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Abstract
Background Primary healthcare in many Western countries faces increased patient care needs due to shorter 
hospital stays and an ageing population suffering from complex conditions. A shortage of qualified professionals 
jeopardises the quality of care in primary healthcare settings. Literature indicates that the quality of care and the 
occurrence of adverse events are linked to the observational competencies of healthcare professionals. In Norway, 
patient safety competence programmes, such as ClinObsMunicipality, have been developed to improve healthcare 
professionals’ observational competencies in recognising and responding to clinical deterioration, thereby 
ensuring safety in primary healthcare. In this study, we aimed to explore and describe how healthcare professionals 
experienced and perceived learning and training in this competence-building programme. Specifically, we focused 
on their reflections on its applicability in clinical practice.

Design Aqualitative study was conducted. In preparing the manuscript, we applied the checklist guidelines for the 
Consolidated Criteria for Reporting Qualitative Research.

Method The study is based on 17 individual interviews with healthcare professionals from different primary 
healthcare settings. Data were analysed using Malteruds’ systematic text condensation, a thematic cross-case analysis.

Results We identified three categories illustrating how healthcare professionals experienced learning and training 
in the competence-building programme and its applicability for clinical practice: (1) Shared base of competence 
through practice-based group-learning with colleagues; (2) Enhanced clinical communication: The impact and 
applicability of standardised language; (3) From Colleagues to team: Increased autonomy and collaboration.
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Background
Across many Western countries, primary healthcare ser-
vices experience increased patient care needs, driven by 
shorter hospitalisations and an ageing population with 
chronic and more complex conditions [1–4]. Healthcare 
professionals, including registered nurses (RNs), assis-
tant nurses (ANs) and social educators, play a funda-
mental role in detecting and responding to deteriorating 
frail older patients, where observational competence is 
crucial for providing appropriate patient care [5]. There-
fore, primary healthcare must improve the observational 
competencies of healthcare professionals to meet quality 
standards and achieve better patient outcomes [4–6]. In 
recent decades, European health reforms have aimed to 
enhance patient safety and improve primary healthcare 
quality [7, 8]. These reforms often redistribute tasks and 
responsibilities from secondary to primary healthcare 
providers, emphasising the importance of healthcare 
professionals’ competencies when delivering effective 
patient care [9]. However, policy and research continue 
to highlight significant challenges related to the adequacy 
of existing competencies among primary healthcare pro-
fessionals to meet the complex care needs of the age-
ing population [10–12]. This inadequacy raises essential 
questions related to the ability of primary healthcare pro-
fessionals to ensure and maintain patient safety.

The World Health Organisation (WHO) defines patient 
safety as a variety of activities designed to cultivate a cul-
ture of safety, establish processes and procedures, and 
implement technologies and environments that collec-
tively reduce the risk of injury to patients [13]. It has been 
shown that the quality of care, patient outcomes and the 
incidence of adverse events are associated with the com-
petencies of healthcare professionals [14]. A study on sys-
tematic observations of frail older patients in home care 
settings found significant variations in how healthcare 
professionals measured patients’ vital signs and recog-
nised deterioration [15]. Many displayed a lack of aware-
ness in this area. Early recognition and timely responses 
to clinical deterioration by observing vital signs are cru-
cial for enhancing patient safety [15]. Therefore, there is 
a need for ongoing competence development in this field. 

Registered Nurses (RNs) play a pivotal role in this regard, 
with clinical competencies that are crucial for maintain-
ing patient safety. Research has demonstrated that pro-
fessional education and experience positively impact RN 
competencies, further underscoring their importance in 
primary healthcare [16]. Nevertheless, many regions in 
Western countries face a shortage of health workers, par-
ticularly skilled professionals, which jeopardises the qual-
ity of care in primary healthcare settings [17]. This raises 
substantial concerns about the overall quality and safety 
of provided care. To adequately address these challenges, 
enhancing the observational competencies of primary 
healthcare professionals is essential. Moreover, health-
care professionals identify communication and com-
petence as essential factors to reduce safety risks [18]. 
Ongoing training and collaborative learning approaches 
have emerged as effective strategies for improving patient 
safety and quality in primary healthcare settings [19, 20].

The ClinObsMunicipality competence-improvement 
programme was launched in 2020 as a part of the Norwe-
gian Patient Safety Programme [21, 22]. This initiative is a 
proactive response by Norwegian municipalities to policy 
recommendations for early detection of patient deterio-
ration, with the aim of enhancing patient safety in pri-
mary healthcare [22]. The programme is a step-by-step 
competency model that focuses on improving healthcare 
personnel’s observational and assessment competencies 
in primary healthcare settings. This involves evaluating 
a patient’s clinical condition to determine whether their 
physical or mental state has changed or deteriorated and 
deciding on necessary interventions [22, 23]. The pro-
gramme follows the Train-The-Trainer model, where 
leaders select potential ‘instructors’ in the relevant field 
or workplaces [24]. These instructors receive training to 
teach colleagues, aiming to cultivate committed profes-
sionals who can lead local competence development in 
selected topics [25, 26]. ClinObsMunicipality provides 
theoretical and practical training and activities in obser-
vational competencies about the principles of ABCDE 
(i.e., Airways, Breathing, Circulation, Disability, and 
Exposure) and CPR (i.e., Cardiopulmonary Resuscita-
tion) [21]. It also includes training in the communication 

Conclusion This study highlights that healthcare professionals experienced learning and training in the competence 
programme as applicable to their clinical practice. Group-learning activities fostered a supportive environment where 
participants could engage with cases and scoring tools relevant to their clinical settings. This approach enhanced 
their observational competencies, deepened their understanding of team roles and strengthened interprofessional 
communication and collaboration, which may positively impact patient care and safety in primary healthcare 
settings. While the programme empowered healthcare professionals through increased autonomy, it also uncovered 
hesitance in critical situations among some participants, suggesting complex awareness and the urgency of timely 
interventions.
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tool ISBAR (i.e., Identification, Situation, Background, 
Assessment, and Recommendation) for effective and 
safe delivery of information in acute situations with 
deterioration of patients’ condition [22]. In addition, 
the competence programme includes training in a risk 
assessment tool known as the National Early Warning 
Score (NEWS), which assesses patients’ conditions in six 
dimensions: [27]. See Fig. 1.1

There is a notable gap in research focusing on patient 
safety within the primary healthcare context [12, 28]. 
Furthermore, knowledge is scarce regarding how changes 
in service delivery and the transition of care tasks impact 
healthcare professionals’ roles and practices in clini-
cal work [29, 30]. There are also limited experiences 
of competence-improvement programmes and group-
learning activities to enhance healthcare professionals’ 
observational competencies and increase patient safety 
in primary healthcare services. To address this gap, this 
study aimed to explore and describe how healthcare 
professionals experienced learning and training in the 
competence-building programme for primary healthcare 
services. Specifically, we focused on their reflections on 
the applicability in clinical practice.

Theoretical perspectives
ClinObsMunicipality emphasises group-learning as a 
method for increasing observational competencies by 
combining theoretical knowledge with practical group-
learning activities among primary healthcare profession-
als of different roles and professions [22]. The “Situated 
Learning” theory proposed by Lave and Wenger can con-
tribute to shed light on the relevance of group-learning 
and competence development within the programme. 
The theory posits that learning is not merely an indi-
vidual intellectual process; instead, it is a social process 

1 *Table inspired by KlinObsKommune (ClinObsMunicipality) [22].

that occurs in collaboration with other individuals who 
possess different competencies in a community of prac-
tice [31]. Moreover, they propose that learning is situated 
in specific contexts, connected to an activity and occurs 
through collaboration rooted in sociocultural situations. 
Furthermore, exploring various perspectives on patient 
safety, such as individual and system perspectives, can 
enrich our understanding of group-learning and com-
petence development in clinical settings. According to 
Aase, a system approach considers health services as 
interconnected entities where multiple factors contribute 
to adverse events [23]. By integrating Lave and Wenger’s 
concepts of ‘situated learning’ and ‘communities of prac-
tice’ and Aase’s system perspective on patient safety, we 
believe that we can gain more profound and valuable 
insights into the healthcare professionals’ experiences 
with learning and training in the competence programme 
and its applicability to clinical practice [23, 31].

Methods
Design and study context
We employed a qualitative approach with a descriptive 
design to explore healthcare professionals’ experiences 
with learning and training in the programme and its 
applicability in clinical practice [32]. The study was con-
ducted in a Norwegian municipality featuring rural and 
densely populated central areas to address real-life chal-
lenges in knowledge mobilisation and competence trans-
fer. The competence programme was introduced in the 
actual municipality in 2020. However, due to the COVID- 
19 pandemic, the commencement of the programme and 
its associated courses was delayed until 2022. In Nor-
way, the healthcare system is organised into two levels of 
delivery: primary and secondary healthcare services, each 
governed by distinct funding and regulations [33, 34]. 

Fig. 1 ClinObsMunicipality, a step-by-step competence model*
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The overall responsibility of the municipality is to ensure 
the availability of essential health services for all resi-
dents within their jurisdiction, which includes nursing 
homes, home care services, assisted living facilities, per-
sonal or practical assistance, and personal support [35]. 
The primary healthcare workforce includes RNs, assis-
tant nurses, social educators and support staff. RNs are 
required to have a three-year bachelor’s degree in nurs-
ing, while assistant nurses undergo a two-year vocational 
program, followed by an additional two years of clinical 
training [36]. Social educators are also required to pos-
sess a three-year bachelor’s degree [37]. The role of assis-
tant nurses within the municipal healthcare system has 
traditionally been associated with limited responsibility, 
primarily focusing on direct patient care and delegated 
tasks. In contrast, RNs work within a clearly defined 
scope of practice that outlines their overall responsibil-
ity for patient care [36]. Additionally, social educators in 
primary healthcare settings have primarily focused on 
assisting individuals with various functional disabilities, 
helping them to improve their quality of life and manage 
their everyday challenges [37]. Approximately 30% of the 
personnel in primary healthcare services are untrained 
and lack relevant health-related education. This raises 
concerns regarding the appropriate allocation of respon-
sibilities and potential gaps in patient care safety [38].

Recruitment and sample
The study sample comprises 17 healthcare profession-
als, including 11 RNs, five assistant nurses and one social 

educator. The study participants were recruited from 
three primary care services in the municipality: assisted-
living facilities, somatic long-term wards and home-care 
services. They were recruited with assistance from a lead-
ing instructor involved in the programme, along with 
head nurses from these services. The study’s inclusion 
criteria required that participants had either attended or 
conducted at least one course in Steps 1–3 of the ClinOb-
sMunicipality programme within the 18 months leading 
up to this study. Furthermore, participants needed prac-
tical experience with the programme’s applicability in 
clinical practice (see Fig.  1). The exclusion criteria were 
healthcare workers who were unskilled assistants. We 
employed a purposive sampling strategy covering profes-
sionals varying in age, length of experience, primary care 
setting and educational background [23]. All study par-
ticipants were women (Table 1). They were provided with 
written information about the study’s purpose, and writ-
ten informed consent was obtained from each individual 
before data collection.

Data collection and analysis
The first author (EA) collected data through semi-struc-
tured individual interviews with the study participants 
between January 2023 to September 2023. The interviews 
were digitally recorded, lasting between 45 and 60 min, 
and took place at the participants’ workplaces. Guided by 
a structured interview guide, the interviews covered the 
experience of learning and training with colleagues and 
the applicability of the competence-building programme 
on health professionals’ work and collaboration in clini-
cal practice.

The transcribed interviews constituted the data for this 
study, which were analysed using Malteruds’ systematic 
text condensation, a thematic cross-case analysis [32]. 
The analysis consisted of four steps: (i) overall impres-
sion, (ii) identifying and sorting meaning units, (iii) 
condensation, and (iv) synthesising. In the first step, the 
authors read the interview transcripts to gain an overall 
impression of the participants’ experiences with learning 
and training in the competence-building programme and 
its applicability to clinical practice; preliminary themes 
were identified and discussed. In the second step, mean-
ing units from the interviews were identified and sorted 
into thematic code groups; in the coding, we focused on 
the participants’ differing experiences while engaging 
in the programme and the applicability thereof in their 
clinical practice. In the third step, the meaningful units 
were condensed. In the fourth step, the condensates were 
synthesised to develop general descriptions that reflected 
the main study results. See Table 2. During the analysis, 
the authors routinely met, discussing preliminary themes 
and the coding of the data.

Table 1 Participants – demographic background data
n = 17

Roles in the Competence Programme
 Instructor 10
 Course Participant 7
Profession – education
 Registered Nurse (RN) 11
 Assistant Nurse (AN) 5
 Social Educator 1
Departments
 Somatic longtime wards 10
 Assisted living facilities 5
 Home care services 2
Age (average 39 years)
 20–29 3
 30–39 9
 40–49 1
 50+ 4
Length of experience (average length 13 years)
 0–5 3
 6–10 6
 11–20 5
 21–30+ 3
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Results
In the analyses, we identified three categories illustrat-
ing how healthcare professionals experienced learning 
and training in the competence-building programme 
and its applicability to clinical practice: (1) Shared base 
of competence through practice-based group-learning 
with colleagues; (2) Enhanced clinical communication: 
The impact and applicability of standardised language; 
(3) From colleagues to team: Increased autonomy and 
collaboration.

Shared base of competence through practice-based 
group-learning with colleagues
The participants emphasised that learning and training 
alongside their colleagues was essential to benefit from 
the competence programme for primary healthcare ser-
vices. As colleagues with different educational and pro-
fessional backgrounds, the group-learning approach 
provided health professionals access to the same theoret-
ical knowledge and practical skills within observational 
competencies. This aspect was considered particularly 
valuable by the participants, allowing them to learn from 
and with their colleagues and fostering a sense of fellow-
ship applicable to clinical practice. Attending courses 
with familiar colleagues from their respective units 
improved their learning process by creating a safe envi-
ronment for practical exercises and disclosing a lack of 
competencies, making the training more applicable to 
clinical practice. Furthermore, observing each other dur-
ing training provided insight into their colleagues’ skills 
and weaknesses and influenced their perceptions of one 
another’s observational competence, reinforcing the col-
laborative learning experience. One participant stated:

I think it is beneficial. We complement each other as 
we learn. You know that one person may have just 
graduated, another has been working for only a few 
years, and others have been in it longer. By sharing 
different experiences, talking with each other, and 

exercising together in a group of three, we became 
more confident in each other. You never felt stupid 
or anything like that if there were things you didn’t 
know. (AN, 53 years old)

In this way, engaging in collaborative learning with col-
leagues was essential for getting the most out of the 
competence programme for primary healthcare ser-
vices. Attending courses with familiar colleagues and an 
instructor who knew them and the context in which they 
worked facilitated a different and more effective way of 
developing observational competencies applicable to 
clinical work compared to participating in courses with 
strangers. The participants emphasised that familiarity 
with their instructors allowed personalised feedback and 
the incorporation of relevant examples and patient cases 
that resonated with their everyday professional experi-
ences. They noted that this approach allowed them to 
learn from clinical situations and investigate new strate-
gies for managing them both individually and in collabo-
ration. Participants emphasised that this applicability had 
a transfer value and affected their patient care in clinical 
settings. A participant said:

I feel secure knowing that [the instructor] is con-
ducting this course. We know her very well, and she 
knows us, too, our weaknesses and strengths. She 
can tell me that I need to train more, unlike some-
one from the outside who does not know me. (AN, 62 
years old)

Some participants experienced attending the programme 
with unknown instructors, who often failed to address 
the practical challenges the participants faced in their 
clinical work with patients. As a result, the study par-
ticipants felt that the relevance of the courses was lack-
ing, which led to a perceived decrease in their learning 
outcomes. Furthermore, some participants who had 
attended courses facilitated by unknown instructors and 

Table 2 Illustration of the analysis process
Meaning units - preliminary themes Code groups Subgroups Categories
I think it is beneficial. We complement each other as we learn. You know that one person may 
have just graduated, another has been working for only a few years, and others have been in 
it longer. By sharing different experiences, talking with each other, and exercising together in a 
group of three, we became more confident in each other. You never felt stupid or anything like 
that if there were things you didn’t know. (AN, 53 years old)

Group learning in 
the competence 
program

Familiar-
ity with col-
leagues and 
instructors

Shared base of 
competence 
through practice-
based group-learn-
ing with colleagues

It’s more like we’re speaking the same language. Before, when I knew NEWS and ABCDE, but the 
team didn’t, it was more like giving instructions: ‘Do this and that!’ Now, it’s more collaborative, 
instead of me just telling them what to do without them understanding the reasoning behind it. 
(RN, 38 years old)

Scoring tools for 
systemising clini-
cal observations

Standardised 
language

Enhanced clinical 
communication: 
The impact and ap-
plicability of stan-
dardised language

It has been helpful for us RNs that the assistant nurses do a bit more independently when we have 
duty shifts or are on call for the whole house. They don’t just call and say, ‘He is unwell!’ Instead, 
you get something more concrete. When we ask, ‘Can you take the measurements?’ they don’t 
panic; they say, ‘Yes, we can do that!’ (RN, 30 years old)

Collaboration 
in clinical work 
across roles and 
professions

Task shifting 
between RNs 
and ANs

From Colleagues to 
Team– increased 
Autonomy and 
Collaboration
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health professionals from different units reported a reluc-
tance to speak up and potentially disclose their lack of 
competencies by asking ‘stupid questions’. Their experi-
ences also shed light on the significance of practice-based 
group-learning with colleagues for achieving a shared 
competence base.

Enhanced clinical communication: the impact and 
applicability of standardised language
The participants emphasised that introducing stan-
dardised scoring tools in the programme to systematise 
clinical observations and assess patients’ conditions cre-
ated a common language and terminology applicable to 
clinical practice, thereby strengthening trust between 
health professionals within the workplace. After partici-
pating in the competence programme, the health profes-
sionals’ language was more aligned when describing their 
clinical observations of patients’ conditions and deterio-
ration. They also experienced a better understanding of 
each other’s observations. Incorporating tools such as 
ABCDE, NEWS and ISBAR provided a standardised lan-
guage and communication framework reference. A par-
ticipant said:

It’s more like we’re speaking the same language. 
Before, when I knew NEWS and ABCDE, but the 
team didn’t, it was more like giving instructions: 
‘Do this and that!’ Now, it’s more collaborative, 
instead of me just telling them what to do without 
them understanding the reasoning behind it. (RN, 38 
years old)

Group-learning and training among healthcare profes-
sionals also established a foundation for enhancing clini-
cal self-confidence by promoting a standardised language 
through scoring tools and communication strategies 
applicable to clinical practice. According to the partici-
pants, this approach enabled a more effective and safer 
exchange of observations in acute situations, leading to 
their experience of a notable improvement in managing 
deteriorating patient situations. They described a new-
found sense of control that positively impacted their 
patient work and safety. One RN explained:

Earlier, I used to get stressed in acute situations 
when patients were unwell. I could become a bit like 
a headless chicken, flying here and there. (RN, 61 
years old)

Participants noted that using standardised scoring tools 
and common language improved communication among 
healthcare professionals across various levels of treatment 
in cases of the deterioration of a patient’s condition. This 
approach strengthened the participants’ self-confidence 

in their interactions with secondary healthcare services 
and emergency departments when articulating clini-
cal observations and patients’ conditions. Consequently, 
they experienced a more significant impact during the 
patient’s treatment as they observed that external pro-
fessionals took their concerns more seriously. The appli-
cation of a common language by using scoring tools to 
observe patients’ conditions systematically was identi-
fied as a crucial factor in improving the accuracy and 
efficiency of communication between healthcare pro-
fessionals across service levels. RNs reported receiving 
prompt responses from physicians and nurses in second-
ary health services, facilitating faster, more effective deci-
sion-making in emergencies than relying on subjective 
descriptions to convey a patient’s condition. RNs from 
assisted living facilities and somatic long-term wards 
also indicated that improving internal and external com-
munication increased their ability and efficiency when 
initiating treatment within a clinical setting. Ultimately, 
this resulted in enhanced patient care during acute cir-
cumstances. In their experience, hospital admissions 
decreased after implementing a common language using 
standardised scoring tools and communication strategies 
in their clinical practice. A participant said:

We have far fewer admissions than before. Previ-
ously, we would send them in for something like 
shortness of breath. Now, we give oxygen, offer intra-
venous treatments and treat them. We have done 
much more since getting these scoring tools. The 
patients avoid the strain of being transported to [the 
hospital] only to turn around at the door. (RN, 61 
years old)

Some participants indicated, however, that they needed 
further training in using scoring tools for effective com-
munication across various service levels. They under-
scored the necessity of regular group-learning sessions to 
enhance communication skills and improve care quality 
for patients in acute conditions.

From colleagues to team: increased autonomy and 
collaboration
The participants reported that their involvement in the 
programme enhanced their autonomy and ability to 
collaborate in clinical environments. They noted that 
engaging in group-learning activities was beneficial and 
provided transferable value to clinical practice as the 
group-learning activities facilitated a deeper understand-
ing of each other’s roles and responsibilities within the 
teams, thereby fostering stronger teamwork in clinical 
settings. Before attending the programme, they expressed 
uncertainty regarding seeking help from colleagues, as 
they were unsure of one another’s comfort levels and 
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competencies to perform various tasks. However, par-
ticipating in group-learning activities allowed them to 
observe their colleagues’ observational competencies 
and made it easier to approach the right individuals for 
support in their everyday work. The participants found 
this approach relevant to clinical practice as it improved 
teamwork, facilitated task sharing and made patient care 
more efficient and seamless.

The participants also emphasised that enhancing com-
petence in clinical observations through group-learning 
activities led to redistributing responsibilities and tasks 
between the RNs’ and assistant nurses’ colleagues. This 
redistribution had both positive and negative notes. On 
a positive note, assistant nurses could now perform more 
detailed symptom observations and interpret measure-
ment results independently of the RNs following their 
collaborative training. This autonomy strengthened their 
position within the team and led them to take on addi-
tional responsibilities in patient care and perform tasks 
previously assigned to RNs. An assistant nurse from a 
somatic long-term ward said:

It feels good to do more of the work myself. You 
always want to develop, even if you’re not highly edu-
cated. You have more fun at work when you master 
it. You feel important in a way. It’s easy just to hand 
over all the medical tasks to the nurse because you 
think it’s safest for the patient. That can put much 
pressure on the RN, even though you do it with the 
best intentions. You think, ‘She has much more com-
petence than I have.’ (AN, 24 years old)

According to the RNs, many found it easier to delegate 
tasks to assistant nurses after learning and training 
together. The RNs were more confident that the assistant 
nurses had improved their competencies after observ-
ing and gaining a better understanding of their observa-
tional competencies. Delegating tasks to assistant nurses 
reduced the workload for RNs, thereby allowing them to 
allocate their time and resources more efficiently, such 
as addressing more complex medical needs. As one RN 
stated:

It has been helpful for us RNs that the assistant 
nurses do a bit more independently when we have 
duty shifts or are on call for the whole house. They 
don’t just call and say, ‘He is unwell!’ Instead, you 
get something more concrete. When we ask, ‘Can you 
take the measurements?’, they don’t panic; they sim-
ply say, ‘Yes, we can do that!’ (RN, 30 years old)

Even though the assistant nurses improved their obser-
vational competencies, it was noted on the negative side 
that they sometimes seemed to have reduced their level 

of response to critical situations involving deteriorating 
patients. The RNs attributed this lack of confidence to the 
assistant nurses’ heightened awareness of the complexi-
ties and associated risks. As a result, RNs experienced 
instances where assistant nurses had returned tasks and 
responsibilities to them. An RN said:

The readiness for action may have decreased 
because nurse assistants now think calling the emer-
gency room is a bit scary. We have been a bit puz-
zled because we [RNs] aren’t always available, so 
they must manage. That is what we hoped the course 
could strengthen. But perhaps they have realised 
how serious it is then. It could be that they see the 
connection a little more. (RN, 39 years old)

Discussion
The results of this study emphasised that health pro-
fessionals experienced learning and training along-
side colleagues in the programme courses to be 
applicable to their clinical practice. This collaborative 
approach enabled participants to engage with cases and 
scoring tools relevant to their clinical settings, improv-
ing their observational competencies and communica-
tion abilities, which may have positively impacted patient 
care and safety. Additionally, the findings indicated that 
healthcare professionals believed engaging in group-
learning activities with familiar colleagues enhanced 
their learning outcomes by cultivating a supportive envi-
ronment. This collaboration allowed them to learn from 
and alongside each other and foster a sense of fellow-
ship relevant to clinical practice. Participants noted that 
these group-activities promoted a deeper understanding 
of team responsibilities and improved teamwork within 
clinical settings, ultimately strengthening interprofes-
sional relationships and enhancing patient care out-
comes. Furthermore, the participants highlighted that the 
programme strengthened their clinical confidence and 
autonomy within primary healthcare settings. Conse-
quently, the redistribution of responsibilities empowered 
assistant nurses, although the results also illuminated 
reluctance in their responses to critical situations. Below, 
we will discuss the impact of these results and the study’s 
limitations. By integrating Lave and Wenger’s concepts 
of ‘situated learning’ [31] and Aase’s system perspective 
on patient safety [23], we can gain deeper insights into 
healthcare professionals’ experiences with this compe-
tence programme and its applicability to clinical practice.

Previous research: new perspectives
This study is not the first to highlight the importance of 
group-learning activities within competence-building 
programmes in primary healthcare settings. Previous 
research has demonstrated that healthcare professionals 
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in primary healthcare contexts generally view participat-
ing in such programmes favourably, as these initiatives 
enhance their competencies, foster trust and respect 
among colleagues and improve the quality of patient 
care [14, 39, 40]. Several studies within hospital contexts 
show that healthcare professionals find scoring tools 
like NEWS and ISBAR beneficial [41–43]. These tools 
improve clinical decision-making, facilitate clear com-
munication between healthcare providers and support 
early detection of patient deterioration and patient safety. 
However, studies examining the application of these scor-
ing tools outside hospital settings have identified chal-
lenges [44, 45]. It has been highlighted a need for tailored 
approaches suited to different settings, modifications for 
specific patient populations, and ensuring consistent use 
among all healthcare professionals [44, 45]. As with other 
studies, our findings emphasised the potential benefits of 
implementing standardised scoring tools to systematise 
clinical observations in primary care settings. Examples 
are enhanced communication within teams and with 
external healthcare parties, increased clinical confidence, 
and improved management of acute situations.

The complexity associated with competence improve-
ment within primary healthcare settings is well-
documented, with previous studies indicating that 
individual and organisational challenges impact these 
enhancements [15, 46]. While initiatives aimed at 
improving observational competencies in nursing homes 
and home-based care services have shown positive out-
comes, the complexity of these programmes can present 
significant challenges for healthcare professionals [15, 
46]. Our study contributes to understanding the signifi-
cance of collaborative learning activities for strength-
ening clinical observational competencies applicable 
to clinical practice and interprofessional collaboration 
within primary healthcare settings. According to a scop-
ing review and a qualitative study from general practice 
[4, 47], these factors can significantly improve patient 
safety.

Building a shared base of observational competence 
applicable to clinical practice
Our study showed that learning and training alongside 
familiar colleagues facilitated a supportive environment 
for developing and sharing competencies. This setting 
enabled participants to learn from and with their col-
leagues, fostering a sense of fellowship applicable to 
clinical practice. The findings revealed that participants 
especially valued this aspect, as it provided a more effec-
tive means of improving observational competencies than 
taking courses with strangers. This result aligns with Lave 
and Wenger’s theory, which posits that learning is a social 
process occurring through collaboration among indi-
viduals possessing different knowledge and skills within 

a community of practice [31]. Our findings indicated that 
the collective learning process enhanced colleagues’ trust 
and promoted teamwork among professionals in primary 
healthcare settings. This was achieved by improving their 
understanding of team roles and responsibilities, reduc-
ing uncertainties about seeking help and improving 
collaboration in clinical settings. These findings are con-
sistent with Lave and Wenger’s assertion that developing 
shared values and competencies within a ‘community of 
practice’ results in enhanced educational experiences and 
improved work performance [4]. These dynamics are par-
ticularly crucial in primary healthcare, as they facilitate 
access to shared knowledge and practical skills within 
observational competencies. This can help reduce varia-
tions in care provided and enhance patient safety [23].

Our findings emphasised the importance of com-
petence disclosure among healthcare professionals by 
revealing a complex interplay between individual knowl-
edge, organisational expectations and patient safety. 
However, the literature indicates concerns in health-
care settings where the fear of appearing incompetent 
can impede professional development and compromise 
patient safety [23]. Research has found that healthcare 
professionals often encounter difficulty disclosing their 
lack of competencies, which may stem from a desire to 
maintain an appearance of competence and avoid nega-
tive feedback [48, 49]. Thus, fostering a psychologically 
safe environment for professionals to express concerns 
and mistakes without fear of judgment is essential [50]. 
This aligns with our results, demonstrating that famil-
iar instructors and colleagues emerged as a significant 
factor when establishing a safe collective learning envi-
ronment, where vulnerabilities were embraced and com-
petence gaps were respectfully addressed. Drawing on 
the concepts of situated learning by Lave and Wenger 
[36], we argue that healthcare professionals may benefit 
from learning and training with familiar colleagues and 
instructors, applicable through enhancing collabora-
tion in clinical practice, contributing to what Lave and 
Wenger call ‘a community of practice’ [31]. By fostering 
an environment in group-learning settings in which it is 
acceptable to admit what one does not know, healthcare 
teams can create a culture of transparency and collective 
support [51].

The ClinObsMunicipality programme’s introduction of 
relevant cases, scoring tools and practical tasks allowed 
healthcare professionals to apply their learning and train-
ing directly to patient-care scenarios, thereby enhancing 
observational competencies with transfer value appli-
cable to clinical practice. This practical application is a 
core principle of ‘situated learning’, wherein competence 
is theoretical and practical within the specific context 
of healthcare delivery [31]. Our findings also illustrate 
Lave and Wenger’s perspective on ‘situated learning’ [31], 
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demonstrating how healthcare professionals experienced 
both improving their decision-making competencies 
in clinical practice through a shared understanding of 
patient conditions and enhancing their collaboration in 
clinical practice.

Collaboration in clinical practice: balancing task delegation 
and patient safety
The extant literature has identified risks related to patient 
safety when transferring responsibilities from secondary 
to primary healthcare settings, showing increased rehos-
pitalisation rates and mortality following these transi-
tions [52–54]. Many Western countries face a shortage of 
skilled healthcare workers, particularly nurses [17]. This 
shortage raises concerns about safety and quality in pri-
mary healthcare settings and highlights the importance 
of evaluating the transfer of tasks among health profes-
sionals. Exploring various perspectives on patient safety 
can enrich our understanding of group-learning and 
competence development in clinical settings. According 
to Aase, a system approach considers health services as 
interconnected entities where multiple factors contrib-
ute to adverse events [23]. As illustrated in our results, 
factors contributing to adverse events may include envi-
ronments where professionals feel reluctant to disclose 
shortcomings due to fear of negative feedback, which can 
hinder personal growth and compromise patient safety. 
Increased awareness of potential consequences may 
lead to excessive caution, delaying timely interventions. 
At the same time, a lack of familiarity with scoring tools 
can lead to misuse or misunderstandings in interprofes-
sional communication. Traditionally, assistant nurses 
primarily focus on direct patient care and tasks delegated 
by RNs, while RNs serve as coordinators, providers, and 
evaluators of care, bearing the overarching responsibility 
[51, 55]. The findings of our study suggested that group-
learning activities increased the observational compe-
tencies and autonomy of healthcare professionals in 
primary healthcare, enabling assistant nurses to assume 
greater responsibilities and facilitate the redistribution of 
tasks from RNs. However, the implications of the redis-
tribution of tasks are multifaceted and raise essential 
patient safety considerations. The results also revealed 
that assistant nurses hesitated to act in acute situations 
despite possessing improved observational competen-
cies. This hesitancy may stem from an increased aware-
ness of the potential consequences of their decisions. 
Although being cautious can positively impact patient 
safety, it also risks impeding timely interventions in criti-
cal circumstances.

According to the system perspective on patient safety, 
Aase emphasises the importance of interactions among 
different professional roles and system factors, such 
as communication tools, when determining patient 

outcomes in primary healthcare settings [23]. This per-
spective aligns with our findings, which suggested that 
a standardised language and terminology using scor-
ing tools can improve communication and, thereby, the 
accuracy of the information shared among healthcare 
professionals. By improving the descriptions of clini-
cal observations of deteriorating patients across various 
professions and service levels, these tools and the stan-
dardised language can foster a sense of calm in emer-
gencies. Equipping professionals with the competencies 
and tools to provide immediate care can reduce the risk 
of unnecessary hospital transfers and alleviate the bur-
den on patients and healthcare systems [4, 47]. However, 
the language used in the scoring tools must be clear and 
understandable for all team members to prevent the risk 
of a false sense of security; if not, this may contribute to 
adverse events [44, 45]. Misunderstandings or insuffi-
cient familiarity with scoring tools can result in incorrect 
decision-making and compromise patient safety in pri-
mary healthcare settings [23].

Strengths and limitations
In this study, we explored healthcare professionals’ expe-
riences with a competence programme that focuses on 
improving healthcare personnel’s observational compe-
tencies to enhance patient safety in primary healthcare 
settings. Our aim has not been to evaluate the partici-
pants’ learning outcomes based on the competence pro-
gramme. Rather, we concentrated on their experiences 
and perceptions of learning and training alongside 
their colleagues and its applicability to clinical practice. 
This approach involved examining their experiences of 
engaging in courses within the programme and how 
these interactions may have been translated into practi-
cal applications in clinical contexts. By prioritising their 
subjective insights, we aimed to achieve a deeper under-
standing of the relevance and impact of the learning and 
training in the programme on their professional practice 
and how this may have impacted patient care and safety.

The findings provide valuable insights into delegating 
tasks from RNs to assistant nurses in primary care, where 
knowledge is scarce. One limitation of this study could be 
that it did not include the experiences of workers with-
out healthcare education despite their significant role in 
primary healthcare. However, only a few assistants were 
included in the ClinObsMunicipality programme train-
ing courses. Some of the assistants who were invited to 
the study declined, expressing a fear of being evaluated.

The complexity in primary healthcare stems from 
the diverse needs of patients and the various contexts 
in which care is delivered. A notable limitation of our 
study is that the experiences from home-care services 
came forward on a much smaller scale than those from 
long-term wards and assisted-living facilities due to 
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recruitment challenges. One reason was that home-care 
services in this study’s municipality had not advanced 
in implementing the competence programme. Conse-
quently, home-care study participants had less experi-
ence with the programme’s training courses.

We interviewed fewer health professionals who par-
ticipated in the training programme compared to the 
number of course instructors. This imbalance may have 
influenced the study’s findings, as instructors might have 
different perspectives than the course participants. It is 
essential to clarify that the instructors did not shift to dif-
ferent departmental roles; they expanded their duties by 
taking on instructional responsibilities while maintaining 
their full-time positions as RNs. Additionally, the par-
ticipants who served as instructors already held advanced 
positions within their respective departments, with titles 
such as professional development nurse and coordinating 
nurse. Thus, it is reasonable to infer that they had a pre-
existing interest in professional development and compe-
tency enhancement within primary healthcare settings. 
This background likely enabled them to offer nuanced 
insights regarding the relevance of the competency pro-
gramme to clinical practice, underscoring the importance 
of incorporating their perspectives into the study. How-
ever, it is worth noting that the employees who partici-
pated in the interviews also elaborated on several topics 
that the instructors addressed, and we aimed to achieve a 
balance by incorporating meaningful contributions from 
assistant nurses, RNs, and RNs who served as instructors 
in various primary healthcare settings in the study.

The first author of this paper is a nurse with experi-
ence in primary healthcare services, but she had no prior 
experience attending or conducting courses in ClinOb-
sMunicipality. The data collection and analyses were 
carried out in collaboration with the three co-authors to 
address potential bias; they were all experienced in quali-
tative research and had different academic backgrounds 
in nursing, nursing education and medical sociology.

Conclusion
The study indicates that healthcare professionals experi-
enced several positive benefits from participating in the 
competence-building programme, which was applicable 
to clinical practice. One of the most notable advantages 
identified by participants was the significant impact of 
group-learning activities among healthcare profession-
als in primary care settings. Our results illuminated that 
this collaborative approach in the courses enabled them 
to engage with cases relevant to their clinical settings, 
thereby improving their observational competencies and 
positively contributing to patient care and safety. Addi-
tionally, it enabled participants to learn from one another 
and cultivate a sense of fellowship relevant to clinical 
practice. Participants noted that these group activities 

promoted a deeper understanding of team responsibili-
ties and improved collaboration within clinical settings, 
ultimately strengthening interprofessional relationships 
and enhancing patient care outcomes.

Furthermore, the findings suggest that creating a sup-
portive environment through collaborative learning and 
training with familiar colleagues can strengthen clinical 
confidence, improve individual autonomy and facilitate 
the redistribution of responsibilities among RNs and 
assistant nurses. Fostering a common language by imple-
menting standardised scoring tools to systematise clini-
cal observations, primary healthcare teams can improve 
interprofessional communication, increase collabora-
tion and ultimately improve patient care. However, the 
results also revealed a degree of hesitance among assis-
tant nurses in critical situations after attending the pro-
gramme, illuminating a complex relationship between 
increased awareness and the urgency of timely interven-
tions. Identifying the specific learning and training needs 
of healthcare professionals, particularly concerning task 
delegation and standardised tools, is essential to equip 
team members to provide quality care within a complex 
primary healthcare environment.

Insights from this study contribute to the growing body 
of literature on competence programmes by emphasising 
the importance of practice-based group-learning among 
health professionals in primary care. The findings high-
light that healthcare professionals experienced that such 
initiatives enhance observational competencies, stan-
dardise communication, and foster teamwork, which may 
improve patient safety and clinical outcomes in primary 
healthcare services. There remains a need for further 
research investigating the perspectives of healthcare pro-
fessionals trained as instructors. This may generate more 
knowledge about whether the programme’s competence-
building depends on the instructors’ role and structural 
and interactional barriers and facilitators for implement-
ing the programme.
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