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A BSTRACT
Purpose: The paper describes staff’s self-rated theoretical, practical and interaction competence in 20 social and healthcare
companies. The study draws from a research and development project run jointly by two educational institutions and a health
technology development center. The results can be used to develop the content of a multiprofessional simulation coaching
intervention.
Data and methods: Data were collected in the autumn of 2017 using an online survey software. The quantitative data were
analyzed using the SPSS for Windows version 23 and the qualitative data using inductive content analysis. The response rate was
96% (n = 125). This article presents the quantitative results.
Results: Respondents found that they were competent in interaction, in identifying their clients’ needs, in attending to client
safety and in supporting clients’ psychosocial and physical function. Their ratings were lower for issues pertaining to severe
disability, for encountering aggressive behavior and for some aspects of digitalization.
Conclusions: The most important development needs involved making better use of digital tools and remote counseling,
enhancing information technology competence and learning to encounter aggressive behavior.
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1. I NTRODUCTION
This study deals with self-reported competence of staff in
small and medium-sized social and healthcare companies
in Finland. The requirement of improving staff competence
partly has its roots in the need to create more innovative,
efficient and sustainable health systems and to facilitate citizens’ access to safe and high quality health services, as
stressed by the European Union Health Program.[1] Similar

aspirations are reflected in national policies. For example
in Finland, quality guidelines emphasize the need to provide well-timed services based on needs assessment and
implemented by competent personnel.[2] The professionals
in social and health care organizations are faced with the
requirements of safe client care, multiprofessional collaboration and evidence-based practice.[3] Besides sound staff
competence, an open atmosphere is essential for promoting
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wellbeing in the working community and for high quality,
humane treatment of the clients. Continuous professional
development is recognized as an essential element of the
work.[4]
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cally.[12–14] Competence is also contextual or it as a social
dimension; it is acquired and constructed in a social context in a community of professionals.[12, 15] In other words,
this paper adheres to the notion that competence has a technical/factual, personal and social dimension. The technical or factual dimension refers to domain-specific expert
knowledge and skills and independent problem-solving. The
personal dimension of competence encompasses the ability
to assess one’s development needs and opportunities and
to reach one’s potential. This dimension includes qualities
like autonomy, reliability, self-confidence and moral-ethical
awareness. The social dimension of competence refers to
communication and cooperation skills and ability to create
social relationships.[16] In recent years, digital literacy and
communication skills have grown in importance.[17]

In many western countries, the social and health organizations face these challenges in an increasingly aging society.
Even the staff in small and medium-sized enterprises, such as
the ones discussed in this study, will be expected to upgrade
their competence base and to engage in more extensive multiprofessional collaboration. Earlier practices many not always
be effective for responding to the needs of aging clients with
deteriorated functional capacity and multiple simultaneous
health or social problems.[5, 6] In Finland, the situation is
complicated by a major reform underway, anticipated to
transform the entire system of health and social services. It
has been suggested that the success of the reform largely The development of staff competence is a challenge for small
depends on the development of staff competence levels.[7]
and medium-sized enterprises.[18] Even in small companies,
employers must ensure that their workers reach the necessary
The study is part of a research and development project,
competence levels and changing quality requirements. Decarried out in collaboration between a university of applied
velopment efforts are thus essential for both individuals and
sciences, a vocational education institution and a health techorganizations. Ensuring adequate competence levels calls for
nology development center in Finland. The project is funded
collaborative and contextual learning of individuals within
by the European Social Fund and its purpose is to plan
organizations, and it can involve professional and personal
simulation-based education, called coaching in this context,
development. At best, the assessment of competence and
for personnel working in small and medium-sized companies
learning needs can open up new possibilities for enterprises
in health and social care industries. The clients of the 20
preparing for future requirements. Besides field-specific
enterprises involved are old people, children in need of child
skills and knowledge, staff members’ learning to learn skills
protection services, or clients with a general learning disabilmay require an update.[19]
ity or a mental health disorder. The clients are recipients of
various care, rehabilitation and accommodation services.
Staff’s multiprofessional collaboration skills are crucial in
small and medium-sized companies, where they can benefit
clients by leading to more holistic overall care and nurs1.1 Background
ing.[20] Collaboration calls for adapting roles and taking into
According to the European Union definition,[8] small and consideration the other professional groups at the workplace,
medium-sized companies are enterprises with a staff head- and it involves sharing knowledge, skills and responsibilicount of 250 or less and a maximum annual turnover of 50 ties.[21] Better care outcomes can be reached if representamillion euro. So far, there has been little research on staff’s tives of various professions become committed to collaboself-assessed theoretical, practical or interaction competence ration and mutual respect.[22] The sense of community and
in such companies in social and healthcare industries.[9, 10] cooperative development of skills and knowledge must be
Self-assessments are required to gauge competence levels, emphasized in small or medium-sized enterprises especially.
strengths and development needs in these enterprises.[11]
Ideally, learning takes place in intensive interaction, in which
For the purposes of this article, professional competence professionals can cross borders together.[13]
is defined as a formally and informally acquired potential Special attention should be paid to pedagogical approaches
and capability to perform in the domain of social and health and learning environments when planning educational intercare.[12] It is also seen as a combination of generic and ventions for working life. Many skills, such as interaction,
profession-specific skills and knowledge and personality collaboration and teamwork skills, may be best learnt through
characteristics, molded by the social environment. In so- action-based methods.[23–25] Simulation pedagogy carried
cial and health care, where ethical awareness and compas- out with multiprofessional small groups can help participants
sion are emphasized as essential elements, competence can understand each other’s roles and responsibilities[26, 27] and
be claimed to be centered in the person, which means that facilitate sharing good practices. At the heart of learning lies
the practicing professional needs to be looked at holisti38
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an evolving companionship, through which added value can The questionnaire was developed on the basis of a systematic
be gained.[13]
literature review and a preliminary competence survey from
spring 2017, conducted in small and medium-sized compaGood simulation coaching starts with the learners’ clearly
nies. In an effort to ensure that the instrument was valid, or
defined needs and it is carried out in as authentic a conmeasured that aspect of the phenomenon under study that it
text as possible using an action-based approach. Simulawas supposed to measure,[37] the questionnaire was pretested
tion enables the learning of various competences in a holisby a group consisting of project partners, members of the
tic and experiential manner[28] and it can increase particisteering group and company staff members (n = 14). The
pants’ confidence in their skills, whether technical or nonquestionnaire was found to be appropriate and easy to untechnical.[29–31] Simulation can be used to improve client
derstand. The test group found the questions unambiguous.
[32, 33]
safety,
for example by focusing on situational sensitivEach item asked only one piece of information, and the inity and problem-solving skills, which are essential in preventstrument measured what it was supposed to measure.
ing near misses.[34, 35] It can be useful when practicing acute,
recurrent or rare situations, and even in learning empathy Besides background questions, the questionnaire included
skills.[27]
both qualitative (n = 4) and quantitative (n = 44) items, 31 of
which were Likert type questions. The background questions
An encouraging atmosphere and constructive feedback disconcerned respondents’ sex, age, education and occupation.
cussions are important for successful simulation coachIn addition, the participants were requested to select which of
ing. Participants have an opportunity to look for a shared
the options presented was closest to their job description. The
understanding of the situation or for alternative solutions
background data are presented in Table 1 using frequency
[27]
together.
Positive learning experiences and appreciaand percentage distributions.
tion from peers and facilitators can increase learners’ selfconfidence and multiprofessional collaboration skills.[31, 36] Table 1. Demographic data on the respondents
1.2 Purpose and aim
The study purpose was to describe personnel’s self-reported
theoretical, practical and interaction competences in social
and healthcare companies before their participation in a
simulation-based coaching intervention. The study aimed at
gathering knowledge that can be useful in the future when
contents are planned and developed for coaching multiprofessional groups by means of simulation.
The research questions were:
• How do staff in small and medium-sized social and
healthcare companies rate their theoretical competence?
• How do staff in small and medium-sized social and
healthcare companies rate their practical competence?
• How do staff in small and medium-sized social and
healthcare companies rate their interaction competence?

2. R ESEARCH METHODS
2.1 Data collection
The study was conducted in twenty small and medium-sized
social and healthcare companies, which specialize in serving
old people, children in need of child protection services and
clients with a general learning disability or a mental health
disorder. Data collection took place in a region with a population of 200,000 in the autumn of 2017. An online survey
software (Webropol) was used to collect the data.
Published by Sciedu Press

Background variable

n

%

Age
under
40-49

40
37

32
30

44

35

Sex
female
male

50 or older

104
19

84
15

Education
general secondary education
vocational qualification
college
university/university of applied sciences

11
37
40
35

9
30
32
28

Job description
administrative
counseling
promotion of clients’ functional capacity

27
64
88

22
51
70

77
45

62
36

assisting clients with basic activities of daily living
supporting clients’ growth and development

The Likert type items were divided into the following batteries of questions: Self-rated theoretical competence (n = 9);
self-rated practical competence (n = 10) and self-rated interaction competence (n = 4). The purpose of the qualitative
items was to collect data on the staff members’ individual
learning needs and on the organization’s collaborative learning needs regarding simulation. The results of the quantitative data analysis are discussed in this article.
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The Moodle learning platform, used for the project communication, was employed to inform the target group of the study.
The staff of the 20 companies also received the information,
invitation to take part in the survey and the questionnaire via
email. The fact that participation was voluntary and anonymous was emphasized in the accompanying letter. Using
the online tool made the results rapidly available for further
processing in Excel and statistics software (SPSS).
2.2 Data analysis
SPSS for Windows 23 was used to analyze the data. One of
the investigators undertook this task, but all authors commented on the results.[38] Measures of central tendency
were used to present participants’ self-rated competence on
a Likert-type scale, ranging from 1 (very good) to 5 (very
poor). The respondents were organized into categories by
age, sex, educational background and job description for a
Mann-Whitney U test comparison. The three age categories
were under 40, 40-49 and 50 or older. The four educational
categories included general education, vocational qualification, college and university. (Colleges, or professional
college level qualification, were phased out by Bachelor
level education in universities of applied sciences over 20
years ago.) Last, the categories for participants’ job descriptions or scope of responsibility involved administrative;
counseling; promotion of clients’ functional capacity; assisting clients with basic activities of daily living; supporting
clients’ growth and development; other (please specify).
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sample can be considered representative of the population
in a region of 200,000 citizens, where the number of small
and medium-sized social and healthcare companies is limited. Sample representativeness and external validity were
further increased by the fact that the study was conducted
in a homogenous country with a population of 5.5 and with
uniform national health and social service policies. The data
were carefully analyzed and the report was illustrated by
tables.[41] As the data were skewed and unevenly distributed,
the Mann-Whitney U test was selected for analysis.[37]
The methods used were evaluated from the perspective of
face or “common sense” validity and content validity with
help of 14 pre-testers. There were no obvious confounding
variables, so the study can be considered internally valid. The
investigators also reflected on whether the data, methods and
results justified the conclusions and whether the conclusions
reached were meaningful and useful.[37]
The reliability of the study was examined from the perspective of consistency across the questionnaire items already
during the pre-testing. The purpose was to ensure that the
questions were adequately objective to be understood similarly by the test group members, and as intended by the
investigators. Despite all efforts, the relatively simple analysis can be considered a methodological limitation in this
study.

3. R ESULTS

The Mann-Whitney U test was used to search for statistically This section first gives an overview of the demographic data
significant differences in participants’ self-reported theoreti- on the respondents (see Table 1) and then proceeds to presenting their self-rated theoretical, practical and interaction
cal, practical and interaction competences.
competences (see Table 2). Theoretical competence refers to
knowledge required to identify and respond to various client
2.3 Research ethics, validity and reliability
The researchers made an effort to observe the ethical guide- needs and situations. Practical competence consists of skills
lines as recommended by the Helsinki Declaration[39] and the required to select appropriate interventions and technology
National Board on Research Integrity in Finland.[40] Partici- to support clients and families, among other things. Interpation was voluntary and based on informed consent and on action competence involves team and group work skills and
information disseminated through the project platform and awareness of group dynamics.
personal e-mails addressed to potential participants. Respondents remained anonymous and could not be identified based
on their responses.[40] As participants were not requested to
name the enterprise they worked for, the anonymity of the
organizations was also protected.[41]

3.1 Demographic data on the participants

The response rate in this study was 96% (n = 125). As shown
in Table 1, 84% (n = 104) of all participants were women and
15% (n = 19) men. Two respondents (1%) did not indicate
whether they were female or male. The age range was 23-64
Research validity and reliability were evaluated, considering
years; 32% (n = 40) of the participants were under 40 years
the data collection, measurement and results in turn. The
old, 30% (n = 37) were 40-49 years old and 35% (n = 44)
Webropol online survey tool was selected to ensure an adwere
50 or older. Four respondents did not give their age.
equate sample size.[42, 43] The high response rate obtained
(96%) increased the reliability of the study. No sampling cri- Most respondents in this study had either a vocational qualteria were employed for the staff in the enterprises, but every ification (30%), a professional college level qualification
staff member had an equal opportunity to participate. The (32%) or a degree from a university/university of applied
40

ISSN 2324-7940

E-ISSN 2324-7959

cns.sciedupress.com

Clinical Nursing Studies

sciences (28%). A minority (9%) only had a general education background; they had graduated from a senior high
school, elementary or comprehensive school or their older
equivalents. Two respondents did not reply the question.
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vices (15%, n = 19), public health nursing (6%, n = 7) or
elderly care (2%, n = 3). In addition, 18 participants had a
qualification or degree in some other field. As shown in Table
1, 22% of the respondents held an administrative position.

More specifically, the participants held a vocational quali- Table 2 presents respondents’ self-rated theoretical, practification in practical nursing (47%, n = 59), or a Bachelor’s cal and interaction competences using means, medians and
degree/ its predecessor in nursing (15%, n = 19), social ser- modes.
Table 2. Respondents’ self-rated theoretical, practical and interaction competences
Means

Median

Mode

Knowledge of simulation-based learning

4.01

4.00

5

Knowledge required in identifying client needs for care and nursing

1.89

2.00

2

Knowledge required in counseling clients on issues related to psychosocial function

2.23

2.00

2

Knowledge required in counseling clients on issues related to physical function

2.09

2.00

2

Knowledge required in counseling clients on chronic illness

2.43

2.00

2

Knowledge required in counseling clients on acute illness

2.57

2.00

2

Knowledge of issues related to severe disability

3.11

3.00

3

Knowledge of how to act in acute situations

2.42

2.00

2

Knowledge of how to encounter violent client behavior

2.57

2.00

2

Skills required in selecting appropriate caring interventions in various situations

2.20

2.00

2

Skills required in selecting optimal interventions in acute situations

2.45

2.00

2

Theoretical competence

Practical competence

Skills required in selecting appropriate means of encountering defiant or violent behavior

2.50

2.00

2

Skills required in supporting clients in conflict situations

2.35

2.00

2

Skills required in supporting clients’ families

2.31

2.00

2

Skills required in attending to client safety

1.92

2.00

2

Skills required in observing social changes to develop client work

2.68

3.00

3

Skills required in using digital tools for counseling

3.05

3.00

3

Skills required in remote counseling

3.48

3.00

3

Interaction skills

1.70

2.00

2

Team and groupwork skills

1.67

2.00

2

Empathy skills

1.60

2.00

2

Skill to identify factors that affect group dynamics

2.11

2.00

2

Interaction competence

Note. Scale: 1 = very good; 2 = fairly good; 3 = neither good nor poor; 4 = fairly poor; and 5 = very poor

3.2 Staff members’ self-rated theoretical competence
3.2.1 Knowledge of simulation-based learning
Only 3 respondents in the small and medium-sized companies involved in this study had some experience of simulationbased education. None of the respondents rated their knowledge of simulation-based learning as good, and only 8%
found that their competence was fairly good. The majority
of the respondents found that their theoretical competence
Published by Sciedu Press

regarding simulation-based learning was fairly poor (35%) or
very poor (37%). In addition, 20% chose the option “neither
good nor poor”.
The staff members’ job description seemed to be connected
with their self-rated knowledge of simulation-based learning;
respondents in administrative positions found their knowledge slightly better than other staff members (p = .032).
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3.2.2 Knowledge required in identifying client needs for
care and nursing
Almost one fourth, or 24% of the respondents, thought that
their knowledge of identifying client needs for care and nursing were was good, and 64% rated their knowledge as fairly
good. The remaining 12% found their knowledge neither
good nor poor or very or fairly poor. Women’s ratings were
slightly higher than men’s (p = .044).

rating their knowledge higher than the under 40-year-olds.
The educational background of the respondents was also connected with the ratings. Graduates from the college-level
professional education found their knowledge better than
individuals with the lower vocational qualification (p = .003)
or individuals with a degree from a university of applied
sciences (p = .015). These differences were statistically significant. Finally, the difference between those involved in
basic care and the other groups was also statistically signifi3.2.3 Knowledge required in counseling clients on funccant (p = .012). The respondents who worked in basic care
tional capacity
rated their knowledge higher.
When inquired about counseling clients on psychosocial function, 68% of the respondents rated their knowledge as fairly 3.2.5 Knowledge of how to act in acute situations
good and 7% as very good. A fifth or 20% felt that their Respondents’ ratings for this item were very good knowledge
knowledge was neither good nor poor, and 5% found their (8%); fairly good knowledge (53%); neither good nor poor
knowledge very or fairly poor. No significant differences knowledge (28%); fairly poor knowledge (10%) and very
were detected between men and women or between age poor knowledge (1%). As above, regarding knowledge regroups, educational levels or job descriptions.
quired in counseling clients on issues related to their illness,
Similarly, the majority of the respondents found that their respondents with a college-level professional education had
knowledge of counseling clients on issues pertaining to physi- a higher opinion of their knowledge of acute situations than
cal function was either very good (18%) or fairly good (58%). respondents with a vocational qualification (p = .044).
Over one fifth, or 22%, reported that their knowledge was It was also discovered that individuals holding administrative
neither good nor poor, and 2% rated their knowledge as fairly positions rated their knowledge of dealing with acute situapoor.
tions slightly higher than the other professional groups (p =
3.2.4 Knowledge required in counseling clients on their .021). A statistically significant difference was detected between those whose work involved supporting clients’ growth
illness
Respondents were also asked how they rated their knowl- and development and the other groups (p = .008), with the
edge of counseling clients on issues related to chronic illness. first group scoring higher.
Their responses were fairly good (49%); neither good nor
poor (30%); fairly poor (10%); very good (10%); and very
poor (1%). A comparison by age revealed a nearly significant difference between the under 40-year-old and the over
50-year-old respondents, who scored higher (p = .047). Second, there was a statistically significant difference between
educational levels. Graduates from the older, now phased-out
college-level professional education rated their knowledge
as higher than respondents with a vocational qualification
(p = .005) or respondents with a degree from a university of
applied sciences (p = .018). Third, a statistically significant
difference (p = .002) was also observed between those involved in assisting clients with basic activities of daily living
and the other groups. Respondents working in basic care of
clients scored higher.
The results were similar for respondents’ knowledge of counseling clients on issues related to acute illness, with 9% of
the participants rating their knowledge as very good, 42%
as fairly good and 35% as neither good nor poor. The remaining 14% rated their knowledge to be poor. Again, a
nearly significant difference (p = .019) was discovered between age groups, with the over 50-year-old respondents
42

3.2.6 Knowledge of severe disability
Respondents had less knowledge of severe disability compared to other aspects of theoretical competence; 35% of the
participants rated their knowledge as very poor, 36% as neither good nor poor, 25% as fairly good and only 4% as very
good. Comparison by age, sex, education and job description did not show significant differences in the respondents’
ratings.
3.2.7 Knowledge of encountering violent client behavior
Almost half of the respondents, 48%, found that they had
fairly good knowledge of encountering violent client behavior. The second greatest group (28%) reported that their
skills were neither good nor bad, while the rest said their
knowledge was either fairly poor (16%), very good (6%) or
very poor (2%).
There was a statistically significant difference between men
and women; men rated their knowledge higher than women
(p = .000). A nearly significant difference (p = .023) was
detected between two age groups; the under 40-year-old respondents (p = .023) had a higher opinion of their knowledge
of how to encounter violent client behavior compared to the
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age group 40-49. In addition, those individuals, whose main
responsibilities involved supporting clients’ growth and development, had higher ratings than the other groups (p =
.000).
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skills 20%; fairly poor skills 9%; and very poor skills 2%. A
statistically significant difference was detected between individuals, who had graduated from professional college-level
education, compared to respondents with a vocational qualification (p = .006). The first group of respondents mentioned
had higher ratings. Secondly, those holding administrative
positions, felt slightly more competent in this respect than
other professionals (p = .031). Respondents’ age and sex had
no statistically significant association with their self-reported
skills in supporting family members.

3.3 Staff members’ self-rated practical competence
3.3.1 Skills required in selecting appropriate interventions
The majority of the staff members participating in this study
reported that they had fairly good (68%) or very good (10%)
skills required in selecting appropriate interventions to meet
clients needs. The next greatest group or 16% found that
3.3.3 Skills required in attending to client safety
their skills were neither good nor poor. The remainder said
The results showed that respondents felt confident about their
that their skills were very poor (5%) or fairly poor (1%).
ability to ensure client safety. The majority, 62%, rated their
As regards selecting optimal interventions in acute situations skills as very good and 22% as fairly good. The rest or 16%
specifically, most participants again rated their skills as fairly said that their skills were neither good nor poor, which means
good (51%) or very good (6%). Almost one third (32%) that none of the respondents considered their client safety
felt that their skills were neither good, nor poor, and the skills poor. There were no statistically significant differences
remaining 8% and 3% thought that their skills were fairly between the various groups of respondents.
poor or very poor. Comparison by age, sex, education and
job description did not produce any statistically significant 3.3.4 Skills required in observing social changes
Respondents’ ratings for skills required in observing changes
differences.
occurring in society were as follows: very good 46%; fairly
The results were similar, when staff members were inquired good 5%; neither good nor poor 46% and fairly poor 3%.
how well they were able to select appropriate means of en- Statistical analysis revealed a significant difference between
countering defiant or aggressive client behavior. The greatest non-administrative employees and administrative staff memgroup of respondents thought that their skills were fairly bers, who rated their skills higher (p = .009).
good (49%) or very good (6%), with the remaining participants rating their skills as neither good nor poor (30%), fairly 3.3.5 Skills required in using digital tools for counseling
poor (12%) or very poor (3%). Men were more confident The greatest group among the respondents, 46%, assessed
than women about finding appropriate means to approach their skill level in using digital tools for counseling as neither
defiant or aggressive clients. The difference was statistically good nor poor, and 29% rated their skills as fairly poor. The
significant (p = .000). In addition, respondents involved other rates were fairly good 24% and very good 1%. Comparin supporting clients’ growth and development had higher ison by age, sex, education and job description did not reveal
statistically significant differences between the respondents.
ratings than the other groups (p = .010).
3.3.2 Skills required in supporting clients and family
members
Most respondents felt that they were competent in supporting clients in conflict situations (fairly good skills 53% and
very good skills 10%). Less than one third, 27%, said that
their skills in this respect were neither good nor poor, but
8% selected the option “very poor” and 2% the option “fairly
poor”. Statistical analysis revealed a significant difference;
again those involved in supporting clients’ growth and development had higher ratings than the other groups (p = .007).
Age, sex, education or job description did not have any significant association with respondents’ self-rated client support
skills.

3.3.6 Skills required in remote counseling
Rather similar to the results on the use of digital tools above,
41% of the respondents felt that their skills in remote counseling were neither good nor poor and 29% that their skills
were fairly poor. In addition, 16% reported very poor skills
and 12% fairly good skills. Only one person chose the option
”very good skills”. No statistically significant differences
were detected in the comparison between the various groups
of respondents.

3.3.7 Information technology skills
Respondents’ ratings regarding their skills to use various applications were fairly evenly distributed around the medium
scale: fairly good 27%; neither good nor poor 28%; and
Similar ratings were obtained for respondents’ self-reported fairly poor 25%. The rest rated their skills as very good (9%)
competence in supporting clients’ family members: fairly or very poor (11%). Men reported more confidence in the use
good skills 61%; very good skills 8%; neither good nor poor of applications than women; the difference was statistically
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significant (p = .015). Moreover, a nearly significant difference (p = .019) was detected between the under 40-year-old
and over 50-year-old respondents. The younger age group
exhibited higher ratings.
Respondents’ ratings did not differ much from the above as
regards their technological communication skills; fairly good
29%; neither good nor poor 30%; and fairly poor 23%. A
minority of respondents said that their technological communication skills were very good (9%) or very poor (9%).
Again, there was a statistically significant male-female difference in that men scored higher than women (p = .016)
and a statistically significant between the same age groups
as above. In other words, the under 40-year-old respondents
rated their skills higher than over 50-year-old respondents (p
= .003).
When inquired about their skills in using social media, respondents responded as follows: fairly good 36%; neither
good nor poor 30%; and fairly poor skills 18%. Few respondents found their skills very good (9%) or very poor
(7%). Consistently, when compared with the results on the
use of applications in general and on technological communication skills, men scored higher than women (p = .006)
and the under 40-year-old respondents higher than the over
50-year-olds (p = .001). It was also discovered that staff
members with a degree from a university of applied sciences
had slightly higher ratings than respondents with a vocational
qualification or graduates from professional college-level education. The differences were not statistically significant,
however. Finally, employees involved in basic client care
rated their skills in the use of social media lower that the
other groups of employees (p = .024).
Respondents were also asked to assess how skillful they
were in using the Moodle learning environment. The greatest
group, 43% of the respondents, found their skills very poor,
and 28% felt that their skills were neither good nor poor.
The rest found their skills either fairly good (22%) or very
good (7%). The ratings were similar, irrespective of age, sex,
education or job description.
3.4 Interaction competence

2019, Vol. 7, No. 2

The last question concerned respondents’ self-rated ability
to recognize factors that had an effect on group dynamics.
Again, most respondents rated their skills as fairly good
(53%) or very good (18%). In addition, 26% found their
skills neither good nor poor, and only 3% said their skills
very or fairly poor. Respondents with a university of applied
sciences degree scored higher than staff members with a
vocational qualification. The difference between these two
groups was statistically significant (p = .009). Finally, respondents whose work involved supporting clients’ growth
and development, rated their ability to identify factors that
affected group dynamics as higher than respondents with
different responsibilities (p = .006).

4. D ISCUSSION
This paper is connected to a multiprofessional project, which
produces action-based simulation coaching for small and
medium-sized companies, based on the staff members’ carefully defined learning needs. Although of current interest,
there is still a relatively limited body of research knowledge
on the topic. Simulation pedagogical interventions tailored
for enterprises are a novelty, both regionally and nationally.
This article introduces staff’s self-rated theoretical, practical
and interaction competences in 20 regional companies. What
is important about this project is that the planning has started
with the identification of learning needs and that authentic
environments will be used for the actual simulation-based
coaching.
According to the results, the personnel in the small and
medium-sized companies were mostly confident about their
theoretical competence as regards recognizing clients’ care
needs and counseling clients on psychosocial and physical
function. However, a considerable number of respondents
(35%) rated their knowledge pertaining to severe disability as
very poor. Earlier research confirms that attending to clients
with severe disability, who have more special needs compared to other clients, has been found challenging among
social and health care professionals.[44] Secondly, respondents in this study found that they had poor knowledge of
how to encounter violent client behavior. Simulation-based
coaching, which can be useful in promoting emotional intelligence, situational sensitivity and interaction skills, might
help address these client situations.[34, 35]

In general, the respondents found that they had solid interaction competence. The majority reported fairly good (55%) or
very good (36%) interaction skills. None of the respondents
The respondents in this study reported good practical compechose the option “fairly poor” or “very poor”, but 9% found
tence in interaction, in attending to client safety, in supporting
that their interaction skills were neither good nor bad.
clients and in selecting suitable interventions, but identified
The results for self-rated team and groupwork skills were: some development needs in the area of digital skills. Almost
fairly good (59%); very good (36%); and very poor (5%) and one third (29%) of the staff members found that they had
for empathy skills fairly good (47%); very good (46%) ,very fairly poor skills in remote counseling and in the use of digipoor (6%); and fairly poor (1%).
tal counseling tools. With the increasing digitalization and
44
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use of mobile technology, a change of attitude and arranging
training to help learn these skills should become an important
part of the agenda in social and health care organizations.
In Finland, for example, the social and healthcare reform is
likely to increase the use of digital services. Earlier studies
confirm that digital competence requirements have increased
and have often been experienced as a challenge by social
and healthcare professionals.[45, 46] Mobile technology can,
however, save time, as patients will not always need to see
medical experts, but can consult them through mobile devices.[47, 48] Simulated workshops can provide an opportunity
for practicing digital remote counseling in a flexible manner.
In addition to poor digital skills, approximately one third of
all respondents in this study reported fairly or very poor skills
in the use of applications, social media and technological
communication. As was probably to be expected, the under
40-year-old respondents reported better skills than the older
staff members. The relatively high age of professionals in
social and healthcare industries in Finland has earlier been
linked with obstacles in using information technology.[49]
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