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Aim: The aim of this thesis was to study the working life of first-line managers and their
subordinates in elderly care from an empowerment perspective. Methods: Paper I and II used
a qualitative approach, and semi-structured interviews were conducted with 14 male and 14
female first-line managers. Data were analyzed using qualitative content analysis. Paper III
and IV used a quantitative approach with a longitudinal, correlational and multilevel design.
78 first-line managers and 1398 subordinates filled in the questionnaire at T1 and 56 firstline managers and 769 subordinates at T2. Data were analyzed using descriptive statistics,
multivariate analyses (III & IV) and multilevel modelling (IV). Results: In Paper I and II, the
first-line managers reported having a challenging and complex work situation. Although the
first-line managers sometimes expressed a need for better access to structural empowerment
in terms of information, resources and support, they experienced psychological empowerment
in their work. In Paper III, the results indicated that the more access the first-line managers
had to structural empowerment over time, the more likely they were to feel psychologically
empowered over time, resulting in lower ratings of their stress symptoms and higher ratings
of their own self-rated leadership-management performance over time. Another finding in
Paper III was the influence the number of subordinates per first-line manager had on the firstline managers’ ratings of structural empowerment and the subordinates’ ratings of structural
empowerment and stress symptoms. In Paper IV, the results indicate that the more access the
first-line managers had to structural empowerment at T1, the more access the subordinates
had to structural empowerment at T2, and the higher the subordinates rated their first-line
manager’s leadership-management performance at T2, when controlling for psychological
empowerment. Conclusions: The working life of first-line managers in elderly care is complex
and challenging, and they seem to need better access to structural empowerment (Paper I-IV).
However, although deficiencies in access to structural empowerment were reported, the firstline managers experienced their work as a positive challenge (Paper 1) and felt that, though the
work was not easy, it was worth it (Paper II).
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Preface

Elderly care has always interested me. In 1996, at the age of 16, my first real
work was as a nurse's aide at a municipal nursing home for persons with dementia. After graduating from gymnasium, I worked as an assistant nurse at
nursing homes and home-help services in different municipalities. After a
while I applied to nursing studies at the university. Having enjoyed working
with older persons, I went back to work as a registered nurse in elderly care
after finishing my studies. During my years in elderly care, I worked with
many first-line managers (FLMs) in different organizations and in different
municipalities. Their leadership and management varied. Some of them were
really inspiring, whereas others were more distanced and invisible to me. Especially one manager made a strong impression. She was also a registered
nurse and had worked in elderly care before becoming an FLM. She understood our work situation, and she supported and listened to us. Although she
sometimes had to make difficult decisions, she could always explain the situation and make us feel part of the decision-making process. She gave me the
opportunity to work with an EU-project on education and supervision of
healthcare staff. She inspired me and sparked my interest in leadership and
management, and made me think that someday I might become a FLM.
When I started work on my Master’s thesis, I got the opportunity to write
about the work situation for staff in elderly care. I enjoyed deepening my understanding of the area, and I started working as a research assistant in a project about working life in elderly care. Later on, I applied for, and received, a
postgraduate position in the same project. Now, at the end of my doctoral
studies, when I think back on my early clinical work in elderly care, I have a
much deeper understanding of how structural conditions affect not only the
FLMs themselves, but also everyone around them. I still think of that one
manager as the best FLM I have ever worked with, because she was able to
empower me in my work as a registered nurse.

Introduction

During the past decades, elderly care has undergone several changes. The clients now have more complex care needs, which, in turn, has led to higher
demands on management of elderly care.1 Managers in elderly care have reported poorer structural conditions and poorer health than managers in other
municipal departments,2 and high turnover rates have been reported both
among first-line managers (FLMs) and staff.1 This is problematic, because
while the older population is increasing, the need for FLMs and staff is increasing as well.3,4 Research has shown that the staffs perception of the work
environment are significantly related to outcomes for both staff and patients.5–
9
The work environment needs to enable employees by offering them good
structural conditions/structural empowerment and sharing power with them.10
However, the working life of FLMs and their subordinates in Swedish elderly
care has not been particularly well studied from an empowerment perspective.
This thesis focuses primarily on working life among FLMs in elderly care, but
also in relation to their subordinates.
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Background

Elderly care organization in Sweden
In the beginning of the 1950s, modern Swedish elderly care began with the
introduction of home-help services. In 1992, the Elderly Reform was introduced, making the municipalities responsible for all care and social services
for older persons. Elderly care in Sweden has been subjected to many organizational changes during recent decades,11 which, for example, has made it possible for private care providers to enter the care sector.12
The care and services provided in elderly care can be offered by municipal
or private care providers. Still, all elderly care and social services, both municipally and privately run facilities, are tax financed and the municipalities
have the overall responsibility.1,12 A private care provider can be an individual,
a company, a corporation, a co-operative, a non-profit association or a foundation.1,13 Private care providers can offer care and services according to the
Freedom of Choice Act (2008:962),14 or the Public Procurement Act
(2016:1145).15 However, it is up to the municipalities to decide whether any
aspect of freedom of choice should be implemented, and up to the older persons themselves to decide whether they want to use a municipal or private care
provider.16 Although a majority of the municipalities have adopted the freedom of choice system (especially the bigger ones), there are still municipalities that have not.1 In 2015, private care providers were responsible for 24%
of all home-help services and 19% of all nursing homes in elderly care in
Sweden.1 However, there is great variation across municipalities in the number of private care providers.17 There is also variation across municipalities in
the number of older persons who receive elderly care, and the quality as well
as different kinds of services the municipalities provide.18 The services and
the organization are managed differently depending on whether they are municipal or private. The managerial structure can vary regarding the managerial
responsibilities associated with the various positions, and the hierarchical levels can also vary.12 In municipal services, the local board, with members from
different political parties, is in charge.19 In private elderly care, the services
are run by a board of white-collar employees and specialists.12 In 2016, the
cost for elderly care was 117 billion SEK, which was 19.1% of the municipalities’ total costs.4
The municipalities are obligated to provide older persons with home-help
services or special forms of housing for individuals who are in need of special
12

support, according to the Social Services Act (2001:453), which regulates elderly care in Sweden. However, according to the Social Services Act
(2001:453), older persons must wait for a decision made by a case manager
before they can apply for home-help services or a place at a nursing home.20
The home-help services provide individuals, most of whom are 65 years or
older, with assistance around the clock in terms of services or personal care in
the individuals’ own homes. The nursing homes are special forms of housing
that should meet older persons’ varied and special needs for care and services
around the clock. The National Board of Health and Welfare defines services
as practical help with house cleaning, laundry, errands, grocery shopping and
serving meals, and they define care as help with daily activities in terms of
hygiene, nutrition, ambulation and psychosocial health.1 In this thesis, the
home-help services and the nursing homes are in focus, although the elderly
care system does provide more forms of services to older persons. Furthermore, the definition of older persons as the chronological age of 65 years old
or older21 will be used in the thesis.
According to §1 Chapter 4 of the Social Services Act (2001:453), ”An individual who cannot provide for his/her own needs or have them provided for in another
way has the right to assistance from the social welfare board for his/her maintenance
(maintenance support) and for his/her life in general”.20 In October 2017, 231,324

individuals were receiving home-help services and 88,208 individuals were
living at nursing homes, most of them 80 years or older.3 In 2015, 37% of
older persons who were 80 years or older received elderly care, and a majority
of them were women.1 Many of the clients have impaired physical and mental
health and often several chronic illnesses.1,3 A Swedish cross-sectional study22
examined the prevalence of dependency in activities of daily living (ADL),
cognitive impairment, neuropsychiatric symptoms and pain among 4,831 clients at 188 Swedish nursing homes. They found that 56% of clients were ADL
dependent, 67% had cognitive impairment, 92% exhibited neuropsychiatric
symptoms and 48% exhibited pain.22 Dahlkvist et al.23 and Roos et al.24 have
also reported anxiety/depression, pain symptoms and problems performing
ADL activities among clients at nursing homes in Sweden. The number of
rooms at nursing homes has decreased during recent years, and only clients
with extensive care needs are offered a room there. Older persons with lesser
needs instead stay in their own homes with assistance from the home-help
services.1,3,17 In Sweden, the special forms of housing have been given a variety of names over the years: service apartments, old people's homes, nursing
homes, sheltered housing and temporary housing.1 In this thesis, they will be
called nursing homes because many of the clients have impaired health with
extensive care needs, and a case manager has made a decision allowing them
to stay at a nursing home.
However, there are differences in what the municipalities can offer their
older population in terms of home-help services and nursing homes.1,17,18
13

By mid-2040, the number of persons who are 80 years or older is expected
to have doubled compared to now, from 500,000 to one million persons.1 Elderly care is tasked with meeting the needs of this growing group of older
persons, customizing the care and letting older persons participate actively in
their own care.1,3,4 However, as the trend is toward more older persons staying
in their own homes and receiving more advanced healthcare at home, the pressure on elderly care will increase.1,3,17
Elderly care is imbued with the fundamental values of self-determination
and participation.1 These values are the basis of the Social Services Act
(2001:453).20 The values of self-determination and participation entail that the
individual has the right to make decisions about him-/herself and the care or
services being provided. As far as possible, the individual and the staff should
jointly decide on how and when the care or services should be provided.1 In
2011, the national fundamental values were legislated in the Social Services
Act (2001:453), saying that ”The elderly care provided by the social services shall
aim at older persons being able to live a life of dignity and experience well-being
(fundamental values)”, §4 Chapter 5.20 The national fundamental values are im-

bued with the values of self-determination, security, purpose, respect for privacy and integrity, adaptation to and participation of the individual, good
treatment and work of high quality.25 Roos et al.24 conducted a Swedish intervention study that put the national fundamental values into practice. The results showed that, at nursing homes where the national fundamental values
were put into practice, the clients gave higher ratings on person-centered climate, empowerment and quality of everyday activities.24

First-line managers in elderly care
In Sweden, the FLMs go by many different names: head of unit, head of section, senior administrator,26 department head, area manager, home-help manager and head of housing.27 In this thesis, however, they will all be defined as
FLMs. FLMs work close to the daily operations at their units and are responsible for leadership and performance of work tasks, as well as for staff and
finances.27,28 They are also responsible for the quality of care, patient safety
and the social services provided to older persons at their units. Moreover, they
have a responsibility for their subordinates as well as their subordinates’ work
environment.27 Their responsibility is delegated, however, and can vary from
organization to organization. FLMs are both managers (by virtue of their formal position in the organization) and leaders (by virtue of their ability to influence and lead others). Leadership is one of many tasks included in the managerial work.29,30 However, in FLMs’ daily work, administrative tasks take
most of their time.30 FLMs are positioned in between their subordinates and
upper level management. The managers support subordinates who work directly with the care and social services provided to older persons: therefore,
14

these FLMs are differentiated from managers in other positions in the organizational structure, as they are the only managers who work directly with the
staff.28,30 The average number of subordinates per manager varies in different
reports. According to Regnö,31 in 2016, FLMs in elderly care had an average
of 30 subordinates each. However, according to an SOU report,1 the average
number of subordinates has increased from 54 in 2009 to 60 in 2015, although
there is great variation within and between both municipalities and private
care providers.1
Also, the average number of FLMs in elderly care varies in different reports. In their report,27 the labor union Vision stated that about 5,000 FLMs
work in elderly care, while a SOU report1 states that about 4,100 FLMs work
in municipally financed elderly care. In 2015, about 90% of FLMs were
women and almost half of FLMs were between 50-66 years of age.1 In 2016,
managers in elderly care were the fifth most common female work group in
the overall labor market, with 87% female and 13% male managers.32 Many
of the FLMs had a university degree in nursing or social work.1 Today, there
are no formal educational requirements for FLMs,1,33 but in 2020, a regulation
concerning FLMs’ education will be added to the proposition of social care.1,13
Effective 2020, to the extent possible, only managers with a suitable education
will be able to work at nursing homes, home-help services and daycare centers. The turnover rate among FLMs in Sweden has been found to be high: of
the FLMs working in November 2014, 73% remained in their positions one
year later.1

Staff in elderly care
In 2015, about 250,000 individuals worked in municipally financed elderly
care; 90% of them were women, 20% were foreign born, and 90% were assistant nurses, nurse's aides and orderlies. However, registered nurses (RNs),
physiotherapists and occupational therapists work in elderly care as well. In
2015, about 60% of the nursing staff were assistant nurses.1 During the past
decade, elderly care has undergone changes as clients have become older with
more complex needs, leading to higher demands for competence among
staff.3,4 In 2015, home-help services staff helped 12 clients during a work day,
compared to in 2005, when they helped 9 clients.34
While the older population is increasing, the need for staff is increasing as
well.1,3 Before 2026, 136,000 assistant nurses and nurses’ aides need to be
recruited in order to meet the care needs of the increasing older population as
well as replace staff approaching retirement age.35 Meanwhile, there is a great
need to recruit staff to elderly care, as elderly care staff have high rates of sick
leave, almost twice as high as the overall labor market.3 Moreover, the number
of temporary and part-time employments is high in elderly care. In 2017, the
percentage of temporary employees in municipal elderly care was 27%, and
15

among private care providers 37%; compared to 16% in the overall labor market. Furthermore, the percentage of part-time employees in municipal elderly
care was 61%, and among private care providers 72% of the employees had
part-time employments.36 Moreover, the turnover rates and change of workplace among nursing staff in Sweden has been found to be high, and of the
assistant nurses who worked in 2014, 82% remained in the same position one
year later. Among the nurses’ aides, 61% remained in the same position one
year later.1 According to the NORDCARE study34 conducted in 2015, about
half of the nursing staff in the study had seriously thought about quitting their
work, compared to 34% in Norway and 43% in Denmark.

The work and care environment
The theoretical concept of environment is described in different disciplines.
For example, in the nursing metaparadigm, environment is one of four concepts that should be considered when performing nursing duties.37 According
to Fawcett38 p. 95, “”environment” refers to the person’s significant others and physical surroundings, as well as to the setting in which nursing occurs, which can range
from the person’s home to clinical agencies to society as a whole”. In the person-

centered practice framework,39 the care environment is one of four constructs
that should be considered when performing person-centered care. According
to McCormack et al.39 p.105-106. “The care environment is a key influencing factor on the way that person-centeredness is experienced by both patients/residents,
families and care teams.” In the framework, the care environment, i.e. the con-

text in which care is delivered, focuses on shared decision-making, staff relationships, supportive organizational systems, sharing of power and innovation. According to Kanter,10 this is similar to what occurs when employees
have access to structural empowerment in their work. Kanter’s theory10 proposes that employees need access to structural empowerment in terms of opportunities, information, support and resources to empower them to accomplish their work in a meaningful way. But they also need to feel that their work
environment supports them in their professional practice.8,40 Kanter’s theory10
of structural empowerment has been studied to a great extent in nursing settings in North America by the late distinguished university professor, Heather
Spence Laschinger and colleagues. Laschinger argued that, when nurses have
access to structural empowerment, they have better preconditions to provide
care according to professional standards, which in the end, should result in
higher quality of care for patients.8 In their comprehensive theory of nurse/patient empowerment, Laschinger and colleagues proposed a model suggesting
that when nurses are empowered, they are more likely to empower their patients, resulting in better patient and system outcomes.41 Purdy et al.7 tested
the effects of structural empowerment on nurse and patient outcomes. They
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found that when nurses had access to structural empowerment, this had positive effects on their empowered behavior, their job satisfaction as well as on
nurse-assessed quality of care and patient safety.7
In sum, the theoretical approaches described above share the notion that the
environment needs to be supportive and to involve employees in decisionmaking when it comes to their own work context and care of clients.10,39
Therefore, FLMs’ leadership should provide their staff with empowering
structures. But before they can provide their staff with access to structural empowerment, the FLMs themselves must first have access to empowerment
structures.42 Laschinger et al.43 investigated whether managers’ leadership behaviors have an impact on how empowerment at work is experienced by staff.
They found that when the managers were empowered, their leadership behavior influenced staff empowerment by providing even greater access to structural empowerment, which in turn resulted in increased work effectiveness.43
When studying the work environment in elderly care in Sweden, Engström et
al.44 (unpublished work from the present research project) found significant
relationships between staff assessment of empowerment, staff job satisfaction
and client satisfaction with care. Furthermore, Silén et al.9 found positive associations between empowerment and staff ratings of thriving and ability to
work in a more person-centered manner and improved person-centered climate. Many studies conducted in hospital settings have stressed that the work
environment has significant effects on nursing and patient outcomes.5–8,45 For
example, a work environment that supports professional nursing practice is
important to nurses’ job satisfaction5,7,8 and nurses’ perceptions of quality of
care5–8 and patient safety.6,7 Studies have also described associations between
the quality of nurses’ work environments and patient satisfaction with hospital
care6 and the mortality risk among patients.5 Results from the above studies
are all in line with magnet hospital research. In the Magnet® model,46 the focus is on the working life of registered nurses, as well as on the standard of
care for patients. Structural empowerment10 is one of five key parts of the
Magnet® model.
In sum, the above studies have shown that a satisfying work environment
promotes positive outcomes for employees as well as high-quality care for
clients/patients.5–9 The work environment needs to enable structural empowerment and sharing of power to create positive practice environments that increase employees’ job satisfaction,5,7,8 the quality of nursing working life45
and that positively affect the quality of care they can provide in these work
settings.5–8 Satisfying work settings can also encourage staff to work in a more
person-centered manner,9 which may lead to positive outcomes for patients.47
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Theoretical framework
The word empowerment is used frequently in many disciplines, within different contexts, and has various definitions.48 This thesis focuses on two perspectives on empowerment; the organizational perspective of structural empowerment as described by Kanter,10 and the psychological perspective of psychological empowerment as described by Spreitzer.49 Structural empowerment
focuses on the structural conditions in the workplace, whereas psychological
empowerment focuses on the individual’s psychological response to these
structural conditions.

Structural empowerment
Kanter’s10 theory of structural empowerment focuses on the structural conditions that are essential to individuals’ well-being and organizational effectiveness. According to the theory, it is access to structural empowerment that influences the individual’s work attitudes and behaviors rather than their personality or predispositions. Employees are empowered by having access to the
following structures: opportunity (to learn and develop knowledge and to advance within the organization), information (to have knowledge about the
work and the organization in order to be able to work in a meaningful way),
support (to have guidance and feedback from superiors, colleagues and subordinates) and resources (to have the time, materials, supplies and money necessary to meet work demands).
However, access to these empowerment structures is facilitated by the individual’s access to formal power (by having a visible job that is important to
the organization and characterized by flexibility and discretion in decisionmaking) and informal power (by having positive work-related networks and
alliances in the organization) (Figure 1). Power is described as “the ability to
get things done, to mobilize resources, to get and use whatever it is that a person needs
for the goals he or she is attempting to meet”10 (p 166). When individuals are em-

powered, more gets done.
According to Kanter,10 having access to structural empowerment is the
most important factor influencing individuals’ work, as it creates a feeling of
having control, which leads to increased organizational effectiveness and
commitment. But it also results in feelings of autonomy and better self-efficacy. Individuals with high access to structural empowerment are highly motivated and have the ability to empower and motivate others. However, access
to empowerment structures and power varies according to the level in the hierarchy at which the individual finds him-/herself. The higher up in the organization, the more access the individual has to structural empowerment.10
Laschinger and colleagues have investigated structural empowerment among
managers in hospitals in Canada.50,51 They found that senior managers rated
higher access to structural empowerment than middle managers,50 who in turn,
18

rated higher access to structural empowerment than first-line managers.50,51
When managers have high access to structural empowerment, they are more
likely to give their subordinates access to structural empowerment. Furthermore, Kanter argued that management can make sure that subordinates have
access to structural empowerment.10
In her theory, Kanter10 also described proportions, referring to the individuals in the organization. Belonging to a minority group that makes up less than
15% of the working group is defined as being a token. When Kanter described
tokens, it was the proportions that were in focus. For example, minority groups
can be based on gender, age, and culture. According to the theory, being a
token is more difficult as it entails getting more attention owing to tokens’
higher visibility. Other possible consequences are being kept slightly outside
the dominant group and being stereotyped.10 For example, in elderly care,
many male FLMs become tokens as they usually are a minority in the working
group.1 No difference in access to structural empowerment has been reported
between male token nurses and their female colleagues.52 Other studies have
found the male token status to be associated with positive benefits.53–55 Male
tokens have experienced positive visibility,55 benefits based on differential
treatment, entailing assumed leadership ability as well as assumptions that
men are more interested in making a career,54 which help men ride the “glass
escalator” into positions of authority.53 In her thesis, Keisu56 studied Kanter’s10 structures of proportions, tokens, among female FLMs in a male-dominated manufacturing industry and among male FLMs in a female-dominated
elderly care organization. She found that both the female and male FLMs who
were tokens were more visible than the majority groups. For the female FLMs,
being a token was mostly negative as the demands and expectations on them
were higher than on the men in the majority group. Their competence was
called into question, and they were sexually harassed. However, the male
FLMs described no negative consequences of being tokens in a female-dominated organization.56
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Structural empowerment
Opportunity
Formal power
Information
Support
Informal power

Positive effects for the
individuals’ well-being

Resources

Increased organizational
effectiveness

Figure 1. Adaption of concepts of structural empowerment in Kanter’s theory.10

Psychological empowerment
Psychological empowerment is conceived of as the individual’s response to
working in a structurally empowered workplace. According to Spreitzer,49 if
the individual is to assume an active orientation to his or her work role and to
influence the role and context, it is important that all dimensions of psychological empowerment be fulfilled. The four cognitive dimensions are: meaning (the value of the workplace’s goals in relation to the individual’s values
and ideals): competence (the individual’s confidence in his/her ability to perform job activities with skill and mastery): self-determination (the individual’s
sense of having autonomy and of controlling the work process) and impact
(the individual’s sense of being able to influence administrative, strategic or
operating outcomes at work). If one of the dimensions is not fulfilled, the
overall degree of feeling psychologically empowered will be diminished.49
Earlier research
Kanter’s theory10 of structural empowerment and Spreitzer’s49 concept of psychological empowerment have been used in many cross-sectional studies focused on different caring contexts, primarily to describe nurses’ and nurse
managers’ working life.57–61 Especially Laschinger and her research group
20

have studied empowerment among nurses and managers, though mainly in
hospital contexts in Canada.50,51,62–65 According to a systematic review of relationships between structural empowerment and psychological empowerment for RNs,66 positive relationships have been reported between structural
and psychological empowerment and positive relationships have been reported between all the structures of structural empowerment (i.e., opportunity,
information, resources and support) and overall psychological empowerment.
Also, the dimensions of psychological empowerment (i.e., self-determination,
impact and meaning) have been reported to have positive relationships with
overall structural empowerment.66 Psychological empowerment as a mediator
between structural empowerment and working life outcomes has been reported in several studies as well.57–59,67 For example, psychological empowerment mediates the relationship between structural empowerment and outcomes such as increased job satisfaction, decreased job strain,57 decreased
burnout58,67, and increased innovative behavior.59
Furthermore, in some longitudinal studies, structural empowerment and
psychological empowerment have been linked to nurses’ job satisfaction62 and
burnout.58 Regarding FLMs working in a caring context, cross-sectional studies have reported moderate ratings of structural empowerment51 and psychological empowerment.68 However, studies using a longitudinal design to describe individuals’ working life in terms of empowerment are scarce. Nevertheless, the empowerment perspective is limited in studies conducted in an
elderly care context, although studies have reported positive relationships between structural empowerment and psychological empowerment among
FLMs68 and staff.69

Working life in elderly care
When describing an individual’s work, feelings and actions in relation to that
work, many different concepts are being used in the literature, for example,
the concepts of work environment, work situation and working life. Because
there are so many different concepts, it is important to clarify what the concept
used in this thesis means. In the thesis, the concept of working life focuses on
structural10 and psychological empowerment49 as well as on structural and
psychological empowerment in relation to working life outcomes of stress
symptoms70 and leadership-management performance.71
In a recently published report from the Swedish work environment authority,26 the working life of FLMs in Swedish elderly care and at hospitals was
investigated. The report stressed that the FLMs were engaged and passionate
about their work and about working with their subordinates and the clients/patients. Meanwhile, the FLMs reported working under time pressure, with great
areas of responsibility, a high number of subordinates and high staff turnover.
21

The area of responsibility was great and included the core activities of responsibility for staff, clients, work environment and finances, as well as more illegitimate tasks (tasks that are not core activities in the work or the core in the
professional identity) such as responsibility for arranging flowers, changing
light bulbs and for the cars. Many of the managers described their work as
psychologically heavy, which negatively affected their mental health; they
also discussed how many of the managers had left their work. Although the
FLMs felt support from their colleagues and most often from their managers,
it was not enough to improve their work situation, as the senior management
were often unaware of their work situation.26 In her thesis, Regnö72 studied
managers at different hierarchical levels in the female-dominated municipal
care for older persons and the disabled. She found that the managers were
“made invisible”. Although the managers’ work tasks corresponded to the
work tasks of many business managers, the status of the work and the salary
were lower. This was, according to Regnö, because the managers’ work was
in a female-dominated sector.72
According to a study of working life in Sweden2 that investigated managers
at different levels in different municipal departments (i.e., care, education and
technical departments) and used the job-demands-resources model in a cluster
analysis, FLMs working in elderly care were most prevalent in the unhealthy
cluster: The pressed. This cluster was characterized by being pressed between
staff problems and upper level management problems. This reflected experiences of being pressed by high demands while receiving low support from
management and subordinates, combined with being burdened by staff-related
problems, conflict of logics and lack of resources. Moreover, in this cluster,
the managers reported higher stress, poorer health, lower work ability and motivation as well as lower goal achievement than managers in the healthy clusters.2 According to another study from the same research project,73 the number
of subordinates, defined in the study as span of control (SOC), varied across
departments; for instance, the department of elderly care had a wider SOC
compared with the technical department. This is noticeable because job demands were found to increase with wider SOC, not only for the individual
manager, but also by being a member of a management team where one’s
colleagues had wider SOC. Furthermore, a wider SOC made it more difficult
for managers to balance different tasks in the managerial role (i.e., strategic,
administrative and personnel-related) and led to increasing problems with the
group of subordinates.73 Also, wider SOC was related to more illegitimate
tasks.74 In the municipal organization, deficits in the organizational structure
were positively associated with illegitimate tasks for managers. Female managers performed more illegitimate work tasks than male managers did. Illegitimate tasks were associated with stress and satisfaction with work performance for managers.74 Another Swedish study75 investigated how municipal
middle managers perceived their working life in different municipal departments; it showed that the department of elderly care had a tendency toward
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lower values for psychosocial work environment factors and more psychosomatic reactions than did other departments (i.e., production and maintenance).75
Staff in elderly care have described their work as meaningful to them, although they have also described deficiencies in their work conditions. For example, Josefsson and Peltonen reported that district nurses experienced work
satisfaction and enjoyed working with older patients.76 However, registered
nurses (RNs) have reported perceiving great time-related and emotional pressure at work. The RNs also reported work-related health problems, mentioning both physical and emotional symptoms.77 In her thesis, Orrung Wallin78
reported that assistant nurses working in residential care for older people in
Sweden experienced job satisfaction in their encounters with the residents and
their next of kin. Moreover, in her thesis, Stranz79 found that encounters with
the clients were meaningful for Swedish and Danish eldercare workers. However, she also reported that these workers had limited opportunities for training and development, lack of support from managers and insufficient resources in terms of staff and time to perform the tasks. According to the
NORDCARE study,34 the workload in elderly care has increased between
2005 and 2015. Meanwhile, the possibilities to have an impact on the daily
work had decreased, especially in the home-help services. This might be due
to the increased control exercised by upper management. When the staff rated
the support they received from their FLMs, less than 1/3 of them experienced
they were being supported. As for access to opportunities to acquire new
knowledge and to grow in one’s work, only 1/6 of the staff in home-help services and 1/5 of the staff in nursing homes reported having such opportunities
in their work. Compared to the other Nordic countries, elderly care in Sweden
provided staff with fewer opportunities, less support from their FLMs and the
staff met their FLMs less often. However, although working life in elderly
care is difficult for the staff and they often feel insufficient, this study as well
pointed out that the relationships between staff and clients were meaningful
and that this positively affected staff job satisfaction.34
In sum, managers and staff in elderly care have described their working life
as meaningful, although they have stressed deficiencies in their access to
structural empowerment. The difficult situation for the managers – with great
pressures, great areas of responsibility, large number of subordinates, lack of
support and resources – has affected them negatively. Many managers in elderly care have reported psychosomatic reactions including high stress. The
difficult work conditions might also affect their leadership-management performance negatively, as managers have reported lower work ability and motivation as well as lower goal achievement. However, earlier research conducted in elderly care has emphasized the positive effects of structural and
psychological empowerment on stress.69,80 Moreover, positive associations
have been found between structural empowerment and managers’ leadership
quality.8 Macphee and colleagues81 interviewed managers who had attended a
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leadership program focusing on structural and psychological empowerment to
see whether they connected empowerment strategies to practice and whether
this would empower their staff. They found that when the managers were
structurally empowered, they became more psychologically empowered. The
managers reported increased self-confidence in their roles and in relation to
their responsibilities. The managers also reported positive changes in their
leadership styles, in that they were better able to involve their staff in decisionmaking and to provide their staff with access to structural empowerment.81 As
mentioned previously, psychological empowerment has been stressed as a mediator between structural empowerment and working life outcomes as well.57–
59,67
However, none of the previous studies has focused on FLMs and their
subordinates in elderly care.
Therefore, it is of interest to study relationships between structural empowerment and the FLMs’ stress symptoms and leadership-management performance in elderly care. Is it also relevant to investigate whether psychological
empowerment serves as a mediator between structural empowerment and outcomes in this setting. Furthermore, according to Kanter’s theory10 of structural
empowerment, access to empowerment structures and power varies according
to the level in the hierarchy at which the individual finds him-/herself. The
higher up in the organization, the more access the individual has to structural
empowerment.10 Laschinger stressed that when nurses perceived their workplace to be empowering, they felt that their managers were good leaders.8
However, no studies have been found that have investigated access to empowerment structures at different hierarchical levels in elderly care. Therefore, it is of interest to investigate relationships between FLMs’ ratings of
structural and psychological empowerment, and the subordinates’ ratings of
structural empowerment, as well as their ratings of their FLM’s leadershipmanagement performance in elderly care. The relationships between the variables that will be investigated in the thesis are illustrated in the figure below
(Figure 2).
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Figure 2. An illustration of the relationships between the FLMs’ structural empowerment and their working life outcomes; stress symptoms and leadership-management
performance, mediated by psychological empowerment is shown in the upper panel.
In both panels, an illustration of a multilevel model of relationships between FLMs’
structural and psychological empowerment, and the subordinates’ structural empowerment, as well as their ratings of their FLM’s leadership-management performance
is shown.
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Rationale

FLMs and staff working in Swedish elderly care, who already today are facing
great challenges, will be facing even greater challenges in the future when the
proportion of older persons increases. Research has shown that managers in
elderly care report poorer structural conditions and poorer health than managers in other municipal departments do. The nursing staff have reported high
rates of sick leave and the turnover rate among FLMs and staff has been found
to be high. Most studies in the municipalities have focused on the working life
of managers at different levels or levels other than the first-line managerial
level. While this research is important, there is a risk of reducing these studies
to generalizations for all managerial levels. Therefore, it would be useful to
understand more about working life at the first-line managerial level. Furthermore, most of the studies have described working life using a cross-sectional
design and can therefore not study relationships in FLMs and their subordinates working life over time. Moreover, because elderly care is a female-dominated organization and because diversity in working life is of significance, it
is important to study the relatively unknown situation of both male and female
FLMs separately, to deepen our knowledge and understanding about the working life of these groups. Finally, the working life of FLMs and their subordinates in elderly care has not been particularly well studied from an empowerment perspective. Therefore, if FLMs and their subordinates are to have the
best possible conditions enabling them to meet future challenges, it is important to deepen our understanding of their working life.
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Overall aim and specific aims

The overall aim of this thesis was to study the working life of FLMs and their
subordinates in elderly care from an empowerment perspective.
The specific aims of the included papers were:
To describe male (Paper I) and female (Paper II) first-line managers’ experiences of their work situation in elderly care.
To study relationships between FLMs’ self-rated structural empowerment and
psychological empowerment with their outcomes; stress symptoms and leadership-management performance. Another aim was to investigate whether the
number of subordinates plays a role in first-line managers’ and subordinates’
ratings of their structural empowerment, psychological empowerment, stress
symptoms, and leadership-management performance. Four hypothesized
models were tested, adjusting for number of subordinates (Paper III).
H1 Higher ratings of structural empowerment are related to lower ratings
of stress symptoms and the effect is mediated by psychological empowerment.
H2 Higher ratings of structural empowerment are related to higher ratings
of leadership-management performance, and the effect is mediated by
psychological empowerment.
H3 Changes in structural empowerment over time are related to changes
in stress symptoms, and the effect is mediated by changes in psychological
empowerment.
H4 Changes in structural empowerment over time are related to changes
in leadership-management performance, and the effect is mediated by
changes in psychological empowerment.
To investigate relationships between FLMs’ ratings of structural and psychological empowerment, and the subordinates’ ratings of structural empowerment, as well as their ratings of the managers’ leadership-management performance (Paper IV).
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H1 The effect of FLMs’ structural and psychological empowerment at one
point in time would affect subordinates’ self-rated structural empowerment at a later time.
H2 The effect of FLMs’ structural and psychological empowerment at one
point in time would affect subordinates’ ratings of their managers’ leadership-management performance at a later time.
H3 With change in the FLMs’ structural and psychological empowerment
over time, a similar change would also occur in the subordinates’ access
to structural empowerment, and that subordinates would thereby change
the rating of their structural empowerment accordingly, in the same direction.
H4 With change in the FLMs’ structural and psychological empowerment
over time, a similar change would also occur in the subordinates’ rating
of their managers’ leadership-management performance accordingly, in
the same direction.
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Methods

Design
In this thesis, all papers (I-IV) were focused on structural empowerment10 and
psychological empowerment.49 Paper I and II used a qualitative approach to
describe male and female FLMs’ experiences of their work situation in elderly
care to get a deeper understanding of their work situation from an empowerment perspective. Elderly care is a female-dominated organization and male
FLMs are usually a minority in the working group, making them a token, as
described by Kanter.10 Therefore, it was relevant to study the work situation
of male and female FLMs separately.
Paper III and IV used quantitative approaches to test the hypotheses based
on the theories of structural and psychological empowerment, and the papers
were based on a longitudinal, correlational and multilevel study. Paper III had
a longitudinal and correlative design and studied relationships between FLMs’
structural and psychological empowerment and their perceived stress symptoms and leadership-management performance. By using a longitudinal design, FLMs’ perceptions of empowerment in relation to the outcomes could
be studied over time. Paper IV employed a correlative, longitudinal and multilevel design to further investigate relationships between the FLMs’ structural
and psychological empowerment and the subordinates’ structural empowerment and ratings of managers’ leadership-management performance. By using
a longitudinal and multilevel design, relationships of empowerment between
FLMs and their subordinates working in the same context could be studied
over time. An overview of the papers is presented in Table 1.
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Table 1. An overview of the papers included in the thesis.
Design and approach

Study sample

I. Descriptive design, qualitative approach
14 male FLMs
II. Descriptive design, qualitative approach
14 female FLMs

Data collection
Data analysis
and year
Interviews,
2010-2011

Qualitative
content analysis

Interviews,
2012

Qualitative
content analysis

III. Longitudinal and correlDescriptive staative design, quantitative
78 FLMs and 1398 subor- Questionnaires, tistics, multiT1 2010-2011, variate analyses
approach
dinates at T1.
56 FLMs and 769 subordi- T2 2011-2012
(III & IV) and
IV. Longitudinal, correlanates at T2.
multilevel modtional and multilevel deelling (IV)
sign, quantitative approach

Setting
The studies in this thesis (Paper I-IV) were carried out in elderly care in Sweden. All FLMs and their subordinates were working in nursing homes and/or
home-help services in municipal and private elderly care. As male FLMs
working in elderly care are few, informants were searched for all across Sweden in order to conduct the research for Paper I. However, as the purpose was
to have a similar variation in background characteristics between the participants in Paper I and II, female FLMs were searched for all across Sweden as
well. Therefore, the participants in Paper I and II were working in urban or
rural areas in Sweden. In Paper III and IV, the FLMs and their subordinates
were working in five municipalities in Sweden. In the municipalities, there
were both rural areas with small towns and urban areas with larger towns.
Some of the FLMs who participated in the research for Paper III and IV had
also been interviewed for Paper I or II.

Sample and procedure
Interview studies
Elderly care managers working for municipalities and private organizations,
throughout Sweden, were contacted by e-mail or phone and informed about
the studies and their purpose and asked whether FLMs working for them could
be contacted and asked to participate in the studies. All elderly care mangers
approved of their FLMs being contacted. Then, the FLMs in those organizations were contacted by e-mail and informed about the study, told they would
be contacted by telephone and asked whether they wanted to participate in the
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studies, and if they did, when and where they wanted the interviews to take
place. The aim was to achieve variation in the descriptions, and thus purposive
sampling82 was used. The background information on the participants (age,
workplace, education and years of professional experience) was placed in a
table that was used to get an overview of the participant characteristics. When
the FLMs were called and asked whether they were interested in participating
in the studies, they were also asked about their background characteristics to
help in ensuring variation in participant characteristics. If the approached
FLMs had background characteristics similar to FLMs who had already been
included, then they were not included in the studies, again the goal being
achieve variation among the participants. The inclusion criterion was that the
FLMs had been in their current positions no fewer than six months when the
interviews were carried out, thus ensuring that they had some work experience
from their current workplace and were not totally new to the organization. In
Paper I, nineteen male FLMs were contacted and fourteen of those managers
participated. In Paper II, 20 female FLMs were contacted and 14 of these managers participated. See Table 2 for characteristics of the FLMs and their workplaces.
Table 2. Characteristics of the FLMs and their workplaces.
Variables

Paper I

Paper II

Municipal elderly care
Private elderly care
Age, years
Years of FLM experience
Number of subordinates

12
2
33-63
0.5-35
15-120

12
2
34-65
2.5-26
16-65

Educational background:
Nursing
Social work
Economist
Physiotherapist
Occupational therapist
Older education in management at nursing homes

3
7
1
1
1
1

5
6
1
1

Education in leadership:
In-service training
University level training

11
3

10
4

1
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The longitudinal questionnaire study
Contact information for the FLMs was received by each municipal administrator. Names of subordinates were received from each FLM. The FLMs received information about the study, the procedure and participation at meetings and by mail. First, the FLMs were asked to participate; then the subordinates of the participating FLMs were asked to participate. In total, all FLMs
(n=98) working in home-help services and/or nursing homes were invited to
participate. The inclusion criterion for FLMs was that they had worked in their
current positions in elderly care, both private and public, for no fewer than six
months. Of the 98 FLMs invited, 78 participated at T1, which gave a response
rate of 80%. These FLMs had 2085 subordinates who were invited to participate; 1398 subordinates agreed to participate at T1, giving a response rate of
67%. The inclusion criterion for the subordinates, i.e. assistant nurses, nurses’
aides, registered nurses, physiotherapists and occupational therapists, was that
they had worked more than one month during the past three-month period,
thus ensuring that they had some work experience from their current workplace and were not totally new in the organization. At T2, 60 of the 78 FLMs
who participated at T1 were eligible to participate in the study. Reasons for
not being eligible were that they had quit work n=5, were retired n=3, on parental leave n=2, or had changed workplace or position n=8. Of the 60 eligible
FLMs at T2, four FLMs did not participate and gave no reason for this. Therefore, 56 of 78 (72%) FLMs participated at T2 (Table 3).
Table 3. Number of participants at T1 and T2.
Dropout

Frequency, n

T1 invited
Declined
No reason
Answered questionnaires T1
Not eligible at T2
Eligible at T2
No reason

98
8
12
78
18
60
4

Answered questionnaires T2

56

In Paper IV, where the subordinates were included at T2, the subordinates
were divided into groups based on the workplace unit, where all FLMs represent one workplace unit each. However, there were fewer (n=769) subordinates participating in Study IV than participants (n=917) who filled in the
questionnaire at T2. This was because not all subordinates had a corresponding FLM who participated at T2. See Table 4 for characteristics of the participants. When comparing FLMs who responded only at T1 with FLMs who
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responded both at T1 and T2, psychological empowerment was rated higher
among FLMs who responded twice than among FLMs who responded only at
T1 (P-value 0.042) (Mann-Whitney U-test). No other differences between the
groups were found.
Table 4. Participant demographics at T1 and T2.
Variable
Gender:
Female, n (%)
Male, n (%)
Age in years, m (SD)
Municipal care, n (%)
Private care, n (%)
Work time:
Full-time, n (%)
Part-time, n (%)
Education in leadership:
University degree, n
(%)
Vocational, n (%)
Other, n (%)

FLM T1

FLM T2

Subordinates T1 Subordinates T2

76 (97.4)
2 (2.6)
47.5 (8.9)
66 (84.6)
12 (15.4)

54 (96.4)
2 (3.6)
49.5 (8.9)
48 (85.7)
8 (14.3)

1352 (96.7)
46 (3.3)
47.8 (10.3)
1289 (92.2)
109 (7.8)

735 (96.2)
29 (3.8)
48.4 (9.4)
716 (93.1)
53 (6.9)

73 (93.6)
5 (6.4)

51 (94.4)
3 (5.6)

707 (51.5)
665 (48.5)

383 (50.9)
369 (49.1)

62 (80.5)

43 (76.8)

13 (16.9)

11 (19.6)

2 (2.6)

2 (3.6)

Data collection
Semi-structured interviews
From autumn 2010 to spring 2011, semi-structured interviews were performed
at the male FLMs’ workplaces (n=12) or at the author’s office (n=2) (Paper
I). Between April and June 2012, the female FLMs were interviewed at their
workplaces (n=13) or at the municipal hall (n=1) (Paper II). The interviews
were recorded on MP3 players and lasted between 60-150 minutes (Paper I)
and between 75–140 minutes (Paper II). To focus the interviews on dimensions of empowerment, the interview guide was based on Kanter’s theory10 of
structural empowerment and Spreitzer’s49 dimensions of psychological empowerment. First, a pilot interview was performed with a female FLM; it was
not included in the analysis. Then, an interview with a male FLM was performed. When the research group listened to the interview, the group discovered that some questions about psychological empowerment were missing.
Therefore, some questions on psychological empowerment were added to the
interview guide. Then, an additional interview with the added questions about
psychological empowerment was conducted with the male FLM; it was included in Paper I. The opening question83 "Can you describe what you believe
comprises your work as an FLM?" started the interviews, then a series of questions followed focusing on what was included in the managerial role and how
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the participating FLMs experienced their working situation. For example,
“Can you talk about your resources?”, “Can you talk about the support you
get?”, “How do you view your competence in relation to your work?” and
“What aspects of your work do you find meaningful?” To acquire more information on, for example, working experiences, probes such as "please tell me
more" or "what does that mean for you?" were used. During the interviews,
the informants were encouraged to speak freely about their work, and the interview guide was used as a check-list to ensure that all topics were discussed.

The questionnaires
Data collection using the questionnaires took place on two occasions separated
by an interval of one year. Data collection at T1 took place from autumn 2010
to summer 2011, and T2 from autumn 2011 to summer 2012. The data collection period was quite long because the FLMs’ subordinates also received questionnaires. The material (information letter about the study aim and the procedures, a questionnaire and a stamped return envelope) was sent by mail to each
FLM. The FLMs handed out the material or put in their subordinates’ mailboxes at work. All participants were free to fill in the questionnaires at a place
of their choice. All questionnaires were coded, and two reminders were sent
to non-responders, which increased the response rate. The questionnaires sent
to the FLMs and their subordinates were based on validated instruments; see
below. For all instruments used in Paper III and IV, the Cronbach’s alphas (αvalues) were ≥ 0.70 for all total scales, and in Paper III, when also using subscales for structural empowerment, the α-values were ≥ 0.70 for all factors
except for FLMs informal power (0.66), and for subordinates’ formal power
(0.65). Each questionnaire started with questions about the participants’ background variables; the instruments followed. The instruments contained mostly
Likert scales, but for some questions, there were possibilities to write comments. In total, the questionnaires consisted of 9 pages.
Instruments
Structural empowerment
To measure structural empowerment, the Swedish version69 of the Conditions
of Work Effectiveness Questionnaire-II (CWEQ-II)57 was used. The questionnaire consists of six factors and 19 items: access to opportunity, information,
support, resources, formal power and informal power. Responses range from
1 to 5 on a Likert scale. Factor scores are averaged and the factors are summed
to create a total score. Structural empowerment can be divided into three levels
of empowerment. According to Laschinger84 a total score between 6-13 indicates low levels of empowerment, 14-22 moderate levels of empowerment and
23-30 high levels of empowerment. For Study III and IV, the total score was
used. CWEQ-II has shown acceptable construct validity and reliability,57,69
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and Cronbach’s alphas (α-values) for the total scale have been reported to be
0.86.69 Both FLMs and subordinates filled in the instrument.
Psychological empowerment
To measure psychological empowerment, the Swedish version85 of Spreitzer’s
empowerment scale49 was used. The scale consists of four factors; meaning,
competence, self-determination and impact, in total 12 items. Responses are
rated on a 7-point Likert scale, where higher scores represent a more desirable
state. Factor scores and the total score are averaged. In Study III and IV, the
total score was used. The scale has shown satisfactory psychometric properties;49,85 α-values for the total scale have been reported to be 0.77-0.90,85 Both
FLMs and subordinates filled in the instrument.
Stress symptoms
To measure stress symptoms, the factor Perceived stress symptoms (10 items)
from the Psychosomatic Health Aspect Scale70 was used. Responses are rated
on a 5-point scale (0-4). All factors and the total scale are scored to values
between 0 and 100. Items are summed and divided by the highest possible
score in that factor/scale and multiplied by 100. Higher scores represent a
more desirable state. For the factor, α-values have been reported to be 0.8669
Both FLMs and subordinates filled in the instrument.
Leadership and management performance
The Leadership and Management Inventory (LaMI)71 was used to measure
performance aspects of leadership and management. LaMI consists of three
factors and 28 items: interpersonal skills and group management, achievement
orientation, and overall organizational view and political savvy. Responses
are rated on a 5-point scale (1-5). All factors and total scale are scored to values between 20 and 100 (summarizing the item scores in a factor, dividing by
the maximum and multiplying by 100), where high scores represent a more
desirable state. In the studies, the total score was used. LaMI has been shown
to have acceptable construct validity and reliability: α-values have been reported to be 0.90-0.9286 for the total scale. Both FLMs and subordinates filled
in the instrument. The FLMs filled in their own self-rated leadership-management performance, whereas the subordinates filled in their perception of their
FLM’s leadership-management performance. The questions were asked differently depending on whether it was an FLM or a subordinate who filled in
the questionnaire. For example, the FLMs were asked whether they present
understandable information, while the subordinates were asked whether their
FLM presents understandable information.
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Data analysis
Qualitative content analysis
The interviews were analyzed using qualitative content analysis guided by
Graneheim and Lundman.87 Qualitative content analysis is a suitable method
for systematically analyzing verbal information.88 Qualitative content analysis
focuses on individuals and their context and can be performed using either an
inductive approach when searching for similarities and differences in the data
or a deductive approach when testing concepts or theories against the collected data.89 Moreover, the text can be analyzed using the manifest content
(descriptive content close to the text) and the latent content (interpretative
content, i.e., “the red thread”).87,89 The inductive analysis process was performed in several steps, starting by listening to and reading the transcribed
interviews several times to get a sense of the whole and an overview of the
content. Then, meaning units (sentences with the same content) related to the
study aim were extracted. These were condensed, abstracted and labeled with
a code, in order to shorten the text, but without losing its essence. Next, the
codes were analyzed and sorted into subthemes based on similarities and differences. The last step of the process was to abstract the subthemes into
themes. However, in Paper II, the analysis started by performing a deductive
analysis, inspired by the subthemes from the male FLMs in Paper I. During
the analysis process, however, it was difficult to use this deductive approach,
as the female FLMs described their work situation in different ways than the
male FLMs did. Therefore, the analysis process was restarted, this time using
an inductive approach instead, which also was used in Paper I. The text was
analyzed, and the whole research team was engaged in discussions in a dynamic process to assure that trustworthiness was achieved.87

Statistical analyses
Descriptive statistics were used to present the participants’ demographics. The
significance level was set to α=0.05 (p-value <0.05) in all analyses and to
measure internal consistency, Cronbach’s alpha (α) was used. All statistical
analyses were performed using IBM SPSS Statistics version 20 (Paper III) and
version 22 (Paper IV).
In Paper III, the analysis process was performed in several steps to analyze
both cross-sectional data from T1 and longitudinal data from participants answering the questionnaires at both T1 and at T2, to study changes over time.
Mann-Whitney U-test was used to analyze differences between two independent groups. Based on the median number of subordinates for the FLMs, the
variable number of subordinates was dichotomized into 30 or less or 31 or
more. For bivariate correlations between the variables, Spearman’s rho corre-

36

lation and Kendall’s Tau-b were used. When investigating relationships between several variables, multiple linear regression analyses were used at T1,
and for analyses of changes over time, generalized estimating equations
(GEE)90 were used. The models were estimated using GEE to account for the
correlated observations within individuals. With GEE, one estimates regression parameters consistently – while treating the covariance parameters as nuisance. In all models analyzing changes over time, the indicator variable timepoint and a variable of interaction between time-point and structural empowerment were included. For the working correlation structure, the unstructured
form was used. In all tests, both at T1 and changes over time, primary variables and the covariates – number of subordinates (dichotomized into 30 or less
or 31 or more) and age – were tested. Non-significant covariates were excluded in the final test. Residuals appeared to be normally distributed based
on the visual inspections.
To address the hypothesis of whether psychological empowerment serves
as a mediator, four single-mediation models were tested (two at T1 and two
over time).91 In the single-mediation models, structural empowerment’s total
effect on the outcomes may be divided into an indirect and a direct effect. If
structural empowerment is mediated by psychological empowerment, an indirect effect should exist. The indirect effect was estimated using the product of
the regression coefficients a and b in the product-of-coefficients method (Figure 3). In the construction of confidence intervals (CIs), an approach of deriving the sampling distribution of the product of two regression coefficients instead of assuming the normal distribution of the product was used.92
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Structural
Empowerment (x)

c
Outcomes (Y)
Covariates

----------------------------------------------------------------------------------------

a
Structural
Empowerment (x)

Psychological
empowerment (M)
c’

b
Outcomes (Y)

Covariates

-------------------------------------------------------Figure 3. A schematic illustration of the simple mediation model. The upper panel
shows the total effect (c) of X on Y. The lower panel demonstrates a model in which
the effect of structural empowerment on the outcomes is mediated by psychological
empowerment. The total effect can be subdivided into an indirect effect (a*b) and a
direct effect (c’). The coefficient a represents the effect of X on M controlling for
covariates, the coefficient b is the effect of M on Y controlling for X and covariates,
and the coefficient c’ is the effect of X on Y controlling for M and covariates.

In Paper IV, multilevel modelling by a linear mixed model was used to test
the hypotheses.90 For H1-H2, random intercept linear models in a sequence of
three models were used. For H3-H4, random intercept linear models were used
in combination with repeated measures. To study random variation between
workplaces, the random intercept specification was used. This made it possible to quantify variation between workplaces, i.e. the cluster/workplace effect,
as well as between-individuals and within-individual variation. For the dependence between repeated measurements and the scaled identity form for the
random intercept, the compound symmetry form was used (Figure 4 & 5). The
estimated regression coefficients of the fixed effects apply both at the workplace level given the random intercepts and at the population level averaged
over workplaces. No serious deviation from a normal distribution was seen
when visually inspection of residuals was carried out. The covariates – number of subordinates (workplace level) and age (subordinate level) – were excluded if they were not significant in the bivariate analyses. Bivariate significant covariates were tested in the model and included in the final model if they
were significant. To indicate precision of the estimates, 95% confidence intervals (CIs) were used.
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Timeline H1 and H2
2010-2011 (T1)

2011-2012 (T2)

Subordinates’ structural
empowerment

FLMs’
empowerment
Subordinates’ ratings of their
FLM’s leadership-management
performance

Figure 4. In this figure, the effect of FLMs’ self-rated empowerment at T1 on subordinates’ self-rated structural empowerment (H1) and their ratings of leadership-management performance (H2) at T2 are shown.

Longitudinal change H3 and H4
2010-2011

2011-2012
Change in
subordinates’ structural
empowerment

Change in FLMs’
empowerment
Change in
Subordinates’ ratings of their
FLM’s leadership-management
performance

Figure 5. In this figure, the changes in FLMs’ perceptions of empowerment over
time related to changes in subordinates’ self-rated structural empowerment (H3) and
leadership-management performance ratings (H4) over time are shown.
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Ethical considerations

All studies in the thesis were approved by the Regional Ethical Review Board
in Uppsala, Sweden (reg. no. 2010/192, 2010/192/1). Ethical principles and
regulations for medical research according to the Declaration of Helsinki93 and
the Swedish legislation94 have been followed during the research process. Participants were assured confidentiality and informed that their participation in
the studies was strictly voluntary and that they could withdraw at any time
without giving a reason. All participants gave their informed consent. All data
and materials have been kept so that no unauthorized persons had access to
them. For Paper I and II, both oral and written study information and contact
information were given to the approached participants. All participants were
able to choose where and when they wanted the interviews to be conducted,
so they would feel as comfortable as possible during the interviews. Although
the interviews were conducted using an empathic and open approach, they
contained questions that may have started a process of thoughts and feelings
in relation to the FLMs’ work situation. This can be seen as a risk, but also as
a benefit in that the FLMs were given an opportunity to reflect on their work
situation. All participants were informed that they were welcome to contact
the researcher at any time if they had any concerns later on, but no one did so.
For Paper III and IV, the FLMs were offered oral study information at
meetings and all FLMs received written study information and contact information by mail. The approached FLMs were able to ask questions at these
meetings or contact the researcher later on if they had any questions they
wished to discuss in private. The approached subordinates received written
study information and contact information for the researchers when they received the questionnaire. All approached participants were free to fill in the
questionnaires wherever they wished. They put the questionnaires in prestamped envelopes and placed them in the mailbox by themselves, so no one
could see if they choose to participate in the study or not. The FLMs gave their
informed consent by signing an informed consent form. Subordinates gave
their informed consent by sending in their filled-in questionnaire. However,
some participants contacted the researcher by phone or e-mail to decline participation. Others sent in the questionnaire blank. Then the researcher put a
mark on the code list indicating that the participant had declined to participate.
As it was a longitudinal study, questionnaires were sent again one year later.
This can be seen as a risk, as there were subordinates who had already declined
participation during the first data collection time. Therefore, in order to protect
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those subordinates, they were sent the same material as the others, so that no
one would know they had previously declined participation. But, in their questionnaires, there was a message stating that the researchers recognized that
they did not wish to participate in the study. However, some of them did fill
in the questionnaire at T2 even though they had declined participation at T1.
All data in the questionnaire study were coded and presented at the group
level, so that no participant could be identified. In Paper III and IV, both T1
and T2 measurements were presented to the FLMs at meetings so they could
use the results to work with at their units when discussing their work situation.
However, because some units were small and participants could easily be
identified, we did set a limit of only presenting results at units with 10 or more
participants to protect participants working at small units. All FLMs were
given the opportunity to discuss their results with the researchers either at the
meetings or later on in private, which some FLMs did.
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Results

Qualitative papers
The analysis of the interviews with the male FLMs (Paper I) revealed the
themes: organizational demands are in balance with managers’ perceived
managerial responsibility and structural conditions and organizational demands are not in balance with managers’ perceived managerial responsibility
and structural conditions. The analysis of the interviews with the female
FLMs (Paper II) revealed the theme it’s not easy, but it’s worth it. Table 5
illustrates the similarities and differences in the analyses of the male (Paper I)
and female (Paper II) FLMs.
Table 5. Overview of the themes and subthemes in Paper I and II.
Themes Paper I

Subthemes Paper I

Subthemes Paper II

Theme
Paper II

Organizational demands

Feeling a sense of satis-

Enjoying a meaningful

faction and stimulation

job

Being on one’s own but

Supported by other per-

not feeling left alone

sons, organizational pre-

are in balance with man-

conditions and confi-

agers’ perceived mana-

dence in their own abili-

gerial responsibility and

ties

structural conditions

Organizational demands

Having freedom within

A complex and demand-

set boundaries

ing responsibility that allows great authority

It’s not

within set boundaries

easy, but

Feeling a sense of frus-

Lacking organizational

it’s worth

tration

preconditions, but devel-

it

are not in balance with

oping strategies for deal-

managers’ perceived

ing with the situations

managerial responsibil-

Having a feeling of de-

ity and structural condi-

jection and resignation

tions
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Paper I
Main results
The themes described the male FLMs’ work situation as both challenging and
complex. The challenges were described as the driving force for the FLMs.
The work situation was changeable in terms of time, tasks and situations. During the work day, the work and tasks could be described as both in balance
and not in balance, with a constant fluctuation between these opposite poles.
Other important findings were that although the managerial work could be
unbalanced and negative, when the male FLMs experienced positive situations of having balance, they felt that their work was a positive challenge.
Organizational demands are in balance with managers’ perceived
managerial responsibility and structural conditions
This theme described advantages in the male FLMs’ work when there was a
balance between perceived responsibility, structural conditions and external
demands from the organization. Other advantages described were the satisfaction of being able to create good quality care for clients and of having challenging work tasks. The first subtheme, feeling a sense of satisfaction and
stimulation, described the positive parts of the managerial work when the male
FLMs met stimulating challenges, interacted with others and could grow personally. The second subtheme, being on one’s own but not feeling left alone,
described the vital support that the male FLMs experienced, which created a
feeling of having the burden lessened and of not being left alone in their role.
The third subtheme, having freedom within set boundaries, described the
FLMs’ advantages of having freedom of action and of control over their work,
as long as they took responsibility and followed policies, goals and budgets.
Organizational demands are not in balance with managers’ perceived
managerial responsibility and structural conditions
This theme described the disadvantages in the male FLMs’ work when they
did not experience a balance between perceived responsibilities, structural
conditions and demands from the organization. When they did not have a balance in their work, they expressed frustration and feelings of dejection and
resignation. The first subtheme, feeling a sense of frustration, describes frustrations in their work when they had limitless demands placed on them and
were held responsible for their work. At the same time, their ability to make
decisions and influence matters was restricted. The second subtheme, having
a feeling of dejection and resignation, describes when the male FLMs felt
completely powerless and alone in their role.
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Paper II
Main results
The theme described the female FLMs’ work situation as not easy, but worth
it. The work was complex and multifaceted, and the FLMs reported that their
work affected them in many ways. For example, they described their work as
meaningful to them. Although their responsibility was excessive, they experienced great authority within set boundaries. The female FLMs experienced
support from other persons, from organizational preconditions, and from having confidence in their own ability, which was essential to them. However,
when their organizational preconditions were insufficient, they had to strive
to deal with the situation.
Enjoying a meaningful job
Some female FLMs described being proud of their work and really enjoying
working as FLMs in elderly care. One of the most meaningful parts of their
position was working with the staff and older persons to create good quality
elderly care. The female FLMs reported wanting to work close to the day-today work, with all its varied and challenging tasks. They described no intentions to change workplace within the organization, although there were opportunities to do so. The fact that their personal goals and the organizational goals
corresponded was described as necessary if they were to experience meaning
in their work.
Supported by other persons, organizational preconditions and confidence
in their own abilities
The support that the female FLMs received was described as essential because
it made them feel less alone in their role. The support helped them manage
their complex responsibility, and the hands-on support lowered their high
workload. However, not all organizations actively offered them support; the
FLMs reported that it was more common for them to have to seek support by
themselves. Although the female FLMs described support from other persons
(colleagues, staff, coordinators, senior management and politicians) and from
organizational preconditions (different supportive departments in the organizations), they also expressed having support from feeling confidence in their
own capabilities. Many managers described how they had “learned by doing,”
stating that this experience was necessary in helping them deal with their complex role.
A complex and demanding responsibility that allows great authority within
set boundaries
Some female FLMs described their complex responsibilities as frightening,
but also as an attractive part of their work. The responsibilities were described
as a chain, where different aspects of their responsibilities represent different
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links in a chain. However, the FLMs reported that these substantial responsibilities were combined with extensive areas of authority, as long as they
worked within set boundaries and met their responsibilities. The female managers described themselves as having a sense of control over their own work,
as they had the authority to make both long-term and short-term plans and to
make their own decisions.
Lacking organizational preconditions, but developing strategies for
dealing with the situations
In this subtheme, the female FLMs described times when their organizational
preconditions were insufficient. In such situations, the managers had to strive
to take back control and to cope with various demands. For example, the
FLMs described insufficient resources with regard to time; this prevented
them from being available to staff and clients and from working with development on their units. As this was difficult for them, many FLMs described
having learned strategies for to planning and prioritizing among various work
tasks. The female FLMs also reported sometimes having limited authority in
decision-making concerning staff, as well as insufficient information and support. For this reason, they had built up informal networks that could support
them. The FLMs also described a dilemma: when politicians set political goals
that they were unable to achieve with their limited resources. In such cases,
they had to think outside the box to reach these goals. However, because they
often solved these problems in silence, the politicians did not understand the
severity of the situations.

Quantitative papers
Paper III
Main results
All hypotheses, both cross-sectional and longitudinal, were supported (see p.
27-28 for hypotheses). The results reveal that the more access the FLMs have
to structural empowerment, the more likely they are to feel psychologically
empowered, resulting in lower ratings for their stress symptoms and higher
ratings for their leadership-management performance. Another result concerned the influence the number of subordinates per FLM had on the FLMs’
ratings of structural empowerment and on subordinates’ ratings of structural
empowerment and stress symptoms.
Hypothesis 1(H1) and 2 (H2), cross-sectional data T1
The relationships between FLMs’ structural empowerment and stress symptoms (H1) and leadership-management performance (H2) was mediated by
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psychological empowerment. Estimation of the indirect effect in the mediation models and 95% confidence intervals (CI) are presented in Table 6. The
variables structural empowerment and psychological empowerment could explain 16% of the variance in stress symptoms and 33% of the variance in leadership-management performance. In the model concerning leadership-management performance, the significant covariate, number of subordinates, was
included.
Hypothesis 3 (H3) and 4 (H4), longitudinal data T1 and T2
Concerning the longitudinal data for FLMs responding at both T1 and T2,
changes in structural empowerment were related to changes in stress symptoms, and the relationship was mediated by changes in psychological empowerment (H3). Furthermore, changes in structural empowerment were related
to changes in the FLMs’ self-rated leadership-management performance, and
the relationship was mediated by changes in psychological empowerment
(H4). In the last model (H4), the significant covariates – age and number of
subordinates – were included. For all hypotheses, the 95% CI did not cover
the value zero and therefore, the indirect effect was significantly different
from zero.
Table 6. The product-of-coefficients method to estimate the indirect effect in the mediation model by using the product of the coefficients a and b.
Hypothesis

Unstandardized indirect effect

95% confidence interval

H1
H2
H3
H4

0.693
0.489
0.586
0.388

0.034 to 1.475
0.200 to 0.842
0.122 to 1.232
0.104 to 0.771

H1-4, Hypothesis 1-4.

Number of subordinates
The number of subordinates dichotomized into ≤ 30 and ≥ 31 was related to
the FLMs’ and their subordinates’ ratings of the outcomes. FLMs with fewer
subordinates rated higher levels of structural empowerment (p=0.005), more
resources (p=0.002), more formal power (p=0.006), and more informal power
(p=0.015), than FLMs with more subordinates did. Subordinates of FLMs
with fewer subordinates rated higher levels of structural empowerment
(p<0.001) and lower stress symptoms (p=0.045) than subordinates of FLMs
with more subordinates did. All of the factors in structural empowerment were
also rated higher for subordinates of FLMs with fewer subordinates (all pvalues <0.001 except for support p=0.012).
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FLMs’ and subordinates’ ratings of the main variables
Both FLMs and subordinates rated moderate access to structural empowerment (m=20.7 for FLMs and m=18.5 for subordinates), moderate to high access to psychological empowerment (m=5.7 for FLMs and m=5.4 for subordinates), and moderate levels of stress symptoms (m=64.1 for FLMs and
m=62.7 for subordinates). The FLMs rated their own leadership-management
performance as relatively high (m=83.1), and the subordinates rated their
FLM’s leadership-management performance as moderate (m=74.0).

Paper IV
Main results
In this multi-level study, both FLMs and subordinates working in the same
context were studied. The hypotheses were partly supported (see p. 27-28 for
hypotheses). The results reveal that the more access the FLMs had to structural
empowerment at T1, the more access the subordinates had to structural empowerment at T2, and the higher the subordinates rated their FLM’s leadership-management performance at T2 (when controlling for psychological empowerment).
Hypothesis 1
FLMs structural empowerment at T1 had a statistically significant relationship
(β = 0.105, 95% CI 0.021–0.190, p = .015) with the subordinates’ structural
empowerment at T2 (model 1). When FLMs’ psychological empowerment at
T1 was added, the relationship of FLMs’ structural empowerment at T1 remained statistically significant (β = 0.100, 95% CI 0.005–0.196, p = .040)
(model 2). When further adding FLMs’ structural empowerment at T2, the
relationship of FLMs’ structural empowerment at T1 became non-significant
(p = .366) (model 3) (Table 7). Hypothesis 1 is thereby partly supported as
FLMs’ psychological empowerment did not have a statistically significant relationship with subordinates’ structural empowerment at T2. In all three models, structural empowerment for subordinates at T1 was included as a covariate.
Hypothesis 2
When testing the relationship between FLMs’ structural empowerment at T1
and subordinates’ ratings of their FLM’s leadership-management performance
at T2, the relationship was non-significant (p = .072) (Model 1). When FLMs’
psychological empowerment at T1 was added, the relationship of FLMs’
structural empowerment at T1 became statistically significant (β = 0.642, 95%
CI 0.166–1.118, p = .010) (Model 2). When further adding FLMs’ structural
empowerment at T2, the relationship of FLMs’ structural empowerment at T1
remained statistically significant (β = 0.699, 95% CI 0.029–1.369, p = .041)
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(model 3). Hypothesis 2 is thereby partly supported, as the first model was not
significant. However, FLMs’ psychological empowerment was statistically
significant, though not in the hypothesized direction. In all models, the covariates, subordinates’ ratings of their FLM’s leadership-management performance at T1, were included; see Table 7.
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0.400
6.266

-

0.665
<.001
0.607-0.723

0.390

6.262

0.059

FLM SE T2

Subordinates SE
T1/LaMI T1

Between workplace
variation
Residual variation

ICC

0.060

0.665
<.001
0.607-0.723

0.058

6.275

0.385

0.060
.366
-0.072 to 0.192
0.033
.905
-0.510 to 0.575
0.054
.383
-0.070 to 0.179
0.666
<.001
0.608-0.724

p-value
95% CI
3.699

0.138

97.857

15.645

0.594
<.001
0.539-0.649

-

0.399
.072
-0.037 to 0.836
-

p-value
95% CI
22.433

0.124

97.795

13.892

0.593
<.001
0.538-0.648

0.642
.010
0.166-1.118
-2.913
.032
-5.561 to -0.264
-

p-value
95% CI
34.463

β

0.130

97.744

14.557

0.699
.041
0.029-1.369
-2.874
.038
-5.588 to -0.160
-0.076
.810
-0.717 to 0.565
0.592
<.001
0.537-0.647

p-value
95% CI
34.708

β

Model 3

FLM, first-line manager; FLM PE T1, FLMs’ psychological empowerment at T1; FLM SE T1, FLMs’ structural empowerment at time 1; FLM SE T2, FLMs’
structural empowerment at T2; LaMI T1, subordinates’ ratings of their FLM’s leadership-management performance at T1; Subordinates SE T1, subordinates’
structural empowerment at T1. Confidence intervals not covering zero indicates statistically significant results that are in bold print. Multilevel modelling by linear
mixed model using random intercept linear models in a sequence of three models. Table 7 is an original table used with permission from the publisher.

FLM PE T1

0.100
.040
0.005-0.196
0.063
.817
-0.478 to 0.604
-

0.105
.015
0.021-0.190
-

FLM SE T1

p-value
95% CI
3.834

p-value
95% CI
4.103

Independent
variables
Intercept

β

Model 2

β

β

β

Model 1

Model 2

Model 1

Model 3

Outcome H2
Subordinates’ leadership-management T2

Outcome H1
Subordinates’ structural empowerment T2

Table 7. Prediction effect of FLMs’ empowerment on subordinates’ self-rated structural empowerment (H1) and their ratings of their managers’ leadershipmanagement performance (H2) at time 2 (T2)

Hypothesis 3
When investigating changes over time, the level of the FLMs’ perceptions of
structural empowerment was related to changes in subordinates’ perceptions
of structural empowerment; a significant interaction between FLMs’ structural empowerment and time (β = 0.117, 95% CI 0.046–0.187, p = .001) was
seen. The subordinates’ changes over time were dependent on the level of the
FLMs’ ratings of structural empowerment by the factor 0.117. The relationship was modified, meaning that if the FLMs had higher values, this led to
greater changes among subordinates as well. Hypothesis 3 is thereby partly
supported, as the FLMs’ ratings of psychological empowerment had no statistically significant relationship with subordinates’ ratings of structural empowerment; see Table 8.
Hypothesis 4
When investigating changes over time, the level of the FLMs’ perceptions of
structural empowerment was related to changes in subordinates’ ratings of
their FLM’s leadership-management performance; a significant interaction
between FLMs’ structural empowerment and time (β = 0.449, 95% CI 0.154–
0.744, p = .003) was seen. The subordinates’ changes over time were dependent on the level of the FLMs’ ratings of structural empowerment by the factor
0.449. The relationship was modified, and for FLMs who had higher values,
the subordinates also rated greater changes. Hypothesis 4 is thereby partly
supported, as the FLMs’ ratings of psychological empowerment had no statistically significant relationship with subordinates’ ratings of their FLM’s leadership-management performance; see Table 8.
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Table 8. Changes in FLMs’ perceptions of empowerment over time related to
changes in subordinates’ self-rated structural empowerment (H3) and ratings of their
managers’ leadership-management performance (H4).
Outcome H3
Subordinates’
structural empowerment
Independent
variables
FLM SE

β
-0.023

FLM PE

0.217

Time

-2.234

Interaction*

0.117

Residual variance

10.239

95% CI
for β
-0.116 to
0.070
-0.191 to
0.625
-3.730 to
-0.738
0.046 0.187

Outcome H4
Subordinates’
leadership-management
β

pvalue
.627

-0.421

.296

1.297

.003

-8.395

.001

0.449

95% CI
for β
-0.833 to
-0.010
-0.495 to
3.090
-14.655 to
-2.134
0.154 0.744

pvalue
.045
.156
.009
.003

163.749

Residual
6.281
94.974
covariance
Random intercept
variance Workplace 1.696
64.924
ICC
0.142
0.284
FLM, first-line manager; FLM PE, FLMs’ psychological empowerment; FLM SE, FLMs’
structural empowerment.
*Interaction between FLM SE and time. Multilevel modelling by linear mixed model, using
random intercept linear models in combination with repeated measures. Compound symmetry
structure of repeated measures was assumed.
Confidence intervals not covering zero indicates statistically significant results that are in bold
print. Table 8 is an original table used with permission from the publisher.
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Discussion

Summary of main results
The overall aim of this thesis was to study the working life of FLMs and their
subordinates in elderly care from an empowerment perspective. In the interview studies (Paper I and II), the FLMs described their work situation as both
challenging and complex. The results reveal the importance of structural empowerment for FLMs’ experience of psychological empowerment. Although
the FLMs sometimes expressed a need for better access to structural empowerment in terms of information, resources and support, they experienced a
sense of meaning, competence, self-determination and impact in their work
(Paper I and II).
The longitudinal questionnaire study (Paper III and IV) results indicate that
the more access the FLMs had to structural empowerment over time, the more
likely they were to feel psychologically empowered over time, which resulted
in lower ratings for their stress symptoms and higher ratings for their own selfrated leadership-management performance over time (Paper III). When studying FLMs and subordinates working in the same context, the results indicate
that the more access the FLMs had to structural empowerment at T1, the more
access the subordinates had to structural empowerment at T2, and the higher
the subordinates rated their FLM’s leadership-management performance at T2
when controlling for psychological empowerment (Paper IV).
Another finding in this thesis was the influence the number of subordinates
per FLM had on the FLMs’ ratings of structural empowerment and the subordinates’ ratings of structural empowerment and stress symptoms (Paper III).
The results support Kanter’s theory10 of structural empowerment and
Spreitzer’s49 concept of psychological empowerment (Paper I-IV).
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Working life in elderly care
In this thesis, the working life of FLMs and their subordinates was studied.
The thesis focused on structural and psychological empowerment in all four
papers as well as on structural and psychological empowerment in relation to
stress symptoms and leadership-management performance, in the two quantitative papers. In the following chapter, working life will be discussed from the
perspectives of empowerment, stress symptoms and leadership-management
performance. The chapter ends with a discussion of the theoretical concept of
work and care environment.

Access to empowerment
In Paper IV, although all hypotheses were not fully supported, the longitudinal, multi-level results indicate that FLMs who had higher access to structural
empowerment were better able to give their subordinates access to structural
empowerment and that the relationship was modified, meaning that if the
FLMs had higher values, this led to greater changes among subordinates as
well. The results in Paper IV are interesting, as they may be the first to investigate access to structural empowerment at different hierarchical levels (subordinates and FLMs) in elderly care. These results are in accordance with Kanter’s theory,10 which states that the higher up in the organization, the more
access the individual has to structural empowerment as well as that individuals
with high access to structural empowerment are highly motivated and better
able to give their subordinates access to structural empowerment. The results
are also in line with Lashinger and Shamian’s early study,42 which showed
that FLMs must provide employees with access to empowering structures. But
before they can provide their staff with access to structural empowerment, the
FLMs themselves must first have access to empowerment structures.42 MacPhee et al.95 and Dahinten et al.96 have tested an empowerment-based leadership development program on managers and their staff. The outcomes of the
program stressed that the managers who had attended the program used more
empowering behaviors in their work,95 which had positive effects on staff organizational commitment one year later.96
The results in Paper IV might also be relevant to the quality of care provided to clients, although that was not studied here. Laschinger8 argued that
access to structural empowerment will empower nurses with optimal job performance, which will make them better able to provide care that meets professional standards – which, in the end, should result in higher quality of care for
the patients.8 Furthermore, Engström et al.44 and Silén et al.9 have studied empowerment and the care of clients in Swedish elderly care. They found positive associations between staff assessment of empowerment, and client satisfaction with care44 and staff ability to work in a more person-centered manner
and to improve the person-centered climate.9
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In Paper IV, Hypothesis 2, the FLMs’ structural and psychological empowerment was a statistical significant predictor for subordinates’ ratings of their
FLM’s leadership-management performance (when controlling for psychological empowerment). However, when it came to the FLMs’ psychological
empowerment, the results were not as expected: a negative relationship was
seen when FLM’s psychological empowerment was added to the model. This
result is not in line with the hypothesized model, according to which the relationship of FLMs’ structural and psychological empowerment at one point in
time would influence subordinates’ ratings of their manager’s leadershipmanagement performance at a later time. Is it possible that FLMs who rated
their psychological empowerment as high were more autonomic in their working life and did not work as a team with their subordinates and include them
in decision-making? This might have resulted in lower ratings being made by
their subordinates. Shared decision-making is an important aspect of feeling
empowered at work. This might have affected the subordinates’ ratings of
their FLM’s leadership-management performance. For example, the items ‘I
can decide on my own how to go about doing my work’, ‘My impact on what
happens in my department is great’ and ‘I have a great deal of control over
what happens in my department’ in the subscales of self-determination and
impact in the psychological empowerment scale might indicate this.85 According to Spreitzer,49 it is important that individuals experience meaning, competence, self-determination and impact in their role in relation to the organization, if they are to be empowered to actively influence their role and its context. However, psychological empowerment mediated the relationship between FLMs’ structural empowerment and leadership-management
performance in Paper III, although the study included only FLMs’ and not
subordinates’ ratings of their FLM’s leadership-management performance. In
conclusion, as the results of psychological empowerment are difficult to interpret when investigating links between FLMs and subordinates, they need to
be investigated further at different hierarchical levels and in other caring settings.
The token perspective
In the qualitative papers (Paper I and II), the male and female FLMs discussed
their working life from the perspectives of structural and psychological empowerment. As male FLMs usually are a minority in the working group (i.e.
tokens), it was of interest to conduct separate studies of male and female FLMs
to see whether they would describe their experiences of their working life in
similar ways. However, although the male FLMs in Paper I never mentioned
any disadvantages of being tokens, it is interesting that working life was described in different ways by the male and female FLMs. The female FLMs in
Paper II described their working life in a positive manner, whereas the male
FLMs also described their working life in more negative terms. The female
FLMs described strategies for dealing with difficult situations, whereas the
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male FLMs did not clearly describe strategies for taking control of or dealing
with such situations. Instead, they expressed feelings of frustration, dejection
and resignation when organizational preconditions were insufficient. According to Kanter’s theory,10 it is more difficult to be a token, because they are
more visible, which entails getting more attention. The theory also describes
them as being kept outside the majority group and, therefore, being more
likely to be stereotyped. Is it possible that the male FLMs in Paper I felt vulnerable and pressured to perform owing to their token status? However, not
all researchers agree with Kanter’s theory,10 stating that it is more difficult to
be a token. In Keisu’s thesis,56 the male FLMs described no negative consequences of being tokens in a female-dominated elderly care organization. Although the female and the male FLMs preformed their leadership in similar
ways, and although the male FLMs were tokens, their expected masculine
qualities and behaviors were creating the norms in both organizations.56
Regnö72 used Kanter’s10 proportions of minorities to study the token perspective of men working in the female-dominated municipal care for older persons
and the disabled. She found that although the men were tokens, they were
described as glorified by most of the female managers. In general, the female
managers described their male colleagues and subordinates positively, and the
female managers made an effort to hire more men at their units and to encourage them to stay there. However, they also reported situations when their male
colleagues received more opportunities to work in projects and to make a career. In sum, Regnö claimed that one cannot generalize that minorities are always subordinated. The glorification of men contributes to the fact that men
instead are being made superordinate, and that they will be allowed more
scope of action than the majority.72
Number of subordinates
In Paper III, the results showed the influence the number of subordinates per
FLM had on the FLMs’ and their subordinates’ working life. FLMs with fewer
subordinates (30 or less) rated higher levels of structural empowerment, more
resources, more formal power, and more informal power, than FLMs with
more subordinates did. Subordinates of FLMs with fewer subordinates rated
higher levels of structural empowerment and lower stress symptoms than subordinates of FLMs with more subordinates did. Moreover, the female FLMs
in Paper II described difficulties in their working life when they had to deal
with a large number of subordinates. Although the FLMs prioritized being
available to their staff and building a team spirit, this was complex, as many
FLMs had a large number of subordinates spread out across different units, at
different geographic locations. Many of the female FLMs were also responsible for many different categories of staff, which made their responsibility for
staff even more difficult. According to another Swedish study,73 the number
of subordinates (which in the study was defined as span of control (SOC)),
varies across departments, and the department of elderly care reported wider
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SOC than the technical department. This is notable, because when managers
have wider SOC, their working lives are affected negatively: their job demands increase and they find it harder to balance strategic, administrative and
personnel-related tasks,73 and they must perform more illegitimate tasks.74
Moreover, as shown in Paper III, FLMs with more subordinates and subordinates of FLMs with more subordinates rated their working life outcomes as
lower than FLMs with fewer subordinates and subordinates of FLMs with
fewer subordinates did.
The negative effects of having a high number of subordinates have also
been reported earlier among FLMs and subordinates in hospital settings.97–99
For example, wider SOC was significantly associated with lower job satisfaction and work control, as well as higher role overload among the FLMs. Wider
SOC was also related to more manager-assessed adverse outcomes of nosocomial infections, medication errors and staff work-related injuries.98 Wider
SOC has also been associated with negative effects on managers’ organizational commitment.97 In sum, given that having large numbers of subordinates
affects managers’ and their subordinates’ working life negatively, it is important that organizations limit the number of subordinates assigned to each
FLM.

Stress symptoms
In Paper III, psychological empowerment was found to be a mediator between
structural empowerment and stress symptoms. The longitudinal results are the
first to indicate that the higher FLMs in elderly care rate their access to structural empowerment in the workplace, the more likely they are to feel psychologically empowered, resulting in lower self-rated stress symptoms over time.
These results strengthen previous working life studies on structural and psychological empowerment and stress symptoms among nurses and nursing assistants. For example, structural and psychological empowerment were significantly associated with stress among nurses in long-term facilities in Taiwan80
and among caregivers in elderly care in Sweden.69 Structural empowerment
has also resulted in lower job stress and burnout among nurses in China.100
In Paper I and II, the FLMs described times when their organizational preconditions were insufficient, i.e., when their access to structural empowerment
was limited. These situations in their working life can be seen as stressful. At
those times, they reported having limitless demands on them, limited authorities in decision-making, and insufficient information and support. Moreover,
politicians had set political goals that they were unable to achieve with their
limited resources. These situations of lacking empowerment in their work
made them feel powerless and alone in their role (Paper I), and they had to
struggle to regain control and handle the demanding situations (Paper II). In
previous research, role overload, organizational constraints and role conflicts
were the most important predictors of nurse manager stress.101 Furthermore,
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working with limited resources, lack of support and understanding from senior
management and working in an organization under constant change are other
stressors managers have described in qualitative interview studies in Canada102 and the United States.103
In Paper III, both FLMs and subordinates rated their levels of stress symptoms as moderate, which is in line with studies of FLMs68 and staff69 in elderly
care in Sweden. However, in elderly care, managers have rated their stress
symptoms higher than managers in other municipal departments have done.2
The fact that the FLMs and subordinates rated their stress symptoms as moderate is serious and the level of stress needs to be decreased, as cross-sectional
working life research on managers has shown that stress negatively affects
work-related decision-making, increases the risk of making errors and negatively affects leadership behaviors104 and job satisfaction. Furthermore, stress
has negative effects on the individual’s mental and physical health.105 In the
multiple linear regressions in Paper III, the variables structural empowerment
and psychological empowerment could explain only 16% of the variance in
the FLMs’ self-rated stress symptoms. It is surprising that empowerment did
not explain more of the variance in stress symptoms, but similar results have
been presented earlier.69

Leadership and management performance
In Paper III, when discussing the outcome of leadership-management performance, the results indicated that the more access the FLMs had to structural
empowerment, the more likely they were to feel psychologically empowered,
resulting in higher ratings of their own leadership-management performance.
The results in Paper IV also indicated that the more access the FLMs had to
structural empowerment, the higher the subordinates rated their FLM’s leadership-management performance. These results are in line with Kanter’s theory,10 which claims that, for managers, high access to structural empowerment
can positively affect their well-being and increase their organizational effectiveness and commitment. Therefore, it is reasonable to think that if FLMs
were given high access to empowerment structures in their workplace, they
would perform better in their role and their subordinates would notice positive
effects on their manager’s leadership-management performance. Laschinger8
investigated the effect of structural empowerment on managers’ leadership
quality. She found that when staff perceived their workplace to be empowering, they rated the nursing leadership quality as high.8 However, as no studies
have been found examining links between empowerment and leadership-management performance in elderly care from FLMs’ and their subordinates’
point of view, the multi-level results in Paper IV are of interest. Previously,
one cross-sectional study stressed positive relationships between FLMs’ selfassessed leadership-management performance and structural and psychological empowerment among FLMs in elderly care in Egypt and Sweden.68
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In Paper III, the FLMs rated their own leadership-management performance as relatively high, whereas the subordinates rated their FLM’s leadership-management performance as moderate. Could it be that the subordinates
only saw some aspects of their manager’s leadership-management performance and did not have the whole picture of the managerial work when they
rated their FLM’s leadership-management performance? In Paper I and II, the
FLMs described that their staff sometimes did not understand the FLMs complex role and had little understanding of managerial work. Furthermore, when
subordinates in the same workplaces rated their FLM’s leadership-management performance, they were similar in their ratings, i.e., the clustering effect
was large (Paper IV). It is possible that the subordinates discuss their FLM
with each other, leading to similarities in their ratings.
In the interview studies (Paper I and II), the FLMs expressed the importance of creating a team spirit among the staff, being available to staff and
making sure they felt seen. The FLMs described their relationship with staff
as fundamental to creating good quality of care for the clients. However, the
administrative burden and the lack of time prevented the FLMs from being
available to their staff. The inability to perform their leadership was described
as frustrating (Paper I); it caused them to develop strategies for dealing with
the situations (Paper II). Similar descriptions of the work environment of
FLMs in Swedish elderly care have been presented before.26 FLMs’ inability
to be available to the staff has been reported among staff as well. Registered
nurses have reported receiving little feedback from their FLMs.106 According
to the NORDCARE study,34 less than 1/3 of the staff experienced that they
were being supported by their FLMs. Compared to the other Nordic countries,
elderly care in Sweden provided the staff with less support from their FLMs
and the staff met their FLMs less often. This is worrying, as it is more than
twice as likely that staff who lack support from their FLMs will want to quit
their work compared to those who feel they have support.34

The work and care environment
All papers (I-IV) in this thesis point to the importance of having a good work
environment that empower individuals to accomplish their work in a meaningful way and, thereby, create a good care environment. Although the FLMs
sometimes expressed a need for better access to structural empowerment in
terms of information, resources and support, they experienced a sense of
meaning, competence, self-determination and impact in their work (Paper I &
II). Similar results could also be seen in Paper III, where the FLMs rated moderate access to structural empowerment and moderate to high access to psychological empowerment. Therefore, one must not forget that although there
were deficiencies in access to structural empowerment that must be taken seriously, there were also many positive aspects of being a FLM in elderly care.
For example, the FLMs enjoyed their work (Paper I & II) and were proud of
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it (Paper II). They described that a core activity in their work was to interact
with staff and clients and to provide the necessary conditions for creating good
elderly care (Paper I & II).
Although the focus in the theoretical framework is on empowerment, the
results in this thesis are in accordance with the nursing metaparadigm of environment37 and the person-centered practice framework.39 The nursing metaparadigm37 and the person-centered practice framework39 share the same
thoughts as Kanter’s theory,10 which claims that the environment needs to be
democratic and inclusive so that staff can work in a person-centered way.39
However, the quality of the work environment is not just of significance to the
individuals who work there, it also affects the clients who are being cared for.
Studies have shown that a satisfying work environment promotes positive outcomes for staff as well as high-quality care for clients/patients.5–9 The work
environment needs to enable structural empowerment and sharing of power to
create positive practice environments that increase staff job satisfaction5,7,8
and positively affect the quality of care provided in these work settings.5–8
These satisfying work settings can also encourage staff to work in a more person-centered manner,9 which may lead to positive outcomes for patients.47
In the future, the older population in Sweden will increase, and more advanced healthcare care will need to be provided at home.3 This will put even
more pressure on management and staff working in elderly care.3,4 Meanwhile, there is already a great need today to recruit staff to elderly care, as the
staff currently working in the sector have high rates of sick leave.3 Furthermore, the educational level among the staff is low, and the turnover rate among
FLMs and staff has been found to be high.1 One relevant question here is how
the municipalities should meet these future challenges? Could the idea of creating a good work environment that empowers FLMs and their subordinates,
similar to the Magnet® model,46 be an affordable organizational strategy to
use in elderly care in Sweden? Although the Magnet® model46 is used in the
US, both elderly care and emergency care face the same problems of high
turnover rates and decreased well-being among staff. In a multi-national study
by Aiken et al.,6 they concluded that associations between nursing and patient
safety were remarkably similar in the included countries and the efforts to improve the work and care environment could be effective elsewhere.
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Methodological considerations

In this thesis, one strength was that different designs have been used to study
the working life of FLMs and their subordinates in elderly care from an empowerment perspective. Qualitative and quantitative approaches complement
each other, and using them in combination provides a richer description of
working life in elderly care. The aim of choosing a qualitative approach to
describing male and female FLMs’ experiences of their work situation in elderly care was to acquire a deeper understanding of their work situation from
an empowerment perspective (Paper I & II). The aim of choosing a quantitative approach, based on a longitudinal and correlational design, was to test
hypotheses based on the theories of structural and psychological empowerment. By using a longitudinal design, FLMs perceptions of empowerment in
relation to the outcomes could be studied over time (Paper III). By using a
longitudinal and multilevel design, relationships of empowerment as well as
leadership-management performance between FLMs and their subordinates,
who worked in the same context, could be studied over time (Paper IV). Previous research66 has called for longitudinal studies of relationships between
structural and psychological empowerment in other settings than hospitals and
in geographic locations other than North America; it has also called for research investigating relationships between structural and psychological empowerment and managerial leadership outcomes.
However, both the qualitative and the quantitative approaches used in this
thesis have their strengths and weaknesses, which needs to be considered. In
the qualitative papers, the methodological considerations will be discussed in
terms of trustworthiness, and in the quantitative papers, the methodological
considerations will be discussed in terms of validity. All papers (I-IV) were
focused on structural empowerment10 and psychological empowerment,49 and
the choice of having such a theoretical perspective in this thesis will be discussed at the end of the methodological considerations chapter.

Trustworthiness
In qualitative research, trustworthiness (i.e., enhancing the quality of the studies) refers to the degree of confidence the researcher has in the data and the
analysis.82,107 According to Graneheim and Lundman,87 in order to achieve
trustworthiness, the concepts of credibility, dependability and transferability
should be considered.
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Credibility refers to the focus of the research and confidence that the interpretations and results are truthful.82,107 In quantitative research, credibility
is referred to as internal validity.82 To enhance credibility in Paper I and II,
participants with varied experience and background factors were chosen to
participate. This was done in an attempt to capture a variety of descriptions of
the work situations and provide richness in the interviews.87,89 In qualitative
research, the sample size depends on the study aim, the questions to be asked
and how rich the data are.89 Before the interviews were conducted, the number
of participants had not been determined. However, as the aim was to achieve
variation in the descriptions, purposive sampling82 was used. To achieve variation, the background information on the participants (age, workplace, education and years of professional experience) was entered in a table that was
used to get an overview of the participant characteristics and to decide when
to stop adding new participants.
Before the interviews were performed, a pilot interview was conducted to
test the interview guide and determine whether the questions were suitable to
addressing the study aim. The pilot interview confirmed the use of the interview guide, although additional questions about psychological empowerment
were added after the first interview with the male FLMs was conducted.82
According to Patton,108 the researchers are of importance to the credibility
when performing the interviews and analyzing the data. To reduce the risk of
researcher subjectivity when performing the interviews, the interview guide
was used as a check-list to limit the researcher’s inferences.82 To reduce the
potential risk of the researcher’s interpretations affecting the data, the whole
research group was involved in the analysis and discussed the process until
consensus was reached. During the analyses, the group went back and forth to
the original texts to verify that nothing had been missed or that meanings had
not been changed.87,108 The research group consisted of two researchers with
managerial experience from different caring organizations and hierarchical
levels in the organizations and three researchers with no managerial experience. Two of the researchers have worked in elderly care and the senior researchers had long experience of conducting research in this area. All senior
researchers had experience of working with the analysis method. To enable
the reader to judge the credibility of the analysis process – from the selection
of meaning units to the creation of a theme – representative quotations from
the interview texts have been presented in the results in the papers.87
Dependability refers to data stability over time and across conditions.82,107
In quantitative research, dependability is referred to reliability.82 To enhance
dependability in Paper I and II, data collection was performed by the same
person, within a somewhat short time interval (except for the first interview
with a male participant) to prevent data from changing over time. During the
interviews, the informants were encouraged to speak freely about their work,
and the interview guide was used as a check-list to ensure that all topics were
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discussed. This was done to avoid the risk of inconsistency during the interview process. During the analysis, the co-researchers had an open dialogue,
the goal of which was to reach consensus and avoid alternative interpretations
as well as to be consistent over time during the process.87
Transferability refers to whether the findings can be transferred to other
settings or groups.82,87 In quantitative research, transferability is referred to
generalizability.82 To enhance transferability of the results, the sample, setting,
data collection and the data analysis have been described in detail to enable
the reader to decide whether the results can be transferred to another context
or group. Furthermore, a rich presentation of the results in the papers with
verbatim quotations has been given to enhance transferability of study results.87 The results could be transferred to similar settings in the Swedish context. However, as the results never have a single meaning,88,109 it is the reader
who must determine whether they are transferrable to another context.87

Validity
The rigor of Study III and IV will be discussed in relation to four types of
validity; statistical conclusion validity, internal validity, construct validity and
external validity.82
Statistical conclusion validity refers to the statistical power of the sample
size and the precision of the analyses. In Paper III and IV, one methodological
weakness was the small FLM sample size. The risk of using a small sample is
that the statistical power may be low and, therefore, fail to show significant
relationships between variables. However, to evaluate the appropriateness of
sample size, judgments about sample sizes in relation to the use of different
statistical tests have to be made first.82 In Paper III, a complex modeling in the
GEE approach,90 in combination with a simple mediation model with covariates, was used. In GEE, regression parameters as well as other parameters that
essentially concern the within-subject association are estimated. This means
that GEE requires a larger sample size than is required for linear regressions.
When sample sizes are relatively small, the empirically based standard errors
of the regression parameters have a tendency to underestimate the true ones,
and the sampling variability of those estimators can be very large.90 These
properties have consequences for the coverage probabilities of CIs. Therefore,
the actual alpha-values may be above the nominal, which indicates shorter CIs
and therefore a risk of falsely rejecting a true null hypothesis. The distributionof-product method, which tests for indirect effects, has superior power and has
type I error rates comparable to asymptotic normal distribution methods and
bootstrap as well as type I error rates close to the nominal 0.05 for sample
sizes as small as 50.92
In conclusion, the sample size employed in the quantitative studies is adequate for using GEE. To test, or equivalently, to construct a CI for the parameter of indirect effect, the sample size may be regarded as small, although CIs
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that did not cover the value zero were obtained. However, with a relatively
small sample size, there is a higher risk of obtaining shorter CIs due to use of
GEE.
In Paper IV, one strength was that the multilevel design made it possible to
study, over time, relationships of empowerment as well as leadership-management between FLMs and their subordinates working in the same context.
As both the FLMs and their subordinates remained in the same workplaces, it
was possible to examine patterns of change. Although there was a limitation
in that the sample size of the FLMs was small (56 FLMs), the sample size of
the subordinates was larger (769 subordinates). According to Maas and
Hox,110 at least 50 observations at level 2 are recommended, which is fulfilled
in the study. One strength of using linear mixed models was that examination
of different aspects of study design and data structure simultaneously was possible.90
Another strength in Hypothesis 3 and 4 in Paper IV was that the intra-cluster correlation between workplaces, i.e. the cluster/workplace effect, as well
as between-individuals and within-individual variation were accounted for.
When measuring the cluster effect, the effect of the subordinates’ ratings of
their FLM’s leadership-management performance was large and the effect of
the subordinates’ ratings of their FLM’s perceptions of structural empowerment was smaller. Although the cluster effect differed, the subordinates within
the same workplaces were similar in their ratings, which is in accordance with
the study design.90
Internal validity refers to the validity of inferences that there is a real correlation between the independent variables, i.e. the presumed cause, and the
dependent variables, i.e. the effect.82 In Paper III and IV, a threat to the internal
validity was the cause-and-effect relationship. A weakness in using a correlational design was that the causal relationships may be unclear. Was it the independent variable that affected the dependent variable, or vice versa? However, as the study was also longitudinal, there was a temporal effect in Paper
IV in that the cause preceded the effect in time. There was also an empirical
relationship (correlation) between the independent variables (presumed cause)
and the dependent variables (presumed effect),82 and the hypotheses have empirical support from earlier research, which is another strength. Further, the
covariates – number of subordinates (dichotomized into 30 or less or 31 or
more) and age – were tested in all tests in Paper III. The non-significant covariates were excluded in the final test. In Paper IV, the covariates – number
of subordinates (workplace level) and age (subordinate level) – were excluded
if they were not significant in the bivariate analyses. Bivariate significant covariates were tested in the model and included in the final model if they were
significant. By using the following criteria for causality – temporal effects,
empirical relationships and covariates82 – the hypotheses in Paper III were
supported and in Paper IV the hypotheses were partly supported. However,
although there was support for the hypotheses, they are not deterministic.
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Another threat to the internal validity was that the participants were chosen
using convenience sampling. This could result in selection bias.82 In Paper III,
when comparing FLMs who responded twice with FLMs who responded only
at T1, the FLMs who responded twice rated higher levels of psychological
empowerment. No other between-group differences for the primary variables
or age, total number of years as a manager and number of subordinates were
found.
Construct validity refers to the degree to which the instruments measure
the concepts that are of interest in the study.82 In the questionnaire that was
used in Paper III and IV, the variables of empowerment originated from Kanter’s theory10 and Spreitzer’s concept,49 and the questionnaires have been
widely used in many disciplines.9,59,69,96,111 For the variables of stress symptoms70 and leadership-management performance,71 the instruments have been
used previously in healthcare settings in Sweden.68,70,71 Also, the psychometric
properties of the instruments have been shown to have acceptable construct
validity and reliability.49,57,69,71,85 The internal consistency was measured using
Cronbach’s alpha (α). In Paper III and IV, the Cronbach’s alphas (α-values)
were ≥ 0.70 for all total scales, and in Paper III, when also using sub-scales
for structural empowerment, the α-values were ≥ 0.70 for all factors except
for FLMs informal power (0.66), and for subordinates’ formal power (0.65).
One limitation of Paper III and IV is that the data are based on self-reported
questionnaires, which entails the risk of response biases. However, the responses are in line with previous cross-sectional research in healthcare settings
in Sweden.68–71 It would have been valuable to complement the questionnaires
with observations of the participants in their work.
As for external validity, or generalizability, the subordinate sample represent different occupational groups, and the settings are representative of elderly care in Sweden.1,3,4 However, one limitation was that it was a convenience sample, and that few FLMs participated in the study. Another limitation
was that there were more employees working in municipal care than in private
care, compared to another Swedish study.1 Although, one strength was that
the participants were working in five different municipalities that were both
rural and urban. Therefore, the results in Paper III and IV can be generalized
to similar settings in the Swedish context. However, as the data collection was
performed in 2010-2012, there will be differences in the setting and the organizational context that must be considered when generalizing the results to
other settings in 2019. The time frame of the data collection between T1 and
T2 was set to one year. It would have been interesting to have performed an
extra data collection one year later. However, as there are high turnover rates
among FLMs and staff in elderly care,1 having a longer time frame would have
been a problem. In the present study, high attrition rate had already been a
problem as 78 FLMs participated at T1 and only 56 of those participated one
year later, at T2; see Table 3. While the results in Paper III and IV offer insight
into elderly care, forthcoming research needs to replicate them using larger
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sample sizes, from other sectors and among other employees in healthcare. It
is also of interest for future research to employ a longer time frame and more
measurement occasions.

The theoretical framework in the thesis
This thesis focuses on a theoretical framework of structural empowerment as
described by Kanter,10 and of psychological empowerment as described by
Spreitzer.49 The interpretations in this thesis are naturally influenced by the
theoretical framework. An advantage of using a theoretical framework is that
the framework has guided the methods used. In Paper I and II, the interview
guide was inspired by structural and psychological empowerment, the goal
being to gain a deeper understanding of the male and female FLMs’ work
situation from an empowerment perspective. In Paper III and IV, a quantitative approach was used to test hypotheses based on structural and psychological empowerment linked to FLMs’ working life outcomes as well as to investigate relationships of empowerment between FLMs and their subordinates
working in the same context. However, to clarify the conceptual basis of this
thesis, an attempt has been made to clearly describe the key variables in the
theoretical framework and the theoretical framework in the different studies.
Also, the findings have been discussed in relation to the theoretical framework
and they show that the theoretical framework is supported.82,112
However, using a theoretical framework may also be a weakness, as the
framework has guided the thesis. If other theories and concepts had been used
to study working life in elderly care, the results might have been different. As
the theory of structural empowerment10 and the concept of psychological empowerment49 originate from other disciplines, this could be a weakness. That
is to say, borrowing a theory and concept and using them in a nursing approach
may be a limitation. However, structural and psychological empowerment
have been used to a great extent in nursing when investigating working life
outcomes in different healthcare settings and in different countries.66 This
strengthens the utility of using the theoretical framework in this setting.112
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Conclusions

The results indicate that FLMs’ working life in elderly care is complex and
challenging and that FLMs seem to need better access to structural empowerment (Paper I-IV). FLMs who have more access to structural empowerment
in the workplace are more likely to feel psychologically empowered, which
results in lower self-rated stress symptoms and higher self-rated leadership
and management performance (Paper III). When studying FLMs and subordinates working in the same context, FLMs who have more access to structural
empowerment are better able to give their subordinates access to structural
empowerment. Furthermore, when FLMs have more access to structural empowerment, their subordinates rate their leadership and management performance higher (Paper IV). The results also indicate that the number of subordinates influenced the FLMs’ ratings of structural empowerment and the subordinates’ ratings of structural empowerment and stress symptoms (Paper III).
The papers in this thesis support the use of Kanter’s theory of structural empowerment and Spreitzer’s concept of psychological empowerment when investigating FLMs’ (Paper I-IV) and their subordinates’ (Paper III & IV) working life. However, although FLMs report deficiencies in their access to structural empowerment, they experience their work as a positive challenge (Paper
1) and they feel that their work, though not easy, is worth it (Paper II).
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Clinical implications

The results of this thesis have both practical and theoretical implications. Practically, these results are of importance for political leaders and senior management teams, as they need to understand and be actively engaged in the working
life of FLMs and their subordinates. Political leaders and senior management
teams have the mandate to provide FLMs and their subordinates with empowering structures, and they need to start now. Although the FLMs and the staff
experience meaning in their work, the situation in elderly care is pressed, with
high rates of sick leave and turnover among the FLMs and their subordinates.
While the older population is increasing in size, the need for FLMs and staff
is increasing as well, and there are already problems with maintaining a
healthy workforce in elderly care. Therefore, the work environment needs to
ensure that FLMs have access to empowerment structures and promote sharing of power, so that FLMs can support their subordinates in the care of older
persons.
In this thesis, the FLMs have reported deficiencies in their access to structural empowerment in terms of information, resources and support. When it
comes to resources, this thesis indicates that the number of subordinates influences the FLMs’ and their subordinates’ working lives. If FLMs are to be able
to balance different tasks and have the best prerequisites for performing in
their role and empowering their subordinates, they must have a reasonable
number of subordinates. However, there is no “golden number of subordinates” that managers should have. This number depends on many factors, for
example, how many units the FLMs are responsible for, geographic location,
the kind of care being provided, the turnover rates at the unit, the health and
education of the staff and whether the staff work full time or part time. All of
those factors need to be considered when finding the optimal number of subordinates for each FLM. However, during the past decade, the number of subordinates has been of interest to political leaders and organizations in elderly
care in Sweden. Therefore, it is becoming more common for organizations to
set limits of no more than 30 subordinates per manager.
When the FLMs described their support, they sometimes mentioned lacking active support from the supportive organizational structures and their superiors. Therefore, the organizations need to offer FLMs more hands-on support from the human resources and the financial department instead of offering
more kinds of supportive systems. One way of doing this could be to designate
contact persons at these departments who spend some of their worktime out at
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the FLMs units, relieving them of some of their administrative tasks. This
would free up time for the FLMs that they could invest in their core activities
of being available to their subordinates and working with their leadership. It
would also facilitate exchange of information between the departments if they
worked more closely with each other. Another form of support that some of
the managers requested was to have a substitute who could assume responsibility for the units after hours, on weekends and when the FLMs were on vacation or sick leave. This could reduce the FLMs’ job strain, which increases
when they are out of the office. Moreover, support from superiors and the
political board could be improved. According to the Swedish work environment authority, the FLMs’ work environment needs to be part of the systematic work environment management and it needs to be prioritized in the line
organization in the same ways that staff members’ working life is being prioritized. One way of doing this would be to create routines in the organizations
for how the FLMs’ working life should be discussed. If political leaders and
senior management teams are to understand the working life of FLMs and
their subordinates, they need to be visible out at the units and create forms for
informing, discussing and supporting the FLMs and their subordinates.
Although the above proposals concerning how to provide FLMs with access to structural empowerment are of importance, they may not cover the
needs of all FLMs. One must remember that each FLM has his/her own experience and needs, and therefore, access to structural empowerment must be
individualized and each FLM must be offered customized access to structural
empowerment based on these individual needs.
Theoretically, the results support Kanter’s theory of structural empowerment and Spreitzer’s concept of psychological empowerment, which are suitable to use when studying the working life of FLMs and their subordinates in
elderly care from an empowerment perspective. Therefore, the instruments of
structural empowerment, psychological empowerment, stress symptoms and
leadership-management performance could be used further when studying
these perspectives in the working life context. For example, they could be used
by human resources departments in different organizations in a caring context.
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Svensk sammanfattning (Swedish summary)

Det övergripande syftet med avhandlingen var att undersöka första-linjens
chefers och deras medarbetares arbetsmiljö inom äldreomsorgen utifrån ett
empowerment-perspektiv.
Delstudie I syftade till att beskriva manliga första-linjens chefers upplevelser
av sin arbetssituation inom äldreomsorgen. Mellan år 2010-2011 intervjuades
fjorton manliga första-linjens chefer inom äldreomsorgen i Sverige. Intervjuguiden som användes var inspirerad av teorier om empowerment. De semistrukturerade intervjuerna analyserades med hjälp av kvalitativ innehållsanalys, vilket resulterade i två teman och fem subteman. Det första temat beskrev
när organisatoriska krav var i balans med chefernas upplevda ansvar och
strukturella förutsättningar. De manliga cheferna beskrev att de kände sig ensamma men inte utelämnade, att de hade frihet inom givna ramar samt en
känsla av tillfredsställelse och stimulans i arbetet. Det andra temat beskrev när
organisatoriska krav var i obalans med chefernas upplevda ansvar och strukturella förutsättningar. I detta tema beskrev de manliga cheferna sin känsla av
frustration och av uppgivenhet. De manliga första-linjens cheferna upplevde
sig behöva bättre tillgång till strukturell empowerment, så som resurser, stöd
och information. Resultatet i studien visade att även om arbetssituationen upplevdes vara både komplex, utmanande och föränderlig så sågs utmaningarna
som en ständig drivkraft för cheferna.
Delstudie II syftade till att beskriva kvinnliga första-linjens chefers upplevelser av sin arbetssituation inom äldreomsorgen. Fjorton kvinnliga första-linjens
chefer som arbetade inom äldreomsorgen i Sverige intervjuades under våren
och sommaren, 2012. Samma intervjuguide som användes i delstudie I användes även i delstudie II. Även dessa intervjuer analyserades med hjälp av kvalitativ innehållsanalys, vilket resulterade i ett tema och fyra subteman. Temat
beskrev att även om arbetssituationen inte var enkel för cheferna, så var deras
arbete ändå mödan värt. I de olika subteman så beskrev de kvinnliga cheferna
sitt arbete som komplext och mångfacetterat men även som meningsfullt för
dem. Även om deras ansvar var stort, så upplevde de att de hade stora befogenheter inom givna ramar. Kvinnorna beskrev också att de upplevde stöd
från andra personer och från organisatoriska förutsättningar, vilket var viktigt
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för dem. Dock så var deras strukturella förutsättningar/strukturella empowerment ibland otillräckliga och i dessa situationer beskrev de kvinnliga cheferna
hur de fick utveckla strategier för att kunna hantera dessa situationer.
Delstudie III syftade till att undersöka samband mellan första-linjens chefers
strukturella och psykologiska empowerment och deras stress symtom samt
deras egna chefs- och ledarskapsförmåga. Ett ytterligare syfte var att undersöka om antalet medarbetare per chef påverkade skattningarna av ovannämnda variabler för cheferna och deras medarbetare. Vid två tillfällen, med
ett års mellanrum, skickades enkäter ut till cheferna och deras medarbetare
som arbetade i fem olika kommuner. Enkäterna analyserades med hjälp av
deskriptiv och multi-variat statistik. Resultatet i studien visade att ju bättre
tillgång cheferna hade till strukturell empowerment, desto mer sannolikt var
det att de kände psykologisk empowerment, vilket resulterade i att de skattade
sina stress symtom lägre och sin egen chefs- och ledarskapsförmåga högre.
Resultatet visade även att chefer som hade 30 eller färre medarbetare skattade
högre strukturell empowerment jämfört med chefer som hade fler medarbetare. Även medarbetare till chefer som hade 30 eller färre medarbetare skattade högre strukturell empowerment och lägre stress symptom jämfört med
skattningar gjorda av medarbetare till chefer som hade fler medarbetare.
Delstudie IV syftade till att undersöka samband mellan första-linjens chefers
strukturella och psykologiska empowerment och deras medarbetares strukturella empowerment samt medarbetarnas skattningar av sina chefers chefs- och
ledarskapsförmåga. Delstudien baserades på samma enkäter som användes i
delstudie III. Resultatet visade att ju bättre tillgång cheferna hade till strukturell empowerment vid första enkättillfället, desto bättre tillgång hade medarbetarna till strukturell empowerment vid andra enkättillfället, samt desto
högre skattade medarbetarna sina chefers chefs- och ledarskapsförmågor vid
andra enkättillfället.
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