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Abstract

Background: Over the past decades, reorganizations and structural changes in Swedish primary care have affected
time utilization among health care professionals. Consequently, increases in administrative tasks have substantially
reduced the time available for face-to-face consultations. This study examined how work-time was utilized and the
association between work time utilization and the perceived psychosocial work environment in Swedish primary
care settings.

Methods: This descriptive, multicentre, cross-sectional study was performed in 2014–2015. Data collection began
with questionnaire. In the first section, respondents were asked to estimate how their workload was distributed
between patients (direct and indirect patient work) and other work tasks. The questionnaire also comprised the
Copenhagen Psychosocial Questionnaire, which assessed the psychosocial work environment. Next a time study
was conducted where the participants reported their work-time based on three main categories: direct patient-
related work, indirect patient-related work, and other work tasks. Each main category had a number of
subcategories. The participants recorded the time spent (minutes) on each work task per hour, every day, for two
separate weeks. Eleven primary care centres located in southeast Sweden participated. All professionals were asked
to participate (n = 441), including registered nurses, primary care physicians, care administrators, nurse assistants,
and allied professionals. Response rates were 75% and 79% for the questionnaires and the time study, respectively.

Results: All health professionals allocated between 30.9% - 37.2% of their work-time to each main category: direct
patient work, indirect patient work, and other work. All professionals estimated a higher proportion of time spent in
direct patient work than they reported in the time study. Physicians scored highest on the psychosocial scales of
quantitative demands, stress, and role conflicts. Among allied professionals, the proportion of work-time spent on
administrative tasks was associated with more role conflicts. Younger staff perceived more adverse working
conditions than older staff.

Conclusions: This study indicated that Swedish primary care staff spent a limited proportion of their work time
directly with patients. PCPs seemed to perceive their work environment in negative terms to a greater extent than
other staff members. This study showed that work task allocations influenced the perceived psychosocial work
environment.
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Background
Over the past few decades, reorganizations and struc-
tural changes in the Swedish health care system have
affected how health care professionals utilize their time.
One example is the implementation of electronic infor-
mation technology, such as electronic patient records.
When combined with a reduced number of health care
administrators, this change has led to more administrative
work tasks for health care professionals [1]. Consequently,
the time available for face-to-face consultations has de-
creased. An international comparison showed that, com-
pared to primary care physicians (PCPs) of other nations,
Swedish PCPs devoted fewer working hours face-to-face
with patients [2].
In a Swedish Health Policy survey, most PCPs were

dissatisfied with the amount of time they could devote
to patients, and they rated their job as very or extremely
stressful [2]. Complex, stressful working conditions have
also been reported among nurses in primary care [3, 4].
A recent systematic review concluded that improving
the psychosocial work environment might prevent
stress-related disorders from occurring among workers
in several workplaces, including the health care sector
[5]. A Swedish study stated that role conflicts are im-
portant predictors of job dissatisfaction in the health
care sector, and consequently, in the psychosocial work
environment [6].
Several studies have shown that the skills and compe-

tences of health care professionals in primary care have
been underutilized [7, 8]. For example, registered nurses
(RNs) and PCPs perform work tasks that can be per-
formed by care administrators or health technicians [8].
Dissatisfaction with the work situation increases the
risk of staff leaving their jobs and seeking new posi-
tions. Indeed, retaining staff is an ongoing challenge for
Swedish health care.
To our knowledge, there is a shortage of studies on

time utilization and on the psychosocial work environ-
ment in primary care, particularly studies that include all
staff categories. From a managerial perspective, it is im-
portant to know how much time staff members spend
on different work tasks; this information can be used to
optimize clinical efficiency, ensure work satisfaction, and
facilitate staff retention.
The aims of this study were to investigate work-

time utilization among different professionals in
Swedish primary care and to explore associations be-
tween work-time utilization and the psychosocial
work environment.

Methods
A descriptive, multicentre, cross-sectional study was per-
formed in primary care institutions in southeast Sweden.

Setting
Sweden has nearly 10 million inhabitants. The increasing
proportion of older individuals in the population pre-
sents a major challenge for the health care system, as in
other northern European countries [9]. In Sweden, health
care is publicly funded. The health care organization is
managed by 21 county councils/regions. Out of the county
councils 13 have an extended responsibility for regional
development and are therefore named regions, all will
subsequently be called county councils. The county coun-
cils are responsible for delivering both hospital care and
primary care. Sweden has a total of seven university
hospitals, 70 county council-driven hospitals (six are
private), and approximately 1200 primary care centres
[10] including private primary care centres contracted
by the county councils. Most primary care centres are
open during office hours.

Participants
This multicentre study included four county councils
(Region Östergötland, Region Jönköping, Kalmar county
council, and Södermanland county council), which
served approximately 1.3 million inhabitants in south-
east Sweden. Among the 151 primary care centres in
this geographic area, this study selected 23 primary care
centres, based on purposive sampling [11]. The goal was
to capture a wide range of perspectives, including for ex-
ample, the centre size, geographical location, and urban
or rural setting. The managers of these 23 primary care
centres were contacted and informed about the study.
The study was approved by the managers of 11 primary
care centres (ten public and one private). These primary
care centres were located in both rural (n = 5) and urban
(n = 6) areas and varied in size; the smallest had 20
employees and the largest had 81 employees. All profes-
sionals (n = 441 individuals) were invited to participate,
including RNs, PCPs, care administrators, nurse assis-
tants (NAs), and allied professionals (physiotherapists,
occupational therapists, psychologists, counsellors, dieti-
cians, chiropodists). The PCP group consisted of general
practitioners and physicians in training. The employees
at each primary care centre were informed about the
study at a staff meeting. They also received written
information.

Data collection
A questionnaire was distributed to all staff members at
each primary care centre by e-mail with the web-based
tool, Publech Survey 5.7. One reminder was sent after
2 weeks. In the first section of the questionnaire, partici-
pants were asked to estimate the proportions of time
spent on work tasks that involved patients (directly and
indirectly) and time spent on other work. Examples
of work tasks were given for each of these categories
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(i.e., direct, indirect, and other). Also, participants
assessed the psychosocial work environment with the
validated instrument, the Copenhagen Psychosocial
Questionnaire (COPSOQ) [12–16]. The COPSOQ is
constructed to allow researchers to select the scales
appropriate for the aim of the survey. For this study,
the selected scales covered six areas of interest: quan-
titative demands (4 items), stress (4 items), role con-
flicts (4 items), quality in work (3 items), conflicts
between work and personal life (4 items), and positive
impact of work on personal life (2 items). The two
scales called ‘quality in work’ and ‘positive impact of
work on personal life’ were not part of the original
COPSOQ, but they were added by the creators of the
COPSOQ for inclusion in studies conducted in the
health care sector. The questionnaire also included a
section with questions regarding illegitimate tasks [17];
that analysis will be reported elsewhere.
Next, a time study was conducted with a form (deliv-

ered on paper or digitally) that was developed specific-
ally for this study (Additional file 1). Participants used
the form to record the time (min) they spent on each
work task, every hour, every day, over two separate
weeks, Monday to Friday, during office hours. The form
contained three main categories (called work tasks) and
a number of subcategories for each main category. For
example, the first main category was direct patient-
related work tasks, and it included face-to-face contacts
with patients and telephone contacts with patients or
their next of kin. The second main category was indirect
patient-related work tasks, and it included documenta-
tion of patient data, signing journal entries, prescribing
medical drugs, and entering data into different health
care records databases and quality registries. The third
main category was other work tasks, and it included
meetings with colleagues, continuing education, e-mail
management, managing equipment and facilities, dealing
with computer problems, waiting time, other writing/ad-
ministrative tasks, and pauses (short breaks between
tasks, such as a brief coffee break). Prior to the main
study, the form was validated by two experts (a PCP and
a RN), and minor adjustments were made. The partici-
pants were given a pamphlet with instructions on how
to complete the form. A total of 202 office hours were
excluded from the analyses, due to incorrect reporting
or illegibility; these were classified as internal drop-outs.
Due to the large amount of administrative work tasks

in Swedish primary care [2], administrative work tasks
were divided into patient-related tasks and organization
and service-related tasks. Patient-related administration
included tasks like documentation, dictation, scheduling
appointments, signing journal entries, referral manage-
ment, handling mail, prescribing medical drugs, entering
data into health care records and quality registries, and

prescribing medical aids. Organization-related adminis-
tration and services included tasks like meetings at the
work place, other writing tasks/administration, man-
aging equipment and facilities, e-mail management,
meetings outside the work place, scheduling, managing
computer problems, ordering medical supplies, includ-
ing laundry, and non-patient-related telephone contacts.

Statistical analysis
COPSOQ
Descriptive statistics were performed to calculate mean
scores and standard deviations (SD). An item with five
response alternatives was scored from 0 to 100, i.e. 0, 25,
50, 75, and 100 and a four-response item was scored 0,
33.3, 66.7, and 100. The standardized scores facilitated
comparisons between different scales. The total score for
a scale was calculated as the mean of the scores for the
individual items in that scale. A difference of 5 in the
mean value was defined as a clinically significant change
for each scale [16]. A high score on the scales ‘quantitative
demands’, ‘stress’, ‘role conflicts’, and ‘conflicts between
work and personal life’ indicated a negative psychosocial
work environment. A high score on the scales ‘quality in
work’ and ‘positive impact of work on personal life’
indicated a positive psychosocial work environment.

Time-study
Response rates for study participation are expressed as
the proportion of responses for each section of data
collection. The responses were also subcategorized by
profession and age. Age is expressed as the mean, range
(min-max), and standard deviation (SD), for each profes-
sion and for the entire study sample. The mean esti-
mated proportions of time spent on work tasks were
compared to self-reported time use (based on the time
study) with the paired t-test. Descriptive statistics of
work tasks are reported as the mean percentage and the
min-max. The means and SD of COPSOQ scales were
compared between professions with the analysis of
variance (ANOVA) and post-hoc Tukey test. Pearson’s r
correlation was used to analyse associations between
COPSOQ scales and the proportions of time spent on
different work tasks and associations between COPSOQ
scales and age. A two tailed p-value ≤0.05 was consid-
ered statistically significant. Statistical analyses were per-
formed with the Statistics Package for Social Sciences
(SPSS) version 22.

Data collection was carried out from March 2014 to
February 2015.

Ethics
This study was approved by the Ethics Review Board in
Linköping, Sweden (D.nr. 2014/81–31). All data mater-
ial was stored in a database with a high level of security
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that could only be accessed by the authors. Participants
received information about the study verbally at a staff
meeting and also by written information at the start of
the data collection. Participants were informed that the
study was voluntary, that they could drop out of the
study without explanation at any time, and that confiden-
tiality was guaranteed. Participants agreed to participate
by responding to the questionnaire and time study.

Results
Overall, of 441 individuals invited to participate, 391
took part in the study; thus, the response rate was 89%.
However, the response rates were different for the
different types of data collection instruments (Table 1).
The majority of participants were women. Between 88 to
100% of participants were women in all professional
categories, except in the group of PCPs, which included
55% women.
The estimated proportions of time spent on work tasks

differed from the self-reported time use recorded in the
time study. All professionals estimated that they spent a
greater proportion of time on direct patient work tasks
(Table 2) than the proportion recorded in the time
study. Conversely, the estimated proportion of time
spent on other work tasks was lower than the proportion
recorded in the time study (Table 3).
The time study was completed by 350 of the 441 in-

vited individuals. Thus, the response rate among primary
care centres was 79% (range, 59–94%; Table 1). Over
one million minutes were reported (1,113,879 min,
lunch breaks excluded) over the 2 weeks included in the
time study. Direct patient work tasks required 37.2%; in-
direct patient work tasks required 30.9%; and other work
tasks required 32.9% of the total work-time. The dominant
indirect patient work task was documentation (45.9% of
the time). RNs had the largest share of direct patient work
tasks (42.6%), followed by allied professionals (40.8%),
NAs (40.4%), and PCPs (35.9%). However, PCPs spent
81.8% of their direct patient work time on working face-
to-face with patients. In contrast, RNs spent 42.6% of their

direct patient work time on the telephone with patients or
the patient’s next of kin. Care administrators had the lar-
gest share of indirect patient work tasks (45.3%), followed
by PCPs (34.1%). NAs had the largest share of the other
work tasks (41.4%), compared to PCPs, RNs, and allied
professionals. Overall, pauses constituted about one
fifth of the other work tasks for all groups, except PCPs
(13.7%). Thus, pauses constituted 6.5% of the total
work-time, but the percentage varied among different
professions, as follows: PCPs (4.1%), RNs (7.0%), allied
professionals (5.8%), NAs (6.6%), and care administra-
tors (8.3%; Table 3).
Over 41% of the total work-time was spent on adminis-

trative and service work tasks. This percentage included
22.9% for patient-related administration and 19.4% for
organization-related administration and service (Table 4).

Psychosocial work environment
The mean COPSOQ scores, according to profession, are
shown in Table 5. Compared to reference values (avail-
able for four of the six scales), for all professionals, the
mean scores for quantitative demands and stress were
five scale-steps above the threshold. For role conflicts,
the score was under the threshold (low values indicated
a positive psychosocial work environment). PCPs re-
ported higher scores for quantitative demands, stress,
role conflicts, and conflicts between work and personal
life, compared to other professionals (Table 5). The mean
scores for role conflicts and conflicts between work and
personal life were significantly different between PCPs and
all other professionals (Additional file 2).
We analysed correlations between scales in the psy-

chosocial work environment and time allocations. For al-
lied professionals, the strongest correlation was between
role conflicts and the proportion of time spent on total
administration and service tasks. Thus, the more time
one spent on administration and service work tasks, the
more role conflicts reported. Similarly, among RNs, a
correlation was observed between role conflicts and the
proportion of time spent on direct patient work tasks.

Table 1 The professions and mean ages of participants in the entire study (study sample), and the numbers of individuals in each
profession that completed each study section

Study sample Self-estimation of
work time

Questionnaire
PWEa

Time study Questionnaire PWE
and time study

Professions n (%) Mean age, years (min-max) (SD) n n n n

Registered nurse 148 (38) 52 (22–67) (9.6) 129 127 139 118

Physician 86 (22) 46 (28–70) (11.7) 63 63 75 52

Care administrator 70 (18) 49 (26–66) (11.2) 66 65 61 56

Nurse assistant 44 (11) 54 (33–67) (8.7) 35 35 42 33

Allied professions 43 (11) 47 (34–65) (12.4) 40 39 33 29

Total sample (All professions) 391 (100) 50 (22–70) (10.9) 333 329 350 288
aPsychosocial Work Environment

Anskär et al. BMC Health Services Research  (2018) 18:166 Page 4 of 12



Ta
b
le

2
C
om

pa
ris
on

s
be

tw
ee
n
se
lf-
es
tim

at
ed

an
d
se
lf-
re
po

rt
ed

pr
op

or
tio

ns
of

tim
e
sp
en

t
on

w
or
k
ta
sk
s

D
ire
ct

pa
tie
nt
-r
el
at
ed

w
or
k
ta
sk
s

In
di
re
ct

pa
tie
nt
-r
el
at
ed

w
or
k
ta
sk
s

O
th
er

w
or
k
ta
sk
s

Se
lf-

as
se
ss
ed

Se
lf-

re
po

rt
ed

Se
lf-

as
se
ss
ed

Se
lf-
r

ep
or
te
d

Se
lf-

as
se
ss
ed

Se
lf-
r

ep
or
te
d

Pr
of
es
si
on

s
n

%
%

C
If
or

di
ffe
re
nc
e

in
m
ea
n

p
n

%
%

C
If
or

di
ffe
re
nc
e

in
m
ea
n

p
n

%
%

C
If
or

di
ffe
re
nc
e

in
m
ea
n

p

Re
gi
st
er
ed

nu
rs
e

12
0

54
.5

42
.2

9.
5–
15
.2

<
0.
00
1

11
9

27
.6

27
.2

−
2.
1-
2.
8

0.
75
0

12
0

18
.7

30
.9

14
.4
–9
.9

<
0.
00
1

Ph
ys
ic
ia
n

52
42
.9

34
.4

4.
7–
12
.3

<
0.
00
1

52
35
.7

32
.3

0.
3–
6.
4

0.
03
1

52
21
.3

33
.3

17
.1
–6
.9

<
0.
00
1

C
ar
e
ad
m
in
is
tr
at
or

49
22
.8

20
.3

−
1.
7–
6.
6

0.
23
8

56
57
.9

44
.8

7.
3–
18
.8

<
0.
00
1

57
21
.3

38
.5

22
.6
–1
1.
8

<
0.
00
1

N
ur
se

as
si
st
an
t

33
53
.5

40
.2

7.
3–
19
.3

<
0.
00
1

33
22
.5

18
.5

−
0.
7-
8.
7

0.
09
2

33
22
.6

41
.4

22
.8
–1
4.
8

<
0.
00
1

A
lli
ed

pr
of
es
si
on

al
s

31
58
.0

40
.5

11
.0
–2
4.
1

<
0.
00
1

31
22
.4

27
.0

−
8.
6-
0.
6

0.
02
5

31
16
.8

32
.5

21
.1
–1
0.
3

<
0.
00
1

O
ve
ra
ll

28
5

47
.2

36
.6

8.
7–
12
.5

<
0.
00
1

29
1

33
.7

30
.5

1.
4–
5.
0

<
0.
00
1

29
3

19
.9

34
.2

16
.0
–1
2.
4

<
0.
00
1

Pa
ire

d
t-
te
st

Anskär et al. BMC Health Services Research  (2018) 18:166 Page 5 of 12



Ta
b
le

3
Pr
op

or
tio

ns
of

tim
e
sp
en

t
on

m
ai
n
ca
te
go

rie
s
an
d
su
bc
at
eg

or
ie
s
of

w
or
k
ta
sk
s,
fo
r
ea
ch

pr
of
es
si
on

ba
se
d
on

se
lf-
re
po

rt
ed

da
ta

fro
m

th
e
tim

e
st
ud

y

W
or
k
ta
sk
s

O
ve
ra
ll

Re
gi
st
er
ed

nu
rs
e

Pr
im

ar
y
ca
re

ph
ys
ic
ia
n

C
ar
e
ad
m
in
is
tr
at
or

N
ur
se

as
si
st
an
t

A
lli
ed

pr
of
es
si
on

s

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

D
ire
ct
pa
tie
nt
-r
el
at
ed

w
or
k
ta
sk
s

34
2

37
.2

(0
.1
–8
4.
0)

13
9

42
.6

(2
.0
–8
4.
0)

75
35
.9

(3
.8
–6
1.
1)

53
19
.9

(0
.1
–6
6.
4)

42
40
.4

(1
5.
7–
83
.0
)

33
40
.8

(2
1.
0–
67
.5
)

Fa
ce
-t
o-
fa
ce

co
nt
ac
t
w
ith

pa
tie
nt
s

73
.1

(0
–1
00
)

55
.2

(0
–9
8.
3)

81
.8

(6
3.
7–
10
0)

84
.6

(0
–1
00
)

90
.0

(2
4.
4–
10
0)

88
.8

(7
1.
9–
10
0)

Te
le
ph

on
e
co
nt
ac
t
w
ith

pa
tie
nt
s

22
.4

(0
–1
00
)

39
.8

(0
–1
00
)

15
.9

(0
–3
1.
4)

8.
5

(0
–1
00
)

4.
6

(0
–1
9.
9)

9.
2

(0
–2
2.
8)

Te
le
ph

on
e
co
nt
ac
t
w
ith

th
e
pa
tie
nt
’s
ne

xt
of

ki
n

2.
0

(0
–1
00
)

2.
8

(0
–1
9.
1)

1.
1

(0
–9
.2
)

3.
1

(0
–1
00
)

0.
5

(0
–3
,2
)

0.
8

(0
–4
.6
)

Re
m
ai
ni
ng

ta
sk
s

2.
5

(0
–6
6.
5)

2.
2

(0
–4
5.
4)

1.
2

(0
–1
8.
6)

3.
8

(0
–5
5.
6)

5.
0

(0
–6
6.
5)

1.
3

(0
–1
4.
2)

In
di
re
ct

pa
tie
nt
-r
el
at
ed

w
or
k
ta
sk
s

34
8

30
.9

(0
.1
–8
8.
7)

13
8

27
.6

(1
.4
–5
6.
4)

75
34
.1

(6
.5
–6
2.
6)

60
45
.3

(0
.1
–8
8.
7)

42
18
.2

(0
.8
–4
6.
1)

33
27
.8

(1
4.
8–
51
.9
)

D
oc
um

en
ta
tio

n
in

he
al
th

ca
re

re
co
rd
s,
or
de

rin
g
te
st
s

45
.9

(0
–1
00
)

51
.6

(1
2.
5–
10
0)

11
.9

(0
–5
9.
6)

76
.4

(0
–1
00
)

41
.0

(0
–9
4.
0)

49
.9

(1
1.
4–
83
.2
)

Re
ad
in
g
he

al
th

ca
re

re
co
rd
s

11
.8

(0
–5
8.
8)

13
.3

(0
–5
8.
8)

16
.8

(0
.5
–4
6.
6)

0.
9

(0
–2
6.
8)

8.
6

(0
–3
9.
8)

17
.8

(0
–5
3.
2)

C
on

ta
ct

w
ith

ot
he
r
ca
re
gi
ve
rs
ab
ou

t
pa
tie
nt

ca
se
s

8.
2

(0
–1
00
)

9.
6

(0
–3
7.
8)

9.
8

(0
–3
1.
5)

4.
3

(0
–1
00
)

8.
1

(0
–6
0.
7)

5.
7

(0
–2
6.
7)

D
ic
ta
tio

n
6.
1

(0
–7
5.
1)

1.
0

(0
–1
9.
6)

24
.0

(4
.1
–7
5.
1)

0.
6

(0
–2
1.
9)

0.
7

(0
–1
1.
4)

3.
7

(0
–3
5.
8)

Sc
he

du
lin
g
ap
po

in
tm

en
ts

5.
6

(0
–1
00
)

6.
8

(0
–5
0.
0)

0.
9

(0
–4
.7
)

5.
5

(0
–1
00
)

9.
8

(0
–1
00
)

6.
3

(0
–4
6.
9)

Si
gn

in
g
jo
ur
na
le
nt
rie
s

4.
3

(0
–5
5.
7)

3.
2

(0
–1
9.
6)

13
.0

(0
–5
5.
7)

0.
03

(0
–1
.1
)

0.
4

(0
–4
.9
)

1.
7

(0
–1
5.
3)

Re
fe
rr
al
m
an
ag
em

en
t

2.
6

(0
–2
1.
9)

1.
5

(0
–1
4.
4)

5.
5

(0
–1
5.
3)

1.
7

(0
–1
6.
2)

0.
9

(0
–8
.1
)

4.
0

(0
–2
1.
9)

H
an
dl
in
g
m
ai
l

2.
2

(0
–1
00
)

1.
3

(0
– 4
1.
7)

2.
8

(0
–1
3.
8)

3.
8

(0
–1
00
)

2.
6

(0
–3
2.
6)

0.
9

(0
–1
0.
6)

Pr
es
cr
ib
in
g
m
ed

ic
al
dr
ug

s
2.
2

(0
–2
9.
2)

0.
4

(0
–6
.5
)

9.
2

(0
–2
9.
2)

0.
3

(0
–5
.7
)

0.
04

(0
–1
.6
)

0.
4

(0
–6
.3
)

En
te
rin

g
da
ta

in
to

he
al
th

ca
re

re
co
rd
s
an
d
qu

al
ity

re
gi
st
rie
s

1.
2

(0
–3
5.
3)

2.
1

(0
–3
5.
3)

0.
2

(0
–2
.7
)

0.
6

(0
–8
.5
)

1.
3

(0
–2
4.
2)

1.
0

(0
–1
8.
3)

D
ru
g
m
an
ag
em

en
t

1.
1

(0
–3
5.
8)

2.
0

(0
–3
5.
8)

0.
8

(0
–1
0.
5)

0.
4

(0
–1
7.
1)

0.
4

(0
–5
.1
)

0.
03

(0
–1
.0
)

Pa
tie
nt
-r
el
at
ed

tr
an
sp
or
t

1.
1

(0
–2
6.
7)

1.
7

(0
–2
6.
7)

0.
8

(0
–8
.4
)

0.
0

(0
–0
)

1.
2

(0
–2
3.
6)

1.
0

(0
–1
6.
5)

Pr
es
cr
ip
tio

n
of

m
ed

ic
al
ai
ds

0.
9

(0
–2
5.
4)

1.
9

(0
–2
5.
4)

0.
3

(0
–1
3.
1)

0.
0

(0
–0
)

0.
4

(0
–1
0.
7)

0.
2

(0
–2
.3
)

C
on

ta
ct

w
ith

au
th
or
iti
es

0.
6

(0
–1
8.
3)

0.
5

(0
–7
.9
)

0.
7

(0
–8
.3
)

0.
3

(0
–8
.8
)

0.
2

(0
–3
.2
)

1.
7

(0
–1
8.
3)

Re
m
ai
ni
ng

ta
sk
s

6.
4

(0
–1
00
)

3.
2

(0
–3
4.
4)

3.
2

(0
–4
0.
8)

5.
2

(0
–7
3.
5)

24
.5

(0
–1
00
)

5.
7

(0
–5
4.
9)

O
th
er
w
or
k
ta
sk
s

35
0

32
.9

(3
.5
–9
9.
3)

13
9

30
.0

(3
.5
–9
8.
0)

75
30
.0

(1
1.
1–
89
.6
)

61
38
.2

(9
.0
–9
9.
3)

42
41
.4

(1
4.
1–
77
.0
)

33
31
.4

(6
.1
–5
2.
4)

M
ee
tin

gs
at

th
e
w
or
k
pl
ac
e

21
.0

(0
–7
7.
1)

23
.4

(0
–6
7.
9)

24
.6

(0
–6
4.
3)

18
.7

(0
–7
7.
1)

14
.2

(0
–3
5.
7)

16
.1

(0
–5
9.
4)

Pa
us
es

19
.7

(0
–1
00
)

23
.4

(0
–7
8.
5)

13
.7

(0
–4
2.
4)

21
.6

(0
–6
5.
7)

16
.0

(4
.3
–3
5.
8)

18
.7

(1
.2
–1
00
)

O
th
er

w
rit
in
g
ta
sk
s/
ad
m
in
is
tr
at
io
n

15
.9

(0
–8
4.
2)

14
.4

(0
–5
1.
8)

6.
3

(0
–8
4.
2)

32
.4

(0
–7
9.
8)

16
.8

(0
–4
0.
0)

11
.7

(0
–5
1.
0)

C
on

tin
ui
ng

ed
uc
at
io
n

10
.2

(0
–1
00
)

8.
3

(0
–6
2.
8)

21
.6

(0
–9
0.
9)

4.
8

(0
–1
00
)

2.
4

(0
–5
5.
2)

12
.9

(0
–6
1.
9)

M
an
ag
in
g
eq

ui
pm

en
t
an
d
fa
ci
lit
ie
s,
no

n-
co
m
pu

te
r
re
la
te
d

6.
5

(0
–5
5.
6)

5.
6

(0
–4
1.
4)

0.
4

(0
–1
0.
1)

1.
6

(0
–1
7.
9)

27
.8

(0
–5
5.
6)

6.
1

(0
–3
8.
8)

M
an
ag
in
g
e-
m
ai
ls

5.
5

(0
–4
7.
0)

6.
1

(0
–2
6.
9)

4.
6

(0
–1
5.
9)

5.
1

(0
–2
6.
5)

4.
3

(0
–1
6.
2)

7.
7

(0
–4
7.
0)

Re
ce
iv
in
g
an
d
pe

rfo
rm

in
g
m
en

to
rin

g
3.
5

(0
–6
3.
7)

2.
1

(0
–3
6.
2)

10
.0

(0
–6
3.
7)

0.
5

(0
–7
.5
)

0.
8

(0
– 8
.4
)

3.
6

(0
–4
1.
1)

M
ee
tin

gs
ou

ts
id
e
th
e
w
or
k
pl
ac
e

3.
4

(0
–6
1.
3)

3.
3

(0
–3
3.
1)

4.
6

(0
–6
1.
3)

2.
4

(0
–2
1.
3)

1.
6

(0
–1
9.
2)

5.
9

(0
–3
7.
4)

W
ai
tin

g,
no

n-
co
m
pu

te
r
re
la
te
d

2.
0

(0
–3
7.
3)

2.
4

(0
–2
3.
6)

1.
6

(0
–2
1.
5)

0.
4

(0
–9
.3
)

3.
6

(0
–3
7.
3)

1.
9

(0
–2
0.
3)

Sc
he

du
lin
g

1.
6

(0
–5
7.
1)

1.
4

(0
–1
8.
2)

2.
2

(0
–5
7.
1)

2.
0

(0
–4
0.
5)

1.
1

(0
–1
1.
2)

0.
9

(0
–7
.7
)

Anskär et al. BMC Health Services Research  (2018) 18:166 Page 6 of 12



Ta
b
le

3
Pr
op

or
tio

ns
of

tim
e
sp
en

t
on

m
ai
n
ca
te
go

rie
s
an
d
su
bc
at
eg

or
ie
s
of

w
or
k
ta
sk
s,
fo
r
ea
ch

pr
of
es
si
on

ba
se
d
on

se
lf-
re
po

rt
ed

da
ta

fro
m

th
e
tim

e
st
ud

y
(C
on

tin
ue
d)

W
or
k
ta
sk
s

O
ve
ra
ll

Re
gi
st
er
ed

nu
rs
e

Pr
im

ar
y
ca
re

ph
ys
ic
ia
n

C
ar
e
ad
m
in
is
tr
at
or

N
ur
se

as
si
st
an
t

A
lli
ed

pr
of
es
si
on

s

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

n
%

(m
in
–m

ax
)

M
an
ag
in
g
co
m
pu

te
r
pr
ob

le
m
s

1.
3

(0
–2
8.
3)

1.
0

(0
–2
2.
2)

1.
5

(0
–2
8.
3)

2.
2

(0
–2
0.
8)

1.
1

(0
–6
.7
)

0.
9

(0
–8
.8
)

N
on

-p
at
ie
nt
-r
el
at
ed

tr
an
sp
or
t

0.
9

(0
–1
8.
3)

0.
8

(0
–1
4.
3)

1.
0

(0
–1
5.
3)

0.
2

(0
–6
.4
)

0.
5

(0
–1
2.
1)

2.
5

(0
–1
8.
3)

O
rd
er
in
g
m
ed

ic
al
su
pp

lie
s,
in
cl
ud

in
g
la
un

dr
y

0.
7

(0
–2
3.
0)

0.
3

(0
–6
.5
)

0.
01

(0
–0
.5
)

0.
6

(0
–2
3.
0)

3.
9

(0
–1
2.
1)

0.
4

(0
–5
.6
)

N
on

-p
at
ie
nt
-r
el
at
ed

te
le
ph

on
e
co
nt
ac
ts

0.
6

(0
–2
0.
5)

0.
6

(0
–9
.0
)

0.
5

(0
–2
0.
5)

0.
6

(0
–6
.0
)

0.
5

(0
–3
.0
)

0.
9

(0
–1
3.
6)

Re
m
ai
ni
ng

ta
sk
s

7.
3

(0
–4
0.
0)

7.
1

(0
–4
0.
0)

7.
5

(0
–3
7.
8)

7.
1

(0
–2
7.
5)

5.
6

(0
–2
6.
0)

10
.0

(0
–3
8.
9)

Th
e
m
ai
n
ca
te
go

rie
s
ha

ve
be

en
m
ar
ke
d
w
ith

ita
lic
s

Anskär et al. BMC Health Services Research  (2018) 18:166 Page 7 of 12



Thus, the less time spent on direct patient work tasks,
the more role conflicts reported.
We also analysed whether stress was related to age.

The strongest correlation between age and stress was
observed among NAs; in that group, the younger the
NA, the more stress reported (Table 6).

Discussion
This study illustrated the fact that primary care staff ap-
peared to spend a considerable proportion of work-time
on indirect patient work tasks and other, non-patient re-
lated work tasks. Just above one third of the work-time
was spent on work tasks associated with direct patient
contact. PCPs reported a higher degree of negativity in
the psychosocial work environment than other staff
groups. Among PCPs and allied professionals, a positive
correlation was observed between role conflicts and the
proportion of total time spent on administration and
service. That is, the more time spent on administrative
and service work tasks, the more role conflicts they
reported. Similarly, for RNs, we found a negative correl-
ation between the proportion of time spent on direct

patient work tasks and the degree of role conflicts. That
is, the less time spent on direct patient work tasks, the
more role conflicts reported. Younger staff in all profes-
sions reported a higher degree of negativity in the work
environment compared to older staff. PCPs reported the
lowest proportion of time spent in pauses, which might
reflect a stressful work situation.
The PCPs, allied professionals, RNs, and care adminis-

trators reported high values for quantitative demands
and stress, indicating a perception of adverse working
conditions. The work situation in primary care is often
characterized as demanding and complex [4, 18, 19], and
adverse psychosocial work conditions among primary
care staff can be associated with a poor quality of life
[20]. Our results indicated that a high administrative
workload had a negative impact on the reported psycho-
social work environment. This finding was consistent
with previous research, which showed that predomin-
antly administrative and bureaucratic organizations were
associated with heightened levels of job dissatisfaction [21].
One explanation for the finding that the administrative
workload had a negative impact on perceived role conflicts

Table 5 Scores for psychosocial factors measured with the COPSOQ questionnaire, according to profession

Professions n Quantitative demandsb Stressb Role conflictsb Quality in workc Conflicts between
work and personal lifeb

Positive impact of
work on personal lifec

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD

Registered nurse 124 47.7 19.4 31.9 18.0 25.0 17.7 77.2 12.3 28.0 25.7 57.7 23.4

Primary care physician 63 61.1 22.1 41.2 19.1 37.2 18.2 78.2 11.9 49.2 31.4 59.0 26.8

Care administrator 63 44.3 17.9 32.2 19.4 24.8 19.9 78.6 11.7 18.1 19.3 51.6 27.6

Nurse assistant 35 34.8 13.3 27.3 17.0 22.5 18.7 80.0 15.4 14.8 16.4 56.7 25.3

Allied professionals 39 51.3 20.9 32.9 19.6 24.7 18.4 78.4 14.0 30.6 28.9 62.8 23.4

Overall 324a 48.7 20.6 33.4 18.9 27.0 19.0 78.1 12.6 29.1 27.6 57.3 25.2

Reference value 40.2 26.7 42.0 d 33.5 d

All scores are expressed as the mean and standard deviations (SD); scores were transformed to a scale of 0 to 100
aParticipants that did not answer all questions were excluded
bLow value is a positive rating
cHigh value is a positive rating
dReference value not available

Table 4 Proportions of time spent on administrative and service work tasks, by profession

Profession Patient-related administrationa Organization-related administration and serviceb Total administration and servicea,b

n % n % n %

Registered nurse 138 18.9 139 17.3 138 35.7

Primary care physician 75 22.9 75 12.5 75 35.4

Care administrator 58 43.5 60 27.5 57 68.1

Nurse assistant 41 10.3 42 29.8 41 40.3

Allied professionals 33 18.9 32 16.0 32 34.4

Overall 345 22.9 348 19.4 343 41.5
aPatient-related administration tasks included: documentation, dictation, administering appointments, signing journal entries, referral management, handling mail,
prescribing medical drugs, entering data into health care records and quality registries, and prescribing medical aids
bOrganization-related administration tasks and service included: meetings at the work place, other writing tasks/administration, managing equipment and
facilities, e-mail management, meetings outside the work place, scheduling, managing computer problems, ordering medical supplies, including laundry, and
non-patient-related telephone contacts
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could be that the amount of administrative work was unex-
pected and unwanted, and it did not reflect the university
curriculum description for medical staff. The results of our
study confirmed that Swedish PCPs, in general, spent a
considerable amount of time on administration, and this
factor could be hindering efficient patient care [22]. RNs
and allied professionals also spent a considerable amount
of time on administrative work tasks, which may have a
negative effect on patient care, due to the lower proportion
of time spent face-to-face. Nevertheless, documentation
has several positive aspects; it is an important tool for
achieving high quality care. Previous research has shown
that successful care delivery depended on the fact that
nurses valued face-to-face interactions with patients [23].
That finding was consistent with our results; we found that
the less time spent on direct patient work tasks, the
more reports of role conflicts. In conclusion, compe-
tence in primary care could be improved by transfer-
ring some administrative and service tasks, mainly
organizational, to other staff categories [8, 22, 24];
e.g., to professional administrators or a service staff.
However, some administrative work tasks can only be
performed by medical staff; e.g., signing journal en-
tries, dictation, referral management, and prescribing
medical drugs and medical aids.
All health care professional in this study overestimated

the proportion of time spent in direct patient work
tasks, compared to the results from the time study. This
might reflect the high value that medical staff placed on
direct patient contact, as shown by Bringsén et al. [23].
Our results also showed that RNs spent a substantial
amount of time on telephone consultations, as part of
direct patient work. This was not surprising, considering
that, in Swedish primary care, telephone accessability is
a prioritized work task for RNs, as a result of political
decisions.
In contrast to other professionals in Swedish primary

care, allied professionals rarely have colleagues in the
same profession at primary care centres. Therefore, they
lack an interactive work environment, where they can
spontaneously discuss issues with peers, and they must
solve most administrative and practical problems them-
selves. Working in an environment without peers can
lead to isolation; it has been shown that face-to-face
contact with colleagues had a positive impact on job sat-
isfaction [25]. We found that the association between
time spent on administrative work tasks and reported
role conflicts was stronger among allied professionals
than among PCPs.
A large proportion of work-time involved documenta-

tion of medical records, which is controlled by Swedish
law [26]. Staff members only have a small amount of in-
fluence regarding this task. Part of the problem is that
IT systems for health care documentation present many

challenges [27–29], and most systems do not save time
[30, 31]. However, IT systems can reduce the work
burden for care administrators [31]. Care administrators
spent a high proportion of time on indirect patient
work tasks, including documentation in medical re-
cords. Thus, they were engaged in the work tasks
expected in their profession. In Sweden, care adminis-
trators primarily assist PCPs; in contrast, RNs, NAs,
and allied professionals must deal with their own docu-
mentation (e.g., medical records). Nevertheless, the
time spent on administrative tasks was similar among
all professions; this finding indicated that the adminis-
trative burden for PCPs was relatively high compared
to other professionals.
Overall, staff members reported a low amount of role

conflicts, which might indicate a feeling of performing
meaningful work. Senior staff reported less role conflicts
and stress compared to junior staff, which could be ex-
plained by their long experience and confidence in their
professional roles, consistent with the results reported
by Schmitz [32].

Strengths and limitations
This study had several strengths. The high response
rates strengthened the credibility of this study, and
the variation in the primary care centre sizes made
the sample representative of Swedish primary care.
Although only 11 out of the 23 invited primary care
centres agreed to participate in the study, the urban-
rural distribution in the final sample was similar to
that of all 23 centres. Therefore, we concluded that
the final sample size was not likely to have affected
the generalizability of our results to this geographical
area. The design of the time-study (data were re-
corded every hour) ensured that the risk of recall bias
was minimized [11]. The COPSOQ instrument has
been validated, and its reliability was later confirmed
in a Swedish context [33]. The study also had some
limitations. The self-reporting method might have in-
troduced some methodological challenges. The inter-
pretation of the work task definitions may have varied
among participants; e.g., it may have been difficult to
distinguish between direct and indirect work tasks.
To avoid confusion, participants were informed which
work tasks comprised direct, indirect, and other work
tasks. In addition, each participant received a pamph-
let with instructions on how to complete the time-
study form. We could not rule out the possibility that
participants might not have always responded com-
pletely truthfully. To our knowledge, the time study,
where individuals reported precise times spent on
work tasks, was the most comprehensive study of its
kind performed in Swedish primary care.
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Conclusions
This study indicated that Swedish primary care staff
spent a limited proportion of their work time directly
with patients. PCPs seemed to perceive their work envir-
onment in negative terms to a greater extent than other
staff members. Allocation of time spent on work tasks
influenced staff perceptions of the psychosocial work en-
vironment. Future research, possibly with a qualitative
design, might shed further light on the results from this
study and provide suggestions on how to improve the
psychosocial work environment in primary care.

Potential implications
The results of this study were not surprising, given the
complex, bureaucratic organization in Swedish primary
care. For more efficient use of work-time among medical
staff in primary care, we recommend an increase in the
number of administrative and service personnel.

Additional files

Additional file 1: Time study data collection form. The file contains the
form where the participants recorded the time (min) they spent on each
work task, every hour, every day, over two separate weeks, Monday to
Friday, during office hours. The form contained three main categories
(called work tasks) and a number of subcategories for each main
category. (DOCX 26 kb)

Additional file 2: Comparisons between professionals in COPSOQ
scores. The means and SD of COPSOQ scales were compared between
professions with the analysis of variance (ANOVA) and post-hoc Tukey
test. (DOCX 18 kb)

Abbreviations
COPSOQ: Copenhagen Psychosocial Questionnaire; NA: Nurse Assistant;
PCP: Primary Care Physician; RN: Registered Nurse

Acknowledgements
We are grateful to Peter Garvin and Johan Lyth for statistical support and
guidance. We would also like to thank Valérie Tegelström and Lisa Viktorsson
for entering data into the database.

Funding
This work was supported by the Medical Research Council of Southeast
Sweden and Södertörn University Sweden. All funds have been used to pay
salary to EA, PhD student.

Availability of data and materials
The datasets used and analysed during the current study are available from
the corresponding author on reasonable request.

Authors’ contributions
Study design: EA, ML, and AA. Analysis and interpretation of data: EA, ML,
MF, and AA. All authors critically revised the manuscript and approved the
final version for publication.

Authors’ information
Eva Anskär is a District nurse at Mantorp Primary Health Care center near
Linköping in Sweden. She became a PhD student in June 2015 at the
Department of Medical and Health Sciences, Linköping University. She is
interested in the primary care organization and her field of research
concerns time utilization among primary care professions.
Malou Lindberg is an Associate Professor in general practice at the
Department of Medical and Health Sciences, Linköping University, Sweden.

She works as a manager at 1177 Medical Advisory Service, Region
Östergötland, Sweden. She has a commitment within telenursing, health
promotion and implementation science.
Magnus Falk is an associate Professor in general practice, and works as
general practitioner at Kärna Primary Health Care Centre in Linköping,
Sweden, and as a university lecturer at the Department of Medical and
Health Sciences, Linköping University. He has a broad commitment within
several aspects of primary health care research, but has is main field of
research concerns prevention, risk assessment and early detection of skin
cancer, from a primary care perspective.
Agneta Andersson is an Associate Professor of Evaluation and health
economics at Linköping University, Sweden. She received a PhD degree on
Health and society in 2002 at the Department of health and society at
Linköping University. She is interested in health economics, implementation
science and is currently working with research and development at Region
Östergötland, Sweden.

Ethics approval and consent to participate
This study was approved by the Ethics Review Board in Linköping, Sweden
(D.nr. 2014/81–31). Participants received information about the study verbally
at a staff meeting and also by written information at the start of the data
collection. Participants were informed that the study was voluntary, that they
could drop out of the study without explanation at any time, and that
confidentiality was guaranteed. Participants agreed to participate by
responding to the questionnaire and time study. All data material was stored
in a database in the Östergötland Region with a high level of security.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Medical and Health Sciences, Linköping University,
Linköping, Sweden. 2Primary Health Care Centre in Mantorp, and
Department of Medical and Health Sciences, Linköping University, Mantorp,
Sweden. 31177 Medical Advisory Service, Linköping, Sweden. 4Research and
Development Unit, and Department of Medical and Health Sciences,
Linköping University, Linköping, Sweden.

Received: 19 October 2017 Accepted: 19 February 2018

References
1. Swedish Government Official Reports (SOU-series). http://www.sou.gov.se/

wp-content/uploads/2016/01/SOU-2016_2_Hela4.pdf 2016 [Accessed 22
November 2016].

2. The Swedish Agency for Health and Care Services Analysis. Summary in
English. Healthcare from the perspective of primary care physicians. 2016
[Accessed 22 Nov 2016]. Available from: https://www.vardanalys.se/wp-
content/uploads/2017/11/Health-care-from-the-perspective-of-Primary-Care-
Physicians-IHP-2015-summary.pdf.

3. Wilhelmsson S, Foldevi M, Akerlind I, Faresjo T. Unfavourable working
conditions for female GPs. A comparison between Swedish general
practitioners and district nurses. Scand J Prim Health Care. 2002;20(2):74–8.

4. Halcomb E, Ashley C. Australian primary health care nurses most and least
satisfying aspects of work. J Clin Nurs. 2016;26:535–45.

5. Nieuwenhuijsen K, Bruinvels D, Frings-Dresen M. Psychosocial work
environment and stress-related disorders, a systematic review. Occup Med
(Lond). 2010;60(4):277–86.

6. Jönsson S. Psychosocial work environment and prediction of job satisfaction
among Swedish registered nurses and physicians - a follow-up study. Scand
J Caring Sci. 2012;26(2):236–44.

7. Hysong SJ, Best RG, Moore FI. Are we under-utilizing the talents of primary
care personnel? A job analytic examination. Implement Sci. 2007;2:10.

Anskär et al. BMC Health Services Research  (2018) 18:166 Page 11 of 12

https://doi.org/10.1186/s12913-018-2948-6
https://doi.org/10.1186/s12913-018-2948-6
http://www.sou.gov.se/wp-content/uploads/2016/01/SOU-2016_2_Hela4.pdf
http://www.sou.gov.se/wp-content/uploads/2016/01/SOU-2016_2_Hela4.pdf
https://www.vardanalys.se/wp-content/uploads/2017/11/Health-care-from-the-perspective-of-Primary-Care-Physicians-IHP-2015-summary.pdf
https://www.vardanalys.se/wp-content/uploads/2017/11/Health-care-from-the-perspective-of-Primary-Care-Physicians-IHP-2015-summary.pdf
https://www.vardanalys.se/wp-content/uploads/2017/11/Health-care-from-the-perspective-of-Primary-Care-Physicians-IHP-2015-summary.pdf


8. Best RG, Hysong SJ, Pugh JA, Ghosh S, Moore FI. Task overlap among
primary care team members: an opportunity for system redesign? J Healthc
Manag. 2006;51(5):295–306. discussion -7

9. Osborn R, Moulds D, Schneider EC, Doty MM, Squires D, Sarnak DO. Primary
care physicians in ten countries report challenges caring for patients with
complex health needs. Health Aff (Millwood). 2015;34(12):2104–12.

10. The Commonwealth Fund. International Health Care System Profiles The
Swedish Health Care System 2017 [Accessed 18 August 2017]. Available
from: http://international.commonwealthfund.org/countries/sweden/.

11. Polit D, Beck C. Nursing research: generating and assessing evidence for
nursing practice. : Wolters Kluwer Health Lippincott Williams & Wilkins; 2012.

12. Bjorner JB, Pejtersen JH. Evaluating construct validity of the second version
of the Copenhagen psychosocial questionnaire through analysis of
differential item functioning and differential item effect. Scandinavian
journal of public health. 2010;38(3 Suppl):90–105.

13. Aust B, Rugulies R, Skakon J, Scherzer T, Jensen C. Psychosocial work
environment of hospital workers: validation of a comprehensive assessment
scale. Int J Nurs Stud. 2007;44(5):814–25.

14. Pejtersen JH, Kristensen TS, Borg V, Bjorner JB. The second version of the
Copenhagen psychosocial questionnaire. Scandinavian journal of public
health. 2010;38(3 Suppl):8–24.

15. Clausen T, Andersen LL, Holtermann A, Jorgensen AF, Aust B, Rugulies R. Do
self-reported psychosocial working conditions predict low back pain after
adjustment for both physical work load and depressive symptoms? A
prospective study among female eldercare workers. Occup Environ Med.
2013;70(8):538–44.

16. COPSOQ Sverige. Enkätens uppbyggnad 2017 [Accessed 14 September
2017]. Available from: https://copsoq.se/enkaten-2-2/enkatens-uppbyggnad/.

17. Jacobshagen N. Illegitimate Tasks, Illegitimate Stressors: Testing a new
Stressor-Strain Concept: (Doctoral thesis, University of Bern: Faculty of
Human Sciences). Bern: University of Bern; 2006.

18. Spinelli WM, Fernstrom KM, Galos DL, Britt HR. Extending our understanding
of burnout and its associated factors: providers and staff in primary care
clinics. Evaluation & the health professions. 2016;39(3):282–98.

19. Arvidsson E, Andre M, Borgquist L, Carlsson P. Priority setting in primary
health care - dilemmas and opportunities: a focus group study. BMC Fam
Pract. 2010;11:71.

20. Teles MA, Barbosa MR, Vargas AM, Gomes VE, Ferreira EF, Martins AM, et al.
Psychosocial work conditions and quality of life among primary health care
employees: a cross sectional study. Health Qual Life Outcomes. 2014;12:72.

21. Grembowski D, Ulrich CM, Paschane D, Diehr P, Katon W, Martin D, et al.
Managed care and primary physician satisfaction. J Am Board Fam Pract.
2003;16(5):383–93.

22. Shipman SA, Sinsky CA. Expanding primary care capacity by reducing waste
and improving the efficiency of care. Health Aff (Millwood). 2013;32(11):
1990–7.

23. Bringsen A, Andersson HI, Ejlertsson G, Troein M. Exploring workplace
related health resources from a salutogenic perspective. Results from a
focus group study among healthcare workers in Sweden. Work. 2012;42(3):
403–14.

24. MacLean L, Hassmiller S, Shaffer F, Rohrbaugh K, Collier T, Fairman J. Scale,
causes, and implications of the primary care nursing shortage. Annu Rev
Public Health. 2014;35:443–57.

25. Andrews ME, Stewart NJ, Pitblado JR, Morgan DG, Forbes D, D'Arcy C.
Registered nurses working alone in rural and remote Canada. The Canadian
journal of nursing research = Revue canadienne de recherche en sciences
infirmieres. 2005;37(1):14–33.

26. The National Board of Health and Welfare. HSLF-FS 2016:40 2016 [Accessed
1 Dec 2017]. Available from: https://www.socialstyrelsen.se/Lists/
Artikelkatalog/Attachments/20494/2017-3-2.pdf.

27. Carayon P, Alyousef B, Hoonakker P, Hundt AS, Cartmill R, Tomcavage J, et
al. Challenges to care coordination posed by the use of multiple health IT
applications. Work. 2012;41 Suppl 1:4468–73.

28. Murphy DR, Reis B, Sittig DF, Singh H. Notifications received by primary care
practitioners in electronic health records: a taxonomy and time analysis. Am
J Med. 2012;125(2):209. e1-7.

29. Törnqvist J, Törnvall E, Jansson I. Double documentation in electronic health
records. Nordic. J Nurs Res. 2016;36(2):88–94.

30. Munyisia EN, Yu P, Hailey D. Does the introduction of an electronic nursing
documentation system in a nursing home reduce time on documentation
for the nursing staff? Int J Med Inform. 2011;80(11):782–92.

31. Howard J, Clark EC, Friedman A, Crosson JC, Pellerano M, Crabtree BF,
et al. Electronic health record impact on work burden in small,
unaffiliated, community-based primary care practices. J Gen Intern Med.
2013;28(1):107–13.

32. Schmitz LL. Do working conditions at older ages shape the health gradient?
J Health Econ. 2016;50:183–97.

33. Berthelsen H, Hakanen J, Kristensen TS, Lönnblad A, Westerlund H. A
qualitative study on the content validity of the social capital scales in the
Copenhagen psychosocial questionnaire (COPSOQ II). Scandinavian journal
of work and organizational. Psychology. 2016;1(1): 5. pp. 1–13.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Anskär et al. BMC Health Services Research  (2018) 18:166 Page 12 of 12

http://international.commonwealthfund.org/countries/sweden
https://copsoq.se/enkaten-2-2/enkatens-uppbyggnad/
https://www.socialstyrelsen.se/Lists/Artikelkatalog/Attachments/20494/2017-3-2.pdf
https://www.socialstyrelsen.se/Lists/Artikelkatalog/Attachments/20494/2017-3-2.pdf

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Setting
	Participants
	Data collection
	Statistical analysis
	COPSOQ
	Time-study
	Ethics


	Results
	Psychosocial work environment

	Discussion
	Strengths and limitations

	Conclusions
	Potential implications

	Additional files
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Authors’ information
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

