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Summary

Background: Norway’s community nursing service is the country’s largest primary care
provider, and user numbers are increasing. The way that the community nursing service is
organised may contribute to improving or reducing safety and the quality of care. The
Government favours an evidence-based organisational model.

Objective: This study was conducted in order to increase our knowledge of how
municipal decision-makers justify their choices, and how they describe and accentuate
quality, patient safety and health promotion with respect to the organisation of the
community nursing service.
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Method: The study is based on a comparative case study of two Norwegian
municipalities. We gathered data by conducting focus group interviews with local
councillors in each of the municipalities and individual interviews with the respective
heads of municipal healthcare services. We also retrieved a number of municipal
documents. We subjected the material to an inductive content analysis and compared the
data obtained from the two municipalities.

Results: Formal recommendations put forward by the municipal administration have a
significant impact on how the community nursing service is organised in each
municipality, while evidence-based knowledge and health promotion are of limited
importance. Concerns for quality and safety have a moderate impact in one of the
municipalities, while they have little impact in the other. There appears to be considerable
distance between the levels of decision-maker and patient.

Conclusion: The study shows that the organisation of community nursing services is
complex and fragmented, and there is reason to ask whether the organisation of services
allows for fulfilment of legal requirements pertaining to quality and safety.

Norway’s community nursing service is the country’s largest
primary care provider, and user numbers are increasing (1, 2).
In Norway, it is the local authorities that are responsible for
organising the municipal community nursing services.
Organisational choices are made locally by elected local
councillors in partnership with the municipal administration.

Decisions may be made on the basis of an instrumental
rationality in which the best solution is chosen based on clear
objectives and available information about all conceivable
ways of achieving these objectives. Decisions may also be
made on the basis of a communicative rationality, in which
the actors involved in the decision-making process have
different objectives and values, and decisions are based on a
negotiated consensus (3).

Municipal organisation

The way that Norway’s municipalities organise their
community nursing services affects the quality of service as
well as patient safety. In this article, high-quality services are
conceptualised as effective, safe and co-ordinated services
that ensure user influence through user involvement, and
provide continuity (4). The choice of organisational model for
the community nursing service is made by decision-makers
like local councillors and the municipal administration. Their
choices influence three different factors:

e The number of staff that any one patient will need to
relate to,



e the professional expertise and competence available
among staff, and

e (external) administrative requirements and expectations
that may interact with or follow from decisions made.

According to the Norwegian Government, patients are often
required to relate to many unfamiliar members of staff within
their own personal space. This can affect the patients’
continuity of care, dignity, sense of security and level of
safety (5). The requirements imposed by decision-makers
with respect to the professional expertise and competence of
those who provide the care, can also considerably affect
quality and safety levels (6).

One example is competence levels in rehabilitation, where
the attention is directed towards what is important for the
patient (7). It is also important that community nurses are
given scope to use their professional discretion. The
provision of nursing care is contingent on room for
negotiation and the opportunity to accommodate genuine
service user involvement (8).

New Public Management

Decision-makers also influence the administrative
requirements imposed on the community nursing service, as
well as the nature and extent of reporting to the management
by staff. Many Norwegian municipalities introduced
instruments based on New Public Management approaches
such as management by objectives and a purchaser-provider
model (9).

«Decision-makers also influence the administrative
requirements imposed on the community nursing

service.»

A purchaser-provider model defines the need for care
through a decision made by parties (the purchaser) other
than those who provide the patient care. Studies suggest that
the model may lead to increased bureaucracy through
standardisation, regulatory control and paperwork (10),
which in effect can reduce the opportunity to provide service
user involvement (11). Figure 1 shows how the three above
factors influence the quality of the care provided as well as
patient safety.



Figure 1. Model of how the local authorities’ organisational decisions may influence
quality and safety
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Objective

There is limited knowledge available about the decision-
makers’ reasons for choosing particular organisational
models and what factors they take into consideration in this
connection. Our study set out to gain more knowledge about
how local authority decision-makers justify their decisions
and how the factors of quality, patient safety and health
promotion are described and accentuated with respect to the
organisation of community nursing services. The study deals
with the following research question:

® How do local councillors and the heads of municipal
healthcare services describe good quality and patient
safety in relation to community nursing, and how does
this impact on the current organisation of these services?



Method

The study was based on a comparative case study (12) of two
municipalities (‘municipality 1 and 2”) carried out in the
period 2015-2016. A case study may be defined as empirical
research that uses various data collection methods to
investigate a contemporary phenomenon (the case) in its
real-life context, particularly when the boundaries between
context and phenomenon are not clearly evident (12).

The two municipalities were selected on the basis of their co-
location within the same region and due to the fact that their
models of local government are the same, although they
differ in terms of size and organisational model. Both
municipalities are governed by an executive council
according to the alderman model. Municipality 1 is roughly
five times larger than municipality 2 in terms of population.
Furthermore, both municipalities have implemented a
purchaser-provider model in the community nursing service.

In each of the municipalities we collected data from a focus
group interview with five and four local councillors
respectively, each with at least 3 15 years of experience of
sitting on a ‘healthcare committee’. We also collected data
from individual interviews with the heads of municipal
healthcare services, and from our analysis of municipal
documents obtained for the period 2000-2015.

Document searches

The respective municipal documentation systems were
accessed through the local authority websites and we
searched for political documents that concerned community
nursing and home-based care services since the year 2000,
using ‘hjemme* [“home”] as our search term.

For both municipalities our search produced action plans,
financial plans and municipal plans, as well as minutes of
meetings: a total of 27 documents in municipality 1 and 29
documents in municipality 2. Our study involved eleven
informants and we conducted our interviews between April
and July 2015.

Interviews

All interviews were conducted according to the same
interview guide. The topics covered by the guide included the
organisation of the community nursing service in general, as
well as the specific grounds for choosing this organisational
model, and the concepts of quality and patient safety in the
community nursing service.



During the interview, informants received a written list of six
possible factors: ‘research’, ‘earlier experience’, ‘patient
safety’, ‘quality’, ‘finance’ and ‘formal recommendations made
by the municipal administration’. The factors were discussed
in an effort to bring out a range of perspectives.

We recorded all interviews on tape and produced verbatim
transcriptions. The data were subjected to an inductive
content analysis (13) and the two municipalities were
compared. As far as the documents were concerned, this
analysis covered only relevant paragraphs from 2015 onwards.
Earlier documents gave more of an insight into the history of
each municipality in terms of how their community nursing
services were organised.

The study was reported to and approved by the Norwegian
Centre for Research Data (NSD) (project number 42252).

Results

Before we go on to describe the results of the data analysis,
table 1 illustrates the characteristics of each municipality.



Table 1. The municipalities’ general characteristics (2015)

Characteristic

Form of governance

Number of enterprise units/
zones with community nursing

teams

Average number of staff per
zone/area’

Average number of patients per
zone/area’

The position of the community

nursing service within the enter-
prise unit

Purchaser—provider model

Municipality 1

Alderman model

6 zones; most zones have two teams

110

520

The community nursing service shares
its organisational structure within each
enterprise unit with social care services
and the co-housing department. One or
two teams per enterprise unit. The team
leader reports to the unit manager, who
in turn reports to the head of healthcare
services.

Yes (dedicated purchasing office)

Municipality 2

Alderman model

2 areas; area | has a single team,

area |l has two teams

77

160

The community nursing service
shares its organisational structure
with a nursing home. Each team has
one or two team leaders who report
to the unit manager, who in turn
reports to the head of healthcare
services.

Yes (dedicated purchasing office)

Nursing clinic

Home-based rehabilitation

Night patrol across all areas

The role of the head of healthcare
services The role of the head of
healthcare services

tee’,

Yes

Yes (dedicated cross-disciplinary team)

Yes

Reports to the Director.

The Director reports to the municipality’s
chief administrative officer.

The head of healthcare services will not
talk directly to the ‘healthcare commit-

’

Yes

Yes (dedicated cross-disciplinary
team)

Yes

Reports to the municipality’s chief
administrative officer.

The head of healthcare services
talks directly to the ‘healthcare
committee’,

‘Figures provided by the head of municipal healthcare services for the period 1 January-31 December 2015. Employees include skilled nurses and health-
care workers as well as unskilled care assistants. Some employees work only a few shifts (for example in the summer).

The reasons given by each municipality for
choosing the organisational model of their
community nursing service

The documents show that municipality 1 introduced a
number of organisational changes in the period 2000-2015.
Municipality 1 introduced a ‘profit model’ in 2000, involving a
two-tier structure (chief administrative officer and municipal
enterprise units) as well as the purchaser—-provider model. In
2003, municipality 1 reduced its number of municipal
enterprise units from fourteen to eight on ‘discretionary
grounds’.

In 2010 the number of municipal enterprise units was
reduced from eight to seven, and in 2012 this was further
reduced to six in an effort to make each unit more ‘robust’.
According to the local councillors in the smallest
municipality (2) the team serving area 2 was split for the
following reason:



‘It was something they realised was necessary ... to enable
them to provide a better service ..., probably relative to the
number of employees, that there were many staff .... And to
achieve a better operational structure, they decided to split in
two’ (local councillors in municipality 2).

The local councillors in municipality 2 reported that they had
not been involved in the decision. Our results show that
neither research evidence nor health promotion were factors
that impacted on the way that the community nursing service
was organised in any of the municipalities, but the formal
recommendations made by the administration did have an
impact. The local councillors stated that they were
completely dependent on these recommendations.

Dominated by financial affairs

The local councillors in municipality 1 said that ‘the plans
often looked great’, but that they were required to ‘read
between the lines’ because there was insufficient knowledge
about whether the plans would work. The local councillors in
municipality 1 agreed that financial concerns are at the heart
of any reorganisation aimed at saving money. While this
factor dominates, the local councillors doubted whether
reorganisation does in fact generate savings, since changes
are also a drain on resources.

According to the head of healthcare services in municipality 1
the introduction of the purchaser-provider model was an
organisational trend, and this individual was uncertain
whether the current organisation was founded on concerns
for quality or finances. The municipal documents from the
period 2003-2015 in this municipality showed that financial
concerns were more prominent than concerns for quality.

For example, based on service user surveys conducted in
2005, 2008 and 2010, the municipality concluded that the
quality had deteriorated when the purchaser-provider model
was introduced due to reduced user involvement,
accessibility, reliability and information. Also, patients were
required to relate to a greater number of staff.

«The documents gave considerably more

prominence to finances than patient experiences.»



These user experiences appeared not to have influenced the
organisation of the service. The documents gave considerably
more prominence to finances than patient experiences, which
is why the municipality wished to invest even further in the
purchaser-provider model. Our analysis of the data shows
that neither earlier experience nor patient safety had been
included in the rationale for organisational decision-making
in municipality 1, but that in municipality 2 these factors may
have had some impact.

Quality was highlighted as an important factor in
municipality 2, and all informants from this local authority
said that quality had been a prime concern when deciding
how the community nursing service should be organised.
According to them, this was the reason why one of the teams
had been split in two. An overall assessment of findings in
both municipalities shows that health promotion (cf. the
Norwegian Public Health Act) has had no impact on the
current organisation of the community nursing service.

The importance of quality and patient safety

In terms of defining quality and patient safety in the
community nursing service, our analysis of the data brings
out similarities as well as differences among the informants
and in the documents obtained from both municipalities (see
table 2).

«There was agreement across the municipalities that
patients should have to relate to as few staff as

possible.»

The head of healthcare services in municipality 2 was the only
person who believed that the needs of the population should
be mapped with regard to quality improvement initiatives
and that the public must be involved with the planning, since
‘they know best’. The informants and documents also
mentioned ‘the right help, from the right person, at the right
time, in the right place’, qualified professionals, good dialogue
with relatives and awareness of psychosocial factors when
talking about the nature of quality and patient safety in the
community nursing service.



There was agreement across the municipalities that patients
should have to relate to as few staff as possible. The local
councillors in municipality 1 felt that quality of life was
important, and spending more time with patients was key.
They argued however that expectations with respect to the
standard of service had to be lowered, and that satisfaction
among all patients would be impossible. This is reflected in
the documents from municipality 1, which show that
expectations for an increased standard of services must be
lowered due to reduced municipal revenues.



Table 2. Descriptions of the concepts of ‘quality’ and ‘patient safety’ within the
community nursing service

Documents (2015)

Frequent service
failures in the transi-
tion between home—
hospital-home

Earlier documents:
Service user to
relate to as few staff
as possible

Good information

Accessibility

Reliability

Service user
involvement

Expectations need to
be lowered

Municipality 1

Head of health-
care services

Good
observations

Good (written)
procedures and
knowledge

Right assistance,
from the right per-
son, at the right
time, in the right
place

Critically im-
portant for the
service user to be
relating to as few
staff as possible
(max 10), may
produce better
follow-up

Continuity (includ-
ing larger propor-
tion of full-time
positions) and
predictability

Familiarity with
the service users

Give more atten-
tion to the service
user’s resources/
resource mobili-
sation

Well above the
limit for good
practice

Patient safety

Good dialogue
with relatives/
networks

Local
councillors

Sense of
security

System of
procedures

Don't take
over

Quality
thinking

Service user
to relate to as
few staff as
possible

Patients and
their relatives
feel they
receive good
services

More time
devoted to the
patients

Quality of life

Expectations
need to be
lowered,
impossible to
satisfy every-
body

Documents (2015)

Not mentioned

Earlier documents.:
Service user to re-
late to as few staff
as possible

Response time

Good clinical
pathways

Good observations

Sufficient core staff

Enough time for the
patients and their
relatives

Sense of security

Well-being

Being able to live at
home for as long as
possible

Concern for the
relatives

Municipality 2

Head of health-
care services

Prevention

Don't shy away
from self-criticism

Patient safety
campaigns

Good clinical
pathways

Service user to
relate to as few
staff as possible

Response time

Good system of
procedures

Check what the
community needs,
involve them

at the planning
stage, they know
best

Most time spent
on service users
Rehabilitation

Rehabilitation

Innovation and
long-term thinking

Attend not only to
the physical, in-
clude psychosocial
factors

Accessibility

User-centred

Right service

Local council-
fors

Good
observations

Response time

Familiarity with
the service
users

Qualified
professionals

Service user
to relate to as
few staff as
possible

Too many staff
visits can be

a horrible,
degrading
experience

Being there
for the service
user, not the
ather way
around

More perma-
nent staff

Rested nurses

Uniform
practice

Good quality
assurance and
safety proce-
dures

User-controlled
personal
assistance as a
solution




Assessment of how the community nursing service
is organised

With respect to the current organisation of the community
nursing service, all sources from both municipalities were in
agreement that ‘patients currently have to relate to far too
many members of staff’. The documents from municipality 1
included multiple references to how team mergers can make
the community nursing service more robust and yield
financial savings. The head of municipal healthcare services
supported this line of thinking:

‘There is a need for the municipality to be subdivided on
geographic grounds, but four enterprise units will be more
sustainable than six, which will produce a larger pool of
employees for making up small teams if that’s desirable’
(head of healthcare services in municipality 1).

Nevertheless, this individual also stated that it is possible to
lose control and the overview if the units are too big. The
local councillors appeared to be more skeptical towards team
mergers out of consideration for staff, who would need to
adapt:

‘Then there’s something about the need for constant
reorganisation in the health service and other services. As
healthcare professionals it’s enough to drive you up the
wall... All of these councillors who are constantly thinking of
something new in order to make their mark ... It’s never-
ending. So I’'m not saying that we shouldn’t reorganise, but
give the professionals a bit of peace and quiet to do their job’
(local councillor in municipality 1).

Different views on the purchaser—provider model

In accordance with the documents, the head of healthcare
services in municipality 1 highlighted the purchaser-provider
model. The model was described as sensible in light of the
requirements for legal protection, but it was made clear that
simplification was needed. However, the local councillors in
municipality 1 rarely referred to this model and appeared to
take a neutral view on it, or they wished to have it abolished
for the following reason:

‘The level of bureaucracy is immense [and even] the
Norwegian Nurses Organisation considers it to be nonsense
... First you need to place an order and then you need to wait
for someone else to deliver. Why can’t the same person do
both jobs?’ (local councillor in municipality 1)



Among the local councillors it appeared that legal protection
and documentation requirements were more important: ‘If
you haven’t documented it, just forget it.’

In municipality 2, no mention was made of the purchaser-
provider model or of the reporting requirements. All sources
were positive to a future merger and co-location of all teams.
A merger could not, according to the document, be
‘disadvantageous for the patients’. The head of municipal
healthcare services used the word ‘synergy’, but said that the
argument against mergers involved a potential that there
would be too many members of staff to relate to.

Although the local councillors in this municipality were
positive to co-location, multiple teams would provide a better
service: ‘... fewer members of staff to relate to.” The results
show that in both municipalities it was only the local
councillors who reflected on what the staff felt about the
current organisation, and they were concerned about
pressures of time and stress, insufficient time spent with
patients, dialogue, the exercise of discretion, and excessive
financial control.

Discussion

Table 3 provides an overview of all factors and their impact
on the municipalities’ organisation of the community nursing
service.

Table 3. The significance of various factors to the organisation of the municipalities’
community nursing services

Factor Muncipality 1 Muncipality 2
Recommendations from the administration ‘ Determining importance Determining importance

New Public Management Great importance Little importance

The purchaser—provider model Great importance Little importance
g::tasuthorities’) reporting and regulatory require- Greatimportance Little importance

Finances Great importance Little importance

Research No to little importance No to little importance
Patient safety Little importance Moderate importance

Quality Little importance Moderate importance
Number of staff that patients need to relate to Little importance Little to moderate importance

Health promotion No to little importance No to little importance




Despite the fact that the White Paper about the primary
health service of the future (1) expects the organisation of
community nursing services to be evidence-based, with a
clear emphasis on health promotion (14), our results show
that the opposite is the case. The lack of an evidence-based
approach may be explained by the fact that research is not an
overarching concern when decisions are made (15).

However, the results show that formal recommendations
made by the municipal administration are a determining
factor in the way that the community nursing service is
organised. This may reflect a growing trend ‘that important
decisions are transferred away from the local council and
over to bodies that are made up of non-elected
representatives’, i.e. so-called fragmentation (16, p. 129).

Other studies also describe a development that sees the local
council becoming more of a decision-making body (17), with
increasingly detailed control being exerted by central
government, thereby influencing the decision-making
processes considerably (18). The government’s growing
reporting requirements are highlighted as an important factor
in the decision-making process, but our results showed
differences among the informants in this respect.

The head of municipal healthcare services pointed to the
purchaser-provider model as an answer to the reporting
requirements, while the local councillors queried the model
because it led to more bureaucracy; some considered
abolishing the model. In a decision-making perspective (3),
the results show that different actors have different values
and objectives (cf. communicative rationality), while they
suggest that the recommendation made by the municipal
administration is often the chosen alternative (instrumental
rationality) although the local councillors may not necessarily
feel that the various options have been sufficiently researched
with respect to quality and patient safety.

Criticism of the purchaser—provider model

Earlier research shows that a so-called ‘profit model’ does not
bring about better financial control and efficiency, but instead
breeds bureaucracy and higher administrative costs (19). An
organisation based on New Public Management may lead to
higher costs and more complaints (20). Specifically with
reference to the community nursing service, the purchaser-
provider model has been described in earlier studies as a
threat to service user involvement (11) and sound
professional practice (21).



Despite this criticism, the head of healthcare services in
municipality 1 argued in favour of this model on grounds of
legal protection, in line with the documents. This decision
may suggest that in municipality 1 the model has benefited
from a so-called ‘protective immune resistance’ (22).

In addition to voicing strong criticisms against the
purchaser-provider model, earlier research suggests that
mergers of community nursing teams may make staff anxious
and insecure and may lead to overly complex systems (23).
The larger teams formed by team mergers mean that patients
will need to relate to a greater number of staff members, and
may thereby suffer a risk of experiencing poorer quality and a
lower level of patient safety (4).

Studies have shown that autonomous teams consisting of
fewer staff may provide a better quality of care and generate a
reduced need for care (24), as well as lower costs and more
satisfied employees (25, 26). In this light, the findings of our
study suggest a number of paradoxes. Several decisions that
appear to be rational, do not necessarily have the intended
effects (3).

Contradicting arguments in favour of mergers

The arguments in favour of mergers do not coincide with
earlier research. In municipality 2, a team was split in two in
order to improve quality and reduce the number of staff
members that each patient would need to relate to. It is
therefore a paradox that this local authority later decided to
merge all three teams. The paradox appears to be reinforced
by the fact that our sources in both municipalities pointed
out that patients already have to relate to too many people.

This paradox may appear to be even greater when we examine
the numerical consequences of a team merger. Although table
1 must be interpreted with caution, it is theoretically possible
that a patient in municipality 1 is attended to by 110 different
members of staff in the course of a single year. Additionally,
some patients encounter staff members from the Night Patrol
and the rehabilitation service, student nurses and others.

«Our study suggests the existence of a management
paradox in that the local authorities are more
concerned with the continuity of day-to-day
operations than with the patients’ need for

continuity of care.»



We may ask what this means for the most vulnerable patients
whose need for continuity of care is considerable (27). Our
study suggests the existence of a management paradox (28)
in that the local authorities are more concerned with the
continuity of day-to-day operations than with the patients’
need for continuity of care.

Quality and safety at risk

Earlier research suggests that there are different
interpretations of the concept of ‘quality’ among front-line
staff and decision-makers (29). Our study shows that
decision-makers have a broad understanding of what quality
and patient safety entail within the context of the community
nursing service. They highlight the importance of involving as
few members of staff as possible with the care for any single
individual (4) as well as the need to employ qualified
personnel (6), focus on quality of life (30) and encourage
service user involvement (8).

According to the Norwegian government it may seem as if the
municipal freedom of choice does not work as intended
because the chosen organisational model sometimes fails to
meet the legal requirements pertaining to good practice and
quality of care (1). In terms of assessing the current
organisation of services, the statements made by the local
councillors may give the impression that quality and safety
are at risk.

We may ask to what extent the legal requirements for sound
professional practice can be fulfilled within an organisational
structure described as complex and fragmented, where there
is a wide gap between decision-makers and patients, and
where patients, according to all data sources, are forced to
relate to too many staff.

The study has several limitations. Data were collected from
only two municipalities, and neither staff nor patients were
included in the sample. The first author has been working in
the community nursing service since 2003. Both authors
contributed to the analysis in order to strengthen its merit
and credibility, and to avoid bias.

Conclusion



It was the case in both municipalities that the
administration’s formal recommendations had significantly
impacted on the way that the community nursing service was
organised, while evidence-based knowledge and public health
promotion were of limited importance. It seems that the role
played by local councillors is marginalised in that they appear
on the scene only at the decision-making stage, and the gap
between decision-makers and patients is wide.

We identified several differences between the two
municipalities. In municipality 1, the purchaser-provider
model, reporting and regulatory requirements, and
particularly finances, had a significant impact on the way that
the community nursing service was organised. These factors
were of limited importance in the smaller municipality.

Despite a reasonably broad understanding among decision-
makers of the importance of quality and patient safety, these
factors were in practice only considered to be of moderate
importance in the smaller municipality and of little
importance in the larger municipality.

One common denominator was that both municipalities
expected the merger of community nursing teams and
enterprise units to be beneficial. The fact that they advocated
mergers, appears paradoxical since all informants highlighted
that patients need to relate to as few members of staff as
possible.

In line with more recent White Papers (1, 5), we therefore
recommend that municipal decision-makers:

e focus on the quality of services and health promotion in
the local community from the citizens’ perspective,

@ map the community’s (healthcare) needs, networks and
resources, and

® use the two points above as a basis for their organisation
and funding of the community nursing service, and the
municipality’s organisational structure.

Research suggests that this approach and organisational
model may not only improve the health of the local
community, but can also generate better satisfaction rates
among patients, citizens and staff, in addition to financial
savings.
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