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Abstract 

n Purpose: the article discusses how municipally employed physiotherapists and 
private practicing physiotherapists in Finnmark’s municipalities describe and reason 
about prioritization and allocation of tasks. the objective of the study was to gain 
more knowledge about content and tradeoffs in physiotherapy services and see if 
professional practice and development are in line with current health policies.

n  Method: the study is based on five focus group interviews with physiotherapists 
(n=21).

n  Findings: the participants perceived municipal resources for physiotherapy as insuf-
ficient, and expressed that they had to perform demanding prioritizations with limi-
ted support from the local authorities. Due to long distances to travel, patients who 
needed home consultations were in danger of not getting physiotherapy. traditional 
differences between private practitioners and municipally employed physiotherapists 
characterized prioritization and distribution of patient groups and tasks. in municipa-
lities with fewer physiotherapists and a wider range of tasks, the differences were 
less apparent. Municipally employed physiotherapists were given new tasks without 
an increase in capacity in the physiotherapy services, and distributed their resources 
on more patients than professionally desirable. 

n  Conclusion: Limited service capacity, variations in affiliation (private practicing or 
municipally employed) and prioritizations, plus long distances, causes differences in 
provided physiotherapy services depending on place of residence. this emphasizes 
the importance of municipalities attending to their overall responsibility for physio-
therapy services. 

n Key words: physiotherapy, primary health care, rural health services, health priori-
ties. 
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Introduction
In Norway there’s a recognized political ob-
jective to provide everyone with equal access 
to physiotherapy services, no matter where 
in the country you live. Finnmark County 
constitutes 15 percent of Norway’s land area, 
but has only 1.5 percent of the total popula-
tion (1,2). Compared to the rest of the coun-
try, the population in Finnmark’s municipa-
lities isn’t particularly low, but there are long 
traveling distances and transportation chal-

lenges. Seven of the country’s ten biggest 
municipalities are in Finnmark County (1), 
so even though 75 percent of the county’s 
population live in cities or towns (3), great 
distances cause challenges in providing eve-
ryone with equal physiotherapy services. 
Additionally, many of the physiotherapists 
work with few or no colleagues (table 1) and 
must handle a multitude of different tasks.

Up until the Municipal Health Reform of 
1984, physiotherapy in Norway was mainly 

a service provided by private practitioners 
to patients 17-69 years of age (4-6). With 
new legislation, all municipalities were re-
quired to cover physiotherapy service to all. 
To steer the practice in the right direction, 
operating grants were introduced for private 
practitioners and government grants were 
given to fund municipally employed phy-
siotherapists (from here also referred to as 
«employed»). The goals were to give more 
people access to the services and to even out 
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the geographical distribution of physiothe-
rapists. Children, adults with physical disa-
bilities and/or chronic disease, and intellec-
tually disabled persons were given priority 
to physiotherapy services. The thought was 
that the employed physiotherapists were 
going to focus on cases that private practi-
tioners had difficulties prioritizing (4-6).

With the Coordination Reform (7) the 
municipalities have gotten a more extensive 
responsibility for health care, but at the same 
time more freedom to organize the health 
services as they see fit. The legislation has 
changed in important ways for physiothe-
rapists, like municipalities no longer being 
required to provide physiotherapy services 
(8). Simultaneously, the municipalities are 
expected to increase competence, capacity 

and quality in their health services (7, 9, 10). 
Key goals are to limit the development of 
disease and disability and reduce the need 
for costly specialist health services. Thus, 
the government wants the municipalities to 
focus on health promotion, prevention, re-
habilitation and chronic care – fields where 
physiotherapists have relevant competence 
and can contribute to goal attainment. Ho-
wever, statistics show that physiotherapy 
resources haven’t increased in recent years 
(11), and the Norwegian Physiotherapist 
Association reports a lack of commitment 
and funding in key areas (12,13). 

The research as of today indicates a need 
for further study on what kind of challenges 
physiotherapists in Finnmark and similar 
areas face1. Kaale’s thesis on Troms County 
from 1995 (4) is relevant, since it illustra-
tes physiotherapists’ challenges in regard to 
role definitions and priorities. On the other 
hand, this study is twenty years old and de-
als only with employed physiotherapists. 
Furthermore, we have only found a few 
foreign studies dealing with similar themes 
(14-16).

We have examined what views physiothe-
rapists in Finnmark’s municipalities have on 
the relationship between the municipalities’ 
resources for physiotherapy, the inhabitants’ 
needs and their own priorities. This article 
poses the following research question: How 
do physiotherapists in Finnmark’s munici-
palities describe and reason for their priori-
ties and distribution of responsibilities? The 
purpose has been to gain more knowledge 
about the contents and tradeoffs in physio-
therapy. This knowledge can form the basis 
for both discussing the existing physiothe-
rapy practice, and developing it further in 
line with society’s needs.

This project has its theoretical base in 
the theory of professions (17, 18). A view 
of physiotherapy as a professional activity 
allows for an understanding of how tradi-
tions and norms specific for physiotherapy 
characterize participants’ judgments and 

The participants percieved municipal  resources 
for physiotherapy as insufficient, and told that the 
tough choices largely were left to them to decide.

Implications

•	 physiotherapists perceive a lack of 
coherence between the inhabitant’s 
needs and the capacity of the physio-
therapy services.

•	 the physiotherapists alone, without 
any support from the local authorities, 
largely handle the prioritization dilem-
mas that occur.

•	 Long travelling distances, variation in 
service capacity, and varying prioriti-
zations, lead to differences in physio-
therapy services based on place of 
residence.

Table 1 Statistics for physiotherapist full-time equivalent (FTE), population and area in municipalities 
in Finnmark.

Fte* Ftes per 1.000 residents population** area (km2)***

nesseby 0,7 0,76 919 1.437
Berlevåg 1,0 0,95 1.057 1.122
Gamvik 1,0 0,91 1.098 1.416
Hasvik 1,0 0,96 1.037 555
Måsøy 1,0 0,81 1.241 1.136
Kvalsund 1,5 1,43 1.051 1.844
Karasjok 1,5 0,56 2.698 5.453
Loppa 2,0 1,95 1.027 689
Lebesby 2,0 1,49 1.341 3.459
Kautokeino 2,0 0,68 2.931 9.707
Båtsfjord 2,5 1,09 2.287 1.435
Vardø 3,0 1,42 2.119 601
nordkapp 3,5 1,09 3.213 926
tana 3,5 1,21 2.883 4.051
porsanger 6,0 1,51 3.963 4.873
Vadsø 7,0 1,12 6.223 1.258
sør-Varanger 10 0,99 10.090 3.972
Hammerfest 10,5 1,02 10.287 848
alta 20,5 1,03 19.822 3.849

Finnmark 80,2 1,07 75.207 47.631
Norway 4535,4 0,89 5.109.056 323.771

* Figures for Finnmark are obtained from physiotherapists and administrative personnel in municipalities 
and reflects the number of physiotherapists in February/March 2014. Figures for physiotherapy positions in 
norway are taken from statistics norway’s data for 2013 (http://ssb.no/helse/statistikker/helsetjko). Figures 
for both Finnmark and norway include intern physiotherapists.
**  Figures from the first quarter of 2014 (statistics norway, http://www.ssb.no/befolkning/statistikker/folken-
drkv/kvartal)
*** area of mainland and islands (norwegian Mapping authority, www.statkart.no)

1We have conducted literature searches in aMeD, 
eMBase, MeDLine and pedro, and have examined 
several official documents and reports.
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choices. The ability to exercise discretion 
and prioritize is in this perspective consi-
dered an integral part of professional work. 
The theoretical base includes an eye for the 
importance of the practice’s institutional 
setting (organizational and economic con-
ditions). The analysis process also utilized 
key ethical principles, like equality and indi-
vidualization (19, 20).

Method
We chose to conduct focus group interviews 
because it is a suitable method to obtain in-
formation about people’s experiences, opini-
ons, understandings and needs. Interaction 
between participants stimulates discussions 
about how they relate to topics, deliberate 
and make decisions (21,22).

We conducted five focus group intervi-
ews with three to five participants in each 
interview (n=21) in January-March 2014. 
After obtaining a complete overview of 
municipally affiliated physiotherapists in 
Finnmark (municipally employed and pri-
vate practicing with subsidies), we carried 
out a strategic recruitment among these. 
Employed physiotherapists were recruited 
by permission from their immediate leader, 
while private practitioners were contacted 
directly. Participants were first contacted by 
telephone, then in writing. The criterion for 
inclusion was a minimum of six months of 
work in the municipality.

To bring out contrasts, the focus groups 
were assembled in variations of seniority, 
gender and affiliation (employed/private 
practicing). In each focus group, we also 
looked among the participants for a range in 
municipality size, population, and the num-
ber of physiotherapists in the municipality 
(table 2). Overarching themes in the inter-
view guide were professional resources and 
needs, areas of expertise, and cooperation. 
First author (MN) worked alone as modera-
tor in the first three interviews, while the last 
two were conducted with third author (SM). 
The interviews were recorded with a digital 
audio recorder, and took place at the muni-
cipally employed physiotherapists’ offices.

Before each interview we clarified the 
expectation of confidentiality regarding in-
formation that would come up and that we 
wanted the participants to speak as candidly 
as possible. The interviews were characte-
rized by trust, openness and factuality. The 
participants allowed themselves to be enga-
ged by the project’s theme and contributed 

their own experiences and views, which 
made the content of the interviews relevant 
and multifaceted. 

First author listened to and transcribed 
the recordings verbatim. The data analysis 
began in parallel with continued collecting 
of data. The interview guide was adjusted 
continuously according to new insights 
from the interviews, but the overall theme 
was retained throughout the process. We 
conducted a thematic content analysis by 
alternating between what each participant 
had to say about specific themes, and ta-
king cross-sectional looks at participants 
and interviews (22,23). Important themes 
emerged in the interaction between research 
questions, data and theory. We revised and 
fine-tuned the research questions during 
the analysis process. To ensure valid inter-
pretations, all of the authors examined the 
interview material and discussed data col-

lection, analysis, interpretation and written 
presentation.

All participants gave their written con-
sent voluntarily before the interviews. Fin-
dings are presented in a manner that safegu-
ards the participant’s anonymity.

Findings
The participants thought that the municipal 
resources for physiotherapy did not corre-
spond with their tasks and the inhabitants’ 
needs. On this basis, the challenges related 
to prioritization and allocation of patients 
and tasks became the central theme in the 
focus group interviews.

Prioritizing is Left to Physio-
therapists 
All the physiotherapists, both employed 
and private practitioners, made it clear that 
tough choices on the basis of limited resour-

Table 2 Summary of focus group interviews, participant characteristics and their place in the focus 
groups.

Focus group 
(interview 
duration)

partici-
pant no.

sex time of service 
as pt (yrs)

affiliation no. of 
residents 
in the mu-
nicipality

physio-
therapy 

Fte’s in the 
municipality

1
(1h:38m)

1 F > 20 employed > 6.000 ≥ 10

2 F < 5 employed > 6.000 ≥ 10

3 F > 20 private practitioner > 6.000 ≥ 10

4 F < 5 private practitioner < 6.000 ≤ 3

5 M 5-20 private practitioner > 6.000 ≥ 10

2
(1h:30m)

6 M 5-20 private practitioner < 6.000 ≤ 3

7 M 5-20 employed > 6.000 3-10

8 M > 20 private practitioner < 6.000 ≤ 3

9 F > 20 private practitioner > 6.000 3-10

3
(1h:34m)

10 F > 20 private practitioner < 6.000 ≤ 3

11 F < 5 employed < 6.000 ≤ 3

12 M <5 employed < 6.000 ≤ 3

4
(1h:52m)

13 F > 20 employed < 6.000 3-10

14 M 5-20 private practitioner < 6.000 ≤ 3

15 M 5-20 private practitioner > 6.000 ≥ 10

16 F < 5 employed > 6.000 ≥ 10

17 M 5-20 employed < 6.000 ≤ 3

5
(2h:06m)

18 K 5-20 employed > 6.000 ≥ 10

19 K < 5 employed < 6.000 ≤ 3

20 M > 20 private practitioner > 6.000 ≥ 10

21 K 5-20 employed < 6.000 ≤ 3

affiliation: employed. private practitioner.
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ces were largely left to them to decide. Only 
two of the 13 municipalities that were repre-
sented in the survey had formalized guideli-
nes for prioritization.

When asked about balancing between 
patient groups, the participants often re-
sponded in general terms, but it emerged 
that the highest priority was children, pa-
tients that recently had undergone surgery, 
and patients with newly onset neurological 
conditions. All emphasized the importance 
of an assessment of needs and usefulness 
as a basis for ranking: Conditions that were 
acute, or would deteriorate quickly without 
follow-up, were given high priority, while 
«chronically ill patients» and «things that 
can wait» were prioritized as secondary. 
Many found themselves continually being 
forced to put on hold patients who needed 
follow-up, which they perceived as stressful. 

Most of the physiotherapists did not par-
ticipate in work that was primarily preven-
tive and health promoting, but there were 
exceptions: In some municipalities, the em-
ployed physiotherapists performed routine 
checks on children, and a few ran preventive 
group programs for adults. None of the pri-
vate practitioners reported participation in 
preventive work. The physiotherapists who 
did not participate in preventive work and 
health promotion nevertheless considered 
this work important and would like to con-
tribute more in these fields. However, with 
the current resource situation and revenue 
model in the private sector, it would be in-
feasible to prioritize people who could get 
sick some time in the future over patients 
requiring follow-up then and there.

Patients who lived in remote areas and 
required home visits were in danger of not 
getting treatment. The dilemma was in 
choosing between spending a lot of time 
traveling to individual patients or to provide 
treatment to more people. One participant 
stated: «Of course, we have patients who re-
quire home visits, too. There we notice that 
some are simply not being prioritized be-
cause they live [remotely].»

Prioritization and Distribution
The size of the physiotherapists’ professional 
environment in the municipalities and their 
affiliations characterize prioritization and 
allocation of patients and other duties.

Specialized expertise was strongest in the 
municipalities with the most physiothera-
pists. Patients there were largely distributed 

based on professional competence, which 
helped to limit the framework for priori-
ties that each physiotherapist had to make. 
Participants from the municipalities with 
the smallest professional environments took 
care of many different patient groups and 
activities, and thus had to do more complex 
tradeoffs. They portrayed a strong personal 
responsibility for the physiotherapy service, 
found the extensive competence require-
ments challenging, and missed being part 
of a larger physiotherapy environment. Both 
the private practitioners and those employed 
in municipalities with few physiotherapists 
clearly saw the shortcomings in the overall 
physiotherapy service, but simply couldn’t 
provide everything as well as they wanted. 
One employed participant, who was the only 
physiotherapist in the whole municipality, 
stated: «What I struggle with is to provide 
a good enough service to the chronically ill 
and children. There is an infinite amount of 
things one can do, but how do you choose? 
That’s the part I struggle with the most to… 
So my conscience doesn’t kill me.»

All the participants in this study appea-
red as conscientious professionals, but the 
private practitioners were consistently clea-
rer on the boundaries of their responsibility. 
However, private practitioners in municipa-
lities with small professional environments 
came off as more flexible than those in mu-
nicipalities with larger professional environ-
ments.

Private practitioners in municipalities 
with the most physiotherapists were the 
participants who differentiated the strongest 
between the responsibilities of «municipal» 
and «private» physiotherapists. They were 
adamant that examination and treatment 
of patients in their physiotherapy clinics 
were the most important priorities and all 
other duties were considered in the light of 
whether they came at the expense of these 
priorities. Time spent on non-clinical tasks 
like gathering patient information or atten-
ding meetings were therefore minimized. 
The reasoning was that such prioritization 
gave good income, and at the same time 
many referred patients received follow-up. 
Those who had the opportunity to do so, 
let municipally employed physiotherapists 
handle tasks that they did not think fit into 
private practice. The following statement 
was characteristic:

«One has to consider waiting lists: How 
many [patients] actually want treatment? 

How should I utilize that time when the 
municipality can take care of it? And then 
economy plays its part. Had it been insanely 
well paid – then I would have gone to several 
more meetings. But when you earn neither 
more nor less, you can say ‘OK, then I’ll treat 
instead, and the [employed] can handle that 
part.’»

In municipalities with the most physio-
therapists and the most pronounced divi-
sion of duties between private and employed 
physiotherapist, the employed ones assumed 
special responsibilities for children, elderly 
patients and patients in municipal institu-
tions (e.g. nursing homes). All participants 
who worked in municipalities with both 
private practitioners and employed phy-
siotherapists agreed that patients who were 
«difficult» or «complex» were «a municipal 
responsibility», since the employed could 
use their work time more flexibly and wit-
hout regard to income. 
Different Framework and Different 
Focus
The participants’ affiliation as private prac-
titioners or employed seemed to be of signi-
ficance considering the tasks they perceived 
as important. A participant running a priva-
te practice in a municipality with few inha-
bitants characterized himself as a «jack-of-
all-trades» because his workday demanded 
versatility, but said: «I am curative, though. 
That’s my main job.» Statements like this was 
repeated by participants from private practi-
ces, including those who had a broad prac-
tice and participated in many different areas. 

Some municipalities had strengthened 
the service with a permanently employed 
physiotherapist during recent years. Private 
practitioners in such municipalities admit-
ted relief not to have to fulfill requirements 
of certain patient groups:

«I don’t have to deal with nursing ho-
mes, stroke patients, dementia patients, and 
things like that anymore. It might be that 
[the employed] have three to five patients 
every day, and have the time to take care of 
those stroke patients in a completely diffe-
rent way than I do. ‘Cause when you have 
the timesheet [that I do] things move very 
quickly, you know?»

In contrast to this were employed physio-
therapists who noticed an influx of «outpa-
tient» and «curative» patients, but wanted 
to prioritize others, for example patients in 
nursing homes and patients in need of mul-
tidisciplinary rehabilitation.
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Purchase of Services
Several municipalities with only private 
practitioners had made agreements for the 
purchase of services not covered by the tariff 
regulations (i.e. the revenue model for priva-
te practitioners, part of social security). One 
municipality paid a private practicing phy-
siotherapist to work three hours a week at 
a nursing home. This physiotherapist stated:

«That’s nothing. Stuff like that is just put-
ting out fires. And when you get patients 
transferred from the hospital, like people 
having had hip surgery, then a lot of your 
time is spent on them that week. And the 
next week you can treat the residents, since 
there are no critical cases. After that, maybe 
you’ll get a stroke patient, and you might 
have to spend four weeks treating only that 
patient.»

A different municipality with only private 
practitioners purchased up to seven hours 
each week, but neither there did the physio-
therapist think it was possible to do all tasks 
satisfactorily. Unlike most other participants 
(both private practicing and employed) 
from municipalities with few physiothe-
rapists, this physiotherapist delineated the 
personal responsibility by making the mu-
nicipal administration jointly responsible 
for priorities: 

«There are certain groups that do not get 
anything, that have been requested. Like 
focusing on schools, to do follow-up there. 
(…) But again, in cooperation with the ad-
ministration, the head of health and care 
services, what they want. Because, like I 
said: I do what they want me to do.»

Duties of Employed Physiotherapists 
are in Transition
Employed physiotherapists were required to 
do non-clinical tasks, such as working with 
care plans for individuals in need of long-
time follow-up («Individuell Plan»), to do 
other service coordination, and manage-
ment of assistive aids. For some, this took a 
lot of time away from their other tasks, and 
many were frustrated that it happened at the 
expense of what they perceived as their core 
duties: examination and treatment, health 
promotion and preventive care.

Unlike the private practitioners, the em-
ployed physiotherapists described their du-
ties as in transition. Constantly, new tasks 
had to be managed, particularly in priority 
areas such as rehabilitation and prevention. 
Several participants stated that they dreaded 

getting additional responsibilities without 
an increase in capacity, since the amount 
of other work was not reduced. Many em-
ployed physiotherapists thought that they, as 
a result of this, distributed their resources on 
too many patients, and the phrase «spread 
too thin» appeared in several interviews. 
The private practitioners, however, stated 
that they did not spread their resources too 
thin, but rather gave individual patients ade-
quate follow-up and let others wait. While 
the employed group expressed frustration 
over insufficient time for each patient, the 
private practitioners were exasperated by 
long waiting lists.

In one municipality, the employed phy-
siotherapists had constructed a system for 
managing deviations to avoid «spreading 
too thin.» The system involved the registra-
tion of patients who didn’t receive follow-up 
within a deadline. It helped the physiothera-
pists be more aware of the tradeoffs and see 
what they didn’t have time to take care of: 
«We felt we did a poor job with the patients. 
We decided that we have to complete and 
finish, and give patients what they actually 
need. And then we’ll just highlight that we 
can’t manage to do it [all].»

Discussion
Differences in priorities between private and 
employed physiotherapists must be seen in 
context of both professional traditions, the 
physiotherapy service’s historical develop-
ment in municipalities, and existing prac-
tice frameworks. The focus group interviews 
show that there is a close link between the 
participants’ priorities and their professio-
nal identity as either private practitioners or 
employed. The traditional differences are 
reflected the strongest in municipalities 
with the most physiotherapists (more than 
three), in the form of clearly defined divi-
sion of tasks, while they are less pronounced 
in the municipalities where each physiothe-
rapist must concentrate on numerous issues. 

Fixed frameworks
Problems covering the spectrum of different 
tasks are most apparent in municipalities 
with only private practicing physiothera-
pists, since the income structure for private 
practice provides both guidance on choices 
and legitimizes clear boundaries for respon-
sibility. Today’s tariff regulations admittedly 
also reward other tasks than examination 
and treatment: activities such as traveling, 

home treatment and participation in me-
etings entitle payment. Other tasks are not 
covered, including treating patients in in-
stitutions, administrative duties, preventive 
care/health promotion, attendance at public 
health centers and in school health services 
(24, 25).

Municipalities may require that up to 20 
percent of the private practitioners’ contrac-
ted time is directed toward «unmet needs», 
but this only applies to activities mentioned 
in the tariff regulation (26). Therefore, mu-
nicipalities must enter special agreements 
for the purchase of services if private prac-
titioners are to conduct other tasks. The in-
terviews showed that such agreements with 
strict time limitations may cause insufficient 
patient follow-up, e.g. in nursing homes. In 
these cases the restricted framework might 
lead to prioritizations that conflict with the 
physiotherapists’ professional opinion of 
what is right to spend available time on.

Individualizing Responsibility
The fact that physiotherapists think that mu-
nicipal resources are inadequate is not a new 
perception (4, 27). Allocated resources for 
health care will always be limited, and prio-
ritization on the basis of discretion is part 
of a health professional’s job (17). The par-
ticipants’ descriptions of capacity still makes 
it appropriate to question whether current 
resources are in reasonable proportion to 
the tasks and ambitions. 

What constitutes adequate physiotherapy 
resources in a municipality depends on what 
the physiotherapists’ tasks and responsibili-
ties should be. The interviews show that this 
is not always clearly defined. Part of what 
makes the physiotherapists’ work in munici-
palities demanding is that the same profes-
sional can potentially have many different 
tasks. Physiotherapy in municipalities cur-
rently includes not only curative treatment, 
but also chronic care, re-/habilitation, pre-
ventive care and health promotion. Kaale’s 
(4) proposal to consider prioritization di-
lemmas in physiotherapy not only on the 
basis of lack of time, but also in light of con-
flict regarding the professional content of 
physiotherapy, still seems relevant: Available 
time must be seen in relation to the tasks 
that the authorities as well as the physiothe-
rapists themselves expect physiotherapists 
to take care of.

An important question is where to draw 
the line between the physiotherapist’s and 
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municipality’s responsibility. As professional 
service providers in a welfare state, physio-
therapists have professional autonomy, re-
sponsibility for proper professional practice 
and the mandate to make discretional prio-
rities (18). But the responsibility for imple-
menting centrally agreed health priorities 
cannot be placed solely on the shoulders of 
individual physiotherapists. Municipalities 
are responsible for organizing the service in 
such a way that physiotherapists can make 
priorities without compromising their pro-
fessional integrity or be held personally ac-
countable if the services are inadequate due 
to capacity issues. When difficult choices 
caused by limited resources are left solely to 
physiotherapists to handle, with little invol-
vement from local authorities, the responsi-
bility is being individualized.

In 1997, the Lønning Committee II (28) 
clarified the distinction between two prio-
rity levels: First-order prioritization decisi-
ons are taken at a superior system level, and 
concerns what kind of services one should 
offer and how extensive they should be. 
Second-order prioritization decisions con-
cerns specific decisions about individuals, 
such as who should get access to existing 
services. The physiotherapists’ responsibility 
is primarily the latter, but the levels are also 
linked: The priorities municipalities make 
by scaling the service, deciding tasks and de-
termining affiliation, sets the framework for 
the physiotherapists’ practice and professio-
nal autonomy. Therefore, this has consequ-
ences for the service offered to inhabitants.

Municipal Accountability
Today it is expected that health care profes-
sionals should contribute to health promo-
tion and disease prevention, and not just 
have an eye for the needs of the individual 
patient. Simultaneously, the responsibility 
for disadvantaged and vulnerable people is 
a fundamental and universal moral prin-
ciple that characterizes the work of health 
professionals (20). The physiotherapists in 
our focus groups had difficulties prioritizing 
the «new» tasks that the government wants 
municipalities to pursue, and expressed 
considerable frustration over the disparity 
between political and professional ambi-
tions and the realities. The physiotherapists 
thought, for example, that prevention was 
important and relevant work for physiothe-
rapists, and were aware of the health policy 
guidelines. But professional tradition, ethics 

and economic considerations indicated that 
other responsibilities came first.

Distribution of scarce resources can lead 
the principles of individualization and equal 
treatment into conflict. As for which one is 
more important – the individual patient’s 
specific needs or equal treatment of pati-
ents in relation to each other – there is no 
unambiguous and morally correct answer; 
achieving a good balance between the two 
requires exercise of discretion. Nalette (19) 
writes, on the basis of virtue ethics, that 
physiotherapists’ primary moral responsibi-
lity and ideal is to help the individual pati-
ent. The argument is that the disadvantages 
with some patients having to wait or being 
omitted, are cancelled out by the benefits of 
others receiving adequate follow-up, while 
physiotherapists can live up to their profes-
sional standards and preserve their integrity. 
Tight frames can over time cause adverse 
changes of practices, such as the develop-
ment of a cultural acceptance to give pati-
ents insufficient follow-up. If, instead, phy-
siotherapists lead well-founded and visible 
priority practices that do not hide a lack of 
resources, then this can lead to highlighting 
the dilemmas and choices. It can also help 
provide necessary feedback about the con-
sequences of underfunding, and place the 
ultimate responsibility for services with the 
management of the organization (19).

The Validity of the Findings
In qualitative research, findings are made 
applicable through analytical generalization 
(29). Strategic selection of participants ma-
kes it likely that patterns in the data repre-
sent categories that are valid also in similar 
contexts. We believe that our findings and 
interpretations can be generalized to other 
small and medium-sized municipalities in 
Norway, and to the challenges physiothera-
pists face there.

Conclusion
The study shows that physiotherapists in 
municipalities in Finnmark consider the 
allocated resources to physiotherapy not to 
match the needs of the inhabitants and the 
politicians’ ambitions for the health servi-
ces. The physiotherapists expressed that they 
themselves must handle the prioritization 
dilemmas that arise, without much support 
from the municipalities. The analysis sug-
gests that variations in capacity, affiliation 
and priorities, as well as having to travel 

long distances, lead to uneven physiothe-
rapy services based on place of residency. 
This is not in line with health policy goals of 
equitable health care for all.

The findings highlight the importance of 
the municipalities scaling the physiotherapy 
services sufficiently, collaborating with the 
physiotherapists on priorities, and arran-
ging for all prioritized tasks to be taken care 
of. The municipalities’ responsibility inclu-
des making informed decisions about which 
form of affiliation is appropriate; whether 
they should employ their own physiothera-
pists or recruit private practitioners. The ba-
lancing act between municipal control and 
professional autonomy is a dilemma that 
may be important to investigate further.

Acknowledgments
The research project is funded by The Nor-
wegian Fund for Post-Graduate Training in 
Physiotherapy and Northern Norway Regio-
nal Health Authority (Helse Nord RHF).

References
1. Kartverket. arealstatistikk for norge: http://www.
statkart.no/Kunnskap/Fakta-om-norge/arealstatistikk/
oversikt/.
2. statistisk sentralbyrå. Folkemengd og befolknings-
endringar: http://ssb.no/befolkning/statistikker/
folkendrkv.
3. statistisk sentralbyrå. Befolkning og areal i tettste-
der: http://ssb.no/befolkning/statistikker/beftett-
4. Kaale HK. Kommunefysioterapeutrolla – korleis 
den er og korleis den blir forma. Hovedfagsoppgave. 
tromsø: universitetet i tromsø, 1995.
5. Kaale HK, Hauksdottir n. Fysioterapi under kommu-
nehelsereforma – 20 år etter. Fysioterapeuten 2002; 
69(14): 20-4.
6. sosial- og helsedirektoratet. Kartlegging av fysiote-
rapitjenesten i kommunene. For perioden 1984-2005. 
oslo: sosial- og helsedirektoratet, 2007.
7. Helse- og omsorgsdepartementet. stortingsmel-
ding 47 (2008-2009). samhandlingsreformen: rett 
behandling – på rett sted – til rett tid. oslo: Helse- og 
omsorgsdepartementet, 2009.
8. Lov om kommunale helse- og omsorgstjenester m.m. 
(helse- og omsorgstjenesteloven), 24.6 nr. 6 2011.
9. Helse- og omsorgsdepartementet. innovasjon i 
omsorg. nou 2011: 11. oslo: Departementenes servi-
cesenter, informasjonsforvaltning, 2011.
10. stortingsmelding 16 (2010-2011). nasjonal helse- 
og omsorgsplan (2011-2015). 
11. statistisk sentralbyrå. Kommunehelsetenesta, 
årleg: http://ssb.no/helse/statistikker/helsetjko.
12. Lindvåg D. Kommunene satser ikke på fysioterapi.  
Fysioterapeuten 2013; 80(8): 15.
13. engseth e. tallenes tale.  Fysioterapeuten 2012; 
79(7): 43.
14. Gunn H, Goding L. Continuing professional Develop-
ment of physiotherapists based in community primary 
care trusts. physiotherapy 2009; 95: 210-5.
15. Jin C, ishikawa a, sengoku y, et al. a telehealth 
project for supporting an isolated physiotherapist in a 
rural community of Hokkaido. Journal of telemedicine 
and telecare 2000; 2: 35-7. 
16. sheppard L. Work practices of rural and remote 



8     Fysioterapeuten  auGust 2015

FAG ScIeNTIFIc ArTIcle

physiotherapists. the australian journal of rural health 
2001; 9: 84-90.
17. Grimen H, Molander a. profesjon og skjønn. i: 
Molander a, terum Li, red. profesjonsstudier. oslo: 
universitetsforlaget, 2008: 179-96.
18. Molander a, terum Li. profesjonsstudier – en intro-
duksjon. i: Molander a, terum Li, red. profesjonsstudier. 
oslo: universitetsforlaget, 2008: 13-27.
19. nalette e. Constrained physical therapist practice: 
an ethical case analysis of recommending discharge 
placement from the acute care setting. physical the-
rapy 2010; 90: 939-52.
20. Wifstad Å. Helsefagenes etikk: en innføring. oslo: 
universitetsforlaget, 2013.
21. Barbour r. Doing focus groups. London: saGe, 
2007.
22. Wibeck V. Med fokus på interaksjon. i: Fangen K, 
sellerberg a-M, red. Mange ulike metoder. oslo: Gylden-
dal, 2011: 15-36.
23. thagaard t. systematikk og innlevelse: en innføring 
i kvalitativ metode. Bergen: Fagbokforlaget, 2009.
24. naV. Fastlønnstilskudd til fysioterapitjenesten i 
kommunene, rundskriv: https://www.nav.no/rettskil-
dene/rundskriv/147835.cms
25. Forskrift om stønad til fysioterapi m.m., 25.6 nr. 8 
2014.
26. Ks’ kommunetarutgave til asa 4313 for perioden 
2013-2014: http://ks.no/tema/arbeidsgiver/Lov-og-
avtaleverk/Fysioterapiavtaler/Kommentarutgave-til-
rammeavtalen-asa-4313/
27. agenda utredning & utvikling as/Helse- og 
omsorgsdepartementet. spørreundersøkelse om 
fysioterapi i kommunehelsetjenesten. Høvik: agenda 
utredning & utvikling as, 2009. http://www.regjerin-
gen.no/upload/HoD/Dokumenter%20Kta/r6302%20
HoD%20Fysioterapeuter%20250209.pdf
28. sosial- og helsedepartementet. prioritering på ny: 
gjennomgang av retningslinjer for prioriteringer innen 
norsk helsetjeneste. nou 1997: 18. oslo: statens 
forvaltningstjeneste, 1997.
29. Kvale s, Brinkmann s. Det kvalitative forskningsin-
tervju. oslo: Gyldendal akademisk, 2009.


