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I Abstract 
During the past 20 years, there has been an unrest dominating health care sectors in many of the 

western countries, and the mindset behind it is often referred to as New Public Management (NPM), 

and the managerialisation of hospitals. Governmental reform initiatives, restructuring efforts are all 

examples that reflect an increased need for cost control and efficiency, which is a respond to 

societal encounters such as increased populations, life expectancy, and medical advances. The 

entrance of managerialism into a professional environment such as a hospital is subject to many 

studies and discussions. Theoretically, the two mindset professionalism and managerialism are 

proven contradictory, but less is known about how actual physical changes to professionals 

department, imposed on them by managerialism might interfere with professional practice. Typical 

traits or values of professionalism that is said to be challenged by managerialism are often referred 

to as prerogatives, or privileges, that is attempted to be taken away by managerial measures. This 

implies a focus that is perhaps not fruitful, in the sense that one discusses whether or not the 

professionals should be allowed to keep their prerogatives, but the question of how these 

prerogatives influences their professional practice, and to what degree the consequences would be 

crucial for quality of their services, is undermined. The call for this thesis, is to take a more concrete 

approach, trying to demystify the interplay between managerialism and professionalism, in order to 

get closer to detecting how managerial measures can influence professional practice, and further 

what consequences this will have for their professionalism when making decisions on behalf of 

patients. By employing a conceptual framework, based on sociology of professions, managerialism 

and existing health service research, to a qualitative case study at a Norwegian hospital, it was 

possible to detect which dimensions of professionals’ workday that was altered after the 

implementation of a new online patient administrative platform, and how this was perceived by 

professionals to interfere with their professional practice. Evidences in this thesis suggests that by 

imposing managerial measures that assumes control over how professionals spend their time, and 

balances time between core and support tasks, the measures seem to affect professionalism. 

However, such changes are too invasive of professionalism, so that professionals will resist the 

changes, indicating that professionalism might also affect managerialism. During the interviews, it 

also became evident that even though the managerial measures were the same, the degree to which 

it was embedded in the departments might vary. It is therefor suggested that further research is done 

in other departments, to see if their professional practice is altered to a degree that is in conflict with 

their professional commitment.  
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PART 1 INTRODUCTION 

1.1 Introduction to research field 
Health service research is a fairly new research field in Norway, but it is well established in the 

international environment for many years already. The reason for the increasing interest in 

investigating health care sectors is coinciding with the unrest that has dominated many of the 

western countries’ health services for the last two decades. Governmental reforms and restructuring 

efforts are internationally common responses to an increased and older population, the development 

of new deceases and cures, and a new technology that both pose possibilities as well as challenges. 

Such governmental initiated measures often originate in the same logic across the western 

countries, often referred to as New Public Management (NPM) or Managerialism. Because of the 

focus on cost control, efficiency and an increased demand for accountability, this new mindset is 

believed to be rather challenging two reconcile with professional values, hence a much studied 

interplay between professionalism and managerialism. In research, physicians usually represent 

professionalism, while the increased management and governmental reforms represent 

managerialism. It is suggested that the changes weakens the profession of medicine, whereas others 

claim that despite the challenges, the doctors still have their professional dominance. However, the 

changes imposed on health services is often measures that is suppose to have an end effect that is 

bigger than the professionals, such as decreased waiting lists or better cost control, therefor less 

effort is put into evaluating effects on lower level, such as how it might have changed professionals 

workday or mindset.  

1.1.1 Professional responses  

A chronicle published by a group of doctors, in the Norwegian medical association’s journal in 

2013, led to a health personnel movement called “Health Service Act” that share their tagline with 

the name of the chronicle; “Reclaim the profession!” (Original title; Helsetjenesteaksjonen) 

(Helsetjenesteaksjonen.2013; Wyller et al., 2013) The core of the message was that many health 

care personnel is of the impression that the current management path that is chosen by the 

government will lead to deterioration in the health care service, rather than improvement (Wyller	et	

al.,	2013). It is argued that negative effects such as increased bureaucratization are consequences of 

an unfortunate implementation of NPM, and further claimed that their competence is in 

danger(Wyller et al., 2013)They explain; “When loyalty requirement for management continually 
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collide with the professional obligations to patients, skilled health workers will seek away from the 

sector”	(Helsetjenesteaksjonen.2013). They are also anxious that moral and humanity is 

diminishing as economic deliberations gradually assume power at the expense of professional 

opinion on patient treatment (Helsetjenesteaksjonen.2013). A story like this both validate and 

demands new insight into how the changes inflicted on the health care sector in Norway since the 

millennium have affected the professional practice. Could it be that professional evaluations is 

sidelined in favour of managerial decisions as indicated by the Health service act? And if so, what 

difference does it make?  

1.1.2 The case 

It is obvious from the above story, that even though the governmental measures are meant to 

improve the health care sector, it is believed by many professionals that it proves threatening to the 

core values in the sector, which then have implications for the quality of their services. Thus, the 

importance of looking into the matter, and search to identify the more concrete changes interfering 

the work of professionals, rather than just the logic behind, and to see how this can be threatening to 

their professionalism. For the scope and purpose of this research, it is fruitful to choose one 

measure implemented at a hospital, identify the following changes at department level, and 

investigate if these changes is believed by the professionals to inhibit rather than improve their 

professional practice. The chosen case is one of the larger hospitals in Norway, the department is 

medical, and the interviewees are physicians, which in this thesis are referred to as professionals. 

An implementation of a new online patient administrative platform (OPAP) is employed as an 

example of a managerial measure, because it is both a means and an end to managerialism, and it is 

a system that is used by professionals during many aspects of their workday. OPAP is a digital 

system that is implemented at the whole hospital at the same time, therefor being a great example 

for a macro level project, but at the same time, because of the nature of the system, it goes directly 

in and alters aspects of professionals work at department level, which makes it a good example of 

how it affects micro levels at the hospital. By using an Information and Communication 

Technology (ICT) project as an example, this thesis can also foster better awareness regarding 

unanticipated consequences of ICT development in hospitals. The case is further explained after the 

methodology chapter. 
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1.2 Research question 
To simplify such a complex field, figure 1 illustrates the path that has led to the pursued research 

question. 

 
Figure (1) Source: Egge, 2016. 

First, an observation of reforms flooding over many western health care sectors was observed. 

Second, by a closer inspection, a problem area is identified where the balance between the 

contradicting logics of managerialism and professionalism is challenged as managerial staff s 

increasingly part of the sector. Third, there is a demand for more research concerning actual 

changes at department level, to see how managerial measures can interfere with professional 

behaviour and thus quality of their services. For the scope and purpose of this thesis, an inquiry into 

the implementation of a new online patient administrative platform can help shed light on the 

following research question: 

 
v How can managerial measures affect professionalism at a Norwegian hospital 

department? 

 
By answering this question, the thesis provides important knowledge for further research on health 

services, but also highlights where to be careful when introducing new measures into professional 

environment. By approaching the much-studied conflict between managerialism and 

professionalism from a new and less personified angle, it is also possible to indicate the importance 

of management as opposed to manifestations of it. Another significant aspect that will be 

emphasized by this question is how and in which dimensions, decisions made on macro level, 

exemplified by the implementation of a new online patient administrative platform, have 

implications for the workday of professionals, which yet is not accounted for. By drawing on 

sociology of professions and managerialism, in relation to the empirical case findings, it can be 
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further discussed how such an implementation ultimately can affect the profession of medicine, 

which is not yet known, but widely discussed. To simplify the research process, the research 

question is decomposed into four sub questions, and by investigating each of these areas, both in 

theory and empirics, one can ultimately respond to the initial research question: 

 
o What constitute and challenge professionalism? 

o What constitute the new mind set behind reform initiatives in the health care sector, and 

how is it observable in a hospital department? 

o Which dimensions of a typical workday is plausible to interfere with professional practice? 

o How is the workday dimensions affected by managerial measures? 

1.3 Delimitation 
By choosing to embark on such a large and complex field as the health care sector, the possible 

paths to pursue are manifold. This implies the importance of emphasizing what will be the focus in 

this particular thesis. It is chosen to take a doctors perspective, and see if they perceive that changes 

initiated by the managerial approach interfere with their everyday in such degree that it 

compromises their professionalism. By choosing a manifestation of managerialism, we can exclude 

the personified conflict between management and professionals, and thereby also leave the research 

on health care management for other projects. It is evident that the chosen example is part of a 

larger digitalization that also is a product of the particular time period, but it is here only used as an 

example of a managerial measure, and not an example of digitalisation per se. By this it is meant 

that the new system is a product of the increased focus on cost efficiency, streamlining of processes 

and new monitoring and reporting demands, which is the focus of this thesis, not the fact that it is a 

digitalization of work. In this way, we can keep the focus on the relation between the professionals 

and the properties of the system. 

1.4 Structure guide 
The following part will present what is already known and discussed within this specific scientific 

problem area. After relevant literature and conceptual framework is presented, the methodology 

chapter explains how the research is conducted, and validates the different methodological choices 

made. Due to the complexity of the case and the environment in which the doctors operates, a 

whole chapter is concerned with providing an insight into the particular case and event chosen as an 

example in this research. Following, the findings are presented and discussed according to theory 
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during the analysis chapter. Lastly, there will be concluding remarks and suggestions for further 

research possibilities, followed by references and appendices. 

PART 2 THEORY AND LITERATURE 
This part places the research within the right scientific environment, and gives an understanding of 

the foundations on which relevant articles and discussions are built. The interest lies with the health 

care sector and what the recent restructuring of hospitals might have of effects on the professional’s 

workday, as perceived by the professionals themselves. In order to further investigate this, a few 

clarifications is needed. This chapter provide useful definitions and introduces what is already 

known or studied related to the profession of medicine, the many reforms carried out in the western 

countries, with a special close up on Norwegian contributions. These sections are what constitute 

the conceptual framework, which is applied in the empirical analysis. 

2.1 Professionalism 
The hospital doctors are in this thesis referred to as the professionals. This does not mean that other 

staff in the hospital is less thought of, but they are not included in the term professional as it is 

defined in this project. If studying professionals, an insight into what constitute and challenges them 

is needed. In this thesis, the empirical findings are based on the professionals perception of the 

situation, and it is therefor useful to execute a literature review that can reveal what is commonly 

believed to be important to them, how they are placed within their environment, and what might 

seem to challenge them. 

2.1.1 What constitutes professionalism?  

What exactly is it that makes a hospital doctor more of a professional than the secretary or the 

cleaning staff? Simply by observing, it can already be established that the doctors have had a more 

profound education. Then, why is the educated nurse or hospital manager not referred to as 

professional as well? Is it due to an historical reasoning that doctors are seen as professionals, only 

because they have always been professionals along with lawyers and clergies? If this is the case, 

why are concepts like deprofessionalization, proletarianization, or professionalization so widely 

discussed? This debate implies that professions might change through time, leaving historical 

definitions useless. So, what is it that makes us consider a physician a professional, leaving other 

hospital staff, or other occupational groups such as carpentry on the outside of the term? To attack 

this question – one can discuss what traits that distinguish them from other occupational groups, or 
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establish what important elements that constitutes a professional as it operates within a contextual 

environment. Either way, the literary contributions are many, and the discussions are still relevant 

as society is continuously changing.  

Taking an historical approach, already in the sixties the debate about professional traits was 

rich. Qualities such as; specialization, the ultimate application of theory, transferability of skill, 

stability of employment or attachment to firm, and the existence of work rules, were all qualities 

associated with professionals, but Wilensky is questioning whether this is enough to define 

professionalism(Wilensky,	1964). He continues therefor by focusing on distinctions rather than 

occupational qualities, and presents two of such kind, which he argues that both the professional 

groups and the public would agree on(Wilensky,	1964): 

 
1) The job of the professional is technical-based on systematic knowledge or doctrine acquired only 

through long prescribed training.  

2) The professional man adheres to a set of professional norms.  

 
Technical is here used in order to include also non-scientific systems of thought, as they too are 

plausible to serve as a technical base for professionalism. Haug advance by stating that 

“professionals are supposed to be experts who put their clients' interests first, and so are given a 

relatively free hand with the clients' problems, subject only to the control of other professionals”	

(Haug,	1972). This supports the idea that a professional adheres to a set of norms, and suggests the 

importance of such a trait. An illustrative example can be the Hippocratic oath taken by medical 

students before attaining their licence. By the above definition, Haug also claims that professionals 

have authority over own work, and is only subject to control by professional colleagues, and this is 

further supported by Freidson(Freidson, 1988b), among others. 

In the eighties, Abbott argued for a certain abstraction when trying to define professions. He 

claimed that it was not useful to search for one specific definition of profession, as abstraction 

would enable survival through time(Abbott,	1988). As explained in his book The systems of 

professions; “one needs only a definition strong enough to support one’s theoretical machinery. My 

loose definition – professions are somewhat exclusive groups of individuals applying somewhat 

abstract knowledge to particular cases – works well enough”	(Abbott,	1988). Even though this 

abstraction is quite clear and easy to understand, it is problematic for the purpose of this thesis. It 

does not say anything about how to distinguish between the different actors present within the 

hospital environment, nor does it help to identify how a profession might be challenged, which both 
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are at the core of this thesis. Thus, the previous reflections on professional qualities by Wilensky 

and Haug seem to be of more convenience to this project. However, Abbott introduces 

professionalism as being institutionalized expertise in people, commodity or organizations(Abbott, 

1988). Also remembering that the job of a professional was based on systematic knowledge or 

doctrine that could only be obtained through long prescribed training(Wilensky,	1964), it is 

suggested that expertise or knowledge that is hold by a professional, allows him or her to make 

choices on behalf of his or her clients. This implies a trust in the professional to be better suited to 

evaluate the situation than the client, and is therefore given authority by the client to do so. Thus 

holds the professional an authority over other groups, within his or her field of knowledge. This 

characteristic relates to Freidson’s term professional dominance, which he claimed that physicians’ 

had over other health personnel(Freidson,	1988b).  

Both law and medicine are professions that for a long time have enjoyed wide acceptance as 

crucial expertise to a society, and therefor their education have been institutionalized for many 

years already. The historic perceived stability of these two professions makes them natural to study 

when discussing professional traits, but the more recent speculations regarding their adaptation to a 

fast developing and changing environment makes them even more prevalent and popular to 

investigate. However, what are the typical traits that a doctor and a lawyer have in common, besides 

being well known and having a long history? They have extensive training, they have received 

credentials in order to practice their profession, they are allowed to decide on behalf of others based 

on their competence and the trust in them by their clients, which are all characteristics already 

discussed. Freidson, which has spent much time on studying the profession of medicine (Freidson,	

1988a;	Freidson,	1988b;	Freidson,	2001), elaborates that certain work is so specialized that it is 

“inaccessible to those lacking the required training and experience, and the belief that it cannot be 

standardized, rationalized or, as Abbott puts it, ‘commodified’” (Freidson,	2001,	p.	17). He further 

argues; “In the most elementary sense, professionalism is a set of institutions which permit the 

members of an occupation to make a living while controlling their own work” (Freidson,	2001,	p.	

17). Here he touches some of the most important aspects that allows for only some occupations to 

assume professional status; the understanding that the professional knowledge is not 

standardizeable, easy obtainable and that this justifies their authority over own work. 

Having established some of the common descriptions of professions, it is necessary to take a 

step back, and focus on the professionals’ position within a context. What Wilensky thought of as 

vital to the question of professionalism, is if the knowledge or doctrine is in widespread consensus 
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with society, as society lays trust in the professionals, leaving them to practice professional 

autonomy(Wilensky,	1964). If society is not convinced that their services are uniquely trustworthy, 

they will not earn professional authority. As medicine is based on natural sciences, which in many 

societies have prestige and legitimacy, it is in a good position for professional status. Wilensky 

expands by comparing science-based professions to ministry, which are often based on conflicting 

religious values. “It is clearly more consensus about the product of applied science than about 

spiritual values; the best way to avoid smallpox is more certain than the best way of achieving 

salvation”	(Wilensky,	1964). Even though this is true, a priest can still many places obtain close to 

the same status as medicine, and have monopoly of a recognized skill, but a carpenter would not. 

This can be explained by the context in which a priest is educated and practices his profession. 

Following Wilensky’s thoughts, the tasks and tools of a priest “belong to the realm of the sacred – 

which reinforces a jurisdictional claim grounded in formal training and indoctrination” (Wilensky,	

1964). He reminds us that many of us might try to do some carpentry by ourselves, such as making 

a bookshelf or a table, but none of us would assume the place of a priest at a funeral (Wilensky,	

1964). Bringing in a reflection of the stability of this definition, it is evident that the part where 

society is brought into the equation, it also implicitly states that if societal beliefs and affiliations 

change, the validity of the professional status might also alter. In this view, the significance is not in 

the traits of the profession, but lies with the context in which it is exercised, and leaves the status of 

a profession more vulnerable to the environment. This is very interesting in relation to the current 

issue of the entrance of a new mindset into the professional environment of doctors. 

Abbot supports the emphasis on environment, and states that professions exist within a 

system when he formulates that; “Professions are never seen alone, but they are also not replaced by 

a single encompassing category of ‘the professions’”	(Abbott,	1988). This focus on context rather 

than professions per se, is a reaction to the general tendency to study similarities between arch type 

professions such as medicine and law as mentioned earlier. Freidson further applies this conceptual 

approach, when he introduces professionalism as the third logic (Freidson,	2001). Abbot also 

thought that professionalism could be seen as an institutionalization of expertise, but Freidson 

further suggests that professionalism should be seen as a certain way of organizing society in much 

the same way as Max Weber offered the bureaucracy and Adam Smith presented the free market, 

hence the third logic. Where Abbott refers to a system of professions, Freidson talks about different 

logics behind the organization of labour. Freidson suggest professionalism as the third logic, 

whereas the two others are managerialism and consumerism from bureaucracy and free 
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market(Freidson,	2001). He presents what he refers to as the ideal-typical professionalism and, 

further how one should organize an organization with professionals, in order to best care for 

professional values. Implicit here is that he thought, among many others, that bureaucracy or the 

competition in the free market could be damaging for professional values, and this will be returned 

to when discussing what might challenge professions in the next section. Freidson presented five 

interdependent elements of the ideal type professionalism, which proves useful for the purpose of 

this thesis(Freidson,	2001,	p.127): 
1. Specialized work in the officially recognized economy that is believed to be grounded in a body of 

theoretically based, discretionary knowledge and skill and that is accordingly given special status in 

the labour force; 

2. Exclusive jurisdiction in a particular division of labour created and controlled by occupational 

negotiation; 

3. A sheltered position in both external and internal labour markets that is based on qualifying 

credentials created by the occupation; 

4. A formal training program lying outside the labour market that produces the qualifying credentials, 

which is controlled by the occupation and associated with higher education; and 

5. An ideology that asserts greater commitment to doing good work than to economic gain and to 

quality rather than the economic efficiency of work. 

Number 1, 2 and 4 is already profoundly discussed in this section, but number 3 regarding sheltered 

position in the labor market, and number 5 emphasizing quality over efficiency needs an additional 

comment as they both are important aspects that is in contrast to the later discussed managerialism. 

When talking of a sheltered position in the marked based on qualifying credentials, it is natural to 

draw the line to monopolistic properties. Freidson mentioned that “Economists consider monopoly 

to be by definition a conspiracy against consumers, assuming that the primary intent of those who 

establish it is to keep prices and their own income higher than they would be under free 

competition”(Freidson,	2001), but Freidson saw monopoly over knowledge as a solution rather 

than a problem. Academic professions often encounter low economic value in the ordinary market, 

even though this type of knowledge is of importance for the public, and to control this type of 

knowledge could then serve as a solution to this problem (Freidson,	2001). A profession such as 

medicine, where we expect the doctor to make decisions based on knowledge rather than economic 

gain, monopoly allow professions to be “institutionalized so that practitioners can make a living 

doing their work and developing their formal bodies of knowledge connected with that 

work“(Freidson,	2001,	p.	199). This is seen in the medical profession by the university providing 
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medical education, the licence allocation system, the medical oath and ethical norms. Additionally, 

in welfare states such as Norway, health care is provided mostly by the state, which initially are 

leaving competition between hospitals merely insignificant. This, however, is in change by the 

entrance of NPM, which is believed to have intentions of imitate market mechanisms to promote 

efficiency. 

 The concept of professionalism is somehow abstract, yet concrete, and both dependant and 

independent of externalities. However, there are many similarities when it comes to important 

characteristic of professionals and what is of greater significance to them. By defining 

professionalism as occupational control over work(Freidson, 2001), which is also properties 

emphasized by others(Haug, 1976; Wilensky, 1964), this puts autonomy or authority over own 

work as crucial for professionals. Additionally, the context in which professionals work is important 

as this authority is based on the reasoning that the professionals possess a specialized, 

unstandardizeable knowledge that is only obtained through long training, and thereby gives them a 

position better suited to make decisions on behalf of their clients. Assuming that only professionals 

have knowledge to evaluate professional matters, they become part of a closed group, only subject 

to collegial control, as they are the only ones suited to evaluate professional work. Lastly, 

professionals are also committed, through the set of norms within the closed group, to put quality 

before economical gain, as they are to decide based on their specialized knowledge. 

2.1.2 What challenges professionalism? 

What happens to the profession if some of the qualities described in the above section are 

challenged? In the late eighties, Light and Levine explain that Freidson’s developed concept of 

professional dominance had been the prevailing concept in the literature on professions 	(Light	&	

Levine,	1988). Freidson argued for the dominance that doctors had over other health personnel 

even if they found themselves in subordinate roles (Freidson,	1988b), but this view was then to be 

challenged. Light and Levine lists three such challenges to this perspective based on reflections on 

social developments: “(1) deprofessionalization, with its connotation of consumer revolt and 

profound cultural change, (2) proletarianization, with its emphasis on the inevitable expansion of 

capitalist exploitation, and (3) corporatization, with its tragic sense of swallowing up professional 

work” 	(Light	&	Levine,	1988,	p.	11). They all aspire to explain what happens to professions when 

society is changing, the public is increasingly educated and the technology gradually eats of the 

market.  
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The term deprofessionalization was already a known term in the seventies, where much 

discussion revolved around whether the future would bring a wave of professionals, or if 

professionals would be a threatened breed. Returning to Haug’s arguments in the seventies (Haug,	

1972;	Haug,	1976), deprofessionalization is seen as a very possible hypothesis for the future, also 

for a strong profession such as medicine. Haug explained that the explosion of knowledge in 

science and technology led many to predict that all now would become professionals, but she 

suggests that they forget “to address the third core element of profession: the autonomy of the 

professional, his freedom from lay control in carrying out his occupational role, in a word, his 

power” (Haug,	1972,	p.	195). She agrees that “expanding knowledge calls for increasing numbers 

of professionals who have mastered the various bodies of esoteric information, and are capable of 

applying their technical skill and expertise to the manifold problems of mankind on a vulnerable 

and shrinking planet”	(Haug,	1972,	p.	195), but she, as Freidson among others later also does, 

emphasizes the importance of authority over own work as a crucial distinction from other 

occupations. Further, Haug suggests that deprofessionalization can be defined as the loss of a 

professional’s unique qualities(Haug,	1972.	p.	197). She particularly mentions their “monopoly 

over knowledge, public belief in their service ethos, and expectations of work autonomy and 

authority over the client” (Haug,	1972,	p.	197) as examples of such qualities. The increasingly 

more educated society is in her mind a challenge to such professional qualities. She exemplifies that 

the patient’s trust, confidence, and norm of obedience, as well as the asymmetrical power 

relationship, is justified by the “competence” gap between doctor and patient(Haug,	1976,	p.	84), 

but she was concerned that the now narrowing knowledge gap, which was a consequence of the 

increasingly more educated patient, would challenge the professional authority (Haug,	1976). 

“Clients want, on the one hand, expert opinion, but they no longer accept it unquestioningly, daring 

to ask if the experts are really right, and daring to complain if as clients they are not treated with 

proper understanding and respect” (Haug,	1972,	p.	208). She continues; “As the ideology grows 

world wide that professionals' decisions are subject to lay questioning, as the professional charisma 

dims, such challenges to expert authority and autonomy can be expected to occur with increasing 

frequency. In this sense the bureaucratization of professional practice carries with it the seeds of its 

own destruction” (Haug,	1972,	p.	207).  

It is not only the more skeptical client that has implications for professional work, but also 

the types of organizations and management in which professionals in increasing degree find 

themselves. Also in the eighties, McKinlay and Stoeckle explain that hospitals are increasingly 
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managed by a new type of management, and borrow Alford’s term “corporate rationalizers” 	

(McKinlay	&	Stoeckle,	1988,	p.	192). Further, most of the administrators are trained in 

management rather than medicine, which leaves rationalization, productivity and cost efficiency as 

emphasized goals, which clearly often compete or conflict with physicians’ usual mode of practice 	

(McKinlay	&	Stoeckle,	1988). This is in line with what Haug earlier suggested; “Implicit in the 

focus on professional autonomy is the likelihood of conflict with the authority structure of 

bureaucratic organizations, in which professional work is increasingly located” (Haug,	1972,	p.	

84).  Remember also that professionals are only subject to control by colleagues, meaning other 

professionals with the right knowledge to exert power over professionals. The new manager is no 

longer part of the professional group, but exerts power from the outside, a situation that is new for 

professionals. McKinlay and Stoeckl refer to Weber’s characterization of bureaucracy, where 

hierarchy, a strict chain of command from top to bottom, an elaborate division of labor assigning 

specialized tasks to qualified individuals, detailed rules and regulations governing work is central	

(McKinlay	&	Stoeckle,	1988,	p.	197).  They further write that Weber also emphasized that 

bureaucratic employees are “subject to strict and systematic discipline and control in the conduct of 

the office they occupy” 	(McKinlay	&	Stoeckle,	1988,	p.	197), which seems to leave little space for 

professional autonomy.  

McKinlay and Stoeckl found grounds to criticise Freidson's arguments for professional 

dominance(Freidson, 1988b), and argued for a proletarianization also of doctors	(McKinlay	&	

Stoeckle,	1988). Among other things, they argued for the importance of not just base an hypothesis 

on the past, but as they put it; “The thesis of corporatization, or proletarianization, looks toward the 

future and argues, on the basis of what is presently occurring and has already occurred in other 

sectors of the economy, that this is also likely to happen to doctors in the future” 	(McKinlay	&	

Stoeckle,	1988,	p.	199-200). They accused Freidson for only basing his thoughts on professional 

dominance, which at this time enjoyed recognition as the dominating view on professionalism, on 

the “golden age” for physicians back in the sixties, not taking into account the current changes 

occurring in the health care sector	(McKinlay	&	Stoeckle,	1988). McKinlay and Stoeckl argued for 

a proletarianization view on the future, and defined it as follows; “Proletarianization seeks to 

explain the process by which an occupational category is divested of control over certain 

prerogatives relating to the location, content, and essentiality of its task activities, thereby 

subordinating it to the broader requirements of production under advanced capitalism”	(McKinlay	&	

Stoeckle,	1988,	p.	200). To make it more applicable to research, they came up with seven specific 
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professional prerogatives, that is either lost or reduced through proletarianization 	(McKinlay	&	

Stoeckle,	1988,	p.	201): 

1. The criteria for entrance (e.g., the credentialing system and membership requirements); 

2. The content of training (e.g., the scope and content of the medical curriculum); 

3. Autonomy regarding the terms and content of work (e.g., the ways in which what must be done is 

accomplished); 

4. The objects of labor (e.g., commodities produced or the clients served); 

5. The tools of labor (e.g., machinery, biotechnology, chemical apparatus); 

6. The means of labor (e.g., hospital buildings, clinic facilities, laboratory services); and 

7. The amount and rate of remuneration for labor (e.g., wage and salary levels, fee schedules). 

Drawing on the above reflections and the prerogatives given by McKinley and Stoeckl, it is 

indicated that if for example the work content, the tools or the general organization of the hospital is 

changed, this might very possibly challenge important properties of professionalism. In number 

five, we can add the more recent implementation of information technology such as electronic 

patient records, administrative platforms and electronic medicinal charts as examples, and then it 

proves very useful for the purpose of this thesis. To summarize this section, it is referred to Haug’s 

prediction already in the early seventies: 

 
“Will the 'professionalized' society be ruled by the professions as a concomitant of their monopoly over 

knowledge? Will the power lie in the hands of the expert who has access to scientific mysteries, advises the 

client for his own good, and is backed by bureaucratic authority? Or are other forces at work in a shifting 

struggle for control in which the professional is likely to lose, in the end perhaps rendering the very concept 

of profession obsolete?” (Haug,	1972,	p.	196-197). 

2.2 The entrance of managerialism in hospitals 
Moving from one logic to another, in this section it is the “new mindset” that is in focus. What is it 

that is meant by NPM or managerialism, why is it relevant to this thesis, and what do we know 

about its relation and interference with professional practice? All of these are questions that will be 

visited during this next section. 

2.2.1 The logic behind managerialism 

The many initiated changes and laws can be seen as a response to several circumstances such as a 

growing population, increased life expectancy, medical developments and technological 

advancements. These circumstances are not unique for Norway, and we can see that similar 

countries like Denmark, as well as the USA, GB and other western European countries, are 
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pursuing the same search for a way of coping with and utilizing these encounters 	(P.	T.	Andersen	

&	Jensen,	2010;	Magnussen,	Hagen,	&	Kaarboe,	2007;	Mattei,	Mitra,	Vrangbaek,	Neby,	&	

Byrkjeflot,	2013;	Reay	&	Hinings,	2005;	Toth,	2015). Each country has its own twist, but a 

general new mind-set is recognizable across boarders, and it is often referred to as New Public 

Management (NPM), and a managerialization of the health care sector. This political flow has won 

greater terrain in the western countries since the eighties, seemingly acting as a foundation and 

inspiration for all restructuring and redistribution of power occurring. Changes in the Norwegian 

health care sector is further explained and illustrated (figure 2) in section 2.3.1. 

New Public Management principles have it’s resemblance to the private sector, where 

management and structure is at the core, a market imitation is present, and everything is translated 

into numbers and scales in order to monitor effectiveness, costs and quality. Mergers of hospitals	

(Magnussen	et	al.,	2007;	Reay	&	Hinings,	2005) in pursuit to obtain economies of scale reveal the 

market imitation, activity based accounting 	(Hagen	&	Kaarbøe,	2006) reveals the focus on 

monitoring, and the way of referring to hospitals as provider of special health care and the patients 

as educated client with rights(Lov om pasient- og brukerrettigheter, 2001), is another indication of a 

more business-like approach to health care operations. The increased bureaucracy present at the 

hospitals is another consequence of NPM mind set.  

2.2.2 The interplay between managerialism and professionalism 

 
“All developed health care systems operate on the basis of tribalism” (Hunter,	1996,	p.	799).  

 
The above quote illustrates quite well what is the common perception of the health care sector 

today. The management are seen as one group with its own agenda, culture and norms, and then we 

have other tribes like doctors or nurses with their own value-systems, ambitions and norms. 

Coinciding with the restructuring of the health care sector, these tribes are all present at hospitals, 

and the balance between them is altered. When exposed to a new society or the entry of another 

tribe, a tribes norms and customs are challenged. Change is not something humans naturally 

embrace, the uncertainty about the future, and the fear of losing ones control, leads to a natural 

reaction to mark territory and if necessary enter into a “battlefield where campaigns are waged 

using all available sources of power”, to borrow DiMaggio’s metaphor as cited by Rey and Hinings 	

(Reay	&	Hinings,	2005,	p.	352). This has been the dominating picture of hospitals among 

researchers, and perhaps also the different staff employed within them.  The changing roles of 
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health care personnel (Hunter,	1996), Sovereigns under siege(Toth,	2015), The interplay between 

managerialism and medical professionalism (Correia,	2013), Professional identity and role 

transitions 	(Spehar,	Frich,	&	Kjekshus,	2015) are all examples of articles that investigate the 

“battle” between the two ‘tribes’ managers and professionals, and how the entry of managerialism 

affect professionalism in the health care sector. 

Hunter finds that “Instead of hospitals seemingly existing for doctors with administrators 

primarily facilitating their work and that of nurses, there is now much more emphasis on the control 

and direction of medical work” (Hunter,	1996,	p.	804), which fits the earlier characterization of 

NPM or managerialism. He further explains; “In particular, reform has stressed the need for 

improved management as a means of achieving increased efficiency among health care personnel 

and better accountability for what they do through closer performance monitoring”	(Hunter,	1996,	

p.	799). It is especially this idea of accountability and monitoring that seems to threaten the 

professionalism, and further the blindly accepted fact that professionals will be more efficient if 

controlled, which seems plausible to be in contradiction to the theoretical emphasis on occupational 

control as important to professional work. “Because these developments are in part being driven by 

cost considerations, and not primarily by considerations of quality or service improvement, they are 

viewed by professionals with a degree of scepticism, if not outright hostility”	(Hunter,	1996,	p.	

800), which is in line with their commitment to basing professional decision on medical knowledge 

rather than cost considerations(Freidson, 2001). Hunter further adds that professionals might fear 

for their professional freedom, and what he refer to as a “cookbook” variety, which is not 

appreciating professional experience and judgement (Hunter,	1996). One of his concluding 

concerns was that low-trust relations might replace high-trust relations favoured by professional 

forms of organizations, which seems preferred by the new managerialism (Hunter,	1996). 

Hunters concern of a deterioration of professional values is similar to what Rey and Hinings 	

(Reay	&	Hinings,	2005) found when studying a restructuring of the health care in Alberta, much 

similar to the centralization of hospitals in Norway in 2002 	(Hagen	&	Kaarbøe,	2006). They 

conclude that “the Alberta health care field moved from one dominant institutional logic (medical 

professionalism) to a new logic (business-like health care), through the government’s use of 

restructuring and constant assertion of its power through action.”	(Reay	&	Hinings,	2005,	p.	375). 

What is here referred to as business-like can be seen as the entrance of managerialism. However, 

they further state that the physicians refused to assume the new logic fully, and so the logic of 

professionalism remained strongly entrenched among the physicians	(Reay	&	Hinings,	2005). This 
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supports the “battle” metaphor referred to earlier, and it underlines the professionals’ commitment 

to their professional group and the significance of authority over own work. This refusal to accept 

the new terms of managerialism, could indicate that Freidson was right when he attributed 

professional dominance to the doctors, but for how long will they withstand the external pressure? 

Professional dominance, or medical dominance as Toth refer to it, is more recently studied 

in Italy, where the concept is unfolded into four different components: 1) professional autonomy; 2) 

superiority over other healthcare professions; 3) influence on policy makers; 4) authority with 

respect to patients (Toth,	2015). With these components, he searched to find how the medical 

profession is and has changed in Italy, when exposed to increased administrative interference, 

management and empowered patients(Toth,	2015). It is found that the professionals are not 

passively accepting the occurring changes (as was also concluded by 	(Reay	&	Hinings,	2005)), but 

suggests that the professionals rather reorganize, change their behaviour and develop strategies in 

order to maintain their autonomy and social influence (Toth,	2015). Thus it is concluded that it 

seems the Italian physicians have retained their “supremacy over other healthcare professions, and 

are particularly adept at controlling the legislative process on healthcare issues”	(Toth,	2015,	p.	

128). However, in regards to the fourth component relating to the relationship between doctor and 

patient, it is found that Italian physicians are experiencing a loss of influence on patients, which 

according to Thoth is evident by the increased lawsuits of malpractices occurring in Italy (Toth,	

2015). This loss of authority in the doctor-patient relationship is what Haug also earlier anticipated 

as a consequence of the more educated patient, and she saw it as a challenge to important 

professional qualities as was discussed in the section abut professionalism(Haug,	1972;	Haug,	

1976). Toth’s concern was that many doctors might respond by adopting a defensive practice 

(Toth,	2015), which would not be beneficial for patient treatment nor efficiency or quality. 

Another aspect to extract from Toth’s Italian study is that despite the results’ support to an at least 

partly retained medical dominance, the doctors complain about a diminishing professional 

autonomy and that their work has become far too bureaucratized (Toth,	2015). 

 Besides the entrance of managerialism to the hospitals, the professionals have also become a 

more mixed group, as the different specialities have increased and become more distinct. It is then 

natural to ask if they still can be discussed as one consistent group that behaves uniformly? 

Research from a Portuguese hospital suggests that there are significant distinctions within the 

medical profession that causes different medical professionalisms(Correia,	2013), and as this may 

also have influence on how they respond to managerial approaches, a better understanding of the 
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professionals studied is emphasized. Correia also stress that there are various reasons for the 

conflict between doctors and managers, and they also vary according to the different medical 

contexts (Correia,	2013). This is supported by the findings in an earlier cross-cultural study on 

relations between profession and management(Degeling	et	al.,	2006). Based on data from 

Australia, England, New Zealand and China, they concluded that how professionalism is described 

and ‘claimed’ in the mainstream literature, and how professionals and their autonomy feel 

threatened by managerial characteristics, seems highly specific to countries like USA and England, 

as it was very different from what they found in China(Degeling	et	al.,	2006). This knowledge is 

important to remember as this thesis draws on international research, and the empirics are gathered 

from one speciality in Norway. Implicit here is both the need for further specific research on 

different professionals perspectives, as well as more research directed at Norwegian or 

Scandinavian countries with a similar positioning of their hospitals. 

 Bringing together the challenges to professionalism discussed in section 2.1.2, and the 

properties of managerialism declared in section 2.2.1, there are strong support for the scepticism 

towards natural harmony between professionalism and managerialism. Supplied by the entrance of 

managerialism, restructuring of hospitals, new funding system, new reporting and priority routines, 

new technological aids and new power relations are exposed to the hospital and the environment in 

which the professionals work. All of these measures seem plausible to affect several of the 7 

prerogatives	(McKinlay	&	Stoeckle,	1988), and for the purpose of this thesis, when looking at a 

concrete managerial measure at one hospital department, the following prerogatives proves useful 

to highlight: 

  
• The autonomy over own work (reporting, new laws, expectations from management) 

• The objects of labour (the patients and their treatment procedure, prioritization, involvement) 

• The tools of labour (implementation of new technology) 

 
Even though the professionals are exposed to those challenges, some studies have shown that not all 

of the managerial measures have the anticipated results of a weakened professionalism	(Reay	&	

Hinings,	2005;	Toth,	2015;	Veronesi,	Kirkpatrick,	&	Vallascas,	2013). Some professionals take 

to active measures to avoid losing their influence, by enter into higher managerial positions 	

(Kjekshus	&	Spehar,	2012), but it is also suggested that physicians may find it difficult to combine 

the managerial position with the professional identity (Spehar	et	al.,	2015). Whether this new 

engagement is a meaningful development is not yet thoroughly studied, but one English study 
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suggests that it could be beneficial for the quality of the service(Veronesi	et	al.,	2013).  Their 

analysis of professionals’ involvement in the board of directors at hospital trusts, “reveals a 

significant and positive association between a higher percentage of clinicians (professionals) on 

boards and the quality ratings of service providers”	(Veronesi	et	al.,	2013,	p.	147). 

2.2.3 The reality and facilitation of managerial measures in hospitals 

It is emphasized in this thesis, that the environment within hospitals are complex, and it is therefor 

not possible to account for all variables, thus also difficult to predict or determine causal effects 

between initiatives and actual changes. This underpins the importance of investigating the sector on 

different levels, scopes and perspectives. By combining existing research one can compose a more 

holistic picture of interrelations and connections that operates within a hospital. Following, the 

purpose of this section is to provide insight into how managerial measures have been observed to 

affect professionals, with special focus on similar measures to the one employed in this thesis. 

Based on empirical data gathered from four US hospitals, the move from unrestricted to 

restricted work hours for surgeons illustrates how a measure based on managerialism can have 

unexpected effect on the surgical identity, due to their rites of passage during residency	(Brooks	&	

Bosk,	2012). By imposing new rules, there arose a potential rift between the occupational identities 

of the ones training before and after the implementation	(Brooks	&	Bosk,	2012). When the 

professional identity itself is threatened, the residents struggle to find their occupational identity, 

and as it is determined within the sociology of professions, their identities, norms and affiliation to 

the group is of great importance to them, it is likely to be sceptic about its implications for the 

profession. This indicates that by implementing new routines, it is plausible that some aspects of 

this change, by altering their socialization also endanger their stereotypical professional identity. 

Since the consequences of such unexpected alterations in professional behaviour is not yet known, 

this study underpins the importance of not ignoring the norms and rites that professionals have 

embedded in their work, when imposing new procedures in their environment (Brooks & Bosk, 

2012), which supports the need for a better understanding of how the professionals are, why they 

are as they are, and to what benefit or challenge it is to their environment(Stevens,	2013). 

Evident from the earlier section on managerialism, is that the implementation of NPM 

principles is accompanied by an increased demand for data on health activities (Vikkelsø	Signe,	

2007). Gathering and production of such data can only be facilitated by the introduction of 

Information and Communication Technology (ICT) in various forms, and is therefor a major 

objective for many governments 	(Garrety,	McLoughlin,	Wilson,	Zelle,	&	Martin,	2014). A 



 19 

digitalization of patient health data, such as patient records, is commonly believed to foster 

streamlined care, cut costs and reduce mistakes(Garrety	et	al.,	2014), or as more thoroughly 

described by Vikkelsø (Vikkelsø	Signe,	2005): 
a) Improve inter-organisational coordination by smooth exchange of patient information across 

institutions 

b) Improve intraorganisational efficiency through increasing exchange of information and cooperation 

among the staff, and greater transparency in the use and allocation of time and resources; and  

c) High healthcare quality and fewer errors by streamlining the production and distribution of clinical 

information.  

Since only a few have disputed these expectations, most effort is directed at improving technical 

design or to overcome organizational implementation challenges (Vikkelsø	Signe,	2005). However, 

because the way such implementations affect work practices is not yet understood, a shift from a 

theory of improvement to a theory of distribution is suggested (Vikkelsø	Signe,	2005). A similar 

suggestion is made by Garrety et al, when they suggest a more holistic, flexible and emergent 

approach that prioritises and supports the intentions of those involved in care relationships (Garrety 

et al., 2014), as a help to cope with difficulties related to ICT in the health care sector. It is pointed 

to three dimensions of medical practice that have been redistributed as a consequence of the 

implementation of electronic patient records (EPR) in Denmark; 1) work tasks, 2) organisational 

attention, and 3) risks.”(Vikkelsø	Signe,	2005). The Danish experience with EPR, found that as a 

consequence, new work tasks have emerged, while some of the old have disappeared, and this is 

exemplified by secretaries diminished authority in the system, or the no longer accept for nurses 

hand-copied prescriptions(Vikkelsø	Signe,	2005). If the implementation of ICT is altering the 

distribution of work, and work practices, how might these affect professional qualities? Foucault 

has described the modern patient’s body as “produced through embodied, materially heterogeneous 

work”, which leaves the patient record as a vital part of the production of medical knowledge 	

(Berg	&	Bowker,	1997). The medical record follows the patient through the whole journey across 

the health sector, and is a compilation of what has been done and what should be done and so on. 

This implies that if the practices related to such a vital part of the medical profession are altered, it 

is plausible that it will have an effect on the profession as well. The challenges are perhaps 

somewhat more unpredictable, and vary from the different types of technology and environment in 

which it is implemented, but whether it is technical or not, transitions from one procedure to 

another is usually not straightforward either. As most of the technology is new, it is also the 

learning process that might be challenging to many. In this thesis, it is not crucial to have profound 
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knowledge on digitalization of the health sector, but it seems appropriate to recognize certain 

concerns regarding professionals and new technology. In Denmark, electronic patient records were 

initiated as local bottom-up projects some decades ago (Vikkelsø	Signe,	2007). As it gradually 

became a national and public issue, the main purpose developed into being a tool for providing data 

for research, management and quality control, a step in an attempt to making health care 

auditable(Vikkelsø	Signe,	2007), which is in line with the reasoning relating to NPM principles. 

However, this new vision met resistance during the construction process, by the professionals who 

found the system too complicated and labour-intensive, and additionally by the administrators that 

had difficulties with combining the newly suggested pathways with an already existing 

system(Vikkelsø	Signe,	2007). This led to a “compromise between programs of quality control, 

management information, and ultimately of case-mix funding with no guarantee that it would be 

clinically useful”	(Vikkelsø	Signe,	2007,	p.	282). For the moment, this project is postponed, and it 

is uncertain how it will be developed further, however, this study exemplifies how the 

implementation of new programs is not simply a matter of power and persuasion, but that it can be 

seen as a “contested, transformative process in which both practices and programs of governance 

are changed and respecified” (Vikkelsø	Signe,	2007,	p.	285). This rather new interest in patient 

records by government, reveals a shift of purpose for the reports, from being tools for clinical 

coordination and decision-making, toward serving as registration sheets for the purpose of 

monitoring executed measures and compliance with clinical standards(Vikkelsø	Signe,	2007), or 

even interfere with professional task such as diagnosing behaviour(Reich,	2012). According to a 

recent study in the US, the evidence suggests that the professionals’ relation to medical knowledge 

is changing as a consequence of the implementation of an electronic medical record (EMR)	(Reich,	

2012). Explained by a physician,  EMR technology was beginning to change her mental process for 

diagnosis; Before they had the technology, she usually wrote down a set of symptoms as described 

by her patients, along with her own impression, then she ordered tests, and used these results to try 

and narrow down the possible diagnoses(Reich,	2012). This procedure, she felt, was now turned 

upside down, expecting her to arrive at a diagnosis first, and then get dictated by the computer 

which tests she should order (Reich,	2012). Her concern as a professional, was that too many 

patients were getting the wrong diagnosis as the system forced the professionals to be exact too 

early in the process(Reich,	2012). She adds that this may work well for “the person who comes in 

with a broken foot,” but not for the “complicated, hard-to-figure-out cases.”	(Reich,	2012). 

Assuming this is not intended by the implementation, it implies that the new technology might have 
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unanticipated consequences such as altered work which is initially believed to be crucial for them to 

have autonomy over. This particular example supports the concern for a ‘cookbook’ variety of 

patient treatment that earlier worried Hunter(Hunter,	1996). Further, in a New Zealand study, the 

intentions behind a new ICT system was described to “monitor and scrutinize clinical activity, and 

management hoped to influence clinical behaviour through the increased visibility afforded by the 

system”	(Doolin,	2004,	p.	343). By this strongly managerial influenced development of core 

practices of professionals, it is expected that the medical profession will subtly acquire managerial 

logics inscribed in their practice(Vikkelsø	Signe,	2007). 

ICT proves very plausible to have implications for both work content and professional 

practice, and the important question is; how do the professionals respond? As revealed in the 

example from Denmark, the project was put on hold, as a consequence of opposition from 

professionals among others(Vikkelsø	Signe,	2007). In the Now Zealand example, the doctors did 

not appear as passive subjects of the ICT, actually, some of the professionals challenged the validity 

of the information produced or used it to argue for more resources, and thereby were able to resist 

the application of this information (Doolin,	2004). This indicates two things, first, that 

professionals does not agree with all managerial decisions that have significant implications for 

their workday, and second, that they still have enough influence to reject some of them.  

 It is evident from the above literature that the implementation of ICT is not straightforward, 

and caution is suggested. It is argued that only by changing from paper to electronic, one may not 

only change what professionals do, but that their understanding of work and self might also be 

altered 	(Halford,	Obstfelder,	&	Lotherington,	2010). One should have a keen eye to unexpected 

consequences and emerging dilemmas, and bring in a more holistic approach to the research field. 

One suggestion is to explore the distribution approach(Vikkelsø	Signe,	2005), however it is 

important to not uncritically assume as facts what is believed to be self-evident benefits and utility 

of digitalization in the health care; nor is it beneficial to resist the technology on basis of fear for its 

difficulties, thus a better conversation around electronics are encouraged (Garrety	et	al.,	2014). 

2.2.4 Transferability 

In the foregoing sections on professionalism and their encounter with managerialism by the 

entrance of New Public Management, we have learnt from international experience. However, how 

can it be argued that conclusions drawn on data gathered in other countries can be, or cannot be 

transferable to Norway? For example, the health care sector in Norway is almost fully provided by 

the state, and funded by taxpayers money, whereas in USA, almost every hospital is private, and the 
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state has less responsibility for providing and funding health care. It is said to be significant 

differences between how private and public organizations are organized and operated, and therefor 

it is natural to question if the literature on the profession of medicine in the USA can be useful 

when investigating the professionals that work in a public hospital in Norway. However, USA, GB 

and other western countries as well as Norway meet many of the same challenges, which leave 

international experiences useful to the situation in Norway. It is therefore argued that the 

international literature provided in this thesis is useful and representable to identify common 

tendencies, consequences and possible prospects for the health care service in Norway. Still, it is 

important to remember that it is not proven facts in Norway just because it is the case in another 

country. The analysis is what connects the international literature to the Norwegian case, by 

discussing the Norwegian findings against the international base of research. This reflection is also 

in alignment with the underlying paradigm, as it is generalizable if similarities are seen across 

settings. 

2.3 Norwegian experience and contribution 
This last section is taking a closer look at the experiences with reforms in the health care sector in 

Norway, and provides therefore more compatible knowledge for the purpose of this thesis. The 

research within the field of health care service in Norway has not a long history compared to the 

international scope, but it is a growing field, presumably as a consequence of the big jump in 

changes exposed to the health care sector from around the millennium (See figure 2 in 2.3.1). 

Naturally, the reforms, or certain elements of the reforms initiatives, have been the starting point for 

many studies, but the directions vary. However, what is similar is the level on which the analysis is 

done, as most of the studies are investigating the whole reform process or general effects seen from 

a macro perspective. During the next two sub sections, what is known about the state of hospital 

doctors and what evidences there is for reform consequences are discussed in relation to Norwegian 

experience. 

2.3.1 Managerial measures in Norwegian hospitals 

Leading up to the formation of the health service act in 2013(Helsetjenesteaksjonen.2013), the 

health care sector had been in continuous change since the late nineties, and as illustrated by figure 

2, the changes still continue. Thus is it difficult to specifically point out causal relation between an 

initiated change and actual consequences. Figure 2 is a historic overview of legislatives and 
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political decisions, since the eighties, that natural has had implications for the work environment in 

which hospital doctors today operates. 

 
Figure (2) Source: Egge, 2016. 

Events marked with a hammer symbol are laws, and the other is long-term plans initiated and 

decided by the government. In addition, societal and professional forces also have great impact on 

the development of the health care sector. However, for the purpose of this thesis, it is only 

necessary to get an overview of the wider environment, to be aware that the professionals working 

at a hospital in Norway have been under pressure of many forces for a long period of time.  

The law for all health personnel that entered into force in 2001(Lov om helsepersonell, 

2001) replaced the previous law that had only included physicians. This switch left physicians to be 

treated as equals among health personnel, and it is only in §4, regarding responsibility, that a doctor 

is ensured instruction right in medical cases. This is one of the more direct signals of a deterioration 

of a professionals’ occupational control, and a challenged superiority among other health personnel. 

Moving to the other part of the doctor-patient relationship, the law for patient- and user rights were 

put to practice the same year(Lov om pasient- og brukerrettigheter, 2001). As a consumer of health 

care, you now have the right to a maximum waiting time (depending on diagnosis), you have the 

right to complain if dissatisfied with the service, and you can also choose your preferred place of 

treatment(Lov om pasient- og brukerrettigheter, 2001). Evidently, this law strengthen the patient’s 

position in the doctor-patient relationship, and is a clear sign that the earlier paternalistic and 

asymmetrical relationship now is on its way out. A shift in mind set has happened, and now we 
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speak of a health service for the educated consumer, and of the health personnel including the 

physicians, as merely a tool in obtaining this goal. Historically, the doctor was at the centre, and the 

institution were built around him, but now the focus has shifted, and it is the institution that is built, 

and the doctor is simply someone who works there. The market imitation is also evident by placing 

the hospitals in a position to compete for their patients. Having establishing rights and 

responsibilities for both health care personnel and patients, a contribution to another recent law 

about special health care, the law of health authorities are made(Lov	om	helseforetak,	2001). By 

this law, the state, who already had the responsibility for special health care (Lov	om	

spesialisthelsetjenesten,	1999), now assumed full ownership over the 5 health regions that earlier 

belonged to the counties. Each region was made into an enterprise, with responsibility for all other 

authorities within their region. The regions were already established, since 1974, but they had been 

the responsibility of counties, and cooperation between them was only mandatory since 

1999(Magnussen et al., 2007). Now each region was made into one authority, with overall 

budgeting and operations control for all authorities within its region. This meant big structural 

changes, and is often referred to as the health care reform of 2002(Magnussen et al., 2007). Later, 

the south and east authority was merged into one, leaving the total of 4 health enterprises 

(Regjeringen.no, 2014). The special health care in Norway is now organized as in figure 3. 

 
Figure (3)  Source: Egge, 2016. 

In 2012, the white paper “One inhabitant – one journal” was presented and accepted in the 

Norwegian Parliament(Helse-	og	omsorgsdepartementet,	2012), and this also results in two new 

laws in 2015, one concerning health register, and one concerning patient records 

(Helseregisterloven, 2015; Pasientjournalloven, 2015). The first law applies to health registers that 

are used for example for statistics, health analysis or other research purposes, and the other law 

regulates the organizational duties related to the processing of health information, such as patient 
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records, specialist system, lab system, X-ray and patient administrative systems(Helseregisterloven, 

2015; Pasientjournalloven, 2015). By these initiatives, the Norwegian government intended to 

clarify the objectives and show direction for further ICT development within the healthcare sector. 

The Governments overall objectives for the ICT development was, as stated in the white 

paper(Helse-	og	omsorgsdepartementet,	2012);  

a) Health professionals should have easy and secure access to patient and user information. 

b) Citizens should have access to simple and secure digital services.  

c) Data shall be available for quality improvement, health monitoring, management and research. 

In order to achieve these goals, it is further stated that the government will strategically focus on 

how to realize “one journal”, new digital services for patients and users, referred to as “My Health” 

online, stronger national governance and coordination of ICT development in the health care sector, 

and completing the measures already initiated(Helse-	og	omsorgsdepartementet,	2012). 

In addition to the political and legislative forces described above, the special health service 

is also challenged by itself, in the sense that the professional developments create new opportunities 

and task shifting between specialities. New technology offers better procedures that for example 

leave surgery in some cases superfluous, and in other cases microsurgery can now treat diagnoses, 

which earlier had to be treated with medication. Technology also has a big impact on medicinal 

development as it fosters new knowledge and possibly new cures. In addition to directly altering 

medical procedures, technology also partakes in restructuring of the environment in which they 

occur. New information and communication technology (ICT) can be seen as a facilitator, a means 

to serve the managerial goals, and not just a fruit of the technological era in which it exists. Some of 

the new laws and demands that follow from managerialism would not even be possible to achieve 

or fulfil without the implementation of ICT, thus is the choice to use a technological new tool as a 

managerial measure at department level both appropriate and purposeful. 

2.3.2 Professionals respond to managerial measures 

The changes to the Norwegian sector have been significant for many years already, but what is 

known about how professionals’ respond? Kjekshus and Røhme asked in 2001, 91 physicians 

allocated on two departments, to register their work tasks during a workweek	(Kjekshus	&	Røhme,	

2001). Although there are many uncertain variables, the study indicated that “the physicians spent 

on average 60% of their time on clinically related assignments, 25 % of this in direct contact with 

patients.”	(Kjekshus	&	Røhme,	2001,	p.	1458). After controlling for differences in organizational 

conditions, the variations were significant, emphasizing the difficulties by using average scores on 
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physicians’ use of their time	(Kjekshus	&	Røhme,	2001). In 2010, professionals were put into 

focus, in order to see if their job satisfaction might have been affected by the recent reforms in 2001 

and 2002	(Aasland,	Rosta,	&	Nylenna,	2010). Based on quantitative data from 2000, 2002, 2004 

and 2006, concerning both general practitioners and hospital doctors, they find that “job satisfaction 

among Norwegian doctors is high and increasing. The lack of impact on this even from 

comprehensive healthcare reforms points to a robust satisfaction based on internal values more than 

external changes. The consistent finding of increasing – rather than declining – job satisfaction 

among Norwegian doctors, contrasts with widely held opinions in the public.”(Aasland	et	al.,	

2010,	p.	253). This is a study that would be very interesting to conduct today, after the formation 

of the health care service act in 2013. However, it indicates that to doctors motivation is deeply 

embedded in the core of their practice. 

Another angle on studying professionals was taken in 2011, and then the interested lay in the 

role that professional subcultures played when implementing reform initiatives	(Martinussen	&	

Magnussen,	2011). As earlier explained, the restructuring of the health care sector is based on 

market oriented principles, which is also commonly thought to challenge professional identity and 

occupational control. They studied survey data collected in 2006 	(Martinussen	&	Magnussen,	

2011), after asking hospital doctors about how they perceived issues such as reform’s overall 

impact on the hospitals, and whether they believe that the reform has led to more equal access to 

health services, better medical quality, and increased hospital productivity 	(Martinussen	&	

Magnussen,	2011,	p.	195). They emphasize the importance of asking doctors, as some of them 

also have managerial roles, thus have impact on implementation at department level. In their 

concluding remarks, they state; “The introduction of market mechanisms and business management 

principles into public health care systems is commonly assumed to lead to increased efficiency and 

more responsiveness to patient needs. However, such hospital reforms have turned out to be rather 

controversial due to lack of evidence that the stated objectives have been achieved, the ideological 

opposition to introducing market mechanisms in health care, and especially the reformers’ failure to 

consider health professionals’ opinions.”	(Martinussen	&	Magnussen,	2011,	p.	199). 

Further studied are the managerial roles, assumed by professionals, and the focus is here 

directed to how they use budgets as strategic control adjustments	(Nyland	&	Pettersen,	2012). 

After the restructuring of hospital management in 2002, more pressure was put on clinical managers 

to control activity level within their clinics, and therefor also budgeting was stressed	(Nyland	&	

Pettersen,	2012). By interviewing several clinical managers (professionals) at three different 
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hospitals, they could explore the legitimacy of budget as control process at clinical level, and found 

that there were variations on how to cope with budget frames	(Nyland	&	Pettersen,	2012). They 

further state “that budgets do not serve strategic purposes very well in the hospital sector.”	(Nyland	

&	Pettersen,	2012,	p.	28-29). They explain that this challenges the idea that strategic means-end 

rationale applies to hospital management, as it is indicated by the new management structure	

(Nyland	&	Pettersen,	2012). They emphasise the importance of being aware of how professionals 

use budget information when managing hospital departments, because of their medical background 

that usually indicates a different approach to management than mercantile educated leaders	(Nyland	

&	Pettersen,	2012). 

Based on literature review and existing data from a longitudinal study, Kjekshus and Spehar 

analysed medical management in Norwegian hospitals, and found evidence that by the entrance of 

other professions at the hospital, Norwegian doctors might have lost some of their previous 

dominance in hospital management	(Kjekshus	&	Spehar,	2012). Still, they further argue “that 

doctors appear to regain an influential position in formal decision making by entering positions with 

higher potential for influence”	(Kjekshus	&	Spehar,	2012). Kjekshus later encourages Norwegian 

professionals to assume management positions(Kjekshus,	2013), when responding to the earlier 

mentioned chronicle published in the same medical journal(Wyller	et	al.,	2013). He is concerned 

that the doctors today are beginning to organize themselves out of the hospitals(Kjekshus,	2013). 

Building on knowledge of how to combine managerial and professional concerns, 30 clinical 

managers was interviewed and observed, in hope of understanding the influence their professional 

background have on their practice as clinical managers (Spehar	et	al.,	2015). Central to their 

findings was the difficulties revealed for professionals to reconcile the role as health professional 

and the role as manager. The clinical managers often maintained their professional identity, and as 

well as using clinical work as a way of gaining respect and legitimacy by peers, the doctors found 

satisfaction and meaning in professional related work (Spehar	et	al.,	2015). In comparison, nurses 

transitioned much faster into the managerial role and positively engaged in those aspects of the role 

(Spehar	et	al.,	2015). The researcher formulates; “Our study suggests that need satisfaction might 

have a part in sustaining clinicians’ motivation to engage and identify with a managerial role, and 

thus developing a complex identity. Organizational efforts to engage clinicians in management need 

to acknowledge the professional identity they bring into the managerial role, and the specific 

barriers that need to be addressed in order to support the transition into a new identity. Our results 
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indicate that aspects related to re-socializing and identity should be included in management 

development programs”	(Spehar	et	al.,	2015,	p.	364). 

2.3.3 Effects of managerial measures 

One of the wanted effects of the 2002 reform was a decrease in waiting time for elective treatment. 

In 2005, Midttun and Martinussen attempted to explain how the reform might have had effects on 

variations in hospital waiting lists by investigating two of the measures taken as a part of the reform 

initiative, ‘ring-fencing’ of elective surgery and activity-based reimbursement at department level 	

(Midttun	&	Martinussen,	2005). They concluded that their “results document that ring fencing 

exerts the expected negative effect on waiting time, whereas the introduction of activity-based 

budgets at departmental level does not have the corresponding effect.”	(Midttun	&	Martinussen,	

2005,	p.	44-45). They further add that the possible reason for this result might be that it takes more 

than a few years to attain the wanted effect, thus is further longitudinal studies required. They also 

elaborate on the complexity of studying such causal relationship within the health care sector, but 

that this only supports the need for more research in the field 	(Midttun	&	Martinussen,	2005). A 

year later, Hagen and Kaarbøe’s study reveal that “one pleasant aspect of this reform process is that 

hospital managers, in the same manner as the county council chairmen in the last 2 years they were 

responsible for specialized health care, can report on shorter waiting times for elective treatment 

and a reduction in the number of patients on waiting lists”	(Hagen	&	Kaarbøe,	2006,	p.	328). Since 

the focus in their study were elsewhere, the main reason for the report on shorter waiting times is 

not evident in this case. They further explain that “this reform process represents the latest attempt 

by the central government to resolve what are viewed as major problems in the Norwegian health 

care system: namely long waiting lists for elective treatment, lack of equity in the supply of hospital 

services, and a lack of financial responsibility and transparency that led to a blaming-game between 

the counties, as the former owners and the central government” 	(Hagen	&	Kaarbøe,	2006,	p.	320). 

After investigating different aspects related to the reform, they suggested that the main lesson to be 

“learned from the Norwegian experience is that central government involvement in local and county 

government decision-making can lead to obscure responsibilities and a lack of transparency”	

(Hagen	&	Kaarbøe,	2006,	p.	330). Further review on the consequences of re-centralization of 

hospital authority, and if this is a good way to obtain cost control and higher efficiency within the 

special health care, indicates that the earlier mentioned ‘blame game’ has ceased(Magnussen	et	al.,	

2007). “When the central government is the sole owner of hospitals, this implies that the 

continuous deficits are the responsibility of the management and boards appointed by the same 
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government. In theory, there should be no fiscal imbalance; in practice, demand decisions are still 

taken on a hospital (departmental) level, and the bill passed on to the RHAs (regional health 

authority) and subsequently to parliament”	(Magnussen	et	al.,	2007,	p.	2136). Based on the 

evidence presented in this research, they further suggest that they cannot see any immediate effect 

of the reform on key economic variables (Magnussen	et	al.,	2007). In fact, it is revealed that the 

sector is struggling with large deficits, and only recently it is detected a tendency that the Regional 

Health Authorities tries to adjust their activity to the parliaments intended level (Magnussen	et	al.,	

2007). They ad that efficiency seem to have increased, but based on their research, it is not possible 

to conclude if this is solely as a consequence of the re-centralization(Magnussen	et	al.,	2007). 

Askildsen, Holmås and Kaarbøe contributed in 2010 to the knowledge on effects of the re-

centralization, by focusing on prioritization and patients rights. “The results of the analyses do not 

indicate that centralization of ownership has led to more equal prioritization practices across the 

country. However, there is a tendency for more similar prioritization practices within the health 

authorities. We do not observe an improvement in prioritization practices over time, neither among 

the health regions nor within them, as measured by waiting times for patients of different priorities”	

(Askildsen,	Holmås,	&	Kaarboe,	2010,	p.	207). Earlier research had shown that the hospital 

waiting time had shortened, but now it is indicated that this might have had a negative effect on 

prioritization practices. “Health authorities and enterprises may however have been too much 

concerned with reducing average waiting times for each hospital unit. Objectives of reduction in 

waiting time is more easily met by focussing on patient groups that have at the outset long waiting 

times, since it is easer to make larger gains quantitatively in registered waiting times among those 

patients.”(Askildsen	et	al.,	2010,	p.	208). Financial aspects might also explain the waiting list 

situation, as the health authorities partly are financed by activity based prices related to diagnosis-

group, this gives incentives to treat patients with higher price compared to costs, which seem to be 

the case more often for low-priority patients (Askildsen	et	al.,	2010). This reveals both the 

complexity and the challenges of improving activities in the health care sector, as well as highlights 

the importance of further research on the significance of managerial influence on earlier medical 

based prioritization of patients. “One lesson to be learned from the Norwegian experiment is thus 

that centralization of ownership is not sufficient to obtain equal access to specialized health 

care”(Askildsen	et	al.,	2010,	p.	207). Next, they attempted to develop a method for monitoring 

such prioritization, by using medical guidelines and assign special codes to the medical 

descriptions. The purpose was to link medical knowledge with prioritization, by compare actual 
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waiting time to the recommended maximum waiting times	(Askildsen,	Holmås,	&	Kaarboe,	2011). 

By testing their method on already existing data from the Patient Register, they found indications 

on “that patients suffering from the most severe conditions receive too low priority in the 

Norwegian hospital sector relative to patients of lower priority”	(Askildsen	et	al.,	2011,	p.	968). 

They further explain that there were still a few challenges to the proposed system, but the results 

should raise concern, and encourage further research on the matter.  

The last, but no less interesting, element to address in this review is accountability. The 

emphasis on accountability is both a reason and a consequence of the restructuring of the health 

care sector. One recent research has embarked on this subject, and by comparing reform initiatives 

in Germany, Denmark and Norway, they sought to find evidence of a stronger emphasis on 

managerial accountability as a result of the NPM-inspired reforms implicated in each 

country(Mattei	et	al.,	2013). They refer to managerial accountability in opposition to traditional 

political (public) or professional accountability, and raise concern about the potential threat the first 

is to the two latter. They conclude that the trend towards economization and corporatization, led 

from the New Public Management inspired reforms introduced in these countries, the emphasis on 

both managerial and professional accountability has strengthened, and this seems to gradually 

weaken public accountability (Mattei	et	al.,	2013). This might also indicate that it is likely that the 

span between policy aims and actual managerial and professional performance is elucidated, as it is 

reason to expect that also how and what officials are held accountable for will change(Mattei	et	al.,	

2013). 

2.4 Conceptual framework 
The overall research question in this thesis is if a newly implemented managerial measure has 

interfered with professionalism at department level. This question is asked because it is indicated in 

literature that managerialism is threatening to professionals. Further, it is evidences in literature, 

that by altering their workday, this might have consequences for professionalism, and this forms the 

basic assumption behind the conceptual framework created for the purpose of this thesis. The next 

question is in what way can their workday be analysed, such that it ensures an identification of the 

particular changes that is interesting to this research? It is in this thesis meaningful to acknowledge 

the existence of two different logics at the hospital, managerialism and professionalism(Freidson,	

2001;	Hunter,	1996). Further, it is identified significant contradictions between the to 

logics(Freidson,	2001;	Hunter,	1996;	Spehar	et	al.,	2015), and this can purposefully be utilized 

when combined in a conceptual framework. The contradicting thoughts can be found critical to a 
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professional’s workday, but perhaps in varying degrees depending on context. It is therefore useful 

to divide the workday into meaningful dimensions, which each can reveal the contradictory 

appreciations. It is following formed and presented a theory-driven conceptual framework that will 

be utilized in the empirical analysis. By utilizing such conceptual framework, it is argued for a more 

holistic approach, and thereby contributing soughed knowledge in the research field (Garrety	et	al.,	

2014;	Vikkelsø	Signe,	2005).  

2.4.1 Forming a framework 

By utilizing the concept of distribution(Vikkelsø	Signe,	2005), in combination with prerogatives	

(McKinlay	&	Stoeckle,	1988) that is expected to be reduced or lost by being exposed to managerial 

beliefs, and the assumption that a manifestation of managerialism can alter workday(Halford	et	al.,	

2010), a framework can be identified. The workday is the core of the concept, divided into four 

dimensions, which all is plausible to have affect on professionalism. This division is inspired by the 

distribution concept, by choosing not to only see the workday as one body that can be altered, but 

decompose it into parts, and look for changes or redistributions within the workday. This helps get a 

better and more nuanced view of the implications. The dimensions are decided based on presented 

theory of what is important to professionals, what seems to be in conflict with managerialism, and 

what is likely to be affected by the implementation of ICT, as the chosen manifestation of 

managerialism in the empirical case is an ICT. The basic assumption along with the four 

dimensions of the workday, are illustrated in figure 4. The figure shows two levels; the overall 

research question is illustrated by the three white elements (manifestation of managerialism, 

workday, and profession) and constitutes the main level. The four grey dimensions (routines, time, 

quality/risk, control) compose a sub-level of the workday element. The proportions and the amount 

of interrelation between the different dimensions are not ascribed any weight in the illustration, as it 

is difficult to say anything about which dimension is more prominent or important than the other 

without any theory or experience on the subject. What is important, is that all four dimensions is 

components of a workday, they are interlaced, and generates a discussion of whether a change to 

the dimension will have implications for professional practice, thus affecting the profession. By 

investigating professionals’ perception of how the implementation of such system has affected each 

dimension, one can ultimately discuss if this has resulted in a change to the profession itself, as each 

dimensions relates to theoretically important aspects of professionalism. The reasoning behind each 

dimension, and the three other entities are further explained following. 
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Figure (4) Source: Egge, 2016. 

2.4.2 Managerial measure 

By including ‘managerial measure’ as a separate element in the conceptual framework, it is possible 

to discuss the actual implemented system and how it is placed within the professionals’ 

environment, as perceived by themselves. Here it is room for detecting aspects of the 

implementation that perhaps was not anticipated, but is indicated by the interviewees as important 

for the further analysis. Managerialism can appear in hospitals in many ways, but the overall logic 

behind each measure is the same; a more business-like approach driven by such as cost 

considerations, efficiency improvement, risk considerations, and means-end rationale	(Hagen	&	

Kaarbøe,	2006;	Hunter,	1996;	Mattei	et	al.,	2013;	Nyland	&	Pettersen,	2012). One example of a 

managerial measure imposed on hospitals, are the implementation of new ICT, and especially the 

digitalization of patient reports(Garrety	et	al.,	2014;	Vikkelsø	Signe,	2007). The patient record is 

at the core of the professionals work	(Berg	&	Bowker,	1997), and it is therefor expected that if this 

is altered, it will have implications for professional practice(Vikkelsø	Signe,	2005). The empirical 

case providing knowledge to this thesis is based on professionals’ reflections regarding the 

implementation of an online patient administrative platform (OPAP) that includes a new EPR 

system, at a Norwegian hospital department. This particular example is more thoroughly described 

in part 4. 
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2.4.3 Workday 

To be able to gain insight in how the manifestation, and the dimensions is placed within the 

professional environment, an understanding of what constitute a typical workday is necessary, and 

this can be provided during the interviews. This is also to detect what is interpreted as the core of 

their workday. How is managerialism placed in their environment? Does it take up much space, or 

is it not even mentioned? Here is a possibility to look for an attitude, and what seems most 

important to the professionals. 

For the scope and purpose of this research, it is useful to draw on two of three dimensions of 

medical practice, that have been proven to be redistributed as a consequence of implementation of 

electronic patient records (EPR) in Denmark; work tasks and risks (Vikkelsø Signe, 2005). Work 

tasks and risks are concepts that are part of a professionals’ workday, and influences the dimensions 

presented in the framework, thus are they also plausible to affect the medical profession in some 

way. The autonomy over own work (reporting, new laws, expectations from management), the 

objects of labour (the patients and their treatment procedure, prioritization, involvement), the tools 

of labour (implementation of new technology) are all prerogatives that are anticipated to be either 

lost or reduced through proletarianization 	(McKinlay	&	Stoeckle,	1988). This means that the 

control over certain professional properties might be divested, leading to a subordination of 

professionals to the broader requirements of production under advanced capitalism	(McKinlay	&	

Stoeckle,	1988). The term prerogatives, initially reflects that these properties are seen as privileges 

given to the professionals, and is something that can and is subjects to be taken away. The question 

is however, is it a privilege, or is it a necessary property? 

2.4.4 Profession 

This element is what generates the holistic view in the research. By evaluation of the other elements 

and dimensions in light of both theory and empirics, one can compare to overall assumptions on 

professionals, and form an opinion of the concluding result, as well as further research, through this 

last element. How each dimension relates to professional practice is explained under each term 

further down, and these relations is what enables an evaluation of how the implementation of OPAP 

has interfered with professional practice. Because professional practice is believed to be dictated by 

the logic of professionalism(Freidson,	2001), it can be further discussed whether a change of 

practice is an indication of a new combination of managerialism and professionalism	(Reay	&	

Hinings,	2005;	Vikkelsø	Signe,	2007), a hybrid, or if it has occurred a proletarianization, or 

deprofessionalization	(Haug,	1972;	McKinlay	&	Stoeckle,	1988). 
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2.4.5 Four dimensions based on contradictions 

Routines, time, quality and safety, and control are carefully chosen to reflect important dimensions 

of a professional workday. The reasoning behind each dimension is further explained in a section 

responding to each dimension, but first, the contradictions that form the basis for the choice is 

elaborated on. “Because these developments are in part being driven by cost considerations, and not 

primarily by considerations of quality or service improvement, they are viewed by professionals with a 

degree of scepticism, if not outright hostility”	(Hunter,	1996,	p.	800). This quote refers to developments 

such as increasing accountability and information demands, and the stressing of effectiveness 

(Hunter,	1996), which is typical for managerial initiatives	(Martinussen	&	Magnussen,	2011;	

Mattei	et	al.,	2013), and it illustrates how it is base for significant contradictions between 

managerialism and professionalism, as described in the literature review. In this thesis, 

managerialism and professionalism is purposefully referred to as two different logics, and the ideal 

typical professionalism, as presented by Freidson (see p. 9), was presented as a suggestion for 

organizing professional work based on their logic, so that essential professional values and norms 

were not to be threatened(Freidson,	2001). It is argued that, if such type of specialized work is 

organized on basis of managerial logic, vitalities to professionals will be challenged and 

weakened(Freidson,	2001;	Toth,	2015). However, it is also argued that despite this threat, 

professionals somehow manage to retain some of their superiority, their power within their 

environment	(Freidson,	1988b;	Martinussen	&	Magnussen,	2011;	Reay	&	Hinings,	2005;	Toth,	

2015). By extracting some of the points from Freidson’s ideal-typical professionalism, 

contradictions can be illuminated and form a base for the division into workday dimensions. Ideal 

professionalism ascribe professionals special status in the labour force based on the acknowledged 

knowledge that professionals possess, an exclusive jurisdiction in their occupational environment, is 

sheltered from external and internal market based on their acknowledged credentials, and the 

ideological commitment to quality rather than economical gain(Freidson,	2001). The contradiction 

that is met by the entrance of managerialism is given by the focus on economy as a measure for 

prioritization rather than medical knowledge, the entrance of market simulation, the increased 

monitoring which leaves less space for faith and trust in the credentials and autonomy of the 

professionals, and lastly the status is fading if medical knowledge is left increasingly on the outside 

of decisions. These contrasts can be discussed in relation to the workday through the four 

dimensions, and this is further explained in each separate section.  
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Routines	

This section allows for an investigation of how changes have been at the department, in a more 

concrete sense. How do they perceive that the implementation of OPAP has altered their routines 

and procedures, how was processes done before as opposed to now, and so on. Routines are chosen 

as a dimension as it is very likely to have been changed as a consequence of OPAP implementation, 

as it is a system that allows for digitalization of work, a new way of communicating across place 

and similar. Routines is here acknowledged as an important dimension of a professionals workday, 

and it is also closely related to important aspects of professionalism as exemplified by the study of 

implementation of restricted work hours at a surgical department in the U.S.	(Brooks	&	Bosk,	

2012). Routines is deeply embedded in the workday, and by having an idea of how a workday was 

before versus now, one can structurally identify changes, which can be further discussed in relation 

to other dimensions, such as time, control and quality and safety. This can further lead to a 

constructive discussion on who controls the how, when and where work is done, which relates to 

the contradictions presented above. An example is the altered diagnosing behaviour after the 

increased governmental interest in patient records(Reich,	2012), or the new understanding of work 

and self found with professionals after a shift from paper to electronic procedures at a hospital in 

Norway(Halford	et	al.,	2010). 

Time	

By this term, it is referred to how professionals perceive that time is related to their work now, as 

opposed to before OPAP were put to use. Here it is sought to detect whether certain tasks consumes 

more or less time, is the balance between core and support tasks changed, does these changes alter 

along with a learning period, and so on. This helps generate a discussion on the contradiction 

between the meaning of efficiency, and it can also reveal what tasks that are most meaningful for 

professionals, in the sense that they allow it to consume more time than other tasks. 

Time is often thought of as a scarce resource, especially with the entrance of managerialism. 

The measures taken are especially intended to increase efficiency, which obviously affects the time 

distribution of a workday. However, efficiency might be interpreted differently between 

managerialism and professionalism, because of their contradictory logics. For professionals, time 

spent with the patient, is at the core of their professional practice(Freidson,	2001;	Spehar	et	al.,	

2015), and if someone alter this balance by for example adding or relieving tasks, it is plausible 

that their professional practice is forced to alter as well, thereby indicating a compromise with 

initially practice dictated by professionalism. 
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Quality	and	safety	

Analysing with quality and safety as a dimension is important as it can have crucial effects for the 

services at hospitals if deteriorated. The nature of the health care industry, with the clients receiving 

health services when already being vulnerable, makes this aspect of great importance. Officially, 

increased quality and safety are what many of the managerial measures aspire to achieve(Garrety	

et	al.,	2014;	Vikkelsø	Signe,	2005), but it is also suggested that one should not uncritically accept 

the prospects as facts (Garrety	et	al.,	2014). By investigation how professionals relate quality and 

safety to OPAP, it is possible to carefully look for unanticipated repercussions, or how it can 

influence their perception of other consequences.  

Control	

By reflecting on changes in relation to control, one can identify how professionals might appear 

pressured by OPAP, and if they perceive a loss or reduction of prerogatives	(McKinlay	&	Stoeckle,	

1988), or a weakening of ideal typical professional traits(Freidson,	2001). This dimension also 

allows for the possibility to indicate what changes that might have prominent or less significant 

influence on perceived occupational control, and in which degree there is evidence for an awareness 

of the ‘battle’ between logics	(Reay	&	Hinings,	2005). It is evident from theory provided in this 

thesis, that control is a central concept to the debate on professionalism versus managerialism. The 

significance of control is evident by the many similar terms that are used in relation to 

professionalism. Occupational control, professional dominance, authority over own work, and 

autonomy, are all frequently referred to when discussing the situation for professionals in the health 

care sector. However, the indications provided by the literature regarding respond to managerial 

measures and control, are somewhat ambiguous. Initially, the entrance of managerialism is 

threatening to professionals and some measures have managed to alter pieces of professional 

practice or identity, but professionals seem also to somehow withstand some of the pressure, or at 

least not respond passively to all managerial measures 	(Doolin,	2004;	Reay	&	Hinings,	2005;	

Reich,	2012;	Toth,	2015). 

PART 3 METHODOLOGY 
The aim of this chapter is to introduce the research design utilized in this thesis. How and why 

choices are made is explained and criticised. This knowledge help legitimate and validate the 

research conducted for the purpose of this thesis. The first part is concerned with the research 
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philosophy behind this project, and what this implies for the nature of this thesis. Second section 

and third section presents the design of the project, and argues for the choices made regarding data 

gathering and structure. The fourth section of this chapter describes more specific how the 

qualitative data is collected and analysed. General strengths and weaknesses are discussed in each 

section. 

3.1 Research philosophy 
The reality is a much-debated subject, thus the need for emphasising the basic assumptions behind 

this thesis. Is there such thing as one singular truth waiting to be discovered, or does several 

realities actually exist? Perhaps reality is constructed only when studied, between the involved 

parts? As in any discussion, the arguments are many and conflicting, but it is clear that the 

expectations about reality will determine what one believe is possible to find, and thereby also how 

it is best to look for evidence of it. In the following section, it is explained which belief system on 

which this thesis is built, and further how this has implications for how this research is conducted. 

3.1.1 Paradigms 

Underlying assumptions about reality are referred to as paradigms. Paradigms are systems 

considered to be impossible to prove superior to one another, and therefor they co-exist, although 

constantly debated. Four main types of paradigms can be identified: positivism, post positivism, 

critical theory and constructivism	(Guba	&	Lincoln,	1994), however, different names on similar 

systems, as well as nuances in between also exists(Blumberg, 2011). For the purpose of this 

research, it is only necessary to give a few examples, to clarify which assumptions are made for this 

research, and what could have been different if another philosophy was applied. 

Each paradigm consists of what is referred to as ontology, epistemology and methodology, 

which all poses questions that influences the knowledge production. Ontology asks “what is 

reality?”,  epistemology asks “how can reality be recognized by the study?”, and methodology asks 

the question “how can reality be studied?”(Blumberg,	2011). The main difference between the to 

extremes positivism and constructivism, is their opposite beliefs about reality. Positivists will argue 

that there is only one, objective truth, and this ultimate truth about reality is what is sought to be 

discovered by the research. A constructivist will on his side argue that the truth about reality is 

socially constructed, and therefor is continuously constructed through the research process. There is 

not only one truth, but the one captured by the research is one possible way of describing reality. A 

positivistic approach is often seen in natural science, where it often is more manageable to quantify, 
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control variables, and objectively observe, than in for example social science(Blumberg, 2011). If 

studying the work environment in an organization, it is difficult to account for all the variables that 

might have effect on what is studied therefore an acceptance of the existence of several perspectives 

on reality is important and useful in such a study. To sum up, the main question is if the researcher 

is looking at the objective objectively, or subjectively on the objective? For the purpose of this 

research, it is clear that we need to acknowledge that we cannot account for every variable that 

might shape the professionals workday, and how they perceive their professional reality. We need 

therefore to hold the possibility open for several interpretations of the reality, while still argue that 

this study illuminates important aspects of reality, and why it is representable for this particular 

purpose. 

3.1.2 Critical theory 

Critical theory is the research paradigm, which form the basis for this research. In critical theory, 

the ontology is historically realistic	(Guba	&	Lincoln,	1994). This means that reality exists 

regardless of Men, but at the same time it is socially constructed through time. Social systems are 

unstable, and are available for critics or even changes. The epistemology is subjective and depends 

on theories, which are not neutral, and the researcher is believed to be interactively linked to the 

research object	(Guba	&	Lincoln,	1994). This implies that the values of the investigator can 

influence the inquiry. As the nature of inquiry is transactional, it demands a dialogue between 

investigator and research object 	(Guba	&	Lincoln,	1994), thus is the methodology qualitative. 

Deconstruction and highlighting of different angels, is followed by interpretation and reflections. 

The paradigm has a political agenda, which means that the view on society and social structures are 

critical. Knowledge accumulation allows for a better insight, by the process of revisiting historical 

knowledge, and eroding misapprehensions and ignorance	(Guba	&	Lincoln,	1994). Generalization 

can occur, but only if the values are found similar across settings	(Guba	&	Lincoln,	1994). The 

knowledge is not understood as absolute, and changes through time.  

 Professionals as a phenomenon have been thoroughly discussed for many years already. For 

almost as long, the challenges they meet as the society changes, has also caused wide discussions. 

At the same time this is discussed, the changes occur perhaps also at a higher pace than for 20 years 

ago. This calls for a revision of history and an examination of the present situation for 

professionals. The purpose is to gain a better insight in how the entrance of managerialism into the 

hospitals, have influenced professionals. A better insight into this complex situation is important 

knowledge for possible consequences of managerialism at hospitals. In addition, useful insight into 
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significant connections at micro level can prove useful for future researches regarding professionals 

and their workday. 

3.2 Research design 
Research design refers to which strategy that is chosen and a plan for how it is to be carried out. For 

the purpose of this thesis, and as determined by the chosen paradigm, a qualitative single case study 

is conducted. Following Yins definition of a case study, this implies an empirical study that 

illuminates a contemporary phenomenon within a real life context, and it allows for the use of 

several sources of information (I.	Andersen,	2008). The utilized sources of information are further 

explained in section 3.3. Focus is with the physicians’ before- and after-reflections hence are the 

interviews held during the same week, and there is no need for a longitudinal investigation. From 

the start of this project, it has been clear that the environment in which the physician’s work is 

complex and dynamic, especially due to the many recent reforms and entry of new laws affecting 

the hospital routines. These complexities lead to the lack of a clear idea of which problems and 

challenges that would appear during the study, thus an explorative approach were found useful 

(Blumberg,	2011). An exploratory study is also beneficial as the area of investigation is fairly new 

in Norway, and a strong indication of how doctors and their profession is affected by the 

restructuring of the health care sector is lacking, thus the need for exploration only to learn more 

about the area (Blumberg,	2011). To be able to conduct and discuss our qualitative findings, it is 

necessary to acquire a good understanding of the complex environment in which the interviewees 

work, hence the additional descriptive and explanatory aspects included in this thesis. Literature and 

theory describes and defines, the changes are explained, and the analysis is exploring how this has 

affected hospital doctors’ workdays. 

3.3 Data collection 
Primary and secondary data constitute the data collection in this thesis, and the benefits of these 

sources, are explained during this section. Due to the explorative approach, secondary data was of 

great importance during the first phase of the process. The next phase were dominated by primary 

data in order to investigate the doctors perception of reality, but secondary data was much used 

during the planning of the interviews. In the next three subsections, the two types of data collections 

and the chosen case subject is presented and evaluated. As a step to ensure that the collaborators 

can speak freely, full anonymity is provided. Therefor, names on organization, implemented system 
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and persons are fictional, as is the timeframe for the implementation event, but it does not affect the 

validity of this research. 

3.3.1 Case study 

A case study is widely applied within social science research(I.	Andersen,	2008), presumably 

because it allows the researcher to incorporate the complexity of the organization or phenomenon 

studied. The case study is suitable for both descriptive, explanatory and exploratory studies, which 

is in line with the choice of research design. Further, “Yin defines a case study as an empirical 

inquiry that investigates a contemporary phenomenon within its real-life context; when the 

boundaries between phenomenon and context are not clearly evident; and in which multiple sources 

of evidence are used” (Blumberg,	2011,	p.	256). This definition allows for a broader view, which 

is helpful when investigating such a complex environment in which hospital doctors work. For the 

scope and purpose of this research, a single case study is adequate. By only focusing on one 

department, it was possible to gain a thorough insight into details of their workday, which forms a 

good base for further research. The sources of evidence are wide, including interviews, e-mail 

correspondence, documents and archives. Some privacy issues were encountered when planning the 

interviews, and this process proved time consuming when not in front aware of such formalities. 

This limited the initial expected number of interviewees. However, it is argued that because of the 

quality of the interviews collected, and the type of information sought, the research still represents 

the reality at the case department in an adequate manner. 

 The presented case is a medical department, at one of the larger hospitals in Norway. The 

choice to conduct the research in Norway, was based on three main criteria: 1) Health service 

research is still a quite new discipline in Norway(Nasjonalt	nettverk	for	helsetjenesteforskning,	

2012), 2) Due to the very different positions of health service in a Scandinavian welfare state as 

opposed to in USA or GB, which most of the research originates, international research are useful 

but it cannot be accepted as truths in regards to Norway. 3) There have been many measures 

introduced to the Norwegian health care sector, but the results are not clear, especially in regards to 

consequences at department level. The particular department is chosen carefully, to fulfil the 

following requirements; representable as an average size and structured department, subject of 

recent changes imposed from higher level management in the form of implementation of the online 

patient administrative platform, and geographically within reach to this research. The last but most 

important criterion was the willingness to participate as a case in this study. 
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3.3.2 Primary data 

The distinction between primary and secondary data refers to the researchers contribution to the 

gathering of raw data(I.	Andersen,	2008). Primary data is obtained first hand by the researcher, or 

the research group, and with the specific purpose of contributing to this particular research. The 

author, while taking advantage of a qualitative approach, gathered the primary data utilized in this 

project. Quantitative data was not applicable in this project due to the nature of the desired data. A 

qualitative study is often used when studying new phenomena, and then later, quantitative studies 

follow up by testing the validity of propositions formulated in previous qualitative studies 

(Blumberg,	2011,	p.	144), which support the choice of data in this project. The qualitative data are 

in this project at the core of the research question, trying to capture how the hospital doctors 

perceive the new platform, both it’s strengths and weaknesses, and how they perceive it to have 

interfered with their work. The type of interview conducted and the interview objects are presented 

following, but how it was collected, and how it was processed is explained in section 3.4. 

Semi-structured	interviews	

Interviews are the most widely used source of collecting information for evidence (Blumberg,	

2011,	p.	258). Semi-structured or unstructured interviews are particularly useful if the research 

problem refers to wide-ranging problem area and you as a researcher need to detect and identify the 

issues relevant to understanding the situation(Blumberg,	2011,	p.	265). In this thesis, to understand 

the professionals’ situation and viewpoint towards the implemented patient administrative platform 

is essential, thus is semi-structured interviews appropriate choice of data gathering method 

(Blumberg,	2011).  

Interview	objects	

The first candidate was chosen, as he was already familiar to me, and had accepted to help me 

manoeuvre within the hospital. The other candidates were randomly chosen, after agreement with 

the chief of department, and fulfilling the requirements of being a doctor, and having stayed at the 

case department for at least two years. Because of a few missing answers, only three physicians 

were interviewed.  

Doctor	0	

He is a 55-year-old male surgeon at a surgical department in Norway. He has been a chief physician 

there since the late nineties, and therefor has first hand knowledge on what goes on at and around a 

hospital department, from a physician’s perspective. As he has worked at the same hospital for 
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several years, he also has knowledge on and, is familiar with, other departments and staff at the 

hospital. Being a part of the health care sector since the nineties, he has been affected by the reform 

initiatives, and this helps to understand how a doctor might perceive different aspects. One 

interview was conducted with this interviewee, in order to learn about the hospital, and what might 

be interesting to base our research on. 

Doctor	1	
This is a male chief physician with about ten years seniority at the case department. Earlier he was 

employed at another hospital for a few years, but his speciality is gained at the case department. The 

length of his employment at this department makes him knowledgeable regarding routines and 

eventual changes that have occurred during the last few years. At the moment, he enjoys a 50 % 

research position, and the interview was held at his office at the research facility. He allowed for the 

interview to last for 40 minutes instead of the envisioned 20 minutes, as he had not made any 

appointment with others immediately after the interview. He also seemed eager to help with the 

project, and was very easy and accommodating to talk to. 

Doctor	2	
This is a female chief physician with almost 20 years seniority at the case department. She had 

previously been less than ten years at another hospital. The interview was held at an examination 

room at the department. She had another appointment to keep, so the interview was held for 20 

minutes, as was the initial request by the author. She was very helpful and accommodating to talk 

to. 

3.3.3 Secondary data 

In contradiction to the primary data, secondary data already exists prior to this project. Although 

secondary data is usually developed by others with another purpose, it might still serve as useful 

information on other accounts (I.	Andersen,	2008). By taking advantage of already existing data, 

one can save both time and energy during the research process(I.	Andersen,	2008). Secondary data 

typically involves the summary, collation or synthesis of existing data. The main disadvantage of 

secondary data is that the data is usually not obtained with a similar purpose as your own, and 

therefor might not fit perfectly with the requirements of your research (Blumberg,	2011). 

Furthermore, one has to be aware that the data might have become obsolete, and one has to check 

that it is representative for the specific area of interest, and this should be addressed when analysed. 



 43 

An important distinction between sources of secondary data is whether it is internal or external, 

referring to if it is obtained within or outside the organization of interest (Blumberg,	2011). 

Internal	data	

Internal data is data gathered from within the organization. As it was difficult to find the right 

information, contact with two head of office departments at the hospital, and Doctor 0 were crucial. 

Doctor 0 facilitated contact with the office departments, and then email correspondences with both 

office employees provided further internal documents and reflections about the recently 

implemented online patient administrative platform as well as an organization map, which was not 

available elsewhere due to recreation of their web page. Dr. 0 provided further an opportunity to 

search the Hospital’s internal webpage. In addition, the Hospital web page was searched, but not 

much relevant information was obtained from here. 

External	data	

All already existing information obtained outside the organization, with relevance to the research, is 

what constitutes the external secondary data. Through CBS libsearch, a screening of articles in 

different databases was possible. The databases searched were ebscohost, science direct, google 

scholar, business source complete and scopus. Typical search words were health care reform, 

professionalism, and changing profession of medicine. The relevance of the articles, publishing 

year, and citing number in Scopus were all considered when deciding the significance of the 

articles. The reference list at the end of a chosen article also served as a useful source of new 

relevant information, or to support the validity of another author. Further, Norwegian state 

documents, laws and governmental reports proved useful, as the state is the main actor in the 

changes of the health care sector in Norway. The webpage and the journal of the Norwegian 

medical association was also a viable source of information to this project. To attain an 

understanding of the sociology of professions, a few books were found when searching the library. 

More general media such as Norwegian newspaper articles proved useful to obtain an idea of what 

could be interesting and current to investigate. Although the qualitative primary data is the focus of 

the project, external secondary data is what holds the most weight in this project. In order to be fit 

to investigate such a complex and huge research area, it is crucial to spend much time on 

preparations to understand what is important or not, and thereby being able to simplify and stylize a 

useful example case.  
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3.4 Collecting and processing qualitative data 

3.4.1 Facilitating interviews 

The process of navigating your way in to a large and complex organization such as a hospital can be 

challenging, and it was therefore held an interview with the earlier presented Dr. 0, at the beginning 

of the project. He facilitated further contact with the head of office at his department, and she 

referred me on to the head of office at the case department. The reason for this approach was 

because email addresses and names are not available at the hospital webpage, and it was perceived 

as a better approach than to just meet at the department unexpected. One should also not undermine 

the possible positive effect it could have to be referred by a doctor that is known to the staff.  

 The contact at the case department raised awareness of the formalities that was expected if 

interviews were to be held at the department, and she provided the email to the chief of department, 

which also must approve the request of interviews before contacting candidates. Following, the 

hospitals’ data protection office was contacted, and a formal application was sent (See app. 1). The 

interviewees were then contacted by e-mail, with an information and consent sheet attached (See 

app. 2). The consent scheme consist of a short introduction to the project, explaining why the 

particular person is asked to be a part of the project, and a note on what it will mean to accept to be 

interviewed. At the end there is a short introduction of the author, a note that the chief of 

department has approved and that the hospital’s data protection office is contacted in order to 

evaluate the data processing. At the end, the person should sign if agreed to participate. They are 

also informed that they at any time can withdraw their approval of the use of their interview, and 

that the data will be destroyed after project completion. This procedure is to make the participants 

aware of their rights, and to make them comfortable that the data collected will be processed 

carefully and secure, and in line with the hospitals own guidelines for privacy policy. In line with 

the paradigm, it is believed that the investigator influences the investigated. In this case, the 

investigator, as a student at Copenhagen Business School, represents part of the group that is 

believed to be in conflict with the professionals. To minimize the scepticism by the interviewees, it 

is useful to inform both about the purpose of the project, but also about the investigator, which 

could be placed as having one foot in each group, when also being familiar with several health 

personnel. To make sure that there were no misunderstandings, the information was formulated in 

Norwegian, and the interviews were held in Norwegian, which is their and the author’s mother 

tongue. 
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3.4.2 Conducting interviews 

Semi-structured interviews usually start with rather specific questions but allow the interviewee to 

follow his or her own thoughts later on (Blumberg,	2011,	p.	265). The interviews were held only 

by the author and were therefor recorded. The main advantage of recording an interview is that as 

an interviewer you can focus on the course of conversation rather than on taking notes (Blumberg,	

2011,	p.	267). The disadvantage with tape-recording interviews is that many people feel 

uncomfortable when their responses are recorded and, consequently, this may influence their 

answering behaviour (Blumberg,	2011,	p.	268). When the purpose for the recording was 

explained, none of the interviewees seemed to mind, and this was also the impression during the 

interview. In semi-structured interviews, researchers use an interview guide (See app. 3) containing 

a list of questions to ensure that the interviewer covers the necessary areas and asks the questions in 

a similar, if not identical, way in all interviews (Blumberg,	2011,	p.	265). This also helps facilitate 

the comparability of the collected interviews. 

3.4.3 Analysing interviews 

During the process of analysing data, it is important to be carful for three main reasons; 1) As 

acknowledged by the chosen paradigm, the investigator influences the inquiry, it is therefor 

important to be self critical when interpreting the data, 2) the interviewees are entitled to be 

respectfully reflected in the data, 3) but one should also be aware of the silent reflections, or if they 

perhaps is likely to have responded different in another setting. “A text always involve multiple 

meanings and there is always some degree of interpretation when approaching a text 	(Graneheim	

&	Lundman,	2004) supports this reflection. In order to confront such considerations, and to foster a 

reliable interpretation, a guideline for how to analyse is needed. 

 The basis for the analysing procedure is the transcribed material	(Witzel	&	Reiter,	2012). A 

transcription (See app. 4, for transcriptions of dr.1 and dr.2), is a recording made into a document, 

word for word. From this document, condensations, tables and citations can be extracted, which are 

all applied in this thesis. By representing the data in several ways, the reader is given the 

opportunity to look for alternative interpretations, and in this way, the trustworthiness of the 

findings is increased	(Graneheim	&	Lundman,	2004). Quotations are also used as a tool to 

increase the credibility of the data presented	(Graneheim	&	Lundman,	2004). 

 The transcripts are read through many times to obtain a sense of the whole	(Graneheim	&	

Lundman,	2004) and then the text was marked according to the dimensions provided by the 

conceptual framework	(Witzel	&	Reiter,	2012). These markings were combined between the 
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interviews, forming meaning units, and further formed into condensed meaning units, which is a 

description close to the text, but based on both interviews	(Graneheim	&	Lundman,	2004). These 

condensed texts were further interpreted, and reflections on underlying meaning added. Both stages 

are present in the presented findings, to be sure that the reader have the possibility to look for 

alternate interpretations, and it is also this text that allows for meaningful implementation of 

explaining citations. To easily emphasize the important points utilized in this thesis, a summarising 

table is provided. 

PART 4 EMPIRICAL FINDINGS 
This part presents the findings obtained from the qualitative interviews. However, first the case 

department and the employed example of a managerial measure are familiarised. Thereafter, 

empirical findings are presented following the conceptual framework from part 2. The findings are 

presented by a combination of short condensates, representative tables and are supported by direct 

citations. Further discussion in light of theory will be provided in part 5. 

4.1 A medical department and a new ICT system 
Figure (5) is a representable organization map, showing the line from the top management of the 

hospital, down to the department of interest. It illustrates the complexity of the organization, and 

gives an impression of the scale and scope of the implementation of the online patient 

administrative platform (OPAP) at the whole hospital. The case hospital is one of the larger 

hospitals in Norway. It is a public hospital, and is part of one of the four regional health authorities 

(RHA). As a part of the hospital reform in 2002, the hospital has also undergone a merger with 

other hospitals in the same region. The implementation of OPAP is partly a response to this merger. 
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Figure (5) Source: Egge, 2016. 

Beneath the CEO and the overall administrative bodies, lie several divisions. These divisions are 

made up of departments with similar activities. Examples of such divisions might be Division of 

Mental Health and Addiction, Division of Orthopaedic Surgery, or Division of Cancer Medicine. 

Stepping one level down, each division have a human relations manager, finance manager and 

administrative managers and additional staff that has the overall responsibility for their underlying 

group of departments, which are located just beneath this function. The set of departments may 

differ between divisions, but each department have responsibility for a more specific medical area 

such as Replacement Surgery or Orthopaedic rehabilitation. Stepping even further down, each 

department has its own useful structure. Common functions are Office section, Polyclinic section, 

and a Bed ward section among other more closely related to the specific medical discipline. The 

staff is constituted by both health professionals and administrative staff. The case department is a 

type of medical department, but due to anonymity, the exact type is withheld. 

Before the merger into hospital X, the hospitals was on different levels of the digitalization 

process, and the systems used were varying. After the merger, this became a critical problem, when 
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different departments within the same hospital could not send each other important papers like 

patient reports or referrals. By these experiences and the white paper referred to in part 2 (Helse- og 

omsorgsdepartementet, 2012), it became evident that the whole hospital had to change into one 

system, and in the first half of 2012 a pre-analysis was completed. The whole hospital jointly 

adopted the new system in 2014. The project was thereafter to stabilize, optimize and improving 

new functionalities. The electronic patient record was the biggest part of the project, and had to be 

implemented on the same day all over, in order to communicate across the hospital, but in order to 

implement this, the base of OPAP also had to be in place.  

4.1.1 Online patient administrative platform (OPAP) 

OPAP is an online administrative work place, in the health care sector. According to an information 

document (See app. 4), directed to the employees at the hospital, the intentions behind the 

implementation of electronic patient records (EPR), which is a part of OPAP, is: 

• To secure that patient information is available across disciplines and geography in the hospital, with 

one journal and one joint solution for test results. 

• To establish one joint EPR and patient administration within the whole hospital. 

• To establish uniform work processes for use of EPR across the hospital, for better internally 

interaction. 

• To establish the new regional standard for EPR. 

• To enhance patient safety through focus on work processes, training and competence enhancement 

for all work groups, and to secure system support in the new EPR. 

The implications for employees was described with the following list: 

• Patient logistics and record is assembled in OPAP, with one log on. 

• One joint solution for test results from laboratories, pathology and radiology. 

• Uniform work processes across the hospital for better internal interaction. 

• One archive key for the patient record. 

• Patient care regardless of location. 

• Increased electronic interaction at the hospital, and less paper use. 

• Nursing- and care messaging is sent electronically to the municipal, and this gives better follow-up 

on the patients, in long term also to other municipalities. 

• Increased electronic real-time registration creates an altered workday. 

To sum up, there are two major reasons for the implementation of the new system, and there are 

two major consequences for the health care personnel. First reason is the general need for 

modernizing and digitalization of routines, secondly, the new laws regarding journals and 
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registry also makes the changes a necessity. The new regulations enforces new routines 

concerning paperwork, in addition to the alterations connected to the digitalization of manual 

procedures or the learning of a new user interface while moving from one system to another. 

Following figure 6, the findings are presented during the rest of the chapter. 

 
Figure (6) Source: Egge, 2016. 

4.2 OPAP implementation 
This section gives an opportunity to discuss and account for unanticipated encounters that proved 

significant for the professionals’ perception of, and implications for their workday after the 

implementation of a new online patient administrative platform (OPAP). It is the implementation of 

OPAP that is in this thesis employed as an example of a managerial measure at the case department. 

This section also indicates the professionals’ initial attitude towards the implementation. The main 

points are presented in table 1. 

Table (1) 

 
During the interviews, it became evident that after the implementation, there had been a lot of 

technical problems, lasting until only a few weeks ago. Recently, about 1.5 year after the 

implementation of OPAP, new computers were swopped with the old ones, and a newer operative 
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system was implemented. This event is referred to as a revolution by the ones working there. A 

doctor explained the event: 

Ø “The big news is that we have got a new operative system, or that is, we have gotten a les old 

operative system. We no longer have the stone age system, but the one from the medieval age.”  
Ø “But that we had that operative system, it resulted in unbelievably long logon time. Now it takes 

such normal time, ten seconds or so.” 
The technical difficulties that the doctors referred to as being part of their everyday since the 

implementation of OPAP, is such as long log-on time, connecting with nearby printers, and 

repeatedly being kicked out of the system. Although most of these problems have now been 

resolved, it is an important event to mention, due to the longitude of the problems, and the absence 

of guilt attribution towards OPAP. 

 A second significant event is the reversal of a task shift only two weeks after the 

implementation of OPAP. Along with the implementation of OPAP, professionals were now 

supposed to register patients in and out of the polyclinic, a task that was formerly done by office 

staff. This event is interesting, both because the professionals see it as a successful rejection of 

something that should never be part of their practice, as well as the fact that it is indicated that this 

task shift from secretaries to professional are currently the reality at other hospitals. 

 Another purpose with this section was to determine if the professionals had a significant 

initial attitude towards the new OPAP that could be influencing their perception of reality. Based on 

this thesis interviews, one cannot determine if professionals had strong feelings toward OPAP in 

any direction before the implementation. They knew about the program before through colleagues 

at other hospitals, but had no direct experience to draw on. If one were to reflect something, it 

would be that they seemed not to have bestowed it many thoughts.  

4.3 Workday 
In order to understand how a managerial measure might interfere with the doctors’ work, it is 

necessary to gain insight in how they perceive a typical workday. Routines, content, and how they 

place the newly implemented system within their work environment, are of interest. The 

interviewees had the same position at the hospital, and had therefor also the same type of workdays, 

which was reflected in their descriptions.  
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Table (2) 

 
The chief doctors follow a rota where they are periodically divided between the bed ward and the 

polyclinic. The basic routines, as presented in table 2, were consistent between interviewees, only a 

bit more details were gained during the interview lasting 40 minutes, as opposed to the 20-minute 

interview. What is worth noting here is that none of the interviewees put any weight on office 

related tasks, such as documenting examinations or similar, when presenting their workday. Such 

information was only triggered when directly asked about paperwork, or OPAP. Two citations, one 

before paperwork was mentioned, and one after, in both cases they are describing their day at the 

polyclinic, can exemplify this: 

Ø “And when I am at the polyclinic, I start at 09:00, and then I am there with patients for the rest of 

the day.” 

Ø “Then there is a bit of computer, and the paper mill around them is, what can I say, demanding, or 

at least important to make work.” 
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It is evident from the interviews, that at this department, and to these doctors, the patients are at the 

centre of their workday. The meetings are held and attended, in order for them to be prepared to 

examine and treat their patients, which then consumes most of the day. As indicated in the 

following cite, there might be differences between departments, as a consequence of the type of 

speciality; 

Ø “Maybe, in other medical specialities, it is much more blood tests and x-rays and such measures 

then, as one relate to, but we spend more time with the patient, to examine them.” 
When asked further about how OPAP is placed within their workday, it is explained that; 

Ø “Yes, it is there all the time. For example when we sit on that pre-visit, we have OPAP open all the 

time. Because we need answers to all tests that the patient have taken, and everything that is ordered 

of examinations. And some times they are at other departments at the hospital, then we get response 

on what they have in mind. If they have been on other departments, then we need to get reports from 

there. And they, it all happens via OPAP. And then, we refer to examinations, and that happens 

through OPAP, and the same with, if we print prescriptions, and ehm, all possible kinds of reports, it 

is through OPAP, so we use it absolutely all the time.” 

A summary of how OPAP is used during their workday is presented in table 3. As shown in table 3, 

the OPAP system is infiltrated in almost all parts of their work, but only as a facilitator. Since none 

of the interviewees mentioned any of the tasks spontaneous when describing their work, it is 

reasonable to conclude that they do not see the tasks facilitated by OPAP as the core tasks of their 

work, but rather support tasks. Following, this indicates that the implementation of OPAP can only 

directly alter support tasks, but it is emphasized that it can still affect the core indirectly. 

Table (3) 

 

4.4 Routines 
By analysing the interviews in relation to routines, it is possible to detect the concrete occurred 

changes that are coinciding with the implementation of OPAP, as the professionals perceive it. In 

addition to the identification of concrete changes, it indicates how work tasks and procedures are 

interrelated, which generates a more nuanced, yet holistic discussion.  
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As is evident from the above section, OPAP is deeply embedded in the workday at this 

department; the question however, is in what way this is different from how it was before the 

implementation? Illustrated by the following citation, the new system is a conglomerate of many 

functions, and this means that some of the functions is just altered into a new system, some 

functions are newly digitalized, and a few functions is all new to the doctors, as well as the fact that 

the system itself and the combination of functions are new; 

Ø “The biggest change with OPAP, in the way I use it, is perhaps that all information is present at the 

same place. That it is both a report system, a laboratory system, x-ray results, and pictures also 

available, and patient administrative system.”  
Table 4 presents which OPAP features is all new to the doctors, which is only altered as a 

consequence of changing program, and what is new in the sense that it is now digitalized as 

opposed to before. OPAP also allows for possibilities, which is not officially in practice yet, and 

other functions might also be incorporated as soon as the technicalities are managed.  

As shown by table 4, not many functions are actually new to the doctors, many of their tasks 

seem to be affected by the implementation, but in varying degree. The procedure to dictate into the 

computer instead of onto a tape recorder is not very different from each other, but it has other 

implications, by allowing the sound file to be available in the system immediately while waiting for 

the dictation to be written. This is useful as the time before a dictation is written is dependant on 

available secretaries, which at this department have been a limited resource lately. It is believed by 

the interviewees that this service is now bought externally by the department, and this have resulted 

in waiting time from 1 month down to only a few days. 

Table (4) 

 
Alternatively, OPAP allows for using a function called voice recognition, but it is not officially put 

to practice at this department. Voice recognition means that a computer can write dictations, but this 
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is only possible if you have created a user profile, and also spent much time on correcting the 

mistakes that the computer does, so it can ‘learn’ how you pronounce words. None of the 

interviewees had any experience with this feature other than from colleagues that had worked at 

other hospitals, and therefor already had taken voice recognition in use. The general impression is 

that some like it and some hate it. Anyway you go about it, one doctor explains that he does things 

in whatever way seems faster at each time; 

Ø “What I do, is that I write by my self if it is short things, or if it is notes that is very similar to a 

previous note, then I just copy it and do some small changes, then I write the rest. If it is things that 

is longer, I dictate, because that is much faster.” 
Another new feature is what they refer to as yellow notes. This enables easy and secure 

communication between OPAP users.  

Ø “One can, concerning a patient, one can write a note to another colleague, by, for example, yes, if I 

have received a test result that was not meant for me, or I wish to confer another doctor, then I can 

do so via these yellow notes, so that is a very good system.” 
The digitalization of application processing have led to an additional task, which leaves some of the 

doctors to believe it was less time consuming before; 

Ø “Regarding processing of applications, it is like this, that at our department before OPAP, we did 

them by hand. Thus, that means in writing, the letter that was sent to the hospital was printed out, 

and then there were one or other schema that was to be filled in, and then one had to give it back to 

a secretary. Ehm, now I started processing applications just in the transition there, so I haven’t done 

so many in the old way, but I believe that some feel that the it was a bit faster with the old way. Ehm, 

because some of the information that we attach when we process the application, was earlier done 

by office personnel.” 
Another example of an added task, is explained following: 

Ø “What we do now, that we did not do before, is in a way that we add, earlier we could just dictate 

‘copy to the general practitioner (GP)’, to doctor this and there and so on, and then the secretary 

did this physically. But, when we dictate now, we have to look up the current GP, and find the 

current respondents for the documents for example, so that the first time we do that, it can be a bit 

time demanding.” 
Both of these examples illustrate how the incorporation of the patient administrative part, within a 

system that is available to doctors has made the shift of tasks from secretaries to doctors possible. 

Remember also the rejected task shift described in section 4.2. 

The procedures for ordering tests have been digitalized, and this has changed the routines 

regarding requisition significantly altered; 
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Ø “Before, we put crosses on a sheet, and then we perhaps needed 5-6 schemes when we was to send 

blood tests to ordinary things, and sending to the immunologic lab, and then to genetic tests, but now 

all of them lies such that you can just require them electronically one after the other.” 
However, the actual altered routines are not perceived as significant to their professional work. It 

was only when time consuming, clean administrative tasks were imposed on them that the change 

felt to invasive to them. After the reversal, this is no longer a problem, leaving them to stat that the 

actual gathering of routines, are perhaps what is thought of as the most significant change.  

Ø ”But what was before, we had two, one program for x-ray, and one program for the other stuff, so 

you had to carry on and…blood tests, how was that…you had to go in and out of very many different 

programs. And now you have them together in one, and that is better, I think. Than to have to enter 

many different, and then they do not match each other, and then one of the patients picture changes, 

and not the other, and then you need to fix that.. So there are some positive sides to it also, when you 

have learnt it.”  

5.4 Time 
The findings presented in this section, reveals how the changes have influenced how time is 

distributed through the workday. Is there a changed balance between tasks that coincide with the 

implementation of OPAP? Additionally, how does time relate to professionals perception of OPAP 

and the changed aspects of tasks? Changing routines and the availability of information certainly 

have consequences for the time dimension of the workday, and in this section, those implications 

are presented. A general perspective on time at the hospital is that working at such department, time 

is not a fixed phenomenon, and that this is also a part of the job. 

Ø “Regardless of how well one organizes, it is such hospital management, at least at the bed ward it 

will always be present many uncertainties that will vary a great deal.” 
Table 5 provides insight into how the interviewees perceive that the implementation of OPAP have 

affected the time dimension of their workday. Some of their work is made easier, but some might 

consume more time, as is evident by the addition of new tasks.  
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Table (5) 

 
Ø “What has been a huge problem is that the pc’s have had none direct connection to the printers. 

Thus, one has written at one place, and then perhaps you have printed at, you have been sitting at 

the polyclinic, and then it has been printed out at your office at the third floor.” 

This illustrates how small operations, such as printing a document that should only take seconds, 

can be very time consuming as a consequence of a small technical issue. This emphasizes the 

importance of attention to also small details. One of the doctors suggests that they save about half 

an hour just by having received new computers. As mentioned earlier, tasks done in OPAP is 

typically tasks that are perceived as support tasks by the doctors. If they spend one hour on writing 

their own documents instead of just dictate, which takes only five minutes, their efficiency is 

perceived by themselves to be diminished. This indicates that to them, it is the time with the 

patients that is the purpose of their workday, and all other tasks should help them in doing their 

work in the best manner. For example is it indicated that the possible acceptance of voice 

recognition is dependant on how much time it can spear or how much it might steal. The 

professionals see the possibilities for finishing up a document earlier, if the voice recognition does 

work, but if the correctional work following the automatic transcription were to time consuming, 

they would rather wait for a secretary to do it, and hereby being able to be with patients in between. 

During the interviews, it is evident that what has been the most problematic for the professionals is 
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the time consume relating to technical issues that keep them away from their patients due to 

unnecessary waiting time. 

5.5 Quality and Risk 
The purpose with this dimension is to detect how OPAP have influenced the quality of patient 

treatment or the risks related to it. This section also indicates what professionals perceive as quality 

and potential risks during their workday. From the above sections, it is clear that the 

implementation of OPAP have affected both time and routines, and this implies that quality of work 

and the risks related to the work procedures might also be affected. Table 6 lists what are 

improvements on quality and security by the features of OPAP, as mentioned by the interviewees. 

Table (6) 

 
It was earlier mentioned that even if the digitalization of dictation did not have significantly effect 

on routines, the availability of it that followed, could have implications for other dimensions of the 

workday. One doctor explains this: 

Ø ”So this is significantly better, qualitatively, before, there was tape recordings (cassettes), and they 

were lying at an office, so if there was some acute things then, it was not always that that 

information was available.” 

The security aspect of it was that there was always a risk that cassettes could physically disappear, 

as it was lying around the office, but this was no longer the case as they were directly saved in 

OPAP. Another place were information could get lost, or at least not fully be transferred with the 

patient is exemplified here: 

Ø “But very fast with such complex patients, so many persons are involved, then, information is easily 

lost. In that perspective, the new system is an improvement, that all is there, and is available in like, 

real time.” 

The issue of task shifting is also mentioned as having quality and safety risks. By moving 

administrative tasks to professionals, who don’t have the knowledge to do it, nor the interest to 

properly learn it, as it steals time from their patient time, it is believed to accumulate more errors 
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than it is helpful, at least that seemed to be how they rationalized the rejection in order to persuade 

the management.  

Ø  “I think that is a quality assurance, and that it is on fewer hands then.” 

Most of the features of OPAP seems to be perceived has having a positive influence on this 

dimension, if not all functions are utilized, hence the rejection of patient registration at this 

department. However, it is mentioned that for example the easy and secure communication enabled 

by the yellow notes, might also have negative undertones, as the threshold for sending them might 

be too low, and it could be difficult to extract the important information from the pond of messages. 

5.6 Control 
It is evident from the above sections, that parts of their workday are altered after the implementation 

of OPAP. As this system is a manifestation of managerialism, an implementation enforced on the 

department, grounded on managerial principles rather than professionalism, the question of control 

becomes central. Has the system a hold on the professionals, in the way that it dictates how 

professionals should operate? Does it pressure the professional to behave differently than according 

to their professionalism? Does the professionals perceive the system as a challenging manifestation 

of managerialism? These questions can be discussed in the light of findings presented in table 7. 

Table (7)  

 
Routines can prolong and shorten time spent on an operation, but what is it that decides how their 

time is spent? None of the respondents felt dictated by the system as the way it is used now, and 

they stated that their tasks were given by other things; 

Ø “No, I definitely not decide what to spend my time with, I think that this is mostly given by the 

frames, the patients that is admitted, that we have to care for.” 

Again, the patients are at the core of their work. Further, if the tasks facilitated by OPAP are too 

time consuming, leaving the doctors to wait unwillingly, it can be very frustrating for them. 
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However, the doctors repeatedly state that it is not OPAP that is the problem, but the technical 

things surrounding it; 

Ø “If it had worked…when it works, it will be great, but we have had so many other computer 

challenges….again, I do not really believe that it is OPAP’s fault, it is everything else.” 
As earlier described, the new system includes the patient administrative system, and this allows the 

doctors to have all the information and functions that their secretary staff earlier had for themselves. 

This raises a concern among the doctors, as illustrated in the next citation; 

Ø “At one point, there was some talk about that one should almost not need any secretaries, because 

we could do it all. And this we have escaped, and that I think is very good, or else I believe that the 

sources of error would be quite gigantic then.” 

By using the word escaped, it is evident that this administrative part is not something they want to 

spend their time on, at the same time, it is rationalized by stating that it would also not be good for 

the administration, as the errors would be too many. 

Ø  “At the polyclinic, I think they withdrew it completely because it did not work, it was only messy. 

That, I think was another such attempt to just, yes it is only a little bit of extra work.” 

This quota brings to front another example of how doctors go beyond the manifestation, and 

directly to the personified management as the source of the problems. It is not the system that 

challenges them, but the ones implementing it, and the ones deciding which features that doctors 

should utilize.  

Ø “And, those attempts to steal bits of time, they have, some of those attempts have been rejected. But 

it is…They all do this. All wants that. (That you should do it all by your selves?) Yes, it is at least 

how it feels. As sometimes can be rational, but perhaps…one has to at least think it through closely, 

if it is worth it….That it is right that one should spend the time on that, and not other things then. 

And if everyone just adds on such small bits, the sum will become quite big.”  
Although the administrative part of the system allows for unwanted task shifts, the professionals 

also see positive aspects with it. They recognize that it also gives them better control on their work, 

and can follow their patients better; 

Ø “So you can see for your self like, when it is that they have an appointment another place, or write 

an electronic referral to another department, and being able to see if it is processed or not, if that 

should be of interest. 
By being able to watch others, others can also watch them, but as one of them explains, it is not 

really there so you can check what others do, but rather a help if others also follow the patient, and 

then all information is available to them as well, even if the other doctor is not at the hospital that 
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particular day. It is also mentioned that even if others can see your bunk of things that is not done 

yet, it is difficult to argue against that you sign for having seen the test results etc.  

PART 6 DISCUSSION 
This part is where the sub questions are discussed in light of presented theory and empirical 

findings. Each section represents a sub question, and this ultimately leads to a discussion on the 

overall research question. Before moving on, it is purposefully to retrieve the initial research 

question: 

v How can managerial measures affect professional practice at a Norwegian hospital 

department? 

6.1 What constitute and challenge professionalism? 
To discuss whether physical changes in a workday have had any implications for the professional 

practice, in the sense that it is in contradiction to what professional logic dictates, it is necessary to 

understand the core of professionalism. The concept of professionalism is somehow abstract, yet 

concrete, and both dependant and independent of externalities. It is difficult to find one complete 

list of traits that both holds through time and for all types of professions, but some similar 

characteristics can be listed in order to discuss the topic in this thesis; they have undergone 

extensive training, they are trusted by clients to provide the best service based on professional 

knowledge rather than economical gain, they have authority over own work, only controlled by 

colleagues(Freidson, 2001). Market competition is not a significant force, and they operate within a 

system, a group, in which certain norms and doctrines are followed(Haug, 1972; Wilensky, 1964). 

Professionals are seen to assume a somewhat elite position, but at the same time they are vulnerable 

to societal changes as they are given their professional authority on the basis of the understanding 

that they have superior knowledge on something that is of importance to the greater group(Freidson, 

2001; Wilensky, 1964). It is also evident that all of these characteristics are intertwined. 

Deprofessionalization or proletarianization are both terms that refer to a weakening of professional 

values or qualities that is believed to be significant to professionals (Haug, 1972; McKinlay & 

Stoeckle, 1988). Especially central to this discussion, is the autonomy over own work, and the idea 

that only professionals can control professionals, due to their special type of expertise. If 

professionals lose this property, is it then possible for professionals to maintain their commitment to 

basing their professional practice on medical knowledge rather than economical gain? It is indicated 
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by the Health service act in Norway, that this is an actual concern for professionals today, as they 

find themselves pinched between managerial demands and professional 

loyalty(Helsetjenesteaksjonen.2013). Historically, looking at professionals as a challenged breed is 

a frequent phenomenon (Haug, 1976; Hunter, 1996; Toth, 2015), but this is not the same as stating 

that they have given in, leaving the professional values altered. For a long time, professionals was 

believed to have a superior status that enabled physicians to withstand pressures and retain their 

professional dominance (Freidson, 1988b), however, this view has been criticised to romanticize the 

golden age of medicine, and not acknowledging the actual changes unfolding in other professions 

(Light & Levine, 1988). The empirical findings presented in this thesis, can somehow support both 

views. The professionals at this particular department had managed to refute the imposing measure 

that was perceived as challenging to their professional practice in the degree that it was 

compromising their time with patients. However, they referred to other departments that had not 

managed to achieve the same results, leading them to believe that if a new similar measure were 

introduced, there would be a risk that they would not have the same success. It is therefore 

suggested that further research is done at the departments which did not successfully reject the new 

tasks, to see if they still are able to fulfil their commitment to base professional decisions on 

medical knowledge, or if they are dictated by managerialism to for example also bring in cost 

considerations to the equation. 

6.2 What constitute the new mind set behind reform initiatives in the health care 

sector, and how is it observable at a hospital department? 
New public management (NPM) or managerialism, refers to the similar responds that western 

countries have taken in order to cope with encounters such as increased population and life 

expectancy, new cures and new deceases, and technological advancements that both poses 

possibilities and challenges. The entrance of a managerial logic to the health care sector is 

represented by the many reform initiatives and restructuring, that increasingly emphasize such as 

cost control, efficiency and accountability (P. T. Andersen & Jensen, 2010; Magnussen et al., 

2007). This focus reflects a logic inspired by the private sector, which exploits principles such as 

economies of scale, streamlining of services and a strong emphasis on monitoring and reporting for 

strategic purposes. Comparing with the knowledge on professionalism, it is evident that this new 

environment is formed by rather contradictory thoughts to professionalism. By the emphasis in the 

previous section that the context in which professionals practice is of great significance, due to their 

properties partly relying on being acknowledged and trusted to be best ensured by professionals, it 
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is clear that the discussion on how this increased management and measures inflicted on the 

hospitals are interfering with professionals and their values. The changes following the entrance of 

managerialism is intertwined, both causes and consequences to each other. The manifestations 

within the sector are many, but one convenient example for this study, is the implementation of ICT 

that allows for and is necessary in order to comply with managerialism at hospitals. At a Norwegian 

hospital department, the implementation of an online patient administrative platform (OPAP), is 

allowing for better control and monitoring of professionals work, but it is also a necessity in order 

to conform to new governmental laws and demands regarding availability of record, cooperation 

between interests and security issues (Helse- og omsorgsdepartementet, 2012). OPAP is a 

conglomerate of digitalized functions that is now omnipresent at the hospital department, and 

thereby is believed to have significant implications for the workday of professionals. To employ 

OPAP as an example of managerial measures proved useful in the sense that it gave an opportunity 

to investigate actual changes at department level of the hospital. On the other hand, OPAP seemed 

not to have any significant direct effect on the professionals’ workday, as the tasks altered were not 

perceived as a part of what was their ‘real’ work.  

6.3 Which dimensions of a typical workday is plausible to interfere with 

professional practice? 

Four dimensions of a professional workday were identified based on the theory of professionals and 

managerialism, combined with existing health service research. Routines, time, quality/risk, and 

control were believed to emphasise the particular aspects important to professionals, and at the 

same time detect if there had been changes to these dimensions or not. These dimensions are 

presented as a conceptual framework and are employed when analysing the empirical findings.  

The routine dimension is at the core of the workday, and it became clear through the 

analysis that they occur at two levels, and thereby also poses different affects on professionalism if 

altered. One could easily identify the 1st level of routines as the overall flow of meetings, 

presentations or patient examinations. This level of routines is dominated by what is perceived by 

the professionals to be the core tasks, with only a few support tasks that help them prepare for 

meeting with the patients. The implementation of OPAP did not have any affect on this level, as it 

does not directly interfere with when or how core tasks are to be done. By the way the professionals 

workday was described during the interviews, it is evident that the routines are built around the 

patients, leaving most time to direct patient contact, which is perceived as the purpose of their 

professional practice. This is in line with literature both on professionals as well as in more recent 
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health service research. At the same time as the routines are important at the department, the 

routines are only a rough sketch of the workday, leaving the professionals to be able to adapt to the 

uncertain environment at the hospitals. According to the empirics, the when and how of more 

detailed work, as long as it is within a certain timeframe, are not decided by other than themselves 

and time pressure. It is however indicated, that this is a freedom that is necessary because of the 

uncertainty concerning how many times and for how long they need to see the also varying number 

of patients. Stepping one level down, one could identify the routines and procedures that dictated 

support tasks, such as how to require tests or filling in patient reports. It was suggested by theory, 

that a system such as OPAP was believed to plausibly alter this level in a way that could have 

implications for professional practice. The system could for example either start dictating how 

professionals should diagnose patients just by stating how test requisitions should be done(Reich, 

2012), but this seemed however not to be the case for the example in this thesis, despite that OPAP 

have altered many of the routines on this level. A few tasks have only changed interface, but several 

tasks were newly digitalized and thereby introducing a new way of performing them, and a few 

things was added to their tasks, but not in a degree that proved significant, apart from the in and out 

registration of patients that was reversed after only two weeks.  

Time is often thought of as a scarce resource. This is especially evident by the entrance of 

managerialism, and their focus on efficiency and the need for more streamlined operations. By 

laying pressure on the time, it is likely that this will have effect on prioritization, and here it is a 

contradiction between what is dictated by professionalism as opposed to managerialism. 

Managerialism would base their prioritization on cost considerations, while professionals would be 

likely to, and expected to prioritize based on medical knowledge. The term ‘efficient’ has therefore 

different inherent meaning depending on whom practices it. This is also supported by the empirical 

findings in this research, as professionals rejects new support tasks that compromises their initial 

time with patients. Additionally, the many support tasks that was digitalized, left professionals to 

spend less time with such tasks, and therefore was perceived as useful changes. This indicates that 

the time dimension is crucial to how professionals perceive inflicted changes, which does not aspire 

from within professionalism. If the balance of time between core and support tasks are altered in a 

way that decreases time with core tasks, professionals experiences a loss of efficiency. This was 

also the case for the long period of computer troubles, but when these tasks were fixed, and the a bit 

long learning period was overcome, it seemed that the net time effect was perceived as having 
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positive interference with their professional practice, as it facilitated faster processing of support 

tasks. Again, only if one exclude the early attempt of task shift, which was refuted. 

Quality and risk is seen as important for professionals, but it is also one of the more 

prominent aspects of managerialism. Much of the measures are intended to improve this dimension. 

As with efficiency, it is likely that also quality and security has a different meaning depending on 

whom one asks. Perhaps at least the quality aspect might be contradictory, as professional quality 

usually is not cost efficient in a short-term perspective. However, the findings show a perceived 

improvement of both quality and security, by the implementation of OPAP. They see the 

digitalization as fruitful both because of the increased availability of information across 

departments, and due to the erosion of risks relating to cassettes or loose paper lying at different 

offices. The one place where risk and quality was mentioned as diminished, was with the attempted 

task shift from office staff to professionals. This was a shift that was perceived by professionals as 

leading to security issues, since the professionals did not know how to do it right. 

Because of the significance of professional autonomy and control, it is important to take a 

closer look at this dimension. As all of the dimensions are interlaced, it is already touched upon. By 

imposing new routines from the outside, the professionals have already lost some of the control. 

However, for the moment, this particular case example has not lead to a concrete deterioration of 

occupational control. As it is suggested by theory (Reay & Hinings, 2005; Toth, 2015), 

professionals do not passively accept what is imposed on them by managerial approaches, but 

makes resistance if it interferes too much with their professional conviction. This was illuminated 

by the initial task shift of secretarial tasks attempted, but refuted as early as after two weeks. This 

implies also that professionalism still holds, in some cases, power to interfere with managerialism. 

Another implication of this observation, is that if this task shift had continued, it was perceived by 

the professionals that they would decrease their efficiency, leaving less time with core tasks such as 

patient contact. Initially, it was asked if a physical interference with occupational control, which in 

this case was the attempt to overrule how professionals should balance their time, could lead to 

leaner professional practice, and perhaps a unrealistic expectancy that the professional will make a 

decision for their patients, based solely on medical reasoning? It is here argued for both yes and no, 

because the resistance showed by professionals reflected a strong commitment to professional 

practice, which strengthens their integrity, but on the other hand, some departments have not yet 

managed to resist the change, which indicates that this might have interfered with their professional 
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commitment, as they are pressured into spending less time with patients. This emphasises the need 

for further research on professionals experiencing similar fulfilled task shifts.  

There was also another part of the control aspect that was believed as a plausible to interfere 

with professional practice, and that was the danger of being controlled by the aids, in similar degree 

to the example of diagnosing procedures (Reich, 2012). At this point, this does not seem to be any 

threat in relation to OPAP, as professionals still dictates freely and diagnoses after own strategy. 

Further, the transferability that OPAP allows could be perceived as uncomfortable, but it seemed 

like the plausible negative issues were outweighed by the possibilities it revealed to the 

professionals that could follow patients and process documents within the system, in ‘real time’. 

6.4 How is the workday dimensions affected by managerial measures? 
This question brings us back to the core of the research, and poses a question of evidence of a 

physical change in the professionals’ workday after having been exposed to managerialism? 

Routines are altered, but only in relation to support tasks, and therefor significant difference in 

workday is not found. Professionals at this department still dictates, they still do the same tasks, 

only digitalized, which in some cases is different from before OPAP, and in other cases only the 

interface is new. It was detected one new task, but this is not experienced as significantly 

burdensome, as long as this is the only extra task. The attempt to add a considerably larger part of 

administrative work that was formerly done by secretaries was quickly refuted by professionals, 

after only two weeks. It was evident that this task did not support their professional practice, the 

core of their profession, and was thereby rejected. 

No significant change to the time dimension was detected as a direct consequence of the 

implementation of OPAP. The mentioned task shift that was attempted, would have led to increased 

time consume, which seems also to be one of the reasons behind the rejection by professionals. This 

task shift is believed to be the reality for professionals at another hospital, which immediately calls 

for further research into how professionals that have experiences significant task shifts in this 

direction, cope with this change that was so threatening to the professionals at the case department. 

Further, another mechanism that appeared after the implementation of OPAP had a more 

longitudinal effect on the time dimension. Until recently, that is about 1,5 years after 

implementation of OPAP, the professionals had experienced much technical frustration, such as 20 

minutes log-on time, being kicked out often, or by just connecting to a nearby printer. These 

problems were seen as problematic because they were stealing too much of the professionals time 

during the workday. Perhaps was this frustration worsened by the initial very small amounts of time 
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that such tasks should consume? By having to run to the third floor in order to find your print, you 

would increase the time from only seconds to perhaps quarters. Much of these issues have been 

resolved after new computers and a ‘less old’ operative system have been installed at the 

department, as was anticipated by the professionals, and therefore none of the professionals 

ascribed this flaws to OPAP, but rather the lacking prioritization from management instead, which 

is indicated by the term ‘less old’, and ‘medieval’ when referring to the new operative system. This 

personification of the problems was also detected regarding the task shift. It was not the available 

functions in OPAP that was troublesome, but the decision by management to use doctors for office 

tasks. It is important to recognize that the professionals at this department had a basic positive 

attitude towards the program, as one of them stated: “If it had worked…when it works, it will be 

great”. OPAP allowed for faster requisition of diverse tests and pictures, which then lead to 

professionals being able to spend more time with patients. It seems that professionals are positive 

toward changes, as long as it shortens the time consumed by support tasks. 

 The quality and risk dimension is perhaps the dimension with most benefits from the 

implementation. This is perhaps not surprisingly, as it was formulated as one of the intentions and 

demands behind the OPAP system. There is no doubt that this is also acknowledged and 

appreciated by the professionals. The overall impression is that by combining all programs into one, 

the quality is improved by the increased availability of information, in ‘real-time’. The safety aspect 

is improved primarily through allowing for more secure communication across departments, 

colleagues and also patients and other interests outside the hospital. The digitalization is also in it 

self regarded as a security measure, by eroding loose papers or cassettes with dictation lying 

around. There was no evidence to suggest any risks. Even if kicked out of the program, they did not 

believe it as risky, because they had not experienced that much of the data they were working on 

disappeared. They were also confident that if they were to accidently forget to change patient record 

or so, it would presumably be discovered in time. At the end, the task shift attempt is again subject 

of critique, as the professionals perceived it as important for the minimization of errors, to let office 

personnel retain such tasks. 

 The control dimension is perhaps where it is expected to be most critical with an alteration, 

in regards to professionalism. It is here clear evidences for an awareness of the conflicting mindset 

of managerialism and professionalism. However, based on this thesis, the term ‘battlefield’ might 

be a bit too strong, at least regarding a manifestation of managerialism. Although it was evident by 

the interviews that professionals saw themselves as one group, and then there was ‘the others’. 
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Actually, it went as far as bringing the government and the health minister into the equation. This 

was not thoroughly discussed, but it indicates that they feel somewhat powerless in opposition to 

the changes inflicted on the hospitals. This is quite well reflected by the following quote; “And, 

those attempts to steal bits of time, they have, some of those attempts have been rejected. But it is…They all 

do this. All wants that. (That you should do it all by your selves?) Yes, it is at least how it feels. As sometimes 

can be rational, but perhaps…one has to at least think it through closely, if it is worth it….That it is right 

that one should spend the time on that, and not other things then. And if everyone just adds on such small 

bits, the sum will become quite big.”  It seems that the idea of the personified management as a so 

strong opponent, leaves manifestations of it, such as OPAP, to fall in the shadow of it all. It is 

simply seen by professionals as an opportunity for the management to enforce pressure onto 

professionals. To proceed further into the control dimension, based on literature, it was anticipated 

that one could find indications of professionals that had altered their way of exerting their 

profession, in the sense that OPAP dictated the order of things. For this system, at least at this 

department, the technology has not gone so far as having any control over professionals. A 

professional still dictates after own head, diagnoses patients after own heart etc. OPAP does not 

(yet) provide a template procedure to follow, and is therefore not seemingly a threat to professionals 

control over how to practice. The place where OPAP indirectly threatened professional control over 

how they spend their workday is the refuted task shift. Here professionals were forced to do tasks 

that they felt threatened their professional core practice. By being able to reject this, it seems that 

the professional dominance suggested by Freidson, as well as the pattern recognized in health 

service research where professionals defies managerial pressure, still holds. However, the 

professionals are unsure for how long they will be able to withstand this pressure. There are 

however no doubt that they see it as crucial for their efficiency and professional quality to retain 

this control. This following quote illustrates the attitude towards time at the department, but it also 

shows why it is important for professionals to maintain their autonomy and control over own work, 

as it is necessary in order to adapt to the uncertain environment in which they practice.  

 
Ø “Regardless of how well one organizes, it is such hospital management, at least at the bed ward it 

will always be present many uncertainties that will vary a great deal.” 

6.5 Professional practice after implementation of OPAP 
For the particular case visited in this thesis, it seems that the professional practice is left rather 

untouched, meaning that they still perform their work in line with what professionalism dictates. 

However, during the two first weeks, a significant alteration of professional practice was detected, 
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but was reversed along with the withdrawal of the managerial enforced task shift. Some frustration 

was also related to the many technical problems causing unwanted downtime, but this interference 

was not substantial enough to alter the professional practice. Additionally, most of these problems 

were recently solved by updated technology at the case department, leaving these interferences not 

to have any threatening effect in the long run either. It seems that despite several challenges that 

came with the implementation of OPAP, the critical ones were refuted, leaving their practice still be 

guided by professionalism. 

PART 7 CONCLUDING REMARKS 
The aim of this thesis has been to identify how a managerial measure imposed on professionals, 

physically changes how they practice their profession, and further reflect on which actual changes 

that was perceived to be interfering with the grounds on which they practice, hence the referral to 

professionalism. The question was as follows: How can managerial measures affect 

professionalism at a Norwegian hospital department? The short answer is:  

 
v Evidences in this thesis suggests that by imposing managerial measures that assumes 

control over how professionals spend their time, and balances time between core and 

support tasks, the measures seem to affect professionalism. However, such changes are too 

invasive of professionalism, so that professionals will resist the changes, indicating that 

professionalism might also affect managerialism. 

 

By the foregoing discussion, it is evident that the big changes in the professionals’ workday, that 

also was perceived as threatening to professionals core task, were the tasks that was already 

changed again at the time of interviewing, and were no longer a current issue. The two problems 

referring to, was the attempted task shift, and the many technical problems that followed OPAP but 

was not believed to actually be OPAP’s fault. The interesting part here, is that most of the other 

effects of the implementation, was perceived as either insignificant, or rather useful to the 

professionals. This implies that professionals both see positive aspects with managerial measures, 

but still have, and claims power to reject what is believed to not enhance their professional practice, 

which is in line with tendencies also in earlier research. This leads to an understanding that 

professionals do not seem to reject managerial approaches per se, but rather chooses to embrace or 

reject properties on the basis of other aspects, such as how it affects their time with patients or 
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control over how they distribute their time between tasks. The time and control dimensions seemed 

to be the most critical, but the risk and quality dimension struck out when they were presented with 

a new task that both compromised their time with core tasks, and was not even seen as a fully 

support task, in the sense that there were no parts of the task that helped facilitate their core task, 

nor was it a task that they had any qualifications of doing as good as the once who was doing them 

before. The last dimension, on routines, was much altered, but due to the nature of this case, the 

alterations was only affecting small support task, and after a long enough learning period, the net 

effect of these alterations was perceived to be positive, as it mainly facilitated faster processing of 

support task, ultimately increasing their time with core tasks such as patient contact. 

7.1 Perspectives 
It is suggested that further research should look into how concrete task shifts can interfere with the 

balance between core and support tasks. It is suggested by the rejection of such tasks at the case 

department, that this new task compromised patient treatment, which indicates that professionals 

can no longer be expected to have authority to practice, as it would be dictated by professionalism. 

The consequences of such shift at the core level of professionalism, is yet unknown, and it is argued 

in this thesis for a revisiting of how professionals in the first place came to the position of being 

trusted to take professional decisions on behalf of others. The focus is suggested to be directed at 

what the consequences of altered professional practice would be, rather than philosophising about 

whether or not they are entitled to their prerogatives. However, the societal challenges that initially 

unleashed managerialism into the health care sector are real, and there is a clear need for a change 

in the sector to be able to meet future demands and limitations. Anyhow, this only advocates for a 

better and more open discussion on how to respond in the best matter possible. Perhaps the first step 

in such direction is to leave the somehow childish concept of ‘us’ versus ‘them’, and shift focus 

from contradictions to investigate further what is possible to change without damaging the medical 

quality on the way. It is here argued that by looking at more concrete connections on micro level, 

one can perhaps obtain a more fruitful discussion on how to combine the two logics, rather than 

claiming to keep them claiming territory. 
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APPENDICES 

1 Statement from the data protection office at the hospital 
Due to anonymity, the documents are censored, hence the black spots.
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2 Information and consent scheme 

 

   

1 
 

Forespørsel om deltakelse i forskningsprosjektet 

 
”Legers perspektiv på hvordan restrukturering av helsesektoren påvirker deres hverdag og 

arbeidsoppgaver.” 
 
Til sykehusleger 
Jeg ønsker med dette å invitere deg til å delta i en studie for å se nærmere på hvordan sykehuslegers 
arbeidsdag har endret seg i forbindelse med implementeringen av DIPS som regional 
pasientadministrativ plattform på sykehus. 
 
Om prosjektet 
Norge er ikke alene om å ha gjennomført store endringer i helsesektoren siden vi rundet år 2000. Som 
følge av de store endringene har sykehusreformer, helseledelse og profesjonalisme vært utgangspunkt 
for mye forskning i utlandet, og etter hvert også i Norge. Bakgrunnen for tiltakene er selvfølgelig en 
intensjon om en endring, og mye forskning er dermed fokusert på hvorvidt man har kommet nærmere 
måloppnåelse ved hjelp av tiltakene, men det er lite forskning som har fokusert på uforutsette 
konsekvenser, eller på hvordan overordnede beslutninger kan ha påvirket ansatte på avdelingsnivå. 
Dette kan skyldes at ingen av tiltakene var ment å eksplisitt endre arbeidsforholdene vesentlig, men å 
korte ned ventelister, bedre kontroll av kostnader eller forbedre samhandling mellom involverte parter.  
 
Formålet med denne studien er å se nærmere på hva som skjer på avdelingsnivå som konsekvens av 
beslutninger gjort på makronivå. Har de overordnede omstruktureringene påvirket arbeidsdagen for 
avdelingsansatte i den grad at ansvar og arbeidsoppgaver har blitt endret og omfordelt? 
 
Du forespørres om å delta i denne studien fordi du arbeider som lege på sykehus og har minst to års 
praksis i den stillingen du er i nå. Jeg ønsker å gjennomføre semi-strukturerte intervjuer med leger som 
har arbeidet på en avdeling under implementering av DIPS, og dermed kjenner til arbeidet og rutinene 
både før og etter innføringen av DIPS og den nye elektroniske pasient journalen.  
 
Hva innebærer deltakelse i studien? 
Deltakelse i studien innebærer at du må sette av ca 20 minutter til et intervju. Intervjuet holdes på 
deres arbeidsplass. Tid og sted avtales ettersom det passer for deltaker, men bør fortrinnsvis avholdes 
på eller mellom 2. og 6. mai 2016. Andre tidspunkter kan avtales ved behov. 
 
Hva skjer med informasjonen om deg?  
Alle opplysninger vil bli anonymisert. Kun jeg vil ha tilgang til lydopptakene fra intervjuene og det 
transkriberte materialet. Ingen direkte personopplysninger vil være med på lydopptaket. Det vil ikke 
være mulig å gjenkjenne deltakerne, deres arbeidssted eller kollegaer i publikasjoner fra studien.   
 
Prosjektet skal etter planen avsluttes i slutten av juni 2016. Lydopptak fra intervjuene vil da bli slettet.    
 
Frivillig deltakelse 
Det er frivillig å delta i studien, og du kan når som helst trekke ditt samtykke uten å oppgi noen grunn.  
Dersom du ønsker å delta eller har spørsmål til studien, ta kontakt med Karen Egge, +45 27 29 14 71 
eller kaeg13ac@student.cbs.dk .  
 
Studien er meldt til Personvernombudet ved OUS, og videre til Avdelingsleder for godkjenning. 
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3 Interview guide 
Intervju av sykehusleger 

• Beskrivelse av typisk arbeidshverdag 

• Refleksjoner rundt tidsfordeling blant oppgaver. 

• Forventningene og holdningen til innføringen av ’OPAP’ 

• Hvordan har arbeidsdagen endret seg med innføringen av ’OPAP’ 

• Refleksjon over betydning av endringer 

4 Interview transcriptions 
Due to anonymity, certain words have been replaced with representative alternatives, and they are 

marked with ‘’. The meaning has not been lost or altered. The comments from interviewer are only 

written as cues, presented in parentheses.  

4.1 Interview 1 

(Arbeidsdag i korte trekk) Sånn i korte trekk, så er det , når jeg er på avdelingen så er jeg jo da 

mest, vi har en arbeidsplan som gjør at jeg har litt forskjellige oppgaver. Men de fleste dagene jeg 

   

2 
 

Kort om undersøker 
Jeg er en 29 år gammel norsk student ved Handelshøyskolen i København, og dette prosjektet er min 
avsluttende masteroppgave i strategi, organisasjon og ledelse. Min interesse for sykehuset bunner både 
i min nysgjerrighet til hva som skjer med ansatte i komplekse organisasjoner som stadig er i endring, 
samt at jeg naturlig har fulgt med på utviklingen i helsesektoren da jeg er familiær med flere 
yrkesutøvere innen helsesektoren. 
 

Samtykke til deltakelse i studien 
 
Jeg har mottatt informasjon om studien, og er villig til å delta  
 
 
---------------------------------------------------------------------------------------------------------------- 
(Signert av prosjektdeltaker, dato) 
 

 
Bekreftelse på at informasjon er gitt deltakeren i studien   
Jeg bekrefter å ha gitt informasjon om studien 
 
 
---------------------------------------------------------------------------------------------------------------- 
(Signert, rolle i studien, dato) 
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er på avdelinga, så er jeg ansvarlig for en del av sengeposten. Så da har jo dagene litt sånn.. da er 

det faste rutiner at man møter klokka åtte, så er det morgenmøte med de andre legene som jobber på 

avdelinga, rapporter om alle pasientene som kom inn dagen før, eh..eller andre pasienter det har 

skjedd noe spesielt med. Så har vi alltid litt sånn undervisning også på det morgenmøtet, som varer 

45 minutter. Så har vi røntgendemonstrasjon av alle røntgenbilder og mr-bilder eller andre bilder 

som er tatt av pasienter som er innlagt på avdelingen. Ehm..eller andre som vi har hatt noe med å 

gjøre, som er tatt da dagen før. De blir demonstrert, og da tar det sånn 15-30 minutter. Og så går vi 

på sengeposten, og så. Jeg tenker på sånn delt inn i tre team, hvor jeg da har ansvar for ett av 

teamene. Eh..også har vi da et lite møte hvor gjennomgang av pasientene på vårt team sammen 

med, det som heter nå lege i spesialisering, tidligere assistentlege, de som ikke er spesialister, som 

ikke er overlege. Og sykepleierne som er ansvarlig for det teamet. Så snakker vi oss igjennom 

pasientene, hva er planen, hvordan går det med dem, når skal de reise hjem, hvilke undersøkelser 

skal gjennomføres, hva gjenstår, ja. Hvordan skal vi behandle dem ehm. Og så går vi.. og når vi er 

ferdig med det så bruker vi jo mesteparten av resten av dagen på egentlig to ting da, og det er 

pasientundersøkelser, Ehm. Av de som ligger inne på avdelingen. Så da går vi jo visitt, hvor man 

går en runde til alle pasientene. Delvis så går vi en runde og snakker med alle hvordan går det, men 

delvis så…det jeg driver med (såkalte bevegelsesforstyrrelser), så er det veldig mye, så baserers 

liksom veldig mye på funn, hvordan pasientene presenterer plagene sine, hvordan det ser ut, hva vi 

finner når vi undersøker dem fysisk, sånn at.. mens kanskje en del andre legespesialiteter så er det 

veldig mye sånn blodprøver og røntgenbilder og sånne målinger da, som man forholder seg til, 

mens vi bruker nok mer tid sammen med pasienten for å undersøke dem.  

3.41 

Så da ehm, for eksempel jeg jobber mye med en type pasienter, og mange har god effekt av 

medisiner, og skal vi vurdere om det virker så må vi undersøke dem både  med og uten medisiner, 

dermed må vi sjekke dem på to forskjellige tidspunkt, minst. Når de er fri for medisiner, så er det 

kanskje litt ubehagelig, så da tar vi de pasientene først. Mye av dagen brukes til dette, så det er ikke 

alltid at det er så mye mer igjen av dagen etter dette. Litt sånn papirarbeid mot slutten, så varierer 

det jo fra dag til dag hvor mange pasienter som er innlagt, og hvor mange leger som ar til stede. 

Noen samarbeidsmøter med andre, en gang i uka møter vi psykolog og psykiater, hvis det er 

pasienter som har blitt henvist til dem, undervisning.. så de dagene jeg har ansvar for sengeposten, 

så har jeg egentlig ikke noen faste andre oppgaver enn å ta meg av disse pasientene som er innlagt.  
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(Kontorarbeid?) Hvis det er pasienter som er nye, i den forstand at de er tatt imot av en annen lege, 

som er mindre erfaren, dagen før, så prøver jeg ved første undersøkelsen å lage et notat som er litt 

sånn at det kan bekrefte de undersøkelsene som er gjort før, eller endre litt på det eller si noe om 

mitt syn på videre behandling…det er jo fint å få gjort med en gang, den samme dagen, så danner 

det et grunnlag for hvordan man kan bruke den dokumentasjonen i avsluttende epikrise, 

oppsummeringen etterpå. Andre ting, epikriser, er litt mer variabelt. Litt avhengig av hvor mye tid 

man har. 

6.20  

”Hvis du sier at jeg jobber 50% på sykehuset, så er da hver tredje uke  gjør jeg det jeg har beskrevet 

nå, vært på sengeposten, så det er jo en tredjedel av tiden, så det er litt tid igjen, og det er jo 

poliklinikk, . det betyr at jeg ser pasienter som ikke er innlagt på sykehuset, som kommer som på et 

legekontor, bare at vi bruker litt lenger tid på hver konsultasjon. Og da har jeg ganske mange 

pasienter som jeg kjenner fra før, så da har jeg ganske mange på en dag, i forhold til noen av mine 

kollegaer som kanskje har helt nye pasienter. Det tar mye lenger tid, hvertfall i vårt fag. Da er  det 

jo litt data, og papirmølla rundt dem er jo litt, eh, hva skal vi si, krevende, eller hvertfall viktig å få 

til å funke, også er jeg med på noen operasjoner av våre pasienter, en dag innimellom, og så har jeg 

noen rene dataoppgaver, dvs behandle søknader. Om innleggelse. Og så, ja, alt mulig annet som 

faller inn i mailboksen. 

7.50 

(bestemmer du selv?) Nei, jeg bestemmer jo absolutt ikke hva jeg skal bruke dagen til, jeg tenker at 

det er i stor grad gitt av rammene, altså de pasientene som er innlagt, som man må ta seg av. På 

poliklinikken er det satt opp fullt program, det er litt slækk innimellom, men litt variabelt fra dag til 

dag. Det er vanskelig å planlegge å gjøre noe annet på de dagene man er på avdelingen eller på 

poliklinikken, for det varierer så mye, det er en litt sånn usikker bransje. Det kommer uforutsette 

ting, det er noen kollegaer borte, noen skulle på kurs, noen hadde vakt i går og går hjem, og så 

plutselig er det en dag hvor mye færre er til stede enn dagen før. Uansett hvor bra man organiserer 

det så er det jo en sånn sykehusdrift, hvertfall sengepost vil det alltid være mange sånne 

usikkerhetsmomenter som vil variere en god del. Så det, det hender at jeg prøver, hvis jeg har møter 

eller ting som jeg må liksom få gjort i løpet av de ukene, så prøver jeg å legge opp til å gjøre det 

sånn klokka tre, mot slutten av arbeidsdagen, men det er uforutsigbart og vanskelig å planlegge. 

Men det er jo på måte det som er jobben da. Poliklinikken er også rimelig pakka.  

9.34 
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 (Blir du ferdig til tiden?) Godt spørsmål.. jeg tror at hvis jeg ikke hadde drevet med forskning, så 

tror jeg at jeg kan si hvertfall i dag,  nå når jeg har såpass mye erfaring å sånn, at  jeg mer eller 

mindre kunne fått til det. Problemet er at den forskningsbiten er jo selvdefinerte oppgaver, så da kan 

man alltid gjøre mer, alltid flere prosjekter, alltid flere ideer. Og da blir det ofte.. jeg er litt 

tidsoptimist.  Men jeg tror at sånn bortsett fra forskningen, så tror jeg at jeg kunne si at jeg alltid blir 

ferdig.. Det jeg aldri får gjort på jobben, det er å lese fag og sånn. Printe ut å ta med hjem på sofaen.  

Er dårlig på… tror jeg har blitt bedre på å gjøre papirarbeid få ferdig dokumenter og sånt der og da. 

La oss si, på poliklinikken så er det kanskje 8 pasienter på en dag, så er vi ganske flinke til å bli 

ferdig med de fleste,  det blir sånn fem seks eller sju – problemet er liksom den sjuende og den 

åttende, å bli ferdig med det. Hvis det blir liggende, så.. det er alltid en bunke som ligger der, og jeg 

er ikke alltid så god til å ta tak i de siste 20 %. . de første 80% går liksom.. men dert er  en litt 

personlighetsvakhet.. 

11.31 

(trekke inn ’OPAP’, om det har endret hverdagen) Jeg fikk råd av kolleger tidlig, om å lære seg å 

være kjapp, tror jeg gjør en god del ting ganske kjapt, som  kanskje noen andre bruker ganske lang 

tid på, behandle søknader f.eks, de  søknadene jeg behandler er forsovidt ikke så veldig kompliserte, 

det er igjen  ofte pasienter som først og fremst skal få en vurdering av oss som driver med akkurat 

den type pasienter, men vi skal ikke bestille så innmari my andre  undersøkelser, altså igjen røntgen 

og blodprøver, så det skal ikke koordineres så mye, det tar litt tid å fylle ut rekvisisjonen og sånt, og 

ordne med det, men når jeg bare skal ta stilling til  er dette pasienter vi trenger å se, eller ikke, ja 

eller nei, og hvor lang ventetid det er medisinsk forsvarlig , og finne et tall på det liksom, så går det 

an å gjøre det ganske kjapt, man kan også sitte å gruble på ting å se ting i detalj, men jeg prøver å 

gjøre det ganske kjapt. Eh.. så..også.. notatene dikterer jeg stort sett, da har jeg en mal i hodet, hva 

jeg skal ha med, liksom avsnitt 1,2 og 3, ehm, det går ganske kjapt, det som ikke går så kjapt, det er 

epikriser da. Det kan gå kjapt, men det kan være ganske mye jobb. Og det er der  jeg er dårligst på, 

de  litt lange kjipe epikrisene de blir liggende. 

13.58 

(Du dikterer?) Det har vært kontortjeneste på avdelingen som skriver notater som jeg dikterer, jeg 

lurer faktisk på om de i perioder nå i det siste har kjøpt den tjenesten eksternt, men akkurat det, 

hvem som gjør det fysisk, det vet jeg ikke.  Jeg ser bare at det er blitt skrevet, og så må jeg 

korrigere, lese igjennom før jeg signerer ut, så det fins. I dag finnes det på en måte tre alternativer, 

det fines mulighet for å diktere,  det finnes mulighet for talegjenkjenning, som jo er innført 
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fullstendig på et ’annet sykehus’, før vi ble slått sammen, men nå, etter siste ’opap’-versjonen her så 

er det mulig å bruke talegjenkjenning her også, så hvis man har bygget opp en profil, eller hvis man 

ønsker å lære seg det, så kan man gå på kurs. Det tar litt tid å bygge opp den profilen sin. Eller man 

kan skrive selv.  Så det jeg gjør, er hvis jeg skriver korte ting, eller hvis det er notater som er veldig 

like forrige notater, så bare kopierer jeg og gjør noen små endringer, så skriver jeg ferdig. Hvis det 

er ting som er langt, så dikterer jeg, for det går mye fortere.  

15.16 

(Erfaring med talegjenkjenning?) Nei, jeg har  ikke det. Jeg har hørt folk som har sagt alt mulig. 

Noen elsker det, noen hater det. Ehm.. så.. det  vet jeg ikke godt nok hvor effektivt det er da.  Jeg 

prøver å gjøre det på den måten som er kjappest da, først og fremst for meg selv, litt totalt sett. 

Hvis det er mulig  å bare skrive et kort notat, eller bruke noe tekst som var der, og redigere litt,  så 

signere og sende ut med en gang, så er det deilig å få det vekk. Hvis man dikterer så blir det jo  

liggende usignert å så må man godkjenne det. Så det er jo liksom et steg ekstra. Men hvis noe er 

langt, går det jo veldig mye fortere da.  

16.23 

(Sender du det videre også?) Jeg sender det bare i ’opap’, så dikterer man og så trykker man liksom 

på send-knappen så havner den i en eller annen boks, skriveboks til noen. (Du velger ikke ut hvem 

den skal sendes til, og med disse vedlegg..?) Nei, defaulten står det et eller annet, ’avdelings’ 

kontor, et eller annet sånt noe. Det er sikkert for vår avdeling. Man kan også lytte til lydfiler da, så  

selv om ikke det er skrevet ennå, så kan hvem som helst som er inne i journalen lytte til det 

dokumentet, sånn at det er tilgjengelig da. Som kommunikasjonsmiddel. Så det er jo vesentlig 

bedre, sånn kvalitetsmessig, før så var det jo kassetter, man dikterte på kassetter, og de lå jo på et 

kontor, så hvis det var noen akutte ting da, så var jo ikke alltid den informasjonen tilgjengelig. 

(Dere som kolleger, eller evt hele sykehuset, kan gå inn å sjekke hva hverandre gjør?) 

17.55 

Ja, det er ikke egentlig for å sjekke hva hverandre gjør da, det  er mer sånn hvis det er noen andre 

personer som følger pasienten, så kan de lytte på den informasjonen hvis det ikke har blitt skrevet 

ennå. Så  er det liksom komplekse pasienter som har havnet på intensivavdelingen, det er kanskje 

flere andre spesialiteter leger og fag som er inni bildet, eller f.eks at pasienter er flyttet over, de 

kommer inn med det man kanskje trodde var ’en type sykdom’, men så viser det seg at det er en 

’annen’ sykdom, og så er det vi som overtar pasienten, så  er det jo viktig at vi får med oss all 

informasjonen da, også den skriftlige informasjonen, ikke bare muntlig.. Men veldig fort på sånne 
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komplekse pasienter som det , utrolig mange personer som er inni bildet, da er det lett at 

informasjonen går bort. Så sånn sett så er jo det nye systemet blitt mye bedre, at alt er der og at alt 

er tilgjengelig i liksom, real time. Ja.. 

18.56 

(største endringen?) Største endringen ved ’opap’, på den måten jeg bruker det er kanskje at all 

informasjonen er til stede på samme sted. At det både er journalsystem, og laboratoriesystem, 

røntgensvar, og bilder forsovidt også tilgjengelig, og pasientadministrativt system. Så du kan se selv 

liksom eh, når er det de har time et annet sted, eller skrive en elektronisk henvisning til en annen 

avdeling, og  kan se om den er blitt behandlet eller ikke, hvis det skulle være aktuelt. Som regel så 

er det ikke så mange involvert i det, men  at alt det er i ett program da, som før var separate 

programmer for alt mulig, som man kanskje delvis ikke hadde .. det pasientadministrative hadde vi 

jo ikke tilgang til engang, og man måtte logge seg på forskjellige steder, og det var jo litt …så det er 

en stor bedring. Mitt eneste problem med ’opap’, har jo vært at det har vært mye feil.  

20.07 

Noen feil er generelt sånn at mange har opplevd de samme feilene, eller hvertfall mange på ’vårt 

sykehus’. Det finnes jo egne versjoner for ’opap’ på forskjellige sykehus. Også er det noen ting som 

jeg faktisk tror har hatt med min brukerprofil å gjøre, det er et eller annet tull med min brukerprofil 

som gjør at jeg har hatt ennå mer nede tid da ennå mer feil enn det andre har hatt da. Sånn at det 

kommer feilmeldinger, eller det har falt ned og man må logge på igjen og ja… du kan bli gæren av 

å sitte å gjøre det femten ganger på en kveld liksom. Har inntrykk av at noen prøver å forbedre det..  

Nå har vi jo fått en ny versjon nå nylig da, eller rettere sagt eh, det  er jo kommet også en ny, eller 

den store nyheten er jo at vi har fått nytt operativsystem, eller altså at vi har fått et litt mindre 

gammelt operativsystem. Vi har ikke lenger steinaldersystemet, vi har det fra middelalderen, og  det 

funker mye bedre. Ja.  

21.06 

Det har vært veldig mye sånn bøgs med det systemet da som gjør, eller egentlig med 

operativsystemet tror jeg da, mer enn ’opap’, men for brukeren så er det jo litt det samme hvilken 

del av systemene som ikke funker. Men  at du har da operativsystemet har gjort at det har vært 

ufattelig lang påloggings tid, nå går det på sånn vanlig påloggings tid, sånn 10 sek eller noe, før har 

det tatt sånn 10-20 minutter, så du kan komme om morgenen også skal du gå på et poliklinikkrom, 

så skal du ha en, du kommer liksom fem på ni også tenkte du at du skulle bruke den tiden på å lese 

opp på pasienten før pasienten kommer klokka ni, også er ikke pc-en logget på før sånn kvart over 
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ni, og det er nesten ufattelig at det går an.  Eh..du tror liksom noen tuller når du er i en annen del av 

verden,  sånn var det en stund, men det er det ikke nå. Men det er jo bare noen få uker siden den, i 

april, at den ble fiksa. Jeg har ikke oppdaga noe sånn veldig mye sånne tekniske problemer etter det 

skjedde, så det ser ut som en vellykka innføring av det. Ehm, det er  alltid noen sånne småting som 

du ikke alltid helt skjønner, skriver innstillinger og sånn i ’opap’ som er litt rart. Så når du logger 

deg på et nytt sted så må du finne skriveren din om igjen og sånn..har skjønt litt etter hvert… men 

det er noen ting som er sånn…men i hovedsak, for min del, synes jeg egentlig ’opap’ er et ganske 

bra system, ehm, men de har vært så mye tekniske ting med det. 

23.04 

Noen korte perioder hvor man har måttet ringe en del ganger til de derre it-folka for å prøve å få 

dem til å fikse ting å sånn.  Og da har det blitt litt bedre. Men jeg har hatt veldig mye problemer 

med min bruker, helt inntil for et par uker siden, og det har stjålet så mye tid noen ganger at jeg, ja.. 

hvis ikke du kommer på, også blir kastet ut av systemet hvert femte minutt, så blir du jo gæren til 

slutt. (Lett å finne frem?) Ja, stort sett. Det er laget, egentlig er det laget litt sånn komplisert 

kanskje, jeg er ikke noe sånn, kanskje sånn, medium IT-person. Altså, noen er jo ….sånn 

supergeeks, og noen er jo 60 år og handicappet, ehm, de  har ingen sjans noen gang, synes alt er 

fremmed og vanskelig og sånn. Jeg er kanskje et sted midt i mellom, som kanskje de aller fleste er. 

Eh, er  ikke noe superavansert, men jeg prøver å lære meg de tingene jeg trenger for å gjøre 97% av 

det jeg trenger i hverdagen, også kan jeg spørre om noen få ting. Det kan gå ganske kjapt og sånn.. 

jeg syns at , det tok ikke så lang tid å finne fram…også..eh…men det er laget litt vanskelig, eller det 

er laget sånn at du kan gjøre samme funksjonen, eller du kan gå frem på flere forskjellige måter å få 

til det samme resultatet. Enten kan du bruke den menyen å søke opp, eller du kan bruke der, eler du 

kan bruke der…ehm,, tror kanskje for noen at det er litt forvirrende at det er så mange muligheter 

for å gjøre samme ting, hvis det hadde vært litt mer da må du gjøre det sånn, eller da må du gjøre 

det sånn, at kanskje føltes litt mer oversiktlig da, for de som ikke skjønner at  det betyr bare at du 

kan velge da, om du vil gjøre det på den eller den måten. 

25.20 

(Før, nå, kun nytt system, eller nye oppgaver, nye rutiner?) Ja, det , litt, det er litt sånn….det er et 

par tre ting. Når det gjelder søknadsbehandling, så er det sånn at vi gjorde på vår avdeling før vi 

fikk ’opap’, søknadsbehandling for hånd da. Altså det betyr skriftlig, søknaden som ble sendt til 

sykehuset ble trykket ut, og så var det et eller annet skjema som skulle fylles ut, og så måtte man gi 

det tilbake til en eller annen sekretær. Ehm, nå begynte jeg å behandle søknader akkurat i 
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overgangen der, så jeg har ikke gjort så mye på gamle måten, men jeg tror noen føler at det var litt 

kjappere på gamle måten. Eh, fordi at noe av den informasjonen som vi legger ved søknadene nå 

når vi behandler søknadene nå er på en måte, er ting som da kontorpersonalet gjorde før. Så kan 

man jo da diskutere da, hvor rasjonelt er det.. hvis du bruker 80% av tiden, og det tar 20% ekstra å 

legge inn de administrative tingene, skal man da si at okay doktor, da tar du alle 100%. Ikke bare 

den 80%, for det er ikke fornuftig at en annen person gjør den siste 20% biten, ehm, men i tillegg til 

å bruke lang tid på å logge seg inn og av og, ikke sant mye greier rundt det, det tenker jeg man må 

diskutere fra operasjon til operasjon hva som er rasjonelt, men noen, hvis man synes det er veldig 

vanskelig å skjønne den siste 20%-biten, så bruker man kanskje lang tid på det.. 

27.36 

så det er litt sånn, faren for oss er jo da, at vi, at det liksom hele tiden legges på sånne biter da, at vi 

gjør de tingene som kontorpersonalet gjorde før, som jo tar tid sånn at det er mindre tid igjen…og 

sånn er jo trenden, uten tvil på alle områder så sier jo alle at, alle  som lager nye systemer, og 

helseministeren, og hele veien nedover, legene skal bruke tid på legearbeid, liksom, det er bare tull. 

Altså det er ingen som noen gang har frigjort noe tid, alle legger bare på, men alle legger bare på 

litt, sånn at man kan rettferdiggjøre sin lille bit, det her tar jo bare ett min til liksom, ikke sant. 

Bortsett fra når ikke du skjønner det da, for da, at his det ikke funka helt, for da tar det liksom ti 

min, og så må du gå å snakke med noen, også tok det egentlig tre timer, ehm, så alle legger på litt, 

så summen av alle ”littene” blir veldig mye, det tror jeg er sånn generelt frustrasjon blant alle leger, 

ehm, i forbindelse med ’opap’, så var det den ene tingen.  

28.44 

En annen ting som jeg vil tro det er litt forskjellig praksiser på forskjellige avdelinger er registrering 

av konsultasjonene, den pasientadministrative biten, når du kommer og det faktisk blir registrert at 

du kommer, og det blir registrert diagnosekoder, holdt på å si hvor mye du skal betale, når du skal 

ha ny time neste gang, og alle de tingene der sånn. Ehm, det gjøres jo i dag i ’opap’, og i teorien, så 

kan jo da doktoren også da sitte på poliklinikken å registrere det med en gang pasienten er ferdig, 

ehm. (Gjør du det?) Nei, altså det prøvde de jo å innføre hos oss da man la om. Men det har man 

gått tilbake på da.  Jeg tror det er både det at vi har syntes det har tatt for mye tid, også blir det feil 

da. Vi vet ikke helt hvordan vi skal registrere det. Vi er ikke interessert nok i å registrere riktig så 

det blir for mye, det blir tull i registreringene. Feil datoer, feil koder, får ikke de pengene vi skal ha, 

pasienten får ikke de  timene de skal ha. Ehm, men også det at, så der har vi et papirark isteden, og 

det tar meg 8 sek da, eller 12 sek å fylle ut det papirarket, og det tar uansett vesentlig lenger tid enn 
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det å registrere det på pc-en. Og når de uansett skal gå til en skranke og betale etterpå, hos en 

kontoransatt som ikke er sånn, det står ikke kø da foran skranken, av folk som skal registrere seg, så 

tenker jeg at det er mer rasjonelt at de tar seg av den biten og så blir det riktig. 

30.33 

det gikk bare noen uker da, før  det liksom , man skjønte at det funka ikke helt. Så det er kanskje 

noen få, det vet jeg ikke helt, om det er noen leger som gjør det der lenger, altså som synes det er 

greit å registrere selv. På poliklinikken tror jeg de trakk det tilbake helt fordi det funka ikke, det ble 

bare tull. Det synes jeg var, det var nok et sånn forsøk på bare ja det er bare litt ekstra jobb da, så 

det har blitt en ny ting. Så to nye ting der, en ny ting som er kommet er jo muligheten for å sende 

meldinger da. I ’opap’ så kan man jo sende meldinger om pasienter, til kollegaer, til kontor, til 

hvem som helst som har en, er bruker. Det er i utgangspunktet en bra ting, for det gjør 

pasientsikkerhetsmessig, at man ikke sender vanlig e-post med pasientopplysninger som ikke er lov, 

ehm, eller at vi ikke skriver lapper eller ringer, altså manuelle systemer som ikke, som er mye 

mindre sikre da, ehm, men det er klart, alle sånne muligheter er jo også faremomenter da. Terskelen 

for å, terskelen kan bli litt lav..f.eks hvis pasienter ringer inn om, folk ringer jo inn hit om ting som 

kanskje egentlig ikke har noe med oss å gjøre, sånn som egentlig er fastlegeoppgaver, eller ja.. 

trenger ny resept på det som er vanlige medisiner, eller lurer på om sånn og sånn, eller sønnen vil 

snakke om, en eller annen som var her for noen mnd siden, altså masse sånn, folk har jo veldig store 

behov, og hver ting for seg er jo forsovidt, kan ha en god begrunnelse, men vi trenger jo liksom litt 

sånn filter da. At ikke alle forespørslene går til oss, for da kan du sitte hele dagen bare å svare på 

forespørsler, og ringe, og da kanskje , ja, det er litt sånn..det er jo ikke dataen som er skyld i det i 

utgangspunktet, men det er jo litt lettere for  den som tar imot beskjeden å sende en sånn melding 

her – ”hun har ringt, kan du ringe tilbake igjen?” enn at man sier han er ikke tilgjengelig, det må du 

ta opp ed noen andre. Tilgjengeligheten blir veldig god, eller muligheten blir, hva skal jeg gjøre da, 

skal jeg ringe opp å si at jeg kan ikke snakke nå, ja..man får litt sånn..men det er jo supert at man 

kan kommunisere om pasienter, og at det er lagret og er på en liste og liksom alle de tingene der. 

33.18 

det er jo et hjelpemiddel, men hjelpemidlene må jo brukes på en fornuftig måte. (Ikke den helt store 

endringen i kjerneoppgaver?) Nei, oppgavene er jo gitt egentlig av andre ting enn selve 

datasystemet. Ja, ehm.. Synes ikke jeg bruker noe mer tid på programmet.. men det var jo en tid, 

veldig lenge da, 1 år og flere måneder hvor jeg brukte lenger tid på å komme på systemet da, og 

ulike sånne tekniske ting, som jeg føler har blitt ordnet opp i en god del av det nå, det er ikke 
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perfekt ennå, men det har vært en superfrustrasjon, og det er …gud hjelpe meg hvor mye tid jeg har 

brukt på ting som har hengt og skrivere som ikke kan defineres og masse sånne ting. Det har vært 

for dårlig. Jeg vet ikke nok it til å vite om det liksom er ’opap’ sin skyld eller om det er det totale, 

sammen med fungerer med sammen med det andre sin skyld, men det har funka elendig.  

35.10 

(Går det utover sikkerhet? lagret som forsvinner ell.) Ja, det har skjedd noen ganger , det er hvis det 

faller ned akkurat mens du holder på , men stort sett har det vel faktisk..hvis jeg har diktert noe og 

ikke blitt ferdig så kan det hende jeg har gått glipp av et dokument , men jeg tror ikke egentlig det 

har fått noen konsekvenser egentlig på den måten at pasientene .. Det er tiden… det har vært en 

skikkelig tidstyv.. Om man jobber på en annen måte…jeg vet ikke… det blir jo litt mer dynamisk 

tenker jeg, når all informasjonen er tilgjengelig kjapt, eller på samme, i samme flate, på samme 

system. Litt tryggere, blodprøver som må signeres, bilder som skal signeres ut, at ikke det bare 

kommer et svar også blir det bare liggende et eller annet sted uten at du egentlig vet om noen har 

sett det svaret da.. eller..jeg skjønner logikken bak det, jeg synes egentlig det er fornuftig, det er 

klart det er ikke sånn at vi må prøve å få bruke systemet på best mulig måte da..så  det er litt sånn 

todelt.. den her basisfølelsen er todelt da.  

36.40 

Ja, systemet er bedre enn før, men Nei, det har ikke funka. Ikke sant. Hvis det hadde funka..når det 

funker så blir det bra, men vi har hatt så mye andre datautfordringer …  igjen, jeg tror egentlig ikke 

det er ’opap’ skyld, det er resten sin skyld. Men jeg og alle andre vi skiller ikke så mye på det, vi er 

bare interessert i om liksom, funker pc-en når jeg logger meg på eller ikke… Og de forsøkene på 

liksom å stjele litt ekstra tid, de har, noen av de forsøkene har blitt reversert da. Men det er en…det 

driver alle med altså. Alle ønsker det. (At dere skal gjøre alt selv?) Ja, det er i hvertfall sånn det 

føles. Som noen ganger kan være rasjonelt, men kanskje ..man må i hvert fall tenke igjennom det 

veldig nøye, om det er verdt..at det er viktig at man skal bruke tiden på det, og ikke alle andre ting 

da..og hvis alle bare legger på sånne småting, så blir summen ganske stor da.  

38.11 

(Holdninger, tanker til innføring av ’opap’?) tja, godt spørsmål..vet ikke hva jeg tenkte jeg 

..ehm..jeg hadde jo brukt det gamle systemet på flere sykehus, ’annet enn ’opap’’. Jeg var jo 

forsovidt venn med det, men det var jo gammelt, men det var jo bare et journalsystem, ingen av de 

andre bitene, så jeg tenkte jo at det skulle bli bra. ’Opap’ har jo blitt brukt på andre sykehus i ørten 

år, og kollegaer har jo jobbet på andre steder som har brukt det før. Det hadde jo ikke jeg, så jeg 
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hadde ikke noe spesielle følelser egentlig i noen retning.. og synes jo forsovidt..hadde jo kurs og 

sånn å..synes egentlig det var helt greit da. ….  ….. …..nei, jeg kan ikke huske at jeg hadde noen 

spesielle tanker rundt det egentlig. Men kunsten er jo å holde seg oppdatert, å få signert ut ting da. 

Hvis man ikke gjør det, altså prøvesvar og brev og alt sånt som kom inn da, så før lå de i en eller 

annen fysisk posthylle, men nå kommer de inn der.. så blir det litt voldsomt.  Men man kan kanskje 

ikke argumentere imot at man skal dokumentere at man har lest prøvesvarene til pasientene sine 

eller ikke. Eller så kan jo dem bare ligge der og ingen ha sett dem da så..ja…mm. Ble du noe 

klokere?  

4.2 Interview 2 

(Arbeidsdag i korte trekk) Enten så er jeg på avdelingen og er lege på avdelingen eller så er jeg på 

poliklinikken og er lege der. Og da deler vi det inn sånn at jeg er en fire til seks uker på avdelingen, 

og når jeg er der, så er jeg jo på morgenmøte i tre kvarter, også er det eh, røntgenmøte etter det, og 

så er det pre-visitt, der vi går igjennom de aktuelle pasientene som jeg har ansvar for, sammen med 

de assistentlegene som er der,  og sykepleierne som liksom gir rapport  fra det siste døgnet da. Og 

så går vi visitt, og så er det  å gå til de enkelte pasientene og undersøke dem og undersøke alle de 

som har kommet det siste døgnet, og bestille undersøkelser, og prøve liksom å finne ut hva som 

feiler dem da, og  hva slags behandling de skal få. Så  er det diverse andre møter ila dagen. Det er 

noe sånn mer undervisningsmøter og sånne ting som. Og da jeg er på poliklinikken så begynner jeg 

da klokka ni, også er jeg der med pasienter hele dagen. (Mye pasientkontakt?) Ja, det er det. 

1.44 

(siden vi skal snakke litt om ’opap’…papir/kontorarbeid?) Ja, det er det hele tiden. Sånn som f.eks 

når vi sitter på den pre-visitten så har vi jo ’opap’ oppe hele tiden. Fordi vi trenger svar på alle 

prøver som er tatt, og alt som er bestilt av undersøkelser og  noen ganger er de på andre avdelinger 

på sykehuset, så får vi tilbakemelding om hva de har tenkt. Hvis de har vært på ’annen avdeling’ 

eller ’annen avdeling’ eller så, så må vi liksom få rapporter derfra. Og de, alt det skjer jo via ’opap’. 

Og så, så henviser vi til undersøkelser, og det skjer via ’opap’, og det samme med, hvis vi skriver ut 

resepter, og ehm, alle mulig slags rapporter, så r jo det igjennom ’opap’, så vi bruker det absolutt 

hele tiden. (Gjennom hele dagen?) Ja. .. Vi bruker det jo på en måte både når vi går igjennom 

pasientene på dette , pre-visitt f.eks, og vi bruker det når vi snakker med pasienten, også må vi inn 

og sjekke forskjellige ting, også må vi, og særlig når vi skriver pasientene ut for å samle opp all 

informasjonen vi har fått og sånn, og skriver ut de dokumentene som kreves liksom da. Sånn at, vi 

bruker det hele tiden ja. 
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3.06 

Men på poliklinikken så er det jo mer sånn at når pasienten går ut, så dikterer vi og sånn også når de 

er i ferd med å gå ut så skriver vi jo resepter, og vi, f.eks hvis de skal vite noe om medisinen de skal 

settes på så skriver vi ut fra dokumenter angående det. Sånn at vi har det jo oppe hele tiden, når vi 

sitter med pasientene der inne også. Mmm, for å finne ut av blodprøver og alt.. (De kommer også 

inn der ja?) Ja, blodprøver og røntgensvar og henvisningen fra fastlegen ligger jo der og sånt. Så vi 

bruker det hele tida ja.  

3.45 

(dikterer? Hvem skriver?) Jeg dikterer ja. Nei, det er , vi har, nå er det jo nesten ikke sekretærer her, 

så nå leier vi det som en ekstern tjeneste fra noe som heter ’Marte’s’ sekretærer eller noe sånt noe, 

så de skriver nå for oss. Men ’sånn type’ avd på ’annet sykehus’ de har noe som kalles 

talegjenkjenning, sånn at de dikterer  det rett inn også skrives det utfra deres tale da. (Virker det?) 

Det er noen som er kjempefornøyd med det, og noen som ikke er så fornøyd med det. Jeg tror 

kanskje de som bruker det på riktig måte er mest fornøyd da, og de som snakker enkelt. For det 

man, når man begynner, så leser man inn et svært dokument, også lærer datamaskinen seg hvordan 

du uttaler forskjellige typer ord. Sånn at hvis man er veldig flink til å gå inn å rette alt som blir 

skrevet, sånn at hver gang jeg sier det ordet, så skal det skrives på den måten ikke sant, så hvis man 

retter seg selv,  så kan det brukes på en veldig bra måte da, at man kan ha sånne maler og sånn som 

man kan bruke. Og en av assistentlegene jeg snakka med her om dagen, hun syntes det var 

kjempebra, og hun bruker det her også, for det går an å bruke det, men vi er liksom ikke fått noe 

opplæring og sånn, så vi, ingen hos oss som bruker det, bortsett fra de som har blitt opplært på 

andre sykehus da. Mmm. 

5.08 

(skrive selv?) Hvis jeg skulle skrive et dokument selv, altså, jeg ville bruke en time på hver journal 

jeg dikterer. Og nå dikterer jeg det på 5 min. Sånn at jeg, men jeg er dårlig til å skrive på maskin, så 

jeg må sitte å se på. Jeg kan ikke det som deres generasjon kan ganske godt da, så er dere sikkert 

raskere. Jeg ser unge assistent leger er raskere, men jeg ville ikke, for meg ville det tatt mye lengre 

tid. Jeg tror jeg ville brukt en time på det jeg bruker fem minutter på da. Stor forskjell. (Hvem leier 

inn sekretærer?) Det er avdelingen som betaler for det. Vi har jo egentlig  sekretærer her, men det er 

mange som er sykemeldt og forskjellig greier. Så vi hadde jo ventetid på en mnd før de fikk skrevet 

dokumentene ut, nei før de fikk skrevet dokumentene etter vi hadde diktert dem. Men nå kommer 

de jo samme dag. 
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6.11 

etter kort tid, for de er veldig effektive disse herre på ’Marte’s’ sikkert da. Mmm. (Har det vært 

spørsmål om dere skal skrive det selv?) Det har vært sagt noe om det men det har ikke noen fått 

gjennomslag for for å si det sånn altså. (Tanker i forkant av ’opap’?) Ikke om å skrive selv, det tror 

jeg jeg aldri ville gjort rett og slett, da ville jeg jo fått ned min effektivitet til 1/3 av det den er nå 

liksom ila dagen, hvis jeg skulle skrive alt. Det ville ikke vært mulig men de ville jo at vi skulle 

skrive pasienter ut og inn f.eks, og gjøre en del av den typen sekretærarbeid, men det klarte vi også 

å stoppe da, sånn at det er sekretærer som på en måte legger inn diagnoser og skriver ut og inn 

pasienter og sånt, for det litt sånn tidkrevende..hja..å finne, å få gjort det på riktig måte liksom. Sånn 

at det tror jeg er en kvalitetssikring og , at det er på litt færre hender da. Så det slapp vi å gjøre selv 

om 'opap' ble innført. Men jeg tror sånn som på ’annet sykehus’, så gjør de de, at de skriver 

pasienter inn og ut selv. 

7.38 

(litt forskjellig fra avdeling til avdeling?) Ja jeg tror det jeg også. ….. ….. ….Det som vi gjør nå 

som vi ikke gjorde før er  på en måte at vi legger inn, tidligere kunne vi bare diktere kopi til 

fastlegen og til doktor ditt og datt og forskjellig, også gjorde sekretærene det fysisk. Men når vi 

dikterer nå, så må vi gå inn og finne den aktuelle fastlegen, og finne de aktuelle mottakerne for 

dokumentene for eksempel, sånn at første gangen vi gjør det, så kan det også være litt tidkrevende, 

men nå er det liksom de..de er blitt egentlig bedre de registrene, for i starten så fant vi jo aldri den 

fastlegen eller sånn, fordi registrene var så dårlige. Og da  er jo det ganske sånn, litt sånn 

tidkrevende og plundrete da og få det til men når man har diktert de en gang, så står de, så kommer 

de opp her automatisk neste gang, så da funker det bedre da. At du slipper å bruke masse tid på 

sånne typer oppgaver. 

9.02 

(forskjellige fastleger?) Ja, hvis han har fått ny fastlege, så må du legge det inn på nytt igjen, det er 

ikke noen kobling til fastlegeregisteret eller sånn.  Det hadde jo vært litt enklere da. (flere 

forskjellige systemer som er inkorporert i en plattform, kanskje også noen nye funksjoner, men er 

det oversiktlig, for stort?) Det er jo veldig stort da, og det er jo, det var ganske stor overgang fra det 

som het ’annet enn ’opap’’ tidligere som vi brukte, til dette herre her sånn, fordi alle dokumentene 

ligger sånn etter hverandre, og  det å sortere ut hvor er egentlig det jeg trenger, det kan hvertfall på 

sånne veldig store journaler så er det ganske vanskelig. Fordi det er jo alle mulige notater fra  

sykepleiere fra ditt og datt og innkalling og undersøkelse og alt ligger etter hverandre, sånn at det 
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krever at man har jobbet med det ganske lenge før man liksom klarer å gjøre de sorteringene, at 

man ikke drukner i informasjon. Men etter hvert så synes jeg det funker mye bedre enn det det 

gjorde med en gang altså.  

10.20 

faktisk at man er blitt flinkere til rett og slett sortering. Og finne ut hvordan man gjør det. Så jeg 

synes at det er noe som, at det blir bedre etter hvert da. Etter lengere tids bruk. Det andre vi også, 

som ikke var i det gamle systemet var sånn elektronisk rekvirering av f.eks blodprøver. Før gjorde 

vi det ved å sette kryss på et ark, også måtte vi ha kanskje 5-6 skjemaer da vi skulle sende 

blodprøver til vanlige ting også sende til den immunologiske labben også skulle vi sende til 

genetiske prøver, men nå ligger liksom alt det sånn at du bare kan rekvirere det elektronisk etter 

hverandre. Så det er litt enklere. Jah..Det er jo mer ting vi må gjøre, men det er noe som  er enklere 

altså, etter hvert. (Stor forskjell før og nå?) Neeeeih….eh…jeg vet ikke.. altså.. det er veldig 

vanskelig å si..det med blodprøvetaking det er enklere synes jeg. Men jeg er ikke helt sikker på om 

det er..om det er veldig stor endringer ellers egentlig..nei..ikke som jeg kommer på nå.  

11.56 

(de store endringene som var ble kanskje tilbakeført?) ja, for eksempel det at vi skulle sitte å gjøre 

alle registreringene pasienter og det var jo også snakk om at vi da skulle printe ut når vi først hadde 

laget dette dokumentet, skulle vi printe ut og putte i konvolutt selv og sånn, men det har vi sluppet 

altså. Sånn at vi , det var jo litt sånn snakk om at man ikke skulle trenge nærmest å ha sekretærer 

lenger. Fordi vi skulle gjøre hele den jobben, og det har vi sluppet, og det tror jeg er veldig bra, for 

eller så tror jeg feilkildene også ville være ganske gigantiske da. (Forblir det slik?) vi må nok 

kjempe litt for å holde det sånn ja. Heh. 

12.29 

(Nye oppgaver egentlig?) Eh..jeg må bare tenke litt hva det skulle være altså. .. nei jeg tror nesten 

ikke det altså. Bortsett fra det med blodprøve rekvirering, så fortsatt så er det jo sånn at vi ikke 

rekvirerer røntgenbilder. Det er jo fortsatt å skrive rekvisisjon, for det har de ikke klart å 

inkorporere i dette nye systemet da. Men det kommer kanskje, og det tror jeg også er lurt hvis de får 

til det elektronisk. Det er jo sånn at man setter spor for alt man gjør, og det er jo egentlig ganske bra 

da.  At det kanskje er ennå mer sånn i dette nye, at alt kommer inn og ut der, med når pasientene 

kommer, når de drar, og alt som skjer med pasienten. At det setter  mer spor enn det det gjorde før. 

Jeg vet ikke.. 

13.59 
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(notater…?) mmm..ja det er nytt, det er sant, det var det ikke før. Og det er faktisk veldig lurt. Ja. 

Det som kalles for gule lapper, ja, det var det ikke før, og det er veldig lurt. Man kan, angående en 

pasient så kan man skrive en lapp til en annen kollega, med å, for eksempel, ja hvis jeg har fått et 

prøvesvar som ikke var til meg, eller ønsker å konferere med en annen lege, så kan jeg gjøre det via 

disse gule lappene, og det er et veldig bra system. Ja..  (det kommer ikke unødvendige ting der?) 

Jo, det gjør det jo og . det kommer en god del unødvendige ting, heh. Men det må man jo bare 

sortere ut da.  

14.48 

(tidsbruk? Logge på..raskere, tregere..) Det som egentlig har skjedd akkurat nå da, for bare to uker 

siden eller sånn, var jo at vi fikk helt nye pc-er, på alle kontorer på hele nevrologen, og det har jo 

vært helt revolusjon da. Men det har jo ikke noen ting med ’opap’ å gjøre. Nå funker det jo. Før så 

kunne vi sitte, hvis det var en pc vi ikke hadde vært på på lenge, så kunne det ta et kvarter å logge 

seg inn. Så da måtte man jo sitte med facebook eller finne på et eller annet for å fylle tomrommet 

med, for at man fikk jo ikke logga seg inn, og det tok utrolig lang tid før man fikk logget seg inn i 

de ulike systemer, men det er blitt så mye bedre med de nye pc-ene. Så jeg tror vi sparer en 

halvtime hver dag med at vi har fått nye pc-er der vi slipper å vente. Fordi vi har jo hatt pc-er som 

har vært fra vi flytta inn her oppe ikke sant, for jeg vet ikke hvor mange…12-13 år siden. Sånn at 

det har vært stor bedring. 

16.05 

(Programmet også bedre pga pc?) det fungerer veldig mye raskere og bedre nå. Men det som var 

før, også hadde vi to, et program for røntgen, og et program for de andre tingene, så man måtte 

liksom drive og.. blodprøver, hvordan var det med det da… man måtte gå ut og inn av veldig mange 

ulike programmer. Og nå har man jo de felles i ett, og det er også bedre synes jeg. Enn å måtte inn i 

mange forskjellige, også svarer det ikke helt til hverandre, også skifter pasienten ene bildet, og ikke 

det andre bildet, også må du gå ut og inn for å få til det. Så det har  litt positive sider, når man har 

lært seg det. Nokså lang læringsprosess har det vært. Det som også har vært et veldig stort problem 

er at pc-ene ikke har hatt noen direkte kobling til printerne. Sånn at man har fått skrevet et sted, 

også har man kanskje fått printa ut på altså, sittet på poliklinikken da, også har fått printa ut på 

kontoret sitt i 3 etg. For da har det vært helt umulig å koble printere og pc-er, også må man logge 

seg inn og finne printer hver gang man skal skrive et dokument for eksempel, men det er også blitt 

bedre nå etter at vi fikk nye pc-er. Det har vært veldig mye sånn type datatekniske problemer da kan 

du si. Mmm. 
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17.48 

(de fleste borte nå?) Ja egentlig. Det med røntgen, at det kunne komme helt på systemet, det burde 

gjøre det bedre hvertfall. Oversiktligheten, av alle disse dokumentene som ligger etter hverandre, at 

det kunne vært markert på andre måter for å få det mer oversiktlig. For det synes jeg er litt 

komplisert fortsatt, å få oversikten over alt som ligger der. (Redd for å gjøre feil?) Nei, det er, jeg 

synes det er ganske sikkert, eneste problemet som kan komme opp, det er jo at du ikke har skiftet 

pasient, at du begynner å gjøre noe eller registrere noe på en pasient uten at du har skifta pasient da. 

Det har jeg vært med på noen ganger at det har skjedd en feil , eller det er åpenbar at ting f.eks har 

vært diktert på en annen pasient enn den skulle, også er den skrevet på en annen pasient. Men jeg 

vil jo tro at det oppdages. Jeg tror ikke det blir så mye feil egentlig nei. (Registrering etter 

poliklinikk…?) Ja, vi har alltid hatt sånne skjemaer, som følger pasienten tilbake igjen til kontroll 

og sånn, det var det jeg egentlig mente ista ja. De ville egentlig at vi skulle gjøre den registreringen 

selv. Men nå har vi fått de sekretærene der til å fortsette å gjøre det da. Mmm. (du skal vel videre 

nå?) Jeg skal inn til en pasient.. 
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5 Internal documents 
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