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Abstract 

Background This study explores the impact of decentralized management on the sickness absence among health-
care professionals. Sickness absence is a reliable indicator of employees’ wellbeing and it is linked to management 
quality. However, the influence of decentralized management on sickness absence has not been adequately studied.

Methods The research design combined a two-wave, web-survey of frontline managers in two Danish university 
hospitals with administrative data on sickness absence at the ward-level. The first and second wave included data 
from 163165 and 137 frontline managers linked to 121 wards and 108 wards. Data was analysed using an ordinal 
logistic regression model.

Results Wards where frontline managers had the highest level of decentralised decision authority compared to none 
showed lower odds of ward-level sickness absence  (ORcrude: 0.20, 95% CI: 0.05–0.87). A very high extent of cross-func-
tional decision authority showed lower odds of sickness absence  (ORcrude: 0.08, 95% CI: 0.01–0.49). Overall, the results 
showed a clear data trend, although not all results were statistically significant.

Conclusion Higher levels of decentralized management in wards were positively associated with lower risks 
of sickness absence in hospital wards. The study supports future research on how to empower decision autonomy 
at the frontline level of management.

Keywords Decentralised decision authority, Cross-functional decision authority, Decision making, Sickness absence, 
Hospitals, Frontline managers

Introduction
Background
Sickness absence among healthcare staff is high on the 
political agenda in the OECD countries. More than ever, 
public hospitals face high care demands and with a short-
age of healthcare professionals there is an urgent need 
for developing knowledge on how to manage and organ-
ize healthcare work to avoid burnout, absenteeism, and 
stabilize retention rates [1–4]. This article contributes to 
this discussion by studying the impact of decentralizing 
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management on ward-level sickness absence. Decentrali-
zation to frontline managers in hospitals is a particularly 
important level to zoom in on because managers at the 
frontline are directly involved in helping work teams 
accomplish collective objectives, and the way manag-
ers manage is linked to the psychosocial work environ-
ment and well-being of healthcare professionals [5–10], 
impacting the service performance of hospitals [11, 12]. 
Managers who give frontline workers adequate resources 
and encouragement are also found to strengthen workers’ 
skill sets who in turn make better decisions [13].

This study adopts the perspective that empowered 
frontline managers are fundamental to hospital perfor-
mance [14–16]. To explore this impact further, studies 
into enabling management structures [17, 18] point to 
two compelling management aspects related to decen-
tralization. First, delegating decentralization of deci-
sion-making authority to frontline managers [19] is 
hypothesized to improve decision-making and collabora-
tion at the frontline of care delivery [20]. Second, man-
agers with cross-functional decision authority can span 
and connect across occupational boundaries [21] and is 
considered a mechanism for bridging healthcare profes-
sionals and units [22].

Aim and contribution
The overall purpose of this explorative study is to evalu-
ate the association between decentralized management 
in hospitals and sickness absence among healthcare 
professionals. We break the concept of decentralized 
management into vertical decision authority (who make 
decisions about what in the hospital) [19] and cross-func-
tional decision authority (who make decisions outside 
their own occupation in the hospital) [17]. By investigat-
ing these two aspects of the managerial role, we analyse 
whether a) the level of decentral decision authority and 
b) the ability of managers to coordinate task comple-
tion across different job functions is associated with 
employee-well-being. These two management aspects 
have not been adequately considered nor linked to how 
it can improve the work environment in hospitals [23] 
and lead to a sustainable psychosocial work environment 
[24].

The contribution of the present study is threefold. 
First, by deploying an innovative study design using 
self-reported questionnaire data from line-managers 
combined with register-based information on sickness 
absence at the ward-level, we provide novel evidence 
on the association between leadership behaviour and 
employee well-being and heed the call for performing 
rigorous empirical research on the impact of manage-
ment at a time where healthcare systems reorganize to 
meet changing demographics and patient demands [12]. 

Compared to previous studies primarily surveying nurse 
managers, our study sample consists of nurses and phy-
sicians who jointly undertake the role of frontline man-
agers, exemplifying a recent trend in clinical leadership 
models [25]. Second, by investigating decentralized deci-
sion authority and cross-functional decision authority, 
we operationalize important elements of complex work 
organizations, such as hospitals, where the need for agile 
decision making processes are important to facilitate 
efficient and high-quality delivery of health care services 
involving employees with different professional back-
grounds. The study differs from previous studies on hos-
pital managers focusing on performance management [8] 
or specific leadership styles [12] such as distributed [14, 
16] or relation-oriented leadership [5, 26]. Third, we con-
tribute insights complementing research on psychosocial 
working conditions (e.g., high workload and low levels 
of social capital, job control, and organizational justice) 
found to be predictors of sickness absence [27–31]. We 
use sickness absence as an outcome measure because it 
may be considered an objective and reliable indicator of 
employees’ well-being and their work environment [7].

Hypothesis development
Centralization refers to a situation where decision-
making power rests with a central person or team in the 
center or at the top of the organizational hierarchy [32]. 
In contrast, decentralization means that the decision-
making power is delegated to frontline managers or 
employees within an organization, and organizations do 
it because of the potential it has for improving operations 
and task completion [33, 34]. A high level of decentrali-
zation allows employees to make decisions on their own 
and empower their autonomy. Organizations delegate 
decision authority because there is a limit to how many 
people a manager can effectively manage, and delega-
tion can improve decision quality, economise on mana-
gerial attention, and facilitate employee initiative. From 
the viewpoint of a manager, delegation also means los-
ing control over delegated decisions that for some can 
be challenging to deal with [19, 35, 36]. Moving decision 
authority to the frontline manager in hospitals enhance 
the room for exercising supportive and flexible leader-
ship behaviours that can meet employees’ specific needs 
and situational demands [14, 16]. Delegating decision-
making to the frontline manager also enhances a more 
enabling management structure by offering employees 
access to information, resources, and opportunities to 
influence decisions [1]. Employees are more likely to feel 
empowered with adequate discretionary power (needed 
as to do their job) with a positive effect on the well-being 
of employees working at the frontline. Decentralisation 
of decision authority is also attributed to a reduction 
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in the risk of numbers of sick days due to a decrease in 
job burnout and increase in job satisfaction [24, 29]. 
We hypothesize that delegation of decision authority 
may be associated with lower levels of sickness absence 
at the ward level for several reasons. First, delegation 
of decision authority may boost job resources – e.g. job 
autonomy and supportive leadership behaviours – and 
the availability of these job resources may enhance the 
possibilities of health care workers to deal with the job 
tasks while simultaneously supporting the work-related 
well-being of health care workers through higher levels of 
work engagement and lower levels of burnout [37]. Sec-
ond, following the meta-analysis from Miraglia and Johns 
[38], higher levels of leadership support and job control 
are associated with higher levels of job satisfaction and 
lower levels of sickness absence. Our first hypothesis can 
therefore be formulated as follows:

H1: Decentralization of decision authority in hos-
pitals is associated with a reduced risk of sickness 
absence at the ward-level.

Since hospitals are characterized by strong professional 
cultures and high specialization, many contextual factors 
work against managing across organizational and occu-
pational boundaries [39, 40]. However, increasingly com-
plex care processes and patients’ need for integrated care 
makes it critical that frontline managers in hospitals are 
capable of supporting collaboration across occupational 
boundaries [41, 42]. This development emphasizes a need 
for managers who can bridge silos and create linkages 
between occupations and groups to move ideas, infor-
mation, people and resources to where they are needed 
[17]. A decision-making perspective on the phenomenon 
of managing across occupational boundaries can be cap-
tured by the concept of cross-functional decision author-
ity [43] concerned with the degree to which a manager in 
a hospital makes decisions outside their own occupation 
[12, 21, 44]. At the level of frontline management, cross-
functional decision authority is hypothesised to support 
task completion and empower employees by providing 
access to supervision, information and resources across 
areas of specialisations [1], which is expected to be have 
a positive effect on the level of sickness absence in their 
wards [5, 7, 27]. Accordingly, we expect that higher levels 
of cross-functional decision authority may enhance the 
social capital at the ward-level by facilitating collabora-
tion between different professional groups and strength-
ening the social capital in the work-group. Higher levels 
social capital at the ward-levels constitutes a job resource 
[45] that is associated with a decreased risk of sickness 
absence [27]. A meta-analysis [38] also indicates that 
social capital in the workplace (i.e., support from co-
workers and supervisors) are indirectly associated with 

sickness absence and that the association is mediated by 
job satisfaction. Our second hypothesis can thus be for-
mulated as:

H2: Cross-functional decision authority in hospitals 
is associated with a reduced risk of sickness absence 
at the ward-level.

Methods
Study setting
The study was carried out in two Danish university hos-
pitals. Denmark has a universal, decentralized health sys-
tem, in which the national government provides block 
grants from tax revenues to the regions, which operate 
hospitals, and to local authorities that, e.g., deliver pre-
vention and rehabilitation services. Hospitals in Denmark 
are mainly public, paid through global budgets and case-
based payments. Hospital physicians and nurses are sala-
ried and employed by regional hospitals. All residents are 
entitled to publicly financed care, including largely free 
primary, specialist, hospital, mental health, preventive, 
and long-term care services. In Denmark, the hospital 
sector is among the work sectors with the highest preva-
lence of sickness absence with a level of 5.1 percent of the 
total working time. In 2019, assistant nurses and nurses 
respectively had the highest and fifth highest prevalence 
of sickness absence among all professional groups [46]. 
In Denmark, employees are eligible for sickness absence 
benefits if they cannot work due to sickness. Employees 
in hospitals owned by the Regional level of government 
are entitled to full wages while sickness absent and the 
employer is reimbursed by the Municipal level of govern-
ment after 30 days of sickness absence.

Study design and data collection
The target population for the survey was frontline man-
agers with staff responsibility because they manage the 
wards where healthcare professionals provide patient 
care. The research design consisted of a two-wave web-
survey that was developed for this study using insights 
from management theory [12, 33, 44, 47] (see Supple-
mentary file 1). Survey data was collected in two Danish 
university hospitals in the Capital Region of Denmark 
(anonymized as City Hospital 1 and City Hospital 2). 
Based on a history of collaborating with the study team 
on research projects, the executive management team 
in the two hospitals granted access to collect the survey 
data. To identify our target group, we obtained an admin-
istrative list of managing physicians and nurse managers 
from the Capital Region of Denmark. In collaboration 
with the two participating hospitals, we identified all 
managers from units directly providing care: acute, elec-
tive, a combination or other. The final list was validated 
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by the human resource departments to ensure accuracy. 
Some wards were managed by a team consisting of a 
managing physician and nurse manager, meaning that 
the number of managers participating in the survey can 
exceed the number of wards. Data were collected from 
frontline managers by use of their personal work email.

The first wave of data collection took place from 
November 2018 to January 2019 and the second wave 
from November 2019 to January 2020. To encourage par-
ticipation, a member of the executive hospital manage-
ment signed the survey invitation, which was distributed 
electronically using SurveyXact. To increase the response 
rate, three e-mail reminders were sent out in each wave. 
Each invitation letter contained information about the 
study, a unique survey link, and participation informa-
tion about data protection and anonymity. Participation 
was voluntary. In the first wave of data collection, 369 
frontline managers received the questionnaire with a 
response rate of 58.3% (165 frontline managers). In the 
second wave of data collection, 310 frontline managers 
received the questionnaire with a response rate of 58.4% 
(137 frontline managers). Across the two waves, the same 
125 frontline managers responded to the questionnaire in 
both. The sample is tied to 121 wards with 3,680 employ-
ees in the first wave and 108 wards with 3,331 employees 
in wave two. Due to the low number of observations on 
the independent variables, we analysed data from the two 
waves independently to identify similarities in the pat-
terns of the results. The employees in the participating 
wards were not invited to participate in the survey.

By combining the survey data with administrative 
data on sickness absence, the wards represent the unit 
of analysis. The first wave of the survey was merged with 
register-based data on sickness absence in the 121 wards 
from the period of January 2019 to December 2019. The 
second wave of the survey was merged with register 
based data on sickness absence in the 108 wards from 
the period of January 2020 to December 2020. Data was 
managed in accordance with GDPR guidelines.

Measures
The construct ‘Decentralization of decision authority’ 
included five items taken from previously used question-
naires [33, 47] and reworded to fit the context of hospital 
management: who has decision authority with regard to: 
1) prioritizing projects at the department, 2) collabora-
tion with other departments at the hospital, 3) decisions 
with regard to quality control, 4) significant changes in 
patient service, and 5) significant changes in departmen-
tal routines. The response categories were as follows: 
the decision authority lies with 1) employees under my 
leadership, 2) myself (and co-managers), 3) my immedi-
ate supervisor, 4) the top management. We constructed 

an additive index on decentralization of decision author-
ity by counting the number of items where the manager 
responds that either the manager or the employees under 
his/her supervision had the decision authority. The addi-
tive index ranged from 0–5, where 0 refers to no local 
decision authority and the higher the number, the greater 
the local decision authority. The internal consistency of 
the measures was assessed via Cronbach alphas and lay 
above the acceptable threshold of 0.70.

We measured the degree of exercising ‘cross-functional 
decision authority’ – i.e., make decisions across functions 
[12, 44] – with the question ‘to what extent do you on a 
daily basis exercise management for other occupational 
groups than your own’. It was measured using a 5-point 
Likert scale ranging from ‘not at all’ to ‘to a very great 
extent’. This measure drew on the concept of boundary-
spanning leadership, and it was self-developed to meet 
the research aim for which it was not possible to find a 
suitable and pre-used questionnaire.

The survey data came from a larger questionnaire cov-
ering: respondent characteristics (e.g., profession and 
management experience); management responsibilities 
(e.g., operations); unit characteristics (e.g., type and size); 
management team (e.g., composition and span of con-
trol) and coordination mechanisms (e.g., plans, rules and 
roles).

The data on the outcome measure of sickness absence 
at the ward-level was obtained from administrative data-
bases from the Capital Region of Denmark known to be 
highly reliable and accurate and have limited issues of 
biased or missing data [48]. To handle the different num-
ber of employees per ward, the annual number of absent 
days was calculated against the expected annual work-
ing days at each ward, and finally categorized the ordinal 
variable as: 1 = less than 3% sickness absence, 2 = 3–6% 
sickness absence, and 3 = more than 6% sickness absence. 
If we assume that the expected annual working days/year 
are approx. 220, then less than 3% reflect 6,5 days of sick-
ness absence per year. By categorising sickness absence as 
an ordinal variable, it was possible to use ordinal logistic 
regression analysis, which allows for greater contrast in 
sickness absence than can be obtained in standard logis-
tic regression models with only two outcomes. Further, 
this type of analysis does not assume normality, linearity 
or homoscedasticity, which are seldom obtainable with 
data on sickness absence [49].

Covariates
Manager and hospital ward characteristics were included 
as covariates because of their potential influence on lead-
ership, the work environment or sickness absence [50]. 
All covariates were included a priori, and then tested in 
different models to see if they change the results. The 
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following covariates was utilised from the surveys: Man-
ager characteristics: sex (female, male, other, do not want 
to inform); job category (doctor, nurse, other); manage-
ment training (yes/no); years of management experience 
(numerical); number of employees working under their 
management (1 = 0–9 employees, 2 = 10–14 employ-
ees, 3 = 15–24 employees, 4 = more than 24 employees). 
Hospital ward characteristic: performing acute care tasks 
(yes/no); and hospital (1 or 2).

Statistical analysis
Descriptive analyses assessed the hospital and ward-level 
according to characteristics of the hospitals and front-
line managers. The association between each of the two 
structural aspects of cross-functional decision authority 
and decentralization of decision authority and sickness 
absence was analysed using multinomial logistic regres-
sion models. Because the ordinal response categories 
have an order, we refer to this as ordinal logistic regres-
sion analysis [51]. This analytical approach models the 
relationship between an ordinal response variable, in 
this case sickness absence, and one or more explanatory 
variables here the ‘cross-functional decision authority’ 
variable based on a 5-point Likert scale, and the ‘decen-
tralization of decision authority’ on an ordinal scale. The 
ordinal logistic regression analyses were performed using 
the PROC GENMOD procedure in SAS version 9.4 (SAS 
Institute Inc., Cary, NC, USA).

To study the two hypotheses, we analysed the asso-
ciations between the following items and the sickness 
absence data that we were granted access to:

The additive index on decentralized decision author-
ity and sickness absence measured as annual sickness 
absence at ward-level in the year after the start of 
data collection.
Decentralized decision authority single items and 
sickness absence measured as annual sickness 
absence at ward-level in the year after the start of 
data collection to test if any of the single item are 
more important than others.
Cross-functional decision authority single item and 
sickness absence measured as annual absence at 
ward-level in the year after the start of data collec-
tion.

We made the following adjustment in a total of four 
models: hospital (model 1); model 1 plus managers’ job 
category, management training and years of manage-
ment experience (model 2); model 2 plus span of control 
(model 3); model 3 plus acute tasks (model 4).

The analyses were stratified by survey wave (1 or 2). 
The two waves were treated separately due to differences 

in both questionnaire responses and ward-level sickness 
absence. Results from the same department were treated 
as repeated measurements (repeated subject in the SAS 
procedure PROC GENMOD), e.g., if the management is 
shared between a managing physician and a nurse man-
ager. The overall level of statistical significance was set at 
0.05.

The interpretation of the ordinal regression model is: 
when the sickness absence scale is demarcated as 1 (= less 
than 3% absence per year), 2 (= 3–6%absence per year) 
and 3 (= more than 6% absence per year) then an OR of 
0.40 means that the odds of “3” vs “1 or 2” are 60% lower 
among the exposed group than in the reference group. 
It also means that the odds of “2” vs “1” are 60% lower 
among the exposed group than the reference group. The 
assumption of the cumulative logistic regression is that 
the odds ratio for being in category “3” vs “1 or 2” is the 
same as the odds ratio for being in category “2” vs. “1”..

Validity and reliability
Prior to the first wave of the survey and to test its face 
validity, the questionnaire was evaluated by and revised 
according to the inputs from 10 frontline managers work-
ing in the two hospitals. Because the data on the decen-
tralization of decision authority and cross-functional 
decision authority have been gathered as self-reported 
survey data, they could be subject to recall-bias, but it is 
difficult to obtain information on these variables in any 
other way. Common method bias is a risk when correlat-
ing data in the same survey or between latent constructs 
based on self-reported items and believed leadership 
qualities. However, since we combine the self-reported 
survey data (i.e., our predictor variables) with adminis-
trative data (i.e., sickness absence as the outcome variable 
at the ward-level), these risks of common method bias 
have been mitigated [52].

Results
Table 1 shows the descriptive statistics for the variables 
studied. The table is stratified by data wave and hos-
pital and shows that around 80% of the study popula-
tion of frontline managers were women (first wave 82% 
(n = 134) and second wave 79% (n = 108)). The most pre-
dominant job type was nurse (64% (n = 105) and 62% 
(n = 85)) followed by physician (25% (n = 41) and 28% 
(n = 38)). On average, the managers had around twelve 
years of management experience (11years (n = 165) and 
12 years (n = 137)) and a high percentage had received 
management training (89% (n = 147) and 93% (n = 127)). 
The span of control varied from zero to more than 24 
persons in both waves. Of the wards in the first and sec-
ond data wave, 18 and 16% performed acute tasks, 26 
and 24% were primarily elective, and the remaining 58% 
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performed combinations of acute and elective tasks, or 
other care tasks.

Table  2 shows the ordinal logistic regression analy-
ses on decentralized decision authority measured as 
an additive index and ward-level sickness absence. The 
analyses are stratified by data wave and are in four mod-
els adjusted for hospital, manager’s job category (doc-
tor, nurse or other), management training, management 
tenure, span of control, and providing acute tasks. The 
results indicate a tendency in both waves, namely that 
higher levels of decision authority are associated with 
lower risk of sickness absence at the ward-level. However, 
only few of the reported odds ratios in Table 2 are statis-
tically significant and none of the overall tests are statis-
tically significant. Stepwise adjustment for the included 
covariates (Model 1- 4) did not substantially change the 
risk estimates.

Table  3 shows the ordinal logistic regression analyses 
on decision authority measured as single items and sick-
ness absence at the ward-level. The analyses are stratified 
by data wave and in four models adjusted for hospital, 
manager’s job category, management training, manage-
ment tenure, span of control, and acute tasks. The results 
indicate that the items ‘prioritizing projects at the depart-
ment’, ‘collaborations with other departments’, ‘making 
decisions regarding quality control’, ‘making significant 
changes in patient service’ and ‘significant changes in the 
routines of the departments’ were associated with lower 
risk of ward-level sickness absence. Across the models, 
only the item ‘making significant changes in patient ser-
vice’ for wave two had a statistically significant associa-
tion with sickness absence at the ward-level.

Table  4 shows the ordinal logistic regression model 
where ward-level sickness absence was stepwise adjusted 
for the relevant covariates. The results show that the 
higher the extent of cross-functional decision author-
ity, the lower the odds of ward-level sickness absence. 
Adjusting for the covariates in Model 1–4 only change 
the risk estimates a little. The results are statistically sig-
nificant for the first wave. The risk estimates from both 
waves and for all models show the same tendency.

Discussion
Principal Results and Comparison with Prior Work
The increase in care and work complexity in hospitals 
alongside growth in staff turnover and sickness absence 
requires appropriate and efficient management and deci-
sion authority at the right level in the organization [14, 
15]. Our first hypothesis expected that decentraliza-
tion of decision authority would result in lower levels of 
sickness absence in the wards. The absolute effect sizes 
shown in the odds ratios (for index-scores of 3, 4 and 5, 
albeit statistically non-significant) suggest that wards 

where frontline managers’ report higher levels of decen-
tralized decision-making authority have lower levels of 
registered sickness absence. Adjusting for relevant covar-
iates (hospital, managers’ education, management train-
ing, tenure of the individual manager, span of control, and 
acute tasks) did not change the results. While our meas-
ure on decentralization of decision-making authority 
does not necessarily correlate with supportive leadership 
behaviours, it is likely that frontline managers with high 
levels of decision-making authority have better oppor-
tunities for exhibiting supportive leadership behaviours. 
A further explanation is that decision-making authority 
gives employees the experience of having greater work 
control, which according to previous studies reduce 
absence from work [53]. When studying the individual 
items that make up the composite measure of decentral-
ized decision-making authority, the analyses only yielded 
few statistically significant associations. We found, how-
ever, that three of the five items in the measure exhibited 
higher correlations with the outcome measure. The self-
reported ability to make decisions on ‘significant changes 
in patient services’ had the strongest association with 
sickness absence at the ward-level, which is in line with 
other studies that find that the ability to focus on the core 
task in doing their job (taking care of patients) is impor-
tant for employee well-being [54]. Our analysis also indi-
cates that the possibility for frontline managers to make 
decisions on collaborations with other departments and 
quality control are determinants of workers well-being as 
measured by sickness absence.

Our second hypothesis expected that cross-functional 
decision authority would be associated with lower lev-
els of sickness absence at the ward-level. In both waves 
of the study we observed tangible reductions in the 
odds ratios as the participants reported higher levels 
of cross-functional decision authority. Relatedly, the 
analysis suggests a similar pattern in both waves and 
when adjusting for factors such as hospital, manager’s 
job category, management training, tenure of the indi-
vidual manager, span of control, and acute tasks. This 
indicates that frontline managers who hold a leader-
ship role for a variety of professional groups in hospital 
settings may facilitate interdisciplinary completion of 
work tasks. This highlights that to facilitate the coor-
dinated efforts of a multi-professional group of work-
ers, managers must be more attentive towards bridging 
knowledge across boundaries and providing the neces-
sary decision-making information, something previ-
ous studies have found to empower frontline workers 
[1, 55]. The stepwise adjustment for span of control in 
the statistical analyses had little impact on the observed 
associations between predictors and outcomes. This 
finding is noteworthy, because previous studies have 
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argued that a high span of control is believed to chal-
lenge the basis for performing supervisory and consen-
sual management [56].

Overall, the study findings indicate that decentralized 
management both directly and indirectly may constitute 
job resources that enhance the capacity of employees to 
deal with the work tasks while simultaneously support-
ing the well-being of employees [37]. The two aspects of 
decision authority may constitute job resources in their 
own right by enhancing the agility of the organization 
to deliver efficient and high-quality health care services. 
They may also indirectly serve as job resources by foster-
ing supportive leadership behaviours, cross-functional 
cooperation, social support and job control that all have 
been found to be associated with lower levels of sick-
ness absence [27]. It could be argued that higher levels of 
decentralized management could constitute an additional 
job demand on line managers negatively impacting their 
capacity to provide effective and supportive leadership, 
which again could entail an increase in the level of sick-
ness absence. The study findings, however, do not sup-
port such an interpretation.

Practical implications
By studying how frontline management influences the 
sickness absence in hospitals, our findings speak to the 
societal challenge of findings ways to reverse the pro-
jected shortage of healthcare staff in OECD countries [1, 
4] that in part results from a poor work environment and 
conditions. For example, in Denmark, the hospital sector 
is among the work sectors with the highest prevalence 
of sickness absence (5.1% of the total working time). At 
the same time, care tasks are becoming increasingly com-
plex processes because of shorter in-patient stays, patient 
input and process uncertainty, and the need for (a)syn-
chronous work inputs from many healthcare profession-
als and organizational units [57]. As healthcare systems 
reorganize to meet those changes and in doing so face the 
risk of increasing sickness absence because of the uncer-
tainty it brings [58, 59], our study provides additional 
backing for supporting frontline managers to manage in a 
way that fosters collaboration [44] and wellbeing at work 
[7] capable of developing a sustainable psychosocial work 
environment. The findings also highlight the importance 
of having good supervisor-employee relationships, which 
especially nurses associate with having adequate discre-
tionary power to do their job [1]. By focusing on enhanc-
ing frontline managers’ decision authority in hospital 
settings and on improving other aspects of the psycho-
social work environment, it should be possible to reduce 
sickness absence levels and, hence, improve work attend-
ance of hospital employees.

Study strengths and limitations
The results reported in this study are consistent across 
manager and hospital characteristics and across two 
independent survey waves in time at two Danish hospi-
tals. To that end, a number of covariates were included 
in the analyses that might constitute potential confound-
ers in the association between the independent and the 
dependent variable. This supports the credibility of the 
findings of the study. Compared to previous studies pri-
marily surveying nurse managers, our study sample con-
sists of nurses and physicians who jointly undertake the 
role of frontline managers, exemplifying a recent trend in 
clinical leadership models [25]. The study complements 
previous studies on hospital managers focusing on per-
formance management [8] or specific leadership styles 
[12] such as distributed [14, 16] or relation-oriented lead-
ership [5, 26]. Moreover, the study complements research 
on psychosocial working conditions (e.g., high workload 
and low levels of social capital, job control, and organiza-
tional justice) found to be predictors of sickness absence 
[27–31].

Future research should consider the following study 
limitations. The study has a relatively small sample size 
of frontline managers in the two waves (165 and 137 
in the two hospitals), but it was tied to 121 wards with 
3,680 employees in round one and 108 wards with 3,331 
employees in round two, respectively. The sample size 
could also explain why only a few results in Tables  2, 
3 and 4 are statistically significant. Yet, it is impor-
tant to note that the sizes of the observed crude odds 
ratios are considerable, suggesting that the analyses are 
underpowered and that discarding the results due to 
statistical non-significance could lead to drawing ‘false-
negative’ conclusions. The concept of decision author-
ity was captured by five questionnaire items whereas the 
more experimental cross-functional decision authority 
was captured by only one questionnaire item could sig-
nal a call for a finer-grained understanding of the meas-
ures in future research studies. Because little quantitative 
research has measured cross-boundary decision author-
ity, it is relevant to investigate further whether it is a 
structural mechanism that positively impacts healthcare 
workers’ well-being. Since sickness absence for the sec-
ond wave of the survey was measured during 2020, the 
COVID-19 pandemic may have had an impact on the 
level of sickness absence in the participating wards. In 
Denmark, the COVID-19 lockdown was put into effect 
on 11 March, 2020. This must be taken into account 
when interpreting the results of the study, but because 
the results from the two waves (Table 2 and 3) show simi-
lar tendencies it suggests that the COVID-19 pandemic 
only had a limited impact on the results. It may also be 
considered a study limitation that the two waves of the 
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study are not fully independent, since some participants 
in the first wave also participated in the second wave. To 
take this lack of independence into account in the analy-
ses, we analysed the two waves separately.

Conclusion
This two-wave, empirical study of frontline manag-
ers indicate that higher levels of decision authority and 
cross-functional decision authority in hospital wards are 
positively associated with lower risks of sickness absence. 
In this context, the study indicate that decentralized deci-
sion authority and cross-functional decision authority are 
important to the work environment in hospitals, and that 
the two management factors are capable of mitigating the 
challenges arising from hospital specialisation and task 
complexity. The study findings support conducting future 
research on how to empower healthcare professional’s 
decision autonomy at the frontline level of management 
in hospital wards.
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