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a semi-structured questionnaire survey, this article presents the development of a new care service landscape in Norway, where municipalities
increasingly set up specialized care services for different patient groups and their care needs. This leads to a continuum of care service models
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that volume is an important prerequisite for specialization. Similarly, a higher degree of specialization corresponds to higher formal competencies in the workforce. To understand the development of the services and the impact on care service delivery, further research is required.
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Background

landscape. To contribute to the knowledge and discussion of
different long-term care models, this article will analyze current trends in Norway, focusing on what types and levels of
specialized services are developed in the municipal context.
Furthermore, we investigate to what extent different service
models may be explained by municipal factors like population
size, income, demography, levels of education, and care service
organization. We start by providing some background information on Norway’s health care system.

Worldwide, governments are focusing on redesign and reorganization of health and social care services to make health and
social care provision more sustainable.1 With an increasing
elderly population, the long-term health and social care sector
is growing,2,3 and new service models are sought to meet
increasing demands for care.4 When developing health and
social care services, national decision-makers have to balance
increased expectations among the population, both in terms of
levels of care and the degree of tailor-made services, with limited resources.5,6 The development of care service delivery is a
result of a series of priority settings on the macro (national) and
meso (local) level. The macro level represents national policymaking, whereby politicians determine guidelines for local
government, which in turn is responsible for priority setting
and health and social care service design and budgeting at the
meso level. Furthermore, the managers and practitioners at the
micro level are responsible for the organization and execution
of services, reflecting every day priorities in service delivery.7
A global trend in health service delivery is shorter hospital
stays.8 This development entails increased responsibilities for
primary care, as treatment and care for patients who previously
were the responsibility of the specialist health services now are
provided by the primary health services. As a result, care service
models based on increased specialization are established at the
local level.9,10 Several reports highlight the increasing importance of specialized care due to rising numbers of patients with
long-term conditions and multimorbidity in long-term care.11-13
Based on patient needs, specialization may be an important factor in providing high-quality long-term care.4
So far, there is limited knowledge of how these new local
care service models are unfolding in the European care service

The organization of health and social care services
in Norway
In Norway, the overall care policy is formulated by the
Government, and overall resource allocation is largely controlled at the national level.14 However, the responsibility of
planning and providing long-term care services is delegated to
the local authorities in Norway’s 356 municipalities. Through
an ongoing reform, the number of municipalities was reduced
from 422 on January 1, 2020. This was to create larger municipalities that would be more robust in providing services for the
population. National priorities in health care are expressed
through policy documents and professional guidelines and are
executed through judicial acts, various incentive schemes, and
earmarked grants.15 The municipalities’ nonrestricted revenue,
the share of its revenues which each municipality can administer freely, makes up 77% of the municipal sector’s total income.
The nonrestricted revenues consist of tax revenues and block
grants from the state level. Through planning and budgeting,
politicians and administrators in the municipalities develop
local care service structures. The delivery of care services is performed in nursing homes, sheltered housing (accommodation
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specifically designed for people in need for care allowing them
to live independently) and home care services.
Thus, it is clear that priorities at the macro, meso, and
micro levels affect long-term care service provision. The overreaching political goal agreed on by governments of both the
left and right is universal services at the local level, available to
all residents of the municipality, regardless of age, diagnosis,
and financial or social status.16 Traditionally, the long-term
care services in Norway have been generalist, serving a broad
group of patients with different needs. Notwithstanding, in
2008, the Norwegian central government initiated a care plan
to gradually expand the municipal care services—“Care Plan
2015.” The care plan focused on increased capacity through
more personnel and increased number of beds in long-term
care. And, in 2012, the “Coordination Reform” was launched
with a goal to provide municipalities with a comprehensive
approach to prevention, early intervention, early diagnosis,
treatment, and follow-up.17 One means to achieve the goals of
the reform was to move medical and care responsibilities from
hospitals to primary care, leading to a new demand for
increased capacity as well as service and competence development in the latter sector. In the last few decades, the municipalities have been adapting services in response to the demands
of national policies and reforms,18 and a variety of specialized
municipal care services have emerged. Examples are 24-hour
municipal in-patient acute units, larger and more specialized
short-term units in nursing homes, and teams in-home care
with special expertise in handling specific patient groups (eg,
persons with dementia) or providing specific services (eg, palliative care and rehabilitation).19,20

Methods

The study was conducted in a sample of 75 Norwegian municipalities, stratified by size and region, representing both urban
and rural, small-, medium-, and large-sized municipalities in all
5 regions of Norway. To study the type and level of specialization of care services, we used a self-developed questionnaire
with semi-structured questions. The questions were extracted
from national policy documents and addressed the care services
offered to the adult population (older than 18 years) in the
municipality. The questionnaire was piloted in 3 municipalities
and subsequently discussed in the research team and with
municipal representatives to ensure the collection of valid and
reliable data. Municipal managers, responsible for long-term
care services, were approached to be interviewed in 2013 to
2014. The questionnaire was filled in by the interviewer in faceto-face interviews, which provided opportunities for both
informants and interviewers to ask for further clarification, provide comments, and elaborate on local care solutions. In cases
where there was uncertainty surrounding specialization, the
question, categories, and municipality’s services were elaborated
on, and a consensus between interviewer and interviewee on a
yes or no answer was reached. In this article, we focus on the

structured questions regarding specialized services in institutions and home care, operationalized as care services provided
to certain patient groups with specific needs (eg, dementia, palliation, and rehabilitation). The survey measures, the 13 types of
specialization used in the study, are presented in Table 1. The
respondents could answer yes or no to each question.
A specialization index was constructed by adding up the
numbers of “yes” answers from each municipality to create
an index, ranging from the value 0, representing no specialized services, to the value 13, representing the highest level
of specialized services. Additional data regarding the municipalities’ population and economy, also from 2014, were
retrieved from Statistics Norway’s Municipality-StateReporting (KOSTRA)21 database. The independent and
dependent variables were divided into 3 similar-sized
groups, each representing high, medium and low values. It is
important to note that there is some covariation between
the independent variables; larger municipalities tend to have
younger populations and higher levels of education. The
specialization index was divided into 3, leaving the level of
specialization defined as high in municipalities with a value
of 10 or higher, as medium with values between 6 and 9, and
as low if the value was 5 or lower. The independent variables
and their operationalization are presented in Table 2.
Table 3 presents the key characteristics of the municipalities that participated in the study. The variation across all variables reflects the strategic selection of municipalities and the
diverse conditions they operate according to when designing
their services.

Analysis
Because the aim of the study was to analyze current trends in
Norway, focusing on types and level of specialization in the
municipal context, descriptive statistics were used in the analysis. To describe how different service models may be influenced
by municipal factors like population size, income, demography,
and care service expenses, cross-tabulations with exact chisquare tests (two-sided) were used. Software used was IBM
SPSS Statistics version 22.

Ethics
The study adheres to the ethical requirements governing
Norwegian universities and research institutes and was
approved by the Norwegian Centre for Research Data (NSD),
reference number 37637.

Results
Types and level of specialization
The analysis showed that specialization is common both in
nursing homes and in the in-home care services. As Table 4
shows, nursing home services for persons with dementia is the
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Table 1. Survey measures.
Variable

Description

Specialized services in nursing homes
Palliative care

Does your municipality have beds reserved for palliative care in nursing homes?

Dementia care

Does your municipality have rooms/beds reserved for dementia care in nursing homes? (unit with 4-12
residents with the diagnosis of advanced dementia)

Reinforced dementia care

Does your municipality have rooms/beds reserved for reinforced dementia care in nursing homes? (dementia
as main diagnosis and behavioral deviation such as aggression, physical, and/or verbal agitation and uncritical
social conduct)

Psychiatry

Does your municipality have rooms/beds reserved for psychiatry/psychiatric health care in nursing homes?

Substance abuse care

Does your municipality have a separate service or rooms/beds reserved for alcoholics/drug abusers in nursing
homes?

Rehabilitation

Does your municipality have rooms/beds reserved for rehabilitation in nursing homes?

Short-term/ respite care

Does your municipality have rooms/beds reserved for short-term stays/respite care? (beds reserved for
persons with comprehensive care needs where next-of-kin require relief or the patient needs short-term
medical care or nursing/supervision)
Sheltered housing

Dementia care

Does your municipality have sheltered housing reserved for persons with dementia, organized as shared
housing?
Specialized home care services

Rehabilitation

Does the home care service in the municipality have a rehabilitation/reablement team?

Palliative care

Does the home care service in the municipality offer palliative care services to service recipients living at
home?

Dementia care

Does the home care service offer dementia care services to service recipients living at home?

Psychiatry

Does the home care service offer, as part of its own service provision, psychiatric care services to service
recipients living at home?

Neurological disorders

Does the home care service offer, as part of its own service provision, specialized care services to service
recipients with neurological disorders living at home?

Table 2. Independent variables.
Variable

Description

Low

Medium

High

Size

Population size

<5000

5000-19 999

>20 000

Demography

Share of population aged 67 years and older

<0.139

0.131-0.159

>0.151

Nonrestricted
revenue

Municipality’s nonrestricted revenue (1000 NOK per capita)

<47.0

47.01-54.3

>54.3

Care expenses

Net operating expenses for care services as a percentage of the municipality’s
total net operating expenses

<30

31-34

>34

Education

Share of the municipal health and care services’ workforce with a minimum of
3 years’ higher education (eg, registered nurses, physiotherapists)

<30

31-37

>38

most common specialized service. This is followed by palliative
care in the in-home care services and short-term/respite care in
nursing homes. Palliative care is also given high priority, as 89%
of the municipalities offer palliative home care services, and
60% have a specialized unit or dedicated beds in nursing homes.
Of the 75 municipalities that participated in the study, 73
provided complete data on their degree of specialization and

thus provided us with the opportunity to calculate their position on the specialization index, which ranged from 0 to 13.
The mean number of specialized services among the 73 municipalities was 7.3 (SD = 2.76). All the municipalities reported
having at least some specialized services; their responses ranged
from 2 to 13. How the results were distributed is presented in
Figure 1.
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Table 3. Characteristics of participating municipalities (N = 75).
Variables

Mean

Standard deviation

Minimum

Maximum

Population size

26 373

42 964.76

211

27 1949

Nonrestricted revenue per capita (in 1000 NOK)

54.12

13.54

43.63

132.98

Proportion of population aged ⩾67 years as a percentage of total population

14.7

2.85

9

22

Care expenses as a percentage of total operating expenses

32.04

4.18

24.5

42.1

Education (percentage of workforce with minimum 3 years of higher
education)

34.24

5.64

24

50

Source: KOSTRA database.21

Table 4. Type of specialization.
Service

Yes (%)

Sample size (N)

Dementia care

95

75

Short-term/respite care

88

75

Palliative care

60

75

Rehabilitation

59

75

Reinforced dementia care

41

75

Psychiatry

22

74

5

75

38

73

Figure 1. Specialization index.

Palliative care

89

75

Specialization and municipal characteristics

Dementia care

76

75

Psychiatry

68

75

Neurological disorders

37

75

Rehabilitation

37

74

Nursing homes

Substance abuse care
Sheltered housing
Dementia care
Home care

As Figure 1 shows, all municipalities have some degree of
specialization, and 16 can be said to be highly specialized with
10 or more different specialties. To explore if there is a pattern
in the development of specialized services, we focused on the
municipalities with a low level of specialization to see with
which services they start. Reinforced dementia care in nursing
homes seems to be a specialized service with high priority
among the less specialized municipalities. In addition, palliative home care is 1 of the first specialized services to be offered.
On the other end of the scale, if focusing on highly specialized
municipalities, the 3 services that are last to be added to the list
are psychiatry and substance abuse care in nursing homes, and
services targeted toward patients with neurological disorders
and rehabilitation in-home care.

Variations in the degree of specialization according to different
municipal characteristics are presented in Table 5. Municipality
size, demography, nonrestricted revenue, and education all
showed up as being significantly different across care service
specialization levels (P < .05). The large municipalities had
more specialized services than small ones: Almost 90% of the
municipalities with a high level of specialization were large. At
the same time, about 40% of the large municipalities had a
medium level of specialization. Municipalities with a high
share of the population aged 67 years or more had a lower
degree of specialization compared with “younger” municipalities. Of the municipalities with a high level of specialization,
more than 60% had a young population. Furthermore, the
results showed that municipalities with a high level of nonrestricted revenue did not have a higher level of specialization
than municipalities with lower rates of income. More precisely,
municipalities with high nonrestricted revenue were overrepresented in the low specialization group, and the distribution
between the revenue levels was more equal in the other 2 specialization groups. High care expenses, however, did not indicate a high level of specialization. Municipalities with high
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Table 5. Specialization relative to the municipal characteristics (percentages in columns).
Low specialization
(1-5), N = 23

Medium specialization
(6-9), N = 34

High specialization
(10-13), N = 16

All municipalities,
N = 73

Size

<.001

Small

73.9

17.6

0

31.5

Medium

21.7

44.1

12.5

30.1

4.3

38.2

87.5

38.4

 Large
Demography

.009

Young

30.4

44.1

62.5

43.8

Intermediate

17.4

38.2

31.3

30.1

Old

52.2

17.6

6.3

26.0

Revenue
 Low

<.001
4.3

35.3

68.8

32.9

Medium

26.1

41.2

31.3

34.2

High

69.6

23.5

0

32.9

Expenses
 Low

.167
34.8

29.4

43.8

34.2

Medium

30.4

29.4

50.0

34.2

High

34.8

41.2

6.3

31.5

Education
 Low
Medium
High

P value

.003
39.1

23.5

0

23.3

52.5

47.1

37.5

46.6

8.7

29.4

62.5

30.1

levels of specialization tend to have higher levels of education:
62.5% of the municipalities with a high level of specialization
also had a high number of personnel holding a minimum of a
3-year university degree.

Discussion

Our analysis shows that the municipalities in Norway offer several types of specialized long-term care services for their inhabitants. However, the level of specialization varies and can be
conceptualized as a continuum of different care service models,
ranging from a more generalist approach with a limited number
of specialized services to highly specialized models of service
provision (Figure 2). With current demographic developments
and health care policies, municipalities face increasing responsibility for treatment and follow-up for a variety of patient
groups—young and old. The increasing elderly population and
more complex patient groups demand more targeted health and
social care services, and this development is evident in our data.
Bearing in mind that the long-term care services until relatively
recently were characterized by a generalist approach,22 our data

Figure 2. Continuum of care service models.

point to a considerable change in the care service landscape during the last 10 to 20 years.23
The development of specialized services in Norway reflects a
focus on dementia care, palliative care, and rehabilitation.
Dementia and palliative care are both highlighted in Norwegian
white papers and promoted through different government incentives for competence building and service development.24,25
Moreover, in recent years, the policy focus on aging in place has
led to an increased focus on rehabilitation and reablement.26
Thus, the development of increased specialization can be viewed
partly as a result of national policy and partly driven forward by
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local needs and engagement.27,28 These trends are also recognizable across several high-income countries.4,29
When characteristics of the municipality are considered
concerning care service development, municipal size appears to
be an important factor for the specialization of services. This
indicates that volume is an important prerequisite for specialization. In addition to the general demographic change, the
municipalities in Norway are responsible for patients discharged from the hospital who require intermediate care, reablement, and/or aftercare. In other countries like the United
Kingdom, short-term postdischarge care is part of the National
Health Service (NHS) trusts’ responsibilities. Municipal posthospital care in Norway includes institutional services like
reinforced dementia care, rehabilitation/reablement, and shortterm stays for follow-up and treatment. But also in the home
care services, nursing practice has become more medically
advanced.30 In the Norwegian context, where a large proportion of the 422 municipalities are rural and have less than
20 000 inhabitants, the significance of volume for specialization should be a worry for policy-makers concerned with
equality in service provision, especially if 1 considers specialization a parameter for quality in services.4 Some municipalities
have solved the volume problem by offering services in collaboration with other municipalities, as they cannot afford to provide the full range of specialized services by themselves. When
entering intermunicipal collaboration, the patient groups
become larger and economies of scale can be obtained, and
municipalities are not as vulnerable to fluctuations in the
patient groups over time.31,32
Furthermore, our results show that large municipalities with
a high level of specialization also have a higher proportion of
staff holding a university degree (or equivalent). This difference in specialization and formal competence might challenge
the ideal of equality in service delivery across the country.
Studies have shown that staff ’s education levels influence the
performance of health care services.33 This leads us to question
whether the different care service models along the continuum,
reflecting a different degree of specialization and following different education levels, can provide the same quality of services,
according to national policy goals. How local authorities decide
to design their services may influence the efficacy in service
delivery. The question of whether different care service models
provide different outcomes is thus an important one—not only
for policy-makers but also for patients and their families. The
first step to increased knowledge of the performance of different care service models is to study different care service models
in operation. This article represents 1 step in this direction by
showing differences in structure and organization of the longterm care services in Norwegian municipalities.
Moreover, our findings show that the specialization of services is an ongoing process. In this study, all participating
municipalities reported having at least some specialized services, and several municipalities were highly specialized. This
trend of specialization in long-term care is consistent with

developments seen in other countries.4 A comprehensive
understanding of the role specialized services play in the continuum of care is important for further service development.

Limitations
The results of this study should be read with some limitations
in mind. First, the municipalities that participated were not
chosen at random. Rather, they were strategically selected to
make up a sample that was representative of the municipality
setting nationally, being stratified by geography and size.
Seventy-five municipalities were selected for the sample, and
75 municipalities (100%) participated. Second, municipal
managers were interviewed face to face by 5 different interviewers. Although definitions of each specialized service were
provided in the structured interview questionnaire, the way the
informants understood the concept of specialization within
each category might have differed somewhat across interview
settings and municipalities. Moreover, because all municipalities are required by law to provide services that meet the needs
of all their inhabitants, some may have felt that if they answered
“no” to any of the questions, they may be regarded as not complying with the law.

Conclusions

Increased knowledge and understanding of how the different
care service models are evolving, and what consequences the
different models have for care service delivery is important
for planning, priority setting, and further service development. The care service landscape in Norway is characterized
by a continuum of care service models from a generalist
approach to specialized services. Specialization happens both
in-home care and in nursing homes, and services specializing
in dementia care and palliative care are the most frequent.
Larger municipalities have a higher degree of specialization,
and municipalities with more specialized models of care have
higher formal competencies among their staff. Our data did
not contain information about why the different areas are
developed at a different rate, but this is an important venue
for future research.
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