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ABSTRACT
Background:  Medication safety in home healthcare is critical for older adults with 
multimorbidity and polypharmacy. Norwegian municipalities allocate medication 
management support through legally binding individual decision letters intended to 
ensure transparency and guide care. Their practical role in everyday medication 
management remains unclear. This study explores how individual decision letters 
facilitate safe medication management practice in municipal home healthcare services.
Methods:  A qualitative multiple-case study was conducted across three rural 
municipalities. Data comprised 15 decision letters and 35 semi-structured interviews 
with nine patients, one general practitioner, four nurses, and two service allocators over 
12 months. Reflexive thematic analysis was used to identify patterns in how the decision 
letters were interpreted and implemented in practice.
Results:  Decision letters were seldom read by patients or nurses and often used vague 
language that required interpretation. Nurses relied on supplementary structures – care 
plans, task lists, and verbal agreements – to operationalise medication support. 
Variability in interpretation and revision processes created uncertainty for patients and 
limited their ability to exercise their rights. Financial constraints further shaped service 
allocation.
Conclusion:  Decision letters function primarily as formal legal instruments rather than 
practical guides. Their limited clarity and accessibility reinforce reliance on informal 
systems and discretionary practices. Enhancing language precision, integrating letters 
with care plans, and involving patients in reassessments may improve medication safety 
and patient empowerment.

Background

Patient safety is fundamental to healthcare, involving systematic efforts to build a safety-oriented culture, 
establish effective processes, and design environments that reduce errors and their consequences [1]. 
Ensuring safe medication management support for older adults living at home is an increasingly pressing 
concern and a critical element of nursing care [2,3]. Medication errors and unsafe practices constitute a 
significant source of preventable harm within global healthcare systems. Errors may occur at any stage 
of the medication process and are frequently linked to systemic weaknesses and human factors such as 
fatigue, inadequate working conditions, and staffing shortages [1].

Safety is often described as a system quality that ensures the risk of harm to individuals and the 
environment remains low [4,5]. The World Health Organization (WHO) defines patient safety as the pre-
vention of errors and adverse effects in medical care [6]. Moving beyond a reactive approach focusing 
solely on failures, Hollnagel et  al. [4] introduced the concept of Safety II. Rather than waiting for adverse 
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events, the Safety-II perspective emphasises the proactive examination of everyday clinical work to 
understand how successful outcomes are achieved. Positive outcomes are not achieved solely through 
adherence to procedures; they often depend on individuals making context-sensitive adjustments. 
Identifying and learning from these adaptive practices is just as vital as investigating the causes of fail-
ures. Given the increasing complexity and interdependence of healthcare systems, flexible and adaptive 
responses to unpredictable conditions are essential. Building resilient healthcare systems requires a dual 
approach: preventing adverse events by analysing failures and minimising risks, viewing humans as lia-
bilities (Safety I), while also understanding effective practices by recognising human adaptability as a 
resource (Safety II) [4]. Additionally, patients have a key role in maintaining patient safety in healthcare 
services [7,8].

In Norway and other countries with decentralised healthcare systems, municipalities are responsible 
for organising and delivering home healthcare, that is financed through municipal taxes, government 
grants, and user fees [9,10]. As the population ages, an increasing number of older individuals rely on 
municipal home healthcare services, including support with medication management. Medication man-
agement support (MMS) refers to practical, non-clinical assistance aimed at ensuring the safe and appro-
priate handling of medications in home-care settings. MMS may include a range of tasks, such as 
ordering, storing, preparing, dispensing, and administering medications, as well as observing patients’ 
responses and documenting the practice. The scope and combination of tasks vary according to each 
patient’s needs and capabilities. In practice, MMS commonly includes adherence aids like pill organisers 
or multidose drug dispensing (MDD). MDD is a system in which medications are machine-packed into 
unit-of-use disposable bags, with each bag containing the medications intended for a specific dosing 
occasion [11]. Nurses provide direct care, monitor medication adherence, and coordinate with general 
practitioners (GPs), pharmacists, and family caregivers. Through these coordinated activities, MMS enables 
individuals who have reduced capacity for self‑management to maintain safe and consistent medication 
use in everyday life. However, MMS may present distinct challenges. Older adults often face age-related 
changes, multimorbidity, and polypharmacy, which increase the risk of drug-related problems [12–14]. In 
this context, healthcare professionals must navigate clinical decision-making, documentation practices, 
and interprofessional collaboration, all within the constraints of municipal service structures and home 
environments. Research has shown that systemic challenges, such as fragmented communication, unclear 
documentation practices, and varying levels of professional competence, can compromise medication 
safety in home care settings [15–17].

Legally binding individual decision letters outline a person’s entitlement to services, specifying type, 
scope, and duration. Issued within 30 days of application, these letters guide collaborative care planning 
and ensure transparency [18,19]. Clear articulation of services is essential for user understanding and 
effective delivery [20]. Individual decision letters significantly shape the healthcare services delivered, 
functioning as both administrative instruments and mechanisms for translating assessed needs to care 
actions. While these documents typically meet legal and procedural standards, research highlights their 
frequent inadequacy in conveying the practical details of service provision, leading to ambiguity and 
implementation challenges [21–23].

This study aims to explore how individual decision letters are used to facilitate safe medication man-
agement for older adults. Adopting a Safety-II perspective [4], the study examines how safety in medi-
cation management is achieved not only by preventing errors, but also by understanding how everyday 
practices adapt successfully to the complex condition of home healthcare.

Methods

Design

This study employed a Qualitative Multiple Case Study Design [24,25], which enabled in-depth explora-
tion of how MMS is facilitated across and within municipalities.

Case study methods are well-suited to healthcare, where complexity and contextual variation are 
inherent [26]. A case may be described as ‘a phenomenon occurring within a bounded context’ [24]. To 
prevent the scope of a case study from becoming too broad or unfocused, setting clear case boundaries 
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is recommended [24,25,27]. In this study, a case was defined as an individual decision letter regarding 
MMS and how this decision was understood and enacted by the older recipient, the GP, a nurse, and the 
service allocator who issued the letter. Each case thus comprised the decision letter itself, complemented 
by interviews with the key actors involved. The study lasted one year, with follow-up interviews con-
ducted throughout. This research design enabled a thorough investigation of the relationship between 
formal decision-making and everyday practices in medication management. It incorporated multiple 
sources of information to gather converging evidence [26].

Study setting

Aligned with the Nordic welfare model, municipalities flexibly deliver equitable services amid rising demand 
and resource constraints. Many adopt a purchaser–provider split model, separating administrative and care 
roles. Recent reforms promote collaboration to improve care integration. Decision-making requires transpar-
ency, accountability, evidence-based justification, and inclusive stakeholder recognition, emphasising equal-
ity in healthcare resource allocation [20,28–30]. Service allocation in Norwegian municipal healthcare must 
be based on individual assessments and tailored to personal needs, while meeting minimum care standards.

This study involved three Norwegian municipalities. Each municipality was rural or semi-rural, had 3.4 
to 38.2 citizens per square kilometer and was small to medium-sized with 4,000 to 7,000 citizens [31].

Sampling

Sampling was purposive [32] and information-oriented [33]. A contact person from each municipality 
identified individuals meeting the inclusion criteria: ≥ 65 years old, living in their own homes, receiving 
MMS within the last four months, showing minimal cognitive impairment, and considered able to partic-
ipate in an interview. In total, 14 people were asked to attend by the municipal contacts – four declined. 
A member of the research team (MKN) contacted ten people, and nine were recruited. The patients who 
declined indicated that they did not have time to participate. The nine participants agreed to be inter-
viewed and permitted researchers to read their decision letter, as well as for GPs, nurses, and service 
allocators to be interviewed regarding their situation.

Nine patients, one GP, two service allocators, and four nurses participated in the study, totalling 35 
interviews. The interviews lasted from four to 51 min (mean: 21 min, median: 19 min). Decision letters for 
eight patients were included in the analysis; one patient declined access to their decision letter. In total, 
15 decision letters were included (one patient did not have a second, renewed decision letter). All service 
allocators and nurses were registered healthcare personnel (registered nurses, nurse assistants, or social 
educator), and each was responsible for more than one patient.

Except for two patients, all interviews were conducted solely between the informant and MKN. In one 
setting, the spouse attended, and in another, the daughter attended. An overview of informant charac-
teristics is presented in Table 1. A full description of the cases is presented in the additional file.

Data collection

Individual interviews explore experiences and perceptions [34]. Interview guides were developed and 
tailored to the specific participant groups: GPs, nurses, service allocators, and patients. The interview 

Table 1. I nformant characteristics.
Years of age,  

median (min-max)
Gender,  

N female (%)
Educational/work  

background, N
Years of experience, 
median (min-max)

Patients
n = 9

78 (65–90) 4 (44) Healthcare background 4
Other 5

Nurses
n = 4

42 (30–50) 4 (100) Registered Nurse 2
Nurse Assistant 2

15 (8–22)

Service allocators
n = 2

(46–48) 2 (100) Nurse 1
Social educator 1

12–30

General Practitioner
n = 1

1 (100) Specialist in general medicine 30
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guides were semi-structured [32], and encompassed background questions, the application process, the 
content of the decision letter, and the practical implementation of medication management.

Over one year, MKN interviewed patients three times, service allocators and nurses twice, and the GP 
once at the start of the project. The individual decision letters were obtained at the beginning of the 
project and again one year later. The research contact obtained individual decision letters from patient 
records and provided MKN a paper-based copy. The interviews were conducted in Norwegian, audio 
recorded and transcribed verbatim; the sections reported here are translated, the first interviews with 
patients were face-to-face at home and all the others were digital (teams or phone). The timeline is 
illustrated in Figure 1.

Data analysis

A reflexive thematic analysis was undertaken [35,36] which is well-suited to do case study research for 
identifying and reporting patterns (themes) within qualitative data [25,37]. We followed the six-phase 
approach outlined by Braun and Clarke [36]. First, MKN, RMO and HS familiarised themselves with the 
data by reading the interview transcripts and decision letters multiple times. Second, we generated initial 
codes to capture meaningful features of the dataset, involving both semantic and latent approaches. To 
develop themes that were both relevant to the study’s aim and grounded in participants’ narratives, an 
inductive approach—focused on the meanings expressed by participants—was primarily applied during 
coding, supplemented by deductive elements to ensure alignment with the aim. The Safety‑II perspective 
informed this phase by sensitising us to descriptions of successful adaptations, everyday performance 
variability, and instances where things went well. In the third phase, we developed initial themes by 
collating related codes into preliminary patterns of meaning, followed by a thorough review and refine-
ment of these themes in the fourth phase. In the fifth phase, we defined and named the final themes 
to ensure clarity and coherence. Finally, we created the analytical text, integrating illustrative quotes to 
support and exemplify each theme.

To uphold the trustworthiness and rigor of the analytical process [38], MKN, HS and RMO were actively 
engaged in all phases of the analysis. Data from three categories of healthcare professionals and patients 
were triangulated [39] to explore interpretations of medication management strategies. Member check-
ing further enhanced the trustworthiness of the findings [38]. All nurses and service allocators reviewed 
and approved the interview transcripts, and the results were discussed with them during a dissertation 
seminar. The findings were considered accurate, and no revisions were requested. For patient partici-
pants, repeated interviews served as a form of member checking; summaries of prior interviews were 
reviewed and discussed to ensure concordance in interpretation between the interviewer (MKN) and the 
participants. The COREQ checklist [40] guided the reporting process to ensure clarity, transparency, and 
comprehensive documentation of the study.

Figure 1. T imeline for data collection.
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Research ethics

The project’s procedures for managing personal data were evaluated and formally reported to Sikt – the 
Norwegian Agency for Shared Services in Education and Research (Ref. 838537) on 12 February 2024. All 
stages of the research were carried out in compliance with established ethical and regulatory standards 
for data protection in research. The study was conducted in accordance with the Declaration of Helsinki 
[41], and all participants provided informed, voluntary, written consent.

Given the limited number of cases, and to safeguard participant confidentiality, quotations are not 
attributed to specific individuals or cases. Instead, citations are presented in a generalised manner, iden-
tified only as ‘patient’, ‘nurse’, or ‘service allocator’ without specifying the case. None of the patients were 
informed about the identities of the other patients included in the study.

Results

The analysis generated four themes: Underutilising decision letters as information sources; Compensating for 
operational gaps in decision letters; Interpreting and translating decision letters into practice; and Navigating 
inconsistent revisions of decision letters.

Underutilising decision letters as information sources

Decision letters were not often read by either patients or nurses. Despite their formal and legal sig-
nificance, these documents appear to have limited visibility and relevance in everyday care. One pro-
vider stated, ‘I think the decision letter mainly is for the patient, whereby the patient is informed of which 
services are allocated.’ A service allocator said, ‘Few nurses actually read the decision letter, although it is 
intended to align with practice, right?’ The GP said, ‘I have to be honest, I don’t remember seeing any deci-
sion letters.’

With few exceptions, patients reported not having read the decision letter. When asked directly, one 
patient responded, ‘No, I haven’t seen any decision letter.’ Another patient said, ‘Well, my son has stored 
it in the document folder, but I’m not sure exactly where. It’s somewhere among the other papers.’ In the 
second interview, a third patient reported not having read the decision letter, despite being encour-
aged to do so during the first interview: ‘No, I have actually not read it.’ Also, the letters were not 
readily accessible, and patients were often unsure whether they had been delivered by post or via a 
digital platform.

These statements suggest that decision letters are largely bypassed and not actively consulted by the 
very people they are intended to inform. The decision letter’s communicative function and accessibility 
for both patients and nurses are scarce.

Compensating for operational gaps in decision letters

This theme captures how nurses compensate for the operational gaps in decision letters by creating 
additional structures that translate broad entitlements into actionable care. Because the decision letters 
often lacked the level of detail needed for implementation, nurses relied on care plans, task lists, and 
verbal agreements to clarify what MMS should look like in practice. As one nurse explained, care plans 
offered the level of detail needed for safe and consistent service delivery:

What the patient is supposed to get help with is described much more thoroughly in the care plan. It might say, for 
example, that the medication is in the cupboard next to the stove, or… those small practical things. So it’s set up 
so that anyone here can take that task list and carry out the job and give the help the patient has a decision for.

Service allocators also distinguished between the formal decision and the practical guidance needed for 
implementation: ‘While the decision letter outlines what the patient is entitled to, the care plan provides guid-
ance on how they [the nurses] should implement that entitlement.’ However, these care plans were not 
routinely shared with patients or relatives.
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Nurses and service allocators were aware that the description of MMS in the decision letters was often 
vague and lacked operational detail. One service allocator reflected on the rationale for this ambiguity:

The decision is perhaps a bit more diffuse or softened, because we want to avoid issuing new decisions all the time. 
For example, the care plan might specify that the person receives visits three times a day for medication follow-up, 
whereas the decision letter simply states assistance with taking medications as prescribed by the doctor. This way, 
if the need changes—say, to only mornings—I don’t have to issue a new decision. So I don’t write in the decision 
letters that you get help three times a day or twice.

However, the same service allocator acknowledged that this flexibility could create uncertainty for 
patients and their families:

Some people have expressed frustration about this, and family members might ask, ‘I want to know how often 
you’re visiting my mother.’ I completely understand that concern. However, if I include too much detail, I may need 
to revise the decision letter every week, which would require frequent reissuing.

Overall, the theme illustrates a tension between flexibility (valued by nurses and service allocators) and 
predictability (valued by patients and relatives). Nurses’ use of supplementary structures reflects a form 
of resilience—creating clarity and continuity where the formal system leaves gaps.

Interpreting and translating decision letters into practice

Decision letters often contained broad or standardised formulations that required substantial interpre-
tation before they could guide practice. The phrasing used – such as ‘administer medications,’ ‘control 
medications,’ or ‘give medications as prescribed’ – is open to multiple interpretations and may vary 
depending on the context and the individuals involved. When asked to clarify what such phrases entail, 
service allocators and nurses offered differing explanations. This is illustrated in two quotations; One 
nurse’s explanation was ‘Give medication as prescribed? Yes, that’s what the doctor prescribed (…) That’s 
what’s on the medication list, which we base the service on.’ A service allocator described her 
understanding:

That’s what the follow-up of the multidose drug dispensing (MDD) is. What happens, technically, is that we receive 
the MDD bags at the office. When it says ‘control and administer’, (…) we receive the MDD bag and compare it 
with the doctor’s prescription and check that the pharmacy has delivered the correct medications, that it matches 
our system and list, (.), then it’s delivered to the patient. So, this thing with controlling and administrating is actu-
ally directed towards the pharmacy. (…) If it is important for us to know that the patient is taking it [the medi-
cation] at the right time, then it would say ‘give medication’ (…) When it says ‘give medication as prescribed,’ we 
visit at the times listed on the MDD bag. (…) Then we also follow up to make sure it’s actually being taken.

Among patients with this description in their decision letters, support ranged from fortnightly visits  
to deliver MDD, to daily support of medication management. This variability in interpretation high-
lights the challenges of relying on standardised language in decision letters to communicate specific 
expectations.

In one case, a patient complained in both the first and second interviews that she could not open 
the MDD bags without the tablets falling out and preferred using a pill organiser. By the third interview, 
she reported having spoken with the head of home healthcare services and receiving a different type of 
MDD bag that she could now open. Her decision letter stated she should receive ‘ordering medications 
and prescriptions, storing medications, ordering and controlling medications, and weekly dispensing of a pill 
organiser.’ This wording was identical in both the original and revised letters. However, according to both 
the patient and nurse, the actual MMS was MDD delivered every fortnight. Although patients have the 
right to file complaints about the services they receive, none of the patients in this study did so.

When decision letters allow for broad interpretation, it becomes difficult for patients to understand 
which aspects of the MMS they can question or complain about. The content is often unclear to nurses 
as well, likely contributing to patients’ confusion. This suggests that decision letters do not serve as clear 
or consistent directives but rather require translation into care through relational knowledge and situa-
tional judgment to compensate for underspecified descriptions.
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Several decision letters included the phrase, ‘You meet the criteria for receiving help in the form of 
municipal home healthcare services.’ However, none of the nurses or service allocators could specify what 
these criteria were.

Navigating inconsistent revisions of decision letters

Decision letters formally define the scope and duration of services, and their revision is a mechanism 
for adapting care to patients’ needs, prompting regular evaluations. However, the process of revising 
varies across municipalities and can be shaped by administrative routines, practical considerations, and 
resource constraints. For example, revising services is simpler at the letter’s expiration, but more com-
plex mid-term. In some municipalities, decision letters are systematically reviewed at fixed intervals, 
whereas in others, revisions occur only when significant changes in patients’ condition and needs are 
observed.

As one service allocator noted, short-term decisions made adjustments easier, while revising active 
decisions was more complicated. Expiration dates encourage nurses to reassess patient needs, something 
that might not happen otherwise. A service allocator said:

No decision letter in our municipality lasts longer than six months, so they are reviewed regularly. For new users, the 
duration may be even shorter, since we don’t yet know whether the service will need to be increased or reduced. 
(…) It’s easier to reduce services with a short-term decision duration than to revise an active one. Revising a decision 
letter is a more complex process than simply letting it expire.

While routines for reassessment varied, services were not discontinued without informing the patient. 
Expiration dates thus serve as a prompt for reassessing patients’ needs – something that may not oth-
erwise occur. Typically, service allocators initiate service evaluations, often based on documentation or 
nurse input, but without direct patient or GP involvement. As one nurse noted:

We are not really involved in revising it [the decision letter], (…) they [the service allocators] see the changes that 
have been made in practice in the documentation system, and revise the decision accordingly.

During the 12-month study period, financial constraints intensified across all three municipalities. Both 
nurses and service allocators said allocating services was stricter, and patients receiving only MDD were 
often expected to be discharged from home healthcare services. As one service allocator explained:

I’ve considered removing MDD from our services for years. It’s seen as necessary healthcare, but patients can arrange 
it privately. MDD requires a lot of follow-up, and with delivery only every other week, there’s little basis for clinical 
assessment.

Among the individual cases in this study, six patients received only MDD. Some had previously received 
broader support following hospital discharge but had since regained independence. For example, in Case 
2, the decision letter evolved over the course of a year from ‘dose and control medications, give medica-
tions as prescribed’ (first decision letter) to ‘control and administer MDD (second decision letter, expired 
three months ago). The patient and nurse described the same service in all interviews: fortnightly MDD 
delivery. The service allocator believed the service had ended, but records showed the patient still had 
an active MDD decision. The patient reflected, ‘I’ve wondered if it’s really necessary for them to come, but it 
feels safe to have their follow-up.’

Discussion

The findings reveal a complex interplay among formal documentation, adaptive practices, and patient 
experiences in facilitating safe medication management.

Disconnect between formal decision letters and everyday practice

Our findings reveal a significant disconnect between formal decision letters and the everyday realities of 
medication management in municipal home healthcare services. These practices can be understood as 
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potential contributors to resilient care, insofar as they help bridge the operational gaps left by the deci-
sion letter. However, whether they enhance resilience depends on how well they support safe medica-
tion management across varying contexts, and on whether they mitigate or inadvertently reinforce the 
limitations of the formal system. At the same time, the considerable heterogeneity among Norwegian 
municipalities [31] implies that practices concerning decision letters inevitably require local adaptation. 
This variability underscores the tension between the need for flexibility in service delivery and the need 
for predictable, equitable, and safe medication management.

From a Safety-II perspective [4], such adaptations may be understood as part of how resilience can 
emerge in everyday work, as nurses anticipate, respond to, and adjust to the variability created by under-
specified directives. These adjustments exemplify the common gap between ‘work-as-imagined’ and 
‘work-as-done’, where formalized documents do not fully capture the complexity of home-care practice. In 
such situations, nurses often rely on informal routines and work-arounds to maintain safe practice. 
Workarounds are widely described in healthcare and medication-related processes as pragmatic response 
to system constraints, to protect patients and maintain continuity of care [42]. Our findings suggest that 
the ambiguity in decision letters serves both as a source of necessary flexibility and as a trigger for such 
work-around practices, illustrating how resilience is enacted in gaps between policy and practice. Taken 
together, these findings illustrate how safe medication management is achieved not through the decision 
letters alone, but through the adaptive practices that compensate for their limitations.

Ambiguity in language – the need for interpretation

Building on the disconnect described above, the ambiguity and lack of detail in decision letters required 
nurses to interpret them into meaningful, actionable care in practice. This illustrates the limitations of 
standardised language in capturing the complexity of home-care contexts and reinforces the gap 
between work-as-imagined and work-as-done, a central concern in Safety-II thinking [4].

Our findings suggest that interpretation of decision letters often relied on relational continuity 
between nurses and patients. This concept—defined as ongoing familiarity that enables context-specific 
understanding—is well established in the literature [44–47]. In the participating small municipalities, this 
relational knowledge was feasible and supported safe care, whereas it may be harder to achieve and 
sustain in larger urban, high-turnover settings.

Nurses and service allocators sometimes understood the same decision letter differently. This is con-
sistent with previous research showing that competence, experience, and contextual insight shape 
decision-making in medication management [16,48–51].

Health literacy plays a crucial role in the ability to comprehend information [43]. Older people often 
report low health literacy regarding medicines [44,45], and nurses’ competencies in health literacy and 
ability to recognise and address this varies [46]. When written communications, such as decision letters, are 
ambiguous, differences in understanding among patients and professionals carry heightened risk. Although 
health literacy and related factors such as digital literacy were not a focus of this study, the finding that 
some patients did not read or remember their decision letters suggests that broader issues of accessibility 
may influence how older adults engage with written information. Verbal clarification is therefore essential 
when decision letters do not clearly convey the intended service. Further research may examine how dif-
ferent communication formats affect patients’ ability to understand decision letters in home-care contexts.

Compromising patients’ rights

Building on the interpretive challenges, our findings indicate that decision letters—although intended as 
formal legal instruments informing patients of their rights and entitlements [9,19,47] – are rarely read or 
actively consulted. Many patients were unaware of the letter’s existence or unable to locate it, while 
nurses described relying primarily on care plans and task lists rather than the decision letters. This lim-
ited engagement weakens the decision letter’s communicative function and reduces the patient’s ability 
to understand, question, or appeal the services they receive. Older patients are also perceived as a quiet 
and compliant generation, with a tendency to express gratitude rather than assert their rights [48].
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From a legal standpoint, this challenges the principle of due process in welfare services, which requires 
that individuals be adequately informed to exercise their rights [47]. It also has implications for patient 
involvement and medication safety, both central elements in patient safety initiatives [1,49]. When the 
decision letters are vague – and when they are not read – the patient’s ability to assess whether the 
care provided aligns with the formal decision is significantly weakened. This limits meaningful involve-
ment: patients who are unaware of the formal basis for their services have little opportunity to influence 
or respond to care decisions. In theory, the decision letter should empower patients; in practice, it 
appears to be sidelined. Prior research has similarly questioned whether user involvement in the health 
and care sector constitutes genuine participation, as systems designed to facilitate user involvement are 
not necessarily adapted to the individual service recipient [48,50].

The process of revising decision letters varied across municipalities, shaped by administrative routines 
and resource constraints, as in Holm et  al.’s study [22]. Expiry dates often served as prompts for reassess-
ment, but mid-term revisions were more complex and less frequent. Importantly, patients were rarely 
involved in these evaluations. An investigation conducted by the Office of the Auditor General of Norway 
in 2018 [51] revealed significant shortcomings in the allocation of health and care services to older 
adults. The findings indicated that services were often assigned without sufficient assessment of the 
individuals’ needs and preferences. In numerous cases reviewed, critical information regarding require-
ments for assistance was either incomplete or absent. Moreover, older adults were inadequately involved 
in the decision-making process prior to the municipality’s determination of service provision. Administrative 
decisions concerning municipal home healthcare services frequently lacked transparency, offering limited 
insight into the municipality’s evaluative criteria and the nature of the support to be provided. Additionally, 
the procedural safeguards related to the right to appeal were found to be insufficiently upheld [51]. 
These findings were echoed in our study, suggesting that little has changed.

Financial pressures influenced service allocation, with stricter criteria applied to patients receiving only 
MDD. The results of this study suggest that municipal budgets became increasingly constrained during 
the study period, prompting service allocators to actively seek cost-saving measures. Initially, municipal-
ities transitioned from using pill organisers to MDD systems, citing improvements in safety and efficiency 
[11,52,53]. Subsequently, it was proposed that patients receiving only MDD, and no additional home 
healthcare services, could order their medications directly from the pharmacy. In contrast to Norway, 
MDD is typically provided by pharmacies in other countries, rather than through home healthcare ser-
vices [54]. This shift may effectively transfer costs from the municipality to the patient. Notably, the 
patient perspective was absent from discussions surrounding these changes.

These findings suggest that while decision letters formally define service scope, their revision and 
implementation are subject to systemic variability and may not reflect patients’ evolving needs.

Strengths and limitations

To our knowledge, few triangulated longitudinal studies have examined domiciliary medicines manage-
ment and decision letters among older adults, underscoring the novelty of our findings. Transferability [38] 
has been addressed through purposive sampling and the provision of thick descriptions; nevertheless, a 
notable limitation is that the study was conducted solely within three small Norwegian municipalities.

Although six of the nine patients received only MDD, this group represents a substantial proportion 
of home‑dwelling older adults in Norwegian municipalities, many of whom are otherwise independent 
but require support with medication management. Some had previously received broader services  
following hospital discharge, illustrating that service needs fluctuate over time. While this limits the trans-
ferability of the findings to patients with more complex or long‑term care needs, it also reflects a com-
mon and relevant user group for whom decision letters are routinely issued.

Selection bias can arise in qualitative studies [55]. Our patient cohort comprised volunteers who were 
among the least ill in the home care population. Despite this, participants represented the full range of 
socioeconomic backgrounds in the study areas. However, social conditions in municipalities were rela-
tively uniform. We were unable to assess for social desirability bias [56]; some participants may have 
been hesitant to express criticism due to concerns that their responses could be shared with healthcare 
nurses, although this was not explicitly stated.
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Conclusion and implications

Adopting a Safety-II perspective shifts the focus from ineffective to effective healthcare and how health-
care professionals and systems adapt and succeed in dynamic, real-world conditions. In this context, 
exploring individual decision letters as tools for facilitating safe medication management offers a novel 
and insightful angle.

Our findings suggest that the limited use and vague content of decision letters reinforce a reliance 
on informal systems and discretionary practices. While these adaptive practices help maintain safety and 
flexibility, they also expose structural vulnerabilities – particularly in terms of legal accountability and 
patient empowerment. Addressing this disconnect may require rethinking how formal decisions are com-
municated and operationalised, ensuring that legal documentation supports rather than constrains resil-
ient and transparent care.

To translate these insights into practice, we propose the following recommendations:

1.	 Use consistent, patient-friendly language and include operational details (e.g. visit frequency, 
medication support) to reduce ambiguity. Ensure accessibility in digital and physical formats.

2.	 Align decision letters with care plans and task lists. Share care plans proactively with patients. 
Encourage dialogue among service allocators, nurses, and patients to clarify decision content.

3.	 Involve patients and GPs in evaluations and document the rationale for any changes to ensure 
accountability and continuity of care.

4.	 Acknowledge the critical role of frontline staff in ensuring safe medication management through 
adaptive practices. Promote reflective practice by creating spaces for staff to share and learn from 
successful adaptations.

Clarifying the role of decision letters is crucial: are they intended solely as formal legal communica-
tion, or should they also inform and guide practice for both patients and nurses, as envisioned in the 
legislation? Our study challenges the communicative function of decision letters and suggests that, in 
their current form, they are not effective tools for informing or empowering patients. Strengthening their 
clarity, relevance, and integration into care processes may enhance both medication safety and patient 
involvement in home healthcare.
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