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Is allocation of nursing home placement in Norway just?

Background: One of the core ethical principles in the Nor-

wegian welfare state is the principle of justice; all citizens

should have equal access to healthcare services, including

nursing homes, independent of where they live, socioe-

conomic status or age. Patients who apply for a perma-

nent place in a nursing home are among society’s most

vulnerable. Hence, it is of great importance that the pro-

cess of nursing home placement is just. The purpose of

this study was to explore which criteria and values allo-

cation of nursing home placements are built on, and

whether the process is just.

Methods: The study has a qualitative design. Data were

collected through individual interviews and observation.

Executive officers in different municipalities who have

the formal responsibility for the placements, and GPs and

nurses on short-term wards in nursing homes were inter-

viewed. In addition, one of the researchers observed

meetings where allocation of municipal healthcare ser-

vices was discussed.

Results: Healthcare personnel in primary health care

mainly agree on which criteria are the most important in

order to safeguard the principle of justice. However, some

unintended and less highlighted factors could jeopardise

the ideal of fair and just allocation. Some of these were

organizational variations, variations in the municipalities’

economy, variations in individual judgments and

resourceful and strong-willed relatives.

Conclusions: Our study indicates that some of the weakest

and most vulnerable patients in the Norwegian society

are not treated equally. In order to safeguard the princi-

ple of justice, specific national criteria should be used in

allocation of nursing home placements. However,

national criteria are not enough. We suggest that in addi-

tion to guiding criteria, the unintended factors should be

given more attention and focus on how to control them

in a better way.
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Background

One of the core ethical principles in the Norwegian wel-

fare state is the principle of justice; all citizens should

have equal access to healthcare services adapted to their

needs, including nursing homes, independent of gender,

ethnicity, socioeconomic status or age. The access to

health care in Norway is based on need, not the ability

to pay. Norwegian law states that all health care deliv-

ered must be safe and appropriate. A guiding principle is

that care should be delivered at the lowest and most

effective care-level possible, also called the ‘care-ladder-

principle’. A placement in a nursing home is on the

highest care-level. Care on lower levels should therefore

be tried out before a nursing home placement is

granted.

Even in an affluent society like Norway, health care

must be prioritized. Norway was one of the first nations

to develop principles for priority settings in specialist

health care with the first commission in 1987 (1), the

second in 1997 (2) and the last in 2014 (3). A white

paper on prioritization for specialist health care in Nor-

way, Meld. St. 34 (2015–2016) (4) names severity of

condition, benefit of intervention and necessary resources

as the three guiding principles in resource allocation. In

December 2018, a new commission suggested that these

three should be the guiding principles for community

health care as well, but supplemented with a forth, the

coping principle (5).

Community health care in Norway suffers from

financial strain. Municipalities have been given a series

of new tasks and responsibilities, while the funding

from the state has not grown proportionally (6,7).

Nursing homes are financed by the municipalities. Due

to a political shift stating that the best for every indi-

vidual is to live at home as long as possible, the num-

ber of nursing home beds has been reduced (8,9). The
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same trend is also found in several other countries

comparable to Norway (10). This means that patients

who receive home care have more complex needs than

before (11). In addition, patients are discharged from

the hospital earlier, placing the care burden increas-

ingly on the municipalities (11,12). There is great vari-

ation among Norwegian municipalities, both in

geographical size, how they organise health care, and

how many citizens they serve.

Research on prioritization and resource allocation in

community health care

Several studies indicate that resource shortages in com-

munity health care lead to ethical dilemmas and insuffi-

cient care (13,14). Previous research indicates that

resourceful patients and relatives who raise their voices

are given higher priority than those who do not have rel-

atives, or are less demanding (15,16). Research also

shows that there is age discrimination in health care, and

that services to the oldest may suffer (6). Most of the

studies we have found are from Norway. The reason for

this may be that Norway is one of the few countries that

has focused on priority setting.

Sweden, which may be the country most comparable

to Norway, also has national criteria for priority set-

tings in health care. These are severity of condition,

patient benefit and cost-effectiveness (17). These are

also meant to be used in community health care. Yet,

a study from 2013 shows that healthcare personnel in

community health care do not use the national princi-

ples for priority setting, they may not even know that

such criteria exist (18). In the same study, they also

found that both GP’s and nurses in community health

care found the criteria useful when they were asked to

use them in day-to-day care, although they found the

cost-effectiveness criterion difficult to apply in practice

(19).

Since there has been little focus on priority settings in

Norwegian community health care, we lack knowledge

about which criteria are used here when allocating scarce

services, such as nursing home placement, and what may

threaten just resource allocation in community health

care. This article may fill some of this knowledge gap.

The knowledge from our research may also be trans-

ferrable to other countries with similar healthcare sys-

tems as Norway.

Aim

The aim of this article is to explore (i) which guiding

principles are followed in nursing home placement (ii)

whether healthcare personnel experience the process of

nursing home placement as just.

Design and method

The study had a qualitative design where we combined

interviews with observations. To facilitate breadth and

variation in findings, one large, two middle-sized and

one small municipality were included in the project.

Each municipality had assignment offices with the

responsibility to assign nursing home placement. The

municipalities also had short-term wards in nursing

homes, for patients who were in need of health care on

a higher level than home care for a shorter period, either

after discharge from the hospital, or as a relief placement

for home care or home care services.

Data collection

The interviews. In order to explore allocation of nursing

home placement, we interviewed administrative deci-

sion-makers from five assignment offices. The administra-

tive decision-makers are in a central position in the

allocation of nursing home beds. In addition, we inter-

viewed nurses and GPs on short-term nursing home

wards who are in close contact with the patients and

their families. The latter have no voice in the decision,

but their assessment and description of the patients’

functioning and needs form a foundation for the final

decisions on nursing home placement.

We used an interview guide based on open-ended

questions, and asked our research participants to describe

the process of when a nursing home place is assigned,

and how they experienced this process. The interviews

were audio-recorded and transcribed verbatim. Each

interview lasted 1–1½ hours (Table 1).

Observation and informal conversations. Once a week, the

administrative decision-makers from the assignment

offices have meetings with healthcare personnel from

short-term wards, to discuss which level of care the

patients should be offered after discharge from the short-

term ward. In addition to the interviews, we observed

these meetings. The administrative decision-makers were

nurses, auxiliary nurses, physiotherapists and occupa-

tional therapists. One or two administrative decision-

makers participated in each meeting. From the short-

term wards, both GPs, nurses, occupational therapists

and physiotherapists (3–7 participants) participated from

the short-term wards. The first author participated in and

did observations of 14 of these meetings, which lasted

from 30 to 60 minutes.

The researcher used an observation guide and took

field notes from the meetings. The observation focused

on what the participants in the meetings emphasised

when discussing assignment of a place in a nursing

home. It was also possible to have ad hoc conversations
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with the participants before and after the meetings to

clarify the observations. No data that could identify

patients were collected.

Analysis

We used a content analysis approach when interpreting

the material, using a six-step guide of analysis, as

described by Braun and Clarke (20). These six steps are:

(i) familiarising yourself with your data, (ii) generating

initial codes, (iii) searching for themes, (iv) reviewing

themes, (v) defining and naming themes and (vi) pro-

ducing the report.

In the first part of the analysis, both authors indepen-

dently read the transcribed interviews and field notes

openly, to get an overview over the material and to gener-

ate initial codes. When reading it over again, we searched

for themes and reviewed the themes together. In this phase,

when searching for themes, we also used the research ques-

tions, as a guide in the analysis. Each of the interviews and

the field notes were put into matrices, where the quotations

were abstracted to subthemes and then to main themes.

After defining and naming themes, quotes and excerpts

from the field notes and the interviews, which covered the

same themes, were collected in matrices.

Research ethics

The Social Science Data Services (blinded) approved the

study before we started the collection of data. The partici-

pants were given both verbal and written information about

the study and gave their written consent to participate. The

participants were assured confidentiality, and that they

would have the opportunity to withdraw at any time, and

without giving any reason for their withdrawal.

Findings

Common guiding principles in nursing home placement

Our informants agreed that the most important principle

to safeguard just allocation of nursing home care was

that the services offered should be safe and appropriate.

Safe and appropriate care was related to medical diagno-

sis, needs and functioning. In addition, the amount of

resources needed, for example time and personnel were

emphasised. They also agreed that each allocation deci-

sion should be based on a professional judgment.

Safe and appropriate care related to medical diagnosis, needs

and functioning. According to our findings, the administra-

tive decision-makers followed the ‘care-ladder-principle’

when allocating nursing home placements. As mentioned

before, this principle means that care should be delivered

at the lowest and most effective care-level possible. As

long as it was safe to have the care delivered at home,

the patient was not assigned a nursing home placement.

Well, the way it works, if she is safe enough at

home she won’t get a placement. (informant 7,

administrative decision-maker)

Safety was seen in relation to medical severity of a dis-

ease, and risks associated with the medical diagnosis. The

Table 1 Participants for the interviews

Interviews Participant Where the participant was employed Sex and age

Interview 1 Nurse Short time ward nursing home, large municipality Woman, 41 years old

Interview 2 Medical Doctor Short time ward nursing home, large municipality Woman, 38 years old

Interview 3 Nurse Short time ward nursing home, large municipality Woman, 51 years old

Interview 4 Nurse Short time ward nursing home, large municipality Woman, 58 years old

Interview 5 Medical Doctor Short time ward nursing home, large municipality Woman, 31 years old

Interview 6 Nurse Assignment office, large municipality Woman, 55 years old

Interview 7 Nurse Assignment office, large municipality Woman 45

Interview 8 Physiotherapist Assignment office, large municipality Woman 33

Interview 9 Nurses Assignment office, large municipality Women 60 and 66 years olda

Interview 10 Nurse Short time ward nursing home, large municipality Woman, 36 years old

Interview 11 Nurse Short time ward nursing home, large municipality Woman, 41 years old

Interview 12 Medical doctor Short time ward nursing home, small municipality Man, 38 years old

Interview 13 Occupational therapist Assignment office, small municipality Man, 53 years old

Interview 14 One medical

doctor and one nurse

Short-term ward nursing home, middle-sized municipality Woman, 36 years old (medical doctor)

Woman 24 years old (nurse)a

Interview 15 Nurse Short time ward nursing home, small municipality Woman, 53 years old

Interview 16 Nurse Assignment office, middle-sized municipality Woman, 61 years old

aFour of the participants, (two from an assignment office, and two from a short-term ward), did not want to be interviewed alone. This means

that there were 16 interviews, but 18 participants.
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medical diagnoses mentioned as the most severe, and

thus qualifying for a nursing home placement, were

unstable diabetes, COPD, heart failure and dementia.

Having dementia and living alone were seen as one of

the most severe conditions. The administrative decisions-

makers talked about patients suffering from dementia,

who could walk out in the middle of the night, and not

find their way home or who forgot to turn off the stove.

These patients were seen as a great risk, both to them-

selves and their surroundings and should therefore be

prioritized for long-term placement in a nursing home.

When talking about safe and appropriate care, loss of

functioning was also emphasised, and especially the risk

of falling.

If there is a great risk of falling, they’re just falling

and falling and falling, then we can take them in

(Interview 9, administrative decision-maker)

Risk of falling was also focused on in the meetings where

administrative decision-makers and healthcare personnel

were discussing the appropriate level of care after dismissal

from the short-term ward. In these situations, the physio-

therapist and the occupational therapist played an impor-

tant role in the meetings, after observing the patient’s

functioning while staying in the nursing home. The reason

why risk of falling was emphasised, was that it was associ-

ated with hospitalisation, morbidity and higher mortality.

The resource criterion. Allocation of nursing home place-

ments seemed to be strongly influenced by the amount

of resources needed and available in home-based care.

There was a maximum amount of hours of care delivered

in home that could be granted. If a patient who had

home-based care needed more resources than what could

be offered, the patient should have priority in nursing

home placement. Allocation of healthcare services also

had to be seen in relation to other competing services

within the municipalities.

Both the administrative decision-makers and the doc-

tors and nurses agreed that the municipal economy was

always an element of the assessment in the allocation

process, but they agreed that the most important con-

sideration was that the service should be safe and

appropriate.

If it is advantageous to grant a long-term placement,

well, then we do it. Right? That’s how we have to

think about it. We have to think a little about money,

right? But it shouldn’t, it should, I mean, it can’t be at

the expense of safety. (Interview 6, administrative

decision-maker)

One of the informants said that getting a permanent

place in a nursing home also may depend on the time of

year the patient applies; for economic reasons, it is easier

to obtain a place early in the year.

Individual judgment. Most of the informants mentioned

that general guiding principles were not enough when

assigning a nursing home placement, an individual judg-

ment was needed for the patients with complex needs,

several diagnoses and a complex psychosocial situation.

They emphasised that it was not enough just to follow a

standard manual or fill out a form, and that some guid-

ing criteria were not enough. Each of the patients should

be judged individually, with their individual needs.

But of course, I work with people, so it is hard. It is

often my own assessment (. . .). Yes, you have the

criteria there, and then you have – what should I

say – assessment, or seeing the whole patient, right?

Because the criteria doesn’t quite cover everything. . .

(Interview 3, nurse)

A lot was based on personal, but also professional

judgments. When one of the nurses was asked what a

professional judgment was, she said that it should build

on professional knowledge and competency. Others

emphasised that judgment should be based on a holistic

approach to the patient, and the importance of seeing

the patient’s total situation.

So, then I think, you have to look at the whole

picture. The need for care, which is wide and

broad, but that is what is important. In other

words, what care and help are they in need of.

(Interview 5, GP)

Unintended threats to the principle of just allocation

Just allocation of nursing home placements means that

everyone should have the same opportunity for a nurs-

ing home placement, based on needs. Although our

participants agreed upon the main guiding principles,

they also talked about unintended factors which

affected the decisions and threatened the principle of

just allocation, and which also could be a threat to safe

an appropriate care. One of the most frequently men-

tioned factors was variation between districts and

municipalities, and variation in the assessments among

the individual administrative decision-makers. Most of

the participants also mentioned strong-willed relatives

as an important factor, which could jeopardise just

allocation.

When economy and lack of resources jeopardise the principle of

justice. All the informants described how variations

between municipalities, regarding economy and

resources, could jeopardise the principle of justice. If
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resources were strained, they were willing to take larger

risks. Some of the nurses and GPs who participated in

interviews, told us about municipalities or districts they

would not choose to live in themselves, when they

become old and dependent. Administrative decision-mak-

ers who had worked in different offices confirmed that

there were differences between municipalities and dis-

tricts, regarding how easy or difficult it could be to get a

nursing home placement.

The last district I worked in, the threshold was, I

don’t remember hours exactly, but more. . .. You

were more likely to get a long-term placement there.

I remember that it was never a problem to get any-

one granted. I can’t remember a single rejection.

(Interview 8, administrative decision-maker)

Data from the observations confirm that economic

variation between districts or municipalities may chal-

lenge the principle of equity and justice. If you live in an

affluent district or municipality, it is easier to get a nurs-

ing home placement when you need it.

When I talk to the administrative decision-maker in

district X, she says she thinks that it is easier to get

placements in districts with a stronger economy. She

also says that the district she works in herself is

financially pressed. (From the fieldnotes)

Several of the nurses on the short-term ward in the lar-

gest municipality, mentioned that there was one district

that was more financially strained than the others. They

would not want to live in that district if they were old and

fragile and were in need of a nursing home placement.

Variations in judgements of needs. Although the informants

emphasised the importance of individual judgments

when assessing a patient’s need of nursing home place-

ment, they also thought that the individual judgment

brought up some challenges and disagreements. There

were obvious differences among the administrative deci-

sion-makers in what was assessed as safe and appropriate

care, as well as differences between the administrative

decision-makers and healthcare personnel. The doctors

and nurses emphasised medical situations more than the

administrative decision-makers did, while the administra-

tive decision-makers were more concerned with the

physical functioning of the patient, regardless of his or

her diagnosis. Both the nurses and the doctors on the

short-term wards, thought that too little emphasis on

medical factors could be a threat to patients’ safety,

resulting in patients becoming revolving-door patients.

The focus at the assignment office is whether the

patient is physically able to go home, less about the

medical – that can lead to patients who keep coming

back. We have several examples of that. (Interview

3, nurse)

There were also some differences between how

healthcare personnel in short-term care and administra-

tive decision-makers assessed needs. Nurses and GPs

described lonely patients with depression and severe

anxiety, and therefore a reduced quality of life, who

were not offered a nursing home place. The informants

thought that the reason why the psychosocial needs

were not taken into account, was that it may be easier

to describe and measure the physical than the psy-

chosocial. Another reason may be that psychosocial

needs are not seen as severe enough, and that anxiety

or loneliness is not as life-threatening as a severe dia-

betes or heart failure.

Anxiety, or being anxious, being lonely, being afraid

to be alone. . . There are many of ours that are

afraid, afraid to fall, or afraid to be a burden on the

family. But they have to try at home first, because

they aren’t sick enough. (. . .) The anxiety and fear,

we just have to deal with at home, is my impression.

(Interview 3, nurse)

The discrepancy between administrative decision-mak-

ers and healthcare workers in what they assessed as safe

and appropriate care was obvious in field notes from the

meetings. It seemed that the administrative decision-

makers were willing to take greater risks when assessing

what was seen as safe and appropriate care.

The administrative decision-maker tells us that the

patient was found at home by a home care nurse,

after a fall. But feels that he can go home if he is

stable, because he has home care. The physical ther-

apist from the district comments that the patient has

a clear tendency to fall, and the nurse comments

that there is no point in going home. She thinks it

means that he will be right back in. (From the field

notes)

The healthcare personnel also talked about variations

within the group of administrative decisions-makers, in

what they judged as safe and appropriate care. These dif-

ferences within the group of administrative decision-

makers could be related to personal attitudes, to their

professional background or to different cultures in assign-

ment offices. Nurses from the short-term ward talked

about ‘warm’ and ‘cold’ cultures, and that some of the

administrative decisions-makers were ‘warm’ and others

were ‘cold’. The ‘warm’ was described as more humane

than the ‘cold’. And the ‘cold’ was willing to take greater

risks than the ‘warm’. The administrative decisions-
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makers themselves agreed that there could be differences

between administrative decisions-makers in how they

judged the need for a nursing home place.

No it is a difficult thing to do. For those of us in

these jobs, and around the country, we are different,

of course. We assess differently. (Interview 9, admin-

istrative decision-maker)

Because of restricted organizational structures and tight

finances, judging what was safe and appropriate care

seemed extreme challenging. Several of the administra-

tive decisions-makers agreed that they sometimes were

balancing on the edge of what was safe and appropriate

care.

Sometimes it is hard to choose, in a way, you sit

there, do it with a bad feeling in your gut, can I, we

will try at home, and then we’ll take one day, and

then the home care nurse will have to assess, but

you aren’t sure. But you have to say that you have

to try at home first. (Interview 16, administrative

decision-maker)

When resourceful and strong-willed relatives jeopardise the

principle of justice. The informants agreed that relatives

should not have a say in assignment of a nursing

home bed, as this jeopardises the ideal of justice. How-

ever, almost all of the informants talked about how

strong-willed relatives actually did play an important

role in the allocating process.

If you have relatives that are fighting for you, who

put their foot down and say ‘I won’t accept this’ and

cough up some legislation and that, then you are

well on your way to a long-term placement. (Inter-

view 1, nurse)

All our informants told us that relatives who lodge

complaints about decisions with the county governor,

usually get their way.

The administrative decision-maker tells us that they

never win cases where patients/users send official

complaints against them. They say that in districts

where there are strong relatives they more often

have to give in, because relatives lodge official com-

plaints. (From the field notes)

The patients who did not have any relatives were

much more vulnerable. These patients could have diffi-

culties navigating within the system and their legal

rights. We will write more in depth about the relatives’

roles in the assignment process in a later article.

Discussion

Justice in theory, not in practice

A just allocation of healthcare services means that

patients should receive health care based on individual

needs and independent of other characteristics. Our study

indicates that this ideal is well known and acknowledged,

but difficult to obtain in practice when scarce nursing

home beds are prioritized. The reason may partly be that

the criteria are wide and difficult to use within a group

of multi morbid, frail, older people, partly that external

factors strongly influence the decisions. This means that

some of the most vulnerable patients may be at the

mercy of an unpredictable and not entirely just system. It

also means that there are some patients with great needs

who may not get a placement because others with lesser

needs are prioritized. Challenges in priority setting in

community health care are well known from previous

research, both in Norway and in other countries

(15,16,18,21).

Our study shows that the most important principle for

all our informants is that care should be safe and appro-

priate based on the patients’ needs, criteria which may

seem to be wide and stretchable in a context where

resources are strained. According to Bærøe (22), criteria

or principles for priority setting may not be of any help if

they are either too general or too specific in a complex

context. Bærøe also argues that an ideal such as just dis-

tribution of health care is difficult to obtain, if possible at

all, in a system where decisions always in some ways will

be based on individual judgments. How the patient’s

need of care is assessed, is in the eye of the beholder.

This was confirmed by our participants; the administra-

tive decision-makers seemed to assess the patients’ needs

differently from the healthcare personnel on the short-

term wards. The reason for this may be that the adminis-

trative decision-makers have more distance from the care

recipients, but it may also relate to different professional

and cultural backgrounds. Previous research has also

found that the differences in judging needs may be

related to cultural diversity, and where in the system

healthcare personnel work (23). In addition, the differ-

ences between administrative decision-makers and the

other informants may relate to the administrative deci-

sion-makers’ obligation to distribute resources within a

tight economic framework. If resources are strained, you

may be willing to take a larger risk and bend your assess-

ment of what you see as safe and appropriate care. The

administrative decision-makers told us that they some-

times had to balance on the edge of what is a safe and

appropriate care when denying a placement. In a report

from 2011, from one of the largest cities in Norway, half

of the administrative decision-makers answered that they
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would more often grant a nursing home place if the

economy would allow for it (24).

How to meet the challenges

If allocation criteria are so difficult to apply in practice, crit-

ical scrutiny of the decision-making processes and whether

the ideals of justice and appropriate and safe care are

respected is even more important. In line with Ottersen

et.al (25), we will argue that it may be of great importance

to focus on transparency and openness in priority settings.

Then, it may be easier to elucidate factors, which may

jeopardise a just allocation process in practice. Through

this, it is possible to discuss how to avoid these unintended

factors, or control them in a better way (22,26). If the allo-

cation process is more transparent, it may also be easier to

prevent strong-willed relatives from pushing the process in

the wrong direction. In addition, both healthcare person-

nel, the general public and relatives should be informed

about the care-levels available, and the opportunity of

finding good solutions at home. A nursing home nurse

knows what the nursing home can offer, but may lack

knowledge about what care is available on the other care-

levels in the municipality. Patients and relatives should

also be informed about how to uphold their rights, regard-

less of their social or economic status, but also which prin-

ciples are guiding the allocation of services.

Good resource allocation decisions must always be

based on a good clinical and ethical judgment, as our

informants say. These assessments are difficult and there-

fore fallible. If healthcare personnel do not agree on the

decisions, a possible solution is that healthcare personnel

could bring the decisions to a clinical ethics committee,

as suggested in the newly published report on priority

setting in community health care (5). A clinical ethics

committee may help in the discussion and give advice

about what is morally acceptable (27). Another solution

could be that administrative decision-makers and the

healthcare personnel could come together and have ethi-

cal case deliberation when they have challenging cases.

Bringing ethically challenging priority setting cases in to

a clinical ethics committee or a moral case deliberation

may also help healthcare workers make explicit what

values are at stake in the case. By being more explicit on

the values at stake in an assigning process, the process

also becomes more transparent. Last, but not least,

knowledge about ethical challenges in priority settings

should be included in medical and nursing education, to

improve the competency of the professionals who are set

to do this difficult, but important task (5).

When the political statement is that ‘All shall stay home’

As already stated, just priority setting or a just allocation

of health care does not mean that all people should have

the same, but that all people should have the opportu-

nity and access to health care based on individual needs.

This also means that it may not be unjust not to get a

nursing home placement, if safe and appropriate health

care may be delivered at home. Because of demographi-

cal challenges, there is a need to think of alternatives to

nursing home placements. There are a political shift and

practice of de-institutionalisation also in other countries

(10). Our findings confirm that the political statement

‘all shall stay home’ is reflected in practice. However, if

patients have to stay home longer, this will also affect

relatives or informal caregivers. Caring for seriously ill

persons at home may be a great burden for the informal

caregivers (28). According to previous research, informal

caregivers have many unmet needs (29). This means that

there is a need for a system that encompasses the rela-

tives’ needs as well. In addition, there is a need to

strengthen home care services in general. Studies show

that several European countries have introduced initia-

tives to improve quality in community health care

(30,31). One of these studies from the Netherlands shows

that an initiative to improve health care, called ‘Finding

and Follow-up Frail older persons‘ (FFF), had a positive

effect on the quality of care delivered (31). FFF includes

proactive screening, consultation and guidelines for

patient follow-up. One of the challenges with these ini-

tiatives to improve quality is that they mostly emphasise

measurable indicators, like risk of falling, risk of bedsores

and nutrition, while psychosocial needs are not taken

into account.

Based on the knowledge we have, more guidelines that

fit the context should be developed, for example how

safe and appropriate care should be measured and deliv-

ered, and also how to safeguard psychosocial needs. But

to develop useful guidelines, we also need more research

in the field, both on priority settings per se, but also on

medical conditions, and on what good health care is for

patients with multimorbidity (32).

Conclusion

Healthcare workers in municipalities have a difficult

and challenging job with regard to priority setting.

Our study shows that healthcare personnel mostly

agree on which principles shall be guiding when allo-

cating nursing home placements, but healthcare per-

sonnel do not experience the process of nursing home

placement as just, because of unintended factors,

which may jeopardise the ideal of justice. There are no

easy solutions to how to address these challenges.

Pointing at factors that may lead to inequality, trying

to be more open and transparent in the processes, and

good decision support, may be an important start.

Focusing on quality improvement in community

health care in general is also important. And if the
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goal is that all shall stay home longer, we also need to

focus on the informal caregivers and their roles and

needs. In addition, there is a need for more focus and

research on this topic to get more knowledge, not the

least to reveal problematic discrepancies between the-

ory and practice.
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