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Abstract

Background The growing number of older people worldwide poses challenges for health policy, particularly in the
Global North, where policymakers increasingly expect seniors to live and receive care at home. However, healthcare
professionals, particularly in home-based care, face dilemmas between adhering to care ideals and meeting external
demands. Although they strive to uphold ethical care standards, they must deal with patients'needs, cooperation
with colleagues and management guidelines. Home-based care is an essential part of healthcare services in Norway,
but staff struggle with high patient numbers and time management. This article focuses on how staff deal with
ethical challenges related to contextual and organisational constraints.

Methods An ethnographic fieldwork in three municipalities in South-East Norway. The first author conducted three
to four months of participant observation in each municipality. In addition, she conducted in-depth interviews

with key informants in two municipalities and a focus group interview with seven home-based care workers in one
municipality. The data was analysed by using a reflexive thematic analysis.

Results Staff in home-based care are frequently more loyal to the patient than to the system and to their own needs.
To provide good care, all informants disregarded the patient’s formal decision, i.e. they provided more care than the
formalised decision stipulated. To prioritise beneficence to patients, informants also disregarded some of the rules
applicable in home-based care. In addition, staff accepted risks to their own safety and health to provide care in the
patient’s home.

Conclusion The loyalty of home-based care staff to their patients can go beyond their loyalty to the rules of the
system and even their own safety. This commitment might be attributed to a sense of doing meaningful work, to
providing relationship-based and individualised care, and to strong moral courage. However, the staff's emphasis on
flexibility and individualised care also brings challenges related to unclear boundaries related to patient care.
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Introduction

The increasing number of older people globally poses
challenges for health policy and service development.
In the Global North, policymakers emphasise that peo-
ple should live at home for as long as possible [1, 2]. At
the same time, nurses and other healthcare profession-
als seem to be caught between strong normative ideals
of care and the external demands of patients, other pro-
fessionals, and management. The healthcare profession-
als advocate principles and standards that determine
how patients should be cared for. These ideals, rooted
in ethical principles and societal expectations, serve as a
guide for healthcare professionals to provide high-quality
care [3]. Staff are under pressure and expectations from
many sources, including patient needs and preferences,
requirements for collaboration with other healthcare
professionals, and management directives. This leads to
a complex balancing act for healthcare professionals as
they attempt to maintain their commitment to quality
care while managing the practical realities and expec-
tations imposed on them by patients, colleagues and
management.

Employees providing home-based care work in the
patient’s home, often working alone as a “visitor” in the
patient’s home [4]. However, the patient’s home may not
be equipped or adapted for medical care. The patient’s
health situation is often complex and varied, including
somatic and mental health conditions. In addition, many
patients live with a partner or children.

Previous studies have shown that home-based care
workers have difficulties adapting care to patients’ needs
[5-8]. Tailoring care to each patient is seen as a core
value for home-based care workers, but the organisation
of care has made it difficult to fulfil this value [1, 6-8].
According to research on Norwegian home-based care
by Olsen et al., staff in home-based care expressed that
they must be a “balancing artist’, which means that they
are faced with competing and conflicting demands i.e.,
patient needs versus the organisational requirements.
Staff attempt to manage care resources and try to care for
as many patients as possible [1]. Furthermore, Norwe-
gian researchers within nursing ethics, Tennessen, Nort-
vedt and Ferde found in their research on home-based
care and priority setting that care often lacks flexibility,
personalisation and responsiveness to circumstances that
are critical for optimal patient care. They describe that
home-based care is driven by the clock and not by indi-
vidual needs, therefore staff must prioritise medical and
physiological needs rather than taking a holistic approach
to the patient [6]. This is consistent with the result of
Norwegian researcher Hestevik et al. who studied chal-
lenges faced by healthcare professionals in the specific
case of providing personalised nutritional care to patients
living at home. The study highlights the difficulties staff
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face in meeting patients’ specific nutritional needs. Hes-
tevik et al. argue that the organisation of care has become
rigid and standardised, which means that the needs and
preferences of each individual patient are no longer taken
into account. The healthcare professionals in the study
recognised that it is important to look at nutritional
problems holistically rather than seeing them as an iso-
lated problem but that there was a lack of time to individ-
ualise nutritional care when caring for patients in their
home which can be generalised to home-based care in
general [5]. It is crucial to gain insight into the impact the
system and organisation has on healthcare professionals
in home-based care.

Theoretical framework and key concepts
We discuss our findings in light of the theory of an ethics
of care and the concepts of good work, and moral courage.

While traditional ethical theories, such as deontology
and consequentialism, emphasise human beings as ratio-
nal and independent, an ethics of care emphasises emo-
tions, interdependency, and relations [9-11]. This means
that emotions may play an important role in moral judge-
ment, and that there lies an ethical imperative in our
interdependency and relationships with others [10]. In
addition, an ethics of care focuses on the actual situation
with the patient rather than universal and general norms
or rules. This means that the patient’s needs in the actual
situation take centre stage and care must be adapted
accordingly [12-15].

The ideal of good work is a concept developed by the
psychiatrists Howard Gardner, Mihaly Csikszentmihalhi
and William Damon [16]. They developed the concept
because they were struggling to find a balance between
high-level performance and social responsibility, i.e.
between ethics and excellence. This led to the develop-
ment of the concept of good work, which refers to profes-
sional quality work that benefits society as a whole. They
also explored what promotes or hinders good work in
today’s context. In their book Good Work: When Excel-
lence and Ethics Meet, they examine what it means to do
“good work”. The authors use examples from the profes-
sions within genetics and journalism when discussing the
concept, but we found that it also applies to the work of
health professionals. Gardner et al. ask what strategies
enable people to maintain a moral and ethical standard
at work. The concept is developed empirically by exam-
ining how professionals continue to do “good work” at a
time when commitments to profitability and efficiency
can threaten professional and ethical ideals. Further-
more, they argue that “good work should be something to
which one should be committed according to one’s pro-
fession. The employee skills, accountability and ethical
considerations are essential components for employees to
feel that they are excelling in their work [16]. To perform
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“good work” is essential when working as a healthcare
professional as it also fosters engagement and persever-
ance [8]. We have identified a connection between the
ethics of care and ‘good work’ in home-based care, as
both are focussed on doing what is best for the patient
and not for the system.

We have also discussed our finding in light of the con-
cept of moral courage. To have moral courage can be
described as the determination to uphold one’s moral
values and act, even in the face of possible negative
outcomes or consequences [17-19]. Moral courage is
linked to both the ethics of care and good work, because
ultimately moral courage means doing what is best for
patients, despite the challenges faced by home-based care
staff.

Home-based care in Norway

Home-based care is the largest primary healthcare ser-
vice in Norway [20]. The number of patients is steadily
increasing, patients are discharged earlier, and treatment
is continued at home. Home-based services are state-
subsidised services for all Norwegian citizens who lives at
home, it include home-based care, physiotherapy, occu-
pational therapy, and mental health care. In this context,
we focus on home-based care, a service that emphasises
basic medical care for patients, e.g. help with medica-
tion administration, nutrition, wound care, morning and
night care, palliative care, cancer care, and so on.

In Norwegian home-based care, patient care is regu-
lated by formal decisions to which staff must adhere. This
formal decision determines the type of help the patient
needs and can be adjusted if their needs change. Typi-
cally, the process of receiving home-based care is initi-
ated by the general practitioner or a relative who helps
the patient to apply. The municipality then assesses
the patient’s needs and determines the type of help
needed, resulting in a formal decision [21]. The staff in
home-based care consist of nurses, auxiliary nurses and
unskilled workers. Home-based care is a general term for
all healthcare services provided in the patient’s home. It
is healthcare and care at the interface between daily life
and the provision of public services [22]. Patients requir-
ing home-based care are found in all stages and situations
of life.

The biggest change in the municipal health sector in the
last decade has been in home-based care. This is mainly

Table 1 Fieldwork

Municipality Time Days of
participant
observation

1 September-November 2020 8 (56 h)

2 March-May 2021 15(92 h)

3 August-November 2021 18(122 h)
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due to the implementation of the coordination reform,
which means, among other things, that home-based care
has been given a new and more comprehensive role. In
addition, there has been an enormous increase in patient
numbers, which have quintupled between 1992 and
today. The large number of patients in home-based care
makes continuity difficult [22, 23]. At the same time,
home-based care staff must take a holistic approach
to the patient, i.e. focus on all factors that influence the
patient’s health. This means that home-based care staff
must provide individual care within a very narrow organ-
isational and contextual framework [22].

Aim

The project aimed to explore the ethical challenges faced
by home-based care staff, and how they handle these
challenges. We understand ethical challenges as chal-
lenges in which values may come into conflict. Handling
ethical challenges is about prioritising which values are
the most important [24]. In this article, we focus on how
employees deal with ethical challenges related to contex-
tual and organisational constraints.

Method

This paper is based on an ethnographic study conducted
in home-based care in three municipalities in the South-
Eastern part of Norway from September 2020 to Novem-
ber 2021. The first author (CKH) conducted the fieldwork
which involved participant observation and in-depth
interviews, she was in each municipality for three to four
months, however, the number of days in the field varied
due to the pandemic (Table 1).

Participant observation allows researchers to bet-
ter understand people’s behaviour by participating in
their everyday lives and witnessing real-life situations in
their natural environment [25, 26]. Previous studies have
shown that it can be difficult for staff to put ethical chal-
lenges into words [27, 28]. Through participant observa-
tion, CKH was able to discover and explore the ethical
challenges that might not have been put into words by
the informants in an interview. Combining participant
observation and interviews allowed for the findings from
the observations to be followed up through the inter-
views and vice versa. Together, these methods provided a
rich and comprehensive set of data [26, 29].

Participant observation

During the participant observation, CKH accompa-
nied two employees in each municipality who acted as
key informants (Table 2). She assisted with patient care,
such as helping to prepare meals, talking to the patient,
and assisting with hygiene when the patient needed the
help of two people (typically for patients who required
extensive bedside care). CKH also attended meetings and
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Table 2 Overview of Key informants

Municipality: Pseudonym: Profession: Working

years:

1 Anne Palliative nurse 6to 10 years
Line Auxiliary nurse 16 to 20 years

2 Emilia Nurse 1to 5 years
Silje Psychiatric auxil-  6to 10 years

iary nurse

3 Elise Nurse 1to 5 years

Ida Nurse 16 to 20 years

Table 3 Overview of informants in focus group interview

(municipality 1)

Pseudonym: Profession: Working years:
Marie Nurse 20to 25 years
Mathilda Nurse 10 to 14 years
Andrea Nurse 1to 5 years
Helga Nurse 16 to 20 years
Sonja Auxiliary nurse 16 to 20 years
Anne (Key informant) Palliative nurse 6to 10 years
Line (Key informant) Auxiliary nurse 16 to 20 years

breaks, etc. CKH observed how the key informants inter-
acted with the patients and how they handled challenging
situations. Through the informal conversations with the
informants during car rides, meal breaks and meetings,
she got the chance to talk about topics in a casual way
and listen to how staff interact and discuss their patients
and challenging situations. CKH wrote fieldnotes on an
iPad during the participant observation; together with
other data these were stored on a secure server. The field-
notes consisted of: observations of home-based care and
patient care; conversations with key informants; other
staff (who had signed a consent form); managers; patients
and their relatives; and conversations during breaks and
meetings. In addition, the fieldnotes included CKH's
reflections on her role in the field and her thoughts. The
fieldnotes were written “on the go’, i.e. in the car, during
breaks or while waiting for a key informant.

Due to the pandemic and restrictions, participant
observation was limited to eight days in Municipality
1. In Municipalities 2 and 3, COVID-19 still influenced
daily life, but at this stage there were fewer restrictions.
Thus, participant observation was conducted for 15
days in Municipality 2 and 18 days in Municipality 3.
CKH followed an observation guide which was built on
the research questions throughout the fieldwork. Topics
were: (a) Context of home-based care; (b) Observations
and what happens when staff are “out there”; (c) Observa-
tions before and after working with a patient (Additional
File 1).

Interviews
CKH and AKTH performed a focus group interview in
Municipality 1 with seven home-based care staff and key
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informants (Table 3). Focus group interviews are a good
way to elicit different perspectives from informants, and
they foster an open atmosphere in which the thoughts
of all informants are valuable and heard [30]. Due to
COVID-19, we were not able to conduct focus group
interviews in the two other municipalities. In Municipali-
ties 2 and 3, CKH conducted in-depth interviews with
the two key informants from each municipality simulta-
neously (Table 2). She used one interview guide for the
focus group interview and one for the joint interviews
in Municipalities 2 and 3. The themes of the interview
guides, which are built on the research questions, were:
(a) Working in home care; (b) Ethical challenges or/and
difficult situations; (¢) Communication and coordina-
tion; (d) Caring for patients and (e) Ethics support. In
addition to asking questions from the interview guide,
CKH addressed observations that had occurred during
the fieldwork e.g., patients, situations, conversation, etc.
(Additional File 2). All interviews lasted for about 1-2 h.
The interviews were recorded and transcribed by CKH.

The three municipalities

The three municipalities differed both geographically and
in types of housing. Municipality 1 was rural; the houses
were spread over a large area. Many of the patients’
homes were not age or illness-appropriate, meaning there
were no lifts, steep stairs, and high thresholds. The sec-
ond municipality was rural and urban. Some patients
lived in apartments, others in houses. CKH spent most
of the fieldwork time in the living facility Betwixt-house
(fictive name) for old people, meaning it was age or ill-
ness-appropriate. Municipality 3 was urban, and patients
lived in flats of varying standards. Some had modern and
new flats that could be easily adapted to age or illness,
e.g., lifts, low thresholds, no stairs, and big bathrooms.
While others lived in old flats that were not adapted to
age or illness, some lacked facilities such as lifts, bath-
rooms, toilets, hot water, etc.

The participants

Six key informants, two in each municipality, were
recruited by their managers before the fieldwork
(Table 2). In addition, CKH spoke to home-based care
staff in general, i.e, in meetings or breaks. All home-
based care workers were nurses, auxiliary nurses, or
unskilled workers.

CKH visited homes where patients with different
needs, diagnoses and care requirements lived. Forty-five
patients were recruited based on their willingness to par-
ticipate, capacity to consent and health status (Table 4). It
was the key informants listed above who recruited them.
As this was ethnographic fieldwork, it was important
for CKH to have access to some of the patients so that
she could observe the key informants at work with the
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Table 4 Overview of patients

Municipality  Patients Main health issues:
recruited
1 15 Old age; Cancer; Multiple sclerosis;
2 8 Dementia;
3 29 Chronic obstructive lung disease;

Heart and lung disease; Mental illness;
Substance abuse; Liver failure; Diabetes

patients. CKH also conducted individual interviews with
patients and their families, but these data are not part of
this article.

Analyses

In ethnographic research, the researcher translates and
interprets while observing. This means that the process
of analysis begins with the writing of fieldnotes [31].
Our data consists of fieldnotes from the participant
observation and transcribed in-depth interviews with
informants.

We used Braun and Clarke’s model of reflexive the-
matic analysis when analysing fieldnotes and interviews
[32]. The advantage of this model is its pragmatic relation
to the philosophy of science and methods, which entails
flexibility in the process of analysis when combining dif-
ferent methods, and it enabled us to use the same analytic
approach when analysing both fieldnotes and interviews.
[32]. Researchers within qualitative research empha-
sise the importance of being reflexive throughout the
research [25, 33, 34]. Reflexivity entails critically reflect-
ing on your role as a researcher, your research practice,
and how you may influence the data. It also means that
the researcher becomes aware of their position or point
of view, values and worldview, all of which may influence
the research [34]. In this study, the first author was aware
that the data collection could be influenced by her bias
as a researcher in medical ethics and a privileged Norwe-
gian woman. However, her background was in anthropol-
ogy, not in healthcare or ethics, thus she had a holistic
and open-minded approach throughout the data collec-
tion. During the fieldwork, CKH closely observed the
interactions between key informants, staff and patients
and their strategies for coping with daily challenges.
Despite the lack of explicit ethical discourse, CKH inter-
preted her observations to recognise and understand the
ethical dilemmas associated with the staff’s daily practice.
All three authors participated in the analysis, although
the main analysis was done by the first author. In the
initial phase of the analysis during the fieldwork, AKTH
and CKH frequently discussed the results and thus found
initial codes. When the fieldwork was completed in all
municipalities, the authors met several times to identify,
discuss, develop, review, and refine patterns and themes.
During the process of analysis, they moved back and forth
between the six steps described by Braun and Clarke,
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which are described as follows [34]. (1) Familiarising
ourselves with the data: CKH noticed recurring patterns
during the fieldwork, these were written in the fieldnotes
and raised in the interviews. Furthermore, they were con-
firmed at a later point by reviewing the transcribed inter-
views and fieldnotes. (2) Sorting the initial codes: CKH
began categorising the data by going through fieldnotes
and interview transcripts several times, creating multiple
mind maps, colour categorising the fieldnotes and not-
ing themes. At this phase, the authors began to discuss
the results together. (3) Exploring themes: The authors
discussed the preliminary themes identified from the
coding i.e., the patterns CKH had discovered while work-
ing with a mind map colour categorising, and systemati-
cally organised them. In this phase, the writing process
started, and CKH started to formulate the themes. (4)
Reviewing themes: The authors reviewed the themes, in
relation to the coded data and the overall data set. (5)
Defining and naming themes: The three authors jointly
refined and named themes and subthemes. The findings
were discussed in relation to theory; CKH, AKTH and
MM met and discussed this several times. (6) Summaris-
ing and writing up: the authors synthesised and revised
the text and finalised the article.

Ethical considerations

This project was assessed by the Norwegian Agency
for Shared Services in Education and Research (refer-
ence: 980490). The project was exempted from the duty
of confidentiality by the Regional Committee for Medi-
cal and Health Research Ethics (REC South-East Norway
reference: 130005). Written consent was obtained from
all participants, and they were informed that they could
withdraw at any time during and after fieldwork. Patients
were recruited by the key informants of each municipal-
ity. The primary researcher met with patients once they
signed the consent form.

The researcher must proceed with caution when con-
ducting participant observation of vulnerable people,
as many are unable to protect their interests [26]. CKH
discussed her role with the key informant before see-
ing a patient. Both the key informant and CKH always
reminded the patient on arrival why she was there and
that she could leave if the patient did not feel comfort-
able. CKH also planned with the patients, e.g., she knew
that a patient in Municipality 3 did not want her to come
on Thursdays because that was the day the patient show-
ered. All patients who took part in the fieldwork were
competent to consent.

Results

The results are divided into three themes: Overriding the
patient’s formal decisions; Loyalty to the patients over
the rules; Risking own health and safety. Our findings
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show that home-based care staff may experience several
contextual and organisational constraints and that they
go to great lengths to provide the best possible care to
patients within these frames. The first theme shows how
home-based care staff do not let the patient’s formal deci-
sion prevent them from providing individualised and
personalised care. The second theme demonstrates how
staff break some of the organisational rules to provide
care. The final theme shows that home-based care work-
ers sometimes prioritise the needs of patients even over
their own safety and health.

Overriding the patients’ formal decisions

Home-based care staff provided care within a system in
which the patient’s formal decision is supposed to deter-
mine which care should be given. The formal decision
can be seen as a working tool for the staff, outlining all
tasks associated with the patients. There were differences
between the municipalities in how strictly they imple-
mented and interpreted the formal decisions. However,
as it turned out, all key informants prioritised individu-
alised and personalised care over adherence to formal
decisions.

When starting their work shift, staff received a list of
patients, which also indicated the time allocated to each
task. For example, administering medication was esti-
mated to take two minutes and showering ten minutes.
However, CKH observed that the key informants often
did not adhere to the time allocated in the lists. The
patients could have different needs from day to day. Some
days they did not need all the care listed in the formal
decision, while other days they needed more care than
was estimated. Additionally, for several patients, home-
based care was their only connection to the outside
world, and CKH observed that the key informants in all
municipalities provided extra care for these patients.

How the informants dealt with formal decisions
seemed to depend on the management and the degree
of autonomy of the employees. In Municipalities 1 and
3, the management left the patient work to the employ-
ees and trusted them to make the right decisions while
they themselves carried out the administrative tasks;
the employees had a high degree of autonomy. CKH
observed that the key informants in Municipalities 1 and
3 used the patient’s formal decision as a guide rather than
a strict scheme to follow. Some of the informants in the
focus group interview in Municipality 1 explained:

CKH: I have seen that you have a schedule with how
much time each patient has, do you follow that?
Helga: We don’t use it; we don’t care about that
(laughter). Nobody cares about the time.
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Sonja: (...) We don’t work like that; we take our time.
We are good at knowing where to be fast and where
to use more time.

Line: ...and it may vary, we may use a lot of time
with a patient one day and less the other day. You
feel your way [i.e., you use discretion].

The key informants in these two municipalities also
explained that they thought there was no point in stress-
ing about time. CKH observed that the key informants
often offered or asked if the patient needed more help
than what was stated in the formal decision, e.g., ask-
ing if patients wished to take a shower even if it was not
“shower day”.

On the first day of fieldwork in Municipality 3, Ida and
CKH had a conversation about this issue:

I ask about the formal decision, and Ida says they
don’t really care about that (...) Ida says you cannot
work in home-based care if you are hung up on the
formal decisions (Fieldnotes, Municipality 3).

CKH also observed that the staff in Municipalities 1 and
3 often switched patients during the shift. This typically
happened when one staff member spent more time with
a patient and then a colleague took over the care respon-
sibilities for another patient on the list. This flexibility
meant that staff could take a more holistic approach to
caring for patients who needed more time.

In Municipality 2, management was more involved and
exercised more control over the employees; thus, the
informants had less autonomy when performing tasks
detailed in the formal decision. During meetings, man-
agement emphasised the importance of following the
patient’s formal decision and that they were not allowed
to act outside of it. Sara, the patient coordinator in
Municipality 2, explained why it was important that the
staff followed the formal decision:

If we don’t look at the service process, how much
time they use, then we won’t get resources because
then they don’t see [what staff do] at the city hall.
Right, everything is statistics the further up [in the
system] we get. And to get more people, they have to
see that the statistics are right (Interview, Munici-

pality 2).

On several occasions, CKH witnessed staff in Munici-
pality 2 being reprimanded in meetings if they had dis-
regarded the formal decision. The staff were instructed
by the manager to set their boundaries, but it was not
that easy. As Emilia said: “You can't just walk away when
someone is crying” Silje and Emilia did not record it if
they provided care outside of the formal decision out of



Hertzberg et al. BMC Medical Ethics (2024) 25:95

fear of being reprimanded by the manager. Silje stated
during the interview:

I don’t really care about the documentation thing
because you don’t need... I can go home with a clear
conscience because I know she’s eating, it’s these sim-
ple things because I've sat down [with the patient]
(Interview, Municipality 2).

Loyalty to the patients over the rules
Within the home-based care system, staff must adhere
to several rules governing the profession as a whole or
established at the local organisational level. Concern-
ing the latter, employees must abide by several do’s and
don'’ts set by each municipality. Such rules may vary from
municipality to municipality, but the rules referred to as
examples in our findings apply in all three municipalities.
Healthcare professionals were not allowed to accept gifts
or money from patients unless the gifts were of low value
(e.g. a chocolate bar). Furthermore, they were not allowed
to accept credit cards or money to go shopping for the
patient or to sit down and eat with them. CKH saw that
loyalty, empathy and the staft’s desire to act benevolently
towards the patients were more important to them than
following these rules.

During the fieldwork, CKH observed what we may call
a reciprocal relationship between the informants and the
patients. Some key informants explained that patients
could experience a lot of satisfaction if staff reciprocated
their appreciation. In these situations, the key informant
had to consider their role as the professional, and their
commitment to make the patient feel good about giving
back. They also explained that it was difficult to refuse
small gifts from patients. Elise, a nurse in Municipality 3,
and CKH had a conversation about this:

They often have to say no [to gifts], for example when
asked if they want to eat dinner with a patient. But
Elise does not say no when she gets a chocolate bar
before Christmas. That makes the patients very
happy and is a way of showing that they are grateful
[for the care] (Fieldnotes, Municipality 3).

Sometimes the professional role of staff and the law were
outweighed by the obligation to ensure that patients had
everything they needed in their daily lives. For example,
staff sometimes accepted money from patients to buy
necessities. CKH noticed that this was commonplace in
Municipality 3. Several patients who lived in this area
were struggling financially while confined to their own
homes due to their health conditions and the layout of
the housing (e.g., lack of lifts). Another challenge was that
many patients did not have relatives to do their shopping
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for them. Some patients also relied on food provided by
the Salvation Army. CKH noticed that Ida and the other
staff in this area were aware of the social and economic
situation of the patients. They were willing to go to great
lengths and break the rules to fulfil not only the care itself
but also the basic needs of the patients. For example, Ida
helped Thomas, a patient without relatives, to buy a new
telephone and a fridge during her workday. It seemed
that the staff had a silent agreement that they would pro-
vide these services for the patients. This was unique to
this area.

In Area Y (Municipality 3), informants regularly expe-
rienced that patients did not have enough to eat. An
example was Roman, who lived on the sixth floor without
a lift in a municipal housing apartment. He had no rela-
tives and could not walk down the many stairs. One day,
key informant Ida and CKH came to see him, and he had
no food in the fridge. It was Friday and he was not due to
get food again until Monday. CKH spontaneously asked
if he wanted her to go shopping for him. She thought she
could do this as she worked as a researcher, but according
to Ida, this was often done by the staff as well. So, CKH
accepted some money and went shopping for him. As she
walked down the street, she thought that if the money
was not enough for what Roman wanted, she would pay
the rest herself. Ida later confirmed that she often pays
with her own money so that patients would have some-
thing to eat; she does not ask for the money back but
accepts it if they want to pay it back. After the visit to
Roman, Ida and CKH talked about the matter:

As we go on, we talk about patients who cannot
afford food and that this can be difficult for staff.
Sometimes they have no food in the fridge or no
money. The staff are not allowed to buy food for the
patients even if they are given cash. And they are
absolutely not allowed to accept bank cards. How-
ever, Ida buys food for the patients with a clear
conscience. She says she will stand by it, even if her
manager disagrees. In the past, she has also paid for
food for the patients and received money later. They
have to eat (Fieldnotes, Municipality 3).

Risking own health and safety
Key informants and other home-based care workers
often put the welfare of patients above their own health
and safety. During the fieldwork, CKH observed or heard
several descriptions of situations in which care workers
accepted risks to themselves, either because the situation
itself was dangerous or because they had to take risks to
care for the patients.

There were situations where patients preferred to con-
tinue living at home even though their living environment
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was not suitable for care and posed a potential health
risk to staff. To accommodate patients’ preferences, staff
sometimes had to improvise to provide adequate care.
This led to a double-edged situation where patients felt
safe at home, with their routines and things, while staff
provided care under difficult conditions and risked their
health.

The key informant and other staff in Municipality 1
claimed that most homes were not suitable neither for
the health care providers to deliver care, nor for frail old
people to live, e.g., showers in the bathtub, stairs and high
thresholds which made it difficult to move around in the
house, and in some cases unhygienic conditions. The
informants explained this during a lunch break in Munic-
ipality 1:

We went back to the headquarters to have lunch
with the others. [During the conversation] it becomes
clear that many are dissatisfied with the living situ-
ation of the patients. Many of the homes are not set
up in a way that sick and frail people can live there.
It is not practical for the patient or home-based
care. Some examples are toilets in the basement or
the shower in the bathtub. That the bed is too small
or too low. This makes the work of home-based care
more difficult (...). A patient can function well in a
hospital or nursing home where everything is facili-
tated. But at home, there are corners and edges,
stairs, bathtubs and so on. This makes life more
difficult and uncertain for the patients (Fieldnotes,
Municipality 1).

Several patients in Municipality 1 and 3 lived in old
houses or flats in which the patients had lived all their
lives without modernising them. In some cases, it was
difficult for key informants and other home-based care
workers to carry out their work, especially when there
was no space for auxiliary equipment or the patient did
not want to use such equipment. For tasks such as cath-
eterisation or wound care, an adjustable bed would be
beneficial for staff as they would not have to bend over
the patient and contort their backs. However, several
patients did not have an adjustable bed. Some patients
said they did not want their home to look like a hospi-
tal or they did not have the space. In these situations, the
informants provided the care, even if it meant accepting
risks to their health.

In most cases, staff in home-based care work alone,
which may sometimes put them in uncomfortable or dan-
gerous situations. However, not providing care was not
an option even when staff were scared or felt threatened.

Informants reported caring for patients with severe
mental illness, substance abuse problems, or possessing
various types of weapons. Staff had to traverse dark alleys

Page 8 of 12

in troubled neighbourhoods; occasionally experienced
sexual harassment, or had to treat patients they would
learn belonged to criminal networks.

There are patients here [assisted living facility] that
clearly should be admitted somewhere else. They
have a patient who is suicidal and aggressive, she
should also be admitted. Emilia is afraid of going to
her because she has been standing with a knife or a
pan (Fieldnotes, Municipality 2).

When they talked about this, the key informants empha-
sised that this was part of their job. CKH had the impres-
sion that in a way they were used to the situation because
they were quite at ease talking about cases that would
likely scare most people.

I attended a safety course once, and there they
thought it was unbelievable that we went in [to these
patients] and that we were alone; they would never
do so (Focus Group Interview, Municipality 1).

During the focus group interview informants also men-
tioned that they do not have their last names on the name
tag anymore. They also use tricks from working in the
psychiatric ward to maintain their safety:

We don’t have scissors or a neckband, we put the car
in the right direction [to facilitate swift departures],
we don’t let the [the patients] be behind us (...),
we don’t wear a ponytail (Focus Group Interview,
Municipality 1).

Discussion

According to our findings, home-based care workers
seem to silently protest the system they work within. The
staff’s loyalty to the patient’s individual and personalised
needs overshadows the strict and rigid formal decisions,
rules, and often even their own safety and health. We dis-
cuss these findings considering the ideal of “good work’,
moral courage, and ethics of care.

The ideal of “good work”

According to our findings, nurses in home-based care
strive to perform what Gardner et al. define as good work
[16]. Gardner et al. claim that people who do good work
not only have requisite skills but also reflect on their
responsibilities and how their work affects their personal
and professional lives. They strive to act responsibly in
various areas, including their goals, their relationships
and in the world in general. Our findings suggest that
staff are “straining” themselves to fulfil their respon-
sibilities as healthcare professionals and that this is
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affecting their relationship with patients. Good work is
also characterised by high professional and ethical stan-
dards and personal commitment, which implies taking
care of professional, social and ethical implications of
the different tasks during the day [8, 16]. Such attitudes
align with national and international codes of ethics for
nurses which emphasise nurses’ primary responsibility
to patients and the demonstration of professional values,
including respect, justice, responsiveness, care, compas-
sion, empathy, trustworthiness, and integrity [35, 36].
These codes serve as frameworks for ethical practice
and decision-making in nursing and are usually consis-
tent with professional standards set by regulatory bodies.
Home-based care workers seem to prioritise the effective
fulfilment of their tasks and compliance with professional
ethics, even if they rarely express ethical considerations
explicitly.

Gardner et al. delineate three fundamental aspects
of today’s working life. The mission, which includes the
defining characteristics of the profession; the standards,
which represent the recognised “best practices” within
the profession; and the identity, which reflects work-
ers’ integrity and values [16]. Arguably, placing our
results in the context of these three aspects sheds light
on home care staft’s situation: the standards encompass
not only the system and the rules but also the concept
of professionally sound care. In Norwegian health law,
professionally sound care is a requirement enshrined
in the Health Personnel Act [37]. Tennessen et al. have
argued that Norwegian home-based care staff strug-
gle, due to resource constraints, to attend to even basic
needs of patients [6]. In our study, we find that staff go
to significant lengths to take care of such needs. By hav-
ing developed a professional morality, home-based care
workers may judge what is right or wrong when caring
for a patient. They also possess some fundamental values
that characterise the entire service. These values revolve
around the preservation of the patient’s life and health
through healing, comfort and disease prevention [38]. In
the results, we see that the staff go to great lengths to care
for the patients’ individual needs. They break rules, disre-
gard formal decisions, and accept risks to themselves in
the process.

An ethics of care approach in home-based care
We may also say that our informants acted in line with
the core tenets of the ethics of care. The ethics of care
puts the caring relation at its centre [12—14]. Our infor-
mants demonstrated this to a great degree by showing
loyalty to the person cared for, not the system.

In the ethics of care, the focus is on understanding
the situation and not on adhering to general rules and
norms, requiring an ability to use moral judgment [15].
It emphasises the importance of adapting to the specific
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needs of the individual in every situation [13]. As Mar-
tinsen claims, sometimes we must deviate from the let-
ter of the law [15]. In our findings, key informants and
other staff prioritised responding to patients’ immediate
needs over strict adherence to organisational tasks, and
tasks seemed to use their moral judgment when assessing
patients’ needs. This is the opposite of what Tennessen
et al. found in their study on home-based care and prior-
ity setting in 2011 [6]. They found that home-based care
staff lack flexibility, personalisation and responsiveness to
circumstances and are driven by the clock [6]. CKH did
not observe that the key informants refused a patient’s
request for additional care but, rather the opposite, to
offer more care.

In her study on standardisation in home-based care,
Bjoernsdottir found that time allocation was standardised
but flexible [39]. Staff recognised the importance of using
time with patients, e.g. emotional support and con-
versation, as this was seen as essential to the patient’s
well-being [39]. Our findings also suggest that staff in
home-based care provide more care than is set out in
the formal decision and take a holistic approach centred
on the whole person. This is in line with what Bjerns-
dottir found in her study of home-based care in Iceland
[39]. For the staff, good care consisted of flexibility and
a willingness to adapt the care to the patient’s needs.
She for instance found that staff rearranged the patient
list among themselves to better meet the patient’s needs,
which promoted a good care environment [40]. Poten-
tially, however, this attitude can give rise to a new chal-
lenge: a devotion to holistic patient-centred care might
make it difficult to determine just how far staft’s respon-
sibilities extend and conceal the real structural deficits
in patient support in the healthcare system. This is espe-
cially so as several patients experienced extensive and
complex healthcare needs and sometimes lived quite
destitute lives. The constant endeavour of healthcare staff
to go to great lengths in acting altruistically toward their
patients can contribute to burnout. This is perhaps evi-
denced by the higher sick leave rate among employees in
the Norwegian Municipal Health Service compared to
employees in other areas of the health service, including
other municipal services [41, 42].

While the staff’s patient-centred approach involves
flexibility and individualised care, we also witnessed that
it leads to unclear boundaries as to how far their services
should go, which may also be seen as a criticism against
an ethics of care framework [3]. Here one may argue that
a formal decision, if used with moral discernment, may
be of help to set justified limits and avoid overburdening.
According to Pettersen and Hem, mature care is when
the interests of both healthcare workers and the patient
are considered [43]. Furthermore, they argue that reci-
procity in mature care does not mean that the carer and
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patient share or exchange equally. However, the amount
of care provided shall depend on the situation. A carer
who practices mature care can adapt the care to the sit-
uation [43]. Based on the results, we will argue that the
key informants exercise a kind of mature care, in seeing
the situation and the needs of the patients and acting
accordingly. Ida, for example, goes further in caring for
her patients in Area Y than Elise does for her patients in
Area X. Many patients in Area Y had no relatives, and Ida
and the rest of the staff working in that area accordingly
provided extra care for them. This does not mean that the
other key informants provide poorer care. If the patient’s
formal decisions and the rules are flexible, then the staff
can adapt the care to the situation.

A caring culture characterised by moral courage

The results emphasise that employees act according to
their professional ethics, even if the system and rules
may prevent them from doing so. According to Kleemola
et al,, moral courage is a critical component of nurse’s
ethical competence which enables them to act by their
ethical beliefs [18]. It may be understood as the ability
to rise above fear, to act and to stand up for one’s moral
values, even if one risks negative consequences [17-19].
Furthermore, moral courage is characterised by genu-
ine presence, moral integrity, a sense of responsibility,
honesty, commitment, perseverance, and a willingness
to take personal risks. Moral courage alleviates moral
distress, increases the well-being and work commit-
ment of nurses, and thus contributes to better patient
care [18, 19]. In light of the results, we would argue that
key informants sometimes practised moral courage. The
staff showed courage when they rebelled against the sys-
tem and the organisation, especially in Municipality 2,
where they were not allowed to provide care outside the
formal decisions. Staff in this municipality risked rep-
rimand if they defied formal decisions, but they stood
up for what was most important to them: caring for the
patient. The employees demonstrated moral courage by
taking risks for the well-being of the patients. This may
mean caring for patients in a difficult home environ-
ment or potentially dangerous situations. Whilst this is
beneficial to patients as they receive the care they need,
the benefits to staff may not be obvious. Staff are putting
their health and safety at risk for the benefit of patients.
This suggests that some patients may be better suited to
live in a nursing home or other facility where additional
equipment and support are available. We can also ask
whether the situations described are sufficiently safe for
patients. The political guidelines in Norway stipulate that
people live at home for as long as possible [44]. At the
same time, healthcare workers must provide professional
care to patients living at home [45]. This obligation can
be jeopardised if it is no longer safe for the patient to live
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at home. This raises the question of whether this is moral
courage or moral “hubris’, i.e. staff concealing the signifi-
cant dangers and the recklessness of patients who are too
ill to live at home.

The results also highlight the importance of setting cer-
tain requirements for patients so that staff feel safe when
entering a patient’s home. In addition, the fear of being
reprimanded can have a negative impact on the work cul-
ture and create an atmosphere of fear.

Tonnessen et al. found that the purchaser-provider
model in home-based care, with an emphasis on formal
decisions, may lead to rigid and non-individualised care
[6]. Our findings on the other hand show that staff can
oppose this rigid system and “stopwatch mentality’, and
that healthcare personnel may act according to their
moral values by prioritising individualised care. This
also shows that home-based care may differ between
municipalities and that care may depend on different
care cultures. According to Rehnsfeldt et al. a culture of
care is oriented towards human dignity, where the ethi-
cal behaviour of individual carers reflects the importance
of this culture [46]. “Slow care’, where quality is placed
above quantity, is seen as part of this culture and helps to
ensure that people are valued through a caring relation-
ship. The combination of dignified care, ethics and ongo-
ing discussion is critical to providing appropriate care for
patients [46, 47]. However, carers in home-based care can
face challenges if the culture does not fully support the
ideals of dignity and autonomy.

Strengths and limitations

Our findings are based on fieldwork in three munici-
palities that differ in many ways but do not represent
all home-based care in Norway. Nonetheless, we think
our findings may be transferable to similar settings. The
informants were recruited by the management of the
respective municipality. Thus, there is a possibility that
they selected the “best of the best” In addition, CKH
conducted the fieldwork during the time of COVID-19,
which affected accessibility, especially in Municipalities
1 and 2. We also know that the presence of CKH in the
field may have influenced the informants and the data.
However, the researcher’s effect may have diminished
over time. Combining interviews with participant obser-
vations may also have strengthened the findings.

Conclusion

The solitude of providing care in the patient’s home leads
to some ethical challenges for staff. In this article, we have
discussed the fact that home-based care staft are loyal to
the individual and personal needs of their patients and
that this loyalty takes precedence over the system, the
rules and the staff’s own health and safety. Arguably,
this trend may hurt the staff in the long term. We have
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argued that the staff’s commitment to their patients often
goes hand in hand with moral courage and is in line with
the basic principles of care ethics and professional eth-
ics. While staff’s holistic approach and desire to put the
patient at the centre promotes flexibility and individual-
ised care, it also leads to health and safety risks and a lack
of clarity about their professional boundaries and respon-
sibilities as home-based care providers. This suggests that
the current system may not work as well in home-based
care as it does in other areas of healthcare. The rigidity of
a formal decision does not fit the context of home-based
care and results in staff working more than they should.
If the formal decision was just a guideline and there was
the option to provide more care if needed, staff would
be more flexible without fear of being reprimanded. The
system should also give staff the security they need when
providing care that could jeopardise their health or safety,
i.e., a safe and secure work environment This is a problem
that management needs to understand and address by
developing strategies to help home-based care staff deal
with risky patient situations.
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