
Øygarden et al. BMC Health Services Research          (2023) 23:991  
https://doi.org/10.1186/s12913-023-10006-8

RESEARCH Open Access

© The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom-
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

BMC Health Services Research

Reforming for trust and professionalism 
in municipal healthcare services: implications 
for human resource management
Olaug Øygarden1*, Martin Nøkleberg2 and Leif Jarle Gressgård3 

Abstract 

Background  Many countries face an increasing demand for home-based healthcare services, and consequently 
experience a mismatch between expectations and available financial and human resources. It is therefore important 
to utilize human resources more efficiently, while at the same time offer jobs that attract the professionals they need. 
This article reports a study of the development and piloting of a new organizational model for home-based health-
care services in a Norwegian municipality, which addresses the need to provide efficient services and enhance trust 
and professionalism within healthcare services by improving work autonomy and involvement of employees.

Methods  The research project this article draws its empirical material from was commissioned by the municipal-
ity piloting the new organizational model and executed in collaboration with the municipality based on an evalu-
ative trailing research (ETR) design. The data consists of interviews with key personnel and knowledge exchange 
between researchers and the involved actors in the pilot project. 20 semi-structured interviews involving a total of 34 
informants were conducted.

The analysis emphasises how different employee groups and management perceived and experienced various 
aspects of the work situation, as they were introduced to working and managing within the new organizational 
model. The aim is to shed light on how these employees and managers feel about it, interpret it, and respond to it.

Results  Overall, the results indicate that the model holds potential for realizing the benefits it aims for. However, 
there were also challenges that need resolving for the model to fulfil this potential. Central elements include clari-
fication of roles and responsibilities for employees and managers, competence specification and development, 
and development of structures for inter-professional cross-team collaboration and information provision.

Conclusions  Trust reform initiatives may be a strategy for fostering high-involvement work systems. To achieve this, 
sufficient attention must be paid to ensuring structures for information exchange and knowledge development 
in the early phases of implementation, or preferably prior to implementation. The theoretical model applied in this 
study could potentially be a useful managerial tool in preparing for and implementing trust reforms in healthcare 
services.
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Background
Norwegian municipalities face an increasing demand for 
healthcare services, both in quantitative terms and in 
terms of increased expectations for more coherent, inte-
grated care [1]. At the same time, municipalities expect 
financial resources and access to qualified personnel to 
diminish in the coming years [2]. This mismatch between 
demands, expectations and available financial and human 
resources means that municipalities face a challenge of 
utilizing human resources more efficiently and offering 
jobs that attract the professionals they need. In order to 
amend this challenge, various reform initiatives across 
the Nordic countries have been implemented as part of 
what can be characterized as a trust agenda, which seeks 
to pave the way to enhance trust and professionalism 
among healthcare services [3–5].

Taking this as its point of departure, this paper pre-
sents findings from a qualitative case study following the 
development and piloting of a new organizational model 
for municipal home-based healthcare services in Norway. 
The specific model examined in this paper was imple-
mented as part of a municipal trust and professionalism 
reform, and the municipality aimed for (i) optimal utili-
zation of registered nurse human resources, (ii) increased 
autonomy and independent responsibility for healthcare 
workers1, as well as more professionally fulfilling work for 
registered nurses, (iii) closer integration of different pro-
fessional groups, and (iv) service quality improvement.

The implementation took place in a large municipal-
ity. The municipal department of home-based health-
care services is in charge of several units, each with 
their own manager and serving patients in distinct geo-
graphic zones. The department and its underlying units 
collaborate with other parts of the municipal healthcare 
services. Before reorganization, registered nurses, health-
care workers and assistants were organized as multidis-
ciplinary units and sub-units. The new organizational 
model, which was piloted in one of these units, allocates 
tasks, end users and employees into two separate types 
of sub-units, referred to by the municipality as teams, as 
illustrated in Fig.  1 below. Healthcare teams consist of 
registered nurses and physical and occupational thera-
pists, either as formal team members or still employed 
by a different municipal department (as before reor-
ganization), but in close and frequent collaboration with 
the registered nurses. End users in need of services that 
formally require the competence of these groups, and 
the tasks involved in providing these services, were allo-
cated to the healthcare teams. Care service teams consist 
of healthcare workers and assistants. End users in need 

of care services not requiring formal competence at the 
level of registered nurses are allocated to the care service 
teams. Patients are allocated to teams according to a set 
list of criteria, detailing which tasks can be performed by 
healthcare workers or assistants in care service teams, 
and tasks that require the competence of registered 
nurses in healthcare teams. Some patients have com-
plex needs requiring visits from both types of teams. The 
responsibility for these patients is allocated to the team 
that will perform the most tasks in their home, and staff 
from the other team will visit to perform the additional 
tasks that are needed. Ideally, the teams collaborate and 
meet to discuss these patients to ensure coherence, and 
the responsibility for the patient may shift from one team 
to another as their needs change.

While tasks had been allocated to staff according to 
the specific competence of the different professional 
groups in the existing model as well, this division was 
challenged by day-to-practical and logistical issues. Par-
ticularly for registered nurses, this meant that tasks not 
requiring their level of competence was often delegated 
to them. The new team model was intended to draw up a 
clear, consistent and lasting division of tasks and respon-
sibilities between the different professional groups. It was 
also intended to create a larger and more robust profes-
sional community for the nurses, as well as giving health-
care workers more independence and highlighting their 
unique competencies.

With the new organizational model, the municipal-
ity envisioned benefits at three interrelated levels: for 
employees in the form of work design characteristics, 
which impact behavioral, attitudinal, role perception 
and well-being outcomes, for service users in the form 
of improved experience of service quality, and for the 

Fig. 1  Team organization prior to and after reorganization

1  This term refers to the Norwegian occupational title of “helsefagarbeider”.
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municipality in the form of more efficient utilization of 
human resources in relation to the population’s need for 
services.

Reforming and reorganizing for trust and professional 
autonomy within public services is a relatively new phe-
nomenon [6, 7]. Few studies have investigated links 
between such reforms and concepts from the human 
resource management (HRM) literature. In many ways, 
the aims of trust based organizational models are similar 
to what the HRM literature calls high-involvement work 
processes (HIWPs). When such work processes are sup-
ported by investments in human capital, they form part 
of high-involvement work systems (HIWSs) [8]. The pre-
sent paper seeks to engage with these conceptual per-
spectives by investigating whether trust reform initiatives 
may be a strategy for fostering HIWSs, while also steering 
clear of the tensions these embody. More specifically, we 
provide an empirical analysis, from the Norwegian con-
text, of how different employee groups and management 
perceived and experienced the dimensions of HIWSs, as 
they were introduced to working and managing within 
the new organizational model for municipal home-based 
healthcare services. The aim is to shed light on how these 
employees and managers feel about it, interpret it, and 
respond to it.

This paper is organized as follows. It begins with a 
review of the relevant literature on the rationale of 
trust reforms and presents the theoretical properties of 
HIWPs and HIWSs, and how trust-based reforms inter-
link with these concepts drawn from the HRM literature. 
Next, the research methods and design are accounted for. 
This is followed by a presentation of the empirical analy-
sis, emphasising employees’ and managers’ perceptions 
of changes to their work roles in terms of autonomy and 
involvement following the new organizational model. In 
closing, we discuss how achieving HIWSs within the con-
text of home-based healthcare services through reform-
ing for trust and professionalism requires going beyond 
simply implementing more trust in and space for profes-
sional autonomy, as it also depends on developing sys-
temic work elements.

Theoretical background
Reforming for trust‑based management of healthcare 
services
Starting in the late 1970s, widespread changes were intro-
duced to public sectors, including healthcare services, 
across western countries. Healthcare system reforms 
grounded in New Public Management (NPM) have been 
motivated by a desire to improve service efficiency and 
effectiveness, responsiveness to the public and manage-
rial accountability, and to reduce public spending [9, 10]. 
A common theme in the understanding of NPM reforms 

is that managerial and economic principles have gained 
in importance vis-à-vis professional principles of organ-
izing along lines of professional hierarchies and power, 
with administration being merely a support function [9, 
11–13].

The wider reform literature has recognized a set of 
challenges created by NPM measures. These include 
fragmentation of services, coordination issues and inef-
ficiencies because organizational units have been split 
up and made accountable only for their own results, 
meaning they work towards their goals in isolation 
from other units [14], and increased costs resulting 
from the need to coordinate services across a multi-
tude of sub-units and management levels [15, 16]. Poli-
cies and reforms have therefore started turning towards 
reintegration and coordination, a development referred 
to as Post-NPM, whole-of-government, joined-up gov-
ernment or new public governance (NPG) [13, 16]. This 
development also recognizes that policy formulation is 
increasingly carried out by a vast number of formal and 
informal institutions and processes, which involves net-
work governance responses [17, 18]. Thus, these pro-
cesses form the background for a trend towards more 
multidisciplinary organizational structures [19, 20], 
and, in the context of healthcare services, a focus on 
integrated care [21].

Increasingly, the erosion of professional autonomy 
is also discussed as a problematic effect of manageri-
alist and NPM inspired reforms, resulting in a call for 
trust and professionalism reforms within public sector 
organizations generally, and healthcare services more 
specifically. As a response, several reform initiatives and 
innovation processes are currently taking place at local, 
municipal levels across Scandinavian countries [4–7, 
22–24]. Research and literature on the implementation 
of innovation in the public sector, its opportunities, 
and barriers that are often encountered has increased 
in the past years [25, 26]. However, as trust reform is a 
relatively new phenomenon, there are few studies explic-
itly addressing trust in relation to the management and 
organization of public services and the effects of trust 
and professionalism reforms [3, 6]. Generally, the reforms 
are assumed to foster increased innovation, engagement, 
efficiency and service quality, but this has not been exam-
ined longitudinally.

According to Bouckaert [27] trust can be more or 
less present in three different relationships around and 
within the public sector. First, citizens may trust the 
sector, secondly, the sector may trust the citizens, and 
thirdly, there may be trust internally between the dif-
ferent actors in the sector. In this paper, we report on 
a reform initiative aiming for increased utilization of 
professional competence, in parallel with increased 
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responsibilities for employees and increased employee 
autonomy. The initiative can therefore be linked to the 
trust in relations internal to the public sector, and spe-
cifically to the trust in employees by management, as a 
model implying increased, professional decision latitude 
for employees is implemented. The trust and profession-
alism reform initiated by the municipality, as well as the 
pilot project we examine in this paper, may therefore be 
seen as part of the movement away from NPM, where 
internal trust is based on detailed control and perfor-
mance management, and towards post-NPM or NPG 
ideals of basing trust on the idea of partnerships [27].

Bentzen [6], having studied the implementation of trust 
reform in the municipality of Copenhagen, Denmark, 
argues that these ideals imply a form of management and 
organization which she calls trust-based management. 
The Copenhagen trust reform, which included parts of 
the municipal healthcare services, aimed for increas-
ing trust in the professional judgment of both managers 
and employees, and by doing so, reducing costs, enabling 
more time spent on core service provision tasks, and 
improving both service quality and employee job satis-
faction. Within the home-based healthcare services, this 
implied replacing a system of strict and detailed time 
allocations for work tasks with a system of allocating 
time blocks for each home visit, within which employ-
ees had more freedom to flexibly perform their work. 
The municipality of Oslo, Norway, has also implemented 
similar pilot projects within their home-based healthcare 
services [5, 7, 28]. Their Trust Model of service delivery 
replaced a system of an internal service ordering and 
delivery mechanism. The model centered service provi-
sion decision making on the perceived service needs of 
service users, and healthcare professionals were given 
greater authority and responsibility for service delivery. 
Routines for control and reporting were simplified to 
ensure integrated services, and interprofessional, auton-
omous teams were implemented. The model aimed to 
increase a sense of security, satisfaction and self-deter-
mination for service users, increased motivation and job 
satisfaction for employees, and increased service flexibil-
ity, efficiency, and quality. Both examples, as well as the 
organizational model studied in this paper, have the aim 
of better performance through giving employees greater 
autonomy in common, resonating with the HIWP con-
cept found in HRM literature.

High‑involvement work practices and systems
HRM studies have long aimed for identifying HRM prac-
tices that may be combined to form high-performance 
work systems (HPWS). Such systems are a valued goal for 
policy makers and practitioners alike. The concept has, 
however, proved difficult to define and operationalize 

across different organizations, industries, and countries. 
In a recent review, Boxall et  al. [8] suggest that high-
involvement work systems (HIWSs) is one model for 
organizing work that may lead to higher performance 
and better outcomes.

HIWSs are, firstly, characterized by high-involvement 
work processes (HIWPs), meaning that employees have 
high levels of influence over their work processes. This 
may be in the form of autonomy and control over indi-
vidual tasks, and/or in the design of how work is organ-
ized at the level of teams or workplaces. It implies less 
control by technology, bureaucratic rules and managerial 
supervision, and more decision latitude for employees 
when it comes to choices regarding issues such as work-
ing methods, scheduling, the tempo of work, the order 
in which work tasks are performed, and/or the criteria 
by which performance is evaluated [8]. The perspective 
of the HIWP concept stands in opposition to models of 
work organization such as scientific management and 
Taylorism. It draws on well-known theories within HRM 
studies such as the job characteristics model [29], the 
job demand-control model [30], and the job demands-
resources model [31], arguing that increased employee 
autonomy fosters motivation, engagement, learning and 
job satisfaction. Indeed, a majority of studies on HIWPs 
find that these practices have a positive, overall impact 
on employee outcomes such as job satisfaction, affective 
commitment, job performance, organizational citizen-
ship behavior, reduced turnover intention, decreased 
absenteeism and improved work-life balance [8].

However, HIWPs also come with a risk of work inten-
sification rather than beneficial employee empowerment, 
and intensification may result in employee fatigue, stress 
and work-life imbalance [32]. Therefore, they need to 
be combined with an investment in the organization’s 
human capital in the form of better two-way commu-
nication between management and employees, better 
information, greater training, higher pay and stronger 
employee voice mechanisms. This combination of 
HIWPs and investments in human capital is what con-
stitutes a high involvement work system (HIWS). It has 
been suggested that this principles can be summarized 
in the acronym PIRK [33], denoting the four dimensions 
of power, information, rewards and knowledge. Figure 2 
shows the connections between elements of HIWPs and 
HIWS.

The first dimension, workplace power and autonomy, is 
in line with a HIWS when employees feel in control over 
their own work execution and that they get to take part 
in decisions that impact their work. Further, the dimen-
sion of information requires that employees perceive 
communication with management to be effective, the 
dimension of rewards satisfies the HIWS model when 
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employees feel rewarded for their efforts, and the dimen-
sion of knowledge requires that employees feel they are 
offered sufficient training and development opportunities 
[8, 34]. Previous research has found that all four dimen-
sions of the PIRK model must be perceived as present by 
employees for the expected benefits of HIWPs to mate-
rialize [35]. This requires an investment by organizations 
in mechanisms for consultation and/or negotiation with 
employees during change efforts and maintaining chan-
nels for employee participation in decision-making, 
employee training, appropriate incentives, and participa-
tive management styles [8].

Tensions and challenges in trust‑based management 
and HIWSs
Previous research has found that autonomy is associated 
with both job satisfaction and service quality in health-
care organizations [36, 37]. However, new work roles 
may be challenging to navigate at all organizational lev-
els during the implementation of trust-based models. 
Bentzen [6] points out that there is a complex systems of 
interconnected actors who all need to grant each other 
trust, both in trusting others, and in accepting the invi-
tation of trust. Managers need to open up a space for 
employee autonomy and professional decision latitude, 
meaning that they need to step away from detailed con-
trol and move towards managing by defining the room 
of maneuver for employees. At the same time, all actors 

need to accept greater risk and vulnerability. Manag-
ers must accept a certain risk of failures and be willing 
to allow for problem solving locally. Employees may have 
a strong interest in being granted greater trust, but this 
also comes with a risk for them and they need to be will-
ing to accept this new form of trust. Employees who do 
not perceive themselves to have sufficient competence 
to handle increased responsibility may be skeptical of 
trust models. The reports from trust model implementa-
tions in Oslo also point out that they involve changes to 
work roles, and that increased autonomy and responsibil-
ity demands an acceptance of risk both at the level of the 
individual employee and for the system surrounding their 
work [7, 28].

The literature on HIWSs points to similar challenges. 
While well-functioning HIWSs may produce gains for 
both employees and organizations, HIWPs may also 
increase job demands and have a negative impact on 
employee well-being [38]. Boxall et  al. [8] identify four 
points of tension within HIWSs. First, the model high-
lights the importance of achieving internal fit in the 
combination of HRM practices used in an organization. 
If greater involvement of employees is implemented to 
enhance performance, but in combination with prac-
tices that simultaneously lead to reduced job security in 
order to reduce costs, the system will most likely result 
in unproductive outcomes. Second, increased involve-
ment may lead to work intensification for employees. In 

Fig. 2  High-involvement work system and elements of high-involvement work processes
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order to help employees navigate this tension, supporting 
front-line managers and investing in their training may 
enable them to help employees as well as giving the man-
agers a sense of control and self-efficacy. Third, involve-
ment may come in different forms and degrees, meaning 
that the specific form of involvement implemented in 
any organization may be perceived as too much involve-
ment, or the wrong kind of involvement by employees. 
Fourth, and finally, different levels of management may 
not be aligned and in agreement on the specific regime of 
involvement implemented, the role of front-line manag-
ers may change, and they may not have the support they 
need in order to handle their new role.

Fundamentally, “high-involvement working is an ongo-
ing experience of high levels of influence over the deci-
sions that affect the work process, identified through 
individuals’ perceptions of their jobs and their working 
environment” [39]. In the following, we therefore turn to 
an analysis of how employees and managers at different 
levels of the organization in the municipal home-based 
healthcare services perceived the new organizational 
model in terms of the dimensions of HIWSs, aiming to 
shed light on the research question of whether trust 
reform initiatives may be a strategy for fostering such 
systems, while also steering clear of the tensions they 
embody.

Methods
Design, data collection and analysis
The research project this article draws its empirical mate-
rial from was commissioned by the municipality piloting 
the new organizational model and executed in collabora-
tion with the municipality based on an evaluative trail-
ing research (ETR) design. ETR is a dynamic and flexible 
way of conducting research-based evaluations, where 
research activities should provide valuable input to the 
practice field during change processes. Olsen and Lindøe 
[40] describe ETR as an approach that “takes a position 
in between the traditional research ideal of observing and 
being objective, and the role as a change agent predomi-
nant in action research” (p. 372). In our project, the ETR 
design did not include the research team as active change 
agents during the design or implementation of the pilot 
project. Our role was to follow the municipality’s change 
effort from the sidelines. While preliminary impres-
sions were discussed with pilot project management as 
it unfolded, our main contribution was in the form of a 
report delivered at the end of the pilot period, answering 
research questions that were collaboratively developed 
with the municipality at the outset of the pilot project 
(see Appendix 1). This report was then actively used in 
the process of deciding whether to extend the new model 
to other home-based care units in the municipality, and 

to further develop both the model and the change imple-
mentation process following the pilot.

The research was conducted in the earliest stages of 
pilot implementation. The main activities were inter-
views with key personnel and knowledge exchange 
between researchers and the involved actors in the pilot 
project. 20 semi-structured interviews involving a total 
of 34 informants were conducted. The informants were 
employees, managers, and team coordinators and super-
visors in both healthcare teams (6 interviews) and care 
service teams (10 interviews), as well as municipal health 
service managers (4 interviews) at different organiza-
tional levels. The selection of informant categories was 
made by the research group in dialogue with the pilot 
project’s steering group, which included all the most 
central stakeholders of the pilot. On an individual level, 
the informants were recruited by their manager. While 
this recruitment strategy may propose a risk in terms of 
bias, the diversity of reflections these informants shared 
implies that the respondent group represented a bal-
anced set of experiences and opinions. Group interviews 
were conducted with employees (2-4 informants in each 
interview), while the other informants were interviewed 
individually. All interviews were based on a semi-struc-
tured thematic guide comprising operationalizations of 
ETR research questions. The interviews covered topics 
including participants’ experiences of working under the 
new organizational model and perceptions of changes 
brought about by the reform. There were also questions 
concerning competence and knowledge, trust, motiva-
tion, and interprofessional collaboration. Questions were 
of an open-ended nature, enabling informants to go into 
detail about what they deemed significant.

In addition to conducting interviews, the research 
team also followed the work of various groups having a 
role in running the pilot (i.e., steering group, reference 
group, and project groups), mainly through examina-
tion of meeting minutes, but also occasionally as observ-
ers at meetings. Due to the coronavirus pandemic, most 
meetings were conducted digitally. The data derived from 
these sources served mainly as supplementary and back-
ground information in this paper.

In this paper, we focus on the experiences of manag-
ers, registered nurses, healthcare workers and assistants 
in the new healthcare and care service teams. Although 
closer muti-professional collaboration between nurses 
and physical/occupational therapists (who are organized 
under a different municipal department) was a goal and 
an integral part of the new organizing model, this aspect 
is not highlighted in the present paper. The therapists 
formed a small group of individuals relative to health-
care workers, assistants and registered nurses, and the 
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majority of work in the home-based healthcare services is 
performed by these three latter groups.

The analysis of interview data was based on template 
analysis principles [41]. All interviews were recorded. The 
researchers used interview notes as basis for initial dis-
cussions of main impressions and findings, and based on 
these discussions, the most informative interviews were 
transcribed. The verbatim transcriptions were thereafter 
analyzed in detail by use of Nvivo. The text was coded 
and categorized based on i) a predeveloped list based on 
two of the research questions developed in collabora-
tion with the municipality and the themes in the inter-
view guide related to these, and ii) codes and categories 
that appeared as relevant and important as the analytical 
process progressed (see Appendix 2), and further iii) ana-
lyzed by comparing and contrasting findings from steps i) 
and ii) to the main components of the HIWS model rel-
evant to this study (involvement, power and autonomy, 
information and knowledge), as well as the known ten-
sions and challenges of this model, as detailed in the the-
ory section above.

Results
The trailing research on the piloting of the new organiza-
tional model for home-based healthcare service delivery 
[22] found that the model holds potential for realizing 
the benefits it aims for. However, there were also chal-
lenges that need resolving for the model to fulfil this 
potential. Central elements include clarification of roles 
and responsibilities for employees and managers, compe-
tence specification and development, and development 
of structures for inter-professional cross-team collabora-
tion and information provision. In this section, we first 
describe how employees experienced the new organiza-
tional model and changes to their work roles in terms of 
autonomy and involvement, before going on to present 
an analysis of the wider system of support surrounding 
the new work roles. In the latter, we focus on the PIRK 
dimensions of information and knowledge. Rewards were 
not included as a factor in the organization model pilot, 
and is therefore omitted from the analysis.

Employee experiences of the new organizational model 
as a HIWP: power and autonomy.
Healthcare workers and assistants in care service teams
This group experienced the most extensive changes to 
their professional work tasks, work methods, autonomy 
and responsibilities in the pilot project, and was par-
ticularly exposed to a transition to more involvement. 
Healthcare workers and assistants did not previously 
hold independent responsibility for autonomously evalu-
ating and observing changes to the health condition of 
the service users they visited or for recording changes 

in their needs. Following the new organizational model, 
these work tasks were now delegated to the members of 
care service teams. In addition, service users who did not 
need care services requiring formal competence at the 
level of registered nurses would previously still be seen 
by registered nurses on occasion. However, these service 
users were now exclusively visited by care service team 
employees. Thus, healthcare workers and assistants were 
put autonomously in charge of performing certain tests 
and presenting test results to other medical personnel 
for further evaluation when needed. This required always 
keeping test equipment available in their cars and being 
able to use the equipment as prescribed.

In addition to changes in tasks and professional respon-
sibility in the work related to direct service user contact, 
care service team employees were also given more inde-
pendent administrative responsibilities. This entailed 
documentation of the service users on different digital 
platforms. The tasks of collecting and reporting informa-
tion about services users had for the most part previously 
been delegated to registered nurses. Another aspect con-
cerning the administrative responsibility was that several 
healthcare workers were assigned the role as shift coor-
dinators – a role which had also previously been part of 
the domain of registered nurses. A designated team coor-
dinator held an overall responsibility of team activity but 
depended on the observations and reports of all team 
employees as input.

Registered nurses in healthcare teams
For registered nurses, their professional work and deci-
sion latitude remained mainly as before. However, profes-
sional work in direct contact with service users became 
more concentrated around tasks requiring their formal 
level of qualification. This included, for instance, tasks 
related to wound care and palliative care.

Following the delegation of various tasks to the care 
service teams, it was reported by several registered 
nurses that they experienced having more time to fulfill 
professional and administrative office duties, whereas 
this work had previously been constrained by a lack of 
time. Many of the interviewees framed this as ‘the invis-
ible work’, and one registered nurse explained: “I have to 
say that after we initiated the project we have had more 
time for this invisible work. We used to be distracted by 
having to go out and assist with showering or heating up 
dinners. There used to be more of that. So that is a positive 
development”.

Furthermore, the registered nurses reported that they 
felt their professional competence was more efficiently 
utilized in the new organizational model, and a sense of 
mastery and motivation as they had more time to fulfill 
all aspects of their work. In describing changes in the 



Page 8 of 13Øygarden et al. BMC Health Services Research          (2023) 23:991 

experience of professional competence, one registered 
nurse pointed out that “the day-to-day work has changed 
for the whole nursing staff in that way. It’s much more 
specific to our profession. It’s very positive. I think we all 
agree”. Several nurses also highlighted that they perceived 
being trusted by their nearest supervisors to make auton-
omous, professional decisions in their work with service 
users, and decisions on the ordering and tempo of office 
work tasks. The words of a registered nurse vividly illus-
trate this: “In terms of trust, it’s a very good thing that we 
get to decide for ourselves how much time we spend and 
so on. How much time we spend (on tasks), and being able 
to plan for how much time to allocate. That we ourselves 
evaluate needs, what they need help with, and how long 
it takes.”

Employee experiences of the new organizational model 
as a HIWS: Information and knowledge
Information and knowledge needs in new roles
Healthcare workers and assistants in care service teams 
were given new work roles that implied new responsibili-
ties and new tasks, both of which were experienced as 
somewhat undefined. For instance, this interviewee from 
a care service team points out that task allocation and 
patient responsibilities were not clear: “Right now, things 
are unclear. What are our tasks and what are their tasks? 
(...) Who is responsible for this patient? Is it us or them? I 
find it a little confusing.”

In the care service team, variations were observed 
regarding the perception of the new work roles and 
responsibilities. Some informants were motivated by the 
potential for more professional autonomy and involve-
ment. Others were frustrated by what they perceived as a 
lack of information about what was expected of them and 
felt insecure about whether their existing knowledge and 
competence enabled them to sufficiently fulfill their new 
roles. Employee perceptions varied according to the indi-
vidual employees’ interest for and previous experience 
with an autonomous professional focus and administra-
tive work, and with the degree to which they experienced 
getting professional support and training in new tasks. 
Employees in the care service teams were given train-
ing in new work tasks, sometimes from members of the 
healthcare teams, but the training was not universally 
offered ahead of reorganization. Further, access to and 
training in the use of necessary digital platforms was not 
offered prior to the reorganization, and routines for the 
shift coordinator role were not developed and finalized 
until the new organizational model had been in place for 
some time.

The degree to which the potential for more fulfilling 
work for employees and service quality for end users 
was realized through high involvement depended on the 

specification and clarity of role definitions, training, and 
formal support from employees with experience in rel-
evant work tasks. Weakly defined roles and low formal 
support led to individual variation in both perceptions 
of job satisfaction and in performance, depending on 
the previous experience and work relations of individual 
employees. Front-line managers of both types of teams 
reported that trusting the care service team employees to 
make autonomous decisions in their work was an impor-
tant ideal. However, they were unsure about how much 
professional independence they should grant employees 
in a situation characterized by many new and unfamiliar 
tasks.

Registered nurses reported that they felt they had a 
responsibility for and were worried about the professional 
quality of the work, and the situation for employees, in 
the care service teams. As pointed out above, registered 
nurses held more clearly defined and formal professional 
responsibility for service operations in the previous 
organizational model, whereas the piloted model gave 
more autonomous responsibility to healthcare workers 
and assistants. Although registered nurses informally 
took on responsibility for helping and supervising care 
service team members when needed, they reported a 
wish for more information about how these relations 
were meant to function in practice, and for clearer defi-
nitions of the content and limits of their responsibilities. 
One nurse described this by noting: “What we have been 
told is that they (the care service teams) are responsible 
for testing and evaluating in order for them to develop 
skills in evaluating whether a patient needs to see a doc-
tor or go to the hospital. But we are to support them and 
provide some safety. (…) I feel an increase in responsibility, 
really. Both in a positive and a negative way. Or at least in 
terms of missing clearer boundaries and a clarification of 
roles up front.”

Some of the new care service teams were led by front-
line managers with little experience from similar roles, 
and without registered nurse qualifications. Experi-
enced front-line managers who were qualified in nursing 
reported feeling responsible for supervising or support-
ing these managers, their teams, and their employees. 
As is illustrated by this interviewee, a nurse managing 
a care service team: “Right now, as we start out, I feel a 
heavier responsibility. This also concerns the fact that I 
am in charge of training three new managers, and I feel a 
little… I really feel responsible for the other team, for it to 
function well. The care service team”. This responsibility 
was partly formalized as they were asked to take on the 
task of training new managers, but there was no train-
ing ahead of reorganization, and the content and limits 
of this responsibility was unclear. For instance, there was 
no information given to experienced front-line managers 
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about their liability in case mistakes were made in the 
teams led by inexperienced managers.

In summary, we found that all these groups were 
given new roles, and that without sufficient information 
and investment in training, i.e. knowledge, they expe-
rienced work intensification in the early phases of pilot 
implementation.

Information and knowledge needs for cross‑team 
collaboration
The new organizational model dismantled previous team 
structures and routines for cross-team collaboration. At 
the time of study employees and managers in both types 
of teams were experiencing uncertainties regarding how 
to achieve necessary practical cross-team collaboration, 
and knowledge and information exchange.

One aspect of this uncertainty was observed in the pro-
cess of allocating service users to individual teams. In the 
earliest stages of the pilot, routines for the allocation of 
service users were both weak and unclear. In addition, if 
the conditions or needs of service user changed and they 
were transferred to a different team, there were insuffi-
cient routines for notifying the employees who had cared 
for them, causing them to worry about whether indi-
vidual service users were still getting the services they 
needed. In the allocation process, there was also confu-
sion between teams as to what responsibilities they held 
vis-a-vis each other. Care service team members were 
unsure about where to direct questions regarding pro-
fessional decision-making or practical clarifications, and 
healthcare team members were unsure about how far-
reaching the new responsibilities of healthcare workers 
and assistants were. Altogether, this caused frustration 
among employees in the different teams and placed strain 
on the cross-team collaboration processes.

The role of front-line managers was central in negoti-
ating these issues. However, managers also experienced 
uncertainty because structural arrangements concern-
ing their new roles, such as clear guidance about the 
content and limits their responsibilities and routines for 
cross-team manager and employee interactions, were not 
settled. It was challenging to deal with the information 
needs of employees regarding these matters, as they did 
not have sufficient information themselves. Horizontal 
and vertical information flow and interaction between 
managers are significant. A lack of horizontal role clarity 
among middle managers was experienced as negative for 
their job mastery, and furthermore weakened their abili-
ties to assure that accurate and consistent (agreed-upon) 
information was communicated to their employees.

The reorganization created a heightened need for sys-
tems and routines ensuring sufficient information about 
new role expectations, definitions of responsibilities, 

and task allocation in the collaborative relations between 
teams, as well as clear structures for information and 
knowledge exchange across teams in the new organi-
zational model. The general lack of such structures in 
the early stages of pilot implementation created “noise” 
within teams and in cross-team relations, and uncertain-
ties for employees as well as managers.

The findings related to the HIWP elements of power 
and autonomy, information, and knowledge are summa-
rized in Fig. 3.

Discussion and conclusion
Our findings reflect some of the tensions in HIWSs as 
described by Boxall et al. [8]. In this section, we first dis-
cuss one of these points of tension, before briefly outlin-
ing other challenges to achieving positive employee and 
performance outcomes when implementing trust reform 
initiatives.

The first point of tension is the balancing act between 
increased work involvement and work intensification [8]. 
Without sufficient investment in resources such as infor-
mation and knowledge, the benefits of more power over 
and autonomy in one’s own work may not materialize. 
In the case we examined, this balance was not produc-
tively achieved in the early stages of pilot implementa-
tion. There was a clearly reported need for resources and 
mechanisms for increased role understanding and role 
security for employees in both types of teams, and for 
front-line managers. According to Boxall [8], employees 
in any organization in which the degree of involvement 
is altered by reorganization may perceive that the new 
way of working offers too much, or the wrong kind, of 
involvement. Research on barriers to implementing inno-
vation in the public sector points to the fact that these 
barriers may stem from characteristics of the innovation 
itself, as it may not be compatible with the environment 
it is introduced to. Barriers may also stem from organi-
zational obstacles, such as the pre-existing structure and 
culture [26, 42]. In this study, the strongest expressions 
of insecurity after the reorganization came from employ-
ees in the care service teams, which were a particularly 
diverse group in terms of prior education and experience, 
age, and preferences regarding the balancing of auton-
omy against support and security. Introducing new and 
unfamiliar tasks, more responsibility and stronger inde-
pendence was a significant break with the professional 
role that they were accustomed to, and the new role went 
beyond what some were comfortable with.

Investing in clear information and development of 
new knowledge through competence building and train-
ing for employees ahead of pilot implementation could 
have ameliorated some of the experiences of intensifica-
tion. In this respect, the pilot project was challenged by 
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an organizational barrier referred to in the innovation 
literature as the ineffective administration of process 
activities [26, 42]. Communication work is clearly chal-
lenging in this context due to the nature of home-based 
healthcare services. Employees spend most of their work-
ing hours on the road and in patients’ homes, in addition 
to working a complex system of shifts, including outside 
of regular working hours. An active communication and 
competence building effort was built up during the pilot 
project period. The project manager was in frequent con-
tact with front line managers and employees, distributed 
newsletters about the project, and organized courses and 
other forms of teaching on subjects relevant to the new 
roles. However, the timeline of and resources allocated 
to the project did not allow for this to take place prior to 
implementation.

Role insecurity and insufficient competence for manag-
ers may have also fed into role insecurity for employees, 
as they had less support from their managers than before. 
Investing in clear and confident leadership in a situation 
of great change in work tasks and responsibilities for 
employees, therefore, stands out as something that could 
have contributed to more security for both managers and 
employees. This is in line with Bentzen [6] who high-
lights the fact that trust-based management poses new 

and unfamiliar requirements for front-line managers, and 
with Boxall [8] who points to the importance of training 
and supporting managers in HIWSs so that they can sup-
port their staff as well as handle their own role and feel in 
control of their new situation.

Further, exchange of information and knowledge 
across teams and professional groups represent impor-
tant mechanisms for developing job mastery for employ-
ees in new work roles involving increased responsibility, 
autonomy, and task diversity. Both formal (e.g., courses) 
and informal mechanisms are crucial. Regarding the 
latter, opportunities for immediate support and feed-
back depending on the task at hand may be of particular 
importance in the early phases of such a change pro-
cess. Boxall et al.  [8] also point out that job enrichment 
and autonomy is just one element in a wider and com-
plex work system. Individual autonomy must be balanced 
against the performance of interdependent teams, and 
autonomous teams must be balanced against necessary 
inter-team coordination and collaboration, which is a 
significant effort given that coordination between teams 
may become a major challenge in work systems charac-
terized by high levels of team autonomy [43]. We found 
in this regard that there is a need for paying attention 
to the collaborative relations between teams so that the 
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Fig. 3  Summary of findings related to elements of high-involvement work processes
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exchange of information is functional, task distribution 
is optimal, and professional resources are fully utilized 
to the benefit of both service users and the competence 
development of employees. This furthermore underlines 
that building shared understanding across teams is espe-
cially important in work environments characterized 
by complexity and task interdependency [44]. However, 
recognizing the importance of interdependencies and 
appreciation of other professionals’ roles and competen-
cies can be challenging [45], which emphasizes the signif-
icance of our finding that the work system must include 
mechanisms contributing to increased understanding of 
each individual’s work role and their function in the total 
work system.

We collected data from the pilot project in the early 
stages of implementation. The organizational model 
was still under development, and some of the resources 
needed to deal with the challenges we uncovered were 
partially being provided as the pilot project progressed. 
The fact that these resources were not planned for and 
provided ahead of implementation may be related to one 
of the barriers to successful trust reform implementa-
tion identified by Bentzen [6]. She points out that public 
service organizations often encounter resource barriers 
[26, 42] in such implementation processes, meaning that 
there are limited resources for thorough preparation and 
involvement of employees in these preparations. Most of 
our informants reported that they had not been involved 
in the planning for and development of the new organiza-
tional model or its implementation, and they had no clear 
understanding of its most important goals. In light of 
previous research, which has highlighted the importance 
of establishing common understanding [46] early invest-
ment in the formation of a consensus of the goals of the 
model could have contributed to greater ownership of 
them, to greater engagement in the early stages of imple-
mentation, and to resilience in dealing with challenges as 
they were being worked out and solved. We also know 
that change processes with real and meaningful employee 
involvement gives access to the expertise of employees in 
designing practical solutions that will function in every-
day work [47]. This all requires an acknowledgement at 
all managerial levels of the fact that change processes 
require allocation of sufficient resources, and a willing-
ness to invest these in order to avoid challenges such as 
work intensification and insufficient cross-team collabo-
ration after implementation.

As the pilot project came to an end, the municipal-
ity concluded that the organizing model was a suitable 
instrument for achieving the aims they has set out to 
reach. Notably, the registered nurses in healthcare teams 
were deemed to have improved their capacity to perform 

tasks requiring nursing competence, and they were also 
increasingly able to contribute to the competence devel-
opment in care service teams. They therefore decided to 
move on to a full, although step-wise, implementation of 
the new organizing model to all municipal home-based 
health care units.

The studied trust reform initiative introduced work 
organization similar to HIWPs with increased power 
and autonomy for employees in both types of teams, but 
other dimensions of HIWSs were underdeveloped at the 
time of implementation. We believe trust reform initia-
tives may be a strategy for fostering such systems, while 
also steering clear of the tensions they embody, if suffi-
cient attention is paid to and resources are allocated to 
ensuring structures for information exchange and knowl-
edge development in the early phases of implementation, 
or preferably prior to implementation. Regarding the 
combination of literature that we have used in this paper, 
comparing trust based organizational models to the 
HIWSs model found in the HRM literature, we believe 
that the literature on HIWSs not only specifies important 
elements and dimensions of trust based models, but also 
describes some of the important tensions within them. 
Therefore, familiarity with the HIWS model and litera-
ture could potentially be a useful managerial tool in pre-
paring for and implementing trust reform in healthcare 
services.
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