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There are two different paradigms – 
the biomedical perception of diseases, 
and the social-medical perception of  
diseases.

– In the biomedical paradigm, disease 
has only a corporal dimension. The pa-
tient is understood from a scientific view. 
Diagnosing and treatment is important. 
In the social-medical perception focus is 

on external causes, that lies outside the 
single individual. Upbringing, environ-
mental factors at work, housing etc. are 
important. These causes are multifac- 
torial, and efforts are put upon reducing 
or removing these external causes of  
disease, Prof Andersen explained.

Ms Lene Bak, Tillotts Pharma, 
greeted approximately 70 nur-
ses welcome to the Meeting. 
She stressed that the evaluation 

form all delegates were requested to fill 
in afterwards, also should have sugges-
tions for topics for next year's Meeting.

– The board decides and plan the con-
tent based on those suggestions – as they 
did this year, Ms Bak explained.

After presenting the members of the 
board, she then introduced the first speaker 
for the day – Prof Pernille Tanggaard 
Andersen, University of South Denmark. 
How do we ensure that the vulnerable as 
well as the strong IBD patient is put at the 
centre, was the title of her talk.

Two different paradigms
Prof Andersen began by talking about 
social inequality in health. She presented  
findings from Denmark that the life ex-
pectancy differs between those with a 
low level of education and those with a 
higher level.

– If you have 3 - 6 years of education, the 
life expectancy is 76,1 years. If you have 6 - 
11 years of education it is 82,7 years.

Higher patient involvement can lead 
to higher inequality
Empowered patients are more willing to 
talk about their special challenges in the 
choice of treatment. This puts demands 
on healthcare staff to have focus on the 
individual patient's needs and worries.

– It means the doctor can not just give 
general information, decide on treat-
ment – and after that ask for the patient's 
consent, Prof Andersen continued.

In the traditional patient culture, where 
the role of the patient was to trust the 
doctor and was free from other demands 
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Pernille Tanggaard Andersen

“EMPOWERED PATIENTS ARE MORE 
WILLING TO TALK ABOUT THEIR 
SPECIAL CHALLENGES IN THE 

CHOICE OF TREATMENT.”
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   Then some have problems with 
reading, and carry with them negative 
experiences from other doctors and/or 
side effects of treatment. They can also 
recently have lost close relatives.
   – And the economy could also be a large  
problem. Finally, they can suffer from 
other social events, such as a new job, 
divorce etc. All these are complex and 
challenging problems to address, but 
nevertheless have to be investigated in 
order to improve healthcare quality for 
complex patients, Prof Sodemann said.

Digital tool for home monitoring
Ambuflex IBD is a web-based system to 
support flexible outpatient treatment by 
use of tele-patient reported outcomes 
(PROs) for clinical decision support. 
PhD student Amalie Søgaard Nielsen 
is researching this tool, and she talked 
about it at the Meeting. She started by 
defining what a PRO is.
   – It contains information directly from 

   In this very heterogeneous group, comp- 
liance can often be a problem.
   – They wonder why they should take 
pills that do not solve their problems – 
the problems are often of another kind 
than medical, he said.
   When these patients are investigated, 
their life history is important.
   – It enables you to follow a thread in 
order to seek an explanation to their pro-
blems. It takes time, and therefore con-
stitutes a challenge for healthcare.
   Prof Sodemann presented a list of ex-
amples on hidden vulnerabilities in the-
se patients. 
   – Some hide their burden of the disease 
– this can be due to stigma, loneliness, 
handicaps etc. Others have suffered from 
trauma, anxiety and obsessive-compulsive 
disorders.

and expectations, we can today see 
growing expectations on participation 
and engagement.

– Increased participation from the pa-
tient means the patient has to be active,  
be able to be involved and have the  
necessary resources to carry more re-
sponsibility – and not all of them can live 
up to these expectations, she underlined.

Higher patient involvement can lead 
to higher inequality. If one use a lot of  
resources on patient involvement that 
best fit a certain type of patient, we risk 
that there will not be equal access to care 
and treatment, Prof Andersen explained.

At this point of her talk, she made a 
break and asked the audience to form 
groups where they should discuss what, 
based on their experiences, is needed to 
ensure involvement from more tenuous 
patients. 

Afterwards Prof Andersen encouraged 
all participants to remember that involve- 
ment also can mean the patient prefer 
not to be active, and choose the older 
model.
   – Patient involvement is a good thing if 
there – as the term itself says – is a place 
for all kinds of patients – both the active 
and the passive!
   There is a risk that patient involvement 
can turn into a slide – that turns into 
healthcare's way to abdicate the respon-
sibility for the treatment.
   – It is a step in the right direction – but 
we must decide what we want with it, 
and if the patient may choose not to be 
involved and to be the passive patient 
instead?

Complex and challenging patients
Patients with a different ethnic back-
ground – migrants – was the topic for 
Prof Morten Sodemann, Odense Univer-
sity Hospital.

Morten Sodemann Amalie Søgaard Nielsen
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   Existential questions include why is 
this afflicting me, what is the purpose 
and what have I done to deserve this? Is 
it God's punishment?
   – The hospital building is in itself sig-
nalling that here we have control, here 
we are fixing things. But as a hospital  
priest, I also have to talk to patients 
about what we can't fix.
   She ended her lecture by talking about 
these really difficult conversations.
   – It is so difficult that we are reluctant 
to go through it. But I mean that it consti- 
tutes a part of the responsibility of health- 
care to have them, Ms Mørk stated.
   And with those words, the Nurses  
Meeting in Denmark had come to its end.

  Per Lundblad

their families. This means you have spe-
cial responsibilities – which are added to 
your responsibilities for the care of the 
disease itself, she underlined.
   Physical, psychological and social pain 
is comparably easier to handle – because 
one can screen for it.

   – Existential pain is more difficult, she 
continued.
   According to a survey carried out at 
Rigshospitalet 53 % of patients thinks 
more about the purpose and meaning of 
life when they have a disease. 72 % stated 
that they were people of a faith.
   – 50 % reported there are things that they 
wish they had done differently in their 
lives – and 50 % reported that they had 
found new values in life. 62 % reported  
that they prayed, Ms Mørk said.

the patient. It could be a questionnaire 
that patient digitally answers at home. It 
is about much more than symptoms, and 
PRO is an important part of the concept 
of patient empowerment, she explained.
   In Ambuflex IBD, the patient is registered 
in a system, and receives a questionnaire 
they answer at home. The details provi-
ded, makes the computer to give a red, 
yellow or green score. A Nurse checks 
the results and, if it is indicated, either 
the Nurse or the Doctor phones the pa-
tient. If necessary, the patient is called 
for a consultation.
   – It spares the patient from coming for 
yearly check-ups, and then go home again,  
Ms Nielsen said.
   The questionnaire asks about bowel 
movements, other symptoms, quality of 
life and if there is a need for contact with 
healthcare. The benefits for the organi-
sation is that both the clinic and the pa-
tient saves time.
   – There are benefits for the consul-
tation as well: As a preparation for the 
consultation, we will know if there is a 
need for a doctor, what the patient wants 
to talk about and we have a good over-
view of the patient's development. At the 
consultation, we know if there are other 
topics the patient wants to talk about, 
and we start with what we know is cau-
sing problems for the patient.
   However, the technology is not suitable 
for everyone. Some are not comfortable 
in using the computer, and are worried 
to lose their contact with the clinic.
   – Also, since we do not see the patient 
as often as we used to, we get to know 
them in another way through the screen.
   However, when it works it is really 
good – even though there are challenges. 
One is time, and another is when nurses 
have to perform IT-supporting tasks.
   – But the staff is actually happy to have 
the tool. 80 % of their patients are using 
it, and this has already resulted in saving 
time for consultations– also for their col-
leagues, she stated.
   Ms Nielsen finished by underlining that 
one of the ideas of this project is also to 
find out which patients that should not 
have Ambuflex IBD or other digital tools.

The most difficult conversation
The final speaker of the day was Lotte 
Blicher Mørk, who is a hospital priest at 
Rigshopitalet in Copenhagen. She talked 
about existential, spiritual and religious 
issues in those with disease and their 
close relatives.
   – You nurses are going to meet your pa-
tients over a long period of time, and also 

“THE HOSPITAL BUILDING IS 
IN ITSELF SIGNALLING THAT 
HERE WE HAVE CONTROL, 

HERE WE ARE FIXING THINGS. 
BUT AS A HOSPITAL PRIEST, I ALSO 

HAVE TO TALK TO PATIENTS 
ABOUT WHAT WE CAN'T FIX.”

Lotte Blicher Mørk


