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Abstract
Background. Municipal elder care has become increasingly multifaceted,
and the quest for quality is a continuing discussion in Swedish elder care. In
recent decades, municipalities have prioritized older adults with severe
needs. There is also a trend of more elderly individuals receiving care in
their own homes. The number of persons 80 years and older will increase by
approximately 75 percent between 2015 and 2035. During the same period,
the number of nursing assistants will decrease, and approximately 50 percent
have considered terminating their employment in elder care. Furthermore,
health and social care services have the highest rates of sick leave in
Sweden, and the psychosocial work environment plays an important role in
reducing sick leave. Perceived support from an organization, leaders and
colleagues has been shown to have a positive effect on nursing assistants’
perceptions of the psychosocial work environment in elder care settings.
Leadership characteristics or attributes and behaviours have been associated
with a healthy work environment. Thus, knowledge regarding the
associations among leadership, the psychosocial work environment, and
recipient satisfaction in two different social contexts within municipal elder
care is insufficient.
Aims. The overall aim was to explore and describe associations between
leadership, the psychosocial work environment, and recipient satisfaction in
municipal elder care, the changes over time in psychosocial work
environment, and the difference between nursing homes and home care.
Design and methods. This thesis is based on four cross-sectional studies (IIV) and one repeated cross-sectional study (V). Data from three different
surveys were used: the Developmental Leadership Questionnaire (DLQ), the
Questionnaire for Psychological and Social Factors at Work (QPS), and a
recipient satisfaction survey (based on a National Board of Health and
Welfare recipient satisfaction survey). Study I analyses first-line managers’
assessments of their leadership and nursing assistants’ assessments of their
first-line managers. Study II analyses the association between leadership and
psychosocial work environment, and Study III analyses the association
between psychosocial work environment and recipient satisfaction. In the
first three studies, linear regression was used as the main method. All three
levels (leadership, the psychosocial work environment, and care recipient
satisfaction) was simultaneously analysed in Study IV using structural

equation modelling. Study V analyses variation in nursing assistants’
perceptions of the psychosocial work environment between 2007 and 2015.
In Study V, linear regression was also used.
Results. There are structural differences between nursing homes and home
care in the assessments of leadership, the psychosocial work environment,
and satisfaction among older people. Linear trends for the period 2007-2015
demonstrate a decline in control at work in both nursing homes and home
care and positive trends for stimulus from the work itself. The results also
show that nursing assistants in nursing homes rate their psychosocial work
environment higher than nursing assistants in home care. Older adults
receiving home care report higher satisfaction than those receiving care in
nursing homes. In contrast, nursing assistants in home care rate their firstline managers’ leadership and their perceived psychosocial work
environment lower than those working in nursing homes. Process-related
factors, for example, the association between leadership and the
psychosocial work environment, showed that interpersonal factors, such as
support from superiors, empowering leadership, human resource primacy,
and direct leadership, may impact nursing assistants’ psychosocial work
environment in both nursing homes and home care. A better psychosocial
work environment among nursing assistants was associated with higher
satisfaction among recipients of elder care.
Conclusions and implications for practice. Overall, this thesis shows that
leadership, the psychosocial work environment, and recipient satisfaction in
elder care are assessed differently in nursing homes and in home care. To
influence nursing assistants’ performance, to increase recipient satisfaction
and to increase quality in elder care in the long term, appropriate leadership
and a healthy psychosocial work environment are necessary. The dilemma is
that older persons can request high-quality care, but care providers are less
likely to influence the work environment in an older person’s own home. To
make the most out of the available resources and to meet future challenges
(among others) in elder care require organizational attention so that
leadership and psychosocial work environments continue to develop in both
nursing homes and home care. Therefore, structural differences in elder care
must be considered to create a better psychosocial work environment for
nursing assistants and, in turn, to create higher care satisfaction for those
who are receiving elder care in two different social contexts.
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Introduction
It is well known that the number of older persons is increasing worldwide,
and the majority of older people will at some point need health and social
care from the municipality (European Social Network, 2008). With this
increase in the number of elderly, there will also be concomitant a decrease
in elder care staff. It is therefore important to understand how elder care
should be organized to meet the demands of older people with high-quality
elderly care. This thesis will therefore focus on structure (context and
organization) and processes (leadership and the psychosocial work
environment) and how they affect care recipient satisfaction in municipal
elder care.
The number of persons 80 years and older will increase by approximately 75
percent between 2015 and 2035 (Statistics Sweden, SCB, 2016). During the
same period, the number of nursing assistants will decrease (Thelin &
Wolmesjö, 2014; SCB, 2009). Municipalities are responsible for caring for
older individuals in nursing homes and through home care (National Board
of Health and Welfare, 2015). The number of older people increased and the
number of hospital beds in Sweden decreased by nearly 30 percent between
2009 and 2016. This trend has increased the number of older people with
complex needs in nursing homes and home care (SCB, 2014; Swedish
Association of Local Authorities and Regions, 2017; National Board of
Health and Welfare, 2017a). There is also a trend of more older adults
receiving services through home care (Angelis & Jordahl, 2014).
Consequently, demand for qualified nursing assistants who will work with
older people is high. However, nearly 50 percent of nursing assistants in
Sweden have considered terminating their employment in elder care because
of poor working conditions in nursing homes and home care (Szebehely,
Strantz, & Strandell, 2017). Additionally, health and social care services
have the highest rates of sick leave in Sweden (National insurance office,
2015). Swedish Research Council for Health, Working Life and Welfare,
([Forte], 2015) argues that psychosocial work environment factors, such as
low control, high demands, and role conflicts, are linked to sick leave. It has
1

also been showed that work demands is associated to high job strain among
nursing assistants in home care (Sandberg, Borell, Edvardsson, Rosenberg &
Boström, 2018), and that social support from first-line managers (FLMs)
leadership is associated with lower job strain among nursing assistants in
nursing homes (Backman, Sjögren, Lövheim & Edvardsson, 2018).
Research often points to FLMs as key actors for well-functioning elder care
(SOU, 2017:21; Bergman, 2009). In fact, FLMs have extensive
responsibility for the quality of elder care (SOU, 2017). In addition, Forte
(2015) emphasizes that good leadership is a health factor in the work
context. To create and maintain good elder care and a good physical and
psychosocial work environment, competent managers are necessary (SOU,
2017; National Board of Health and Welfare, 2011; Malloy & Penprase,
2010; Stranz, 2013). Previous research on leadership and the psychosocial
work environment has not sufficiently considered the social context and the
influential contextual factors (Lundqvist, 2014; Thelin & Wolmesjö, 2014;
Antonsson, 2013). It is reasonable to assume that there are differences in
leadership between nursing homes and home care and that leadership affects
nursing assistants’ psychosocial work environment differently.
High-quality interactions between care recipients and nursing assistants are
likely to affect recipients’ perceptions of care. Nursing assistants are the
frontline of care, and as a result, their actions are often the primary focus of
what recipients perceive as elder care. Nursing assistants’ psychosocial work
environment can be assumed to have an impact on their provision of care
and social services and thus on recipient satisfaction. A healthy work
environment might therefore be important for those receiving elder care and
for nursing assistants. People who feel well, physically and mentally, also
perform their jobs well (Szebehely et al., 2017).
The scientific knowledge regarding the associations among leadership, the
psychosocial work environment, and recipient satisfaction in the two
different contexts of municipal elder care is insufficient; however, it can be
assumed that there are important relationships. There is a need for studies on
leadership, the psychosocial work environment, and recipient satisfaction in
social professions, especially in the field of elder care. Given the
demographic challenges of the future, leadership is essential to mobilize
existing resources and to create a good psychosocial work environment for
2

nursing assistants so that good care can be provided for older people in need
of health and social care in the municipality. Therefore, it is important to
analyse and highlight the differences and similarities in administering health
and social care to create a better situation for those who are receiving elder
care. The knowledge presented in this thesis is relevant to elder care for
several reasons; it analyses various factors relevant to the experience of
leadership, the psychosocial work environment, and care recipient
satisfaction. This topic has previously been studied from various standpoints,
but prior studies focused solely on leadership, the psychosocial work
environment and/or recipient satisfaction either in nursing homes or in home
care or in elder care in general. This study adds a new dimension by
performing simultaneous analyses of nursing homes and home care with the
same measurement tools. It also applies relevant models of leadership and
the psychosocial work environment as tools of analysis specifically targeting
conditions in elder care. To improve leadership, the psychosocial work
environment, and recipient satisfaction, this thesis presents knowledge that is
directly applicable in nursing homes and in home care.
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Background
The Donabedian model
This framework will be based on the Donabedian model (1988), which
provides a structure for care evaluation and is often used to conceptualize
and assess care quality in health care settings (Hearld, Alexander, Fraser, &
Jiang, 2008; Hillmer et al., 2005). To understand recipient quality of care,
the Donabedian model (1988) is used. It has three interacting components:
structure – process – outcome.
According to Donabedian’s model, structure includes the characteristics of
the institution (e.g., size and type of staffing). In this thesis, structure refers
to the different physical structures in the two different care settings, nursing
homes and home care, and human resources. The structural characteristics
are necessary but not sufficient and are considered indirect measures of
quality (Hearld et al., 2008; Hillmer et al., 2005). Thus, structure is a central
issue for elder care organization. Process refers to interpersonal interactions
between providers and older people in elder care. In this thesis, process
relates to how service and care are carried out and what is done for the
recipient, that is, leadership and the work of the nursing assistants. These
processes are mainly an issue for the providers of care in nursing homes and
home care. Outcome refers to the results of the structure and process (service
and care), that is, what happens to the recipient and, in this thesis, recipient
satisfaction from different perspectives. Thus, what constitutes a good
outcome is not specifically defined in Donabedian’s model; it can refer to
what happens in the actual interaction between the provider and the recipient
but also to how well the work is done, how safe the care is, and how it
affects the older persons’ health. It is also possible that the outcome is
affected by the current health and life situation of the older person. However,
according to Donabedian, satisfaction is one of the most desirable outcomes
of care, and it is closely connected to interactions. By asking recipients about
different aspects of their interpersonal relationships, one can obtain
information about the recipients’ satisfaction with their care. Thus,
Donabedian’s model is widely used for examining quality, but it is limited in
its recognition of interactions between system components (structure,
4

process, and outcome) that might affect care. For example, the process might
be influenced by organizational characteristics, and the care of recipients
may involve different locations and, therefore, various physical
environments (Carayon et al., 2006). Though this model fits this thesis well,
it has some limitations. For example, the model has also been criticized for
its lack of interactions between care recipients and the impact on care staff.
Therefore, it can be assumed that care recipients affect nursing assistants,
which means that processes might be two-way interactions with feedback
loops (Mitchell, Ferketich & Jennings, 1998). These variations might affect
the need for different forms of collaboration and coordination among the
care providers that are involved in the process (Carayon et al., 2006).

Structure

Process

Nursing homes
Home care
First-line managers
Nursing assistants

Leadership
Psychosocial work
environment

Outcome

User satisfaction

Figure 1. Modified version of the Donabedian model (1988)

Structure of elder care
Elder care in Sweden
Municipalities have the main responsibility for elder care in Sweden
(National Board of Health and Welfare, 2015). Elder care is primarily
regulated by the Social Service Act (SFS 2001:453), abbreviated as SoL in
Swedish, and the Health and Medical Service Act (SFS 1982:763),
abbreviated as HSL in Swedish. According to the SoL (2001:453), the
municipalities are responsible for giving all residents the support and
assistance they need. It is important to clarify that social services, according
to the SoL, should rest on the foundation of democracy and solidarity and
promote social and economic security, equality in living standards and active
participation in the community. Services should be of good quality and
5

should be systematically and continuously developed and secured (chapter 3,
section 3, SoL). The municipality must provide assistance that will allow
older adults to continue to stay in their home environment (e.g., by means of
home care) or, if this is not possible, offer them nursing homes (Bergman,
2009). Nursing home is a term used for various types of services and care
facilities (National Board of Health and Welfare, 2011a).
Over the decades, the number of beds has decreased in hospitals. In fact, this
decline combined with the increasing number of older people has increased
the number of seriously ill older people in nursing homes and home care
(National Board of Health and Welfare, 2017a). In addition, privatization of
elder care has become more common. Focus has been placed on higher
documentation demands at work, standardization of work tasks, and detailed
control (Szebehely et al., 2017). Reforms, such as The Act on System of
Free Choice in the Public Sector (2008:962) and Home Health Care (SOU,
2011:55), have been implemented in many of the municipalities in Sweden.
Home Health Care (SOU, 2011:55) transferred the responsibility for home
health care of older persons from county councils to municipalities (except
in the Stockholm region). The most recent reform has affected nursing
assistant work tasks. Registered nurses can delegate some medical tasks to
nursing assistants. In these cases, the registered nurses are responsible for
determining whether nursing assistants have the appropriate prerequisites to
perform the delegated tasks, and the nursing assistants are responsible for
how they perform the delegated work tasks (National Board of Health and
Welfare, 1997, 2017). This means that nursing assistants’ work environment
has changed such that they now undertake more advanced care of older
persons via delegation from registered nurses. Consequently, nursing
assistants in elder care might, to a greater degree, experience role conflicts
due to the unclear division of responsibility between health care and social
services. This tension has prompted changes in municipal organization as
well as the required competences.

In Sweden, there are approximately two million older adults aged 65 years
and older (National Board of Health and Welfare, 2017a), of whom 8
percent (166,000) receive home care assistance. The number of persons 80
years and older will increase by 76 percent between 2015 and 2035 (SCB,
6

2016). The dependency ratio1 in Sweden will increase (from 0.73 in 2014 to
0.86 in 2040 [0.93 in 2060]) (SCB, 2015). During the same period, the
number of nursing assistants will decrease (Thelin & Wolmesjö, 2014; SCB,
2009).

Home care
Home care has no definition, but descriptions of what it involves are
frequently mentioned in government documents (National Board of Health
and Welfare, 2012). Nursing assistants in home care provide assistance
through activities such as performing personal care, facilitating activities of
daily life (ADL), treating wounds and administering prescribed drugs and
injections (insulin) in the private home of the older person (Stranz, 2013;
Szebehely & Trydegård, 2012). Because of the diversity of care needs, the
work done by nursing assistants can vary from a quick visit (e.g., a
scheduled status check-up or a Meals on Wheels delivery) to providing
comprehensive health and social care for older adults with multiple chronic
diagnoses (Hjalmarson, Norman, & Trydegård, 2004). Nursing assistants in
home care are recommended by the National Board of Health and Welfare
(2011) to have an upper secondary education in health and social care. It is
common for nursing assistants to work alone (Trydegård, 2005) with
recipients in demarcated geographic areas (Antonsson, 2013), which limits
their opportunities to interact with co-workers and FLMs (Szebehely et al.,
2017). Hasson and Arnetz (2008) note that the time available to perform
tasks but also to give individualized care is important for the workload of
nursing assistants in home care. Additionally, the work is highly variable
(e.g., ranging from quick check-up visits to comprehensive health and social
care of older adults with multiple chronic diagnoses) and involves providing
a large number of older adults with different services (Hjalmarsson, Norman
& Trydegård 2004).

1

The demographic dependency ratio = number aged <20 + number >64
number aged 20-64
7

Nursing homes
When older adults (>65 years) have increased health and social service
needs, they can apply for nursing home care according to the SoL. Health
and social care in nursing homes focuses on a worthy life, well-being, safety,
security, and an active and meaningful existence involving interaction with
others (SoL 2001:453). In nursing homes, the older person has access to staff
with health care skills up to the competence level of a registered nurse (RN)
24/7. Nursing home services include cleaning, personal hygiene, mobility,
showering, medication, and rehabilitation services (Westlund, 2008). Similar
to those in home care, nursing assistants in nursing homes are recommended
to have an upper secondary education in health and social care (National
Board of Health and Welfare, 2011). One difference between nursing homes
and home care is that nursing assistants in nursing homes have better
qualifications to interact with the FLM and with co-workers and with
registered professionals (e.g., registered nurses, physiotherapists,
occupational therapists, and physicians). Nursing homes do not have
physicians stationed at the facility. This role is managed by the county
councils, but they serve as consultants.
Opportunities for older persons to move to nursing homes have decreased,
and extensive needs must now be demonstrated to qualify for admittance
(Larsson, 2006b). As a result of the decrease in hospital beds, older persons
with extensive needs are now cared for in nursing homes. In fact, this trend
reduced older adults’ length of stay in nursing homes (until death) by 22.1
percent between 2006 and 2012 (Schön, Lagergren & Kåreholt, 2015). The
workload in nursing homes is relatively constant because the number of beds
available in nursing homes is less variable than in home care. According to
Hasson and Arnetz (2008), the workload is affected by the health status of
the individuals living in the nursing homes, their physical functions, and
their need for assistance.
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Processes in nursing homes and home care
Leadership
The concept of leadership has been redefined countless times depending on
the time, discourse and context in which it is applied. Additionally, there are
fundamentally different types of leadership, such as political leadership and
organizational leadership. Even in organizational leadership, there are
significant differences between the public and private sectors (Van Wart,
2013). Most of the definitions of leadership involve activities in which a
person intends to influence other individuals and/or groups in order to
structure, guide, or simplify the activities and create relationships.
Leadership has different meanings for different people, and the definition of
the concept is complex (Yukl, 2006; Vroom & Jago, 2007). Thus, Yukl
(2006) argues that leadership can be defined as follows: "Leadership is the
process of influencing others to understand and agree on what needs to be
done and how to do it, and the process of facilitating individual and
collective efforts to achieve shared goals" (p. 8). Leadership is not only an
individual phenomenon. Leadership is a relationship between leaders and
followers (Rost, 1991; Abrahamsson & Andersen, 2005). Rost (1991)
clarifies this in the following definition: "Leadership is an influence
relationship among leaders and followers who intend real changes that
reflect their mutual purposes" (p. 161). It is also important to put leadership
in an organizational context, as different members of an organization, not
just leaders and followers, continuously interact.
In this thesis, leadership is studied among FLMs who have financial,
personnel and development responsibilities over elder care (e.g., nursing
homes and home care) in the municipality. The concept of an FLM will be
used in the thesis to describe the leadership of a person who has formal
responsibility for the nursing homes and home care. An FLM has, among
many other tasks, responsibility for staff and older persons in need of social
care.

9

Structural distance: direct and indirect leadership in the
municipal care of older people.
When studying leadership, it is essential to consider structural distance.
Avolio et al. (2004) define structural distance as ‘physical structure in the
organization (e.g. physical distance between leader and follower),
organizational structure (e.g. hierarchical level, span of management control
and management centralization) and supervision structure (e.g. frequency of
leader–follower interaction)’ (p. 954). In contrast to indirect leadership,
direct leadership occurs when there is a small physical distance between
leaders and their nursing assistants during the performance of work tasks.
The relationship between leaders and employees has been studied
comprehensively in direct leadership situations. Indirect leadership has not
been studied to the same degree as direct leadership (Antonakis & Atwater,
2002; Dvir et al., 2002; Avolio et al., 2004). Howell and Hall-Merenda
(1999) report that staff under direct leadership show significantly better
performance than those under indirect leadership. Direct leaders have more
opportunities to build relationships, establish personal contact and engage in
direct interactions (Howell & Hall-Merenda, 1999; Howell et al., 2005).
Physical distance between leaders and nursing assistants is an important
issue in elder care, and it is associated with the ability of FLMs to engage in
appropriate leadership in different social contexts (i.e., nursing homes and
home care).

Developmental leadership
There are many different leadership models, and this thesis uses an
instrument based on the developmental leadership model. In fact, this model
has its theoretical basis in Bass’s (1985) transformative leadership model but
is adapted to Swedish leadership culture (Larsson, 2003; Larsson & Eid,
2012). An organization is influenced by its social context, in which
individual features of the staff affect the group; thus, there are a variety of
characteristics to take into account. The context is the basis for the
developmental leadership model (Larsson, 2006). A description of the basics
of the developmental leadership model is provided in Figure 2. However,
this description does not provide a complete account of all possible
influences; rather, the purpose is to present perspectives on factors that may
affect leadership.
10

Figure 2. Modified version of the developmental leadership model (Larsson,
2006, Larsson et al., 2003)
The leadership model has three different domains (leader characteristics,
environmental characteristics and leadership styles) that interact with each
other. The leader characteristics domain comprises two subscales: basic
prerequisites and desirable skills. The subscales are not independent of each
other, as basic prerequisites are important for the development of desirable
skills. Larsson (2006) believes that good basic prerequisites are very
important for developing desirable skills. The combination of prerequisites
and desirable competencies is therefore essential for successful leadership.
These dimensions are not, however, sufficient for successful leadership, as
they are influenced by the context in which the leader is situated.
11

Furthermore, Larsson et al. (2003) note that the context consists of different
factors, which are called environmental characteristics. These factors may be
the working group, the organization, and the society (outside the
organization). These environmental characteristics should be seen as
examples of factors that may affect leadership (Larsson et al., 2003; Larsson,
2006). The individual's leadership characteristics and environmental
characteristics affect which leadership style the leader uses. Leadership style
is the last of the three main areas, and Larsson (2006) believes it is of great
importance for successful leadership. A leader’s traits are of great
importance, and personality, intelligence and creativity are examples of
characteristics that considerably affect how successful the leader becomes.
The relationship between developmental leadership and conventional
leadership should be considered complementary. What distinguishes these
leadership styles is how the leaders motivate their employees. Vital
differences between the two leadership styles include that conventional
leadership refers to obligations and duties, laws, regulations, and rules, while
developmental leadership is based on values, common goals and interests.
Using conventional leadership means that employees do what they are
expected to do without inspiration and motivation. Developmental leadership
implies that employee motivation is based on internal motivation rather than
demands and rewards (Larsson et al., 2003; Larsson, 2006).

Psychosocial work environment
According to Rubenowitz (2004), a positive management climate, good
working conditions, work demands (called job demands in Study II and IV,
work demands in Study V), control at work and stimulus from the work
itself have a significant impact on the individual's experience of the
psychosocial work environment. The psychosocial work environment factors
(Studies II, III, IV and V) can be positioned in Rubenowitz’s (2004) fivefactor model as follows: support from superior, empowering leadership and
human resource primacy - positive work management climate; support from
co-workers, social climate, and perception of group work - social support at
work; quantitative job demands and role conflicts - work demands; control of
decisions and control of work pacing - control at work; and perception of
mastery and positive challenge at work - stimulus from the work itself.

12

Positive work management climate
Work management and the support staff receive from the immediate
manager are of great importance to employees’ experience of their
psychosocial work environment (Malloy & Penprase, 2010; Stranz, 2013),
job satisfaction, perceived health (Nielsen, Yarker, Brenner, Randall &
Borg, 2008; Nielsen, Yarker, Randall & Munir, 2009) and mental health
(Forte, 2015). Lack of support from the manager and the organization has
been shown to have negative consequences, and the experience of receiving
support has positive effects (Westerberg and Tafvelin, 2014). Furthermore,
social support from the manager has a positive effect on work demands, and
social support reduces emotional exhaustion in employees (Willemse, De
Jonge, Smit, Depla & Pot, 2012). Employee confidence in management (and
vice versa) is closely linked to a positive management climate and to
openness and the satisfactory transfer of information between supervisors
and employees (Rubenowitz, 1994). Employees who feel good also report
that their manager has a more active and supportive leadership style, which
is closely linked to the two-way process required for a positive management
climate (Gustafsson & Szebehely, 2005; Van Dierendonck, Borrill, Haynes
& Stride, 2004). Laschinger, Shamian and Thomson (2001) argue that trust
is significantly associated with job satisfaction and with open
communication and participation.

Social support at work
A good psychosocial work environment requires opportunities for contact,
support and assistance. Social support in work life can provide security and
stimulus and increase the individual's work effort and well-being at work
(Adams, Verbeek & Zwakhalen, 2017; Willemse et al., 2012; Deelstra et al.,
2003; Rubenowitz, 1994). Social support from colleagues has a positive
effect, and lack of support can have negative consequences (Westerberg and
Tafvelin, 2014). Negative experiences, such as social exclusion and negative
treatment, can lead to severe mental disorders (Rubenowitz, 1994). Deelstra
et al. (2003) note that a lack of social support can have a negative impact on
employees’ self-esteem. According to Lennér-Axelsson and Thylefors
(1991), self-esteem is an important foundation for a working group. Nursing
assistants’ self-esteem in a working group can be influenced by the attitudes
of those in their environment, work pride, and professional identity (Lerner,
13

Resnick, Galik & Flynn, 2011). Employees’ satisfaction with their work
performance, their role in the group, and with the organization is very
important. The emotional state of individuals is a factor that may positively
or negatively affect an entire working group (Breif & Weiss, 2002).

Work demands
Work demands are about creating a workload that is psychologically and
physically reasonable (Hultberg, Dellve & Ahlborg, 2006). According to
Squires et al. (2015), workload has a significant association with job
satisfaction. Psychological work demands can be divided into qualitative and
quantitative demands. Qualitative demands refer to demands for
concentration, attention and role conflicts at work, and quantitative demands
refer to the amount of work required to be done in a certain amount of time.
Role conflicts and emotional demands can increase the risk of long-term sick
leave in elder care (Clausen, Nielsen, Carneiro and Borg, 2012), and work
demands can have negative consequences, such as psychosomatic disorders,
emotional exhaustion and increased staff turnover (Schmidt & Diestel,
2013). Employees who have the ability to make their own decisions are less
affected by high work demands, and they feel more competent in their
professional practice. However, high work demands can be, to a certain
extent, ameliorated by supportive leadership (Willemse et al., 2012).

Control at work
Employees should, within certain limits, be able to influence their work
pacing, work rate and the manner in which they perform their work.
Research has shown that too little control at work as well as too much
control at work might have negative impacts on care staff in elder care
(Kubicek, Korunka & Tement, 2014). Creating prerequisites to guide what
to do and how the work is carried out is very important (Westerberg &
Tafvelin, 2014; Hultberg et al., 2006). Low control at work might have
severe consequences for employees. Control at work is related to employees’
health (Denton, Zeytinoğlu & Davies, 2002) and to quality of care
(Westerberg & Tafvelin, 2014). Regardless of high work demands and
support from colleagues, individuals’ experiences of control at work are of
utmost importance (Willemse et al., 2012).
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Stimulus from the work itself
Staff should be able to use their knowledge, skills and prerequisites
(Rubenowitz, 2004). Under these circumstances, staffs develop new skills,
and the work becomes more varied, interesting and stimulating (Rubenowitz,
1994). Hasson and Arnetz (2006) have shown in their study that skill
development is a significant predictor of work satisfaction in both home care
and nursing homes. Care staff in nursing homes rated their knowledge higher
than care staff in home care. Nursing assistants with a focus on work life
skills (e.g., teamwork, problem solving, and task organization) were
significantly more likely to perceive job satisfaction (Han et al. 2014). Thus,
organizations with high profitability goals face a problem. To achieve
profitability, specialization and efficiency are often required. Specialization
and efficiency enhancement have negative consequences for staff, and the
ability to obtain stimulus from the work itself is often reduced. Additionally,
from a long-term perspective, an enriching workplace tends to be good for
both the individual and the organization (Furnham, 1999).

Outcome
Recipient satisfaction in elder care
Individuals often rate their satisfaction based on assessments of the lives of
others and social expectations (Abrahamson et al., 2013). The importance of
recipients’ views for improving service in elder care has been acknowledged,
and recipient satisfaction surveys have become recognized as an approach to
evaluate quality in elder care (Boldy & Grenade, 2001). To provide health
and social care services to older adults in nursing homes and home care of
high quality, knowledge of the factors influencing their satisfaction is
essential.
Hence, the association between nursing assistants’ psychosocial work
environment and recipient satisfaction might be affected by the severity of
health conditions among older persons. In Sweden, hospitals decreased the
number of available beds by nearly 30 percent between 2009 and 2016
(SCB, 2014; Swedish Association of Local Authorities and Regions, 2017).
According to the Swedish Association of Health Professionals (2014), elder
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care in municipalities has become more technically advanced, and the
number of older adults in need of advanced care is increasing. There is also
an increasing number of older persons moving rapidly from hospitals to
municipal elder care. In fact, this trend, in combination with more
administrative tasks, creates a higher work load for nursing assistants in the
municipality. This, combined with the growing number of older adults, has
increased the number of seriously ill older adults in nursing homes and home
care (SCB, 2016; National Board of Health and Welfare, 2017a). Schön,
Lagergren & Kåreholt (2015) have shown that these changes have led to a
reduction in time between admission and death for older adults in nursing
homes of 22.1 percent between 2006 and 2012. Negative associations have
been found between health condition severity and patient satisfaction (Otani,
Waterman, and Dunagan, 2012). The more seriously ill a patient is, the less
important nursing staff and care staff become and the more important the
physician becomes. In fact, this research was conducted in a different health
care context (hospitals) where the organizational structures are different
from those in municipal elder care. However, Otani et al. (2012) found
positive associations between nursing care staff and patient satisfaction with
less seriously ill patients, and these findings are comparable to those found
for municipal elder care.

Psychosocial work environment and care recipient satisfaction
in elder care
Nursing assistants’ assessments of job satisfaction have shown significant
associations with quality of care (Castle, Degenholtz, & Rosen, 2006).
Whether in nursing homes or home care, staff behaviour and staff
competence have an impact on recipients’ quality assessments (Hasson &
Arnetz, 2011). The perceived psychosocial work environment among staff,
more role conflict, less job satisfaction, and exhaustion have been shown to
be associated with low recipient satisfaction (Tzeng, Ketefian, and Redman,
2002). Consequently, a good working environment contributes to better
recipient satisfaction in elder care (Sikorska-Simmons, 2006). If nursing
assistants feel insufficient because of deficiencies in the work environment
(e.g., low control of work pacing, high work demands, and perception of
mastery), there will be negative consequences for the interactions between
nursing assistants and recipients in elder care. High-quality interactions
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between recipients and nursing assistants are likely to affect recipients’
perceptions of care (Boström, Ernsth Bravell, Björklund & Sandberg, 2017).
Nursing assistants are the frontline of care, and as a result, their actions are
often the primary focus of what recipients perceive as elder care. Previous
research has shown that nursing assistants’ psychosocial work environment
has an impact on care and social services and thus on recipient satisfaction.
Healthy work environments are therefore important for older people
receiving care and for nursing assistants (Szebehely et al., 2017). Positive
interactions between nursing assistants and recipients have a significant
effect on care recipients’ satisfaction in elder care and suggest that
interaction between nursing assistants and recipients is essential for older
people’s satisfaction with care (Kazemi & Kajonius, 2017). Significant
associations have been found between recipient satisfaction and services
(Abrahamson et al., 2013), and elder care can improve recipient satisfaction
by fostering an encouraging and cohesive social environment (Mitchell &
Kemp, 2000). In fact, these significant associations have been found in both
nursing homes and home care (Hasson & Arnetz, 2011). According to
Sikorska (1999), recipient satisfaction was higher in facilities with fewer
than 30 residents. However, the facility or apartment was not a significant
predictor of resident satisfaction in a study by Abrahamson et al. (2003).
Positive interactions between nursing assistants and recipients are therefore
important for recipients’ perceived satisfaction with care (Szebehely et al.,
2017). In fact, Kajonius and Kazemi (2016) confirmed that recipient
satisfaction in elder care was essentially based on different aspects of
interactions (respect, influence, and information) between nursing assistants
and recipients. These interactions are important due to their indirect effects
on nursing assistants. In other words, if nursing assistants are satisfied with
their work situation, it results in better interactions between nursing
assistants and recipients in nursing homes (Bishop et al., 2008) and in home
care (Kajonius and Kazemi, 2016).
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Rationale
Knowledge regarding the associations among leadership, the psychosocial
work environment and care recipient satisfaction in two different contexts
within municipal elder care is insufficient; however, it can be assumed that
there are important relationships. Therefore, it is important to analyse and
highlight the differences and similarities in health and social care provision
between nursing homes and home care to create a better situation for those
who are receiving elder care in these two contexts. There is a need for
studies on leadership, the psychosocial work environment, and recipient
satisfaction in social professions, especially in the field of elder care. Given
the demographic challenges of the future, leadership is essential to mobilize
existing resources and create a good psychosocial work environment for
nursing assistants in order to provide good care for older people in need of
health and social care in the municipality.
In the current research on elder care, there is little research that is contextdependent, that is, that addresses the association among leadership, the
psychosocial work environment and recipient satisfaction in nursing homes
and home care. A fundamental difference between nursing homes and home
care is the physical proximity of nursing assistants and the elderly. The
structural difference in the distance between the manager and the nursing
assistants and between nursing assistants and older people in nursing homes
(direct) and home care (indirect) may affect the prerequisites for creating a
good psychosocial work environment and higher recipient satisfaction.
A good psychosocial work environment has proven to be of great importance
for individuals’ enjoyment of their work and for preventing unhappiness
among nursing assistants. Sick leave due to deficiencies in the psychosocial
work environment causes direct suffering for the individual and entails
increased costs for the organization. Indirectly, the organization will also
experience more difficulties, such as in planning and organizing the daily
work. Therefore, it is important to study leadership and the impact leadership
has on nursing assistants’ psychosocial work environment and the
association between nursing assistants’ estimation of their psychosocial
work environment and recipient satisfaction in nursing homes and home
care.
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Aims
The overall aim of this thesis was to explore and describe the associations
among leadership, the psychosocial work environment and recipient
satisfaction in municipal elder care nursing homes and home care and the
differences between these two care settings.
The specific aims were as follows:
I. To analyse leaders’ and nursing assistants’ assessments of leadership
behaviour and leader characteristics.
II. To examine the perceptions of leadership factors and their associations
with psychosocial work environment factors among nursing
assistants.
III. To examine whether nursing assistants’ psychosocial work environment
has an impact on recipient satisfaction in elder care and whether
there are differences in such associations.
IV. To analyse the associations among leadership, the psychosocial work
environment, and recipient satisfaction.
V. To analyse whether nursing assistants’ perceived psychosocial work
environment changed from 2007 to 2015.
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Data and methods
Design
In this thesis, descriptive, comparative, cross-sectional, and repeated crosssectional designs were used to analyse the relationships among leadership,
the psychosocial work environment, and recipient satisfaction in nursing
homes and home care. An overview of the methodology used in each
individual study is presented in Table 1.
Table 1. Overview of the study designs, data collection, and data analysis
Study
Study
design

I

Sample

First-line
managers
and nursing
assistants
(N =116)

Data
collection

Data
analysis

II

III
Descriptive
Comparative Cross-sectional
Nursing
assistants
(N = 1132)

Self-reported
questionnaires
KruskalWallis
equality of
population
rank test;
linear
regression

Independent
samples
t-test;
Pearson´s
correlation;
linear
regression

IV

Persons who receive
elder care (N = 1535)
and nursing assistants
(N = 1132)
Recipients, self-reported
questionnaires, and
proxy interviews
Nursing assistants, selfreported questionnaires
Binary
Binary
logistic
logistic
regression; regression;
linear
linear
regression
regression;
path
analyses

V
Descriptive
Comparative
Repeated crosssectional
Nursing
assistants (20072015, N = 9400)

Self-reported
questionnaires
Linear
regression,
mixed linear
model with
random
intercept slope
and variance;
Wald test

Study populations
The sample in Study I consists of leaders and nursing assistants selected
from a municipality in southern Sweden. The total sample consisted of 24
leaders and 120 nursing assistants. Twelve of the leaders and 60 of the
nursing assistants worked in nursing homes, and 12 of the leaders and 60 of
the nursing assistants worked in home care. A total of 21 of the 24 leaders
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(88 %) and 95 of the 120 nursing assistants (79 %) participated. The sample
characteristics are shown in Table 2.
Table 2. Study I sample description, absolute frequencies
FLM
(N = 21)
Sex
Male
Female
Missing
Age
<30 years
30–50 years
>50 years
Missing
Education level
Compulsory
Upper secondary
University
Missing
Number of nursing assistants (leaders)
<26
26–35
36–45
46–55
>55

NA
(N = 95)

3
17
1

4
86
5

3
10
7
1

9
52
31
3

20
1

15
63
11
6

7
9
4
1

Note. FLMs = first-line managers, NAs = nursing assistants

The nursing assistants included in Studies II, III, and IV are the same
persons selected from a municipality in southern Sweden. The survey was
sent to 1490 nursing assistants from 45 nursing homes and 21 home care
units. A total of 78 percent (N = 1,132 persons) participated in the study. A
total of n = 844 from 45 nursing homes and n = 288 from 21 home care units
participated.
Studies III and IV also included older persons who received health and
social care from the same municipality as in Studies I and II. The survey was
sent to 2802 persons (> 65 years) in nursing homes (n = 1267) and in home
care (n = 1535). A total of 55 percent (N = 1535) participated in the study
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(n = 655 in nursing homes and n = 880 in home care). The sample
characteristics for Studies II-IV are shown in Table 3.
Table 3. Sample description for Studies II-IV
Nursing home
Questionnaires to nursing
(n = 844)
assistants (QPS)1
%
Psychosocial work environment
Sex
Male
4
Female
91
Missing
5
Age
18-24
6
25-34
13
35-44
22
45-54
31
55-64
24
>64
1
Missing
3
Education level
Compulsory
9
Upper secondary
51
Intermediate education
30
University
5
Missing
5
Number of nursing assistants in the unit
≤ 25
42
26-35
23
36-45
19
46-55
12
˃56
4
Number of years in current unit
≤2
10
3–5
18
6-10
22
11-15
19
16-25
19
˃25
8
Missing
4

Table 3 continues on the next page.
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Home care
(n = 288)
%

Total
(N = 1132)
%

5
89
6

4
91
5

8
19
23
23
20
2
5

6
15
22
29
23
1
4

12
48
30
6
4

10
50
30
6
4

83
17
-

50
22
16
9
3

15
18
25
17
13
8
4

12
18
23
18
17
8
4

Table 3, continued
Questionnaires to older people
(USQ)2
Recipient satisfaction
Sex
Male
Female
Missing
Age
Mean age
Marital status
Married
Widow/widower
Divorced
Unmarried
Missing
1

Nursing home
(n = 655)
%

Home care
(n = 880)
%

Total
(N =1535)
%

31
63
6

28
66
6

30
64
6

84

82

83

19
54
8
12
7

22
51
11
11
5

21
52
10
11
6

Participants in Studies II-IV. 2Participants in Studies III-IV.

Table 4. Summed sample characteristics from 2007 to 2015(study V)
Nursing home
Questionnaires for
(n = 7,289)1
nursing assistants
Psychosocial work
environment (QPS)
%
Sex
Male
4
Female
95
Missing
1
Age
18-24
7
25-34
15
35-44
25
45-54
30
>55
22
Missing
1
Education level
Compulsory
13
Upper secondary
80
University
6
Missing
1
Number of years in current unit
<6
18
6-15
37
>15
44
Missing
1

Home care
(n = 2,111)1

Total
(N = 9,400)1

Yearly
variations
(min/max)

%

%

%

4
95
1

4
95
1

3/5
92/96

10
18
26
23
22
1

8
15
25
28
23
1

6/10
10/25
21/27
26/32
21/24

16
77
6
1

14
79
6
2

5/22
67/89
4/7

26
39
34
1

20
37
42
1

13/32
33/44
26/52

Note. 1Total number of observations from 2007 to 2015.
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The sample in Study V consists of nursing assistants selected from the same
municipality in southern Sweden as that sampled in Studies I-IV between
2007 and 2015. The sample characteristics summarized in Table 4 are based
on the number of observations over all years, and some individuals’
responses are represented in several assessments between 2007 and 2015.

Questionnaires
Developmental Leadership Questionnaire
Study I is based on the Developmental Leadership Questionnaire, DLQ),
which has 65 questions and was developed by Larsson et al. (2003). The
questionnaire is based on the developmental leadership model and measures
three leadership styles: "Developmental Leadership", "Conventional
Leadership" and "Laissez-faire leadership”. In addition, the questionnaire
includes "desirable skills": task-related competence, management-related
competence, social competence, capacity to cope with stress and results of
leadership (Larsson, 2006a). The dimensions and factors of the respective
leadership styles, the number of questions, and the Cronbach’s alpha
coefficients are presented in Table 5.
The questionnaire aims to measure FLMs’ assessments of their leadership
and nursing assistants’ assessments of their immediate managers’ leadership.
Two versions of the questionnaire were distributed to nursing homes and
home care services in each unit. The background variables included in the
questionnaires were sex, age (< 29 years, 30-50 years, and > 51 years),
education (compulsory, upper secondary, and university) and organization
(nursing homes and home care). The questionnaire distributed to FLMs also
included the number of nursing assistants in the unit (1-25, 26-35, 36-45, 4655, and > 56). Each question in the questionnaire distributed to nursing
assistants begins with "My immediate manager ...", while the questions in
the FLM questionnaire begin with “I ...”. Each question is based on a Likert
scale ranging from 1 to 9, where 1 means "never or almost never" and 9
means "always or almost always". Below are examples of the questions in
the questionnaires:
1. (My immediate manager/I) accepts responsibility for ensuring that started
tasks are completed.
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2. (My immediate manager/I) aims to reach agreements on what must be
done.
3. (My immediate manager/I) show insight into peoples’ needs.
Table 5. Number of questions in each index and Cronbach’s alpha values for
the developmental leadership model
Number of
questions
Developmental leadership
Examplary model
Value base
Good example
Responsibility
Individual consideration
Supports
Confronts
Inspiration and motivation
Promotes participation
Promotes creativity
Conventional leadership
Demand and reward
Seeks agreement
If, but only if, rewards
Control
Takes necessary measures
Not overcontrolling
Laissez-faire leadership
Desirable competencies
Task-related competence
Management-related competence

Social competence
Capacity to cope with stress
Results of leadership

24
9
3
3
3
8
5
3
7
4
3
13
6
3
3
7
3
4
4

FLM
n = 21
α
0.94
0.88
0.91
0.45
0.74
0.89
0.77
0.77
0.78
0.73
0.79
0.57
0.69
0.79
0.80
0.63
0.38
0.80
0.88

3
6
5
6
4

0.45
0.76
0.64
0.68
0.83

NA
n = 95
α
0.98
0.93
0.80
0.78
0.86
0.95
0.91
0.91
0.95
0.92
0.93
0.71
0.71
0.83
0.85
0.78
0.87
0.84
0.86
0.55
0.88
0.66
0.68
0.83

Group X1
n = 450
α
0.70
0.82
0.76
0.88
0.87
0.91
0,86
0.58
0.79
0.72
0.86
-

Group Y2
n = 449
α
0.85
0.82
0.82
0.89
0.90
0.91
0.89
0.60
0.73
0.79
0.88
-

Note. 1, 2 Group X and Group Y refer to validation of the questionnaire (Larsson, 2006a).

The Cronbach’s alpha coefficients were low for the subscale good example
(FLM, α = .45), takes necessary measures (FLM, α =. 38) and task-related
competence (FLM, α = 45 and nursing assistants, α = .55). Few FLMs
participated in the study, which might explain these low values. For further
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information on the reliability and validity of the DLQ, see Larsson's (2006a)
psychometric analysis of the instrument.

Psychosocial Work Environment Questionnaire 2012
To assess nursing assistants’ psychosocial work environment, the
Questionnaire for Psychological and Social Factors at Work (QPS) was used
(Dallner et al., 2000) (Studies II-IV). There are two to four items in each
subscale, and each question is based on a Likert scale ranging from 1 to 5,
where one (1) means very seldom or never and five (5) means very often or
always. Detailed information concerning the respective factors, subscales
and Cronbach’s alpha values is shown in Table 6.
Table 6. Number of items and Cronbach’s alpha values for the QPS
subscales
Scales and subscales

Number
of items

Observations
Job demands
Quantitative job demands
Role expectations
Role conflict
Control at work
Positive challenge at work
Control of decisions
Control of work pacing
Mastery of work
Perception of mastery
Social interactions
Support from superior
Support from coworkers
Leadership
Empowering leadership
Organizational culture
Social climate
Human resource primacy
Perception of group work

Association between items in each subscale
Nursing
Home
Primary
home1
Care1
validation of
the QPS2
n = 844
n = 288
N = 2010
α
α
α

4

0.72

0.76

0.73

3

0.75

0.69

0.71

3
5
4

0.64
0.69
0.71

0.71
0.72
0.76

0.78
0.72
0.83

4

0.77

0.74

0.69

3
2

0.89
0.89

0.87
0.90

0.83
0.80

3

0.88

0.88

0.86

3
3
3

0.85
0.77
0.85

0.79
0.76
0.74

0.74
0.83
0.77

Note. 1 Cronbach’s alpha analysis by the author.
Dallner et al. (2000).
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2

Cronbach’s alpha analysis by

Additionally, the questionnaire included questions about sex, age, number of
nursing assistants in the unit, number of years in the current unit and level of
education.
The reliability analysis showed that the QPS has acceptable reliability (α ≥
.70) (Tavakol & Dennick, 2011). The Cronbach’s alpha coefficients are
roughly of the same magnitude, both in nursing homes and home care, as
those of the original QPS. Thus, positive challenge at work had a marginally
lower coefficient in nursing homes (α =. 64) than home care (α =. 71) and
the primary validation of the QPS (α = .78). For further information about
the reliability and validity of the QPS, see Dallner et al. (2000) and
Wännström, Peterson, Åsberg, Nygren and Gustavsson (2009).

Recipient Satisfaction Questionnaire
The data for Studies III-IV consisted of two separate surveys: one for home
care (32 items) and one for nursing homes (35 items). Seven items were
consistent across both surveys and provided the comparison data for nursing
homes and home care. The items were as follows: (1) To what extent do you
feel that you are involved in decisions made regarding your situation?
(‘Participation in decision making’); (2) How do you assess your
opportunities to contact social care staff? (‘Contact with staff’); (3) To what
extent do you feel that your individual needs are taken into consideration?
(‘Consideration’); (4) To what extent do you feel that the social service staff
show you respect? (‘Respect’); (5) To what extent do you feel that the social
service staff show interest in you and your situation? (‘Interest’); and (6) To
what extent do you feel confident in your social care staff? (‘Trust in staff’).
For the home care survey, each item was rated on a Likert scale that ranged
from 1 (‘very seldom or never’) to 5 (‘very often or always’); for the nursing
home survey, each item was rated on a Likert scale that ranged from 1 to 6,
with higher numbers indicating more positive answers. These items
constituted the recipient satisfaction index in this study.

Psychosocial Work Environment Questionnaire 2007-2015
The QPS structure changed one time between 2007 and 2015. In 2012, the
QPS was revised and transitioned from using single items to items based on
fixed factors according to Lindström et al. (2000). In Study V, we used 19
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items that remained unchanged between 2007 and 2015. In addition,
questions about age, level of education, and number of years in the current
unit needed to be recoded into different variables to make these questions
consistent over time (2007-2015). The reliability analysis for the QPS is
shown in Table 10.

Data collection
Leadership
For Study I, data were collected in April 2008. Information on the purpose
and design of the study was sent to 24 randomly selected units (12 FLMs in
nursing homes and 12 FLMs in home care units) in a municipality in
southern Sweden. In consultation with a contact person at the Department of
Organizational Development, Division of Social Services, it was decided to
send the questionnaires to the FLMs of these units. Each FLM was instructed
to give the questionnaire to five nursing assistants. A letter was attached to
each questionnaire with information about the study's implementation, as
well as information about confidentiality and the deadline to respond. Reply
envelopes were enclosed with the questionnaires for nursing assistants,
which were not coded. The questionnaires intended for FLMs were coded,
with the sole purpose of sending a reminder to each of the FLMs. Nursing
assistant questionnaires were only coded with organization affiliation (i.e.,
nursing homes or home care) to facilitate analysis of background variables.
Nursing assistants were asked to submit the questionnaire in the enclosed
envelope to their FLM, who then forwarded the questionnaires to the contact
person at the Social Services.

Leadership, the psychosocial work environment and recipient
satisfaction
The data for Studies II-IV, which utilized a cross-sectional design, were
collected in 2012. The QPS (Study II) and a recipient satisfaction
questionnaire (Study III and IV) were mailed to the FLMs of 45 nursing
homes and 21 home care units. The FLMs were instructed to deliver one
questionnaire to each nursing assistant and recipient (i.e., older person > 65
years who received health and social care) in each unit. Nursing assistants
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and recipients were instructed to return their questionnaires (the QPS and
RSQ) to their work unit in a sealed envelope. FLMs had no access to the
responses of the nursing assistants or recipients. Each manager submitted the
responses to an extern unit independent of the municipality social services
for recording of the nursing assistants’ and recipients’ responses.

Responsibility for the data collection process
Because of my background as a process manager in social services, I was
responsible for the entire data collection process for Studies I, III and IV
(recipient satisfaction, year 2012). Between 2010 and 2015, I was part of a
separate unit in the municipality that was responsible for the psychosocial
work environment survey used in Studies II to V (including survey
distribution, unit coding, data collection, analysis, and result presentation).

Changes in the psychosocial work environment between 2007
and 2015
Data for Study V, which utilized a repeated cross-sectional design. The
analyses were based on the QPS (Lindstöm et al., 2000). The questionnaire
was sent to nursing homes (between 35 and 45 units) and home care units
(between 19 and 24 units). Between 2007 and 2012, FLMs were instructed
to provide one questionnaire to each nursing assistant. Nursing assistants
were instructed to return their questionnaires to their work unit in a sealed
envelope. FLMs had no access to the responses of the nursing assistants.
Each manager submitted the responses to an extern unit independent of the
municipality social services for recording of the nursing assistants’ answers.
In 2013, 2014 and 2015, the questionnaire was administered to each nursing
assistant via the web.

Data analysis
Due to the contextual differences between nursing homes and home care, the
structural differences between these settings were considered in all analyses.
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Leadership
In Study I, responses from FLMs and nursing assistants were analysed
separately. FLMs’ self-assessments of their own leadership were analysed,
and nursing assistants’ assessments of their immediate manager’s leadership
were analysed separately. First, I determined whether the dependent
variables (subscales, desirable skills, and indexing of leadership styles) were
normally distributed. Type of unit (nursing homes and home care) was the
main independent variable. To analyse the differences between nursing
homes and home care, linear regression was used with different leadership
characteristics as dependent variables. In analyses of nursing assistants,
assessments of leadership, sex and age (<30, 30-50 and >50 years) were used
as control variables. All analyses were conducted separately for the FLMs’
assessments and nursing assistants’ assessments. All indexes were based on
mean values (1-9 scale). Analyses for Study I were performed using IBM
SPSS Statistics 19. Significance levels were set to 5 percent. Because of the
low number of observations, the results were also reported at the 10 percent
level.

Associations between leadership and the psychosocial work
environment
First, for each variable, I determined whether it was normally distributed.
The variables control of work pacing, support from co-workers, social
climate, perception of group work, support from superior, perception of
mastery and positive challenge at work were positively skewed. Zero
skewness log transformation using the STATA (StataCorp LP., Texas, USA)
command LNSKEW0 was performed to render the factors non-skewed
variables. Each variable was standardized to range from 1 to 5. With zero
skewness log transformation, a constant is added before the log
transformation. Because of this, there is no straightforward interpretation of
the beta coefficient except that a positive value means a positive association
and a negative coefficient indicates a negative association. Second, I
performed factor analysis (principal component) with Varimax rotation to
study the construct validity of the factors of the QPS. The factors obtained
from the analyses matched the factors created by Dallner et al. (2000). Each
factor consists of 2 to 5 items (questions). On the basis of the results of the
principal component analyses, straightforward summarized indexes were
created. The response scores were summed and divided by the number of
items.
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To analyse the relationship between nursing assistants’ assessments of
psychosocial work environment factors and factors related to leadership
behaviours, the following dependent variables were used: support from
coworkers, social climate, perception of group work, perception of mastery
and positive challenge at work. The following were the independent
variables: support from superior, empowering leadership, human resource
primacy, control of decisions, control of work pacing, role conflict and
quantitative job demands. Both the dependent and independent variables
were based on the responses of the nursing assistants. These factors were
considered independent variables because FLMs are capable of adjusting
these factors by changing their behaviour.
Linear regressions were performed with two models. Model 1 was
controlled2 for sex, age, number of nursing assistants, number of years at
current workplace and level of education (see the categories in Table 3).
Model 2 was additionally controlled for an index created from all of the
independent factors except the main independent variable in each analysis.
For example, when support from superior was the main independent
variable, the analysis was controlled for an index based on all independent
variables except support from superior. This procedure was used because of
relatively high correlations (0.17 ≤ rxy ≤ 0.75; five of 21 correlations had rxy
> 0.5) between the independent variables.
Individuals within each work unit might have a tendency to assess their work
situation similarly. This might lead to low variation within each unit.
Cluster-correlated robust estimates of variance (Rogers, 1993) were used to
correct for this by recalculating the standard errors. Interaction terms
between respective (main) independent variables and type of unit (nursing

2

Model 1 was controlled for sex, age category (18-24, 25-34, 35-44, 45-54 and 5564 years), number of nursing assistants in the unit category (<25, 26-35, 36-45, 4655 and >56), number of years at the current workplace category (<2, 2-5, 6-10, 1115, 16-25 and >26 years), and education level categorized as compulsory, upper
secondary, intermediate education and university.
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homes and home care) were included to study how the associations between
independent and dependent variables differ between nursing homes and
home care. Analyses were performed in Stata SE 12.1. The results are
reported at the 5 percent significance level and the 10 percent level. The risk
of type 1 error increases at the 10 percent significance level, but it is
important to show results at both significance levels.

Associations between the psychosocial work environment and
recipient satisfaction
Study III consists of two questionnaires (the QPS and RSQ). A previous
section (analysis, Study II) described how the QPS data were handled. The
distribution of all the factors of the RSQ was positively skewed and needed
to be normalized. Zero skewness log transformation using the STATA
version 14 (StataCorp LP., Texas, USA) command LNSKEW0 was
performed to render the factors non-skewed variables. Each variable was
standardized to range from 0 to 5. A constant was added before the log
transformation; thus, there is no straightforward interpretation of the beta
coefficient except that a positive value indicates a positive association and a
negative coefficient indicates a negative association.
For each unit, data from QPS were aggregated into means for numeric
variables and proportions for discrete variables. The unit level average
was then merged with individual data from the RSQ. Consequently,
nursing assistant assessments were at the unit level and recipient
responses were at the individual level. With this procedure, it is possible
to measure the percived psychosocial work environment and recipient
satisfaction in nursing homes and home care. Individuals within a single
unit (recipients and nursing assistants) may tend to evaluate their situations
similarly. This might lead to smaller variations within work units than across
units (45 nursing homes and 21 home care units). This may result in
erroneously low standard errors, and to control for this, cluster-correlated
robust estimates of variance were used (Rogers, 1993). This procedure
recalculates the standard errors of observations that correlated within each
work unit.
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Linear regressions were performed. The analyses were controlled for factors
associated with the work unit and the recipients. The factors associated with
each work unit were the distribution of sex, age (categorized as 18-24, 2534, 35-44, 45-54, and 55-64 years), number of staff at the unit (categorized
as <25, 26-35, 36-45, 46-55, or >56), number of years at the current work
unit (categorized as <2, 2-5, 6-10, 11-15, 16-25, and >26 years), and
education level (categorized as compulsory, upper secondary, intermediate,
and university), and all were given linear representation. The recipient
factors were sex, age (given linear representation), marital status, perceived
health, and whether the interviews were direct or proxy. The results for
nursing homes and home care were separately obtained by including
interaction terms between nursing homes and home care and each of the
independent variables related to the psychosocial work environment and
shifting the reference category for the nursing home and home care
variables. There were also significant interactions between ‘positive
challenge at work’ and direct/proxy interviews. This resulted in separate
presentations for the associations between ‘positive challenge at work’ and
recipient satisfaction for direct and proxy interviews. There were no
significant interactions between age or sex and any of the psychosocial work
environment factors.

Associations between leadership, the psychosocial work
environment and recipient satisfaction
The results from Study II showed that several leadership factors, such as
empowering leadership, support from superior, human resource primacy, and
control of decisions, were associated with the psychosocial work
environment in both nursing homes and home care. Study III showed that
some factors related to the psychosocial work environment had few
significant associations with recipient satisfaction. For example, an index of
questions about overall satisfaction had few significant associations and
therefore might not be a good index for measuring satisfaction in general.
Additionally, staff knowledge had negative associations. The associations
and variables provided too much information to consider in only one set of
analyses. To better understand the complexity of the associations among
leadership, the psychosocial work environment, and recipient satisfaction,
there was a need to divide the analysis into two different studies (III and IV).
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A large number of variables for leadership, the psychosocial work
environment, and recipient satisfaction were used in Study IV. To analyse all
three types of variables simultaneously, another statistical approach was
needed. To be able to handle all the information in Study IV, the number of
items and indexes in the analysis needed to be smaller than in Studies II and
III. Therefore, in Study IV, theoretical indexes based on previous studies (II
and III) were constructed. Further, overall satisfaction and staff knowledge
were excluded from the analysis because of the small number of significant
associations (overall satisfaction) and significant negative associations (staff
knowledge).
In Study IV, two questionnaires were used: (A) The QPS (Lindström et al.,
2000) was used to measure nursing assistants’ perceptions of leadership
factors and the psychosocial work environment in nursing homes and home
care. In Study IV, the QPS consisted of a total of 41 questions divided into
three dimensions: direct leadership, indirect leadership3, and the
psychosocial work environment. Direct leadership consists of three factors:
support from superior, empowering leadership, and human resource primacy.
Indirect leadership consists of four factors: control of decisions, control of
work pacing, quantitative job demands, and role conflicts. The psychosocial
work environment consists of five factors: support from co-workers, social
climate, perception of group work, perception of mastery, and positive
challenge at work. Each index (direct and indirect leadership and the
psychosocial work environment) consists of 9 to 16 items. (B) The RSQ was
used to measure recipient satisfaction. In this study, the RSQ items were (1)
To what extent do you feel that you are involved in decisions made
regarding your situation? (‘Participation in decision making’); (2) How do
you assess your opportunities to contact social care staff? (‘Contact with
staff’); (3) To what extent do you feel that your individual needs are taken
into consideration? (‘Consideration’); (4) To what extent do you feel that the

3

Note that direct and indirect leadership here refer to different forms of leadership
behaviours. In Studies I and II, direct/indirect leadership refers to the physical
distance between leaders and nursing assistants.
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social service staff show you respect? (‘Respect’); (5) To what extent do you
feel that the social service staff show interest in you and your situation?
(‘Interest’); and (6) To what extent do you feel confident in your social care
staff? (‘Trust in staff’). These items constituted the recipient satisfaction
index in Study IV.
The hypothesized model (Figure 3) was tested using structural equation
modelling (SEM) using Stata version 14 software (StataCorp LP., Texas,
USA) with full information maximum likelihood (FIML) estimation. To
simultaneously demonstrate both direct and indirect effects between
independent and dependent variables in nursing homes and home care, path
analysis was used (hypothesized model, figure 3). Standardized coefficient
estimates and direct and indirect effects with significant levels for
relationships are presented.

Figure 3. Hypothesized model for nursing homes and home care
Cluster-correlated robust estimates of variance were used at the unit level
(Rogers, 1993). To evaluate the fit of the model, standardized root mean
squared residual (SRMR) and coefficient of determination (CD) values were
used. Using cluster-correlated robust estimates of variance at the unit level, it
is only possible to evaluate the model fit by using SRMR and CD (StataCorp
LP., Texas, 2015).
SEM was performed, controlling for variables associated with the recipients
and with the work unit. The recipient factors included sex, age (linear
representation), marital status, perceived health, and whether the interviews
were direct or proxy. Factors associated with nursing assistants included sex,
age (categorized as 18-24, 25-34, 35-44, 45-54, and 55-64 years), number of
staff in the unit (<25, 26-35, 36-45, 46-55, or >56), number of years at the
current work unit (<22, 5,6-10, 11-15, 16-25, and >26 years), and education
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level (compulsory, upper secondary, intermediate, and university). The first
models (for nursing home and for home care) included all the variables. One
control variable at a time was then successively excluded (separately for
nursing homes and home care), starting with the variable with the highest pvalue. This continued until all control variables had a p-value < .05. With
this procedure, only control variables that had a significant effect on the
models remained.

Changes in the psychosocial work environment, 2007-2015
First, principal component analysis (PCA) with direct oblimin rotation was
performed to study which items loaded on the same component (Table 11).
For each variable, I explored whether the variables were normally
distributed. The variables (social support at work and stimulus from work
itself) were positively skewed. Zero skewness log transformation using the
STATA (StataCorp LP., Texas, USA) command LNSKEW0 was performed
to render the factors non-skewed variables. Each variable was standardized
to a range from 1 to 5.
On the basis of the results of the PCAs, we created summed component
indexes by summarizing the response scores for each component and
dividing them by the number of items.
Mixed linear models with random intercept, slope and variance were used to
determine whether the nursing assistants’ assessment of the psychosocial
work environment components had changed between 2007 and 2015. To
analyse significant differences between repeated cross-sectional measures
(2007-2015), Wald tests were used. All the models were run separately for
nursing homes and home care, and to examine the differences between the
two structural settings (nursing homes and home care), we ran models that
included interaction terms between nursing homes/home care and each of the
other independent variables. The interaction terms are not presented, only
the p-values. The regression models were controlled for sex, age
(categorized as 18-24, 25-34, 35-44, 45-54, and >54 years), number of years
at the current work unit (categorized as <6, 6-15, and >15 years), and
education level (categorized as compulsory, upper secondary, and
university).
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Ethical considerations
Studies I-V were reviewed by the local ethical committee, Jönköping
University, School of Health and Welfare. The studies in this thesis were
conducted in accordance with the Act concerning the Ethical Review of
Research Involving Humans (2003:460).
Study I: The data materials used were de-identified and accumulated on an
aggregate level. In Study I, there may be an ethical dilemma. The FLMs
chose which nursing assistants would answer the questionnaire. We can only
speculate how the selection was made, but the selection of nursing assistants
may have affected how they assessed their FLM. For example, FLMs may
have chosen nursing assistants who have a positive attitude toward them.
Furthermore, nursing assistants may have had the impression that they were
obligated/forced to participate in the survey.
Studies II-V were conducted in partial fulfilment of the Social Service
Administration's commitment to follow-up on the psychosocial work
environment and recipient satisfaction in elder care. These studies contained
organizational division and unit-specific information so that unidentifiable
participants could be associated with specific units in nursing homes and
home care units. By informing participants of their ability to withdraw from
the studies at any point without prejudice or justification and informing
participants about the purpose of the studies and how the data would be
treated, we expected that those who felt uncomfortable participating in the
studies would decline to participate.
Additionally, secondary analysis must also be considered. The persons who
responded to the questionnaires completed the questionnaire based on the
initial prerequisites. To later learn that the material was analysed for another
purpose may lead to feelings of having been misled. However, there is a lack
of research on leadership, the psychosocial work environment, and recipient
satisfaction. Increased knowledge will hopefully lead to an improved
situation for FLMs, nursing assistants, and people who receive health and
social care in the municipality. This should be considered a higher priority
than the ethical dilemma that secondary analysis may cause.
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Results
Structural differences in leadership
The results from Study I showed that FLMs assessed promotes creativity
higher in nursing homes than in home care. FLMs in nursing homes showed
that they promote creativity and encourage nursing assistants to develop
their skills to a greater extent than FLMs in home care (Table 7).
Furthermore, FLMs in nursing homes assessed their own leadership higher
in terms of good example (p = .063) and support (p = .099). According to
nursing assistants’ assessments of the FLMs, fewer significant differences
were obtained in comparison to FLMs’ self-estimation. Thus, it is more
common for nursing assistants in nursing homes to feel controlled, as “not
overcontrolling” (linear regression, p = .061, & Kruskal-Wallis (H), p = .45)
was assessed higher among nursing assistants in home care.
FLMs in nursing homes assessed their own leadership higher in terms of
desirable competences (p = .034), which means that they contribute to better
job satisfaction, are more aware of the finances in the unit, and create a
higher status for the unit within the organization. Management-related
competence (p = .022) was assessed higher by FLMs in home care. This
means that FLMs in home care follow societal developments to express their
vision of the development of the units, affect the organization over time,
structure and organize, and follow up on established goals. FLMs in home
care assessed that they were better at handling vague and diffuse situations
and at staying calm in stressful situations. Moreover, they are less likely to
display irritation in stressful situations than FLMs in nursing homes
(capacity to cope with stress, p = .003). Developmental leadership (linear
regression, p = .059, H, p = .050) and conventional leadership (p = .062)
were given lower evaluations in home care. The results showed that
developmental leadership is less common in home care and that it is less
common for FLMs to use conventional leadership in home care.
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Tabell 7. FLMs’ assessment of their own leadership in nursing homes and
home care
Linear KruskalregresWallis
sion
(H)
M
(SD)
M
(SD)
diff.
p
p
Leadership behaviour
Leadership behaviours that are a component of developmental leadership
Value base
7.39 (1.61) 6.80
(0.83)
0.59
0.310
0.114
Good example
7.55 (0.79) 6.94
(0.60)
0.61
0.063† 0.079†
Responsibility
7.58 (1.18) 7.24
(0.62)
0.34
0.425
0.161
†
Support
7.21 (1.05) 6.50
(0.81)
0.71
0.099
0.040*
Confrontation
6.94 (1.57) 6.27
(1.11)
0.67
0.275
0.162
Promotes participation
7.11 (0.85) 7.70
(0.70) -0.59
0.101
0.122
Promotes creativity
7.42 (0.90) 6.47
(0.83)
0.96
0.021* 0.023*
Leadership behaviours that are a component of conventional leadership
Seeks agreement
7.12 (1.35) 6.33
(0.83)
0.79
0.129
0.122
If, but only if, rewards
3.55 (1.83) 3.80
(1.44) -0.25
0.738
0.973
Takes necessary
7.70 (0.95) 7.20
(0.88)
0.50
0.229
0.208
measures
Not overcontrolling
8.05 (0.80) 7.35
(1.55)
0.70
0.205
0.428
Nursing homes
(n=11)

Desirable competencies
Task-related competence
Management-related
competence
Social competence
Capacity to cope with
stress
Results of leadership

Home care
(n=10)

6.45

(1.40)

5.69

(0.62)

0.76

0.133

0.222

7.24

(0.89)

8.13

(0.71)

-0.89

0.022*

0.030*

5.45

(0.82)

5.86

(1.06)

-0.41

0.138

0.174

**

0.005**

6.50

(0.79)

7.63

(0.75)

-1.13

0.003

7.50

(1.01)

6.62

(0.71)

0.88

0.034*

0.040*

(0.88)

6.65

(0.55)

0.65

0.059†

0.050*

(0.57)
(2.11)

6.20
6.98

(0.60)
(1.29)

0.50
0.50

0.062†
0.527

0.142
0.917

Summarized leadership styles
Developmental
7.30
leadership
Conventional leadership
6.70
Not laissez-faire
7.48

Note. ** p < 0.01, *p < 0.05, † p < 0.10. p-values from linear regression and
Kruskal-Wallis equality-of-population rank test (H).

Table 8 presents how the nursing assistants assess their leaders in nursing
homes and home care.
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Tabell 8. Nursing assistants’ assessment of FLMs’ leadership in nursing
homes and home care
Linear
regression
M
(SD)
M
(SD)
diff.
p
Leadership behaviour
Leadership behaviours that are a component of developmental leadership
Value base
7.30
(1.50)
7.10 (1.32)
0.20
0.945
Good example
7.38
(1.34)
7.45 (1.38) -0.07
0.815
Responsibility
7.70
(1.30)
8.08 (1.52) -0.38
0.190
6.86
(1.40)
6.59 (1.57)
0.27
0.384
Support
Confrontation
6.15
(2.04)
6.00 (1.94)
0.15
0.718
Promotes participation
6.74
(1.65)
6.62 (1.47)
0.12
0.717
Nursing homes
(n=49)

Home care
(n=46)

Promotes creativity

6.57
(1.64)
6.55 (1.77)
0.02
Leadership behaviours that are a component of conventional leadership
Seeks agreement
6.82
(1.64)
6.78 (1.29)
0.04
3.11
(2.01)
2.86 (2.06)
0.25
If, but only if, rewards

Takes necessary
measures
Not overcontrolling

KruskalWallis
(H)
p

0.962

0.775
0.778
0.131
0.212
0.913
0.929
0.833

0.889
0.560

0.772
0.579

7.02

(1.67)

7.06

(1.47)

-0.04

0.915

0.590

6.88

(2.05)

7.64

(1.80)

-0.76

0.061†

0.045*

6.24

(1.90)

5.87

(1.79)

0.37

0.331

0.316

7.40

(1.43)

7.83

(1.79)

-0.43

0.160

0.098†

5.41

(1.35)

5.47

(1.06)

-0.06

0.753

0.001**

5.66

(1.39)

5.70

(1.56)

-0.04

0.893

0.890

6.84
Summarized leadership styles

(1.55)

6.49

(1.31)

0.35

0.238

0.381

6.93

(1.22)

6.98

(1.40)

-0.05

0.834

0.785

6.23
7.67

(1.03)
(1.97)

6.38
7.35

(1.09)
(1.80)

-0.15
0.32

0.485
0.418

0.424
0.461

Desirable competencies

Task-related
competence
Management-related
competence
Social competence
Capacity to cope with
stress
Results of leadership

Developmental
leadership
Conventional leadership
Not laissez-faire

Note. ** p < 0.01, *p < 0.05, † p < 0.10. p-values from linear regression and
Kruskal-Wallis equality-of-population rank test (H).

The results (Table 8) showed few significant differences between nursing
homes and home care in nursing assistants’ assessments of their FLMs.
Thus, nursing assistants in nursing homes assessed the leadership behaviour
“not overcontrolling” lower than did nursing assistants in home care (linear
regression p = 0.061; Kruskal-Wallis equality-of-population rank test (H),
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p = 0.045). When the analysis was performed with H, social competence
differed significantly (p < .001) between nursing homes and home care
(Table 8). With linear regression, the difference was not significant (p =
.753). This result shows that the mean did not differ significantly, but the
median did.

Processes: leadership and the psychosocial work
environment
Nursing assistants assessed leadership factors and psychosocial work
environment factors (Study II). In nursing homes, nursing assistants reported
that they had better support and help from colleagues but also that their
colleagues were better at listening to problems related to work (support from
co-workers, p = .028). Nursing assistants in nursing homes also reported a
higher degree of meaningful work and that they are able to use their abilities
and skills at work (positive challenge at work, p = .092) (not presented in a
table).
Linear regressions were performed with two models. Model 1 was controlled
for sex, age, number of nursing assistants, number of years at the current
workplace and level of education. Model 2 was additionally controlled for an
index created from all the independent factors except the main independent
variable in each analysis (see previous section about the analyses in study
II).
Overall, support from superior, empowering leadership, human resource
primacy and control of decisions were all associated with all the dependent
variables in both nursing homes and home care (model 1). This result
indicates that these four leadership factors had a significant impact on
nursing assistants’ assessment of their psychosocial work environment.
Additionally, high assessments from nursing assistants regarding control of
work pacing supported social climate and perception of mastery in both
nursing homes and home care. Control of work pacing was associated to
perception of group work and positive challenges at work, but only in
nursing homes. Furthermore, high estimates regarding quantitative job
demands and role conflict were negatively associated with all the dependent
variables in nursing homes. It should be noted that negative associations
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regarding quantitative work demands and role conflict were expected, as
high values imply a negative psychosocial work environment
Compared to Model 1, Model 2 was additionally controlled for an index that
was created from all the independent leadership factors except the main
factor in each analysis. The results showed more significant associations
between independent and dependent variables in Model 1 than Model 2. In
general, stronger associations between independent and dependent variables
were found in nursing homes than home care, which indicates that leaders in
nursing homes have better prerequisites to influence nursing assistants’
psychosocial work environment.
The results from Model 2 show the following associations between the
independent and dependent variables in both nursing homes and home care
(p < .05 unless otherwise stated):








Support from superior → all dependent variables except perception
of group work and positive challenge at work (p < .10 in home care).
Empowering leadership → support from coworkers
Human resource primacy → social climate
Control of decisions → perception of group work
Control of decisions → positive challenge at work (p < .10 in home
care)
Role conflict → perception of mastery (as expected – negative)
Quantitative job demands → perception of group work (p < .10) (as
expected – negative). Quantitative job demands are positively
associated to perception of groupwork in home care)

The following associations between the independent and dependent variables
were found in nursing homes but not in home care:
 Empowering leadership → positive challenge at work
 Human resource primacy → positive challenge at work (p < .10)
 Role conflict → all dependent variables (as expected – negative)
(perception of mastery was also significant in home care)
 Quantitative job demands → perception of mastery (as expected –
negative)
 Quantitative job demands → positive challenge at work (as expected
– negative)
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The results showed the following associations between the independent and
dependent variables in home care but not in nursing homes:



Empowering leadership → perception of group work (p < .10)
Empowering leadership → perception of mastery (p < .10)

All the dependent variables (except perception of mastery) had significantly
stronger associations with the independent variable role conflict (p = < .10)
in nursing homes. The dependent variables perception of mastery and
positive challenge at work had significantly stronger associations with the
independent variable quantitative job demands (p < .05) in nursing homes.
Table 9 shows some of the results of the path model for nursing homes and
home care (Study IV, Table 15).
Table 9. Associations between direct and indirect leadership and
psychosocial work environment
Nursing homes
Hypothesized path
Direct effects
Direct leadership1 > Psychosocial work environment
1

Indirect leadership > Psychosocial work environment

Home care

β

P

β

P

.32

<.001

.50

<.001

.29

<.001

np

ns

1

Note. Direct and indirect leadership refers to different forms of leadership
behaviours. np = not presented because associations were not significant. ns = not
significant.

In nursing homes, direct leadership and indirect leadership showed
significant associations with the psychosocial work environment. Only direct
leadership was significantly associated with the psychosocial work
environment in home care (Table 9).
Table 10 presents the results from the PCA performed in Study V. The
results showed that the items loaded on five components, and these
components correspond well to Rubenowitz’s (2004) five-factor model:
positive management climate (component 1), social support at work
(component 2), control at work (component 3), stimulus from the work itself
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(component 4), and work demands (component 5). Each component consists
of 3 to 6 items, and the five components explained 61% of the total variance.
Table 10. Principal component analysis
Component
Psychosocial work environment items
1
2
3
4
5
Is your work load irregular so that your work piles up?
.81
Is it necessary to work at a rapid pace?
.79
Do you receive incompatible requests from two or
.62
more people?
Are your skills and knowledge useful in your work?
.84
Is your work challenging in a positive way?
.78
Are you content with your ability to solve problems at
.77
work?
Can you influence the amount of work assigned to
.36
you?
Can you influence decisions that are important for
.70
your work?
Can you set your own work pace?
.88
Can you decide yourself when you are going to take a
.86
break?
If needed, can you get support and help with your
-.57
work from your co-workers?
Is the work climate encouraging and supportive?
-.83
Is the work climate relaxed and comfortable?
-.76
If needed, can you get support and help with your
.79
work from your immediate superior?
Are your work achievements appreciated by your
.81
immediate superior?
Does your immediate superior encourage you to
.87
participate in important decisions?
Does your immediate superior help you develop your
.87
skills?
Are workers well taken care of in your organization?
.72
To what extent is the management of your
organization interested in the health and
.49
well-being of the personnel?
Inter-component correlations
1
2
3
4
5
1. Positive management climate
- -.26
.40
.13 -.12
2. Social support at work
- -.18 -.02
.22
3. Control at work
.24 -.19
4. Stimulus from the work itself
- -.13
5. Work demands
Percent of total variance
27
11
9
7
7
5.10 2.08 1.74 1.34 1.26
Eigenvalue
.88
.76
.73
.52
.63
Cronbach’s alpha coefficients (α)

Note. For each item, the highest component loading (r) is in bold.
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Inter-component correlations between psychosocial work environment
components showed little overlap, except between positive management
climate and control at work, where the correlation was higher (r =.40). This
finding indicates a moderate association between these two components. The
reliability analysis showed acceptable reliability (α ≥ .70) (Tavakol &
Dennick, 2011) for positive management climate, social support, and control
at work. However, stimulus from the work itself (α = .52) and work demands
(α = .63) received lower alpha coefficients. The yearly variations (20072015) for each component varied between α = .84 and .90 for positive
management climate, α = .73 and .81 for social support at work, α = .70 and
.76 for control at work, α = .50 and .54 for stimulus from the work itself, and
α = .60 to .67 for work demands.

Linear trends in perceived psychosocial work environment,
2007-2015
Table 11 shows the p-values for the linear trends (Study V) for nursing
homes and home care (2007-2015). The results show a decline in control at
work (p <.001) in both nursing homes and home care and positive trends for
stimulus from the work itself (nursing homes, p <.001 and home care, p =
.004). These results suggest that nursing assistants perceived decreasing
control of their work situation over time. In contrast, nursing assistants have
more stimulus from the work itself over the period 2007-2015. This means
that nursing assistants are able to use their skills and knowledge to a greater
degree but also that the work is challenging (Table 11).
Table 11. Trends in the psychosocial work environment
Psychosocial work
environment
components
Positive
management climate
Social support at
work
Control at work
Work demands1
Stimulus from the
work itself

20072011
NH

20072011
HC

20112015
NH

20112015
HC

20072015
NH

20072015
HC

ns

ns

ns

ns

ns

ns

ns

ns

.003(-)

ns

ns

ns

ns
.002(+)

<.001(-)
.009(+)

<.001(-)
ns

ns
ns

<.001(-)
ns

<.001(-)
ns

<.001(+)

ns

ns

ns

<.001(+)

.004(+)
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Note. ns = not significant. p values for linear trends in nursing homes (NH) and
home care (HC). (+) (-) indicate directions of the trend. 1A higher value indicates
more work demands. All analyses are controlled for sex, age, number of years at the
current work unit, and education level.

In home care, there were substantial changes in nursing assistants’
assessments of their psychosocial work environment between 2007 and 2011
with respect to control at work and work demands (figure 4). Control at
work significantly (p <.001) decreased in home care between 2007 and 2011,
and work demands significantly (p = .009) increased in the same years. In
home care, no significant changes in work demand occurred between 2011
and 2015. Work demands were also perceived to increase (p = .002) in
nursing homes between 2007 and 2011 but not in the years 2011-2015.
Between 2011 and 2015, social support decreased (p = .003).
Figure 4 (a-d) illustrates the changes in the psychosocial work environment
components between 2007 and 2015. The results also show that for most of
the years, the perceived psychosocial work environment was better in
nursing homes than in home care. These results indicate that nursing
assistants in nursing homes assess their psychosocial work environment
better than nursing assistants in home care.
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Figure 4. Changes in the psychosocial work environment components between 2007
and 2015. Management climate (a), social support at work (b), control at work (c),
work demands (d), and stimulus from the work itself (e). Points represent the mean
number each year, and scales range from 1 to 5. 1A higher value indicates more work
demands. All analyses are controlled for sex, age, number of years at the current
work unit, and education level.
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Outcomes for care recipients in elder care
Table 12 demonstrates the main results for the association between
perceptions of the psychosocial work environment and variables measuring
satisfaction among recipients of elder care that were significant at p < .05.
Several significant differences between nursing homes and home care were
found in the associations between psychosocial work environment factors
and satisfaction among recipients of elder care. Overall, a better
psychosocial work environment was associated with higher satisfaction
among recipients of elder care. Only the recipient satisfaction item staff
knowledge had negative associations (social climate β = -1.07, p <.001;
positive challenge at work [direct] β = -2.18, p = .003; and positive challenge
at work [proxy] β = -2.34. p <.001). In general, stronger and more significant
associations were found in nursing homes than home care. There were only
three significant associations between independent and dependent variables
in home care and 35 significant associations in nursing homes (p < .05). The
small number of significant associations in home care indicates that nursing
assistants cannot affect recipient care satisfaction to the same degree as
nursing assistants in nursing homes. In fact, this might indicate that nursing
homes have better prerequisites to affect care recipients’ satisfaction with
elder care.
In nursing homes, the psychosocial work environment factor social climate
was significantly associated (p < .01) with all care recipient satisfaction
items: participation in decision making, contact with staff, consideration,
respect, interest, security in everyday life, trust in staff, and overall
satisfaction. Similarly, if nursing assistants experienced positive challenge at
work, all variables measuring satisfaction among elderly care recipients were
significantly higher (p ≤ .031), with the exception of staff knowledge,
participation in decision making and respect. Respect was significant only in
proxy interviews (p < .01). In other words, if nursing assistants perceived the
psychosocial work environment to include supportive and encouraging coworkers and if nursing assistants were able to use their skills at work, care
recipients reported higher care satisfaction with elder care.
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Note. The results are from linear regressions with β coefficients showing the strength of the associations. ns = not significant. Non-significant
results are not presented. Bold values indicate significant associations (p < .05). The p1 = p value for significant differences between NH and
HC. NH = nursing homes; HC = home care. *p < .05. **p < .01. *** p < .001. aDirect corresponds to questionnaires completed by respondents.
b
Proxy corresponds to questionnaires completed by relatives or an acquaintance (if the older person had help or if someone else completed the
questionnaire). In all instances, direct and proxy answers were analyzed together, but the analyses controlled for direct versus proxy, as the
associations between dependent and independent variables were similar for direct and proxy interviews.

Positive
challenge at
work

Perception of
group work
Perception of
mastery

Independent variables
Support from NH
co-workers
Social climate NH

Dependent
variables

Table 12. Associations between psychosocial work factors and recipient satisfaction in nursing homes and home care

Furthermore, if nursing assistants in nursing homes are content with the
quality of their work and ability to solve problems at work (e.g., perception
of mastery), care recipients are more likely to be satisfied with participation
in decision making (p = .017), consideration (p = .007), respect (p = .021),
interest (p = .041), and security in everyday life (p = .019).
In home care, care recipients reported more satisfaction with their contact
with staff when nursing assistants reported higher perceptions of mastery.
Overall, high assessments of social climate, positive challenge at work,
perceptions of mastery, and perceptions of group work were related to
several different aspects of care recipient satisfaction in nursing homes and
to some extent in home care.
The analysis of the mean differences between care recipients’ assessment of
a satisfaction index (Study IV) showed that care recipient satisfaction in
elder care was assessed significantly higher (p <.001) in home care (m =
4.94) than nursing homes (m = 4.74).
Table 14 summarizes the associations among the assessed leadership,
psychosocial work environment, and recipient satisfaction factors in nursing
homes and home care (Study IV).
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Table 14. Regression weights to test the hypotheses
Nursing homes

Home care

Hypothesized path
Direct effects
Direct leadership > indirect leadership
Direct leadership > Psychosocial work
environment

β

P

β

P

.41

<.001

.46

<.001

.32

<.001

.50

<.001

Direct leadership > Recipient satisfaction

.13

.043

np

ns

Indirect leadership > Psychosocial work
environment

.29

<.001

np

ns

Indirect leadership > Recipient satisfaction

np

ns

np

ns

.15

.020

np

ns

.07

.046

np

ns

.08
SRMR
.043

.015
CD
.316

np
SRMR
.042

ns
CD
.401

Psychosocial work environment > Recipient
satisfaction
Indirect effects
Direct leadership > Recipient satisfaction
Indirect leadership > Recipient satisfaction
Model fit1

Note. Bold values indicate significant associations. ns = not significant. np = not
presented because associations were not significant. 1Standardized root mean
squared residual (SRMR) and coefficient of determination (CD). The models were
controlled for sex (p = .019), age (18-24 group compared to other age groups, p =
.003), and number of nursing assistants in a unit (46-55 category compared to
smaller and larger units, p = .029) in nursing homes. For home care, the model was
controlled for the number of years in the current unit (category < 2, p = .007; 3-5, p
= .018; 16-25, p = .044; and > 25, p = <.001 [ref. 6-15 years]) and education level
(intermediate education compared to other higher and lower education levels, p =
<.001).

In Table 14, the associations between assessed direct and indirect leadership,
psychosocial work environment, and recipient satisfaction in nursing homes
and home care are summarized (Study IV). The model fit as measured by the
standardized root mean squared residual (SRMR) and coefficient of
determination (CD) was acceptable both for nursing homes (SRMR = .043,
CD = .316) and home care (SRMR = .042, CD = .401). Note that the model
fit is affected by the control variables included, since only direct leadership
was significantly associated with indirect leadership and the psychosocial
work environment (p <.001) in home care, and the reasonable model fit
depends mainly on the control variables.
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Figure 5 shows the results of the path model for nursing homes and home
care (Study IV). Thin values and lines represent significant associations in
nursing homes, and bold values and lines represent significant associations
in home care. In nursing homes, direct leadership shows significant direct
associations with the psychosocial work environment and recipient
satisfaction. Indirect leadership shows only significant (p <.001) direct
effects with psychosocial work environment. Significant associations were
also found between the psychosocial work environment and recipient
satisfaction (p = .020). In other words, if nursing assistants give high
assessments of leadership factors, they perceive their psychosocial work
environment to be better, and higher assessments from nursing assistants of
their psychosocial work environment satisfaction were associated with
higher recipient satisfaction. In home care, there were fewer significant
associations. There were significant associations between direct leadership
and the psychosocial work environment both in nursing homes and home
care (p <. 001). If nursing assistants in home care give high assessments of
direct leadership, they are more content with their psychosocial work
environment. In home care, there were no significant indirect effects
between direct and indirect leadership and recipient satisfaction. There were
also indirect effects between both direct leadership (p = .046) and indirect
leadership (p = .015) on recipient satisfaction in nursing homes (Table 14,
Figure 5). The indirect effects between indirect leadership and recipient
satisfaction are mediated by the nursing assistants’ assessment of their
psychosocial work environment. This indirect effect implies that indirect
leadership has an impact on recipient satisfaction but via nursing assistants’
psychosocial work environment.

Figure 5. Path model of factors influencing recipient satisfaction in nursing
homes and home care
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Discussion
The overall aim of this thesis was to study leadership in nursing homes and
home care and to analyse the associations between leadership, the
psychosocial work environment, and care recipient satisfaction in
municipality elder care. To achieve this aim, five individual studies were
conducted examining the following themes in nursing homes and home care:
(1) contextual differences and similarities in leadership, (2) the importance
of leadership for the psychosocial work environment, (3) the psychosocial
work environment and its association with care recipient satisfaction, (4)
associations between leadership, the psychosocial work environment and
care recipient satisfaction and (5) changes in the psychosocial work
environment between 2007 and 2015.

Structural differences and similarities in leadership and
the psychosocial work environment in elder care
In the studied municipality, as in many others, it is common for FLMs in
nursing homes to have their office located in the nursing homes, but in home
care, the FLMs’ offices are usually positioned in a facility that has no
physical connection with the unit the FLM is leading. In addition, it is
common for nursing assistants in home care to work alone (Trydegård,
2005) with care recipients in demarcated geographic areas (Antonsson,
2013), which limits opportunities to interact with co-workers and FLMs
(Szebehely et al., 2017). Consequently, there are differences between
nursing homes and home care in the leadership prerequisites for FLMs due
to proximity to the staff. In this thesis, the general results indicated that there
were more significant associations between leadership factors and
psychosocial work environment factors in nursing homes than in home care
(Study II). However, an index of direct leadership (support from superiors,
empowering leadership, and human resource primacy) presented in Study IV
had direct associations with the psychosocial work environment in both
nursing homes and home care. Simultaneously, an association between
indirect leadership and the psychosocial work environment was only found
in nursing homes. This suggests that by adjusting their behaviour, FLMs in
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nursing homes might affect nursing assistants more than FLMs in home care
do. These adjustments might include changing specific leadership
behaviours, such as providing support, empowering nursing assistants and
showing interest in nursing assistants’ health and well-being, and/or creating
a psychosocial work environment where nursing assistants have fewer role
conflicts, lower job demands, and better control of decisions. Furthermore,
FLMs in nursing homes have more influence on nursing assistants’
psychosocial work environment than FLMs in home care do, and more
leadership behaviours received higher assessments from FLMs in nursing
homes (Study I). Nonetheless, there were relatively few significant
differences between nursing homes and home care, and FLMs in nursing
homes rated themselves higher on the following variables: be a good
example, support their nursing assistants, and promote creativity (Study I).
The results also showed that based on nursing assistants’ assessments,
overcontrol is less common within home care. Given the structural
differences between nursing homes and home care, it is reasonable to
assume that FLMs in home care are less likely to control nursing assistants’
daily work (Study I). Research has shown that direct (in terms of structural
distance) leadership improves employees' work efforts more than indirect
leadership does (Howell & Hall-Merenda, 1999) and that in organizations
with good prerequisites for direct leadership, interaction and opportunities to
establish personal contact with employees improves (Howell, Neufeld &
Avolio, 2005; Howell & Hall-Merenda, 1999). Moreover, in this thesis, the
linear trends (Study V) of the 2007 to 2015 results showed significant
differences between nursing homes and home care in terms of nursing
assistants’ assessments of their psychosocial work environment. For most of
the years, the perceived psychosocial work environment was rated higher in
nursing homes than in home care. These results indicate that nursing
assistants in nursing homes consider their psychosocial work environment
better than nursing assistants in home care do. This finding is in line with the
results of Study II. The results of Studies II and IV indicate that leadership
factors, such as control of decisions, control of work pacing, quantitative job
demands, and role conflicts (called “indirect leadership” in Study IV) had an
influence on nursing assistants’ psychosocial work environment in nursing
homes, but not in home care. To improve the psychosocial work
environment in home care, it is important for FLMs to increase control of
decisions and work pacing and to reduce role conflicts and quantitative job
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demands for nursing assistants. Nursing assistants in nursing homes have
significantly better opportunities than nursing assistants in home care to
control work pacing, but they also receive more support from co-workers on
the unit. Therefore, it is important for FLMs to support nursing assistants in
their work, help them to develop skills, encourage them to participate in
important decisions, and show interest in their well-being and health. It is
also important for FLMs to create opportunities for nursing assistants to have
control of decisions and work pacing. Therefore, creating opportunities for
nursing assistants to influence daily work planning might have positive
effects on control of work pacing and decisions. FLMs need to ensure that
planning works throughout the entire work day. When the schedule needs to
be revised on a daily basis, it influences nursing assistants negatively.
Successful planning might be dependent on the composition of the work
unit. For example, if the work unit has a high incidence of short-term sick
leave, numerous role conflicts, and low support among co-workers, it might
be difficult to execute work tasks with control and at a reasonable pace.
These results are also supported by Study V, which examined the linear
trends for control at work between 2007 and 2015. The results are consistent
with those of Westerberg and Tafvelin (2014), which indicates that control
of the work situation in home care is limited.
The physical distance between leaders and nursing assistants is an important
issue in elder care, and it is associated with the ability of FLMs to provide
appropriate leadership. Therefore, it is important for home care FLMs to be
located near nursing assistants. FLMs who work near nursing assistants have
better opportunities to build relationships, establish personal contact and
engage in direct interactions (Howell & Hall-Merenda, 1999; Howell et al.,
2005). Nursing assistants in nursing homes had better opportunities to
interact with each other during work hours (support from co-workers) and
determine their own work pace and when to take breaks (control of work
pacing). The results indicate that many of the dissimilarities between nursing
home and home care are derived from structural differences (differences
between nursing homes and home care). Nursing assistants’ perceptions of
leadership and the psychosocial work environment in the elder care
organization could be increased by clarifying the importance of FLM
availability. In home care, the availability of FLMs is complex because
nursing assistants perform their work tasks in older people’s homes at
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different geographical locations around the municipality, and the FLMs may
not be part of the nursing assistants’ everyday work. To encourage FLM
availability, developing technical solutions that reduce the perceived
distance between FLMs and nursing assistants in home care is of great
importance. In the longer term, it might be relevant to reorganize elder care
by placing home care units (including FLMs and nursing assistants) in the
same facility as nursing homes. This might increase social support from coworkers and better provide the prerequisites (mainly in home care) needed to
allow FLMs to give support, engage in empowering leadership, and show
interest in nursing assistants’ health and well-being. Another suggestion is
for one nursing home and one home care unit to become an “aggregated”
financial unit that is responsible for all care recipients within a
geographically limited area. Such coordination might be beneficial in terms
of the use of resources (e.g., funding, nursing assistants, etc.), for example,
by reducing the need to recruit nursing assistants to cover short-term
absences. At the same time, FLMs would obtain greater flexibility within the
work organization and better opportunities to create a good psychosocial
work environment. In such an arrangement, it would be important to analyse
current work absences at each unit and overrecruit nursing assistants to cover
the level of work absences (at the measuring point). By doing so, the number
of nursing assistants at the unit will be higher, but the likelihood of
improving the psychosocial work environment will better. Additionally, the
units will not need to expend recruit substitutes to the same degree, and
fewer different nursing assistants will perform health and social care;
consequently, there will be less sick-leave among nursing assistants in the
long run, leading to improvements in the psychosocial work environment.
For nursing assistants in elder care, it is important to respect the patient’s
wishes regarding how care should be provided in his or her home (e.g.,
nursing homes and home care). The homes of older adults vary more than
the rooms in nursing homes. Additionally, greater variations in older
people’s health can lead to less control over the work situation in home care.
Home care for older people can vary from supervisory visits only (i.e., quick
check-ups) to very comprehensive health and care services. Even the number
of people who need help within a geographic area can vary extensively over
time. Home care is also affected to a greater extent by the individual's (and
his or her relatives’) views regarding how health and care services should be
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performed. Furthermore, work pacing in home care might also be affected by
the compensation system that the municipality has adapted to compensate
home care units for work tasks performed in the older person’s home. For
example, home care units are compensated for completed granted time (in
the studied municipality), which is the most commonly used system in
Sweden. Hence, the economy and changes in human resources place high
demands on FLMs and nursing assistants in home care. A crucial difference
between home care and nursing homes is that home care assistance is
managed at the task level (specific tasks, for example, dressing, bathing,
medication, Meals on Wheels), and unplanned events can affect the schedule
for the entire working day. This form of governance is of great importance to
both the FLM and nursing assistants' ability to influence work pacing (the
planning and implementation of assistance) (Work Environment Authority,
2014). In contrast, management in nursing homes can be described as
assignment governed because older people in nursing homes have require
comprehensive help rather than help with specific tasks, as in home care.
This assignment-governed management allows greater freedom in providing
for the health and care of older people for FLMs and nursing assistants in
nursing homes. In nursing homes, work pacing is relatively even; most of the
older people in nursing homes have comprehensive health and care needs,
and unlike in home care, there is no significant variation in the number of
rooms (Schön et al., 2015; Ernsth Bravell, Malmberg & Berg, 2008). As an
expression of high health and care needs, Schön et al. (2015) note that the
average number of days between moving to a nursing home and death
decreased dramatically (22.1%) between 2006 and 2012. At the same time,
the assistance provided in nursing homes is gathered in a limited area, i.e.,
the nursing home. However, nursing homes may be characterized by certain
restrictions, such as their layout, the number of apartments (and their
location), kitchens, shared areas for the elderly and nursing assistants, and
different numbers of floors and more. These restrictions may affect control
over the work situation, but assistants usually have access to co-workers
(and the FLM) if difficulties arise. Westerberg and Tafvelin (2014) argue
that support from colleagues has a positive effect and that the absence of
social support from colleagues can have negative consequences. According
to Willemse et al. (2012) and Deelstra et al. (2003), the social climate can
improve employees’ well-being and work efforts in the unit. The results also
showed differences between nursing homes and home care in terms of
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positive challenges at work (p = <.10) (Study II). Nursing assistants in
nursing homes were more likely to report that they encountered positive
challenges, indicating that they can utilize their knowledge and skills at work
to a greater extent than nursing assistants in home care. Nursing assistants in
nursing homes might experience more positive challenges at work from a
clinical perspective, but they also feel that the work is meaningful. It is
possible that greater complexity in nursing assistants’ work situations has a
positive effect and that they experience more stimulation from the work
itself. For example, there are more developmental work tasks and greater
variation in work tasks. Previous research has shown that it is important for
staff to be able to use their skills, knowledge, and prerequisites (Rubenowitz,
1994; 2004) and that nursing assistants who were able to apply work-life
skills (e.g., teamwork, problem solving, task organization) were significantly
more likely to be satisfied with their jobs (Han et al. 2014). In contrasts,
home care involves more routine work, and the work is characterized by
clear directions in terms of both service and care characteristics. This can
reduce the perception of positive challenges at work. Variation at work,
which is associated with positive challenges at work, can be perceived as
limited in home care; however, nursing assistants in home care do
experience variation at work because they meet different individuals with
varied health and care needs. However, there may not be enough variation in
work tasks and care needs for nursing assistants in home care to perceive
that they are able to use their skills, knowledge, and prerequisites. It is
possible that the work tasks, for the most part, are based on work efforts that
do not take full advantage of nursing assistants’ knowledge. Some nursing
assistants in home care might be content and feel that it is “good enough” to
deliver Meals on Wheels, clean, wash or just give the care recipient
medicine. Thus, it is also reasonable to assume that nursing assistants in
home care wish to perform more advanced health and social care on a more
regular basis and to have more responsibility for the process. Therefore, it is
important for FLMs in home care (and FLMs in nursing homes) to learn
what motivates (intrinsically and extrinsically) nursing assistants; examples
include having the sense of accomplishing something worthwhile (intrinsic
motivation) or doing work that is secure and provides a regular income
(extrinsic motivation). According to Furnham (1999), the individual's
experiences of a motivational state contribute to desire and meaning in
performing an act. He also notes that motivation has an element of freedom
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of choice. If an individual experiences something as motivating (whether
externally or internally), he or she can act in the manner and intensity that he
or she wishes. Therefore, when FLMs understand nursing assistants’
motivators they can better organize home care from the assistants’
perspective.
Study I showed that nursing home and home care FLMs estimated their
leadership significantly differently in terms of desirable competences.
FLMs’ assessments of their competence were significantly higher among
those who worked at nursing homes. A possible explanation is that FLMs in
nursing homes have better conditions for direct interaction with nursing
assistants and increased control of the activities that occur in the nursing
homes. In home care, FLMs do not have the same insight into the nursing
assistants´ daily work. Because they have less contact with nursing
assistants, it is difficult for FLMs to assess the results of their leadership.
The Work Environment Authority (2014) reports that the home care service
has difficulty reaching its goals because resources are not adapted to the
work that home care units are expected to do. The difficulty is mainly related
to high work demands and fact work pacing in relation to human resources.
Management-related competences and capacity to cope with stress, on the
other hand, were rated higher by FLMs in home care. Home care is
characterized by greater variations in care level, numbers of older people
served, larger geographical area, and service fluctuating efforts over time.

The importance of well-functioning processes between leaders
and nursing assistants
First-line managers are of great importance to nursing assistants’
psychosocial work environment in both nursing homes and home care
(Study II). Previous research has also shown that good leadership, which is
encouraging, supportive, inclusive and fair, should be viewed as factors that
have positive affect on well-being at work (Forte, 2015). Therefore, it is
important for FLMs in nursing homes and home care to support nursing
assistants in their work, help them to develop skills, encourage them to
participate in important decisions, and show interest in their well-being and
health. It is also important for FLMs to create opportunities for variation in
work and influence decisions that are important for the work. Moreover,
FLMs must be given with tools to ensure this. Forte (2015), for example,
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believes that clear goals and few role conflicts are important for staff health
and well-being. The results of Study II showed that role conflict has a
negative impact on nursing assistants’ assessment of their psychosocial work
environment in nursing homes. Nursing assistants in nursing homes might
experience a greater number of different demands (compared to home care)
from different people, including the FLM, the older care recipient and/or the
care recipient’s relatives. These characteristics can lead to an increased risk
of role conflicts between employees in nursing homes. Care planning
meetings are a common routine in elderly care. These meetings encourage
care recipients to influence and participate in their care. Nursing assistants,
FLMs, nurses, care recipients and, when needed, their relatives usually
participate. In planning meetings, care recipients are expected to describe
their expectations and needs (Westerberg, Hjelte, & Josefsson, 2017). These
meetings address one source of possible role conflicts. However, it is also
possible that nursing assistants’ expectations of how the work should be
carried out differ. If there is diversity in care expectations and if these do not
match, it may be easier to develop role conflicts in nursing homes where
there are more social interactions between nursing assistants. Additionally, it
is not unusual for municipal social services to have a separate department for
home health care (registered nurses). This department has an expanded
responsibility for health care in social services, which might cause confusion
regarding who is responsible for what aspect of the care process. Therefore,
the head of elder care and FLMs must be obvious to the entire organization
so that all people involved in the care process know what defines appropriate
care. Similar to role conflicts, quantitative job demands have a stronger
negative relation to nursing assistants´ psychosocial work environment in
nursing homes than in home care. It is possible that nursing assistants’
quantitative job demands are more influenced by FLMs in nursing homes
than in home care. The findings suggest that the lack of opportunity to
interact with the FLM in daily work can explain the difference between
nursing homes and home care. FLMs in nursing homes have better
conditions for direct leadership compared with FLMs in home care, which is
characterized by indirect leadership (Howell et al., 2005). The physical
distance between FLMs and nursing assistants in home care affects the
opportunities for FLM to participate in and influence nursing assistants’
daily work. In home care, it is assumed that nursing assistants will take on a
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large amount of responsibility for the arrangement and organization of their
daily work.

The relationship between psychosocial work environment and
satisfaction among care recipient outcomes
Overall, care recipients appear to be fairly satisfied with municipal elder
care. However, care recipients receiving help from home care units report
higher care satisfaction than care recipients in nursing homes. The higher
satisfaction in home care is confirmed in Studies III and IV of this thesis and
on a national level (National Board of Health and Welfare, 2018). However,
care recipients in nursing homes report better satisfaction with care when
their nursing assistants assess the psychosocial work environment as good.
This indicates that personal relationships are of great importance to care
recipients in nursing homes, although home care recipients report greater
care satisfaction. In fact, this outcome is particularly important at times when
elder care organizations are pursuing higher quality. Previous research has
shown similar results, indicating that higher job satisfaction is associated
with care recipient satisfaction in both nursing homes and home care
(Kajonius & Kazemi, 2016; Sikorska-Simmons, 2006; Barry, Brannon, &
Mor, 2005; Ott & Van Dijk, 2005; Chou et al., 2003). In recent decades,
there has been a decline in the ratings of the psychosocial work environment
by nursing assistants. Prior research indicates that changes in the
psychosocial work environment (for example, decreased control at work and
control of work pacing, lack of trust from FLMs, and increased focus on
administrative tasks) in elder care in Sweden have contributed to a decline in
working conditions and that nearly 50% of nursing assistants have
considered terminating their employment because of poor working
conditions (Szebehely et al., 2017; Stranz, 2013). Consequently, improving
nursing assistants’ psychosocial work environment has broader implications.
If elder care services do not have enough nursing assistants, it will be
difficult to increase satisfaction among care recipients. Improving the
psychosocial work environment will make it possible to reduce the negative
trend of nursing assistants considering leaving elder care, which will result
in better opportunities for the elder care organization to create an
organization that more actively works to achieve higher satisfaction among
care recipients.
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The results of Study III - IV imply that nursing assistants’ psychosocial work
environment plays a greater role in care recipient satisfaction in nursing
homes. Several psychosocial work environment factors (i.e., ‘social climate’,
‘perception of group work’, ‘perception of mastery’, and ‘positive challenge
at work’) had a significant impact on care recipient satisfaction in nursing
homes (Study III). These associations were confirmed in Study IV, in which
the psychosocial work environment had a significant association with care
recipient satisfaction in nursing homes. Compared with those receiving
home care, older people in nursing homes often have more limitations in
activities of daily living (ADL) that require more advanced care (Ernsth
Bravell et al., 2008). Nursing assistants in nursing homes work in a restricted
area, which might affect opportunities to interact with the older person more
than in home care. Daily contact with the same nursing assistants may have a
positive impact on older people’s satisfaction with care. A previous study
showed that care recipients’ perception of security in everyday life increased
when the same people were responsible for their care (Health and Social
Care Inspectorate, 2013). The number of nursing assistants per care recipient
has increased since 2013, and the mean number of nursing assistants
providing care and social services to each care recipient in home care is 15
(2017) (National Board of Health and Welfare, 2017). The mean number in
the studied municipality was 16 in 2017 and 2018.
Moreover, the results of Study III showed a difference in the associations
between “positive challenge at work” and variables measuring care recipient
satisfaction between nursing homes and home care. In nursing homes,
positive challenges at work (proxy interviews) were significantly associated
with all care recipient satisfaction variables. Positive challenge at work
showed only two significant associations (contact with staff and trust in
staff) in home care. This finding suggests that the perception of positive
challenges at work may primarily be positively associated with assessments
of satisfaction among home care recipients and their relatives.
Overall, care recipient satisfaction was higher in home care, but there were
few significant associations between the psychosocial work environment and
care recipient satisfaction in home care compared to nursing homes. This
indicates that the measurement of associations between the psychosocial
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work environment and care satisfaction in home care is complex. Karlsson,
Edberg, Jakobsson and Hallberg (2013) found differences in care recipient
satisfaction between nursing homes and home care, but these associations
were related more to the functional impairments of the care recipients than to
the organizational setting (e.g., nursing home versus home care). Care
satisfaction might also be affected by the predominance of short and welldefined working tasks in home care (Bölenius, Lämås, Sandman &
Edvardsson, 2017), which promote of less personal interactions between
nursing assistants and care recipients. The lack of association between the
psychosocial work environment and satisfaction among care recipients in
this thesis might be explained by the absence of extensive interactions
between nursing assistants and care recipients. For example, care recipients
with reasonably good physical function who are able to cope with their
situation are less affected by nursing assistants’ psychosocial work
environment. This association is in line with the findings of Westerberg et al.
(2017), who reported that satisfaction among home care recipients might be
affected by care expectations. An understanding of the care process is
formed between the care recipient, nursing assistant, and the elder care
organization. A possible explanation, according to Westerberg et al. (2017),
is that higher satisfaction ratings among home care recipients might be
influenced by the older person’s strategies for addressing problems, and
these strategies might be developed in relation to the care recipient’s
knowledge of working conditions and resources in home care.
It is common for municipalities to report overall satisfaction as a combined
description of general satisfaction with elder care. However, Study III only
identified three associations between psychosocial work environment factors
and overall satisfaction, and all three were significant in nursing homes.
Previous research has shown that overall satisfaction is difficult to measure.
In fact, care recipients receive different combinations of services and might
be satisfied with some specific services, but not all (Corrigan, 1990; Geron
et al., 2000). These results suggest that overall satisfaction is less important
than a good composite assessment of care satisfaction in elder care and that
it is important to study individual variables (or indexes/factors that are
known to have an affect on care recipient satisfaction) when measuring
satisfaction among elder care recipients in elder care.
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Methodological considerations
The studies included on this thesis are based on one of the 10 largest
municipalities in Sweden and include a good foundation for both urban and
rural areas in southern Sweden. The studies in this thesis are based on crosssectional and repeated cross-sectional analyses. It should also be noted that
the studies were conducted in a female-dominated organization, and the
results might not be generalizable to a more gender-differentiated
organization. The studies had an acceptable response rate (I = 81%, II =
78%, III and IV QPS = 78% and RSQ = 55%). This means that 19%, 22%
and 45% of the data are missing, which may affect the generalizability of the
results. Study I is based on few observations. The small number of FLMs in
that study may be important when generalizing the results. A small number
of observations may cause large standard errors. Therefore, it may be
appropriate to use a significance level of 10% (Noymer, 2008). However, the
risk of type 1 errors is increasing, but showing a significance level of both 5
and 10% may be relevant because different disciplines have different
probability requirements for different materials. Caution should also be used
when generalizing conclusions regarding FLMs' self-estimates of their
leadership as these estimates are more heavily influenced by contextual
factors and personal characteristics than nursing assistants’ assessments of
leadership (Fleenor, Smither, Atwater, Braddy & Sturm, 2010). However, as
Fleenor et al. (2010) argue, from an organizational perspective, there is no
correlation between leaders' overestimation or underestimation of their
leadership and their effectiveness as leaders. The selection of nursing
assistants may also have had an effect on the results. It is possible that the
FLMs may have selected five nursing assistants who have a positive attitude
towards them. However, all the FLMs in had the same opportunities to select
the nursing assistants who would assess them. Therefore, any deficiency is
likely to be present in both contexts. In Studies III and IV, the RSQ portion
had a relatively low response rate (55%). This response rate is based on both
the responses from the older peoples and the proxy responses. Selection bias
due to non-response may have affected the results. However, this study
included a large sample and used several different measures of care recipient
satisfaction and the psychosocial work environment, thus providing a clear
picture of the associations between nursing assistants’ psychosocial work
environment and care recipient satisfaction among those who responded to
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the questionnaire. Another important issue that must be addressed is the
difference in functional impairments between home care recipients and
nursing homes residents. The older people’s functional impairments might
have an impact on their satisfaction with their care. A previous study showed
that care recipient satisfaction was more related to functional impairments
than to whether the recipient lived in a nursing home or received home care.
This study notes that there was more dissatisfaction among care recipients in
nursing homes than among those in home care (Karlsson, Edberg,
Jakobsson, Hallberg, 2013). Care recipients in nursing homes are often very
fragile. In contrast, home care recipients’ functional abilities varies to a
greater extent. However, this variation was not a problem in the present
thesis because the aim was to analyse associations between groups and not
differences. If our goal had been to analyse differences, it is possible that the
associations between psychosocial work environment and care recipient
satisfaction within home care would have differed depending on functional
ability. Furthermore, the data that were used were not examined at the
individual level; instead, they were examined at the unit level. Therefore, it
is difficult (if not impossible) to add individual measurements to the
analysis, for example, ADL status or the amount of services the older people
received. However, based on the studied samples, the methods used, and the
defined areas within elder care, the studies were internally valid (i.e. the
results are true) and externally valid (i.e. the results are likely to be applied
to other study populations similar to the studied settings), and therefore, it is
possible to generalize these results to other elder care settings. On the other
hand, omitted variables bias might always be a competing reason for the
obtained results, and it is possible that this influenced the results (Study IIV).
When nursing assistants, as a group, assess their manager's characteristics,
there may be a tendency for the group to assess the manager similarly. This
leads to less variation within the group in relation between groups. The
consequence will be incorrectly low standard errors. Due to the low number
of observations, questionnaires were not coded according to which unit they
came from, only whether the respondent worked in nursing homes or in
home care. Consequently, it was not possible to control for the possibility
that the responses within each unit were similar to one another. Decreased
variation within each unit may therefore have impacted the results of the coworkers in Study I.
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The reliability (Cronbach's alpha) of the material is acceptable; however,
there are a few exceptions: In Studies I and V, for example, the coefficients
of a good example (managers, α = .45) take the necessary measures
(managers, α = .38), and task-related competence (managers, α =. 45 and
nursing assistants, α = .55) is low (Study I). The Cronbach’s alpha
coefficients in Study I can be explained by the few observations that are
included in the study. Another aspect that should be noted is the context
underlying the design of the instrument. The foundation was primarily men
in the armed forces, and this might have consequences when analysing
observations from other contexts, such as municipal elder care, where 95%
of the care recipients are women. The low number of observations in Study I
does not allow further categorizations to study possible differences between
assessments made by men and women. According to Larsson's (2006a)
psychometric analysis of the DLQ, it has an acceptable reliability and
validity. The Cronbach’s alphas for the stimulus from the work itself (α =
.50) and work demands (α = .60) in Study V were relatively low. In Study V,
the PCA analysis showed good correlation between the items, but when
Cronbach’s alpha was conducted, it showed coefficients between .50 and
.60. However, there is no consensus regarding which values are acceptable
to prove that a measure has high reliability. In many cases, the quality of the
reliability depends on the research’s aims. For example, clinical
measurements, or experimental psychology, that affect individuals might
need a higher alpha coefficient (.90-.95), whereas in research that affects
groups, an alpha coefficient between .60 and .80 might be sufficient (Kottner
et al., 2011).
The data analysis in Study I was conducted with parametric tests (linear
regression), a method based on exactly the same type of calculation as a ttest. Linear regressions with a dichotomous independent variable match the
t-test exactly. It is questionable whether it is reasonable to use a t-test or
linear regression when analysing material based on few observations.
Because the data in Study I-V are on an ordinal scale, we examined whether
the variables were approximately normally distributed. All the variables in
Study I were approximately normally distributed, but in Studies II-V, some
of the variables were skewed. These variables were transformed to achieve a
normal distribution. If the studied variable was normally distributed, the use
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of a parametric test was accepted (Ejlertsson, 2003), and by creating indexes
of ordinal scale variables, these factors can be used as variables on the
interval scale (Djurfeldt, Larsson & Stjärnhagen, 2003). In fact, this
adjustment makes it possible to analyse the material using parametric tests.
De Winter (2013) has used simulated data and known outcomes to show that
the expected results can be obtained from t-tests with very few observations
(N ≤5). Nevertheless, the analyses in Study I were complemented with nonparametric tests of median differences (Kruskal-Wallis equality-ofpopulation rank test; see Table 7 and Table 8 under the results of Study I).
These tests were performed to study whether the results of non-parametric
tests differed from those of linear regressions/t-tests. The differences were
marginal, and only one non-significant variable (‘social competence’) turned
out to be significant (p = .001) with the application of the Kruskal-Wallis
equality-of-population rank test.
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Conclusions
This thesis revealed the dilemmas of organizing elderly care across two
different contexts. It seems as if the organizational structure matters to
nursing assistants’ perceptions of leadership, the psychosocial work
environment, and satisfaction among care recipients of elder care. This
indicates that leadership, the psychosocial work environment, and care
recipient satisfaction should be treated as unique in each structural context
(i.e., nursing homes versus home care).
To influence nursing assistants’ performance and increase the quality of
elder care in the long term, appropriate leadership and a healthy
psychosocial work environment is necessary to increase care recipient
satisfaction. To make the most of resources and meet future challenges
(among other outcomes), good leadership and a healthy psychosocial work
environment that are adapted to the specific organizational conditions are
needed.
The thesis showed that FLMs assess their leadership differently, which is
assumed to be because of the different organizational prerequisites for
leadership that FLMs have in nursing homes versus home care. Because of
the differences in physical distance between FLMs and nursing assistants,
leadership in nursing homes and home care may need different approaches to
create a good psychosocial work environment for nursing assistants and
produce higher care recipient satisfaction. Moreover, to increase care
recipient satisfaction in elder care, FLMs should concentrate on improving
the social climate, the perception of group work, the perception of mastery,
and positive challenge at work. Additionally, FLMs should focus on
improving direct leadership, which includes exercising empowering
leadership, providing support and showing interest in nursing assistants’
well-being. The findings also indicate that there is an association between
leadership factors and nursing assistants’ psychosocial work environment in
nursing homes and home care. To create a good and healthy psychosocial
work environment, it is important that the FLM focus on empowering
leadership, support from superior, the primacy of human resources, and
control of decisions. These factors were positively associated with nursing
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assistants’ psychosocial work environment in both nursing homes and home
care. FLMs should pay attention to nursing assistants and show appreciation
for their work performance. It is important that FLMs encourage nursing
assistants to participate in important decisions and help them develop their
skills while also allowing nursing assistants to influence their work
situations. In addition, FLMs showing interest in the health and well-being
of nursing assistants has positive effects on elderly care. There are other
differences between nursing homes and home care. In particular, nursing
assistants would benefit if the number of role conflicts was reduced and if
nursing assistants received reasonable quantitative job demands. The cause
of role conflict might be that there are different expectations regarding how
care should be provided among different groups of nursing assistants, care
recipients, and recipients’ relatives. Being clear about the elder care mission
of the municipality, from top management in the elder care organization to
care recipients and their relatives, can reduce role conflict. Quantitative job
demands also have a greater negative impact on the psychosocial work
environment in nursing homes than in home care. Caring for the elderly can
lead to high quantitative job demands at different times. Therefore, it is
important that FLMs organize the work so that workloads are reasonable and
evenly distributed. While this can be problematic when some tasks must be
performed at certain times, planning and organizing work with a clear
structure can reduce an irregularly distributed workload. Additionally,
nursing assistants’ psychosocial work environment has changed over time,
and one way of increasing care recipient satisfaction in general could be for
policy makers, directors of social services and other leaders in elder care to
focus on improving the psychosocial work environment overall.

Contribution to the Donabedian model
The work presented in this thesis used the Donabedian model (1988)
(structure, process and outcome) as a theoretical framework. In the context
of municipal elder care, structure (nursing homes and home care) seems to
have an important impact on interpersonal relationships between FLMs and
nursing assistants and between nursing assistants and care recipients
(processes). The differences in structures between nursing homes and home
care suggest that processes are affected by how elder care is organized, that
is, what Donabedian defines as structure. The model has been criticized for
its lack of interactions between system components, For example, how
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system components such as organizational structures and their characteristics
influence the care process (Carayon et al., 2006). The results support this
critique and demonstrate the importance of structure and differentiated
analyses in nursing homes and home care. The differences within the elder
care organization and structure also imply that elder care needs to focus on
different improvements in different structural settings. This thesis further
showed several positive associations between nursing assistants’ perceptions
of their psychosocial work environment and subjective measures of care
recipients’ satisfaction. A study by Kajonius and Kazemi (2016) showed that
objective measures, such as the number of nursing assistants, had less impact
than subjective measures did. In conclusion, the Donabedian model is widely
used to conceptualize and assess care quality. When analysing elder care
organizations on an aggregated level (i.e., both nursing homes and home
care), it is important to consider the model’s concept, structure, process, and
outcome. The linearity of the model can be understood as follows: a good
structure promotes good processes, and good processes promote good
outcomes. In this thesis, structure had a great impact on the assessments of
FLMs, nursing assistants, and care recipients in both nursing homes and
home care. Although structure is considered an indirect measure of quality
(Hearld et al., 2008; Hillmer et al., 2005), it had a major impact on processes
and outcomes in elder care. Therefore, the relationships between model
concepts, structure, process, and outcome must be treated as equally
important.
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Future research and implications
Implications for practice
The overall implication is that municipal elder care must acknowledge that
nursing homes and home care have different prerequisites for supporting
leadership, creating a healthy psychosocial work environment, and
establishing higher care recipient satisfaction. Elder care services need to
recruit first-line managers with characteristics that are desirable for the
specific work context. To create a better psychosocial work environment in
nursing homes and home care, FLMs need to focus on empowering
leadership and ensuring support from superiors, human resource primacy
and control of decisions. Moreover, FLMs need to reduce role conflicts and
quantitative job demands and increase control of work pacing to provide a
better psychosocial work environment in nursing homes. The social climate
and the presence of positive challenges at work are important psychosocial
work environment factors in terms of care recipient satisfaction in nursing
homes. Thus, a better psychosocial work environment creates better contact
with staff and respect for, interest in, and trust in staff among care recipients
in nursing homes. Municipalities should emphasize the importance of and
pay greater attention to nursing assistants’ psychosocial work environment.
Rather than focusing on work tasks, such as more social and medical
documentation and check-up lists, elder care would benefit if these tasks are
reduced and the focus shifted interactions and relationships among FLMs,
nursing assistants, and care recipients in nursing homes and home care.
There is a tendency toward short, well-defined work tasks in home care for
the elderly, and this model is even more common in nursing homes. The
results presented here suggest that this approach is not optimal. This method
of organizing elder care may be relevant for social services and for the
overall organization of elder care, making it easier to use resources in
different ways, for example, individualizing care, conducting follow-ups,
and measuring the time associated with the services performed under the
current organizational approach. However, these changes may come at the
expense of nursing assistants’ psychosocial work environment and care
recipient satisfaction. Such changes (i.e., short and well-defined work tasks)
lead to a higher number of care recipients per nursing assistant, less control
of decisions and less variation at work, faster work pacing, and higher
quantitative job demands.
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Implications for further research
Further knowledge is needed regarding the different amounts of service in
home care and the ADL status in nursing homes and their association with
the psychosocial work environment. Such knowledge may be used to
improve the services provided to people who receive different amounts of
service.
Between 2012 and 2016, approximately 3800 people reported work-related
sickness associated with the psychosocial work environment (social and
organizational) to the National Insurance office, citing factors such as
relations with superiors and co-workers and high workloads as reasons for
their sick leave (Swedish Work Environment Authority, 2017). There was an
increase of nearly 50% over the data collection period (2012 to 2016). In
addition, there were 18,000 work-related injuries caused by the physical
environment, and it can be assumed that some of these injuries were caused
by deterioration of the psychosocial work environment (e.g., higher work
pacing and quantitative job demands and less control at work) in elderly
care. Therefore, it is important to analyse the associations between
leadership, the psychosocial work environment and sick leave over time in
nursing homes and home care and to determine how organizational changes
affect sick leave. This knowledge may be used to improve leadership and the
psychosocial work environment to reduce the amount of sick leave taken by
workers who care for the elderly.
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Svensk sammanfattning
Introduktion
Den kommunala äldreomsorgen har blivit alltmer mångfacetterad, och
strävan efter högre kvalitet är en pågående diskussion i svensk äldreomsorg.
De senaste decennierna har kommunerna prioriterat äldre med omfattande
omsorgsbehov. En annan trend är att allt fler äldre får vård och omsorg i det
egna hemmet. Samtidigt står Sverige inför en omfattande utmaning, då
antalet personer 80 år och äldre kommer att öka med 76 procent mellan år
2015 och 2035. Parallellt med denna ökning av antalet äldre, minskar antalet
vård- och omsorgspersonal. Om inget görs åt denna negativa trend, kommer
det att saknas omkring 160 000 personer inom vård- och omsorg. Därtill har,
av befintlig personal inom äldreomsorgen, cirka 50 procent övervägt att
avsluta sin anställning. Dessutom har vård- och omsorgssektorn det högsta
antalet sjukskrivningar i Sverige. Ledarskap och psykosocial arbetsmiljö är
viktiga komponenter i arbetet med att minska sjukskrivningar och förbättra
kvaliteten för dem äldreomsorgen är till för – de äldre. Därför är det viktigt
att studera undersköterskors uppfattning av faktorer som är relaterade till
ledarskap och psykosocial arbetsmiljö, i syfte att förbättra arbetsförhållanden
för personal och öka brukarnöjdheten i äldreomsorgens särskilda boenden
och i hemtjänst.

Design och metod
Denna avhandling grundar sig på fyra tvärsnittsstudier (I-IV) och en studie
baserad på upprepade tvärsnitt (V). Data från tre olika enkäter användes:
Utvecklande Ledarskap (Larsson, 2006a), frågeformulär om Psykologiska
och Sociala faktorer på Arbetet (Dallner et al., 2000) samt en brukarenkät
som tagits fram med utgångspunkt från Socialstyrelsens nationella
brukarenkät. I Studie I analyseras första linjens chefers bedömningar av sitt
eget ledarskap och undersköterskors bedömning av sin närmsta chef (första
linjens chef). I Studie II analyseras sambandet mellan ledarskap och
psykosocial arbetsmiljö och i studie III analyseras sambandet mellan
psykosocial arbetsmiljö och brukarnöjdhet. I de tre första studierna används
linjära regressioner som huvudsaklig metod. I Studie IV analyseras alla tre
nivåerna – ledarskap, psykosocial arbetsmiljö och brukarnöjdhet simultant
med strukturella ekvationsmodeller. I Studie V analyseras variationer i
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undersköterskors skattning av sin psykosociala arbetsmiljö mellan åren 2007
och 2015. Även i Studie V används linjära regressioner.

Resultat
Utifrån det övergripande syftet visade resultaten att det finns strukturella
skillnader i att bedriva ledarskap, skapa en bra psykosocial arbetsmiljö och
möjlighet att påverka nöjdheten bland äldre i särskilt boende och i hemtjänst.
Linjära trender för perioden 2007-2015 visade en avtagande skattning vad
gäller kontroll i arbetet i både särskilt boende och i hemtjänst och en ökad
skattning avseende stimulans från själva arbetet. Resultatet visar även att
undersköterskor inom särskilt boende skattar sin psykosociala arbetsmiljö
högre än undersköterskor inom hemtjänst. I motsats, så rapporterar äldre
personer med insatser från hemtjänsten högre nöjdhet med vården och
omsorgen i förhållande till de som bor i särskilt boende. Däremot är
undersköterskor inom hemtjänst mindre nöjda med ledarskapet hos första
linjens chefer i jämförelse med skattningar gjorda inom särskilt boende.
Processrelaterade faktorer, till exempel samband mellan ledarskap och
psykosocial arbetsmiljö, visade att stöd från chef, uppmuntrande ledarskap,
personalinriktning och direkt ledarskap hade en betydande inverkan på
undersköterskornas psykosociala arbetsmiljö i både särskilt boende och i
hemtjänst. Samtidigt visade resultaten flertalet signifikanta samband mellan
ledarskap och psykosocial arbetsmiljö och brukarnöjdhet inom särskilt
boende i förhållande till inom hemtjänst. Detta innebär att högre skattning av
ledarskap och psykosocial arbetsmiljö skapar högre brukarnöjdhet inom
särskilt boende. Motsvarande samband förekom inte inom hemtjänst, där det
främst erhölls signifikanta samband mellan undersköterskornas skattning av
ledarskap och den psykosociala arbetsmiljön.

Diskussion/slutsatser
Sammanfattningsvis visar avhandlingen att ledarskap, psykosocial
arbetsmiljö och brukarnöjdhet inom kommunal äldreomsorg bedöms olika
inom särskilt boende och inom hemtjänst. För att kunna möta framtida
utmaningar inom vård och omsorg, krävs det att ledarskapet och den
psykosociala arbetsmiljön anpassas till de organisatoriska förutsättningarna.
Därmed bör strukturella skillnader mellan särskilt boende och hemtjänst
beaktas. Genom att arbeta för ett ledarskap som fokuserar på
mellanmänskliga relationer kan undersköterskornas psykosociala arbetsmiljö
bli bättre och samtidigt öka brukarnas nöjdhet med vården och omsorgen
inom kommunal äldreomsorg.
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