about the holistic 
experience of birth and listen to the midwives:  

There are different factors that enhance the risk of CS. That you can’t spend enough 
time in the room, that you have too many patients, etc. I think the obstetricians who 
come here, they want to work differently; they come from these large clinics and don’t 
want to work like that anymore. If you involve them early, then we get on the same 
track and think more alike. (C2, M1) 

Though midwives are excluded from explicit decision-making, they can influence the obste-
tricians by influencing them to take the midwife’s perspective to some extent. In contrast, 
midwives could describe interactions with other physicians who do not listen to midwives or 
patients.  

Cooperation within the teams was presented in predominantly positive terms, as based on 
mutual trust. Obstetricians trust midwives to provide valid input and take responsibility for 
decisions based mainly on the midwife’s word. Midwives trust obstetricians to listen to and 
respect their competence. Both professions discussed cooperation with an awareness that 
the obstetrician can override both midwives and patients. Many of the midwives’ positive 
statements were expressions of trust that this option would not be used excessively. In sum, 
the two professions talked about their way of functioning as a categorical pair, revealing the 
obstetricians’ superiority without reducing the role of the midwives. 
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A complex triad: Midwife, obstetrician and birthing woman 
When the categorical pair of professions works in relation to the birthing women, they form 
a triad. This triad can be related to the idea of evidence-based practice, where professional 
expertise is to be combined with the best available scientific knowledge and the influence of 
individual patients’ predicaments, rights, and preferences (Sackett, 1997). According to Tilly 
(1999), a triad is a social configuration that consists of three categories with ties to each other. 
Tilly (1999, p. 49) has argued that stable pairs tend to recruit third parties jointly, and as both 
professions are dependent on access to birthing women, they both include them in the triad. 
Yet, the birthing woman is a person, subordinated to both professions in this situation, as she 
is depending on the decisions made and actions taken. While the professions are internal 
categories in the context of the birth clinic, the woman is strongly coloured by external fac-
tors; her identity is not primarily formed by the clinic. The interaction between the profes-
sions and the women is formed by a desire to make her fit into the category properly, so that 
the triad can work in line with the script that is valid for the context. Within the  script, the 
professions can improvise to position themselves and uphold their categorical identities. 

When positioning themselves in the triad, obstetricians claimed to have a way of thinking in 
terms of risk and safety due to their medical training, a perspective that the midwives are 
argued to lack. Thus, they are both professions, but with different perceived competencies, 
which highlights that they are not one, but two categories. This was expressed by one obste-
trician as follows: 

We are coloured by our other activities. When you must always weigh, if I do this, it 
can have these consequences, if I do that… We never have the option to do nothing. 
The patients only come to us when they need help, and it’s different for a midwife. 
(C2, O2) 

As shown, midwives claimed to have a more holistic view, where giving birth is part of a longer 
process, and an existentially important part of a woman’s life. Some claim to be responsible 
for the experience and context of birthing to the extent that she can deny entrance to the 
obstetrician in certain situations. 

I think the midwife has a really important role as the protective shield in the room. To 
say: “No further with that kind of energy; you leave that outside.” /…/ If someone 
comes in with a stressful energy, and everyone has an adrenaline rush, then it will 
affect the woman and /…/ the labour wears off. (C2, M1)  

Through their statements, they position both themselves and the other profession in the 
triad. When they reason about the third category in the triad, the woman giving birth, their 
professional roles can be manifested. However, it could also lead to professional disappoint-
ment if the script is not followed. In the ideal situation, the script is that the obstetricians’ 
medical assessment and the midwives’ expertise in supporting and encouraging are accepted 
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by the birthing women. From that, they can improvise in line with how the situation develops 
and uphold their professional roles. In the cases discussed here, the women did not always 
act in line with the script. This caused the professions to criticise the birthing women for not 
taking on their role in birth-giving properly, as they challenge the professional beliefs. The 
midwives talked about some women who are less willing to make sacrifices before, during, 
and after birth as challenging the conceptions of feminism and female strength:  

It’s about beauty ideals/…/ It’s good if you’re maternal and have children, but it 
shouldn’t be visible on your body. There is a young ideal for women, and I find it pro-
voking, and that it generates wishes for CS. /…/ That you think it’s your right, like a 
misguided feminism. (C2, M4) 

While these women challenge the midwives’ professional beliefs, others challenge the mid-
wives’ profession more directly:  

As a midwife, you come into this profession with a fascination for birth and that there 
is something empowering and something important in a woman’s life, in the life cycle 
of a woman. And to meet these women who deprive themselves of that experience, 
of this growth potential that birthing offers, it’s difficult, emotionally. (C2, M2)  

As in previous research on Swedish birth culture, giving vaginal birth is here viewed as a rite 
of passage that a CS cannot replace. For the midwives, this is at the core of their communica-
tive profession, as they regard their role as facilitating a natural process. For obstetricians, 
their expertise and medical responsibility are challenged, and they described the persistent 
women in ways like: 

Those are the worst, who are just ice-cold decisive. When you feel like there is no trust 
in the profession or that we know what’s best, but the patient knows what’s best. 
They are the most difficult, who make you feel like just giving up. /…/ No patient would 
just walk into the surgery ward and say that “I want my gall bladder removed /…/” No 
surgeon would ever accept that. But when it’s CS, it’s some sort of grey area; patients 
have a lot of influence, and how we ended up here, I don’t know. (C1, O1)  

When the women have psychological or psychiatric problems, the obstetricians present the 
interaction as demanding, as they cannot use their usual tools and professional role, and are 
forced to become more personal:  

There’s no established best practice when it comes to this patient group, but we are 
working with support at the borders of therapy but without the formal education. So, 
you must give so much of yourself. You have to use yourself as a tool when you don’t 
have any other tools. (C2, O2) 
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While the midwife’s professional role is challenged when women do not acknowledge the 
value of birth, the obstetrician’s professional role is challenged when their medical authority 
is questioned. Midwives more often described their reaction in terms of feelings while inter-
acting with a specific woman, such as being angry with her or saddened on her behalf. Obste-
tricians more frequently describe feelings of exhaustion or being emotionally drained after-
wards. Regardless, it is about the expected script not being followed, which makes it difficult 
to maintain professional positions, as they are affected personally. 

Conclusion and discussion 
The aim of this study was to understand how two collaborating professions, midwifery and 
obstetrics, are influenced by the patients they are working with. We have contributed by us-
ing a theoretical framework that differs from previous research and highlights the dynamics 
between the professions and birthing women. We have also furthered the understanding of 
the professional roles of midwives and obstetricians by showing how the ideal types are ex-
pressed and negotiated when challenged. 

Women requesting CS challenges both professions, but in different ways. Midwifery as a pro-
fession involves closeness, understanding, and a unique connection to birth as an expression 
of female strength, which is also shown in previous studies. The woman giving birth becomes 
her ally when she can provide care and protection, sometimes against insensitive physicians. 
When women reject care, do not share fears or emotions, or reject the idea of vaginal birth 
as empowering, the midwife’s professional identity is challenged. When the same idea is em-
braced, the birthing woman and the midwife are considered mutually strengthened. Obstet-
rics as a profession is connected to medical expertise, distance, and  the ability to see the 
bigger picture and take responsibility for public health at an aggregated level, again in line 
with previous research. It is strengthened when women seek and trust their knowledge and 
judgement. When the obstetrician’s medical knowledge and authority are not accepted, and 
when they need to venture into areas where they do not have expertise, their professional 
identity is challenged. Here, the distanced professionalism may also be shaken, and the work 
is perceived as emotionally draining. Decision-making in a team can recreate some of the dis-
tance. 

In the triad, the midwife and the obstetrician function as complementary when the script is 
followed by everyone involved. While they argue for vaginal birth from different viewpoints 
and ascribe it different values, as an important life event or the medically sound choice, they 
are in agreement on how the categories within the triad should act and what the desired 
outcome is. The triad can then be seen as a hierarchical but stable model for evidence-based 
practice. The obstetrician has the highest authority. The midwife has a subordinate role but 
also an unthreatened niche as the professional that truly understands birthing women, and 
obstetricians are expected to respect and listen to them. This harmony contrasts with the 
conflict-focused narratives in earlier studies. The woman depends on both professions. If she 
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acts according to the script, she receives attentive care and medical guidance towards what 
the professions have agreed upon as a medically and psychologically safe birth. When she 
deviates, midwives and obstetricians sometimes find themselves in disagreement but more 
often in shared frustration. When challenged, they can recover by leaning on each other and 
the categorical pair they form. The midwife can lean on the obstetrician’s authority, for ex-
ample, by sending women to them for an explicit “no” when persuasion is not enough. The 
obstetrician, in turn, can lean on agreement with the midwife and her empathic knowledge 
of the woman when they make unpopular decisions. The woman who rejects the midwife’s 
care and the obstetrician’s expertise with most force, by demanding a CS without accepting 
a dialogue with either profession, is rejected in return, as her rationality and relationship to 
her body are questioned. By doing so, the professions can uphold their defined positions as a 
pair, while the collaboration with the patient risks being lost. 
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