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To the women in the health care service

’Within you, vault opens behind vault ad infinitum. 
Never will you be finished, and that´s as it ought to be’. 

Tomas Tranströmer* 



*From the suite of poems “The living and the dead” (1988) by Tomas Tranströmer.



Abstract 
 
Health care personnel in a large Swedish hospital were followed over a period 
characterised by downsizing and related restructuring. The access to a research field, 
and research database between 1994 and 2001 provided an unusual opportunity to study 
longitudinally the consequences of structural instability in the work environment, as 
well as personnel health. The findings from this research project indicate the significance 
of the combination of methods for assessment of major organisational changes in 
working life. 
The aim of the first study (on biological stress markers) was to assess whether there 
were physiological changes associated with the downsizing process. The participants, 
consisting of 31 women (medical secretaries, registered nurses and assistant nurses), had 
blood sampled in the morning and in the afternoon during a working day in 1997, in 
conjunction with the two-year layoff period, and were followed up one year later in 
1998. This study indicated that protective and anabolic functions had suffered among the 
studied women. There was evidence of a flattening of the circadian cortisol rhythm, which 
could be a sign of physiological dysfunction coinciding with the enduring adaptation 
process. It could be speculated that this was a sign of increasing difficulty for the women 
to mobilise energy. 
The aim of the second study (with the same 31 participants) was to explore experiential 
aspects of psychosocial ‘stressors’, balanced by ‘motivators’, and how the women 
managed different phases in the restructuring process. Repeated interviews were 
performed in 1997 and 1998, with additional follow-up interviews in 2000, and in 2001. 
The women discussed downsizing as an ‘energy consuming’ experience, which included 
continuing distrust towards the employer. It seems to be important to implement a good 
’change-focused pedagogy’, where staff managers need to be aware of the dimension of 
‘psychological contracts’, and the dynamics of crises.  
Job insecurity among the assistant nurses was expressed as fear of losing valued 
caring work tasks (‘down-skilling’), while medical secretaries conveyed that 
expanded administrative functions, and their increased use of ICT might possibly 
mean future ’up-skilling’. At the same time as the registered nurses seemed to be 
assured of being able to strengthen their position in health care (‘up-skilling’), they 
struggled with ambiguity and their complex deference-dominance relationship towards 
the physicians. The main stressor in the ongoing work was being behind in an 
insufficient organisation without power to change working routines. The main 
motivator was being a part of a comprehensive and learning team, associated with 
promotion and influence. 
The aim of the third study was to identify (on an ecological level) trends in working 
conditions and health outcomes, as well as their interdependence, among health care 
staff in the hospital as a whole. The results (1994-2001) showed that the hospital staff 
reported a downward trend in mental health and a corresponding upward trend in 
long-term sick leave during the latter part of the study period. It was also found that 
the negative trends in the work environment, such as having less time to plan work, 
and conflicting demands, were accompanied by deteriorating mental health. Decrease 
in time for planning work was the factor that showed the strongest association with 
the delayed increasing long-term sick leave. Four stable ‘healthy’ departments were 
identified for future research.  
 
Keywords: Downsizing, Psychosocial work, Occupational health, Women and stress, 
Work motivation, Health care, Gender, Coping, Exhaustion, Cortisol circadian.  
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Background 

The new working life of the 1990s 

In the history of economics the advanced industrialised societies are described to 
have undergone distinct ’industrial revolutions’, each of them with far-reaching 
technical and organisational changes as regards the way in which products and 
services are produced. In Sweden the third structural transformation of the labour 
market was gradually developed from the 1970s onwards, and had its major im-
pact during the 1990s (Magnusson 2000). Characteristic features of the new 
working life are: the increase of white-collar workers, decentralised ways of or-
ganising the work, and also more temporary and subcontracted work. Yet another 
parallel tendency is the long-term increase in the demands of qualifications 
among employees due to the changing nature of work (Level of Living surveys 
2000). As a whole, occupational groups and sectors with relatively high demands 
for qualifications are growing, while others are declining.  
 
In the analysis of social development, it is emphasised that the driving forces 
behind a structural change are connected with the new technology and changes in 
the surrounding world, which in turn are concerned with changed market condi-
tions (Magnusson 2000). What characterises the existing social changes is the 
global order with an increasing integration as regards markets, ownership, knowl-
edge and trades. The toughening international competition in industrial life, in 
combination with periods of economic recession has been the incentive behind 
the efforts of different companies and sectors to make their activities more effi-
cient by such means as purchasing or merging of working entities, outsourcing of 
certain service functions, and downsizing the number of staff.  
 
The new systems of work organisation - extolled as reforms of Taylorism and 
aimed at improving productivity, product quality, as well as profitability - 
have taken a variety of forms and names, such as lean production and high-
performance work organisation (Landsbergis et. al 1999). The rationale be-
hind lean production is that fewer employees with a broader basic competence 
(up-skilling) should be able to manage a more flexible and adaptable work 
organisation (Lindberg & Trädgårdh 2000). There are points of connection 
with downsizing, even if lean production could be seen as a more explicit way 
of producing goods or services, and downsizing a more pronounced cost con-
tainment strategy. However, both are concerned with making more efficient 
use of the organisation’s resources, in terms of competition, profits and making 
savings (Freeman & Cameron 1993).  
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Several studies reviewed have shown that when introducing these new working 
principles there have been reports of an intensified work pace and time con-
straints among employees throughout the advanced industrialised world from 
the late 1970s (Landsbergis et. al 1999). Another conclusion is the evidence of 
increasing job strain among employees, since the growing demands must be 
seen in relation to continuing or even decreasing low decision latitude for many 
workers (Landsbergis et. al 1999). However, there are examples from compa-
nies that could report lower levels of stress when they actively involved the 
trade union and the employees to participate in developing new working rou-
tines such as team-oriented work, as well as implementing lean production 
(Parker & Chemiel 1995; Kaminski 1996).  

Parallel changes in Swedish health care  

At the beginning of the 1990s the recession in Sweden brought about a corre-
sponding economic crisis in the public sector. Swedish health care underwent 
a radical process of adjustment; after decades of increasing resources, the care 
services had to reduce costs and the number of employees was reduced (Fed-
eration of County Councils 2002).  
 
Due to the related demands for making the work more efficient there were 
also substantial management reorganisations in the mainly publicly financed 
health care sector in Sweden. In order to increase the economic incentives 
many county council directors started to introduce new market-driven princi-
ples, such as performance measurements and compensations – i.e. systems of 
buying and selling (Törnqvist 1999).  
 
The numbers of persons employed in the health sector were estimated to decrease 
by an average of 24% due to saving demands during the present decade. At the 
same time the proportion of full-time employees increased from 63 to 75 per cent. 
The staff reductions primarily affected female personnel working at the lower 
structural levels, such as assistant and auxiliary staff, and those in the younger age 
groups, following the guidelines provided by the Swedish Security of Employ-
ment Act (LAS): ‘last in, first out’ (Federation of County Councils 2002).  
 
This meant that the numbers of physicians and registered nurses in fact in-
creased by 9 and 5 % respectively between 1993 and 2001, while the numbers 
of assistant nurses decreased by 37%, and the nursing auxiliaries by 39%. 
Over a period of three decades, the more unqualified jobs in the health care 
sector have gradually decreased; most marked during the 1990s. In the same 
period, 1993-2000, the average age of the personnel increased from 42 to 45 
years, and the proportion of staff aged 50 or more from 25% to 36 % (Federa-
tion of County Councils 2002). As it became more difficult to recruit regis-
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tered nurses, the county councils again seemed to employ assistant nurses. 
This resulted in a slight increase in 2000. 
 
Hence, the health personnel in the latter part of the 1990s consisted of people 
with higher formal education, and of a higher age. There was less access to 
assistant personnel than previously. Even if the proportion of women declined 
from 82 to 81% during the decade, this means that the health care sector at the 
turn of the century 2000 as a clearly female-dominated workplace was popu-
lated by many women in the same middle-aged phase of life.  
 
Concurrently with all the efforts for cost-containment, health care production 
expanded in many areas. It is not possible to obtain a precise picture of how 
demands for performance have changed in relation to the level of personnel 
resources. Although the number of available hospital beds has obviously de-
creased during the present decade, the level of patient flow was almost the 
same in 1999 as in 1990 (County council statistics 2002). Between 1990 and 
1997, the average length of hospital stay decreased from 7.5 to 5.4 days (per-
sonal communication). It is interesting to note that the average length of stay 
did not further decrease from 1997 to the year 2000, which shows an extra 
dimension of the intensity in the parallel increase of demanding changes 
around the middle of the decade. 
 
It is important to keep in mind that intensity of care is greatest during the first 
few days, and also that in general, patients that stay in hospital require more 
intense care, and that the hospital beds were utilised more intensively. This 
trend is interpreted as a result of the introduction of new and more effective 
treatment methods that have produced ‘sped up’ patient care and related 
shortened hospital stays (Federation of County Councils 2002). This is also 
true for the increased use of day treatment instead of inpatient care, which 
implies that the relatively self-sufficient patients who previously stayed for 
observation have been removed from the inpatient care. The proportion of 
older patients over 85 years of age, characterised by having various and more 
complicated disorders, has also increased substantially. The number of inpa-
tient care episodes for these patients has increased by substantially due to 
wider indications for treatment (Federation of County Councils 2002).  
 
During the last decade there has also been an increasing use of Information 
Communication Technology (ICT) to increase the capacity of different hospi-
tal information systems: for the recording of relevant personnel and patient 
statistics, as well as documentation and handling of medical records. A paral-
lel development is the increased presence of research-based reconsideration of 
new methods of treatment and care (About responsibility concerning quality 
and documentation SOS 96:24).  
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It could therefore be argued that the overall work demands were enlarged 
during the 1990s, due to intensified and more qualified patient care, including 
older and sicker patients, and with an ageing workforce without access to 
auxiliaries.  

International research in downsizing 

From the perspective of international research on downsizing, the stressors for 
employees are described in terms of perceived job insecurity in combination with 
growing work demands, reduced control, and loss of trust (Landsbergis et. al. 1999).  
 
It is evident that most of the literature on job insecurity has dealt with the 
adverse health effects of unemployment among blue-collar workers in times 
of economic recessions and related shutdowns (Arnetz 1991; Brenner 1988; 
Ferrie 1999; Hellgren 2003). Brenner showed (1988) that the highest stress 
level in association with the shutdown of a workplace was the first uncertain 
anticipation phase. This is a phase that is characterised as a period when the 
employees realise that changes may occur but are not sure if, or how, they 
may be affected (Joelsson & Wahlqvis 1984; Ferrie 1999). 
 
The researchers in a closely related and growing research domain are dealing 
with the effects of job insecurity in relation to the temporary and subcon-
tracted working conditions that have followed the more flexible labour market 
(Hellgren 2003). From that research tradition the importance of enlarging the 
concept of job insecurity to include loss of valued features in one’s work is 
evident (Greenhalgh & Rosenblatt, 1984; Hellgren, 2003). In a review of stud-
ies concerning job insecurity and downsizing (some of those from health care) 
the authors found that more than 90 per cent reported negative effects on oc-
cupational health (Quinlan et. al. 2001). In a parallel review Ferrie (2001) 
maintains that there are examples on longitudinal studies showing that per-
ceived job insecurity could act as a chronic stressor. 
 
In the literature of human relations it is emphasised that the continuing de-
mands for profitability by one-sided implementation of lean production and 
downsizing seems to be inconsistent with a good work environment for the 
employees (Ketz de Vries & Balazs 1997; Pfeffer 1998). The authors base 
their standpoint on the strong negative reactions expressed by the staff that are 
left – the so-called ‘survivors’.  
 
I will now focus on presenting those psychological reactions and health ef-
fects found in the literature concerning lay-off ‘survivors’. The downsizing 
process is described as an anger-provoking experience among the remaining 
employees (Greenglass & Burke 2000), as well as a process of distress to go 
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through since the survivors miss their previous fellow workers and the related 
group-togetherness. The sense of being disloyal or having a bad conscience 
about one’s fellow workers who had to leave the workplace has been summa-
rised as ‘lay-off survivor sickness’ (Ferrara 1998). It means that the survivors 
take upon themselves some of the guilt for the experienced injustice.  
 
Ferrie (1999) describes experiences of staff redundancies as an externally 
imposed threat of job continuity, inducing feelings of demoralisation, lack of 
control, and loss of trust in those in positions of power. In the anthology of 
‘lean organisations’ (National Council of Work and Life research 2000) the 
authors together reveal that such anxiety comes from an uncertain future with 
new occupational functions, and from the threat of future saving demands. 
Considering the future credibility of the organisation, they also emphasise the 
importance of communication and openness with downsizing at hand, as well 
as through the whole process.  
 
Quinlan and colleagues (2001) demonstrate that there is not much available 
longitudinal research, which illustrates work environment and health trends for 
ongoing workers after having experienced parallel restructuring processes. 
However, there is research from the period of economic recession in the early 
1990s in Finland, showing that major downsizing was associated with a signifi-
cant twofold increase in medically certified sickness absence (the degree of 
organisational downsizing being correlated with the amount of absence) among 
local government employees (Vahtera et. al. 1997). In a follow-up study the 
same research group showed that nearly half of this association was explained 
by the combination of increased demands, loss of control and job insecurity 
(Kivimäki et. al. 2000). In yet another study the research team found that there 
was a five-fold increase in sick leave due to musculoskeletal sickness in asso-
ciation with the same downsizing process (Kivimäki et. al. 2001). In worksites 
with a large number of workers over 50 years of age, the downsizing meant an 
up to tenfold increase in this risk.  
 
With regard to different work sectors, researchers have shown that employees 
in work units in the region of Stockholm with a stable economy and stable 
work organisations have fewer cardiovascular risk factors compared with 
corresponding workers in more unstable work units (Westerlund et. al. 2003). 
It has also been shown that organisational changes in the form of a pro-
nounced expansion of the number of employees is correlated to both an in-
creased number of long-term sick leave episodes and increased incidence of 
hospitalisations/increased morbidity (Westerlund et. al. submitted).  
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Psychosocial work and health trends in the 1990s  

The concepts of illness, disease and sickness are given different meanings in 
the public health literature. Illness is an expression of perceived or self-rated 
ill health from the individual’s point of view (Alexandersson. 1995). A diag-
nosis of disease could be based on either the biomedical findings or the physi-
cian’s estimation of the description of symptoms from his/her patient. A dis-
ease is what medical science, in a certain time and culture, categorises as a 
disease (Alexandersson 1995). Sickness means the role a person experiencing 
illness or disease is given in the cultural context, and is often discussed as 
exemption from social duties, such as absence from work.  
 
The independent research-based welfare commission (Palme et al. 2003) 
stated that most of the techniques that have been developed to measure health 
are constructed to identify ill health. Thus, in reality health is usually defined 
and measured as the absence of health problems or mortality. The trends re-
garding psychosocial work factors related to health will be viewed from the 
two most commonly used measurements in the research field, i.e. self-rated 
(ill)health and sickness absence. Furthermore, there is a long tradition of using 
biological markers that could mirror physiological responses in relation to 
psychosocial parameters (described in connection with the theoretical frame-
work: From functional stress to allostatic load (p. 21). 
 
Public health trends will be discussed in relation to the psychosocial work 
environment in the mainly publicly financed health care sector, and with special 
emphasis on women. Researchers in social science demonstrate a particularly 
large consensus in identifying the psychosocial aspects of the work environ-
ment during the 1990s as a problem in a class of its own (Bäckman 2001). In 
the same report – Welfare at the crossroads – there is said to be a corresponding 
consensus when it comes to women in the public sector as the great losers of the 
1990s with regard to tougher psychosocial work conditions, ill health and in-
come distribution – due to a strong relative decline in public sector salaries. 
Gender differences in income were still considerable at the end of the 1990s and 
had diminished only marginally during the decade, leaving the rather gloomy 
picture of women still at a disadvantage (Bäckman 2001).  

The ill health trend 

The 1990s showed a rise in health complaints and a fall in mortality. It is 
worth mentioning that women’s mortality continues to be considerably lower 
compared to men’s, and in percentage terms the differences between women 
and men remained the same at the end of the decade (Palme et. al. 2003). This 
public health paradox is a well-known fact. 
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According to the answers in the recurrent Swedish surveys of living condi-
tions (Statistics in Sweden 2001), there is clear increase in common health 
complaints, such as tiredness and pain in the musculoskeletal organs. The 
increase for women is more marked. Trends in health complaints that in-
creased correspondingly during the 1990s were fear, unrest and anxiety 
(Palme et. al. 2003). Epidemiological data from the Level of Living Surveys 
(1991-2000) show that ‘light’ psychological illnesses became considerably 
more common, while more serious long-standing illness had no such observ-
able rise (Palme et. al. 2003; Åsberg et. al. 2003).  
 
Although self-rated ill health is still unevenly distributed in the population - 
due to gender, age, ethnicity and social class - there are some obvious shifts in 
the health pattern. What makes the 1990s stand out is the rising prevalence of 
mental health complaints in younger age groups (particular among young 
women), and in addition a relatively greater increase in ill health among 
white-collar workers (Palme et. al. 2003; Vogel & Theorell 2003; Åsberg et. 
al. 2003). The trends could be understood in relation to the upgrading of 
qualifications in the work force, in combination with the overall increased 
level of psychological demands, and corresponding deterioration in control 
(Level of living surveys 2000; Theorell 2003).  
 
The strong concerns about the ‘new ill health’ from society could in turn be 
interpreted as an expression of the fact that more central figures and people 
with higher status (levels of education and salary) in society are stricken with 
different signs of accumulated strain. In spite of these shifts, it is important to 
stress that both health complaints concerning musculoskeletal pain and long-
standing illness- with reduced working capacity are- most prevalent among 
those who still have heavy manual work (Vogel & Theorell 2003).  

The sick leave trend 

Long-term sick leave 

Sweden has shown a fluctuating sick leave trend with two clear peaks: at the 
end of 1980s and at the end of the 1990s. It is important to point out that the 
sick leave (for which compensation was paid by society) was higher at the end 
of the 80s when there was a boom, than at the end of the 90s. The probable 
reason for this is that the employer’s responsibility for paying sickness benefit 
has been extended. However, in the discussions of the 80s and 90s about 
work-related illness, the government authorities expressed, then as now, the 
need to slow down the spiralling costs of the health insurance system. An 
increasing number of people on long-term sick leave in the population also 
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means increased costs for the employers, due to adjustments and lower pro-
duction levels, and reduced tax power for society, which in turn has a negative 
effect on the public sector (Wikman & Marklund 2003). 
 
What further distinguishes the patterns of sick leave in the 1980s and the 1990s 
is that the diagnoses have shifted from a wide dominance of musculoskeletal 
pain to various mental diagnoses (the same as for self-rated ill health). Another 
distinction is that the difference between women’s and men’s sick leave rates 
has been increased, and that it is the long-term sick leave (more than one year) 
that has increased considerably (Wikman & Marklund 2003). 
 
In a longer time perspective (since the 1950s) both work intensity and sick-
ness absence tend to follow the business cycle by being lower in times of re-
cession and higher in times of prosperity, when there is a greater number of 
vulnerable people in the labour market (Wikman & Marklund 2003). On the 
contrary, recessions tend to have a disciplinary effect leading to sickness pre-
senteeism (Aronsson 2000). An exception from the fluctuations related to the 
business cycle are the long periods of sick leave where there has been a con-
tinuous rise from the beginning of the 1980s: a pattern which is clearer for 
women than for men (Wikman & Marklund 2003). The fact that women are 
generally speaking on long-term sick leave to a greater extent than men is also 
well known in other countries (Feeney et. al. 1998). 
 
From the Swedish Social Insurance Board’s statistics it is evident that at the 
national level there is a clear relationship between age and rates of ill health 
(National Social Insurance Board 2001). It appears that the extent of the ill 
health figures within and the distribution between various age groups was 
relatively constant for the years 1990 and 2001, except for the younger age 
group (16-29 years), where the ill health rates doubled during the time period 
in question. Thus the increasing numbers of older employees (with generally 
higher rates of ill health) are probably a strongly contributing factor to the rise 
in ill health figures from 39 days in 1990 to 51 days in 2001.  
  
Since 1995, Statistics in Sweden has also followed work-related sick leave by 
linking data from structured interviews in the surveys about work environ-
ment to health complaints. From this it is apparent that self-rated work-related 
ill health has increased concurrently with the increase in total sickness ab-
sence (1996-2002). In a questionnaire investigation (Eklund 2003) of people 
who had been on sick leave for less than 15 days, half of the respondents con-
sidered that it was the circumstances within the workplace that had caused 
their sick leave. This picture corresponds with clinical studies, where work-
related conditions were regarded as a triggering factor for just over half of 
those who were on sick leave due to mental diagnoses (Åsberg et. al. 2003).  
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In the research-based publication about democracy at workplaces, the increase 
in work-related sick leave is interpreted as being above all related to reports of 
decreasing opportunities for control (Theorell 2003). From the Finnish re-
search group (introduced in connection with the downsizing literature) it was 
shown that organisational downsizing for local government employees played 
an important role for subsequent sick leave (Vahtera et. al. 2000). This was 
also true for sickness absence among civil servants exposed to major downsiz-
ing, and also among those employees facing privatisation of state departments 
in England (Ferrie 1999). 
 
In the recurrent random sampling of diagnosis - carried out by the Swedish 
Social Insurance Board - it can be seen that the kind of sickness that has in-
creased most during the 1990s is mental ill health, with depression as the most 
common diagnosis (AHA 2002). In the report published by the Swedish 
Board of Health and Welfare on exhaustion syndrome, it is maintained that 
the insurance companies’ symptom registers (AFA & Alecta) show corre-
sponding general ill health trends, with the exception of those insured through 
the Swedish Trade Union Confederation (Åsberg et. al. 2003). The differences 
in diagnostic patterns between so-called blue- and white-collar workers are 
particularly evident for the group of people on long-term sick leave in health 
care. The proportion of mental ill health is greatest for physicians and regis-
tered nurses, while assistant nurses continue to show a greater prevalence of 
neck and back problems. This finding is very consistent in several surveys.  

Short-term sick leave 

The prevalence of short spells of sick leave has been shown to be associated 
mainly with sickness benefit rules, job insecurity and loyalty towards work-
mates and the third party (patients, pupils, clients) (Wiklund & Marklund 
2003; Aronsson et. al. 2000; Johansson & Lundberg 2003). Hence, an impor-
tant factor for the decrease in short spells of sick leave in the middle of the 
1990s could be the organisational instability in working life, in combination 
with a policy of restraints in the Swedish social insurance. One such restrain-
ing factor was the introduction of a qualifying day before sickness benefit can 
be claimed, and decreased levels of compensation for sickness absence.  
 
In work environment research it has also been found that contextual factors of 
‘attendance requirements’, such as job insecurity and loyalties, affect people’s 
decision to go to work in spite of having symptoms of illness: This has been 
termed sickness preseentism (Aronsson et. al. 2000) or sickness attendance 
(Johansson & Lundberg 2003). From the psychological perspective of ‘pain 
avoidance’, sickness absence is described as a flight from negatively assessed 
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work experiences. Furthermore, Johansson and Lundberg (2003) have shown 
that sickness absence (identified as neither short- nor long-term) is increased 
when people experience little opportunity to reduce their work efforts. Finally, 
it is found that short-term sick leave can function as a conscious preventive 
and positive recovering coping strategy to prevent long-term sickness (Kris-
tensen 1995; Aronsson et. al. 2000). 

Concluding reflections 

In conclusion there seem to be four combined societal forces behind the substan-
tial increase in long-term sick leave around the turn of the millennium 2000: 
(1) the recession with concurrent structural changes at the beginning of the 

90s, which led to a substantial increase in unemployment and thereby 
created uncertainty with disciplinary and loyalty-based sickness presen-
teeism among those in employment  

(2) the upturn in the economy that followed at the end of the 90s, which re-
admitted more older and vulnerable people to the labour market 

(3) raised retirement age and restraint in the pension system, which contrib-
uted to an increase in long-term sick leave 

(4) general demographic factors, with more and more older people in work-
ing life and a segregated labour market, where women (with an increas-
ing average age) to a great extent are found within the care/education oc-
cupations in the public sector.  

 
On top of all this there remain considerable regional differences in the country, 
which Goine and Edlund (2003) interpret as an expression of a more varied la-
bour market in the major cities, and this increases people’s opportunities to 
change jobs. Another tentative explanation of regional differences is that the three 
welfare systems (unemployment, social allowance, and health insurance) seem to 
function as communicating vessels for people to support themselves when prob-
lems arise regarding their health or the situation on the local labour market.  
 
In the same report it is stated that research is needed to investigate both atti-
tudes and ways of using the welfare systems among the general public, as well 
as the way in which the regional social insurance offices deal with social in-
surance. To this I would like to add the need to investigate how health profes-
sionals meet people with different symptoms of stress-related ill health. De-
spite considerable research and increasing knowledge, there is still assumed to 
be a widespread lack of coordination in the way in which people are taken 
care of, which in turn is assumed to be yet another piece of the jigsaw in the 
pattern of long-term sick leave. In analogy with this a working party commis-
sioned by the National Board of Health and Welfare have carried out a re-
search-based synthesis of knowledge concerning exhaustion syndrome in the 
target groups of health professionals (Åsberg et. al. 2003). 
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Work environment trends for health care workers  

According to the national surveys the employees’ influence and competence 
options in Swedish working life were improved during the 1970s and 1980s 
(Vogel & Theorell 2003). Vogel indicates that the Swedish social and labour 
market policies had to some extent protected the labour force from the social 
effects of the work globalisation. However, the period from the beginning of 
the 1990s marks a break in the trend for the labour-force as a whole.  
 
What makes the work environment of the 1990s to stand out is that female 
public sector employees in general (and among them particularly female 
health care personnel) reported on one hand a more marked increase in psy-
chological demands during the whole decade, and on the other hand a corre-
sponding loss of influence from 1995 onwards, as compared with employees 
outside the welfare service (Bäckman 2001; Theorell 2003). The particular 
intensified capacity utilisation of women within the counties - considering the 
combination of lowering decision authority and growing demands - is illus-
trated in the figures 1 and 2 in next page. 
 
In an ongoing study, Bernin (manuscript) found that managers in the health 
care sector and managers in private industry estimate psychological demands 
equally highly. What was striking in health care was that there was no signifi-
cant difference between the estimated level of demands of the co-workers and 
that of their managers. On the other hand, the health care workers showed 
significantly lower authority over decisions than their managers.  
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Figure 1.  Percentage of women with reported ‘lack of decision latitude’ at work in 

different sectors (government, municipalities, counties, trade and industry) 
during the 1990:s according to the national surveys of working conditions 
in Sweden (AMU). Source: Democracy at work and its relationship to 
health: Theorell 2003. 

 
Compared to women, men in general score higher on decision authority. This 
is also true for the 1990s. What is notably for men is that male employees in 
the counties (mainly health care employees) outnumber men within other 
sectors with regard to their increased perceived lack of decision authority; 
also with a marked raise from the middle of the 1990s (Theorell 2003). 
 
Psychological demands among both women and men increased during the 
whole decade with about 10% in the proportion of subjects who reported ‘too 
high demands’. Both female and male employees in the counties scored 
higher demands in the 1990s as compared with employees in other sectors.  
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Figure 2. Percentage of women who reported ‘too high demands’ at work in different 

sectors (government, municipalities, counties, trade and industry) in 1991, 
1993, 1995, 1997 and 1999 in Sweden according to the National Survey of 
Working Conditions. Source: Democracy at work and its relationship to 
health: Theorell 2003. 

 
The Swedish Committee on Funding and Organisation of Health Services and 
Medical Care in Sweden provides a summary of studies conducted in the 
1990s on workplace environment conditions and occupational health among 
employees (Petterson 1999). Gustafsson in the same official report (1999) 
maintains that work environment research for health care workers has not 
supported the notion that market-oriented management systems should have 
meant improvements from a work environment viewpoint. On the contrary, 
several of the studies that were carried out showed that, in spite of the explicit 
intention to improve the work situation, there were adverse reactions from an 
increasing number of personnel who experienced less influence. An interest-
ing diverse conclusion in the same report is that, from a financial point of 
view, for those county councils that introduced new market-oriented man-
agement this was considered as a significant cost containment strategy (Törn-
qvist 1999).  
 
Furthermore, it is said to be impossible to determine how reported deteriora-
tion in the work environment can be specifically related to the reorganisations 
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of the 1990s – in the form of cuts and attempts to raise productivity – since 
such a connection basically does not exist in present research. The investiga-
tors emphasise that both social scientists and decision-makers must pay more 
attention to work environment consequences in connection with continuing 
changes in health care politics (Gustafsson 1999; Petterson 1999). Other stud-
ies of the Swedish health care work environment have broadly shown that 
work organisations continue to be hierarchical, and that there are considerable 
differences in work conditions between, as well as within, occupational 
groups. These studies will be discussed in connection with the presentation in 
the findings and discussions (p. 34). 

Aims 

General Aim 

The overall aim of this research project was to investigate psychosocial work 
experiences and health conditions among hospital staff, following downsizing and 
restructuring processes in the Swedish health care sector during the 1990s.  

Specific Aims 

o To record possible physiological changes among three specific occupa-
tional groups of women, i.e. medical secretaries, assistant nurses, and reg-
istered nurses - in conjunction with the downsizing and restructuring pe-
riod in 1997-1998. 

o To explore the experiential aspects of psychosocial ‘stressors’ - balanced 
by ‘motivators’ - and how the related occupational groups of women man-
aged their work situation during a period of considerable structural 
changes (1997-1998- 2000- 2001).  

o To identify (on a worksite level) trends in work conditions and health out-
comes, as well as their interdependence, among health care personnel, over 
a prolonged period (1994-2001); characterised by personnel reductions and 
restructuring processes. 

o To find possible health-promoting departments in the same period from an 
organisational perspective. 



 

 15

Theoretical framework 

Psychosocial factors related to health  

The central subject of this thesis – psychosocial work conditions and health 
development among hospital employees in a context of structural changes - is 
a multifaceted research area that requires an integrative view and a number of 
dimensions to investigate. The term ‘psychosocial factors’ is used as a sum-
mary label, denoting social conditions that interact with psychological factors 
and elicit recurrent stressful and/or positive experiences. Siegrist (2000) states 
that there is a solid body of research on the role of distinct psychosocial fac-
tors in triggering stress-related risk factors, or, on the other hand, promoting 
health (protective factors).  
 
The most frequently used stress models will be presented, as well as the work 
motivation model within the dimension of a gendered dimension of working 
life. In this research project there has been an overemphasis on stressful ex-
periences in relation to adverse health effects. Yet, in the concluding part of 
the findings I will point at some possible ways to develop health care sector 
with more motivating and health-promoting key factors (p. 51). 

The Gendered Dimension of Working Life  

In 1989 Hall noted that women were neglected as subjects in occupational 
health research, except as relevant to those particular areas where women 
differ from the men, such as levels of endurance and strength, and different 
reproductive systems. In stress research and public health science during the 
last decade, there has, however, been more focus on analysing gender specific 
patterns per se. Of interest for this thesis, researchers have highlighted the 
importance of gender-related social and organisational structures in working 
life. Women in both female- and male-dominated occupations are found to be 
more exposed to job strain due to the fact that they are more often found in 
subordinate employment positions (Vamala et. al. 2000; Hall 1989). 
 
In addition to gender-related hierarchies there is also a striking horizontal 
gender division in the labour force in Sweden. Government policies regarding 
full employment and the expansion of welfare state services have, on the one 
hand, created more employment opportunities for women than in other coun-
tries (Östlin 2002). On the other hand, these policies have contributed to a 
particularly gender-segregated labour market, since women today make up the 
majority of personnel in the public sector.  
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The frequency with which women are found in subordinated positions, and the 
marked gender segregation of the labour market persists, despite agreed consen-
sus on the part of the political parties regarding gender equality, and also de-
spite explicit efforts on the part of the state during the past twenty years to in-
crease equality between women and men (Pincus 2002). Government policy is, 
however, often dependent on local organisations for its realisation, and research 
shows that the implementation of gender equality policy encounters significant 
problems at this level. In a study in political science, one such problem is shown 
to be the passivity and neglect from men in leadership positions, regarding the 
implementation of this government policy (Pincus 2002).  
 
Taken together, gender-related conditions in the labour market have led to 
inequalities in both monetary terms and in health options for women. Health 
inequity is a more appropriate word to use regarding health differences be-
tween women and men, or between different groups and individuals in soci-
ety, when these are seen as being unfair or unjust (Braverman et. al. 2000). 
 
In the field of cardiovascular stress research, employed women have been 
identified as having a higher risk of ill health because of their often multiple 
family roles within larger social networks, in addition to having the main re-
sponsibilities for unpaid domestic work (Orth-Gomer et. al. 2000). Due to 
multiple responsibilities, women tend, for example, to report more problems 
in time scheduling than men do (Kelloway 1999). As early as twenty years 
ago Haynes and colleagues (1980) emphasised that the combination of nega-
tive conditions at work and hardships in the home situation accounted for an 
increased risk of cardiovascular diseases in women.  
 
The difficulty in balancing demands in working life and private life is consid-
ered to be the most profound stress producer in women (Hallman 2003; 
Thomsson 1996; Elvin-Nowak & Thomsson 2001). Research into physiologi-
cal responses has in addition shown that there is a greater spillover of stress 
from work to private life among women who work full-time (Frankenhausser 
1991; Lundberg 1999). Yet another factor mentioned in public health litera-
ture is the increasing number of single parents (Starke 2002). Keeping all this 
in mind, Kolk seems to be correct in seeing it as being logical that women 
outnumber men when it comes to reporting stress-related health problems 
(Kolk et. al. 1999). To the studies mentioned above we can also add the very 
recent studies, which reveal an increase in psychological ill health among 
women during the last decade (Palme et. al. 2003; Åsberg et. al. 2003).  
 
In conclusion, women in the paid workforce are more represented in subordi-
nated (strained) jobs, and tend to have more role conflicts due to spillover 
effects from paid work to the invisible domestic work. Altogether this gives 
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them a larger total workload and an associated sense of inequity (Barnett & 
Marshall 1992; Östlin 2002). The middle-aged woman of the 1990s surely has 
to deal with many changes that demand adaptation, along with cumulative 
loads, as well as the taking of responsibility for relations, both at work and in 
their private life. Viewed in a lifetime perspective this must be exhausting in 
the end (Hallman 2003). At the same time it is important to indicate that the 
fact that women have entered the labour market has led to both greater scope 
of actions, and more financial independence, which in turn has meant in-
creased opportunities for them to decide about their lives (Björk 1999).  

Stressors – Motivators - Stress responses 

In the early studies from the 1940s, stress was defined as the acute and non-
specific physiological response of the body to any demand, whether it is 
caused by pleasant or unpleasant conditions, labelled as the General Adapta-
tion Syndrome (Selye 1950). The acute stress response is still considered as a 
‘neutral’ and functional energy mobilisation process that the body needs in 
order to rise to the challenge of different levels of urgent demands. Since the 
1970s the psychosocial contributors to the research area have developed a 
more complex picture, with the dynamic interplay between environmental and 
individual conditions, and with focus on long-term consequences, as well as 
the interplay between catabolic and anabolic processes in the individual.  
 
The different internal or external demands, challenges, efforts, changes and 
threats that function as a trigger for the energy mobilisation system are bal-
anced against intrinsic or extrinsic protective/health-promoting or hamper-
ing/stressful circumstances. These different (positive or negative) conditions 
together constitute how we succeed in meeting all the demands that urge us to 
perform, or to give up. This balancing act, which over time affects our well-
being, could be termed ‘the health equation’ (figure 3). 
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The Health Equation1 
 
Demands (external and internal) + Conditions (external and internal)+ How 
people interpret and manage their situation Inner (psycho-physiological) 
reactions Our well-being and health over time, which in turn affects the 
perceived level of demands and options for coping. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3.  The Health Equation 

Complementing stress- and motivational concepts 

Work-related stress has been conceptualised in many ways. In this research 
project I will include three main theoretical models: the demand-control, ef-
fort-reward imbalance, and organisational (in)justice models. What is useful 
about all these three stress models is their dynamic formulations and emphasis 
on the structurally defined characteristics of work (modified from Hall 1990). 
 
The demand-control model was introduced as a synthesis of two research tradi-
tions, one from ‘stress research’ and the other from sociology ‘alienation re-
search’ (Gardell 1971). From stress research the demand-control model inherited 
qualitative and quantitative demands at work, and from sociology it inherited 
control (Karasek & Theorell 1990). The concept of skill utilisation (work psy-
chology tradition) is closely related to the sociological dimension of authority 
over decisions. These two concepts were found to be closely related to each other 
and therefore constituted the control (decision latitude) component. The demand-
control model was intended to provide a framework for the analyses of the way in 
which work is organised, and how it relates to the degree of alienation, as well as 
ill health among employees (Karasek & Theorell 1990).  

                                                      
1  Illustrator; Jan Nilsson, Örebro  
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The decision latitude of the individual implies her/his ability, as well as op-
tions to control the circumstances, in terms of permitting a choice of alterna-
tive actions in order to change or influence her/his environment (Östergren 
1991). This room for manoeuvre has been considered to be the most decisive 
component in the model. Control is also said to be the most thoroughly inves-
tigated variable in the occupational stress literature, and furthermore it over-
laps the theoretical emphasis on either ‘the person’ or ‘the environment’ (Hall 
1989). A low score is a feature of jobs associated with low social class and of 
specific occupations (Theorell 1998). It has been shown that as much as 30 to 
40 per cent of the decision latitude can be explained by occupational group, in 
contrast to perceived job demands, which have been shown to be more inde-
pendent of occupational group (Karasek & Theorell 1990). 
 
 In line with this, international studies during the last twenty years have 
shown that women in general report lower skill discretion and decision lati-
tudes (Karasek & Theorell 1990; de Jong 2000). This is also valid for research 
showing that increasing job demands for women are not compensated for by 
increased job control as often as in similar situations for men (Karasek & 
Theorell 1990; Härenstam 2001). Corresponding studies have revealed that 
perceived demands (e.g. time pressure, working pace, mentally tough work) 
are much more general, and also that high psychological demands have been 
more commonly reported in upper social classes. However, as mentioned 
before, there are exceptions. Bernin (manuscript) found that health care man-
agers and health care workers have similar levels of perceived psychological 
demands, and furthermore similar demands to those that are found among 
leaders in the private sector (Bernin & Theorell 2001).  
 
The dual concepts of demand and control have been tested extensively during 
the last two decades. The results have shown that repeated and long-term ex-
posure to situations that have a combination of high demands and low control 
(job strain) increases the risk of developing a number of stress-related ill-
nesses, as well as diseases (Karasek & Theorell 2000).  
 
The model was later expanded to include a social support dimension, which 
has been shown to moderate the effects of psychological demands/strain 
(Johnson 1988). The social network of the individual can be seen as an expan-
sion of the individual and her/his own resources for handling minor or major 
stressors in daily life (Östergren 1991). Social support has also been described 
as being related to decision latitude, in the sense that good social support can 
facilitate collective ‘decision authority’, which in turn is related to work or-
ganisation (Johnson & Hall 1988). Another dimension of social support is 
befriending within one’s own group, which has been found to be a significant 
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gender-adaptive strategy to handle stressful situations in women (Shelley et. 
al. 2000). From studying cardiovascular risk factors in women, Orth-Gomer 
(2000) also emphasises that being socially responsible within one’s network 
can function as a stressor.  
 
The effort-reward-imbalance model has also been tested in several studies 
showing that lack of reciprocity between ‘costs and gains’ at work gives a 
state of emotional stress. This imbalance between perceived efforts and re-
wards has been shown to increase risks of similar magnitudes to that of job 
strain (Siegrist & Peter 2000). The two models overlap to some extent, since 
they share a demand component. However, the effort–reward-imbalance 
model also includes some structural determinants of working life, since it 
includes efforts as part of a socially organised exchange process, to which 
society contributes in the form of rewards such as money esteem (salaries), 
promotion opportunities, job security, and job esteem (e.g. respect and sup-
port from colleagues and superiors). The imbalance will be maintained if the 
individual does not see any alternative choices in the labour market.  
 
Moreover, the model includes intrinsic components such as personal traits of 
coping. The combination of having high self-inflicted demands and a desire to 
be approved of is termed over-commitment. Several studies within this frame-
work have shown that the combination of contextual and personal characteris-
tics concerning the balance between rewards and efforts produces the most 
powerful effects on subsequent health risk (Siegrist & Peter 2000). Peter and 
colleagues (2002) found gender-specific effects regarding risk estimation of 
acute myocardial infarction; in men the extrinsic effort-reward imbalance con-
tributed more to the risk estimation, whereas this was the case with the intrinsic 
component in women. Furthermore they showed improved risk estimation by 
combining information from both the demand-control and effort-reward model. 
  
Corresponding independent health risks in working life have been discovered 
in connection with low organisational justice, in terms of decision-making 
(procedural justice) and interpersonal treatment (relational justice) (Kivimäki 
2003). The index of procedural justice is close to decision authority from the 
demand-control model but has a supplementing dimension, referring to 
whether procedures at the worksite create clarity and consistency (are struc-
tured) for the employees concerning decisions at work. Relational justice 
deals with whether the supervisor is perceived to treat employees in a respect-
ful way, reminiscent of esteem. 
 
In addition to the stress models, the ‘work motivation’ model has been used as 
a framework for subjective assessment processes involving the interaction 
between the individual and environmental factors. The motivation model in-
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cludes perceived demands as challenges in relation to invested efforts and 
moderating factors, such as positive feedback, commitment, self-efficacy, and 
rewards (Locke & Latham 1990). In addition, job satisfaction has been found 
to be associated with feelings of achievement, recognition, and responsibility, 
in combination with inner motivation toward the work itself (Herzberg 1999). 
Employees’ perceived satisfaction with their work situation has been shown 
to be an important link (mediator) between organisational and individual well-
being (Thomsen 1999). It is interesting and logical that the concepts from the 
perspective of stressors and motivators overlap. 
 
As mentioned in the introduction, energy is mobilised both for the positive 
challenge and for the tougher demand of adapting to new work organisations. 
What is decisive for the health development, apart from the individual’s ca-
pacity (fitness), is her/his internal and external options to recreate regenerative 
(anabolic) processes in order not to develop an internal allostatic load (Mason 
1968). This leads us to the next section.  

From functional stress to allostatic load 

The literature about the long-term process from stress reactions to different dis-
turbances in the stress regulation mechanisms and related symptoms of illness, as 
well as different diseases, is extensive (McEwen & Stellar 1993). From our point 
of view, we were interested in the signs that could mirror a potential lowering of 
certain protective factors and the development of physiological exhaustion, that is 
the process of ‘allostatic load’ (McEwen 1998).  
 
The body’s acute stress response occurs through the activation of the rapidly 
fluctuating sympatho-adrenomedullary system (noradrenaline and adrenaline) 
that functions as a trigger for the more stable and functional (slow acting) 
HPA (Hypothalamo- Pituitary- Adrenocortical) axis. The hypothalamus pro-
duces CRF (Corticotrophic- Releasing Factor) that stimulates the pituitary 
gland to release ACTH (Adreno- Cortico- Trophic- Hormone). This in turn 
stimulates the adrenal cortex to increase its production of plasma cortisol and 
other similar corticosteroids.  
 
Cortisol improves the ability of the body to mobilise the energy required so that 
the body’s cells can react more efficiently. Under conditions of acute stress, the 
activity is increased throughout the entire HPA axis, which is functional and pro-
motes vitality. If the energy mobilisation, the catabolic phase, lasts for long peri-
ods, the continuing activation may increase the risk of damage to the body’s cells; 
it may also consume the sense of vigour of the individual (McEwen 1998).  
 
On a group level, the concentration of cortisol is at its highest level in the 
early hours of the morning. During the day the concentration of cortisol nor-
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mally declines gradually with recurrent smaller level peaks, and is at its low-
est level before midnight (Pruessner et. al. 1999). 
 
It is known that in connection with prolonged demands on energy mobilisa-
tion, the body downgrades regeneration activity (McEwen 1998). Therefore, 
an enduring stress period can induce exhaustion of the HPA axis with mani-
festation of disturbances in the body’s mechanism for regulating cortisol 
(Pruessner 1999; Theorell 1998). A disturbance in the regulatory mechanism 
is mirrored in a flattening of the diurnal variation in cortisol excretion be-
tween morning and afternoon. This can result in an attenuated response to 
critical events that would normally trigger increases in the level of cortisol in 
the blood. This attenuation of response might be seen as dysfunctional in a 
short time perspective.  
 
A further aspect in a lasting elevated stress system is an increased sensitivity in 
the cortisol receptors, which means that the threshold becomes lower, or that there 
is an enhanced reactivity to stimuli, i. e. an increased negative feedback in the 
stress response (Yehoda et al. 1995). On the contrary, there are hormones that 
reflect anabolic activities such as oestradiol. Oestradiol is the dominant sex hor-
mone among the naturally occurring oestrogens in women (Anderberg 1999). 
 
Stress researchers have revealed that there is a close reciprocal relationship be-
tween the neural, neoroendocrine, and neuroendocrine-immune mechanisms (Ca-
cioppo et. al. 1998). An exhausted HPA axis can therefore negatively affect dif-
ferent attached systems such as the opioid peptides (Andeberg 1999) defending 
pain, as well as the immune system (Dhabhar & McEwen 2001). In the acute 
stress phase there is an increased activity in the immune system, which can show 
weakened activity after longer time periods (months). The sign of this reduced 
activity can be lower levels of immunoglobulin G (IgG) (Theorell & Orth-Gome 
1990). IgG plays a central role in the immune system, and is the dominant and 
only type of immunoglobulin that can activate the K cells that are required to kill 
those cells to which antibodies have become bound (Granrot 1997).  
 
A further aspect of physiological reactions are changes in the metabolism that 
are affected by lifestyle factors such as exercise, eating habits and smoking, in 
combination with long-term stress (Granrot 1997). Lipoproteins that are car-
ried by apolipoproteins (apolipo A+B) are affected by these factors. Apolipo-
protein A, carries the protective high-density lipoprotein cholesterol (HDL), 
which protects the arteries against arteriosclerosis. In terms of salutogenic 
factors, a person should have relatively high lipo A in relation to the reference 
interval (Granrot 1997). 
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To promote long-term survival, the HPA axis tries to adapt to elevated stress 
levels and still maintain homeostasis by bringing about ‘stability through 
change’ (allostasis). This phenomenon is very well described by McEwen 
(1998) as follows: “When the adaptive systems are turned on and off again 
efficiently and not too frequently, the body is able to cope effectively with 
challenges that it might not otherwise survive. However, there are a number of 
circumstances in which allostatic systems may either be over-stimulated or 
not perform normally, and this condition has been termed allostatic load or the 
‘price of adaptation'. 
 
This adaptation could be interpreted and expressed as follows: in the acute stress 
situation the body ensures that it adopts the system to survive at that very mo-
ment. However, if a ‘long-distance race’ is required, the system is adopted to 
manage the increased efforts over a longer period. In the prolonged resistance 
phase there are other reconsiderations of priorities - in order to maintain homeo-
stasis – but if the demands do not decrease, the body cannot manage to compen-
sate (i.e. it remains on an allostatic higher functional level). It finally capitulates 
with more and more regulation disorders (and related symptoms) in the interac-
tive systems, which from the beginning were designed for ‘fight and flight’. Thus 
we should attend to the initial symptoms such as sleep disturbances, as well as 
tiredness, restlessness, irritability, listlessness, worry/anxiety, concentration prob-
lems and susceptibility to infection that goes with it (Schaufeli & Enzmann 1998). 
The balance can then be restored. From a clinical health perspective the type and 
the degree of difficulty of the symptoms could be derived from either a fighting, 
or defeated HPA system.  
 
Selye has already described these general adaptation phases - from alarm and 
resistance to overstrain and exhaustion - in broad terms (1950). If the threats 
or demands seem to be too great, Selye also pointed out the alternative to give 
up by ‘playing dead’. As a conclusion, there are three interrelating factors that 
decide the stress progression: i.e. the time perspective; the frequency and the 
accumulation of different burdens (psychosocial – physical – emotional - in-
fection - stress); and the bio-psycho-social vulnerability of the individual.  

Concluding remarks 

What is fascinating about the subject area ‘psychosocial factors related to 
health’ is that it has grown from a coherent theory and causal chain, which 
can describe how experienced and current social circumstances trigger bio-
logical reactions, which over time determine people’s health conditions. An-
other way of expressing this is that the individual with her/his bio-psycho-
social vulnerability, or resources, is the meeting place between internal psy-
cho-physiological systems and external social systems (Larsson 1999). 
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Empirical investigations 

Introduction to the research field  

According to the earlier-mentioned law governing employment security (LAS 
principles), and the adjustment phase (Joelsson & Wahlqvist 1984), the down-
sizing process is prolonged due to both the lasting period of notice and subse-
quent redeployment processes, where the staff has to change working units in 
order to replace the co-workers (with fewer years of employment) that have 
been made redundant.  
 
Örebro Central hospital in the middle of Sweden that had experienced substan-
tial personnel reductions - was selected for this research project. In 1995 the 
political leadership of Örebro county council demanded the board of directors 
to make substantial financial cuts. Of the total savings, amounting to SEK 250 
million (20 per cent of the total budget), as much as SEK 200 million was esti-
mated to be saved by staff redundancies of around 20 per cent (1000 persons). 
This process of layoffs began in the autumn of 1995 and ended two years later 
in August 1997, when the last laid off employee had left the organisation. 
 
At that time Örebro county council had among the highest health care costs 
per inhabitant in the country, due to a tradition of high local taxes and also 
ambitions to provide a high level of health care. During the recession at the 
beginning of the 1990s with decreasing state subsidies, it was not regarded as 
politically possible to try to compensate the rising budget deficit with in-
creased tax revenues.  
 
A further factor behind the heavy financial deficit which had arisen in the 
economy, for the highly specialised regional hospital in Örebro, was that ear-
lier long-term and established contracts with various county councils in the 
region for ordering care had been broken; in competition with above all Upp-
sala and Stockholm (1992). This meant that within a short time the ‘hospital’s 
suit had become too big’ in relation to the decreasing sales of care to the 
county councils in the immediate area. What also happened within the hospi-
tal at that time was that market-oriented management, with a system of bo-
nuses for all jobs within the health care sector, was fully introduced within a 
short time. In 1993-1994, the board of directors gave signals about the deficit 
as something that would create an intolerable situation. One year later, the po-
litically governed hospital administration saw the necessity of reconstructing 
the hospital’s finances (personal communication with the chief administrator). 
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The staff reductions at the Örebro central hospital were estimated to be among 
the most extensive in Sweden during the 1990s (County council statistics, 
2002). Considering that the present county council was relatively late with the 
savings demands the redundancies occurred over a relatively short period of 
time and with great intensity. However, the principles of the downsizing proc-
ess (according to LAS) were considered to be representative for the Swedish 
health care sector in general.  
 
In preparation for the staff reductions (1995-1997) the hospital board had 
produced an adjustment programme, in which the head of each department 
had the task of making financial cuts of up to 20%. Apart from the main LAS 
principles of staff redundancies, the department heads could decide how the 
savings should be accomplished. According to the hospital board of directors, 
their conscious policy of allowing the heads of departments to participate in 
making the cuts had meant that, as compared to the rest of the country, there 
was less resistance amongst these leaders at Örebro hospital, and fewer of 
them left their posts (personal communication). Despite this decentralised 
decision making procedure there was an overall focus on mainly reducing the 
group of assistant nurses. 
 
In order to manage the competition in a more market-controlled, highly spe-
cialised hospital system, the directors worked towards becoming a university 
hospital (USÖ) in 2000. This meant greater investments in medical education, 
research programmes, and further education among the personnel, as well as 
the upgrading of medical posts in order to keep and obtain a core of compe-
tent physicians. At USÖ the average length of patient stay gradually decreased 
from 6.5 to 4.5 days between 1994 and 2002 (hospital statistics). 

Personnel trends in the present hospital  

In 1995 the hospital had 4542 employees, but by 1997 the number had de-
creased to 3524. After this, the staff were gradually reemployed, resulting in a 
number of 3632 (1999), and then decreased again by 2003 (table 1).  
 
Table 1. Number of personnel categories at RSÖ/USÖ 1995-2003  
 
 Sep-95 Sep-97 Changes 

since -95 
Sep - 03 Changes 

since 95 
All categories 4542 3524 - 22% 3540 -22% 

Physicians 450 421 - 6% 452 0,4% 
Registered nurses 1415 1251 - 12% 1445 2% 
Assistant nurses 1174 671 - 43% 661 -44% 
Medical secretaries 221 181 - 18%  197 -11% 
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As can be seen in the table, the layoffs at the hospital mainly concerned assis-
tant nurses, where the cuts were 43 per cent between 1995 and 1997. Seen in a 
longer perspective, they even continued to decrease. The year 2003 is in-
cluded as a mirror of the 1990s. 
 
What also emerges from the table is that after the initial cuts, both registered 
nurses, physicians, and medical secretaries have been reemployed. In 2003 the 
physicians were almost back to the same number as in 1995, and the regis-
tered nurses had increased even more. This is a picture that corresponds with 
the rest of the country (p. 2). In addition, there was a small rising mean age 
among all the categories of the remaining staff – from 45 to 46 in 2003 (table 
2). The registered nurses are youngest, in a class of their own. The ratio be-
tween female and male personnel has remained relatively constant over the 
years at approximately 83% women and 17% men.  
 
Table 2. Mean age of different personnel categories at RSÖ/USÖ 1995-2003 
 
Personnel categories Sep-97 Sep-03 

All categories 45 46 

Physicians 45 47 

Registered nurses 42 43 

Assistant nurses 48 50 

Medical secretaries 45 48 

(It was not possible to obtain ages for 1995) 

Recurrent work environment reports  

Another important rationale behind the selection of the present hospital for the 
study was the availability of comparative data due to the continuing reporting 
of work-related conditions, using the research-based Quality, Work, and Com-
petence Scale (QWC) that started in 1994 and was planned to be repeated in 
1995, 1997, 1999 etc (Arnetz et. al. 1995). The feedback on these survey 
results was used by the hospital as an administrative tool in the systematic 
follow-up of the work environment during this period.  
 
In conjunction with the announcement of redundancies in 1995, as many as 85 per 
cent of all personnel groups reported worries concerning the anticipated imminent 
workplace changes, and 76 per cent reported decreased job insecurity, which was 
an increase from 1994 (Petterson 1997). Petterson also showed that perceived tired-
ness increased significantly between these two measurements - among all personnel 
categories, but proportionately more among assistant nurses (1997).  
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Over the following years, these results showed that the hospital staff reported a 
marked increase in workload (1995-1997), followed by a corresponding marked 
decrease in psychological energy (1997-1999) (Arnetz 2000). Furthermore, the 
number of people on long-term sick leave at the hospital doubled between 1996 
and 2001 - from 2.5 to 5% of the total number of staff (Hertting & Hagberg 
2001). However, it is important to point out that the personnel’s assessment of 
organisational parameters, such as the quality of objectives, efficiency, and 
participation has shown a positive development from the year of measurement 
1997 to 2001 (Arnetz 2002).  

Myself as an insider with an outside perspective 

The idea for this thesis came partly from two different development projects 
during the first half of the 1990s at the hospital in question. The first study – 
‘The personnel are the backbone of the health care service’ – was carried out 
at a geriatric department between 1991 and 1994. The concept of ‘the back-
bone of the health care service’ arose in order to study methods aiming to 
counteract the considerable increase in sick leave and early retirement, which 
at the end of the 80s was attributed to musculoskeletal diseases (Hertting & 
Swift 1996). Since the project came to be carried out during the anticipation 
phase of a downsizing period there were a number of premonitory signs of a 
budget deficit, leading to increased anxiety and considerable rumours. Thus, 
the perspective gradually altered from the ergonomic theme to the concern 
about coming redundancies at the hospital.  
 
Just before the information was circulated about which staff were to be made 
redundant and thereby given notice, and which were to remain at the work-
place (according to the new budget planning), the personnel at the accident 
and emergency department called for stress prevention advice. Although it 
was known that the hospital followed the general guidelines for the readjust-
ment programme, there was considerable uncertainty, which continued for a 
long period.  
 
Thus it was due to earlier work in the field, combined with the results from 
the QWC surveys, in relation to the prevailing downsizing process and knowl-
edge about women’s increasing work-related ill health that the idea arose to 
follow a group of female health care personnel after the period of staff 
redundancies (articles 1-IV). The intense and coherent downsizing process at 
Örebro Hospital inspired the construction of a longitudinal research design, 
something we knew was lacking in the research tradition of downsizing. The 
inspiration for the fifth article came from our own ongoing results and the 
recurrent QWC feedback in 1997, 1999 and 2001.  
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Included methods  

This thesis contains comprehensive dynamic data over a period of eight years, 
and is process-oriented, explorative, and explanatory in character. In order to 
elucidate the overall design and time perspective of the thesis, I have outlined 
the three different studies and the five articles included in the thesis (figure 4).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4. Outline of the thesis 
 
Data on physiological health status were collected through blood tests (study A). 
Data on experienced psychosocial work environment conditions were collected 
through repeated interviews (study B). The methods in these two studies had the 
same participants, i.e. medical secretaries, registered nurses, and assistant nurses 
(n= 31), and will partly be described together.  
 
Trends over time in work and health conditions, and their interdependence, were 
identified in the third study (C), on a work unit level, in 24 departments, from avail-
able repeated self-rated questionnaires, and from administrative registers at the 
studied hospital.  

Methods for interviews and biological markers 

Design  

The period of interviews began in November 1997, three months after the last 
round of layoffs had been completed, and was followed up one year later in 
November 1998. Within a week of the interview the same participants were 
required to visit the chemical lab and take the relevant blood tests (figure 5). 

 

1997-1998
Physiological 
reactions in medical 
secretaries, 
assistant- and 
registered nurses

1997-1998-2000
Experienced 
psychosocial work 
conditions among 
medical secretaries

1997-1998-2001
Experienced 
psychosocial work 
conditions among 
assistant nurses

1997-1998-2001
Experienced 
psychosocial work 
conditions among 
registered nurses

Study A
Study B

Article I Article III Article IVArticle II

1994-2001
Trends in work and 
health conditions on 
worksite level

Study C

Article V
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The qualitative research design was selected to contribute new perspectives in 
the research area of stress and occupational health. The interview study in-
volved recurrent individual open-ended conversational interviews, which were 
intended to extend descriptions and exploration of the informant’s experiences 
over time. An additional follow-up interview was made in 2000 with all 
medical secretaries and in 2001 with a strategic selection of four nurses and 
three assistant nurses from the original group.  
 
The blood tests (biological markers) were used to illuminate how the pattern 
of physiological reactions, in a more slimmed work organisation with women, 
changed at the end of a long adjustment phase - the first year after the staff 
layoffs and related relocations - which in turn followed one year of premoni-
tory signs. Thus, the adjustments over several years, in combination with the 
anticipated work intensity that was assumed to follow, were expected to be of 
particular importance for the remaining ageing staff.  
 

Autumn 1998  
Individual interviews  
Blood tests taken (morning and afternoon tests) 
Autumn 1998  
Individual interviews. 
Blood tests taken (morning and afternoon tests) 
Autumn 2000 
Follow-up individual interviews of all medical secretaries 
Autumn 2001 
Follow-up interviews of a strategic selection of registered and assistant nurses 

 
Figure 5. Study A and B: Blood tests and individual interviews at the hospital in 

question (Articles I, II, III, IV) 

Participants 

The personnel manager of the hospital was asked to select, on one hand, two 
clinical departments of different character, and, on the other hand, departments 
that together could show common efforts in creating satisfactory work envi-
ronment conditions during this period of structural instability2 One of these 
departments had a relatively low score, while the other had a corresponding 
high score in the Quality, Work, and Competence Scale. 
 
A selection of employees was made in the two departments in such a way that 
one third of the registered nurses (n=14); one third of the assistant nurses 

                                                      
2  For the physiological and interview studies altogether (study A and B). 
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(n=11) and one third of the medical secretaries (n=6) were asked to partici-
pate. For several reasons seven persons had to be excluded, and were substi-
tuted by employees from an additional personnel list. This corresponds to a 
participation rate of 82% in the interview study.  
 
As mentioned before, only female staff were included in the first two studies. 
What characterised this process-oriented thesis was that it was planned in 
dialogue with the managers. This meant that my initial intention to follow the 
two main occupational groups of nursing personnel (registered and assistant 
nurses) was extended to medical secretaries. The reason was an expressed 
request from one of the department heads to include this small occupational 
group who were seen as having extra burdens in the period of structural 
changes. The mean age of the medical secretary participants was 45 years 
(1997); four were single and two were living with a partner. The correspond-
ing age of the registered nurses was 45 years (1997) and for the assistant 
nurses 50 years (1997).  
 
Regarding the physiological study, there were four additional dropouts in 
relation to the different biological markers; four persons were removed from 
the cortisol data set due to pregnancy (1 person) and nightshift work (3 per-
sons). Hence, the cortisol measurements were made in 27 women, which cor-
respond to 71% participation. Of these, 9 were assistant nurses, 12 registered 
nurses, and 6 medical secretaries. In the case of the immunoglobulin G (IgG)3, 
the sample population included 26 individuals, and for apolipoprotein A, 25 
individuals, since technical losses resulted in one and two additional dropouts 
respectively. In the case of the oestradiol, values from only 21 individuals 
were available from the sample population for both years. The remaining 6 
were pregnant, or on medication that excluded them from the test.  

Data set and analyses of biological markers 

Within stress-related research there is a long tradition of using blood tests to 
measure the biological markers that correspond to psycho-physiological re-
sponses to psychosocial parameters. In this case, blood samples were taken 
and analysed with respect to: cortisol, oestradiol, IgG and the apolipoproteins 
A and B. This combination of biological markers can mirror the balance be-
tween protective and damaging risk factors. Another reason for choosing 
these biological markers is that the variations in the concentration of 
plasma/serum occur slowly in response to changing life situations. Thus, ir-
relevant rapid variations are avoided. 
 

                                                      
3  Described more thoroughly in article I. 
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The blood tests were taken twice during the same day to capture the degree of 
variation in cortisol levels. These were at the beginning of the work in the 
morning (8 a.m.), and in the afternoon just after the end of the work shift (4 
p.m.). Exactly the same test-taking procedure was repeated one year later.  
Each sample of blood test was analysed for cortisol, oestradiol, and apolipo-
protein AI and B. With the exception of cortisol, the means of the results from 
the two sampling occasions in the morning and afternoon (duplicates) were 
used. The amount of cortisol and the variation between morning and afternoon 
levels was analysed with regard to both first-year and second-year test results. 
The statistical method for all measures was paired t-test. (For further details 
concerning the precision of the used method and correction for menstruation 
cycles, as well as some additional biological markers, see article I.).  

Data set and analyses of interviews 

The semi-structured interviews took the form of a conversation based on a 
question guide (see appendix p. 73), designed to mainly cover the informants’ 
experiences of daily stressors and motivators, but also their individual well-
being, and how they managed their situation. The approximately one-hour 
interviews with the informants took place outside the workplace. The women 
were encouraged to express their experiences freely in interaction with the 
interviewer. In order to confirm (validate) the meanings of the responses, the 
interviewer made short summaries at regular intervals. The female interviewer 
– the author - represented the field of stress research. Data included all in all 
79 audiotaped interviews (31 from 1997 and 1998 respectively, 6 from 2000 
and 6 from 2001), which were transcribed verbatim.  
 
The interview texts were examined using an inductive strategy for thematic 
content analysis in order to obtain meaning and understanding (Silverman 
2001; Miller & Crabtree 1994). The contents of all interviews from 1997 and 
1998 were read and reread to obtain an overall view of the data. Then words, 
sentences and expressions that emerged and corresponded with the aim of the 
study were noted in the margin. Those text segments that related to each other 
were grouped together and gradually constituted preliminary themes. Then the 
themes were given suitable headings based on their content. Subsequently, the 
themes were either reduced or expanded, as new aspects emerged during the 
analyses. In order to reduce the risk of bias in the coding procedure, a co-assessor 
independently coded the observational data, which later were compared with the 
interviewer’s codes.  
 
The results of the inter-rater reliability in finding themes and points of disagree-
ment were resolved through continuing reflection and discussion within the re-
search group (also including the second supervisor) and in line with the theoreti-
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cal framework (Silverman 2001). Based upon these themes, the third round of 
interviews in 2000 and 2001 was more focused on motivators within the women’s 
work context, in line with Agar’s (1996) funnelled questioning method.  

Methods for trends in work and health  

Subjects 

The trend study was ecological, based upon data collected during an eight-
year period (1994 –2001). Departments were selected on the basis of their 
work-related functions of care with direct responsibility for patients. In total, 
24 departments were included, representing 90 - 95 per cent of all personnel 
in the hospital with direct responsibility for patients. 
 
All categories of employees (physicians, registered nurses, assistant nurses, 
medical secretaries, and some paramedics) at the selected departments re-
sponded to questionnaires on five occasions. Questionnaire data were used as 
aggregated means on the department level, which means that the unit of 
analysis was the worksite. This procedure was the only possibility to follow 
the development, since the questionnaires were anonymous and there was no 
identification on the individual level over years.  

Measurements 

Two kinds of data were collected, from each of these five measurement occa-
sions: 1) measures of work conditions and health, based on (anonymous) indi-
vidual questionnaire data and 2) hospital register data. (Seen in table 3) 
 
Table 3. Types of data and time points for collection from a sample of hospital units 
 

 1994 1995 1996 1997 1998 1999 2000 2001 
1. Questionnaire data: 
Working conditions 

Mental health 

 

x 
 

x 
  

x 
  

x 
  

x 

2. Register data:  
Working conditions 

Sick leave 

 

x  
  

x 
  

x 
  

x  
 

x 

 
Questionnaire surveys were repeatedly carried out at the hospital in 1994, 1995, 
1997, 1999, and 2001. The feedback on these survey results was used as an 
administrative tool to systematically follow the work environment. In order to 
adjust the questions to the specific needs of the workplace, they were continu-
ously revised. The questions in this present trend study were selected with re-
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gard to the following criteria: the questions should be identically formulated 
over the years, and the measures should have theoretical relevance from a work-
related stress process point of view during times of structural changes4. A new 
data set was formed using the departments as the study subjects (n=24).  
 
Administrative register data considering short-term (< 30 days) and long-term 
(>30 days) sick leave were used as additional measures on health status. Fur-
thermore, demographic personnel data (staff turnover) were used as proxy 
measures on organisational instability (working conditions). These data were 
available from administrative personnel register statistics from the years of 
1994, 1996, 1998, 2000 and 2001. Data from these years were accessible from 
the hospital administrators responsible. Due to these selected years for collec-
tion of hospital register data; there was a one-year time lag between question-
naire and sick leave data for the time period 1995-2000. 

Statistics 

The statistical analysis was made in two steps: As a first step, trends in work 
as well as health conditions for every single variable were measured for the 
studied time period on department level by linear regression, using the stan-
dardised regression coefficients (beta) as a measure of time trend (x=year; 
y=questionnaire/register measure). In the next step, the beta coefficients from 
these analyses for every single variable and department respectively, were 
used for further analyses, in order to relate trends in work conditions to health 
trends (x=trend in work condition; y=trend in health; n=24 units). These re-
sults, expressed in new beta coefficients of regression, indicate associations 
between trends in explanatory work-related factors and trends in health out-
comes in the different departments. 

Ethical Considerations 

All the participants in the two first studies were given both written and verbal 
information about what participation in the study would entail, in order to be 
able to give their informed consent. The participants were randomly selected 
from the employment lists and then contacted through their home addresses – 
to guarantee anonymity. Furthermore, the two selected departments were 
anonymous, and described on a principal level. In the last trend study the de-
partments were also guaranteed anonymous treatment. 

                                                      
4  The exact measurements for both questionnaire and register data on working charac-

teristics, and health measures, are thoroughly described in article V. 
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Findings and discussion 

Overweight of drainers, balanced by challengers  

In the presentation and discussion of the findings, I will start from the self-
rated psychosocial work questions between 1994 and 2001 in 24 departments 
(study C). Then I will condense the findings of experienced work conditions 
from the interviews with medical secretaries, registered nurses, and assistant 
nurses in the two selected departments (study B). These interview findings 
will be discussed after grouping into an adjustment phase (1997), and an on-
going working context (1998, 2000 and 2001) divided into subheadings, in-
cluding parallel changes and ‘everlasting’ problems in health care, though 
elucidated from the perspective of a more downsized work organisation.  
 
In next step I will present the health outcomes as they emerged in physiologi-
cal results (study A), as well as questionnaires and register results (study C), 
and the women’s worries about access to energy as they were reported in the 
interviews (study B). I will also sum up the time trends that were found in the 
related work and health conditions (study C). By way of conclusion I will 
portray the interviewed women’s view of their motivators (study B), and fi-
nally the four identified ‘healthy’ departments (study C). 

Tougher work trends  

The personnel (on worksite level) reported an increasing trend in working 
hard, along with conflicting work demands and having less time for planning. 
Work support also changed negatively over time, expressed in a decreasing 
level of satisfaction with workmates. In the interviews this was expressed as 
difficulty in repressing irritation or lack of generosity among co-workers due 
to increased tensions. Furthermore, the overall sense of work satisfaction fol-
lowed a decreasing time trend, as did the sense of pride in working at the hos-
pital. The tendency to work harder was associated with the diminishing pro-
portion of assistant nurses, indicating that tasks previously carried out by as-
sistants had to be taken over by other professionals and added to their ordi-
nary work. The results of working harder in the studied hospital are congruent 
with the previously mentioned increasing demands among health care staff 
throughout the country (Bäckman 2003; Theorell 2003). This is also valid for 
findings showing that health care staff tend to report more contradictory de-
mands, compared with personnel working with ‘things’ or ‘symbols’ (Ahl-
berg-Hultén 1999; Härenstam et. al. 2003). 
 
Surprisingly, we also found that the staff in question rated an increasing trend 
of authority over decisions. This was assumed to be associated with the fact 
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that almost half of the total number of assistant nurses had left the organisa-
tion – an occupational group who traditionally have lower decision latitude 
compared with other occupational groups in health care work (Karasek & 
Theorell 1990). With this in mind it is even more notable that the control fac-
tor in general decreased among the county council employees from the middle 
of the 1990s - considering that 34% of the auxiliaries disappeared between 
1993 and 2000 (Federation of County Councils 2002).  
 
I would like to emphasise that the content analysis in the interview study pre-
ceded the results from the later trend study. It is evident that findings from 
process-oriented interviews can facilitate the understanding of working life 
conditions behind trends such as working harder, having more contradictory 
demands and increasing lack of time to plan. However, the interviewed 
women did not describe a high potential for authority over their work, which 
will be evident in the following descriptions. 

The adjustment phase 

Downsizing consumes energy and emotions 

The downsizing process that took place from 1995 to 1997 at the hospital 
studied was described as a long waiting period, generating uncertainty and 
anxiety. Those assistant and registered nurses who were transferred to other 
departments against their will agreed about this. The two occupational groups 
used emotionally laden words, such as mistreatment by the department heads, 
together with a sense of divorce and painful split-ups from the teammates they 
were used to working with. As newcomers they said they were aware that they 
were pushing someone else out of her work, giving the feeling that they owed 
their laid-off fellow workers an excuse, and as if it was their fault. The train-
ing of new co-workers who replaced younger and more energetic (already 
competent) ex-colleagues was mentioned as an energy-consuming process.  
 
The two groups of assistant and registered nurses described a temporal proc-
ess by which they went from being angry, to feeling resigned, and then begin-
ning to function again, but with resulting resentment and lasting distrust to-
wards the management. Further, the assistant nurses said they were extra 
critical due to the heavy cuts (43%) in combination with an indifferent attitude 
on the part of the employer. The indifference towards them was interpreted to 
mean that they belonged to an occupational group in the hospital that was 
unnecessary, questioned, soon to become obsolete or under threat of extinc-
tion. Since there were few women in intermediary ages, the women wondered 
who would replace the group of ageing assistant nurses.  
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As described above, it is evident that the restructuring process from the pre-
monitory signs (1994) and notices (1995) to the discharges (1995-1997) and 
relocations (1996-1997) was a draining process over several years. As men-
tioned above, many of the employees in the entire hospital had judged high 
risks of unemployment, and increased job insecurity (Petterson 1997). In the 
light of the fact that it was mainly a question of an auxiliary downsizing phe-
nomenon, these extensive worries can seem surprising, but, at the same time 
consistent with literature describing this anticipatory phase as the most threat-
ening (Brenner 1988), with elevated anxiety levels and energy-mobilising 
hormones (Arnetz 1991). Furthermore, it is described as a state of paranoia 
with lots of rumours, and lack of faith in information (Joelsson 1993). 
 
However, in the interviews the downsizing ‘survivors’ in this study did not 
appear to have concerns about future unemployment. One factor could be the 
expressed promise from the board of directors that no more staff reductions 
would come about during the 1990s. It seemed that the registered nurses soon 
became aware that they were a needed profession in the specialised hospital 
care (perceived due to new recruitments in 1998). In the most severely hit 
group of assistant nurses, the reason for not feeling threatened as individuals 
was partly due to their relatively high age with only a few years left before 
reaching the formal retirement age. The first slight increase in new require-
ments (1998) was perceived as a sense of revenge. 
 
Another interpretation is that many of the younger laid-off assistant nurses 
were recruited by the nearby Ericsson mobile communication company, and 
that these ex-colleagues in their turn gave positive signals of having better 
paid, and moreover less tiring jobs. This is congruent with a Canadian study 
revealing that the displaced employees – the victims – who secured new em-
ployments perceived fewer negative job strains than continuing workers – the 
survivors (Devine et. al. 2003). Yet another Canadian study of nurses found 
that restructuring processes that were experienced as positive due to hospital 
support were associated with higher hopeful responses (Burke 2001). This 
was also true for older nurses, and nurses with longer nursing tenure. 
 
Job insecurity among assistant nurses was manifested as anxiety of being 
downgraded to merely serve the hotel function part their job, thereby losing 
their highly valued characteristics (pride) of care. The fact that they had not 
obtained formal competence was said to aggravate their weak position in a 
period of restructuring and increased care qualifications. Thus, they were con-
cerned about the future, wondering whether their occupation would survive in 
the hospital care service as a whole.  
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The medical secretaries stated that they were not bothered about future un-
employment, bearing in mind the large and obvious amount of work that was 
demanded of them. Even if they received more work tasks, they were at the 
same time more involved in the daily life of the department and could see a 
future possibility of being able to function to a greater extent as the adminis-
trative hub of the department (potential up-skilling). It is worth mentioning 
that these informants had not been exposed to redeployments other than re-
ceiving a few newcomers and stand-ins into their departments. Thus, they 
were not engaged in the lingering downsizing procedure as compared to the 
other two groups. The older medical secretaries’ sense of job insecurity, how-
ever, was concerned with the ‘new economy’, which demanded more ad-
vanced use of Information Communication Technology (ICT) in health care. 
 
However, all three groups of interviewed women lamented over ‘those in 
positions of power’. This could be interpreted as a broken psychological con-
tract between the employer and the employee with regard to the long previous 
period of stable and secure employment conditions in the Swedish health care 
sector (Federation of County Councils 2002).  
 
Staff reductions and restructurings of work organisations involve strong psy-
chodynamic processes! With hindsight it would have been interesting if the 
interviews had gone into the emotionally laden words about ‘divorce’, and 
‘not being seen as people- just a work force’ (expressed by both registered 
and assistant nurses) from the concepts of psychological contract and organ-
isational culture traditions in relation to the new more production-oriented 
health care service.  
 
A parallel dimension of adapting to a new culture could be the women’s opinion 
that the board of directors throughout the 1990s was using a more outright eco-
nomic language. The board was reported to recurrently claim the necessity of 
saving money, and having employees work more efficiently. The increased de-
mand for production-oriented health care can in turn be understood in that the 
pattern of constantly increasing allocation of resources was broken in the 1990s.  
 
Communicating and supporting the continuing workers in a downsized work-
place has been regarded as a key question (Burke 2001). In the present hospi-
tal the decision makers seemed to reach the departments heads, and to a great 
extent avoid conflicts by making the processes and decisions understandable 
for them. However, from the interviews it became evident that the directors 
did not manage to reach those who carried out the direct health care work. 
The health care hierarchy seemed to be strengthened in the structural changes 
of the 90s, since the staff ‘down there’ had different types of stressors, com-
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pared with ‘them up there’, who were never threatened and had greater con-
trol, decision latitude and power. 
 
It appears to be important to implement a good ’change-focused pedagogy’, 
where both staff managers and supervisors need to be aware of the psychody-
namics of crises, as well as people’s frequent and very human reactions of 
resistance in connection with change (Joelsson & Thomsgård-Joeslsson 
2000). It is therefore important that those who enforce a change (the manag-
ers) understand that the conditions, and therefore the reactions, of those who 
are subjected to these changes are different. The concept of critical life events 
mostly includes major changes in private life, but could also be used in con-
gruence with this described dynamic processes in relation to major organisa-
tional changes that demand adaptation and adjustment (Joelsson 1993). 
 
A further reflection with regard to the difficulties of communicating a mes-
sage ‘down’ into the organisation is that in spite of all parallel changes in 
health care the ‘yoke of tradition’ seems to be just as topical a theme as it was 
twenty years ago (Gustafsson 1985). 
 
The experienced waste of human resources, in the form of competence drain 
and injustice toward the assistant nurses that were laid off to such a large extent 
(emphasised among themselves, as well as among the registered nurses and 
medical secretaries), is consistent with the dimension of working in an organisa-
tion that does not create clarity and consistency (Kivimäki et. al. 2003). Neither 
in the public debate nor in the hospital organisation was it clearly articulated 
that it was mainly a question of downsizing among the assistants. It appeared to 
have been a general and just reduction of all personnel categories. The un-
evenly reductions were also a hidden reality for the country as a whole. 
 
In conclusion, the present findings in the adjustment phase are congruent with 
the downsizing literature introduced in the background, that discussed restruc-
turing as both a threatening and anger-provoking stressor, which increases 
with more restructuring initiatives, including broken psychological contracts 
and loss of trust (Greenglass & Burke 2000), as well as lingering feelings of 
guilt towards laid-off colleagues (Ferrara 1998), value conflicts (Maslach 
2001), job insecurity in the sense of losing valued work tasks (down-skilling) 
(Ahlberg 1999; Ferrie 1999; Hellgren 2003), injustice, and finally the need for 
a good change-focused pedagogy (Joelsson 1993). 
 
For the years 2004-2005, the hospital organisation is facing new significant 
saving demands, which indicates that this knowledge ought to be even more 
important for the political and operational managers to take notice of. This is 
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also valid for first- and second-line managers, and the health care workers 
who are in direct contact with the patients. 

The ongoing work  

Being subordinated and being ‘in between’ 

Both the assistant nurses and medical secretaries placed themselves on the 
bottom rung of their department managerial structure, having little status and 
experiencing an invisible and degrading service and support function. They 
were in agreement about the traditional hierarchical culture of the work set-
ting as being the main difficulty they had have to overcome. These findings 
are congruent with epidemiological statistics, showing that medical secretaries 
reported the lowest decision latitude when compared with women in the gen-
eral working population in Sweden (Theorell et. al. 1991). (The assistant 
nurses were not visible in these statistics). Corresponding findings regarding 
the low autonomy of medical secretaries in the health occupational hierarchy 
are also reported in work statistics from the USA (Butter et. al. 1994).  
 
From this perceived subordination there were long-lasting energy draining 
irritations, concerned with incongruent communication and – suffering from 
not being sufficiently listened to. The medical secretaries wanted both man-
agers and physicians to have a better understanding of the part that they could 
play in the smooth running of the entire department. The two working groups 
also seemed to be in agreement that mainly the physicians, and to some de-
gree the registered nurses, had difficulties in adapting to the fact that they had 
less access to support personnel.  
 
The registered nurses frequently referred to their general and traditional di-
lemma of being ‘in between’, in the sense of having split professional func-
tions. They are health professionals, and as such, they considered themselves 
as equal partners with their colleagues with the medical responsibility – the 
physicians. Yet on the other hand they could feel they functioned as doctor’s 
assistants. The nurses’ unfulfilled collaboration with physicians (in this study 
primarily men) was interpreted as a major stress producer that seemed to be-
come more obvious in the downsized organisation. 
 
Further, registered nurses handled tasks that required their particular exper-
tise, as well as tasks that could be carried out by assistant nurses. A parallel 
conflict was their split attitude towards their nursing profession that was ac-
centuated from the decreased access to auxiliaries. However, those that advo-
cated patient-focused nursing care felt that it was advantageous to acquire a 
holistic professional understanding of the patient, while task-oriented nurses, 
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on the other hand, were afraid that this close involvement in every detail of 
the patient could negatively affect their professional status. 
 
Many registered nurses were concerned with these eternal questions about the 
division of labour in work tasks close to the patient. However, having a pro-
nounced philosophy of nursing seemed to function as a health-promoting and 
stress-buffering resource for the individual nurse in the rapidly changing ‘new 
working life’; involving new demands and the need for acquiring new knowl-
edge. This was interpreted to be in accordance with the concept of coherence 
(Antonovsky 1996). 
 
The lack of monetary reward was frequently discussed among all three female 
occupations when considering increasing responsibilities and expanded work 
tasks. From the sense of being both subordinated and qualified, the medical 
secretaries used the strongest words of being ‘shamefully poorly paid’; the 
most shameful thing for a medical secretary was to tell other people about her 
salary because it represented a low value. Being conscious of doing qualified 
work with many years of experience, and still remaining among those em-
ployees who had the lowest salary in the hospital, was associated with feel-
ings of indignity. The sense of being treated unjustly was intensified when the 
secretaries compared themselves with others who they perceived to be more 
fortunate (seen in table 4). From their perspective, they were indignant about 
situations where the physicians seemed to be promoted and better rewarded 
without the need for salary negotiations. They were also painfully aware of 
their salaries - always lagging behind because of the proportionately low in-
creases in salary. ‘Being locked into a low work position’ was intensified by 
uncertainty as to whether or not the manager really took any notice of the gap 
in pay between employees.  
 
This was also true for the assistant nurses, who described their salary condi-
tions as essentially deadlocked, and the department heads without power to 
respond to their wish to be more valued. Both groups expressed ironically that 
they were negotiating about hundred kronor notes. The frustration about al-
most frozen salaries was especially pronounced in those assistant nurses who 
had been assigned to particular tasks in a highly specialised clinic. The re-
sentment about being inadequately rewarded was also coupled to the feeling 
that layoff periods were inopportune times for making salary demands. 
 
The registered nurses’ sense of going unrewarded was expressed as salary 
lags – in relation to the growing job demands - and as salary differences in 
relation to younger fellow workers, as well as physicians. Due to the increase 
in shortage of nurses, and recently introduced individual setting of salaries, a 
competitive factor was introduced between older nurses, who remain in ser-
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vice, and younger nurses, who have been recently employed, and are in a 
better position to negotiate about salaries. The feeling of not being esteemed 
could be seen in the light of injustice, based on the opinion that experiences 
and loyalty towards one’s workplace were not valued; and in addition that 
differences in salary were too large in relation to the respective work tasks of 
registered nurses and physicians. In table 4 it is possible to see the salary rise 
for different occupations from 1998. I chose a salary level that could illus-
trate the possibility of a career for life, and the coming quality of life as a 
pensioner.  
 
Table 4.  Rise in wages for different occupational groups between 1998 and 2003 

(50-59 years) 
 

 Comparison 
Wage 1998 

Median Wage 
2003 

Percentage 
Increase 

Senior physician 38 800 49 500 28% 
Ass.senior physician 35 800 43 380 21% 
Registered Nurse (spec) 18 400 23 020 25% 
Registered Nurse 18 200 21 600 19% 
Assistant nurse 14 150 17 150 21% 
Medical secretary 14 200 16 800 18% 

 
It was not possible to obtain median values for 1998. Comparison wage means 
randomly compiled values to use as a background for reflections in relation to 
the interviewed women’s sense of going unrewarded. It should be noted that 
the main interviews occurred in the latter part of the 1990s after a long period 
where real wages decreased for the three occupational groups in this study. 
According to the medical secretaries’ expectations of future promotion pros-
pects, they are bound to be either disappointed or need to have patience over a 
longer period of time. The assistant nurses seem to have been somewhat more 
successful in 2003, which were their latest collective trade union based wage 
claims. Still, the question of job evaluation is a topic in its own right that 
would be interesting to investigate in a hospital context associated to the 
change to more production-oriented care, and the related market-based need 
for specific occupational groups or professions. 

Being behind in an inefficient work organisation  

In the aftermath of the downsizing, the medical secretaries were above all 
disturbed by the ‘shortage of resources’ in relation to the need for administra-
tive support. An evident stressor was the proportionally increased number of 
physicians, trainee doctors, and medical students altogether - due to the grow-
ing teaching hospital, and to the corresponding reduced number of medical 
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secretaries (-18%), along with increased patient turnover from shortened pa-
tient care times.  
 
Being forced to do the most necessary tasks in recurrent crisis situations 
meant frequent presence of uncompleted work, leading to the sense of ‘being 
behind’. The sense of being behind was elucidated as the most profound stress 
producer for medical secretaries, who described themselves as being ‘hunted 
by time’. The most striking energy-draining vicious cycle, was working in an 
overloaded and ad hoc situation, was the concurrent feeling of being inade-
quate in their job, and not having enough energy to render more effective 
routines that could facilitate catching up with the work. It also meant short-
term crisis management solutions, such as using subcontracted temporary 
workers. Not having enough time or energy to instruct newcomers or create 
an atmosphere of learning and staff retention were additional energy drainers.  
 
As a result of tighter schedules and frequent workload peaks, the registered 
nurses experienced, that they had insufficient time to communicate with one 
another, and to develop proper nursing care. From the literature it is known that 
the daily work of nurses contains wasteful interruptions that make concentration 
difficult (Hedberg & Sätterlund Larsson 2003), and that time pressure is the 
factor that above all explains the variable ’hard work’ (Ahlberg 1999). 
 
In a similar way the assistant nurses mentioned as stress producers the sense 
of being behind due to insufficient time to carry out tasks. The need to com-
plete the tasks planned for the day was confirmed in terms of tradition and 
occupational pride (also emphasised in the group of medical secretaries). The 
assistant nurses could agonise over broken surgical schedules, and vicious 
cycles of returning patients due to ever-shorter inpatient stays. They felt they 
shared the responsibility for an overloaded and inefficient working system, 
and yet lacked the power to change things. This dilemma could in turn illus-
trate the hospital trend of working harder with more contradictory demands, 
and less support throughout the decade (study C), and from having a subordi-
nated position. It can also be compared with earlier health care research, 
which has confirmed that such a limited room for manoeuvre creates a feeling 
of inadequacy (powerlessness) in nursing staff (Ahlberg –Hultén 1999).  
 
When time is short, indirect forms of patient care, such as washing material in 
the rinse and sterilisation of surgical material, receive lower priority. Having to 
hand over to their fellow-workers tasks that they had not had time to finish 
meant being disloyal, since they would get too a big workload. For the same 
reason the assistant nurses said they were afraid of going on sick leave. It has 
been confirmed that such contextual factors of ‘attendance requirements’ as 
loyalty towards workmates or patients (third party) affect people’s decision to 
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go to work in spite of having symptoms of illness (Aronsson et. al. 2000; Jo-
hansson & Lundberg 2003). At this particular hospital, short-term sick leave 
was lowest in 1996, coinciding with the most intensive downsizing period, 
which shows that the perceived demands to attend work can also be interpreted 
in terms of uncertainty with regard to one’s own job (hospital based statistics).  
 
All these accounts are a good illustration of the revealed hospital trends, with 
less time for planning work. Ellström (1992) describes a work situation of this 
sort as the classic threat to a desired integration between work production, 
learning and problem-solving. From the results in the third trend study we could 
use a stronger word and call it a devastating threat with regard to the relation 
found between little time for planning and long-term sick leave.  
 
When there are unfinished work tasks, ineffective forms of extra work will 
arise giving vicious circles of even more work. Hence, an often-mentioned 
dilemma in relation to ‘being behind’ was the difficulty to agree about new 
working routines. Representatives from the two groups of registered nurses 
and assistant nurses experienced that the traditional ‘task-oriented’ care or-
ganisation did not correspond to the new more slimmed-down working condi-
tions. The shortcomings in the organisation became more obvious when there 
were ‘fewer people to run’ - less access to assistant nurses 
 
The assistant nurses said they wanted to ‘work in pairs’ with a registered 
nurse as a possible practice to achieve a more efficient use of their time, and 
the registered nurses advocated patient-focused nursing. In practice, imple-
menting patient-focused care has been found to result in a more efficient use 
of time, since it stimulates the development of a coherent way of organising 
nursing activities (Lundgren & Segesten 2001).  
 
The registered nurses wanted the physicians to be more visible on the ward, 
and to consult them more often about workloads so that they could organise 
their own staffing to meet patient demands. A more developed inter-
professional cooperation was said to be more efficient and thereby save both 
time and energy for everybody concerned. By expressing the desire to be con-
sulted by the doctors to a greater extent, and to gain their support for creating 
new time-saving work methods - without taking concrete action - the nurses 
could be said to disclaim their responsibility to ‘them up there’, in the same 
way as the assistant nurses did (in their wish to change working routines) in 
relation to their registered nursing co-workers.  
 
It would be possible to provoke the two groups by saying that they must express 
themselves more explicitly about the need for mutual understanding. At the same 
time, experiencing hesitance to influence one’s working routines is assumed to be 
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a consequence of traditional limitations in health care, which involve lack of prac-
tice to try out (learn) choices of alternative actions to one’s own advantage (See 
further discussion of effort to gain control in the next section.).  
 
By the second year, 1998, the two groups of registered and assistant nurses in 
both departments said they had been gradually revived, and that this was 
manifested with a growing collective willpower among persons in charge, as 
well as employees, to build working groups in order to change working rou-
tines and improve their work situation. However, three years later in 2001, 
informants complained that they had reverted to a resigned approach as a re-
sult of high rates of personnel turnover and sick leave, and the superiors’ lack 
of strategies for bringing about a sense of long-lasting responsibility among 
all co-workers. The medical secretaries in the same working context contin-
ued (throughout the whole study period) to compensate lacking resources with 
subcontracted stand-in staff, plus overtime work for the permanent staff. In 
the more supportive surrounding, registered nurses (in the interviews in 2001) 
described different improvements in their work environment, such as adding 
in scheduled telephone hours for patients, introducing professional supervi-
sion, and programmes for applied studies. The supportive department in study 
C turned out to be one of the four ‘healthy’ departments we found.  
 
In a hospital study in four countries, Aiken (2002) correspondingly found that 
understaffing as well as lowered levels of organisational and managerial support 
were related to more dissatisfaction, burnout and even intentions to leave their 
job among nursing and caring personnel. The conclusion to be drawn from all 
these findings is that it is particularly important to strive towards enduring time- 
and energy-saving working department routines in a downsized work unit. 
Thus, the study has implications for both the first and second line superiors to 
develop the work organisation together with their co-workers.  
 
However, there seems to be many hindrances to overcome in the hospital 
context. In a study of first-line nursing managers, Nilsson (2003) showed that 
they did not seem to use the room for manoeuvre, which was there in the or-
ganisation. In the study it is pointed out that the driving force behind the wish 
to become managers was the ambition to improve the work routines of the 
department – for the benefit of both patients and co-workers. Yet, it was 
shown that many of them got stuck in the everyday problems and ended up 
spending a considerable amount of time recruiting people (filling gaps). The 
development work had to take second place. They had expected better support 
from the head of their department in order to get on. It looks as if both regis-
tered nurses and first-line managers are fighting with corresponding profes-
sional ambiguity.  
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Davies (2001) stated that nurses are hampered by traditions expressed in the 
complex ‘deference - dominance’ doctor-nurse relationship. In action theories, 
corresponding lack of propensity to take action is called learned helplessness 
(Ellström 1992), and in stress research it is expressed as having low ‘locus of 
control’ (Theorell 2003). The way in which this spiral of not taking control 
could be broken in the health care setting is yet another urgent area for re-
search in the meeting between ‘gendered occupational pedagogy’ and ‘gen-
dered occupational health’.  
 
If the women’s wish to create a more team-oriented working system is to be im-
plemented, I would like to emphasise that (if being efficient) it must embrace the 
whole work organisation. In the book ‘Class, Gender and Surgery’, Lindgren 
(1999) analyses the risks involved in close multi-professional teams if there is too 
great differences in the conditions of those occupations that are to be included. 
The position of those with a shorter education and less authority in teamwork 
may be weakened and become less protected than in a group consisting of 
equals. Hence, the assistant nurses and the medical secretaries are considered to 
be the most vulnerable as individuals without support from their own group, 
which will be visible in the next section. 
 
It is evident that all three themes within the heading of ‘ongoing work’ over-
lap, since they deal with the efforts to take control from the perspective of 
‘being subordinated’ and ‘being in between, as well as ‘being behind’ in a 
both time limited an inefficient organisation. Hence, the external and internal 
room for manoeuvre (control) is interpreted as the integrating concept. 

Efforts to gain control at work  

The registered nurses cautious coping approach was interpreted from their 
perception of having an ambiguous professional function, and their uncer-
tainty to stand up for themselves; and also related to the nursing culture, 
where sticking out was said to be disapproved of, indicating that nurses could 
hold each other back. The interviewed nurses recognised that they contributed 
to a static situation by not sufficiently communicating their opinions.  
 
The efforts to cope among medical secretaries fluctuated between will to act and 
resignation, interpreted as an even more accentuated cautious approach and hence 
labelled as being ‘between submissiveness and taking action’. Even the medical 
secretaries recognised their part in an incongruent communication style towards 
the physicians by having ‘spoilt them in an incredible way’ - a service tradition 
they understood was devastating in a time of limited resources and increased 
work demands for themselves. Not having the position nor the courage or energy 
to legitimately resist work requests, such as working overtime, meant that the 
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secretaries could feel ‘invaded by job demands’. This difficulty in setting limits is 
in line with a study showing that women, more than men, tend to respond to un-
fair treatment by using a 'covert coping style’, which in addition was correlated 
with high blood pressure (Theorell 2000b).  
 
An example of adjusting to a non-desirable work situation was the tendency 
to released expressions of stress through ventilating problems within their 
own group (also valid for the nursing groups). In the literature it is described 
as a female-oriented befriending strategy (Shelley 2000). However, the medi-
cal secretaries described how they took support from their own group in their 
efforts aimed to facilitate the order of administrative management at the de-
partment. One mentioned strategy to gradually overcome fear in different 
meetings was to encourage oneself to be a messenger, speaking for the others 
in the group. The registered nurses also talked in terms of speaking as a 
group, along with strategies such as waiting for the right moment, or giving 
the question enough time to sink in; then perhaps the superiors and doctors 
would go along with it. 
 
The younger medical secretaries conveyed that their way of taking action was 
by investing time in information technology training courses. As mentioned 
before they realised that their expanded administrative functions and the fact 
that they were now required to be familiar with ICT might possibly mean ’up-
skilling’ in the long run. These desires were, logically, expressed by the small 
words of reservation. They were inspired by the expanding work tasks, and 
furthermore by the chance that the recently started two-year university course 
for medical secretaries had provided. 
 
Among the registered nurses there was also a widespread opinion that taking 
courses, as well as participation in workplace improvement activities, stimu-
lated the sense of professional growth, and there were some examples of pro-
motion prospects. Nevertheless, informants also noted that investments in 
professional growth on the part of the individual did not give sufficient pay-
off as regards increased salary or influence at work; A women’s dilemma that 
could be labelled as ‘competence stimulant pitfall’. Parenthetically I would 
like to mention that there are financial studies analysing whether further train-
ing pays off for women (Stark & Regnér 2002).  
 
From the perspective of assistant nurses, it was most obvious that they experi-
enced they could not influence their working conditions, outside their stipulated 
work tasks within their own group. They also had difficulty in influencing op-
portunities to acquire that specific competence they felt they needed in order to 
be able to raise to all the challenges connected with the higher level of 
health/medical care qualifications. In spite of this they spoke warmly about the 
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opportunities that were actually provided, such as being assigned to special 
tasks that stimulated the individual assistant nurse. The effect of having this 
field of responsibility was taken away, whereas corresponding investments in 
competence growth did not correspond to any movement in terms of promotion 
or financial incentives. This was connected with a sense of being taken advan-
tage of and labelled as frozen salaries (article IV).  
 
The university education seemed to provide the registered nurses with a pro-
fessional identity that gave them slightly more power to assert themselves, as 
compared with that of the medical secretaries and assistant nurses. The phrase 
‘having slightly more power’ is a conscious reservation to stress the interpre-
tation that professional development might be a necessary but not sufficient 
condition to empower traditional female occupational groups, providing care 
or administrative service in a health care context.  
 
A conclusion that can be drawn is that without an increased awareness of the 
feelings of hesitancy to take action, among the women themselves, and among 
superiors and even physicians, as well as occupational health consultants, 
there will always be a movement back. Therefore, it is important to emphasise 
the mutual responsibility of different personnel groups in a work organisation 
to support assertive coping behaviour, and also to consider and encourage the 
bringing out into the open feelings of ambiguity, inferiority or injustice. This 
also applies to the need to develop a more direct and 'equal' style of commu-
nication between interdependent workers, which in turn could render work 
production more efficient, and thereby save time and energy. Based on these 
findings it seems evident that coping and communication patterns should be 
seen as forms of empowerment, and as representing both a fluctuating and 
contextually grounded process. 
 
Finally, I would like to underscore that the interviewed women revealed that 
they were more successful with regard to the ‘efforts to safeguard their own 
health’ - than to gaining control in the workplace -in terms of keep-fit meas-
ures. The reflections about the necessity of keeping fit were found to be espe-
cially prevalent among registered nurses (further developed in article III). 
Another dichotomy that would be interesting to look into is why the profes-
sional assertiveness that registered nurses seem to have in patient -related 
situations is not extended towards work related situations. 
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Work-related deteriorated health trends  

Energy-draining processes among staff  

The physiological study including medical secretaries, registered nurses and 
assistant nurses (A) showed a possible early sign of dysfunction expressed in 
a 27% decrease in mean difference between the concentration of serum corti-
sol in the morning and afternoon from the initial assessment in 1997 to the 
following one in 1998. If this reduced variation in the circadian rhythm is seen 
as a ‘flattened cortisol curve’, the interpretation could be that the regulation of 
the levels of cortisol has become more rigid, which in turn could be the result 
of a long-lasting period of adaptation during all these described years around 
the downsizing processes (described in the section ‘Downsizing consumes 
energy and emotions’).  
 
Additionally, the level of oestradiol fell by 36%, and IgG by 9% and apolipo-
protein AI by 15%, between 1997 (interpreted as an adjustment phase) and 
1998.5 The reduction in the level of oestradiol could be interpreted as a sign 
of a lowered level of anabolism, while the lower levels of IgG support the 
conclusion that it is likely that there has been a reduction in the activity of the 
immune system. With regard to the lower levels of apolipoprotein AI, the 
expectation is that over time the reduction could influence the body’s protec-
tion against arteriosclerosis. Thus, the results suggest that the studied group of 
women had gradually developed signs of a weakened physiological defence, 
including possible signs of physiological exhaustion.  
 
A possible pathway linking the organisational changes, including both read-
justments, occupational insecurity and harder work pace, to the assumed loss 
of capacity in energy mobilisation, is the fact that the staff lacked younger 
members. Among the assistant nurses, there was an even more marked tipping 
of the balance to the older staff. The medium age was about 46 years. The 
tendency to a flattened cortisol curve as a possible sign of reduced capacity to 
regulate energy mobilisation is consistent with the results from a cross-
sectional study on teachers, who scored high on an inventory of burnout 
(Pruessner 1999). A corresponding flattened curve has also been found in 
emergency ward nurses (Yang et. al. 2001). 
 
Although the physiological study (A) in two departments and the trend study 
(C) in the whole hospital included neither the same subjects, nor exactly the 
same time perspective, the findings strengthen each other. It was shown that 
the staff in the selected 24 departments scored higher values on items such as 

                                                      
5  P-values and CI interval could be seen in article I. 



 

 49

listlessness, restlessness, irritation, as well as difficulties in concentrating, 
and in worry and anxiety throughout the study period. We found no statisti-
cally confirmed time trend regarding short-term sick leave6, but there was an 
increasing trend in long-term sick leave (30 days or more).  

Tougher work trends associated with deteriorating health  

We also found that the increase in working hard and having conflicting de-
mands, as well as the corresponding decrease in time to plan work was strongly 
associated with the revealed deteriorating mental health. It was also obvious 
that the substantially decreasing proportion of assistant nurses (43%) was re-
lated to the increase in working harder, which in turn was related to health. Ac-
cording to the findings in this study, the most important risk factor for increas-
ing long-term sick leave was decreasing time for planning work. Thus, the per-
ceived time pressure and the sense of being behind (also found in the inter-
views) could be referred to lack of control over both quantitative and qualitative 
demands. Given this twofold meaning, time for planning work could be consid-
ered a factor of central importance in relation to stress-related health.  
 
A more thorough scrutinising of the trend data showed that the lowest level of 
time to plan work was reported in 1997, while the highest levels of working 
hard and conflicting demands, and the lowest level of mental health were 
noted in 1999 (two years later). Furthermore, the rate of long-term sick leave 
was at its maximum in 2001. This finding may indicate that work conditions 
could be seen as important health predictors, and reversed causality (a high 
rate of long-term sick leave causing lack of time for planning) is less likely. 
This was also valid for the underlying inspiring Quality Work and Compe-
tence surveys (QWC), showing that the hospital staff reported the most 
marked increase in workload (1995-1997), followed by a corresponding 
marked decrease in psychological energy (1997-1999) (Arnetz 2000).  
 
These results indicate that negative stress reactions and low mental health, 
might possibly precede long-term sick leave in the latter part of the 1990s. 
Also due to the selected years for collection of hospital register data - with a 
one-year time lag between questionnaire and sick leave data (table 3, p. 32) - 
the results of interrelated trends were also from that perspective based on a 
delayed health effect with regard to long-term sick leave. Hence, our results 

                                                      
6  Short-term sick leave is discussed in article V, from the perspective of 

support, and with regard to the result of no found association between 
short- and long-term sick leave.  
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confirm the need for longitudinal studies to follow work and health condi-
tions, and also argue against cross-sectional studies measuring work condi-
tions and health outcome at the same time point. 

Concerns about sustainable health and finances 

In the interview study (B) the sense of being fatigue was classified as ‘worries 
due to the lack of energy’ (intrinsic stressor) in a demanding work context. 
The statements regarding consequences of being tired also concerned spill-
over effects, such as having too little energy left for family life or for socialis-
ing with friends in the evenings. The women also spoke of ‘never-ending 
demands’, as various duties and tasks awaited them when they returned home 
from work. Conflicts between work and family life were expressed as worries 
about not being accessible and supportive enough for children, grandchildren 
or ageing parents, as well as in-laws. All these experiences concerning multi-
ple roles and double work burdens of caring for and serving other people at 
work, together with corresponding tasks in private life (combined job and 
family stress), are congruent with the introduced literature in the section of a 
gendered working life (p. 15).  
 
Regarding ‘sleep disturbances’ (for whom it was present) these women fol-
lowed the pattern observed in other studies, waking up too early, invaded by 
thoughts about their jobs and worries about whether they would be able to 
manage during the coming day (Åkerstedth et. al. 2002). Another aspect of 
the health concerns that were expressed was having difficulties in unwinding 
after days of chaos at work, resulting in a lasting sense of irritation, or being 
tired. It could also be difficult to let go of thoughts about deeply troubling 
patients, or whether they had treated patients properly during the day. Espe-
cially the registered nurses stated that pervasive time pressures meant that that 
they more often worked through such worries at home.  
 
It was generally felt that working full-time in present-day health care was too 
hard. All three groups of women in a more overloaded working context said 
they were anxious about having to pay with their health as a consequence of 
not being able to manage to keep up with their job, given their own aches and 
pains, or when returning to work after illness; thus they felt vulnerable. Fur-
thermore, they were concerned about not having sustainable health or energy 
to keep working until their retirement. This was particularly pronounced for 
those who had about five to ten years left in their working life. Planning for 
retirement became a matter of setting priorities regarding health, family and 
financial situation (also valid for the other departments). 
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The women appeared to consciously balance their investment in health against 
their private financial situation. This tipping of the balance was (of course) 
made easier by living in a relationship with two disposable incomes. The most 
critical dilemma with regard to quality of private life seemed to be the situa-
tion of ‘being a low-income earner’, and single woman. The central question 
raised was how to manage financially and remain healthy until retirement at 
sixty-five. Regardless of age, the single women in this study were anxious 
about their lack of opportunity to accumulate financial buffers. More working 
hours meant more money and poorer health (less energy), while fewer work-
ing hours meant less income. Having to work full-time with this unsolved 
dilemma was in itself a strain. 
 
A Canadian study of nurses (97% women) that dealt with work and family con-
flicts and self-rated well-being during a period of hospital downsizing and associ-
ated restructuring showed a significantly greater relation between work → family 
conflict patterns, than family → work conflicts patterns. However, both work and 
family conflicts were associated with less work satisfaction and greater psycho-
logical distress (Burke, 1999). These results are congruent with the literature 
about spillover effects from work to private life. When in contact with employers 
and managers I have, however, often heard these persons proclaim the opposite; 
namely that they perceived the family → work stress pattern to be more related to 
the increases in ill health and sick leave patterns during the 1990s. 

A challenging work environment 

Looking into the future, I will conclude the findings of this thesis by describing 
the motivators found in the interviews (study B) together with the four stable 
‘healthy’ departments that we found (study C). I wish to stress that it is ex-
tremely important to elucidate balancing challengers and ‘health-promoting key 
factors’, considering the very consistent findings of trends of deterioration in 
work-related public health during the 1990s in Sweden (Palme et. al 2003; Ås-
berg et. al 2003), as well as at the hospital that was studied in Örebro. Kreitzer 
and colleagues (2001) in turn highlight that in the midst of organisational 
changes and transitions, the need for a healthy work environment is greater than 
ever, thus underlining the acknowledgment of the reality of the present envi-
ronment. This was my reason for elucidating the motivators perceived by the 
women themselves (study B). 

Being part of a comprehensive and learning team 

There was a general wish among the interviewed women in all three occupa-
tional groups to be part of the whole network of the department. Job rotation 
was introduced for medical secretaries leading to closer cooperation with and 



 

 52

insights into the working conditions of co-workers. This increase in responsi-
bility seemed to be important in work motivation. In addition, they said they 
really enjoyed recognising the administrative process regarding patient care 
(reception work). Getting to know the patient was something the medical sec-
retaries valued most. The increased use of computers in administrative duties 
was also a positive challenge for especially the younger ones, yet requiring 
invested time and efforts to learn new techniques.  
 
The registered nurses described corresponding motivators in being a parallel 
professional in a comprehensive and learning team, working towards the same 
goal. A sense of group-togetherness arose when the nurses felt that their dif-
ferent skills complemented one another, and they were contributing to the 
overall work organisation. Working with the patient as his or her personal 
nurse was also thought to create a team feeling. In addition, the nurses ex-
pressed professional assertiveness and professional pride in nursing practice, 
in terms of ‘knowing the patient’. Some of the informants stressed that coop-
eration with the remaining assistant nurses had been strengthened since the 
staff reductions occurred. Corresponding feelings were described by the assis-
tant nurses who stated that their occupational pride was found in their trained 
intuition to assess people's needs, and worries from many years of creating a 
relationship with patients. The response in their work mainly came from the 
gratitude they received from the patients. 
 
Sometimes co-workers could enrich each other’s jobs by recognising a job 
well done with verbal feedback. When superiors offered support, the infor-
mants emphasised that they experienced greater job satisfaction. There was, 
however, no formal strategy in place for regularly giving feedback in the de-
partments studied, and the women thought that it would be good if they were 
acknowledged more often. Therefore, it is important to highlight that feedback 
from managers to employees could function as a modeling tool for providing 
workers with confirmation and encouragement7 (Pousette in press). 
 
A motivation vision for the registered nurses was their expressed desire for 
improving the mutual charge of patients and sharing of knowledge (combin-
ing academic subjects). In accordance with these findings, I would emphasise 
that increased knowledge sharing within the team of health and medical pro-
fessions could be seen as a positive work environmental factor. This is also in 
line with discussions in epistemology, expressing the opinion that it is high 
time to supplement the dominating perspective of positivism in medicine with 
other perspectives (Malterud 2001). In a less hierarchical setting, it was found 

                                                      
7  Further discussed in article II about medical secretaries. 
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that both nurses and physicians, male as well as female representatives, ex-
pressed more positive collaborative attitudes (Hojat et. al. 2001).  
 
There was also a frequently mentioned desire among assistant nurses for im-
proved collaboration. They wanted to make their voice heard in connection 
with their assessment from working close to patients. In their opinion an im-
proved utilisation of their knowledge of the patients’ ability to manage their 
daily life could avoid the vicious cycle of returning patients.  
 
In conclusion: Being ahead and in control, when everything works, and hav-
ing a chance to ‘complete work’ was expressed as a wishful condition associ-
ated with great pleasure and also as an opportunity to balance their work 
rhythm. The need to complete tasks was also confirmed in terms of tradition 
and professional pride among assistant nurses and medical secretaries. 

Four stable ‘healthy’ departments in the hospital 

In searching for health-promoting departments (study C) we unfortunately did not 
find any in terms of a positive health development. However, of the 24 depart-
ments, the four with the best health trend could be considered as more saluto-
genic. In these four departments, the whole team of staff showed a stable health 
situation, in relation to both their scored mental health and the rate of short- and 
long-term sick leave over the studied years, in comparison with the general nega-
tive trend of the hospital. These so called ‘health stable departments’ have gener-
ated a new interview study from a perspective of salutogenic leadership. In this 
recently started study we want to explore the first- and second-line superiors’ 
experiences of those management strategies and work environment conditions 
that they assume have contributed to the stable health situation among their co-
workers. Consequently it is a question of a retrospective study, mirrored in lead-
ership theories, where the interviewed managers look back upon those eight years 
(1994-2001) that meant a period of structural instability. It is important to men-
tion that all departments had the same saving demand to accomplish. 
 
The study in question will contribute knowledge about how these different de-
partments have handled the structural changes of the 1990s in relation to the 
health outcomes, but also to the assessments of the staff regarding the work envi-
ronment at the department. We will hopefully be able to provide some answers as 
regards what the management and staff of a workplace can do to protect the 
health of the personnel in times of cuts and uncertainty. What different sorts of 
concrete solutions have we seen? What organisational choices are there, and how 
was the scope of action used at the departments in question?  
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Concluding reflections  

The comprehensive interview study design improved understanding of the 
dynamic interplay between stressors, motivators and efforts to control psy-
chosocial work factors for three female occupational groups in a changing 
working context. With the various underlying dimensions in the found 
themes: ‘downsizing consumes emotions’, ‘being subordinated’ and ’ being in 
between’, ‘being behind in an insufficient work organisation’, and ‘efforts to 
gain control at work’; new forms of interacting conceptions were captured. 
Hence, these findings have extended the existing concepts of demand-control, 
effort-reward and (in)justice from a woman perspective. This is also valid for 
an augment understanding of the used items of working harder, working with 
more contradictory demands, and having less time to plan work.  
 
Following is an example on the complex interacting positive and negative 
dimensions that were found with regard to the registered nurses: The nurses’ 
experience of ambiguity in their professional functions was in congruence 
with the split feeling of ‘being in between’, having a cautious coping ap-
proach and too little power to make working routines more efficient. There 
was a duality between the positive challenges from the demands of a more 
qualified care, which the registered nurses wanted to meet and be promoted 
from, and at the same time experiencing ‘ever-growing work demands’ in an 
organisation that had not been sufficiently adapted to the decrease in the sup-
ply of staff, and on top of this having a sense of still going unrewarded, but 
yet being in great demand in health care giving faith in the future with visions 
about ‘being equal’ in a knowledge-sharing multi professional team.  
 
The two hospital-based groups of registered and assistant nurses expressed 
that they more and more often had to work without the support of a colleague. 
This is an example of cultural shifts in the health care sector, which in turn 
require their own adaptation. Such a cultural adaptation comes over and above 
the experience of having to work flat out from time to time. Another example 
of cultural shifts was the recurrent suggestion from the mangers that produc-
tion costs and staff costs were too high. 
 
It is important to emphasise that my inductive style of interviewing meant 
that, without stipulating any conditions, I asked the women to tell me about 
their perceived work situation. As a result they spoke about what involved 
them, and what disturbed and irritated them. The ‘everlasting’ difficulties, 
concerning gendered hierarchies with related difficulties in being subordi-
nated and in between, and also having difficulty in cooperating within, as well 
as between, occupational groups, came up to the surface. All these energy- 
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and time-consuming conflicts seemed to become more accentuated in a 
changing organisation lacking buffers, and demanding efficiency. Since the 
group of assistant nurses was reduced to 43 per cent, their reactions are con-
sequently most strongly linked to the cuts. 
 
The main message from the third hospital study is that in times of organisa-
tional downsizing, and restructuring processes, a deteriorating trend in health 
care work conditions seem to predict worsening mental health and increasing 
long-term sick leave among the employees. On the contrary, conflicting de-
mands, and lack of time for planning work also appear to be central aspects of 
working conditions, emphasising the importance of job control over time 
pressure. Lack of time to plan work mostly means producing under time pres-
sure. Thus, the results support such stressors as a precursor of ill health by a 
prolonged energy mobilisation process without opportunities for recovery. 
This conclusion is strengthened by the results from the physiological study 
indicating that protective and anabolic functions had suffered - between 1997 
and 1998 - in the selected group of 31 women. 
 
Despite these statements, it is important to keep in mind that it is not possible to 
determine the influence of the downsizing phenomenon as the only explanatory 
change factor on the continuing work environment throughout the whole study 
period to 2001. We have to consider other parallel changes that are connected 
with new demands for increased productivity and quality in care (described in the 
background p. 2), and in connection with the hospital’s new status as a university 
hospital. This can be compared with the Stockholm studies also mentioned in the 
background section, which showed that it seems to be a question of changes de-
manding adaptation even in cases of expansion (Westerlund 2003).  

Methodological considerations 

The intense and coherent downsizing process at the present university hospital 
enabled a special focus on work and health conditions among the employees in 
times of organisational insecurity. Spitze (1988) pays attention to the danger of 
looking for health consequences without regarding the processes involved or the 
variety in work life experiences, and Hall (1990) in turn underlines the impor-
tance of including the gender perspective in work-related stress inventories. The 
need for a diversified longitudinal data is still emphasised ten years later in an 
extensive review article (Quinlan et. al. 2001). Thus, from these interests of 
knowledge, this research project contains process-orientated methods from a 
woman perspective, and with findings to be tested in future questionnaires. In 
addition we have studied health outcomes, including both subjective and objec-
tive health indicators for the personnel groups as a whole. 
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The physiological study 

The evidence of physiological adjustments in conjunction with organisational 
changes is important to discussions regarding staff reductions. No comparable 
studies from this period have so far been published.  
 
The validity of the physiological findings derive from the combination of a 
longitudinal study design, and from the information collected in subsequent 
interviews and the following trend study, showing different indicators on low-
ering perceived psychological energy throughout the whole study period 
(1994-2001).  
 
The lack of a referent group was of course a weakness of the study design. To 
find a hospital where no downsizing had occurred was rather small consider-
ing the period of general personnel reductions in the healthcare sector. Fur-
ther, the conclusion drawn from this study must be tentative given the small 
size of the study sample. Although the layoffs at the studied hospital occurred 
with great intensity, the principles for downsizing seem to have been the same 
in the Örebro regional health care organisation as in the Swedish health care 
sector in general (Federation of County Councils 2002). 
 
The downsizing and restructuring processes may of course not have been the 
basis of the physiological changes that we observed on the group level. On the 
other hand, it is hard to find an alternative explanation of the observed 
changes; some other major life change occurring in a large part of the partici-
pants would be required. It could be argued that there was general societal 
change going on, but that would be part of the same phenomenon: the struc-
tural changes at the common workplace.  

The Interview study 

My previous work in the research field provided a favourable basis for the 
longitudinal interview study at the hospital (p. 27). My interviews of female 
health care personnel were also facilitated by being a middle-aged woman 
myself with previous experience both as a public health practitioner, and as an 
interviewer (Mägi 1988).  
 
The discovery of qualitative variation needs a combination of interview open-
ness, and a maintained distance to the studied phenomenon; termed as ‘going 
native’ (Sachs 1983). The outsider perspective was facilitated by the fact that 
I was neither employed at the hospital, nor was I representing any of the oc-
cupational groups. The importance of an outsider role has become more obvi-
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ous in my reporting of the results to the occupational groups and health care 
departments.  
 
Initially the project may be characterised as ‘emergency research’ based on 
the motto ’seize the downsizing time’. Svensson (1996) points to the impor-
tance of taking the prevailing time spirit into consideration when carrying out 
a study. During this period, the public debate was full of indignation over the 
heavy cuts at the county’s hospital. Even if I approached the interviews from 
an unbiased and inductive perspective, my involvement in the issue may have 
been important for the opening round of interviews. The fact that I repre-
sented the field of stress research might as well have made the informants 
more inclined to tell me about stressors rather than what motivated them in 
their work. Correspondingly Ferrie (2001) maintains that perceived ‘job inse-
curity’ may subject to reporting bias through the tendency to accentuate the 
negative in a situation. Due to the longitudinal interview approach, my aware-
ness of this possible interviewer bias was increased, which supports the trust-
worthiness of the interview data.  
 
The combination of the inductive attitude and the repeated interviews also 
provided a dynamic picture of the development at the hospital. It became ob-
vious that the initial reactions during the readjustment process then changed to 
discussion of the ‘eternal questions’ within health care, which is a further 
argument for longitudinal research efforts. 
 
The content analysis of the transcribed interview material was facilitated by 
my collaboration with both Kerstin Nilsson (doctoral student) and also my 
assistant supervisor both working in the same methodological tradition as I 
do, but representing health care pedagogic. Through discussions and reflec-
tion within the research team, the initial content analysis was carried out with 
the motto ’going native’. In cooperation with my main supervisor the results 
were then connected to the area of stress research. 
  
Silverman (2001) emphasises that the research process should be described so 
that the reader obtains a clear picture of the different stages. The process has 
been described both in the three interview articles (II, III and IV), and in the 
method section of this thesis (p. 28). However, it should be made clear that it 
is the content in the statements that has been studied, and not the interaction 
between the informant and the interviewer (Edwards 1997). The transcriptions 
of the interviews constitute an important link between collection and presenta-
tion of data. The interview transcriptions were of high quality, made by a 
secretary with long experience in this field.  
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Finally, I am fully aware of the fact that the interview material is always a 
fragmented picture of the informant’s experience, depending on the specific 
situation (Silverman 2001). The repeated interviews increased the possibility 
to reinforcing feedback and related openness between the interviewer and the 
informant, which accounted for a rich data material.  

The trend study 

This study was based on the possibility to link repeated sets of self rated ques-
tionnaire data to corresponding administrative data sets over an 8-year period, 
which allowed for a longitudinally approach to study the consequences of 
structural changes in work conditions related to staff health.  
  
There was a one-year time lag between the self-ratings and the sick leave- 
data from the hospital, during the period 1995-2000. Accordingly, the interre-
lated trends are based on a delayed effect with regard to long-term sick leave. 
Such findings could not have been made with a cross sectional study. This is 
an additional argument for longitudinal studies.  
 
Studies on the ecological level have advantages and disadvantages, and the limi-
tations have therefore been considered. The questionnaire data was based upon 
anonymous, individually based responses, which made it impossible to link indi-
vidual data over time. It is further in the nature of the study that substantial 
changes in the personnel structure occurred over the study period, especially since 
the number of assistant nurses to such a great extent decreased. This problem was 
handled by using the individual data as aggregated means on department level.  
 
In addition, single items (questions) were used as explanatory variables in this 
analysis. The rationale behind using items was that individual variations in the 
way in which a separate question is perceived is different on the measured eco-
logical level. Another rationale was that single items might be more useful than 
summarised dimensions for the managerial interests of improving the work envi-
ronment.  
 
When interrelated time trends in self-rated and registered work conditions are 
studied, the markedly decreasing proportion of assistant nurses could be seen 
as a confounder. Another confounder is the fact that the recurrent feedback 
from the QWC- survey results to the department heads and from them to the 
co-workers may have affected the variations between separate departments. 
Finally, the fact that the questionnaires were answered anonymously made it 
impossible to recognise and analyse the non-response of separate departments. 
All these factors are discussed in article V.  
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Future research perspective  

It is urgent to discover that in the middle of all the restructuring and changes 
in Swedish working life, there is in fact great inflexibility in the form of ce-
mented structures. Throughout two decades, stress- and work environment 
researchers have shown that people’s access to or lack of perceived room for 
manoeuvre (decision authority) is the most decisive and enduring component 
in relation to their position in working life with associated welfare and health 
options. Access to or lack of reciprocity between invested efforts and received 
rewards, in combination with a sense of (in)justice, seems to be just as impor-
tant for health, as women’s and men’s basic needs when it comes to gaining 
control of their lives.  
 
My purpose was to describe the psychosocial work and health trends, as well 
as the gendered dimension of working life, with reference to both social sci-
ence and to developments during the 1980s and 1990s, in order to make un-
derlying structures visible. As I see it, such current and retrospective views 
constitute a necessary point of departure if we are to be able to solve the psy-
chosocial work environment problems in the future, since this means that 
there is a need to change the rigid pattern of overordination and subordination 
between different occupational groups, and between women and men in the 
health care service sector. Underlying this is the fact that sub/overordination 
seems to be internalised, and there is thus both internal and external resistance 
to challenging the prevailing circumstances with the aim of achieving more 
equal work and health opportunities. 
 
In the interview study it became clear that the majority of women wanted 
more team-oriented and patient-focused care. It would be interesting to follow 
such a development in order to investigate how different occupational and 
professional groups in such a work context perceive the level of demands and 
degree of effort in relation to the three central concepts of control, reward and 
justice - linked to the perspective of employees having unlike authorities be-
cause of various educational levels and status (Lindgren 1999). 
 
The second challenge for work environment researchers, given the prevailing 
consensus concerning psychosocial risk factors and negative health trends for 
women working in the public care sector, is to concentrate research even more 
on identifying ’health-promoting key factors’. Based on the results of this 
research project we intend to continue with a study that aims to investigate the 
prerequisites for health-promoting management strategies in a university hos-
pital context. The aim of the democracy book published by the National Insti-
tute of Public Health was to show that there is already considerable support in 
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the literature for the health-promoting effects of increased influence and par-
ticipation at work (Theorell 2003).  
 
In future health-promoting working life research it would therefore be impor-
tant to have an implementation perspective on the explicit ambitions on the 
part of the state to improve the psychosocial work environment by analysing 
the resistance that arises in local work organisations responsible for the reali-
sation of a healthy promoting work environment. The inspiration for such a 
notion comes from the political science study of the implementation of a gen-
der equality policy (Pincus 2002). What can be learned from the study of this 
particular policy is that implementation is not only an administrative matter 
but one in which conflicting interests arise and are played out by the actors 
involved.  
 
In the Swedish Committee on Funding and Organisation of Health Services 
and Medical Care in Sweden it became clear that during the 1990s there was 
hardly any research concerning the relation between financial incentive and its 
consequences for the work environment (Gustafsson 1999). Research in the 
Nordic countries is still considered to be weak in this area (personal commu-
nication). It is worthy of note that the representatives at management level in 
the county council also considered that there is far too little internal discussion 
and exchange of knowledge about how the health care sector’s different fi-
nancial incentives (the purpose of which is to make the production of health 
care more economical and efficient) can affect involvement and attitudes in 
all those who are to carry out the direct health care work close to the patient.  
 
There is also the underlying question of what the management can learn from 
the fact that it proved to be difficult, in connection with the big cutbacks dur-
ing the period 1995-96, to make the decisions and processes understandable 
for the co-workers. The question of a ’change-focused’ communication strat-
egy that creates clarity and consistency (Kivimäki et. al 2003) is extremely 
topical, considering that we are approaching another big wave of cost-cutting 
demands for the years 2004 – 2005.  
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Appendix 

 
Interview guides 
 
The interview topics are designed to cover the informants’ experiences of 
daily working life, and how they manage their work tasks, as well as their 
individual well-being. The questions are open, but at the same time, the con-
cepts of stressors and motivators are in the back of the interviewer’s mind. 
The interviews have the character of a conversation with feedback in terms of 
summaries and extended questions. The purpose of the open-question style is 
to obtain rich descriptions of concrete events and opinions (feelings). 
 
The interviews in 1997 
 
These subjects constitute the basis for the conversional interviews: 
How are you? – Such as health, mood, vigour and self-esteem. 
Can you describe a normal working day? 
How are things at your workplace? 
What work tasks do you have, and how are they decided? 
What can you decide by your self? 
What has been altered in your work situation in conjunction with the staff 
layoffs?  
How do you see the ongoing restructuring (redeployments)? How did you feel 
about the whole process of staff reductions? 
How would you describe the character of the nursing-, caring-, and adminis-
trative work in your department today? What are the demands, in terms of 
development (progress), challenges, workload or strain?  
What is the cooperation and work climate like within your own occupational 
group, and in relation to other co-workers, and your managers (first- and sec-
ond-line superiors)? What kind of recognition do you receive? 
What about your private life and time off? Does your work influence your 
private life sphere, or vice verse.  
Do you do anything in particular for the benefit of your own health, well-
being or fitness? 
How do you see the future? What visions do you have with regard to the fu-
ture of the health care service sector, your occupational group and yourself as 
an individual? 
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The interviews in 1998 
 
The basis was the same as in 1997 with some additional aspects: 
How are you today? 
How is your work situation today?  
Is your situation different (or the same) compared with the interview occasion 
in 1997? What has contributed to the situation being different or the same?  
What has got better or worse? 
What do you do in order to feel better (coping and lifestyle questions)? 
How do you see the downsizing period from the perspective of 1998? 
 
Follow up interviews in 2000, and in 2001 
 
The more funnelled interview was used in order to illuminate which chal-
lenges give the female informants a feeling of energy, vigour or pleasure/good 
mood, and conversely which factors seem to function as drainers. 
 
Can you tell me what motivates you to go to work?  
What gives you job satisfaction?  
What makes your work interesting? What are the incentives to learn new 
things, and to be able to influence your work?  
What strengthens your self-esteem, and makes you feel capable (competent) 
and proud of being a medical secretary (2000), registered nurse or assistant 
nurse (2001). 
What is recovery and relaxation for you…?  
 
Can you tell me what takes you down at work?  
What tires you out and drains you of energy? 
What makes you irritated, frustrated, and what takes the pleasure out of work? 
What takes away your motivation to learn new things and to get involved in 
your work? 
What can lower your sense of self-esteem, and what makes you feel worried?  
What can make you think about your work in your free time?  
 
How are you today? What has changed since the interviews in 1998? 
How do you see the downsizing period from the perspective of year 
2000/2001?  


