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Abstract 

 

For many years, only physicians have had prescribing authority. In the summer of 2025, Danish nurses 

gained the right to prescribe specific medicines within the national system Fælles Medicinkort (FMK). 

Despite being legally and technically possible, few nurse prescriptions have been registered in FMK. 

This techno-anthropological master’s thesis explores how nurse prescribing in FMK is understood and 

made meaningful in a municipal setting. Adopting a social constructivist approach, the study moves 

beyond a focus on the success or failure of implementation and instead analyses how meanings, 

responsibilities, and professional boundaries are constructed, and how implementation factors shape 

what becomes possible or problematic in municipal practice. Etienne Wenger’s Communities of 

Practice theory guides the analysis of a single case where nurse prescribing in FMK is adopted in 

practice. Using a qualitative case study design, empirical data stem from a focus group and seven semi-

structured interviews with actors from professional organisations, municipal managers, and nurses from 

four nursing homes. A literature review of research articles published in PubMed and Scopus over the 

last 10 years was conducted to synthesise prior findings and situate the study. The findings are divided 

into two parts. First, the community of practice case shows nurse prescribing in FMK is enacted as a 

continuation and formalisation of existing prescribing practice and is made meaningful through a joint 

enterprise of providing good and safe care, a mature shared repertoire, strong collaborations, and 

ongoing negotiations of professional identity. Adoption in this community is enabled by specific 

contextual factors: a prior history of delegated prescribing, local workarounds, strong 

boundary‑spanning leadership, clear local guidelines, specialised charts, stable digital infrastructures, 

and trustful internal and external collaborations. Second, the analysis identifies four categories shaping 

implementation: 1) Responsibility and Accountability, 2) Professional Competences and Boundaries, 

3) Timing and Organisational Priorities, and 4) Clinical Relevance. Together, these categories show 

how municipalities and professional organisations construct nurse prescribing in FMK in ways that 

make it appear either meaningful and attractive or risky and unnecessary. 
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1. INTRODUCTION 

This chapter outlines the background and personal motivation for the study, situates it within 

international research and Danish practice, and identifies a gap in the municipal context. It then delimits 

the empirical focus and presents the overall aim and three research questions that guide the rest of the 

study. 

1.1 RESEARCH GAP IN LITERATURE AND PRACTICE 

For many years, the authority to prescribe medicines has been limited to physicians. In recent decades, 

though, this has gradually shifted as more countries have expanded nurses’ roles in health reforms, 

allowing them to prescribe selected medicines (Maier, 2019). The redistribution of medical tasks from 

physicians to nurses in primary care is an ongoing process that varies across countries in amount and 

form (Groenewegen et al., 2022). In some settings, nurses obtain additional prescribing education and 

certification to prescribe independently of a physician (Hopia et al., 2016), while in others only specific 

nursing roles are authorised to prescribe as Advanced Practice Nurses. 

International research has documented a range of potential benefits associated with nurse prescribing. 

In Poland, for example, nurse prescribing in primary care was introduced to improve healthcare 

services, increase citizens' access to healthcare, and further strengthen the nursing profession and 

identity (WHO, 2020). Studies from other countries indicate that attitudes from nurses, physicians, and 

patients are often positive, and that nurse prescribing can improve the quality and effectiveness of care 

(Haririan et al., 2022). Several studies also suggest that expanded prescribing rights for nurses can 

enhance nurses’ autonomy and overall job satisfaction.  

At the same time, the literature points to important contextual conditions for successful implementation. 

A Finnish study found that workplace support, positive attitudes among physicians, and a strong 

network of prescribing nurses for the exchange of experiences are crucial for nurses to learn and develop 

their prescribing skills (Hopia et al., 2016). Other research shows that task shifting is more extensive in 

countries and practices with supportive institutional contexts, such as primary care settings with support 

staff, nurse prescribing rights, and GPs who are older, work part-time, and are open to innovative 

approaches to organising care (Groenewegen et al., 2022). Barriers were nurses’ educational training 

and their willingness to prescribe (Logan et al., 2021), physicians’ willingness to hand over tasks, and 

patients’ acceptance of new professional boundaries (Paier-Abuzahra et al., 2024). These studies shows 
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that nurse prescribing is shaped by legal frameworks, professional identities, organisational cultures, 

and local relationships. 

 

In Denmark, an Executive Order and technical adjustments to Fælles Medicinkort (FMK) have made 

nurse prescribing legally and technically possible, yet only very few nurse prescriptions are registered 

in FMK. Little is known about how Danish municipalities and professional organisations understand 

nurse prescribing in FMK, how they decide whether to implement it, and how it is enacted in nurses’ 

everyday work. Existing studies rarely address settings in which nurse prescribing is enabled through a 

national cross‑sectoral digital infrastructure, with implementation decentralised to individual 

institutions. This study addresses this gap. 

 

1.2 CONTEXT AND MOTIVATION 

This study examines the implementation of nurses’ new prescribing rights in FMK, which took effect 

in July 2025. My interest was sparked during a previous internship at the Danish Health Data Authority 

(Sundhedsdatastyrelsen, SDS), where I learned about the executive order enabling nurses to prescribe 

medication in FMK. SDS had adjusted FMK, which maintains the database of citizens' medications and 

vaccines, to ensure that nurses have prescribing authority. Interestingly, very few registrations from 

nurses had been made since the release. 

As a registered nurse, I was first surprised to hear about the legislation, as I was unaware of its existence 

in Denmark. Secondly, nurse prescribing within FMK seems not to be adopted in clinical practice, 

despite being legally, technically, and politically supported and ready for implementation. Given 

Denmark's struggles with a shortage of general practitioners (GPs), an ageing and increasingly complex 

patient population, nurses leaving the profession, and a healthcare system aiming to become more 

patient-centred, this raises questions about whether this shift in medical tasks could benefit citizens 

and/or healthcare professionals. This curiosity and the discrepancy between political ambitions and the 

apparent non-use in clinical practice started my research into why nurse prescribing was not being 

registered in FMK. 

The technical adjustment for FMK that enables nurses to prescribe has been made, but the broader 

transformative technological change in healthcare has not yet been investigated. Very few nurse 

registrations have been recorded in FMK since the system’s go-live date, a typical issue seen with non-

use of implemented technology, which, in research, is called ‘the last mile problem’ (Knudsen, 2022). 
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Standardised health technologies from top-down processes often face challenges to successful adoption, 

largely due to differences in local clinical practices across organisations and departments, given 

differences in patient types, work culture, facilities, and several other aspects (Knudsen, 2022). Even 

though institutions are supported by national principles and rules derived from legislation to promote 

good practice, this doesn’t necessarily mean they will become good practice (Dahler-Larsen, 2020). 

Good practice will always be situated in local conditions (Dahler-Larsen, 2020), and therefore, a 

specific, context-dependent study with a local perspective can provide meaningful insights. 

By focusing on a specific case in which nurse prescribing in FMK is adopted in practice, this research 

seeks to examine the context‑dependent factors influencing its implementation. First, by asking how 

nurses working in nursing homes enact nurse prescribing in FMK, the study focuses on situated 

meanings, everyday practice and professional identity. Second, it examines which contextual factors 

influence the adoption of nurse prescribing in FMK within the nursing community. Third, it examines 

how these factors shape what becomes possible or problematic in practice. In this way, this study 

contributes to research on digital health implementation, with a special focus on how public institutions 

and healthcare professionals respond to political decisions to expand nurses’ responsibilities and tasks. 

 

1.3 SCOPE AND DELIMITATION 

The focus of this study is the municipal implementation of nurse prescribing in FMK. Although nurse 

prescribing in FMK is, in principle, available to all registered nurses in Denmark who work in 

workplaces that have implemented it – including private clinics, hospitals, and municipalities – this 

study concentrates exclusively on the municipal context. This setting is chosen because of recent 

political initiatives and public debates about where a shift in medication would be most beneficial. 

Furthermore, it is the only place, to this author and the informants spoken to, where nurse prescribing 

in FMK has been implemented and adopted in clinical practice at the time of writing. 

Empirically, this study draws on a single municipal case in which nurse prescribing in FMK has been 

implemented for a specific group of municipal nurses working in nursing homes. In this municipality, 

nurses with a specialist degree in community and primary health care nursing have been authorised to 

prescribe selected medicines – specifically laxatives (medicines for constipation) – in FMK. Their work 

spans several nursing homes within the same municipality that differ in resident populations and staffing 

but share the same local electronic care system (EOJ), with FMK integrated.  
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1.4 AIM AND RESEARCH QUESTIONS 

This techno-anthropological study aims to examine how nurse prescribing in FMK within 

municipalities is enacted and made meaningful within a municipal community of practice and how 

organisations and municipal management construct the factors that shape its implementation. This leads 

to three research questions (RQ), with the first two specific to the community of practice in a single 

municipality, and the third addressing the meso-level of informants (i.e. organisations and municipal 

management): 

 

1) How is nurse prescribing in FMK enacted and made meaningful within a municipal nursing 

community of practice in nursing homes?  

2) Which contextual factors influence the adoption of nurse prescribing in FMK within this 

municipal community of practice? 

3) How do organisations and municipalities construct key implementation factors (responsibility 

and accountability, professional competences and boundaries, timing and organisational 

priorities, and clinical relevance) regarding nurse prescribing in FMK, and how do these 

constructions shape its implementation? 

 

By researching these RQ, the study aims to explain why certain actors consider nurse prescribing in 

FMK appropriate and attractive to implement, while others do not, and to contribute to knowledge about 

an under-studied phenomenon within the Danish municipal setting. 
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2. BACKGROUND 

This chapter presents the policy, organisational, and technical background needed to understand the 

study's field. It first outlines the Danish healthcare reform agenda and then the legal changes that 

established a reserved scope of practice for nurses. It then describes FMK and its role in digital 

medication processes, and introduces the key actors involved in developing and influencing the 

implementation of nurse prescribing within FMK. 

 

2.1 THE POLITICAL VISION FOR THE DANISH HEALTHCARE SYSTEM 

As Denmark's population grows and the proportion of elderly people with multiple chronic diseases 

rises, there is increasing pressure on the healthcare system’s responsibilities and tasks (Healthcare 

Denmark, 2023). In response, the Danish government has introduced a Healthcare Reform aimed at 

transforming the existing system and structure into a more effective one that can better tackle future 

needs (Healthcare Denmark, 2023; Indenrigs- og Sundhedsministeriet, 2024a). A particular focus of the 

reform is to improve the quality, treatment, access, and recruitment in primary care, and to bring 

healthcare services closer to citizens in their own homes to prevent avoidable hospitalisations 

(Healthcare Denmark, 2023). Primary care in Denmark includes healthcare services provided by 

municipalities, general practitioners (GPs), practice specialists, and pharmacies.  

The issue of an ineffective healthcare system has also prompted the Prime Minister of Denmark, Mette 

Frederiksen, to express concerns about the underutilisation of health professionals’ competencies. In 

the 2021 parliamentary opening speech, she highlighted issues in the healthcare system, noting that time 

is not managed effectively and that there's a shortage of common sense (Frederiksen, 2021). She 

specifically mentioned situations in nursing homes where nurses are prohibited from administering 

paracetamol without prior GP approval (Frederiksen, 2021). 

In this context, Sophie Løhde, the Danish Interior and Health Minister, presented a government bill to 

parliament on 12 October 2023. The bill aims to amend the Danish Authorisation Act and expand the 

roles of midwives and nurses. It highlights that the healthcare system is the most important part of a 

well-functioning welfare society, and therefore the competencies of healthcare staff should be better 

utilised to make the best possible use. 
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These political ambitions for task shifting and better use of competencies form an important context for 

the legal changes that introduced a reserved scope of practice for nurses. The reserved scope of practice 

is not set out in the reform document itself but is established by the specific law amending the Danish 

Authorisation Act and the associated Executive Order (EO). The next section will describe nurses’ 

newly reserved scope of practice in more detail. 

 

2.2 NURSES’ RESERVED SCOPE OF PRACTICE 

A scope of practice is typically defined by formal guidelines and national laws that delimit a 

profession’s work in clinical practice (Sandholm, 2019). “The term scope of practice (SOP) refers to 

the limits of a health professional's knowledge, skills and experience and reflects all tasks and activities 

they undertake within the context of their professional role” (Downie et al., 2023, p. 1185). A scope of 

practice is shaped by society’s expectations, technological developments, professional boundaries, and 

as well as by the nurse’s own interpretations of their identity and competencies (Sandholm, 2019). 

Expectations and differing views about nurses’ professional identity and profession are shaped by 

politicians, management, other professions, citizens and their families, and nurses themselves 

(Sandholm, 2019). 

Until 2024, nurses in Denmark did not have a reserved scope of practice. All new tasks nurses were 

granted had previously formally belonged to the physician’s domain, but many nurses had performed 

them as delegated tasks by the physician (Styrelsen for Patientsikkerhed, n.d.). A delegated task is when 

a healthcare professional, such as a GP, assigns a task to another healthcare professional, such as a 

nurse, within a clearly defined delegation framework (Styrelsen for Patientsikkerhed, 2024). Nurses 

may now perform a defined set of tasks on their own responsibility, without a GP’s prior assessment or 

delegation (Styrelsen for Patientsikkerhed, 2024). Allowing nurses to act without a physician’s 

assessment or delegation should better utilise resources, both in terms of nurses' competencies and 

physicians' time, for more complex treatments (Sundhedsministeriet, 2022). However, the cost and time 

savings of these initiatives have not been quantified. 

Nurses’ newly reserved scope of practice includes several instrumental assignments that many nurses 

have performed for several years, but only with a physician’s prescription or delegation. These tasks 

now include: taking blood tests (finger-prick and regular venous blood samples), inserting short 

intravenous catheters, nasogastric tubes, and temporary urinary catheters, reinserting breathing and 

urinary catheters that have fallen out, and suturing simple wounds on the body and skin (BEK nr. 1557, 
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2025). The reserved scope of practice also covers the handling of specific medicines and vaccines, but 

first became effective in July 2025, following adjustments to the technical system Fælles Medicinkort 

(FMK) to ensure nurses had appropriate access to register their actions (Styrelsen for Patientsikkerhed, 

2024).  

This study will only focus on nurses' medication management in FMK and will be framed as “nurse 

prescribing in FMK”. This refers to nurses' handling of specific medication, which will be described 

later in this chapter. Nurse prescribing involves prescribing, issuing prescriptions, and stopping or 

changing medication within the national digital system FMK. 

 

2.3 NURSE PRESCRIBING IN FMK 

Within the new reserved scope of practice, nurse prescribing in FMK refers to nurses’ handling of 

specific medicines listed in the EO guidance. These are the medications that nurses are permitted to 

prescribe in FMK, developed collaboratively by the Danish Patient Safety Authority and the Danish 

Medicines Agency. The list of medications is long and includes medicines for stomach acid, mild pain 

relief, antihistamines, laxatives, IV fluids, mild eye and nose drops, and more (BEK nr. 1557, 2025). 

Notably, many of them are available over the counter and therefore don’t require a prescription. The 

original intention, as explained in the government bill, was antibiotics, which caused a lot of online 

discussion among organisations and labour unions, but they ultimately weren't included as the specific 

medicines nurses could handle in FMK. 

The EO does not change how nurses should act under the Danish Authorisation Act, which requires 

them to exercise their new tasks with ‘carefulness and conscientiousness’ (Styrelsen for 

Patientsikkerhed, 2024). Furthermore, nurses have an individual responsibility to stay up to date within 

their professional scope and to take on only tasks they can perform or that do not risk citizens’ safety. 

If a nurse prescribes in FMK, the nurse is responsible for assessing the duration, dosage, follow-up, 

drug interactions, and possible side effects when prescribing a new medication (Styrelsen for 

Patientsikkerhed, 2024). By granting nurses prescribing access in FMK, they can also delete or edit 

orders or prescriptions created by others, such as physicians, within their RSOP. When nurses write 

prescriptions for medications within their scope of practice, a pharmacy fee is added to the price for the 

citizen. 

 



 

 

 

 Page 12 of 73  

2.4 MANAGEMENT’S RESPONSIBILITY AND DECISION -MAKING 

While the EO defines what nurses may do in FMK, it does not require all institutions to implement 

nurse prescribing in practice; it is optional, not mandatory. The EO makes it possible and legal for 

registered nurses to perform these tasks. Implementation decisions are decentralised due to Denmark's 

municipal self-government. The decision and responsibility for implementing technological 

innovations or new tasks rest with the highest management at each institution, known as “driftsherren” 

in Danish. The English translation is “operator”, and they are responsible for operations at each 

institution. To clarify, the operator in this study will be referred to as “management”. Management is 

responsible for the decision, which, in some municipalities, may be made by the local board or by 

politicians. Only management can decide to implement nurse prescribing in FMK in practice or to allow 

only certain nurses to perform the task (Styrelsen for Patientsikkerhed, 2024). Municipal management 

bears responsibility for the full implementation and its outcome. Management is then responsible for 

ensuring the task can be completed by providing the necessary equipment, ensuring staff have the 

required competencies, and supervising them to secure the safety of citizens (Styrelsen for 

Patientsikkerhed, 2024). So, even though the legislation supports nurses’ new reserved scope of 

practice, nurses can only prescribe in FMK if permitted by the municipality's management. 

 

2.5 MUNICIPAL NURSING PRACTICE AND PRESCRIBING WORKFLOW 

In Denmark, municipal nursing is organised to provide health services close to citizens’ homes as part 

of a more citizen-centred approach, with care delivered at home to avoid unnecessary hospitalisations 

(Healthcare Denmark, n.d.). The overall purpose of municipal nursing is “to prevent disease, promote 

health, provide nursing and treatment, rehabilitation and palliative care to citizens who need it” 

(Indenrigs- og Sundhedsministeriet, 2024b). 

Municipal nursing services are primarily delivered either in nursing homes or through home nursing. 

Nursing homes are residential facilities where citizens live in their final years if they require extensive 

care (Danish Health Authority, 2021). Home nursing refers to services in which nurses provide care in 

citizens’ homes, either for a limited period or on a more permanent basis. Each municipality has 

decentralised responsibility for competence assessment in home care nursing, but medication handling 

is one of the most frequently performed tasks by home care nurses (Danish Health Authority, 2021). 
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In municipal settings, care is provided by registered nurses, healthcare assistants and healthcare helpers, 

who work closely around daily care, prevention, treatment and rehabilitation. Many nursing homes also 

have a nursing home physician (plejehjemslæge), a GP who serves all residents, conducts regular 

medication reviews, and supports staff in managing complex medical issues. Analyses from 2022 show 

considerable variation between municipalities in staffing levels, including the number of nurses and 

other healthcare professionals per citizen. In municipalities with the fewest nurses per citizen, the ratio 

is more than twice that of municipalities with the most nurses per citizen (Indenrigs- og 

Boligministeriets Benchmarkingenhed, 2022). Municipalities therefore differ markedly in how staff are 

organised and which professionals are available in everyday practice. 

When new guidelines or technologies are introduced into a care setting, care staff need to make them 

work and fit with the integrated norms and notions of good care already embedded in local practice. 

Prescribing is one example of how national regulations are translated into situated practice in municipal 

nursing homes. If nurse prescribing in FMK is implemented in a municipality, a new workflow will 

emerge that removes the GP from the citizen's medical treatment. Municipalities that have not 

implemented nurse prescribing: the current clinical workflow in a nursing home is visualised as Figure 

1 below. 

 

Figure 1: Old Workflow of Medical Prescribing 

  

 

 

 

 

 

 

 

 

 

Note. Image generated using ChatGPT to IOS, April, by OpenAI, 2026, using the prompt "Illustrative figure/conceptual 

figure to illustrate the process of a nurse that is at a citizens Home and identities a medical problem and then calls the doctor 

to ask for medication and then the doctor prescribe it in a digital system FMK and then the nurse order it and it comes from 

the pharmacy and then are delivered to the patient at the nursing home". 
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In this workflow, a nurse at the nursing home identifies a citizen's medical issue, contacts the general 

practice to inform them of the situation and request the necessary medication. The GP must then find 

time to familiarise themselves with the citizen's medical record and current issue, after which they 

prescribe the medication in FMK. The nurse can then order the medicine for home delivery or for the 

citizen to pick up. This workflow is present throughout the primary sector and can work well, but it can 

also be time-consuming for citizens, nurses who must find time to contact the GP and potentially follow 

up afterwards, and GPs who must interrupt their current tasks. A survey of Danish municipal nurses 

indicates that the time it takes GPs to respond can exceed a day, and almost half of these cases are 

reported to be acute, which may pose a risk to citizens (Deloitte, 2021). 

If nurse prescribing in FMK is implemented in a municipality, a new workflow emerges in which the 

GP is no longer involved in medical treatment. In nursing homes that have implemented nurse 

prescribing in FMK, authorised nurses can prescribe relevant medication directly in FMK when a 

medical problem is identified, thereby skipping the step of contacting the resident’s GP. This new 

workflow is illustrated in Figure 2. 

 

Figure 2: New Workflow of Nurse Prescribing 

 

Note. Image generated using ChatGPT til IOS, April, by OpenAI, 2026, using the prompt "Can you make a new illustrative 

figure of a workflow process where the nurse prescribes on the digital system FMK. Remove the picture of the nurse calling 

and the doctor that prescribes". 

 

In the municipal nursing community case, nursing homes have worked under a prescribing delegation 

from the GP but still had to advise the GP to get the medication into FMK. They moved from the first 

type of workflow to the second for a selected group of medicines. Registrations in FMK are, in principle, 

enough information for the responsible GP, but the GP can be informed if it is considered relevant or if 

a local agreement or guidelines require it (Styrelsen for Patientsikkerhed, 2024), which applies in 

several of the municipalities interviewed. 
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2.6 THE TECHNOLOGY: FÆLLES MEDICINKORT 

From a techno-anthropological perspective, Fælles Medicinkort (FMK) is not just a technical database 

but a socio-technical infrastructure that organises the distribution of medication knowledge, 

responsibilities and collaborations across the Danish healthcare system. Understanding the historical 

development of FMK and how it was implemented and used in practice is therefore important for 

analysing what it means for nurses to gain new prescribing authority in FMK. 

Prescribing medication in a municipal context can occur in two ways: either in a local system (EOJ), 

where prescriptions are only visible within that specific system, or in the national system Fælles 

Medicinkort (FMK), where medication and vaccination information for all citizens is stored 

(Sundhedsdatastyrelsen, 2025). The IT system is a national database that maintains updated records of 

citizens’ current medications and prescriptions from the last two years, and it is accessible to citizens 

and healthcare professionals across all sectors in Denmark (Sundhedsdatastyrelsen, 2025). FMK was 

developed to prevent medication errors by providing healthcare staff with an overview, regardless of 

where they work, thereby improving citizens’ safety (Danish Health Data Authority, 2025). FMK is 

also highlighted as a helpful tool for making safe, informed decisions (TriFork, n.d.). FMK is currently 

the largest cross-sector health information technology in Denmark (TriFork, n.d.), and was the first 

system to be integrated into all health record systems (Danish Health Data Authority, 2025). Integration 

makes it possible to access FMK through the local EOJ, and over 40 systems have integrated FMK into 

their platforms (TriFork, n.d.). FMK can also be accessed through the FMK-online webpage or through 

an app (Danish Health Data Authority, 2025). 

 

Historically, FMK represents a major organisational and technological transformation. The 

implementation process spanned more than a decade, beginning with the first GPs in 2011 and gradually 

expanding to municipalities, hospitals, dentists, citizens, pharmacies, residential care, and other settings 

until full coverage around 2022 (Danish Health Data Authority, 2025). The rollout was characterised 

by a range of challenges, including technical issues (infrastructure, certification, data security), financial 

constraints, and the need for new agreements and workflows across sectors (Pedersen, 2019). FMK was 

considered a unique IT solution and a substantial organisational change in Danish healthcare. 

Before the introduction of FMK, citizens’ medication was typically stored only in local systems and 

was not visible across sectors (Pedersen, 2019). When medication was changed or when citizens were 

hospitalised, their medication records were at risk of being incomplete, outdated, or simply unavailable. 

A comprehensive overview of a citizen’s medication was often missing, and collecting medication 
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histories from GPs, hospitals, pharmacies, or relatives could be time-consuming and unreliable 

(Pedersen, 2019). FMK was designed as a shared system available for all Danish citizens. The 

development and implementation of FMK involved significant economic challenges, such as securing 

funding, negotiating financial agreements between institutions, and investing in the development and 

adaptation of local electronic record systems. Despite these big challenges, stakeholders at all levels 

agreed that the solution was meaningful and necessary. 

The introduction of FMK also changed how medical responsibilities were organised, making them more 

transparent (Danish Health Data Authority, 2025). Responsibility for maintaining an up-to-date record 

of citizens’ medication rests with the most recently involved physician, and a major effort was required 

to clean up and reconcile existing medication records for all citizens (Pedersen, 2019). Back then, a 

central part of the professional debate concerned the extent to which physicians' responsibility for 

others’ prescriptions, now that the full medication history was visible across sectors (Pedersen, 2019). 

Over time, FMK has come to be perceived as a natural and integral tool in everyday clinical practice in 

Denmark. It was the first national digital infrastructure of its kind in Danish healthcare, and the 

experience and infrastructure have since been reused and expanded to other IT systems in the healthcare 

system (Pedersen, 2019). 

A prerequisite for prescribing and changing medication for citizens is that healthcare professionals use 

FMK consistently and keep the medication list up to date. Across regions, municipalities, and 

organisations, electronic journal and record systems differ, but are all used daily to document and 

coordinate patient care. Within this infrastructure, FMK plays a central role. Even though FMK is a 

well-integrated system spanning both care and systems, studies still reveal inconsistencies between 

FMK and citizens’ actual medication consumption (Andersen et al., 2022).  

Nurses now have prescribing access in FMK; previously, they could only view and navigate the system. 

The technology is therefore not entirely unfamiliar to nurses, but not all nurses have the same level of 

experience or confidence in navigating it. FMK is not only an IT system, but also a central part of the 

digital infrastructure that enables and constrains nurse prescribing in everyday practice. 

 

In this study, FMK is not a neutral tool but a socio-technical infrastructure that shapes how medication 

responsibilities and collaborations are organised. In the municipal nursing home case, FMK functions 

as a technology in the community of practice. Granting nurses prescribing rights in FMK not only 

changes the interface they use, but also how responsibility, professional roles and local workflows are 

negotiated in everyday clinical practice. 



 

 

 

 Page 17 of 73  

 

2.7 ACTORS 

Even though nurse prescribing is studied in an international context, it remains unexplored in FMK in 

Denmark. Before the EO allowing nurses to prescribe became effective, there was extensive public 

discussion on websites, in webinars, and in consultation responses. Doubts and uncertainties were 

expressed about nurses’ competencies and the risk to citizens’ safety without the physicians' 

involvement in medical treatment, while other actors welcomed the opportunity for nurses to expand 

their responsibilities and had been working towards this for several years. Various organisations and 

state actors produced webinars, blog posts, consultation responses to the law proposal, and guidance 

documents to inform and clarify differing opinions. However, the public debate largely ended after the 

executive order took effect, and no empirical studies or systematic evaluations have examined nurses’ 

new prescribing authority in Denmark. 

This section maps out the key actors across levels involved in developing, regulating, operating, and 

implementing nurse prescribing in FMK in the municipal context, and briefly outlines their roles and 

interests. 

 

The Danish Patient Safety Authority (Styrelsen for Patientsikkerhed – STPS)  

STPS is responsible for and formally owns the Executive Order that authorises nurses to prescribe in 

FMK. STPS defines the legal framework and issues guidance for its use. However, STPS is not 

responsible for implementation; they only create the legal and regulatory framework for nurse 

prescribing in FMK, while decisions about whether and how to implement are left to individual 

institutions. 

 

The Danish Health Authority, Danish Medicines Agency, and Danish Health Data Authority 

These national authorities have contributed clinical, pharmaceutical and technical expertise. The Danish 

Health Authority (SDS) and the Danish Medicines Agency have defined which medicines nurses may 

handle in their RSOP, while SDS develops and operates FMK, the national system that technically 

enables nurse prescribing. These national authorities have participated in the working group that 

developed the EO guidance, together with other professional organisations, as outlined below. 
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The Danish Nurses’ Organisation (Dansk Sygeplejeråd, DSR) and the Danish Society of Nursing 

These organisations have represented nurses’ professional and labour-market interests and have worked 

for more than twenty years to establish a reserved scope of practice for nurses. Their aim is to increase 

nurses’ autonomy and decision-making power. And, as a representative from DSR states: “This is also 

about providing legal protection for nurses, for what they simply must do, to make everyday life run 

smoothly and to help the citizen” (DSR). They had experienced that many nurses had expressed a need 

for more flexibility to make everyday life work. DSR supported the EO by documenting municipal 

nurses’ existing practice. Based on a survey, they argued that municipal nurses spend approximately 

600 annual work units (AWU) on seeking GPs’ approval for both urgent and non-urgent enquiries, of 

which 266 AWU relate, among other things, to medication treatments (Deloitte, 2021). For DSR, nurse 

prescribing in FMK is therefore framed to reduce wasted time and strengthen the nursing profession. 

 

Other professional and labour organisations 

The working group that developed the EO guidance also included actors such as FOA - trade union, 

Organization for Medical Societies, Local Government Denmark (Kommunernes landsforening, KL), 

and Danish Regions. These organisations represent, respectively, other healthcare workers, the medical 

profession and the municipal and regional employers. They contributed to the development of the 

guidance by negotiating how nurses’ new prescribing rights should fit within existing task distributions, 

professional roles and sectoral interests. In general, different organisations representing the medical 

profession have been increasingly critical of nurse prescribing in FMK online, and Dansk Selskab for 

Almen Medicin (2024) believes that nurses shouldn’t be given prescribing authority in FMK at all. They 

argue that nurses lack prescribing education and fear overtreatment, which will create extra work for 

physicians, who must stop nurse treatments and therefore handle additional work and communication 

(Dansk Selskab for Almen Medicin, 2024). KL has specifically told municipalities to “wait” on 

implementing nurse prescribing in FMK, which may have influenced many municipalities’ decisions 

and will be analysed further. 

 

Together, these actors are seen as part of the broader network that shapes how nurse prescribing in FMK 

is enabled by law, technology and organisational structures. In this study, DSR and KL are represented 

as informants, and SDS and STPS are represented as gatekeepers and informants in informal interviews. 
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2.8 IMPLEMENTATION IN CLINICAL PRACTICE 

Health technologies are often introduced through national strategies, health reforms, or legal changes, 

but these political and technical decisions do not always fit into clinical practice. Institutions must 

translate difficult law text into concrete workflows, allocate time and resources, and negotiate how new 

responsibilities fit with existing professional identities. In the case of nurse prescribing in FMK, this 

translation work is complicated by the lack of central guidelines for municipalities and of earmarked 

funds to support implementation. Municipalities and other institutions must therefore finance training, 

workflow changes, and possible technical adaptations from their own budgets if they want to adopt the 

new task. Furthermore, online critics have noted that the EO does not fully address how nurse 

prescribing in FMK fits within existing healthcare structures and task distributions across regions and 

municipalities (Styrelsen for Patientsikkerhed, 2024). 

In Denmark, national policies support and value cross-sector digitalisation and citizen-centred care. 

However, new technology must compete with existing workflows, time pressure, and local priorities, 

which may increase workload or create uncertainty rather than simplify tasks (Brommeyer et al., 2024). 

Differences in local culture, resources, and strategies across municipalities help explain why some have 

implemented nurse prescribing in FMK while others haven’t. Although the legal and technical 

conditions are established at the national level, municipal managers and nursing communities still have 

to decide whether it is meaningful for them, how it fits with their existing workflows and 

responsibilities, and whether they are willing and able to integrate it into everyday practice. 

Research finds that organisational and managerial factors are important to realising digital health 

benefits. A study by Brommeyer et al. (2024) identified barriers like resistance to change, lack of trust, 

digital literacy gaps, limited resources, and siloed IT systems. Infrastructure challenges and technical 

problems are identified as some of the biggest barriers to healthcare professionals (Nascimento et al., 

2023). Implementation depends on leadership support, training, and digital competencies, which 

together create uneven adoption within and across institutions (Brommeyer et al., 2024). Overcoming 

these requires coordinated investment across policy and system design, organisational structures, and 

user competencies. This study aligns with a multi-level perspective and fits well with this study. 

National policy and technical infrastructure, such as FMK, are developed and designed at the macro 

level, but municipal managers (meso) and micro) still have to navigate and translate organisational 

structures, professional boundaries and digital competencies when deciding whether and how to adopt 

nurse prescribing in FMK in practice. 
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3. THEORY 

This chapter presents the study’s overall theoretical framework. It introduces and explains social 

constructivism and Etienne Wenger’s Community of Practice theory. These perspectives form and 

structure the analysis into two main sections, each drawing on a theoretical lens to interpret the empirical 

data. Lastly, I will describe how I analysed the empirical data. 

 

3.1 THEORETICAL FRAMEWORK 

This study analyses nurse prescribing in FMK through two complementary analytical perspectives: 

social constructivism and Communities of Practice (CoP) theory. The first perspective focuses on a 

municipal nursing community of practice across four nursing homes and examines how nurse 

prescribing in FMK is enacted and made meaningful in everyday work. The second perspective 

examines how professional organisations and municipal management construct the factors that enable 

or hinder the implementation of nurse prescribing in FMK. Together, these perspectives reflect a 

techno‑anthropological interest in how political visions, technologies, and everyday work practices 

mutually shape one another. Nurse prescribing in FMK is therefore not treated as a neutral technical 

transformation in work practice that is simply implemented or not, but as a transformation that is 

continuously negotiated across policy documents, organisational decisions and clinical practice. Social 

constructivism provides a broader philosophical approach to how meanings, identities, and technologies 

are constructed in a municipal context, while CoP theory offers more concrete concepts for analysing 

how shared practices, local norms, and professional identities in the municipality enable nurse 

prescribing in FMK. 

Social constructivism is a social learning approach that believes that knowledge and meaning-making 

are shaped by social interaction and are context-dependent (Sharma, 2024). Learning and knowledge 

are created through socially constructed interactions, active problem-solving, sharing experiences, 

collaboration, and thereby “co-construct meaning and understanding” (Sharma, 2024). Therefore, the 

truth and perceived reality are not seen as fixed but are continuously reconstructed and evolve over time 

(Trudy, 2024). Social constructivism is used to understand how nurse prescribing and the digital system 

FMK enable actions that are continuously constructed, negotiated, and reshaped in practice. These 

constructions are therefore not just reflections of an underlying reality but actively shape 

implementation decisions. Seen through a Science, Technology and Society (STS) lens, social 
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constructivism brings attention to how technologies, policies and professional roles emerge from and 

fit into social processes rather than being given in advance. In this perspective, learning and change are 

viewed as social processes. As Watson (2012, p. 489) argues ”any socio-technical transition has to be 

a transition in practices.” Learning takes place through social participation and shared practice, rather 

than as an individual-based process. 

By adopting social constructivism and CoP theory, this study holds that knowledge is not only 

individual-based but also social, emerging within the communities one interacts with and belongs to. 

This study, therefore, does not view nurse prescribing in FMK as something individual nurses learn to 

do, but as something learned collectively through social participation in the municipal community of 

practice. 

This theoretical framework is supported by qualitative methods with the focus on understanding situated 

meanings. The study draws on semi‑structured interviews and a focus group, not to uncover a single, 

objective truth about nurse prescribing, but to explore how different informants construct and explain 

their decisions and practice. Adopting a social constructivist philosophical approach enables the study 

to move beyond a focus on the success or failure of technology implementation and instead to analyse 

how meanings, responsibilities and professional boundaries are co‑constructed. 

 

3.2 COMMUNITIES OF PRACTICE 

To analyse how nurse prescribing in FMK is adopted, negotiated, and made meaningful in four 

municipal nursing homes, this study draws on Etienne Wenger’s Communities of Practice (CoP) theory. 

Communities of practice are seen as groups of people who actively interact, hold the same passion or 

purpose, and thereby learn together by sharing knowledge to improve practice (Pyrko et al., 2016). CoP 

is a learning theory that emphasises that learning is not merely a cognitive, individual-based process 

but has evolved by “being active participants in the practices of social communities and constructing 

identities in relation to these communities” (Wenger, 1998, p. 5). The concept has been utilised and 

applied to many fields over the past 30 years, including academia, health, education, and business 

(Wenger, 2010). In healthcare studies, CoP theory has been effectively used to improve clinical 

outcomes and change practice (Noar, 2023). Specifically in healthcare studies, CoP has been effective 

in sharing the tacit knowledge that healthcare workers possess, which isn’t documented in formal laws 

or guidelines (Noar, 2023). Communities of practice in healthcare are documented as having a better 

chance of implementing health transitions that challenge traditional boundaries between health 
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professionals, as CoPs make it easier to develop and evolve competencies, create identities, and 

positively change care (Le May, 2009).  

The CoP theory is used in this study to examine how nurse prescribing has been learned and made 

meaningful for the nursing home nurses in this case. 

 

3.2.1 COMMUNITY  

Wenger (1998) describes how community involves three connected dimensions of practice that 

contribute to its coherence: mutual engagement, joint enterprise, and shared repertoire. Being part of 

a community of practice depends on mutual engagement, where active negotiation of meaning happens 

between the members in it. The members' relationships and interactions with each other make them 

available for active negotiation of meaning, problem-solving, and holding each other accountable for 

getting things done, and bring the members a sense of belonging in the community (Wenger, 1998). 

According to CoP theory, a community need not be in the same place or even in the same country. The 

community can interact and share knowledge through virtual meetings, telephone or mail 

correspondence as long as they interact regularly (Le May, 2009). In this study, the CoP is not working 

in the same places but connects and interacts in meetings and telephone calls. Joint enterprise is the 

shared purpose of what matters that the members collectively renegotiate, for example, what ‘good 

care’ means and how it is done. Sharing the same purpose constructs community identity. 

Wenger also describes that some members have ‘multimembership’, meaning they are members of 

several practices. When members transfer parts of practices between their connected practices, they are 

referred to as brokering (Wenger, 1998). Brokering members have a complex role, where they have to 

translate knowledge between practices. Being a broker “requires enough legitimacy to influence the 

development of a practice, mobilize attention, and address conflicting interests” (Wenger, 1998, p. 109). 

They construct new learning by translating and transferring elements, and are able to tackle conflicting 

interests (Wenger, 1998). In CoP theory, it can be described as unpleasant to be a broker because the 

broker needs to be part of each community without being so deep as to lose sight of other perspectives 

within the specific community of practice. This can give the broker an ‘uprootedness’ and risk being 

rejected from the CoP (Wenger, 1998). This concept of a broker is important to this study, as the nursing 

home nurses with the specialist degree act as brokers between the nursing homes, the municipality, 

pharmacies and general practice. The community of practice, thus, is composed entirely of brokers and 

is brought together by their shared practice with the enterprise of brokering, while at the same time 
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maintaining their own community of practice. This positioning is central for understanding how they 

negotiate and translate nurse prescribing in FMK. 

 

3.2.2 PRACTICE 

Wenger describes ‘practice’ as the concept of doing, but only the practice of what provides meaning 

and structure in a social and historical aspect to people’s doing, and therefore says “practice is always 

social practice” (Wenger, 1998, p. 47). By delving into local practice, it is both the explicit elements, 

the implicit relations, and the tacit knowledge that make practice work (Wenger, 1998). Shared 

repertoire holds the routines, stories, concepts, artefacts/tools, and language the members use in their 

everyday work, such as documentation practices, informal rules for how to do things, and local 

guidelines that have been adopted as part of the nurses’ practice to share collective knowledge. The 

implicit relations are grounded in members sharing and holding the same perceptions and underlying 

assumptions about things and are important for practice achievement (Wenger, 1998). Other studies 

have added that what makes communities of practice actually work is the sharing of tacit knowledge 

between the community through the same understanding of practice by “thinking together” (Pyrko et 

al., 2016). Members collectively construct practice, and practice itself cannot be seen as a result of 

implementation but rather as the outcome of active, dynamic negotiation of meaning in response to 

it (Wenger, 2010). 

 

3.3 ANALYTICAL STRATEGY  

This study has used an inductive approach. When I began collecting data, I had not yet decided on a 

specific theoretical framework. My initial aim was to understand and identify why nurse prescribing in 

FMK appears usable and attractive to some actors but not to others. Because nurse prescribing in FMK 

is a relatively new digital healthcare transition that has not been studied in a Danish municipal context, 

an inductive approach was chosen, as I didn’t know the outcome and thereby remained open to 

unexpected outcomes.  

The purpose of this inductive approach was not to generate a new theory, but rather to learn on the go 

and add existing theory to reach conclusions. During the empirical work, I began to recognise patterns 

in the informants’ explanations of why nurse prescribing in FMK had or had not been implemented and 

noticed that different normative stories about the nursing identity and nursing profession. These 
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observations led me to my theoretical decisions on applying social constructivism and Communities of 

Practice theory. 

The analysis was conducted as a thematic analysis. All interviews and focus group transcripts were 

coded using colour-coding to provide an overview. In the municipal nursing community of practice, the 

empirical data analysis was guided by CoP theory, especially the three dimensions: mutual engagement, 

joint enterprise, and shared repertoire, combined with the context-dependent factors that relate to RQ1 

and RQ2. This formed the basis for the first part of the analysis, which examines how nurse prescribing 

in FMK is enacted and made meaningful and which context-dependent factors have enabled or blocked 

the implementation. 

The second part of the analysis is inspired by discourse analysis in the sense that I pay attention to how 

informants use language to construct meanings, responsibilities, and professional boundaries around 

nurse prescribing, which can make implementation appear either attractive or problematic. For the 

interviews with the organisations and municipal managers, coding focused on how informants talked 

about responsibility and accountability, professional competences and boundaries, timing and 

organisational priorities, and clinical relevance. These themes emerged inductively but were seen 

through a social constructivist lens as constructions of broader implementation factors. This forms the 

second part of the analysis, which explores how different actors construct what is possible or 

problematic for implementing nurse prescribing in FMK within a municipal setting (RQ3). This second 

part of the analysis also includes the perspectives of the nursing home nurses’ sayings, as they likewise 

construct implementation factors that enabled or blocked nurse prescribing in FMK. 
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4. METHODS 

This chapter outlines the chosen research design, the informants, and the sampling method used. The 

empirical data stem from seven semi-structured interviews and a focus group with four informants. 

Each method will be explained in its own section to clarify how it was used to answer the research 

questions and how it was conducted. Additionally, this chapter will include reflections and ethical 

considerations related to the methods, as well as how these issues challenged the research. 

 

4.1 RESEARCH DESIGN 

Standardised top-down health technologies commonly face obstacles to successful adoption. This is 

largely due to differences in local clinical practices across organisations and departments, shaped by 

work culture, facilities, and other contextual aspects (Knudsen, 2022). To address these contextual 

factors, this study adopts a qualitative case study design to gain detailed, context-specific insights into 

how nurse prescribing in FMK is constructed and enacted in municipal practice. This design is well 

suited to capture how local factors shape implementation decisions and the use of nurse prescribing in 

FMK in clinical practice. 

In the literature, case studies are defined and utilised differently depending on the context and 

phenomenon under investigation (Rule & John, 2024). In the social sciences, case studies are valued 

for their depth of context-dependent knowledge and practical insight. Case studies are scientific studies 

that do not give broad generalisations but instead illuminate the nuances of a specific setting or group. 

Bent Flyvbjerg (2020), an international social scientist, counterargues that even a single case study can 

be used to generalise and add valuable knowledge that can be used to further studies or in combination 

with other research. This research design aligns with the study’s aim and theoretical approach and with 

Flyvbjerg’s recognition that case-based knowledge is as valuable as knowledge from other research 

designs. Case-based knowledge can reveal local issues that may be transferable to other cases or 

contribute to expert knowledge, thereby informing additional research and development. 

 

By treating nurse prescribing in FMK in municipalities as the case, this study tries to understand why 

some actors find it attractive to implement, while others do not, and to examine the situated meanings 

and learnings from nurses’ work practice with FMK prescribing. I acknowledge that findings will be 
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context-bound and not formally generalisable across the whole healthcare sector. However, this study 

aims to provide context-dependent conclusions that enhance understanding of the local factors that have 

enabled nurse prescribing in FMK in one municipality. These insights may reveal local issues that could 

also be present elsewhere, and thereby help explain and situate this case in relation to other 

municipalities that wish to learn from others’ experiences. 

 

4.2 INFORMANTS 

In this study, multiple informants have contributed insights, each offering different perspectives on 

nurse prescribing in FMK in the Danish healthcare sector. 

Informants are identified as organisations or authorities rather than individuals. Organisations represent 

the opinions and structures of top-level actors in the healthcare system who influence decisions about 

implementing nurse prescribing in FMK in their own interests (e.g., nurses or municipalities). State 

actors reflect national policy, such as the law that grants nurses prescribing authority, from which the 

EO of nurses’ reserved scope of practice originates, and they operate the technical system FMK that 

makes it feasible. The state and organisational informants were crucial for understanding the process of 

developing the guidance and for gaining qualitative insight into the different views on nurses’ new 

prescribing authority and how nursing identity is interpreted. Table 1 below provides an overview of 

all the informants and the methods by which they participated. 

The informants, called Municipal Managers, are representatives of implementation decisions in the 

municipality and have been directly involved in nurses' reserved scope of practice and its possible 

implementation. Municipality 1: has not implemented nurse prescribing in FMK; Municipality 2: is in 

the process of implementing nurse prescribing in the whole municipality; Municipality 3: has 

implemented nurse prescribing in FMK for a special group of nurses working in nursing homes and is 

in the process of implementing it in the rest of the municipality. 

  

The nursing home nurses are from Municipality 2, where they all prescribe in FMK in their everyday 

work. All these nurses have held their current roles for less than 5 years, have more than 10 years of 

nursing experience, and have specialised education. Furthermore, their specialisation may have given 

them a greater advantage in taking on new responsibilities and developing a stronger professional 

identity. 
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Table 1: Overview of the informants 

Level Informants Age 

range 

Years of 

experience 

Method Date 

Macro The Danish Health Data Authority 

(SDS) 

- - Informal interview 16/12/25 

Macro The Danish Patient Safety 

Authority (STPS) 

- - Informal interview 22/01/26 

Meso The Danish Nurses’ Organization 

(DSR) 

- - Semi-structured interview 20/02/26 

Meso Local Government Denmark (KL) - - Semi-structured interview 28/04/26 

Meso Municipal Manager 1 - 25+ Semi-structured interview 30/01/26 

Meso Municipal Manager 2 - 35+ Semi-structured interview 23/02/26 

Meso Municipal Manager 3 - 25+ Semi-structured interview 12/05/26 

Micro Nursing Home Nurse 1 35-45 10+ Focus group,  

Semi-structured interview 

24/03/26, 

30/03/26 

Micro Nursing Home Nurse 2 35-45 15+ Focus group 24/03/26 

Micro  Nursing Home Nurse 3 25-35 10+ Focus group,  

Semi-structured interview 

24/03/26, 

30/03/26 

Micro Nursing Home Nurse 4 45-55 25+ Focus group 24/03/26 

Note: Made by the author, 2026. 

 

The most common educational background among the informants was nursing. All informants, except 

the person representing Local Government Denmark, who holds an academic degree, had a bachelor’s 

degree in nursing, even though they were no longer practising as nurses. Not all shared the same interest 

or attitude towards nurse prescribing. One might have expected them to hold similar views on the 

implementation and acceptance of nurses taking on more responsibilities, shaped by their own 

experiences and identity. The greatest difference lay in their perception of the norm for how nurses 

should act and what nurses were capable of. 

  

4.3 SAMPLING METHOD 

The strategy for recruiting informants was based on purposive sampling, which led primarily to a 

snowball sampling approach. It was a purposive sampling method, given the aim and focus, and 

required only informants involved in developing the EO guide, those who had a significant influence 

on the implementation of nurse prescribing in Danish municipalities, or those who utilised it in practice. 

This topic emerged from an earlier internship at the Danish Health Data Authority (SDS), and this 

institution and connection became an important ‘gatekeeper’ for further research. A gatekeeper in 

research is a person who can either block or facilitate access to other research participants, or provide 
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valuable insights into organisations or communities that are hard to obtain from the outside (Ahern, 

2014). SDS became an important gatekeeper, providing access to informants who would have been hard 

to obtain on my own. SDS also started the snowball method in the initial phase of my research, as they 

provided contact details for two people who might be interesting to speak to. One was from the Danish 

Patient Safety Authority, which issued the EO allowing nurses to work within their newly reserved 

scope of practice. This turned into an informal phone call and email exchange, as they said they had no 

opinions on the implementation process, and that it wasn't their responsibility. However, they also 

became a gatekeeper for access to informants, as they connected me with two other people from the 

same work group; one agreed to participate, while the other had changed workplaces. SDS also provided 

the contact for Municipal Manager 1, which led to a semi-structured interview. In Figure 3, the sampling 

method is illustrated to provide a clearer overview. The gatekeepers and informants contacted their 

respective contacts directly to ask about participation before sharing contact details, except for the 

process involving my supervisor and the contact at DSR, where I sent the email myself, emphasising 

that I was recommended to contact that person. During the participant sampling phase, several 

municipalities and organisations were approached outside the snowball method, but many didn’t 

respond or indicated that they had no useful insights on the subject. These were municipalities and 

organisations that the informants expressed were relevant to talk to, or that they considered more 

representative of adopting nurse prescribing in FMK, such as other sectors, municipalities with a 

municipal physician, or specialised acute teams working across municipalities. Almost all informants 

who were willing to participate were those referred by others or directly contacted by another 

participant. The snowball sampling method, therefore, became crucial for this study, providing access 

and insights that couldn’t be obtained without insider knowledge. Snowball sampling methods can, 

however, be biased in recruitment, since participants often refer people with whom they share opinions 

(Ungvarsky, 2025). This was most evident in the branch with the trade union for nurses, DSR, which 

recommended one from the management in a municipality that was very positive and committed to 

expanding nurses’ tasks and responsibilities. In the other branch, they were neutral and sceptical. 

The only informant not found in the snowball method was Municipal Manager 3. This informant 

contacted me through a Facebook post I shared in a group called “Jeg er sygeplejerske” (i.e., “I am a 

registered nurse”). Here, I explicitly asked for developing nurses, risk managers, or other management 

in municipalities that have worked with nurses' reserved scope of practice. These people working in 

municipalities are not possible to locate on municipalities’ websites, which made the sampling less 

feasible than initially thought. I therefore used my position as a registered nurse to contact a Facebook 

group exclusive for nurses with authorisation in Denmark. 
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Figure 3: Sampling method of informants 

 

Note: Made by the Author of this study, 2026.  

The persons listed in black should are actors who either helped obtain access to a new contact or 

participated in the study as informants. The persons who aren’t filled out in the Figure are the actors 

who didn’t respond via the snowball method but were directly contacted by the actor before the arrow. 

To protect the anonymity of the participating municipalities, a matrix of all informants who were 

contacted but didn’t participate will not be provided. 

 

4.4 SEMI-STRUCTURED INTERVIEWS 

All individual interviews followed a semi-structured interview format. A semi-structured interview 

format is great for unfolding individuals’ experienced lifeworld, while providing a semi-open, flexible 

structure for the conversation. Instead of following a strict chronological interview guide, the semi-

structured format allowed me to respond to what informants brought up, ask follow-up questions, and 

ask directly about unanticipated yet relevant themes in the moment (Tanggaard & Brinkmann, 2020). 

In this way, the interview guide served as a flexible framework, making sure my key topics, depending 

on the informant, were covered while still leaving room for informants to describe their experiences, 

reflections, and concerns in their own words. 

Informants in this study can be divided into three categories based on their influence on nurse 

prescribing in FMK: The organisations that influence the municipality’s decisions by taking their own 

organisation’s interest and have a big voice in the debate; the municipalities, here meaning those 

responsible for the actual decision-making of implementing new things; and lastly, the nurses who have 
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to practice it in the real world. Therefore, the interview guides had different focuses and questions to 

align directly with the informants’ positions, which also allowed me to ask about something said or 

written online that I wanted to explore in greater depth. Full interview guides are attached in the 

Appendices. Before the interviews, the theoretical focus had not yet been determined, resulting in an 

interview guide with a more phenomenological approach. 

Almost all interviews were conducted remotely via Microsoft Teams, except for the interview with KL, 

which was held face-to-face at their headquarters. When informants were invited to an interview, they 

could participate either face-to-face or online via Teams. Almost everyone wanted to participate online 

via Teams, likely due to its convenience and ease of access, which wouldn’t disrupt their work beyond 

the interview. All online interviews were conducted with the camera on, which gave the opportunity to 

express feelings while remaining authentic. 

The semi-structured interviews aimed to obtain descriptions of how the new prescribing rights were 

understood and of implementation factors. For the case in the municipality, it also explored how they 

had adopted nurse prescribing in FMK in practice, and if it had shaped their sense of responsibility, 

collaboration with other professionals, and experiences of providing care in nursing homes. The 

interviews lasted around 40-50 minutes and consisted primarily of open-ended “how” and “why” 

questions. 

 

4.5 FOCUS GROUP 

A focus group was conducted to gain meaningful insights into the experiences of adopting nurse 

prescribing in FMK in local practice. Focus groups are a method of collecting data from several 

informants in a single setting, which provides different perceptions and dynamics than individual 

interviews (Halkier, 2020). By bringing informants together to discuss and interact on their different 

experiences, they will not only reflect on the given questions but also on the other informants’ 

statements. When informants reflect on others’ experiences and construct shared experiences, more 

contextual questions can occur inside the focus group that could be difficult for the interviewer to ask 

about (Halkier, 2020). A focus group is a method that enables the collective construction and negotiation 

of meaning and social norms, in line with this study's focus and theoretical framework. 

The focus group consisted of four nurses working in different nursing homes within the same 

municipality. It was planned to be before the individual semi-structured interviews as part of an 

exploration of the subject, so some of the statements could be raised in the individual interviews if 
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further explanation or clarification was needed. It also allowed informants who were not scheduled for 

an individual interview to reconsider whether to participate. Eight nurses were scheduled to join the 

focus group, but unfortunately, only four nurses showed up. Given the time constraints that they only 

had one hour and the planning of collecting them again for a new session, and that we hadn’t heard 

from the missing nurses, we decided to start either way. Doing it remotely on Teams had both 

advantages and disadvantages. Conducting the focus group online via Teams made it easier for me, as 

an interviewer/moderator, to keep track of the informants’ names and remarks, resulting in an overview 

I might not have had in a physical focus group. A disadvantage was the technical barrier, which may 

have led not everyone to participate equally in the conversation. At times, there was complete silence; 

at other times, they talked over each other, which may have been due to the time delay. Another 

disadvantage was that they were sitting in their own office and could therefore be interrupted by others, 

since it was conducted during their work time. This could have been avoided in a physical focus group, 

but it may not have been, since they would do it during working hours anyway and therefore had to be 

available for acute situations at the nursing homes. The focus group may not have happened then, as 

not all were willing to participate. 

Data collected from focus groups consist of social interaction between participants; therefore, there are 

considerations regarding who the informants in the group are (Halkier, 2020). As stated in the 

informants’ section, all nursing home nurses had the same level of education. The focus group 

participants were all familiar with one another and their work, which created a unique dynamic in which 

they could hold each other accountable for what they had done and said previously and ask each other 

directly about it. This was seen when they directly asked the others about shared experiences: “But 

[Nursing home nurse 1], haven't you experienced that when he does a medication review on a citizen, 

and I have prescribed laxatives, […]” (Nursing home nurse 4). Or when they called out for others’ 

reaction, due to their knowledge of years of experience: “[…] [Nursing home nurse 2] and [Nursing 

home nurse 4] you've been nurses for quite a few years, so you must have seen a completely different 

development than we have?” (Nursing home nurse 1). By letting them discuss together in a focus group, 

social interaction and shared experiences and meanings are being co-constructed. The focus group were 

also a great method for discussing the normative negotiations and perceptions. 

To stimulate active discussion, different questions were asked, both open-ended and discussion 

questions: “What do you think of nurse prescribing?” or “If you had to agree, who would benefit most 

from nurse prescribing?” The Danish interview guide is provided in Appendix G. 
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4.6 LITERATURE SEARCH 

To situate this study within existing research on nurse prescribing, I conducted a literature review, to 

see how it has been studied. The literature review informed the research background and research gap, 

but it was not part of the empirical material; therefore, the reviewed studies were excluded from the 

analysis. The literature search was conducted in two international databases: PubMed and Scopus. 

PubMed was chosen because it covers both health-related and life sciences journals, whereas Scopus 

covers journals in science, technology, humanities, and medicine. Both databases provide peer-

reviewed literature, ensuring an academic standard.  

An initial exploratory search was used to identify central concepts and relevant keywords. Based on 

the initial search, I developed search strings that combined terms related to nursing, prescribing, and 

role changes. One of the main search strings was: (Nurs* OR RN) AND ("Role Transition") AND 

(Prescri*) AND (Medic* OR Drug*). Truncations were used to capture variations of key terms, such 

as Nurs* to include nurse, nurses, and nurse-led; Medic* to include medicine, medication, and 

medicament; and Prescri* to include prescribing and prescription. 

The literature search was limited to full-text journal articles published within the last 10 years. Both 

quantitative and qualitative studies were included. A large proportion of the literature focused on 

Advanced Practice Nurses (APN). These studies were not excluded if they offered insights into the 

Danish context, while acknowledging that APN education and authorisation in Denmark differ from 

those in many other countries, and that APN-educated nurses do not receive separate prescribing 

authority in Denmark. 

Many qualitative studies focused on nurse prescriber education, indicating that, in several countries, 

additional prescribing programmes are required to obtain prescribing authority. Such studies were 

included when they shed light on how prescribing roles were constructed, negotiated, or implemented 

in practice. Particular attention was given to studies addressing aspects such as implementation, 

adoption, and contextual conditions, and the search was supplemented with these specific terms. 

To understand the specific Danish context of nurse prescribing in FMK, the literature review was 

supplemented with grey literature. This included policy documents, executive orders, consultation 

responses, guidance from relevant authorities, local frameworks for delegation from municipalities, 

and informal sources such as newsletters, webinars, and blog posts from professional organisations 

and other stakeholders. These materials were used to understand how nurse prescribing in FMK has 

been problematised and justified, and to investigate different perspectives and the historical 

development of the debate. 
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Overall, the literature review showed that existing research mainly focuses on implementers and 

settings where a physician is on-site, and rarely considers non-implementers’ perspectives or cross-

sectoral prescribing technologies such as FMK in Denmark. This literature review and grey literature 

informed the formulation of the research gap, background, and the theoretical decision on CoP theory. 

 

4.7 DATA HANDLING 

Interviews were audio-recorded and then transcribed. Almost all were transcribed manually, as this has 

worked well in my other projects, securing precise transcription and allowing me to get deep into the 

data. This is a time-consuming method for handling data. For the last interviews made in April and 

May, I decided to utilise a free digital transcription programme – Good Tape. Good Tape is a digital 

transcription webpage that keeps data secure, is General Data Protection Regulation (GDPR) compliant, 

and doesn’t use the transcriptions to train artificial intelligence (AI) (Good Tape, n.d.). After Good Tape 

made transcriptions, I secured accurate transcriptions by listing and correcting sentences, validating and 

editing any mistakes and missed words. The selected quotes were corrected for grammatical errors and 

informal spoken language, but their content and specific ways of expressing themselves were retained. 

All quotations are handled in accordance with APA 7 guidelines and are, therefore, not cited as personal 

communications, as they originate from research participants (APA Style, 2019). 

All contact and interviews were conducted in Danish, as I have found in prior projects that informants 

may feel overwhelmed if asked to do so in English and therefore have a harder time participating in the 

study. Conducting the interviews in both the author’s and the informants’ native languages ensured 

there were no restrictions on explaining experiences or thoughts. The selected quotes were translated 

into English. The translation was done manually, but some words, titles, and sayings were translated 

using Google Translate or looked up on Google, as they may be specialised phrases, original English 

titles, or metaphors that needed context or specific wording. All transcriptions of the interviews are not 

included in the appendix, because they contain recognisable descriptions that may compromise the 

anonymisation they agreed to, and because some informants only agreed to participate if they validated 

the selected quotes, so the context and misuse of quotes weren’t happening. The interview transcripts 

are therefore not submitted but can be provided upon request. 

During the writing and editing of this study, I used an AI-based digital tool to support grammar 

checking and to avoid Danish word order. All descriptions, interpretations, and conclusions are my 

own, and I only used it to edit word order, grammar, and unclear sentences, not to generate text. 
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4.8 REFLECTION OF METHODS 

4.8.1 RESEARCHER’S ROLE AND ITS IMPACT ON RESULTS 

My initial reflection on the methods should consider my identity and how it might have influenced 

recruitment and results. As noted in the introduction, my interest and knowledge of the topic stemmed 

from my background as a registered nurse and an internship at the Danish Health Data Authority. I 

explicitly mentioned this background during recruitment to align with informants, show my genuine 

interest in the subject, and facilitate the sharing of experiences and insights into healthcare that some 

non-healthcare students might lack. I hoped this would give me an advantage. 

I also included in my emails to potential participants that my interest and knowledge of the few 

registrations came from my previous internship, to strengthen my recruiting position. Some gatekeepers 

who contacted their contacts also mentioned I was “a student coming from an internship at the Danish 

Health Data Authority”. To others, it might seem that I represented the Authority and was sent to gather 

answers and evaluate why nurse prescribing in FMK had not yet been implemented in clinical practice. 

This perception could have influenced both the recruitment process and my informants' statements, as 

they may not have spoken as freely as they otherwise might. I clarified that the information and interest 

came from my internship, and that I was not representing SDS in any way. In the end, I felt that all 

informants shared their genuine feelings and opinions about the subject. 

Beyond recruitment, my personal identity influences the results, as my experiences and views on nurse 

prescribing, the structure of the healthcare system, and collaboration have shaped my research 

questions, responses, and interpretations. A disadvantage of participants knowing I had a nursing 

background could be that they wouldn’t go into detail, as they might assume I understood their work or 

how things get done. To try to avoid this, I told participants in the focus group and semi-structured 

interviews that, despite sharing an educational background, they should imagine that I didn't know 

anything about being a nurse in a municipality, so the participants would give a full descriptive 

explanation of their work, in order to minimise bias from my own assumptions and interpretations. 

Unfortunately, they didn’t explain their work or answer the questions as deeply as I had hoped in the 

focus group, but when I asked again in the individual interviews, they provided a deeper examination. 

An advantage of sharing my background was that, during interviews, participants were more open and 

direct because they felt I understood their profession and spoke healthcare language without needing to 

explain it. 
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4.8.2 MISSING INFORMANTS 

One nurse said that the group of eight nurses often met to discuss experiences and opinions. However, 

during the focus group, it was difficult to obtain concrete examples from their work, and only four 

nurses attended, even though it was their scheduled meeting time for all eight. One might reflect on the 

missing informants and how enlightening it would have been for the focus group to have more of them 

for even richer interactions. On the other hand, more informants might have made it even harder for 

them to share their opinions. The lack of descriptive explanations of how nurse prescribing in FMK 

works seemed to stem from their opinions on nurse prescribing and the new workflow. They didn’t feel 

their workflow or responsibility had changed since the implementation. The missing informants never 

replied, and the two others in the focus group didn’t reply to the individual interviews either. 

Participation in this study was voluntary, and because they had to find time during their working hours, 

they may have been busy, this was respected. However, more opinions would make it more 

representative and more valid. 

 

4.9 ETHICAL CONSIDERATIONS 

The first ethical consideration in this study is the anonymisation of the informants. The state and large 

organisations are not anonymised, except for the specific person from the organisation who was 

interviewed. This was part of the agreement, and shared consent was given, since they spoke on behalf 

of the organisation’s interests, not their own personal interests. Since only one municipality has been 

identified as having adopted nurse prescribing in municipal practice, it could still be identifiable through 

its unique implementation decisions and experience, even after anonymisation and without any 

recognisable details. It is not public knowledge who has implemented nurse prescribing in FMK, 

though. The nurses in the nursing homes all have a specific job role, which has been anonymised, but 

their job titles don't change when their experiences and education are described. 

All informants were given the option to decide whether the interview could be audio-recorded, several 

days before the interviews and again at the beginning of each interview to secure full consent. All 

informants gave either written or oral consent and were audio-recorded. To give informants even more 

control and avoid misconceptions, they could also validate the full transcriptions after the interview. 
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One informant accepted this condition and has been sent the quotes used from the specific interview 

before submission. 

4.9.1 INTERNAL DISAGREEMENT 

Another important ethical consideration is the current internal disagreement about nurse prescribing. 

As described in the chapter on problem analysis, there has been a heated debate over nurses being 

granted new tasks and responsibilities previously reserved for physicians. This debate continues to 

shape how different actors relate to the Executive Order and to nurse prescribing in clinical practice. In 

this study, informants with different positions in this debate are interviewed – managers, representatives 

from organisations, and clinical nurses – and their statements may reveal not only disagreement between 

professions (e.g. general practitioners and nurses) but also disagreement within the nursing profession 

itself. Part of understanding the network of actors that influence managers within institutions is to reveal 

the different positions and power dynamics. These different opinions from organisations reflect their 

own interests and may not reflect the attitudes and opinions of their members. Therefore, I specifically 

avoid claiming that these organisations and online debates are the whole truth about each profession. 

This is partly done by going in depth into how it works in real-world clinical practice, investigating it 

at the micro level. 

When presenting the data, there is a risk that the study may unintentionally expose internal 

disagreements within organisations or municipalities, reveal a lack of implementation of nurse 

prescribing in FMK, or illuminate power dynamics between managers and frontline staff. For instance, 

some managers may view the analysis as an indirect evaluation of their leadership, their prioritisation 

of resources, or their decision not to implement nurse prescribing in FMK. Although I do not frame it 

as a “failure” of management, it may be interpreted that way. Similarly, nurses who are more critical of 

the new responsibilities might worry that their views could be interpreted as resistance to change or as 

a lack of professional competence. To address these ethical challenges, I anonymise all municipalities 

and nursing home nurses and use pseudonyms, such as Municipal Manager 1, Municipal Manager 2, 

Nursing Home Nurse 1, 2, 3, etc. While it is difficult to ensure complete anonymity—especially 

because, at the time of writing, only one municipality had adopted nurse prescribing in FMK— specific 

organisational details that could easily identify individuals or local decisions are removed. 

Furthermore, I am careful not to attribute disagreement or non-implementation to a single person, but 

rather to describe them as part of broader organisational, political, and structural factors that shape 

implementation. 
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In the analysis and discussion, I therefore focus on how different positions and concerns are situated in 

context, rather than on who has done it “right” or “wrong.” By doing so, I seek to respect informants’ 

professional integrity and avoid portraying managers or nurses as individually responsible for complex 

implementation challenges that may be far more difficult than they appear. Instead, this approach shows 

how these power dynamics form part of the socio-technical field in which nurse prescribing in FMK is 

introduced, and how they are relevant to understanding why some actors see great possibilities in 

adopting it, while others don’t. 

 



 

 

 

 Page 38 of 73  

5. CASE PRESENTATION OF THE COP 

At the time of writing, only one municipality has been identified as having adopted some of the 

medicines that nurses are authorised to prescribe in FMK in practice. In this municipality, a specific 

group of nurses has been authorised to prescribe laxatives (i.e. medications used to treat constipation). 

The implementation began in the fall, only a few months after the executive order took effect. This 

special group of nurses all holds the Specialist in Community and Primary Health Care Nursing degree. 

An education that is for nurses working in municipalities that provides extra competencies in 

documentation, coordination and collaboration across professions and sectors, support and guidance to 

ensure high-quality, citizen-centred care (BEK nr. 1199, 2018). The nurses are employed within the 

same staff that functions to secure a high level of professionalism, with a more organisational 

perspective than having direct patient contact. The group of nurses has the same management that has 

allowed for nurse prescribing, which makes the act possible. Their daily work and connections involve 

four different nursing homes in the municipality, which differ in their resident populations (e.g., 

dementia) and staff. They are all familiar with the residents but provide direct patient care only when 

competencies or resources are low. Although the nurses work in different facilities, they share the same 

municipality, role, management, and implementation guidelines. 

All four nursing homes in this case use the same electronic care system (EOJ – in Danish) in their daily 

work. The system is used by all healthcare staff to track and document residents’ health. Their local 

system already has Fælles Medicinkort (FMK) integrated, which means FMK is within their local 

system, can be edited locally, and will automatically update the central system, where all healthcare 

professionals can see it (Sundhedsdatastyrelsen, n.d.). But not the other way around if it is a local 

prescription. 
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6. ANALYSIS 

The analysis is based on empirical data from seven semi-structured interviews and a focus group with 

four informants. The analysis is divided into two main sections: 6.1) Community of Practice, and 6.2) 

Implementation factors, each of which will be elaborated in each section. 

 

6.1 COMMUNITY OF PRACTICE 

This section of the analysis examines how nurse prescribing in FMK within a community of practice is 

enacted and made meaningful (RQ1), and which contextual factors have influenced its adoption (RQ2). 

It examines the work practices and contextual factors that explain how and why this CoP has been able 

to adopt nurse prescribing in FMK in a municipal context, whereas others haven’t. The CoP analysis 

focuses solely on the empirical data from the four Nursing Home Nurses and Municipal Manager 2, 

using Community of Practice theory. 

 

The nursing home nurses, who regularly meet to discuss and engage in professional dialogue about their 

new tasks and organisational changes, constitute a community of practice with a shared joint enterprise 

of providing safe, meaningful, and efficient care to nursing home residents and serving as brokers for 

other healthcare workers. Their shared repertoire includes established routines for managing 

constipation, workarounds, and the use of local and central technologies (FMK). The CoP has had 

prescribed medication in their local EOJ under a general practitioner's delegation since 2018 and has 

adopted nurse prescribing in FMK since the autumn of 2025. Context-dependent factors that shape 

adoption in practice include strong leadership from the municipal manager and long-standing, trusting 

collaboration with external stakeholders, such as GPs and pharmacies. The CoP has evolved in an 

innovative environment where nurse prescribing in FMK is adopted and enacted in practice, thereby 

developing an identity in which nurses are recognised as competent prescribers. 

 

6.1.1 STRONG LEADERSHIP 
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To understand why and how this municipality chose to implement nurse prescribing in FMK – despite 

central recommendations to “wait” (KL) and the fact that no other municipalities had done it at the time 

– it is essential to examine the role of the Municipal Manager 2. 

 

Nurse prescribing in FMK has become embedded in everyday work practice in these nursing homes, 

largely because Municipal Manager 2 has actively facilitated the change. She appears to be a proactive 

leader who engaged with a range of stakeholders, including GPs, municipal nurses, local councils, and 

health and elderly councils. Through these engagements and collaborations, she successfully built a 

shared understanding of nurse prescribing in FMK as both meaningful and advantageous for all. In the 

interview, she explained that this has been her top priority for several years and that she invested 

considerable time and effort in making it a reality, as she believes that nurses are capable of prescribing 

in FMK independently and safely: 

 

This is partly because I have pushed very hard on this issue in relation to the reserved scope of 

practice, having discussed it for many years and actively advocated for it. It has been important 

to me to see it implemented. I also have managers who understand that this is something I have 

stood for and regard as important. Therefore, we have not encountered those kinds of challenges. 

In addition, we have a committee dedicated to making progress. (Municipal Manager 2)  

 

This quote shows how her proactive and strong will has helped transform prescribing practice over time. 

Municipal Manager 2 went against KL’s central recommendation to municipalities to wait before 

implementing medication as part of the reserved scope of practice, as it is framed as an unpaid task 

shift. In the CoP, the shared practice around prescribing has already shifted, and the shared 

understanding of these responsibilities has shifted accordingly. Her own account of the process that led 

to the implementation further underscores her deliberate use of her position to push for change over 

time. 

A key distinction in this case is that much of the groundwork, such as developing local formal 

guidelines, securing political and professional support, and creating collaborative structures and 

relationships, was completed back in 2018. Back then, Municipal Manager 2 facilitated delegated 

prescribing authority, enabling nurses to prescribe in their local system, under the legal responsibility 

of the residents’ GP. This early groundwork proved vital for the stakeholders’ willingness and 
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adaptability to extend nurse prescribing into FMK. The following quote illustrates how she adopted a 

creative approach to gaining support from GPs:  

 

When establishing delegated medical orders, I had to consult all GPs, which was tedious. Writing 

to them often felt like shouting into the void. I sent this one to them by post because they had to 

sign it, since I knew they wouldn't sign digitally. I received all signatures without issues because 

they saw the benefit: "Let me get rid of the task of deciding on Mrs Jensen's laxatives”. It was 

clearly a domain we had just hit upon that made good sense, so they responded very quickly. 

(Municipal Manager 2) 

 

Municipal Manager 2 identifies the domain of prescribing laxatives, a place where nurses have strong 

expertise and GPs find the tasks burdensome and unfamiliar. She frames nurse prescribing in FMK as 

a solution that allows GPs to eliminate the task, thereby creating a win-win situation that makes 

implementation attractive rather than threatening. By framing the implementation as sense-making for 

all, and not only a technical change, she reshapes how professional healthcare workers understand and 

value the distribution of prescribing responsibilities. From a CoP perspective, Municipal Manager 2 

operates at the boundaries between multiple practices. While she is part of the nursing home nurses’ 

community of practice, she is not a core member but rather a member who imports meanings and 

perspectives from other communities. She moves between communities – municipal management, 

nursing homes, general practitioners, and local councils – and imports meanings, expectations and 

perspectives from one community into another. In terms of CoP theory, her role can be understood as a 

broker across boundaries between practices, aligning understanding and creating new shared meaning 

that makes nurse prescribing in FMK legitimate and workable across professional and organisational 

contexts. 

Municipal Manager 2’s leadership is not only oriented toward strengthening the nursing profession but 

also acknowledges that interprofessional collaboration is essential to ensure good communication and 

good quality care: 

   

It is not the general practitioners who decide whether nurses are allowed to do this; that decision 

rests with the municipal council. […] In principle, we could do it even if the general practitioners 

considered it a bad idea. However, it is simply not worthwhile to do without agreement to 

maintain good collaboration. (Municipal Manager 2) 
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In the quote, she clearly distinguishes between formal authority and practical collaboration. She 

understands that GPs do not hold decision-making authority, but she acknowledges that sustaining good 

collaboration is crucial to securing good work practice for all. From a CoP perspective, implementing 

nurse prescribing in FMK without a GP agreement would run counter to the mutual engagement and 

shared joint enterprise that bind the various communities involved in medication practice. In CoP terms, 

she is ensuring that all stakeholders share a new joint enterprise for the responsibility of safe medication 

management and work together to provide good care for the residents. Her boundary work – developing 

local guidelines, negotiating meaning and collaboration with stakeholders – has made prescribing a 

legitimate part of nursing home nurses’ participation in the community of practice. This can explain 

why this municipality, unlike others, has already normalised nurse prescribing in FMK as an accepted 

practice in everyday nursing home work. 

 

6.1.2 NURSING HOME NURSES AS CORE MEMBERS 

The Nursing Home Nurses are united because of their shared role as brokers between healthcare 

professionals. They work in the in-between spaces of other professions and settings and aim to be the 

coordinating, supportive broker who helps secure high-quality care for residents in their nursing homes. 

They specifically broker relationships between staff at nursing homes, management, GPs, nurses at 

general practices, and pharmacies. In their interprofessional collaboration, they secure other 

professionals’ perspectives to ensure effective communication and provide good care. The nurses in the 

community are driven by their mutual engagement. They are not just connected by the same 

management; they dynamically interact with one another. They have scheduled meetings where they 

discuss concerns, share experiences and cases, and practice their knowledge to build implicit 

relationships that build a sense of belonging. The community provides nurses with a place where they 

can develop and validate their professional identity and improve their expertise within their joint 

enterprise. In the focus group, they briefly explained how they tackled uncertainties: 

 

Yes, it's been running very smoothly; there haven't been any challenges. Otherwise, we have 

talked to each other (Nursing Home Nurse 3) 

Yes, we've often called each other outside of the meetings (Nursing Home Nurse 1) 

Yes, just asked "How was it?" and "Where's the guidance?" (Nursing Home Nurse 3) 
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Yes, "can we do that?" or "how are you doing here?" (Nursing Home Nurse 1) 

 

They have habits of negotiating meanings from cases and policies to secure high-quality work. The 

focus group also explored how they exchanged experiences to solve problems identified with the digital 

implementation of FMK: “That's based on what [Nursing Home Nurse 1] found out because she called 

the pharmacy and asked what could be most cost-effective for the citizen” (Nursing Home Nurse 4). In 

CoP terms, these implicit relationships are part of the community’s shared repertoire, which has 

evolved over time and is highly context-bound. They had previously discussed in their meetings a 

problem with an extra fee for residents if nurses wrote prescriptions in FMK. Nursing Home Nurse 1, 

as referred to by another member, has been brokering between collaborating communities of practice, 

discussing how best to do this in line with their residents’ considerations, and making agreements on 

best practices. They encountered a problem that didn't match their joint enterprise of providing good 

care for their residents and developed workarounds. By changing local practices and creating 

workarounds, they avoided hindering factors to effective nurse prescribing in FMK, which now makes 

sense for their work and residents, thanks to their brokering and relationships with pharmacies. In the 

next section, this workaround is described. 

 

6.1.3 WORKFLOW 

Adopting digital health changes workflows, including learning to navigate new technology, routines, 

and responsibilities. The introduction of nurse prescribing in FMK in this CoP does not create an 

entirely new practice, but rather formalises an already existing local practice. The nurses in the 

community describe prescribing as something they have already done in practice, but formally 

delegated by the GP. Below, Nursing Home Nurse 2 expresses in the focus group how the community’s 

workflow already included independent adjustment and initiation of medical treatment: 

 

I think we also experienced that it worked quite well with the delegated medical order […] we 

are used to adjusting up and down. We have started them ourselves and then told the general 

practitioner, so in that way, it is not a big change, because it is a drug we are used to prescribing. 

(Nursing Home Nurse 2) 
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Their transition has not been from non-prescriber to prescriber, so the nurses frame FMK prescribing 

more as a technical relocation of a task that was already part of the community’s practice. The primary 

change is described more as the technical system they have to do it - from GPs’ delegation in the local 

system to their prescription in the central system FMK. When explicitly asking the informants if there 

had been a big change in work practice since the adoption of nurse prescribing in FMK, one nurse 

replied: 

 

No. We have a guideline for registering it in FMK. But since we must write to the general 

practitioner anyway, there isn’t much of a change. No, not something I think is worth talking 

about. (Nursing Home Nurse 1) 

 

The practice in the community has already adopted the daily work patterns that make nurse prescribing 

in FMK normal. They don’t perceive the practice as very different, and they don’t feel that prescribing 

in FMK is a big deal; it is not even ‘worth talking about’. The nurses perceived no change in their 

workflow, since they still advise the GP after treatment ends, which they say their local guidelines 

require. This suggests that the community has adopted the formal policy change into their existing 

practice, rather than reorganising around a new prescriber role or changing workflows. The big change 

had already taken place, making implementation easier and negligible for the nurses. The community 

had already changed and redefined the boundaries before the EO was introduced. This has become part 

of their work and identity – what it means to be a nurse in this nursing home. When interviewing the 

nurses at the nursing homes, it initially appeared that they took it for granted. It was part of their identity 

and a practice they had been doing for years. For one nurse, it has been a part of her professional identity 

since she was educated: ”Yes, I have been doing it since I became a nurse, so it’s been completely 

natural from the start” (Nursing Home Nurse 1). This explains why the nurses didn’t find prescribing 

in FMK exciting or groundbreaking. 

 

Despite the collective narrative emphasising continuity in their care after implementation, one nurse 

experienced the new responsibility differently. In the focus group, Nursing Home Nurse 4 expressed 

how she has changed her own work practice to remember to follow up on her prescribing: 

 

I just think that the fact that I am responsible makes it different. I have every 14 days marked in 

my calendar, so I can check that. But it is also a lot to sit and look at how they are doing now. I 
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write myself little notes. So, it is a bit of follow-up work, I think. You have to keep an eye on it. 

(Nursing Home Nurse 4) 

 

This nurse's perceived responsibility creates new workflows that don’t correspond with the 

implementation's overall goal, which should reduce extra work for healthcare professionals. She is 

negotiating her role by creating a personal workflow – calendar reminders and private notes – to meet 

what she perceives as increased accountability and responsibility. Nursing Home Nurse 4’s new 

approach to follow-up exposes a tension between the formal rules and the community's previous 

working practice. Healthcare assistants have been conducting day-to-day assessments of how many 

laxatives they think residents need in EOJ over a given interval. This was part of work practice when it 

was under a GP’s delegated task, but when a nurse prescribes in FMK, healthcare assistants are not 

allowed to adjust doses stated in their local guidelines. This draws a new boundary around nurse 

prescribing practice, which excludes healthcare assistants from an activity that used to be part of their 

role. 

 

6.1.4 EXTERNAL RELATIONSHIPS  

Another reason the nurses in this community have learned and adopted nurse prescribing in FMK is 

their external relationship with interprofessional collaborators. As described, the nurses function 

entirely as brokers, brought together by their work of brokering, while maintaining their own 

community of practice, which provides them with a special implicit relationship. But they also 

describe their relationship and collaboration with general practice (including the GP and supporting 

staff) as good. The residents’ GPs know both the residents and the nurses and, over the years, have built 

professional relationships that have evolved into mutual trust and respect with local advantages. These 

relationships are described as quite “unique”, as one informant explains: 

 

No, we are in a good position. We have an older general practitioner who has closed his own 

practice but works as an employee at another practice. That's why we have his private number, 

but it's also a bit unique. (Nursing Home Nurse 3) 
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This relationship with the CoP's boundary actors facilitates contact with the GP and helps explain why 

this particular nursing home has not had difficulty reaching the GP. The other nurses similarly didn’t 

experience time constraints or difficulties contacting the GP. Outside the GPs’ working hours, an acute 

specialised team must be contacted, and the nurses also have their direct telephone number. Another 

nurse also emphasises that collaboration also depends on the pharmacies chosen: “We have very good 

collaborations with the pharmacies; it depends a bit on which ones we use” (Nursing Home Nurse 2).  

 

6.1.5 ARTEFACTS & TECHNOLOGIES 

The implementation of nurse prescribing in FMK is tied to different contextual artefacts and 

technologies embedded in the nurse’s everyday work practice. These artefacts support decision-making 

on which medication to prescribe to treat an identified medical issue. Nurses’ decisions on which 

medication to prescribe draw on a combination of work experience, local guidelines, charts from 

specialised departments, and residents’ preferences and involvement. One nurse expresses how formal 

artefacts from the gastrointestinal department shape her practice: 

 

Well, we actually have a guideline from the gastrointestinal department, so I always use that. 

There is a chart that asks, for example, “Do you drink more or less than a litre?” So that’s actually 

the one I use, and based on how much fluid they drink, we run a fluid chart to see how much 

they've had. (Nursing Home Nurse 1) 

 

Over time, these different artefacts and levels of expertise have evolved and stabilised into a shared 

repertoire that the nurses draw on to determine correct medication. Another nurse also points out how 

moving from local prescribing into FMK has changed risk management: 

 

When it was local [prescribing], it didn't go into FMK, so when people were hospitalised, you 

had to remember to note it in the admission report, and that hasn't been done. It's been a risk 

group. So, it's definitely made it safer that you don't have those local laxative prescriptions […] 

(Nursing Home Nurse 2) 
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Here, FMK functions as an artefact that links local practice with the broader healthcare system by 

making prescriptions visible across sectors. 

In the focus group and semi-structured interviews, nurses were asked about how the digital system FMK 

was perceived and used. They didn’t find FMK difficult to navigate or learn and described it as playing 

only a minor role in their everyday work. They understood FMK as an infrastructure for patient-safe 

prescribing and as a boundary object for others in the healthcare sector, rather than as a tool that shapes 

their work practice. FMK is already integrated into their local EOJ, and over time, this integration has 

evolved and stabilised. FMK's interoperability makes it easy for nursing home nurses to adapt to. 

Technical issues are often identified as some of the biggest barriers to adopting health technologies for 

healthcare professionals (Nascimento et al., 2023). Before the prescribing rights in FMK, nurses already 

had experience navigating the system, as one nurse explains: ”We have used FMK online if our own 

[EOJ] system has been down, so it has only been to look up information […]” (Nursing Home Nurse 

2). The transition from merely seeking information to editing prescriptions in FMK was not perceived 

as a major change because FMK was already integrated into EOJ and they were familiar with its 

navigation. FMK becomes almost invisible in practice; it’s not experienced as a barrier to adoption but 

rather as a mediator of patient safety. 

As described earlier, the nurses encountered an issue with utilising FMK for prescriptions. The nurses’ 

commitment to patient care conflicts with the policies and financial structures of nurse prescribing in 

FMK. One nurse from the community acted as a boundary-crossing broker to learn how they could 

avoid additional prescription fees for residents at the nursing home. By collaboration and transferring 

knowledge from the pharmacy back into the community, a workaround was constructed: 

 

We asked the pharmacy about the cost for the citizen, and they said there was an extra fee when 

it was a prescription, so we don't order it directly in FMK. So, we don't make prescriptions, but 

prescribe it in FMK and then send a correspondence [digital message] to the pharmacy to send 

it, because it's the cheapest. (Nursing Home Nurse 1) 

 

FMK operates as a boundary object that links nurses, GPs, hospitals, and pharmacies. However, FMK 

doesn’t fully support their joint enterprise of doing what is best for the citizens when adopting new 

prescribing responsibilities. As a result, they have collectively developed tacit and informal guidelines 

that fit their local CoP while still maintaining their purpose. As Wenger (2010) highlights, learning 
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happens through social participation, where members collaboratively negotiate meaning and adapt their 

practices in real time, rather than simply following instructions and implementation plans. 

 

FMK is described as a facilitating technology for prescribing that ensures safe prescribing practices. It 

is perceived as a legitimate and reliable system, partly because it is already familiar to them and partly 

because of its role in transferring medication knowledge to other healthcare professionals. But in their 

daily work, FMK stays in the background. Upon further examination, one of the nurses described how 

she tended to prescribe medicines in their local system (EOJ) first to “try out” a medical treatment, and 

only transfer medications that appear to work for the resident into FMK. In this way, FMK is framed as 

a place where only effective medication should be registered. This practice of registering only the 

medication that “works” conflicts with their joint enterprise and the technology's aim of providing up-

to-date medication information that supports safe care across sectors if the resident is hospitalised. The 

nurses’ shared practice around safe prescribing of medicine is negotiated to focus only on effective 

treatments. One nurse describes the process of registering medication in FMK:  

 

I looked through our local prescriptions, what we have, then I registered them in FMK. So, I just 

spent 5 minutes on that. Then we don't have to contact the general practitioner. (Nursing Home 

Nurse 3) 

 

This nurse explains how she can easily register local prescriptions issued in EOJ into FMK, but not the 

other way around. FMK is used as a registration tool for local decisions that are already made elsewhere, 

rather than as the primary site of decision-making. This process shows how FMK is integrated into their 

practice: it is adapted to support the community’s workflow rather than reshape it. 

Over time, the CoP has developed a shared history of how to use their local EOJ, FMK, local guidelines, 

posters, and communication channels with external stakeholders. They share experiences, negotiate 

new elements, and shape artefacts and technologies that are enacted in practice through social 

interaction – they learn through social participation, not just through formal instruction. Together, these 

artefacts and technologies (local guidelines, specialist charts, local system (EOJ), and FMK) are not 

neutral tools. They are central to how this community of practice negotiates meaning, learns, manages 

risk, and enacts nurse prescribing. Through ongoing participation, members collectively shape these 

tools, thereby shaping their work practices and experiences of meaning. 
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6.1.6 PROFESSIONAL IDENTITY AND PROFESSION 

Granting nurses a reserved scope of practice that includes prescribing in FMK not only redistributes 

tasks but also challenges understandings of what it means to be a nurse in the municipal nursing home 

context. Being a nurse is not only a formal role defined in legislation but also an identity constructed 

through social participation in the CoP and influenced by broader societal norms about “good nursing”. 

In this CoP, professional identity and boundaries are actively negotiated. 

Le May (2009) states that CoPs have an advantage in addressing transitions that challenge 

responsibilities and professional boundaries in healthcare, as they provide a place to share problems, 

learn new skills, and develop a collective voice. This dynamic was visible in the focus group, where 

nurse prescribing in FMK generates both pride and worries. The nurses used the focus group to negotiate 

norms of practice and collectively negotiated what counts as legitimate nursing work. Nursing Home 

Nurse 1 frames prescribing as a recognition of nursing competencies: 

 

I think it's a bit of kudos to nursing in general that you are seen more for your competencies 

than before. Because there are some pretty skilled nurses around, also in hospitals, it's not just 

“Florence Nightingale”. It's a big responsibility, because you must see the whole citizen, even 

just by prescribing laxatives […]. (Nursing Home Nurse 1) 

 

The quote shows that nurse prescribing is perceived as the opposite of a “Florence Nightingale” (i.e., a 

reference to nursing theorists who have maintained the discourse that nursing is a calling and consists 

of providing care as basic values such as food, water and hygiene) - a typical stereotype of nursing, but 

she sees it more as a form of professional upgrade. This nurse describes prescribing as seeing “the whole 

citizen”, emphasising that nurse prescribing is part of holistic, patient-centred nursing care. Here, 

prescribing in FMK is fully earned and is part of nursing care that sees the whole patient. In response 

to the above quote, another nurse expressed concern that the expansion of the nursing role may take 

nursing away from direct patient care: 

 

I think the focus could go wrong. I actually think that's already the case in hospitals, where 

nurses believe they have to distance themselves from patients, do more instrumental work, 

and would rather not go out and touch patients. I could well be worried about that. You might 
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forget a little why you're there. It could seem a bit troublesome if you must go in and wash 

[the patient]; you'd rather not do that. (Nursing Home Nurse 2) 

 

This nurse explicitly expresses tension between relational, hands-on care and instrumental, technical 

tasks. Here, new tasks risk drifting nursing toward a focus solely on “instrumental work,” away from 

touch, washing, and direct patient care, which the nurse identifies as the core of the nursing profession. 

A third nurse immediately links this concern to the “Fundamentals of Care”: “Yes, like the 

Fundamentals of Care” (Nursing Home Nurse 3). In this discussion, the nurses collectively tie 

prescribing to core nursing values: careful observations and fundamental care. At the same time, none 

of the nurses is practising any of the “hands-on” care, as they all have administrative roles and don’t 

provide direct patient care. This focus group discussion thus explores an internal professional tension 

between instrumental and relational understandings of nursing, or, as it is also described, between 

caring and curing. 

These competing perspectives also concern the profession’s future. One nurse expressed concerns about 

how the profession and the name: “Yes, I could just be worried that nursing will disappear from what 

that has to do with care, and then we will suddenly have to be called something else” (Nursing Home 

Nurse 2). At the same time, their concern about the profession's future did not lead to resistance to 

prescribing in everyday practice. The same nurse who worried about “nursing will disappear from what 

that has to do with care” was proud and actively prescribing in FMK in the nursing home. One nurse 

describes task shifting as ongoing rather than new: “It is ‘task shifting’, which has been ongoing for 

years” (Nursing Home Nurse 1), and another adds: “Yes, we have to do it” (Nursing Home Nurse 3). 

This illustrates that even when identity tensions were expressed, the nurses did not refuse to prescribe 

in FMK; They enacted the new role while simultaneously questioning what it might do to the meaning 

and understanding of their identity and profession. 

Within this CoP, there are ongoing negotiations over what counts as “good nursing” and which tasks 

are considered legitimate nursing work. Nurse prescribing in FMK becomes a central point in these 

discussions. On the one hand, prescribing in FMK is framed as a recognition of nursing expertise and a 

means of delivering more holistic care; on the other hand, it raises concerns that nurses are moving 

away from their core activities related to patients’ daily needs, such as bathing and talking. 

 

6.1.7 SYNTHESIS OF THE COP  



 

 

 

 Page 51 of 73  

This CoP has uniquely been able to adopt nurse prescribing in FMK because it builds on an 

established work practice rather than creating a new one, and because it is embedded in a strong CoP. 

The major transition in responsibilities and tasks was completed in 2018 with the introduction of 

delegated prescribing. Nurses were already accustomed to adjusting treatment, drawing on specialist 

charts, local assessments, and shared tools, and FMK could therefore be easily integrated into practice 

rather than viewed as a disruptive technology. At the same time, FMK created financial and practical 

barriers; nurses used their broker role, collaborated with external stakeholders, and engaged with the 

community to develop local workarounds that aligned with their joint purpose. Through regular 

meetings, experience sharing, and collective problem‑solving, they continually adapt artefacts, 

workflows, and systems to fit their practice. 

Strong, boundary‑spanning leadership and supportive external collaborators are crucial to this process. 

Municipal Manager 2, collaborating GPs, and pharmacies actively trust and recognise nurses’ 

competencies and invest in local guidelines and structures, which frame nurse prescribing in FMK as 

meaningful, safe, and beneficial. Together, these factors explain both how nurse prescribing has been 

technically and socially integrated into everyday work (through continuity of workflows, artefacts, 

and technologies) and why this community—supported by strong leadership, trustful collaborations, 

and a learning‑oriented context—has been able to adopt and normalise nurse prescribing in FMK, 

whereas other municipalities have not. 

 

6.2 IMPLEMENTATION FACTORS 

This section examines the implementation factors that informants construct around nurse prescribing in 

FMK and how these factors shape its implementation. In the empirical data, four main categories were 

identified: 1) Responsibility and Accountability, 2) Professional Competences and Boundaries, 3) 

Timing and Organisational Priorities, and 4) Clinical Relevance. Each constructed implementation 

factor functions as an enabler or a barrier in a municipal context and directly addresses RQ3. 

In line with social constructivism, the term “implementation factor” is understood as continuously 

constructed in practice rather than as a fixed given. Together, these interpretations and understandings 

of nurse prescribing in FMK shape what is perceived as possible, meaningful and appropriate action, 

and thus become central to whether it is implemented in a municipal context. 
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6.2.1 RESPONSIBILITY AND ACCOUNTABILITY 

Responsibility and accountability are understood to be factors that can either enable or hinder the 

implementation of nurse prescribing in FMK. The first central factor identified is management’s 

accountability for implementation. Legislation and regulations place responsibility on management to 

ensure that: nurses have the competencies required to perform nurse prescribing in FMK, have access 

to the equipment required to perform the tasks, and are supervised and followed up on the 

implementation (Styrelsen for Patientsikkerhed, 2024). 

In Municipality 1, Municipal Manager 1’s understanding of this accountability becomes a barrier to 

implementation. In the following quote, she emphasises that management is responsible for ensuring 

that nurses understand the guidelines, and that this is something they don’t want to do: 

 

It is the leader who is responsible for ensuring that the instructions are seen, heard and understood 

- and there are not many municipal leaders who will stand up for that. First, they have to be 

clearly described, and then people have to be trained. They are not particularly interested in that 

because there is not much volume to make it particularly interesting. (Municipal Manager 1) 

 

Her arguments are also heavily based on the perceived and expected low volume of nurse prescribing 

in FMK; therefore, the managers are unwilling to invest in implementation and systematic follow-up. 

From a socio-constructivist perspective, this condition for non-implementation shows that 

understanding of management accountability is shaped by the local context and is linked to risk, 

workload, and a lack of perceived benefit. Accountability in management is associated with extra 

administrative burdens rather than qualitative improvements for citizens or healthcare workers. 

Accountability is here perceived as a barrier to implementation. The low volume of medication tasks 

does not justify the managements work; responsibility is therefore linked to whether the act is 

considered worth it organisationally. This can be analysed in terms of what is considered valued in 

Municipality 1 (e.g. volume, measurable effects). Nurse prescribing in FMK is not associated with 

organisational benefits, making it less attractive. This also explains how responsibility functions as a 

barrier rather than a driver for change. 

In contrast, Municipal Manager 3, where implementation is in its initial stages, describes responsibility 

as a factor that supports its implementation in practice. She specifically questions why nurses shouldn’t 
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be responsible for their own actions, because nurses working in this municipality are used to taking the 

responsibility of prescribing locally in EOJ:  

 

Why should we continue to have delegated orders for medication? If it falls within our reserved 

scope of practice, then we will man up and take responsibility for it ourselves. Why should we 

continue to have it under the general practitioner's responsibility when it could be the nurse's 

responsibility? (Municipal Manager 3) 

 

In this quote, responsibility and accountability are linked to professional identity and autonomy, as 

nurses in this municipality already prescribe under GP delegation. They therefore wish that the formal 

accountability should follow the actual practice, rather than remain with the GP. This construction of 

responsibility differs from Municipal Manager 1s, making accountability meaningful and professional 

desirable, and follows an already existing work practice. In this municipality, responsibility becomes 

an enabler of implementation. 

Municipal Manager 3 also explains that responsibility for individual nurses’ competencies and decisions 

rests on trust in the individual’s ability to recognise their own limits and take on only tasks they are 

comfortable with: “[…] it's up to the individual to do it or not do it [prescribe in FMK] So that's why 

we haven't had such a narrow framework for it.” (Municipal Manager 3). This local practice is 

characterised by trust in the individual nurse’s judgement and, therefore, supports implementing nurse 

prescribing in FMK for all nurses working in the municipality, not only a specialised group of nurses. 

 

At the meso-level, responsibility and accountability for nurse prescribing in FMK are linked to the 

distribution of tasks across sectors and organisations within the Danish healthcare system. Formally, 

the EO places the responsibility for implementing nurses' reserved scope of practice at each individual 

municipality's management (driftsherre), which could be the local council or political board. How the 

responsibility of task distribution is understood and considered is shaped by who “owns” different tasks 

and who should pay for them. KL has advised municipalities to “wait” before implementing because 

the EO doesn’t support the existing task distribution principle, under which prescriptions were 

traditionally issued by the GP, a structure within the regional sector rather than the municipal sector. 

KL specifically concerns that the task shifting is unpaid: "And it is not in the interest of the 

municipalities to just take on tasks, everything they possibly can, without getting funding for it” (KL). 

This framing presents nurse prescribing in FMK as a potential redistribution of work and costs, with 
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municipalities taking on responsibility and tasks without additional funding. This framing of unpaid 

task shifting has become a powerful institutional factor for why it shouldn’t be implemented in 

municipalities. This making municipal managers justify why they would voluntarily take on extra tasks 

in an already challenged healthcare system. Implementing the Healthcare Reform aims to break down 

these underlying structural barriers in what is called a “siloed healthcare system”, which doesn’t support 

patient-centred care but operates in isolation from one another (Høgsgaard & Andersen, 2024). The 

way resources are divided creates barriers to implementing nurse prescribing in FMK in practice and 

creates power issues between institutions. The care for citizens seems to be left out of this factor in 

practice, given how the money is distributed among the divided sectors and the responsibilities the 

municipal managers must take on. 

 

6.2.2 PROFESSIONAL COMPETENCES AND BOUNDARIES 

The second theme discovered is how nurses’ competencies and professional boundaries are constructed. 

These constructions shape whether nurse prescribing is perceived as a natural extension of nursing 

practice or as crossing over into physicians’ professional boundaries and medical territory. Municipal 

Manager 1, who hasn’t implemented it, frames their decision as being made “out of consideration for 

the citizens”:  

 

We know that, as nurses, we can register in FMK, but we want a medical [GP’s] assessment. So, 

we do this out of consideration for the citizens. It is much easier to handle if the medicine is 

administered under a medically reserved scope of practice in FMK. Nurses don't have to juggle 

the over-the-counter pill area because it is large. (Municipal Manager 1) 

 

This statement does more than express concern for citizens’ safety. It constructs a hierarchy of 

competence in which she places medical assessment (GPs), and nurses shouldn’t concern themselves 

with a “big” over-the-counter pill area that seems too large and overwhelming for them. Although it is 

legal for nurses, Municipal Manager1’s interpretation of professional boundaries, competencies, and 

what counts as good and safe practice remains with the GP's profession. Municipal Manager 1’s saying 

“Consideration for the citizen” becomes one of the justified reasons for keeping the traditional 

boundaries between professions and practice, as they frame their decision not to implement the act as 

the safe, responsible, and ethical choice. This stems from the normative story that is made about what 
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a nurse is, should, and can be – in this regard, a nurse is someone who delivers good nursing care by 

contacting the GP for medical assessment and treatment of citizens. This construction shapes the 

municipality's implementation decisions by making nurse prescribing misaligned with what nurses 

actually can and should care about.  

An almost opposite view can be seen in the interview with Municipal Manager 2. This municipality has 

implemented nurse prescribing in FMK in practice, but here nurses are described as having a central 

role in safeguarding medical decisions by the GP:  

 

We sometimes find ourselves in situations where they have been to the general practitioner, then 

they get some medicine, and then we have to put them in the boxes, and then we think, hmm, is 

this a good idea, because I also have to put Losec [drug] in, and then it is the nurses who call the 

general practitioner and say, “you have prescribed so and so much ibuprofen, and should that be 

followed up, or because I can see the patient is also getting stomach ulcer medicine?” So, I think 

quality control often falls to the nurses. (Municipal Manager 2) 

 

In this municipality, nursing competencies are understood to be highly advanced, strongly moral, and 

responsible. Nurses are positioned as the ones who perform “quality control” on the GP’s medical 

assessment by identifying potential problems and asking about follow-up, using care and medical 

knowledge to avoid prescribing medication with a contraindication. This way of seeing nurses’ 

competencies is shifting professional boundaries, rather than just implementing medical prescriptions. 

The practice seems justified as she understands and believes that nurses are already critically reflecting 

and correcting GPs’ prescriptions. This construction of nurses as safeguarding patient safety and 

securing quality in treatment becomes an important factor for implementing nurse prescribing in this 

municipality. 

Just by looking at two different municipalities, we can see that the professional boundaries are drawn 

differently. From Municipal Manager 1, prescribing is still understood as a medical task that should 

remain within the medical profession to secure safe medical assessments. Nursing competencies are 

framed and understood more as following and implementing medical decisions than worrying about a 

big pill area. Municipal Manager 2 uses the understanding of what she believes nurses already do – 

monitor and critically review the GP’s medical choice to justify the expansion of nurses’ formal role 

and scope of practice. Her understanding of nurses and medication practice is inscribed in organisational 
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structures, giving nurses a central role, they already practise under a GP’s delegation and, as good, 

responsible, and moral nurses, they are used to it. 

The two informants have two different understandings of nurses’ competencies and professional 

boundaries, leading to two different conclusions on the legitimacy of nurse prescribing in FMK and, 

consequently, two different implementation decisions. 

 

6.2.3 TIMING AND ORGANISATIONAL PRIORITIES 

Rechel et al. (2019) emphasise that timing plays a crucial role in whether health policy changes are 

successfully implemented. This is particularly relevant here, as nurse prescribing in FMK is introduced 

during a “reform storm” in the Danish healthcare system. The Danish healthcare system is undergoing 

change, with new reforms ahead that are straining an already challenged system. Several informants 

cited timing and organisational priorities as hindering factors for successful large-scale implementation 

in the municipalities. This was identified in several municipalities and in the organisation DSR, which 

outlined other important reforms and new structures that have implementation obligations: 

 

I think there's something about the reform storm. They're insanely busy creating permanent 

teams, dealing with the Senior Citizens Act, and handling company transfers in the 

municipalities. So, there are simply some must-do tasks that come first. (DSR) 

 

Nurse prescribing in FMK is not subject to legislative implementation obligation, but is still considered 

a must-do task for DSR. KL has told municipalities “to wait” before implementing the act and also 

describes the topic as “a closed chapter seen from KL’s part” (KL). They don’t see this optional task as 

having any meaning for municipalities right now, as other mandatory organisational priorities should 

be prioritised. KL no longer work nurses’ reserved scope of practice, and hasn’t for over a year. Even 

the municipality that has adopted some medications reflects on the context of implementing: “Then, it 

is pushing something in a very busy everyday life, then it is difficult to implement. It is not fully 

implemented there” (Municipal Manager 2), justifying her reason for why it hasn't been fully 

implemented yet in the municipality in home care. 
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Across the individual interviews, timing and prioritisation emerged as practical and significant factors 

that all informants (except the Nursing Home Nurses) identified as reasons this digital health prescribing 

transformation wasn’t fully implemented across all municipalities. 

 

6.2.4 CLINICAL RELEVANCE 

All informants across levels emphasise that nurse prescribing in FMK is only perceived as clinically 

relevant if it brings clear value and meaning for both citizens and nurses’ work practice: “it should be 

something that should make things better not only for the citizen but also for us and give meaning to 

the work we do” (Nursing Home Nurse 2). Or if it changes outcomes: “The reserved scope of practice 

becomes relevant when its application supports clinical care—for example, by preventing avoidable 

hospital admissions and substantially improving patient outcomes” (DSR). From a CoP perspective, 

this links clinical relevance to whether nurse prescribing in FMK is experienced as contributing to the 

shared enterprise of providing good care and to nurses’ sense of meaning and identity. Clinical 

relevance is therefore linked to whether municipal managers and nurses expect nurse prescribing in 

FMK to be used frequently enough and whether it is perceived as meaningful relative to existing tasks, 

workloads, and perceived risks. In the focus group, the nursing home nurses negotiated other 

medications that could be applicable to their practice: 

 

Let's consider Paracetamol. Then, perhaps we should go in and check blood tests, weight, and 

everything else. It's not only about Paracetamol, despite what I might hear from someone who 

suggests otherwise. I believe the situation isn't that straightforward. (Nursing Home Nurse 4) 

 

These nurses collectively negotiate what counts as meaningful work within their CoP. They are not just 

evaluating Paracetamol as a pharmacological object but constructing its clinical relevance in relation to 

existing routines and competencies. Paracetamol is framed here as clinically and practically demanding 

because it implies new workflows and additional interpretative tasks, such as accessing and 

understanding blood test results, which do not fit their perceived competencies and scope of practice. 

In this way, nurses set boundaries on which medications they include in their prescribing repertoire. 

As Municipal Manager 1 notes in section 5.2.1: “[…] there is not much volume to make it particularly 

interesting” (Municipal Manager 1). The expected clinical relevance and volume were not perceived as 

high enough to justify the additional work and responsibility imposed on management. From this 
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perspective, nurse prescribing in FMK must involve a sufficiently large group of citizens and enough 

clinical situations to bring a meaningful change. At the meso-level, clinical relevance is constructed as 

insufficient to justify the organisational investment required to support it. 

Even in the municipality that has implemented nurse prescribing for laxatives, the clinical relevance of 

the full list of medicines in the EO is not taken for granted and explains: “We shouldn't have a reserved 

scope of practice for drugs that are not routine. If you want to get good at something, you have to have 

it in a regular flow” (Municipal Manager 2). This highlights the link between clinical relevance and 

whether a medicine is used routinely and can be integrated into a stable nursing workflow. Medicines 

used only rarely in the municipal context are not considered meaningful for local implementation, even 

if they are formally included in the EO. 

These perspectives indicate that perceived clinical relevance is not given by the mere existence of a 

legal right to prescribe in FMK but is instead constructed as a local assessment of need, volume, and 

impact. The informants evaluate whether nurse prescribing in FMK genuinely improves care, reduces 

delays, or meaningfully supports municipal work practices. From a socio-constructivist perspective, 

clinical relevance is constructed through organisations’, municipal managers’, and nurses’ assessments 

of need, risk, and workflow. 

 

6.2.5 SYNTHESIS OF THE CONSTRUCTED IMPLEMENTATION FACTORS 

Four constructed factors shape whether nurse prescribing in FMK is implemented or remains unused 

in Danish municipalities: Responsibility and Accountability, Professional Competencies and 

Boundaries, Timing and Organisational Priorities, and Clinical Relevance. Together, these factors are 

understood either as enabling safe and meaningful practice, or as sources of risk and misalignment 

with existing roles and organisational priorities. It is the specific local configuration of these 

understandings that produces variation in implementation across municipalities. 
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7. DISCUSSION 

This study has examined how nurse prescribing in FMK within municipalities is enacted, constructed, 

and negotiated by informants across organisations and institutions, as well as by nurses in local nursing 

home practices. By combining a social constructivist perspective with Communities of Practice theory, 

and drawing on interviews and a focus group, the study shows that nurse prescribing in FMK is not 

simply a technical or legal change. Instead, it is a locally negotiated practice that depends on history, 

internal and external relationships, and interpretations across levels. 

This discussion is structured around key findings from the two analyses: 5.1 Community of Practice 

and 5.2 Implementation Factors. These sections are discussed alongside other studies that both align 

with and diverge from the findings. Furthermore, contributing factors that may have influenced the 

findings are discussed, as are the limitations. Lastly, the study’s relevance and recommendations for 

future studies are addressed. 

 

7.1 COMMUNITY OF PRACTICE  

The success of the CoP relies heavily on pre-existing prescribing practices, effective boundary-spanning 

leadership, and established local guidelines. Nurses were already accustomed to adjusting treatment 

based on their experience with bowel issues, specialist charts, strong collaboration with GPs, and local 

assessments in EOJ, so the transition to prescribing in FMK felt like a continuation of an existing 

practice. In CoP terms, the community already had a mature, historically evolved shared repertoire and 

high internal and external trust before prescribing in FMK was introduced. 

FMK serves as a tool for safe prescribing and links healthcare professionals. However, its financial and 

organisational structures hinder the community’s goal of doing what is best for residents. When FMK 

incurs extra costs or barriers, nurses use their broker roles to create informal workarounds. They tended 

to “try out” medication in EOJ first, and only register effective medical treatments in FMK afterwards. 

These practices help align technology with local values and routines. However, they can also undermine 

FMK’s intention to provide an up-to-date medication overview and, therefore, not be fully patient-safe 

in the event of hospitalisation. This practice results in double documentation and an additional 

administrative burden, as the nurses must remember to transfer the information to FMK. In that case, 

does FMK lose its function? The lack of interoperability between the local EOJ and the national FMK 

means that nurses document in two places, but only the documentation in the national FMK is visible 
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to other healthcare professionals. Is the story they tell about FMK their narrative ideal rather than the 

truth about how they actually use the systems in practice? A discussion point that also deals with the 

limitations of this study is that it focuses only on what they say they do, not on what they actually do. 

One nurse explained that it is the healthcare assistant who has prescribed the medication in EOJ under 

a delegation. This can be seen as a prerequisite for nurse prescribing in FMK: healthcare assistants take 

on nurses' tasks, just as nurses should take on physicians' tasks (Vinge, 2010). But it also reveals how 

the health professionals’ boundaries, tasks, and responsibilities may differ significantly from those in 

other municipalities. 

 

The CoP also proved successful, as nurses collaborated with GPs and pharmacies in ways that reflected 

local conditions and a historical practice of collaboration with boundary actors. One of the nurses 

explicitly explained that their good collaboration and easy contact with the GP were linked to a GP who 

no longer worked as many hours a week and had been the nursing home's primary GP for years. In this 

nursing home, all residents had the same GP, whereas in some other nursing homes, residents had 

different GPs. Other studies similarly found that GPs at older ages who work fewer hours tend to be 

more supportive of nurses taking on tasks such as prescribing (Groenewegen et al., 2022). At the same 

time, the nurse recognised that when a new GP entered the nursing home, collaboration changed, as the 

GP did not yet know the residents or the nurses' competencies and roles. This corresponds with other 

studies showing that physicians’ distrust of nurse prescribing can negatively affect collaboration and, 

in turn, nurses’ motivation to engage in prescribing practice (Jodaki et al., 2024). 

 

Internal negotiations within the nursing community about a more instrumental, technical form of care 

tasks also correspond with the findings of Jedwab et al. (2022), who show that nurses' technical tasks 

have shifted towards more depersonalised care. Within the community, these ongoing negotiations 

about what should count as the norm for nurses, together with the Executive Order authorising 

prescribing and other medical tasks, do not make them any easier. The fact that nurses’ scope of practice 

and responsibilities also depend on decisions made in each municipality further complicates these 

boundaries. Compared with other nursing roles, such as anaesthetic or surgical nursing, which are more 

clearly defined, the role and professional boundaries of municipal nurses are therefore considerably 

more complex and ambiguous. 

Implementation depends heavily on an innovative learning environment that facilitates new health 

initiatives and draws on municipal capabilities. These initiatives appear to be easier to adopt when 

nurses have previously carried out similar tasks under a GP’s delegation. If this digital health transition 
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is feasible only in institutions with strong external collaborations and well‑established communication 

channels, it risks reinforcing power imbalances between municipalities. 

 

More broadly, the findings show a gap between central policies and local practice. National frameworks 

and digital infrastructures such as FMK aim to standardise and support safe cross-sectoral medication 

processes, but their actual use is shaped by local conditions, financial structures, and nurses’ 

understandings of good care. Implementation happens as an iterative, negotiated process rather than a 

linear rollout. In this case, the municipal nurse CoP is crucial to effective implementation. Regular 

meetings, shared problem-solving, and collective support enable policies to be translated, problems to 

be addressed, and new shared repertoires to develop. Without such a learning community and strong 

boundary-spanning leadership, it seems doubtful that nurse prescribing in FMK would have been 

implemented and normalised in this municipality. 

 

7.2 IMPLEMENTATION FACTORS 

In the second part of the analysis, the findings show that informants across levels identified the same 

implementation factors for nurse prescribing in FMK but framed them as either enablers or barriers in 

municipal contexts. 

Making decisions is a process structured by both internal and external contextual factors (Banerjee et 

al., 2025), implying that decision-making and sense-making in digital health implementations are 

shaped by several aspects linked to an informant’s specific position and environment. This is also 

reflected in the findings of this study: the practical, structural, and economic implementation factors 

were located within organisations and institutions and were not common concerns among nurses in 

everyday care. Organisations such as KL must focus on the long-term economic consequences of 

implementing digital health. Municipalities' decisions are influenced by central messages from KL and 

are oriented towards how the implementation will work in practice and what outcomes it will produce 

for healthcare professionals and citizens. These decisions are shaped by locally specific conditions (e.g., 

a shortage of GPs in a municipality) as well as emotional and cultural factors. 

Implementation takes time, and there is a lengthy process behind it that this study didn’t account for. 

Municipality 3 is a great example of this: They started months ago, but the initial stage of 

implementation is to get everyone on board that implementing nurse prescribing in FMK makes sense, 
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then to frame formal guidelines and meet with the Municipal-Medical Committee (KLU), which has to 

review the guideline, consult with the GPs in the municipality, and discuss it in meetings that only 

happen a couple of times a year. As this local case reveals, implementation is an iterative process that 

requires negotiation to resolve problems and concerns. Other municipalities may be in the same process 

without this authors knowledge. 

Municipalities’ role in organising healthcare and implementing digital health is not mandatory. Studies 

show that local self-governance can enable context-dependent actions that involve community 

participation and can positively impact health equity, efficiency, and access to health care (Bisht, 2025). 

But could it also reveal a much more complex issue that could negatively impact the citizens’ health 

and access to it? If a citizen’s access to healthcare services, such as nurse prescribing in FMK, depends 

on the municipality where they live. Even though this is a relatively small shift in task on paper, it may 

reflect a much bigger issue – how policies are executed – and is up to each institution to decide whether 

to embrace it. 

The interviews and work on this topic also revealed that the guidance for the EO on nurses’ prescribing 

authority is not fully understood by all actors. This lack of clarity appears to generate unnecessary 

additional work for both nurses and general practices. A central point of confusion concerns whether 

nurses must notify the physician after prescribing in FMK. In Municipality 3, the local guidelines state 

that nurses should send a message to the GP after end of medical nurse treatment, even though the EO 

guidance specifies that registration in FMK is sufficient information. When I raised this question, it was 

rejected on the grounds that they just follow the EO. The nursing home nurses also discussed this 

requirement as part of their local guidelines, while the municipal manager responsible for developing 

the guidelines claimed that such follow-up was not required when prescribing in FMK. This indicates 

a clear case of misunderstanding and mistranslation of the guidance, which the GP also described as 

burdensome and time-consuming in general practice, as stated by Municipal Manager 3. The nursing 

home nurses in Municipality 2 further noted that, over time, they had stopped receiving replies from 

practice nurses in general practice, which they interpreted as a sign that these follow-up messages were 

perceived as boring and unnecessary. 

 

7.3 FACTORS INFLUENCING THE RESULTS 

The interpretation of this study’s findings should consider factors that could have influenced the results. 

Firstly, the informants on whom the study is based. The nursing home nurses at the micro level all had 
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specific roles, supporting healthcare assistants and acting as brokers between them and GPs. Their role 

facilitated a patient-safe, quality-focused mindset, and they had specialised education to work across 

professions and sectors. This could be a reason why these nurses perceived nurse prescribing in FMK 

as natural and not a big deal. They also didn’t have direct contact with residents unless needed at their 

nursing homes, meaning their whole role was to ease routines and communication between the nursing 

home and the GP. If they didn’t hold that specific position but were in direct patient care, the 

implementation results could have been different. Their health literacy was not examined, but it could 

influence their perception of FMK. They stated that they didn’t think their position or experience had 

given them any advantages in embracing this digital shift in tasks, though. 

Secondly, it could be discussed whether the local system (EOJ) has influenced the findings, as there 

may be variation in municipal digital infrastructure. Other regions in Denmark with other local systems 

could perceive the integration of FMK differently. 

 

7.4 LIMITATIONS 

The study is limited by its qualitative case design, small sample size, and lack of direct observation and 

medical perspectives. It is recommended for further study. 

A typical limitation of using Communities of Practice theory is that it says nothing about the 

effectiveness of a CoP in healthcare practice (Le May, 2009). CoP theory emphasises social learning, 

shared repertoires, and identity, which can over-socialise the findings. In this study, this may have 

influenced the results by shifting the analytical focus away from the technology itself and its technical 

challenges. Technical limitations were primarily framed as social negotiations the community had to 

manage, rather than as technical issues. 

Interviewing organisations and non-implementing municipalities gives valuable insights into how nurse 

prescribing in FMK is constructed by multiple informants. However, the theoretical and methodological 

approaches can only capture how nurse prescribing in FMK makes sense to the specific informants, not 

whether their interpretations are shared more broadly. Several of the implementation factors that 

informants described as barriers or enablers were prospective, speculative, or rooted in institutional 

resistance, without lived experience or empirical evidence of nurse prescribing in FMK. Therefore, the 

two main analysis sections cannot be directly compared: the implementation factors are largely 

imagined barriers and enablers, whereas the CoP analysis is based on the community’s actual 

experiences with nurse prescribing. 
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7.5 FURTHER RESEARCH 

Based on these limitations and the study’s findings, a few recommendations for further research can be 

made. There is still no evidence that nurse prescribing in FMK improves healthcare resource utilisation 

or frees up more time for citizens. New research should therefore investigate the clinical and economic 

implications of nurse prescribing in FMK, incorporating perspectives from GPs and citizens, and 

contrasting various municipal and technological contexts. 

The qualitative design gives in-depth, context-dependent insights into a research gap in the Danish 

municipal setting but does not address the consequences of implementing it in clinical practice. Further 

study should include a quantitative analysis to determine whether it is time- and cost-effective. This 

perspective could inform municipalities and regions that need evidence or measurable effects to justify 

implementation, or to decide against it.  

Several additional perspectives should be included in future studies on nurse prescribing in FMK. 

Findings from the CoP case highlight the importance of general practitioners’ perspectives. Their role 

as boundary actors and active collaborators directly shapes how nurse prescribing is applied in nursing 

homes. In this study, several professional organisations representing doctors’ interests that had 

participated in the public debate and the working group were contacted. However, only the Danish 

College of General Practitioners (Dansk Selskab for Almen Medicin) replied, explaining that they 

receive so many requests from students that they have decided not to participate in any of them. 

To involve all affected actors in implementing nurse prescribing in FMK, future studies should also 

include citizens’ perspectives. Their voices have been absent from the public debate, even though they 

are the ones directly affected. If Danish healthcare is moving towards more patient-centred care, 

citizens' opinions and experiences should be examined to assess whether nurse prescribing in FMK is 

perceived as meaningful, safe, and valuable for them. 
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8. CONCLUSION 

This study shows that nurse prescribing in FMK is enacted within the municipal nursing home 

community of practice as a continuation and formalisation of an already established prescribing 

practice. It is made meaningful through a joint enterprise in providing good and safe care, a mature 

shared repertoire, strong collaborations, and ongoing negotiations of professional identity (RQ1).  

The adoption in this community is enabled by specific contextual factors: a prior history of delegated 

prescribing, local workarounds around prescriptions, strong boundary‑spanning leadership, clear local 

guidelines, specialised charts, stable digital infrastructures, and trustful internal and external 

collaborations (RQ2). 

Professional organisations and municipalities construct the same implementation factors in different 

ways; they become either enablers or barriers (RQ3): 

- Responsibility and accountability are either constructed as an unwanted managerial risk and an 

administrative burden with little perceived benefit, or as a desirable alignment between actual 

practice and formal responsibility that strengthens professional autonomy. It was also constructed 

as a barrier, as it didn’t support the task distribution that relies on institutions. 

- Professional competences and boundaries are constructed either as arguments for keeping 

prescribing within the GP’s domain or as recognition of nurses’ existing role in safeguarding and 

quality control of GPs medical assessments. 

- Timing and organisational priorities are constructed as barriers to implementation in the context 

of a “reform storm” alongside other organisational priorities. 

- Clinical relevance was considered an implementation enabler only if it supported existing work 

practices and was assessed locally by need, volume, and impact. 
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9. PERSPECTIVE 

 

The findings show that legal and technical feasibility do not automatically translate into use in municipal 

settings. Although the Executive Order and FMK together make nurse prescribing lawful and 

technically feasible, implementation depends on more than national regulation and digital infrastructure 

alone. It also depends on how local managers and nurses enact it, including their sense of responsibility, 

perception of risk, professional identity and views on clinical relevance. 

 

For municipalities, the case illustrates that implementation is more likely to succeed when it builds on 

existing practices and is supported by a strong community of practice. Other municipalities may learn 

from this by identifying where nurses are already practising nurse prescribing under GP delegation. In 

such cases, technical transformation may be more likely to succeed. For those who do not currently use 

delegated prescribing, a first step could be to establish a practice of delegated prescribing. This helps 

build trust and experience and may ease the transition to FMK. Secondly, this study shows that starting 

with a limited selection of medicines that are perceived as clinically relevant, manageable, and low-risk 

– in this case, laxatives – can make implementation more acceptable and feasible. Although this study 

does not have full generalisability across all municipalities, it may reveal local issues. These issues are 

likely to be present in other municipal contexts. 

 

This study also reveals how technical workarounds were developed when FMK failed to meet nurses’ 

expectations for care at the lowest cost to residents. This led to measures to avoid prescription fees. To 

make implementation easier and more desirable for nurses and citizens, these technical and economic 

obstacles should be addressed. Doing so will help ensure that nurse prescribing in FMK is more 

meaningful and relevant for both citizens and healthcare professionals, and that everyone follows the 

same prescribing procedure in FMK. 
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APPENDICES 

 

These Appendices contain the full interview guides. The interview guides differ in focus and scope, as 

they are tailored to the interviewee based on prior informal conversations and the informant’s 

position. The appendices are arranged and not in chronological order as they appeared.  

 

Overview: 

Appendix A: Interview Guide - DSR 

Appendix B: Interview Guide - KL 

Appendix C: Interview Guide – Municipality 1 

Appendix D: Interview Guide – Municipality 2 

Appendix E: Interview Guide – Municipality 3 

Appendix F: Interview Guide – Nursing Home Nurses 

Appendix G: Interview Guide – Focus Group 
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