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1. 
SHORT INFORMATION ON HOW THE CASE STUDY WAS CONDUCTED

The IT-HEALTH case study is one of centralisation and outsourcing of IT service provider in the public sector. In the spring 2003 it was decided that the state owned hospitals and other health centers would centralise their IT-units into one public owned enterprise. The IT units were thereby outsourced and centralised into an enterprise, here anonymously refered to as IT-HEALTH. The main task of this enterprise is to provide IT services provision (software, hardware, maintenance,operation, help desk) to these 15 health enterprises (HE) comprised of 9 hospitals and 6 other forms of health centers (psychiatry, rehabilitation centers, hospital farmacies etc). The health enterprises are distributed geographically but all are regionally located in the central part of Norway.
Between April and May 2007 we conducted interviews with 11 informants most of them working within IT-HEALTH. Interviews were conducted primarily in Trondheim, which is the main city in central Norway, but we also did an interview in one of the districts, Levanger, while we telephone interviewed two other informants located in two other districts: Kristiansund and Ålesund. An additional telephone interview was done on an expert on the IT sector in Norway, who gave us insightful information on the general trends of this sector. In addition to interviews, this report also bases its finding and analysis from existing documentation on the internet, as well as an evaluation report on IT-HEALTH published in April 2006. This report has been of great value in understanding the relationship between IT-HEALTH and the other units in the value chain since time and resources did not allow us to do extensive interviews in the other units. The following table shows the people interviewed and their professions. 

	1
	Man 
	Director of IT-HEALTH (Trondheim)

	2
	Man 
	Purchase Manager IT-HEALTH (Trondheim)

	3
	Woman 
	Manager of department on Projects and Market Development (PMD), and former union representative for Nito (Trondheim)

	4
	Woman 
	Change and Configuration Manager (Trondheim)

	5
	Man 
	Senior IT-consultant (Levanger)

	6
	Man 
	Senior IT-consultant (Molde)

	7
	Woman 
	Senior IT-consultant and union representative (Trondheim)

	8
	Woman 
	 Senior IT-consultant (Trondheim)

	9
	Man 
	 Senior IT-consultant (Ålesund)

	10
	Man 
	 Senior IT-consultant  (Trondheim)

	11
	Man
	Director ICT-Norway (expert) (Oslo)


2.
GENERAL OVERVIEW OF THE CASE STUDY

Brief basic characteristics of …

· the companies involved: 

IT-HEALTH: founded in 2003 after centralising all IT services from 16 Heath Enterprises (HE). IT-HEALTH is regionally distributed in 4 districts, while the headquarter is in Trondheim. 

Health Enterprises (HE): A total of 16 HE outsourced its IT-services. They are a total of 17,000 users and their IT representative is now an IT-procurer.
· the business function: IT service provision
· the units covered: help desk, application, project and market development and infrastructure
· products and services: IT-maintenance, operation, software and hardware upgrade, negotiate and initiate projects for Health enterprises 
· the restructuring: centralisation of IT- services, outsourcing, regionalisation
· the period of restructuring (when): April 2003
· numbers of workers in the companies: 

IT-HEALTH: 170 workers

Health enterprises: 13,300 workers
Geographic spread of value chain (countries, regions): Central Norway
3.
CASE STUDY FINDINGS

3.1
Company and value chain (re-)organisation:

3.1.1
(re)organisation of the business function, legal and ownership structures, company boundaries

In October 2002 the board of Health in Central Norway (HCN) asked their administration to develop an overall IT-strategy for all of the Health Enterprises (HE) regionally located in Central Norway with the aim of defining common visions, goals and values for the period of 2004-2007.  There were at that time 9 functional independent hospitals and 6 health centres (specialty health services) which maintained their own IT development and support staff. This staff operated primarily independently to service those needs of their customers (in other words at each hospital/health service location).

According to the documents the aim of the strategy was to ensure a balanced and holistic planning management such that the different health enterprises in Central Norway would be able to achieve their short-term as well as long-term IT-goals. The board meeting concluded that it was necessary to undertake a pilot-study to see to what extent a centralised regional IT-unit was feasible in relation to the overall strategy mentioned above. Outsourcing to a private company or centralising became a possibility of the none-core functions of which IT-service became a prime candidate.

Prior to this board meeting each of the 15 HE had their own IT-unit with varying degrees of number of employees depending on the size of the enterprise. The IT-staff of the time was integrated into the hospital/health centers framework and service, and developed legacy applications (databases and programs) was in function to suit the perceived needs of their customers.

It was decided collectively that a centralised IT service provision would be beneficial to all parties concerned: both in cost and effectiveness service. The conclusion of the pilot-study focused on the economic gains based on the possibilities of: coordination of purchases, usage of resources, and the standardisation of different solutions and working processes. Likewise, they argued for the possibility of getting better deals and bargaining power from suppliers when they appear as one big actor. But gains was also envisaged in faster implementation capacity when introducing new IT systems and the possibility of acquiring better systems and a better integration between the different systems, as well as the possibility of developing the center’s IT-competence since the unit would have a larger workforce with IT-competence and larger client group. They would also have the possibility of running bigger projects, specialising their competence on certain technologies, systems and competence areas that the different health enterprises needed. To support this initiative IT-HEALTH was developed with central services provided from Trondheim and some support services at all locations. To date IT-HEALTH is still in a transitory process integrating legacy applications with new centralised application and services intending to better support the customers as a whole, as well as support new facilities that are currently becoming operational (new hospital). 
According to the now director of IT-HEALTH, who was an independent consultant active in the pilot-study, the question related to whether to outsource the IT business function to a private enterprise was also debated. However, because of the special IT-competence that health sector demands, it was agreed that a better solution was to maintain the ownership within the HCN, but that IT-HEALTH would be economically independent and had to “sell” their services to the health enterprises. This economic independence also meant that IT-HEALTH had to establish contract for each project, or work conducted with the different health enterprises. The local health enterprises transfered all their IT-workers, equipment and existing contracts over to IT-HEALTH. It was now up to IT-HEALTH to develop, run and support the IT-equipment and IT-services of the different local enterprises. (Look at illustration 1 in appendix 1 to see the difference prior to 2003 and illustration 2 in appendix 1 to see how IT-services is structured 2007).
3.1.2
(re)organisational and spatial aspects of the value chain 

IT-HEALTH’s current ownership/sponsorship is through Health Central Norway (HCN). IT-HEALTH is a wholly owned operational entity of HCN, and it is treated in a similar context as each and every hospital as a centralised provider of IT services. HCN have their HQ in Stjørdal about 40 kilometers north of Trondheim.
IT-HEALTH customers are the 15 individual operating enterprise locations in 4 major geographic regions in central Norway. Each operating location host IT-HEALTHs staff as well as a liason officer employed by the health facility called the ‘procurement officer’. Each health care facility maintains IT-procurer to coordinate maintenance/development at their specific location. It should be noted that funds for IT-HEALTH come from each care facility and the IT-procurer is ultimately responsible for that budget. Each health care facility maintains its own budget specific to their IT needs in their facility. 

IT-HEALTH is charged with maintaining and developing its assets to meet the customer base. To facilitate the efficient use and development of these assets/resources, customers focus teams or user groups are set up to monitor effectiveness as well as provide functional specifications for new application/asset development (project developments). These user groups provide input in determining functional requirements for new projects or enhancement of existing projects and thereby come up with what their requirements are.  Steering committees charged with approving projects for development and in addition independent management teams are in charge of monitoring IT-HEALTH’s day to day efficiency at each operating location, as well as budget. Currently management teams do not have representation on steering committees. 

IT-HEALTH owns, operates, maintains and develops all IT related infrastructure at all of IT-HEALTHs customers. IT-HEALTH is organised into four operational groups: IT-service, planned management, project and market development and application. In addition there is a staff unit,  with some core administrative supporting all operational groups (See figure 3 in appendix 1).
 IT-services include a customer service center which solves some problems (first line) and more complex problems are forwarded unto a central technical support group or individual support teams located at each health enterprise.

Planned Management team: supports infrastructure development and maintenance of server and networks as well as client based software and hardware.

Project and Market Development supports the development  of major technical projects at any/all hospitals locations. 

Application support team tailors the software databases to meet specific requirements and maintains these corporate applications over their life-cycles. Major applicattion projects that have been developed and are currently in use are EPJ (Electronic Patient Journal), administrative system software, patient administration software, specialised laboratory computer systems, requisition and reply system as well a digital X-ray systems. 

There has been very little if any spatial changes of the value chain. The headquarter of IT-HEALTH is geographically located in Trondheim. The other health enterprises are located in the following towns of Central Norway: Rorøs, Volda, Levanger, Kristiansund and Molde. The biggest change was for the employees located in Trondheim because the employees moved into one common building. The employees here were formerly located in 3 differerent local health enterprises, but was congregated and put into one building. According to the informants however, this move did not have to do with the restructuration and that they would have had to move whether a centralisation had taken place or not. For some employees however the change in location did feel that a symbolic demarcation of change of employer had taken place, in addition they were uprooted from their former colleagues who were not categorised as IT-workers. Likewise, the movement entailed physical proximity with new colleagues and who were transferred from other local enterprises. The distance between their former and actual offices was for most employees not large, since the offices of IT-HEALTH was placed in the same premises as the largest health enterprise.
For the employees that worked in the smaller districts there was no change in their location. They stayed in the same offices and within the same geographical premises of their former employers. The only difference for them was that their contractual relations with their former employers changed, and they no longer was employees of the local health enterprises.
3.1.3
contractual relations (between the companies) and power relation (main power resources of companies and units, forms of governance of the value chain)

After the outsourcing of IT-HEALTH it was agreed that all the necessary IT services and deliverance from IT-HEALTH should be regulated by contracts and formal agreements with the different local health enterprises. IT-HEALTH would also be responsible in negotiating with the suppliers such that all ordering of systems from the health enterprises had to go through IT-HEALTH. According to sources, both during interviews and by reading the documents, the differentiating of roles between IT-HEALTH and the local enterprises was not quiet clarified as had hoped. IT-HEALTH role as a service provider and the health enterprises as customers became blurred and unclear. According to one source, the major reason for this was that while a lot work and effort was put into clarifying the new role of IT-HEALTH a similar work was not done in relation to the health enterprises.  Their IT unit had left and their was no one to bridge the gap between service providers and they as customers. One way they tried to solved this unclarity was the establishing of an IT-procurer/IT-manager in every health enterprise and the intention of that person was that he/she would be responsible of all of the orders, contracts, budget etc that was to take place in relation to IT. In some of the health enterprises, those who got this position were those who worked at the IT-unit within the health enterprise prior to the outsourcing of IT-HEALTH. According to one of the informants, in some cases it was someone who felt more “loyalty towards the hospital or health enterprise” and as such did not want to move over to IT-HEALTH. In other health enterprises, the IT-procurer’s role was a position that got filled by someone new and after the outsourcing process. A drawback of this unclarity of roles has also resulted that in some cases contracts and agreements are ignored or put aside by the parties involved in certain projects, while in other cases the cooperation between the IT-representative at the health enterprises and IT-HEALTH is strenuous. A stronger form of professionalism is thereby asked for, where there should be a clearer delineation between someone who works with contracts between the two organisations and those who cooperate with each other on a daily basis connected to projects. The result of this unclarity means also that the IT-procurers at the different health enterprises have developed differently, and having different types of competence, duties, mandates and so forth. Likewise it is said that the health enterprises lack of strategic thinking in relation to their IT needs has resulted in that IT is very little visible at the strategic management level in the health enterprises, but that it is kept more at a technical and operational level.
3.2
Functions and overall workflow in the value chain

3.2.1
functions performed in the value chain, changes through restructuring, tasks carried out in different units, division of labour, workflow in core areas

If we look at figure 2 in the appendix we could follow the units in the value chain in order to follow their functions. We have HCN, the health enterprises themselves who after the outsourcing of their IT-units have their management group and an IT-procurer as representing their IT-interest and goals. After the restructuration the diverse IT-units are now organised centrally under IT-HEALTH and is the regional IT center for all the health enterprises. At the end of the value chain are the suppliers who now cooperates with IT-HEALTH rather than directly with the health enterprises. IT-HEALTH directly relates to the health enterprises with the IT-procurer as their direct link. The director of IT-HEALTH is represented in the board of HCN. The other direct link is with the suppliers. 
In 2003 when IT-HEALTH was developed their task was to centralised IT-support services in a cost efficient manner while maintaining or improving service to their customers. Their installed equipment base 300 servers and 1100 PCs as well as 4 major applications (EPJ etc) and technical queries from users at 100 000 per year. Ultimately they must provide 24 hour support, 7 days a week to their customers.

The workflow in core areas are as follows: 

Customer service: Each location has its own help desk and in that respect there has been very little changes in this work area. The reason why this service has not been centralised, according to the informants, is because of existing technical limitations were the staff can register that queiries are made at other locations, but they cannot provide online technical support. The goal however is to centralise the IT-service support and place it in one regional area and as such help customers as calls are made, independent of geographical location. Although this is seen as a positive development, the staff could see that Trondheim, as having the largest of customers and where most queries are coming from, would be given a priority as compared to smaller districts. The staff also mentioned that one of the negative aspects of centralising Help Desk is that there are still local systems in function at each location and as such is still in need of specific competence on that system.

The other core area is in relation to Application: Instead of individual organisations developing their own local systems, there is the goal of centralising and developing corporate application. Although this is the goal, an evaluation report showed that there are still some local health enterprises that develop their own application even after the existence of IT-HEALTH. This example shows, according to a report, that representatives of user groups and steering committees of the health enterprises are as yet not clear in that their function is to take into consideration a regional perspective.

The workflow of IT-HEALTHs other core area, Project and Market development (PMD) is at the moment geographically placed in Trondheim. This is a new unit after the restructuring of the value chain. This unit initiates and carries out big IT-projects on behalf of HCN and cooperates with external R&D. The employees stationed in the districts complained that they were not taken into consideration when interesting projects were been proposed. Otherwise they experienced that they were put into projects without they been asked. As one of them said “ I did not know I was part of that project until I saw my name on the intranet”.

In relation to core area Infrastructure there seems to be very little change in the value chain other than trying to improve the maintenance level.

3.2.2
geographical structure of companies and units, spatial division of labour along the value chain, geographically distributed work

The health enterprises are geographically located in 8 different towns: Levanger, Namsos, Molde, Røros, Kristiansund, Ålesund, Volda and Trondheim. Each town has its own hospital.
IT-HEALTH is also geographically distributed by having IT-units located close to their customers. IT-HEALTHs main office is in Trondheim and most of the 170 employees are located there. The number of staff at each location varies. In that respect there has been very little change in location after the restructuration. Other than the unit related to project and market development, all the other units have staff members working with tasks related to the other units (application, help desk and infrastructure). At each customer location, there is a procurer. In many ways the centralisation of IT-HEALTH has not have much impact on the geographical distribution of the work other than for management function. 

It is also the case that even though the goal is to have standardised systems between the different health enterprises, each local enterprise might have their own local developed IT-system making it a bit difficult as yet for IT-consultants from the other units to help out if necessary. This is one of the reason why help desk function is as yet not centrally located in one area. But as one informant pointed out, there is nothing in the way of it taking place in the near future. When it comes to initiating and having responsibility of new and bigger IT-projects, economic management and so forth, these tasks take place in Trondheim. The result is that managers at the IT-units in the districts find themselves travelling quite a bit to Trondheim. 
 One of the positions that has been mostly affected in relation to this centralisation are those with management position in IT-HEALTH, since they have to travel to Trondheim quite often or they had to move to Trondheim. For example the manager of networks systems sits in Levanger, said one of the informants. But he is the manager of employees who are based in Namsos, Kristiansund, Molde, Volda and Trondheim. “This is experienced as negative” said one of the informants. It is said that the highest turnover of personnel after the restructuration has taken place for this group of employees since it became too much of a big burden for these managers to be travelling back and forth from the district to Trondheim. It seems as former IT-managers at the local hospitals chosed to work as IT-procurers after they tried working a period for IT-HEALTH. This was done once they realised the burden of travelling a lot. 
The distance between Trondheim and the most geographically far away health enterprise is 413 kilometres. In Norway, however, distance in kilometres is in itself not too informative since some places may be close in relation to distance but getting to the area, such as Kristiansund and Molde may make getting to those areas difficult because of means of transportation to get there.  

3.2.3
temporal aspect of the workflow, the role of time and flexibility, consequences of restructuring

There are no changes in relation to the employees working contract or type of employment. Full time employees is more the norm, even though they have opted to recruit temporal employees from agencies in order to help out during high peak time or because of high sickness absenteeism. According to one of the managers at IT-HEALTH this is mostly in relation to Help Desk as frontline workers. They also tend to invite trainees or apprentices to work during the summer time and in that way have them learn the different IT-systems with an aim to recruit them in the future. The IT-workers in Norway are at the moment in demand, making it difficult to recruit the right competence when needed.

General working hours have remained the same for the majority of employees. The major difference is in relation to how time is registered: before it was registering though punching in the time of arrival and departure while now an hour list is kept noting down which projects each employees is working on. HelpDesk however, has expanded their opening hours after the restructuration. They are now open until 8 p.m., but the number of staff in this core area has increased and they have reorganised such that there are a clearer demarcation between the staff who are working frontline as oppose to those on the second line. Before the restructuration the staff use to rotate in relation to sitting frontline, with working frontline once a week before going ‘back stage’.

At the Help Desk  standard working hour ends at 8 p.m. and after that the person on call takes over. Another issue that was changed was related to being on call while at home. If you work with the Lab-systems, for example, then you are at times on call which means that you have to go around with a telephone and be available night and day. You can be called up and then you have go to actual location and help solve the problem. There are two types of on-call/guard arrangements: “primary guard” and “systems guard”. The primary guard is the one who gets the first contact with the user and who finds out what is the actual problem and then the primary guard gets in contact with the system guard. At IT-HEALTH they have 4 major IT-systems  in which you could be on-call. This is the reason why specialising in some of the systems is important because otherwise it becomes too much to have competence on all of them. Both primary and systems on-call staff works on call for a whole week every sixth week. The major difference after the centralisation of IT-HEALTH is that all of those that are on-call have the same working conditions, because now all negotiations are done centrally with IT-HEALTH and thereby they all receive the same conditions. For those working at Help Desk they see this coordination of agreements and working conditions as a positive development. 

The other positive development was in relation to flexi-time. Now they all have flexi-time, one of them said. Before they did not, there were great variation from one health enterprise to another. Now it is possible to have flexi-time in between 7 a.m. to 6 p.m. and payment for overtime is also in order. Likewise they did not have paid lunch hour before. After the centralisation they now have 7,5 working hours per day and paid lunch within those hours. 

3.3
Changes in employment 

3.3.1
employment structures (categories of workers, basic gender relations, employment contracts) including changes

All staff have job tenure except the few trainees or apprentices who starts out on a temporal contract. If after the short contract period, the managers are satisfied with the work of the trainee, he or she are usually offered a permanent postion. According to one of the managers, the ones who get a permanent job offer are those whose competencies are needed. This is something that is evaluated from person to person. 
The basic gender relations is 60-40 (male-female) and which they are very satisfied with. Women have management positions. Although they would like a more balanced gender distribution they do not do any active affirmative action measures when recruiting new staff members. Their main goal as one of the IT-female managers pointed out was to recruit someone with competence. Employment contracts abide by the Norwegian Law of Labour. However, it has been pointed out that there is a tendency for more females to be in the front line jobs of Help Desk. This became especially more pronounced after the restructuration. There is also a good balance in the distribution of age among the employees, which is an advantage in relation to passing down experience and knowledge about certain systems to the younger recruits. In relation to ethnic background, however they did not have workers with another ethnic background other than Norwegian. This they claim was not an active policy from their part, but that it is a job that demands a command of the Norwegian language.
3.3.2
employment conditions (terms and conditions, contractual flexibility), human Resource Management and internal labour market (including changes)

There were no changes in relation to job tenure after the restructuration. It seems as if the biggest change was related to coordinating of wages between the different units. One of the biggest challenges after the centralisation was to adjust the large wage differentials between the different regions. As one of the informants said “trying to congregate a huge geographical mass, with different ways of working, different organisation forms, and different wage systems… one would not have believed we were in the same country, there was so vast gap. People had different salary even though they had the same formal education and same experience. So that was one of the major tasks after the centralisation”. One of the reasons were geographical and local cultural differences in relation to which criteria was given importance in relation to wage, but also different regions had different position categories. The other issue was that people were organised in different unions.  The two competing unions were Nito and Fagforbundet. Nito ia a union for technical specialists, usually with a BSc. Fagforbundet is one of the biggest trade unions in Norway, mostly organising workers in public sector. Nito is not a member of the Norwegian Confederation of Trade Unions (LO), while Fagforbundet is.

Those who had an engineer background and who could have been a member of Nito (Labour union for BSc in technical areas), but were in any case organised in Fagforbundet did not have the same wage as their other engineer colleagues from another region. That is because the two unions had different ways of negotiating wages. At Nito more of the negotiations took place at local level, while Fagforbundet were more centralised. So once those who had the possibilities of going over to Nito did so, they experienced a wage increase.

There was a general opinion that gender was not an issue in relation to wages. This was a general statement, although one of the informants did mentioned that because women’s educational background into the IT-sector was different from men’s (men had the formal education while women were self-learned) some differences in wages did occur. On the whole however, the opinion was that women got the same wage as men. Likewise, they said that women applied for manager position too and in that respect, contrary to other occupational groups were women did not seek managerial positions, women in the IT sector and at IT-HEALTH did so, and thereby were able to maintain similar wage as their male colleagues. 

IT-HEALTH claimed they had established family friendly policies, and had a culture where young men regularly used more than the minimum one-month parental leave for men. In Norway a couple has a total of 12 months parental leave, one month is mandatory for each of the parents, the rest can be divided freely. It is customary that the mother uses eleven months, and the father one. 
3.3.3
negotiations on changes in employment (redundancies, transfer of workers etc) and employment conditions 

There were no redundancies after the restructuration. IT-HEALTH, not only took over all of the IT employees from the health enterprises, over the last four years they have also increased the number of employees. According to the employees, in many ways, their employement conditions improved. This is related to issues such as: better wage, better compensation in relation to working overtime, better arrangements to be on call, flexitime and so forth. In addition the centralisation of different practices in relation to employement conditions at the different locations, means that they experience the changes as more “fair” since they are treated alike. In relation to the process of centralisation in itself, there were slight differences in opinion: some experienced the process as “clear and orderly” while others experienced it as Trondheim-based and where their voice was not taken into consideration.
One aspect of the employment conditions that was of importance to some of the employees, especially those located in Trondheim was the lost of the possibility of having a placement at kindergarden for their children and which is what they had at the hospitals. Some also complained about not having parking space and which have a consequence in relation to transportation back and forth to work, especially in relation to work-life balance. The staff located in the district were able to maintain some of these benefits. But in the overall scheme of changes, the majority were of the opinion that changes after centralisation was for the better.

3.3.4
impact on quality of work

According to the employees, in many ways, their employement conditions improved. This is related to issues such as: better wage, better compensation in relation to working overtime, to be on call, flexitime and so forth. In addition the centralisation of different practices in relation to employement conditions at the different locations, means that they experience the changes as more “fair” since they are treated alike. In relation to the process of centralisation in itself, there were slight differences in opinion: some experienced the process as “clear and orderly” while others experienced it as Trondheim-based and where their voice was not taken into consideration.

One aspect of the employment conditions that was of importance to some of the employees, especially those located in Trondheim was the lost of the possibility of having a placement at kindergarden for their children and which is what they had at the hospitals. Some also complained about not having parking space and which have a consequence in relation to transportation back and forth to work, especially in relation to work-life balance. The staff located in the district were able to maintain some of these benefits. But in the overall scheme of changes, the majority were of the opinion that changes after centralisation was for the better.
3.4
Changes in work organisation 

3.4.1
content of work, cooperation, managerial control, spatial aspects (distributed work, workers‘ mobility), role of customers (including changes)
Most of the employees mentioned that the content of their work did not change. People were allowed to work with what they wanted to. Although it was mentioned that there were a few that were not allowed to do so, for example programming, and they quit. Programming was one of the few tasks that was mentioned that IT-HEALTH did not do anymore after the centralisation. Other than that there was a general agreement that not much changed. 
There is another change going on regarding content of work. Where the local IT-consultants were generalists before IT-HEALTH, they are now moving towards more specialised roles and tasks. “We are no longer potatoes. Before we should command all of the systems, especially at the smaller health enterprises. You did everything” as one of them said. However, even though there is a tendency towards specialisation for some of the most experienced workers, they have to continue with some older, more local constructed systems. And these workers had to continue having responsibility for the systems they were in charged of beforehand, in addition to taking on responsiblities for newer and centrally oriented systems. These workers feel that they are overloaded with work, even though they see it as a form of transition. For instance one IT-consultant who worked with operating the different systems, in particular the lab-system and administrative system said that she has continued with these tasks prior to the centralisation as well as now. Even though she continues with the same tasks she claims that there is a tendency towards specialisation on one of the systems, but on her part she still is working on operating all the lab-systems. This combination of generalist and specialist is experienced as straining. 
The other aspect of specialisation however, is less variation in work and thereby more monotonous. As one of them said “There is less variation, of course. We become more and more alike”. But as they mentioned this is the goal of the centralisation process. At the beginning so many things were different in set-up, hardware, software and so forth, and now all of the hospitals are becoming alike. 
The role of the costumer has changed after the reorganisation. The HE worker can not call his or her IT-unit or personal IT-consultant anymore, they have to call a central help desk.  The IT-consultants are ambivalent in how they view this. On one hand they enjoyed the personal contact with the costumer they had before the restructuring. On the other hand the help desk system is considered more fair for the costumers because this system does not favour those who always called and complained to their “personal IT-consultant”.  
3.4.2 organisation of working hours, differentials in working hours between companies, temporal flexibility (including changes)

General working hours have remained the same for the majority of employees. The major difference is in relation to how time is registered: before it was registering though punching in the time of arrival and departure while now an hour list is kept noting down which projects each employees is working on. HelpDesk however, has expanded their opening hours after the restructuration. They are now open until 8 p.m. In addition Help Desk has a 24 hour system of support. 
3.4.3
functional flexibility, team working (including changes)

There is teamwork taking place in relation to major IT-systems.  For some of the systems the team members are geographically distributed, so they have a lot of telephone meetings even though they do try to get together physically now and again. When they do so however, is in Trondheim.  

There has so far been no change in functional flexibility, although this was one of the goals for the restructuring. The reason is probably that due to technical shortcomings IT-Help desk in one part of the region cannot solve the problems in other parts of the region. The help desk cannot steer by remote control outside of their former regional borders. According to the informants the technical shortcomings will be fixed in a short time. Functional flexibility is then likely to change.
3.4.3 impact on quality of work
Work at helpdesk is considered more monotonous than previous IT-support. Before restructuring one person was on duty one day a week (1st line), and then went back-stage (2nd line) for the rest of the week. After restructuring the IT-consultants does not change between 1st and 2nd line, rather you hold a position either as “front line” or “second line”.  

Managers are less available than before, especially for those not working in Trondheim. They travel more than before, and some of them are permanently positioned in Trondheim. The managers become stressed and there has been a high turnover rate among this category of workers.

There is a tendency towards specialisation for all IT-consultants. This is genrally perceived as a positive development. However, there still are important differences between the various systems, local competence on all systems is still necessary.  This combination of specialists on one system and generalist on local system causes an overload in work tasks. This problem is most prominent for more experienced consultants because they have the general knowledge and are asked about it, even though they now are supposed to be specialists.

3.5 Skills, knowledge and learning 

3.5.1 Formal skill structures (including differences between men and women) and actual skill needs

The actual staffs’ formal skill structures varied. Some had formal education from IT colleagues while others learned their skills on-hand, by taking courses and in that way gaining experience. Although we do not have extensive data to build our hypothesis on, it seems as if men were the ones that had this formal education, at least when it comes to the employees who are more seniors. This was also confirmed by one of the informants who said that after the centralisation of IT-HEALTH, some of the women did lose out in relation to wage because a big criteria in relation to where they were to be placed on the wage bracket was related to their formal education and many of the elderly women did not have this, but had very long experience. The unfairness of this according to another informant is that newly hired young men with a formal education is receiving a higher wage now compared to women who had been in the business for a long time and have major experience but lack the formal education. The unfairness is also experienced by the fact that these women have to teach the younger employees about the systems.  

At the moment the market is described as “hot” and as such they are trying to recruit in two different ways. They would recruit apprentices from vocational highschool who would work as substitute and then they would get some experience. IT-HEALTH would then get to know them as future employees and if necessary give them a permanent position once they are finished with their formal education and if IT-HEALTH is in need of them. The other recruitment strategy they refered to is related to offering a permanent job position and good working conditions. IT-HEALTH was also at the moment hiring more IT-people and they said that because their wage is not as high as the private market, they had to offer other benefits in order to compete wage wise. 
Although men are the ones that dominate or has dominated this market, there are more women who are recruited and as such they did not make a big issue of trying to recruit women at the expense of what they defined as competence.
3.5.2 knowledge intensity of the different tasks, standardisation and formalisation of work

The knowledge intensity of IT-HEALTH is high, and has always been high. The IT-consultants need not only general IT-skills, including systems skills. It is also necessary with knowledge of the health sector and health work. IT-HEALTH cannot easily replace their IT-consultants. This is one of the main reasons IT-HEALTH employ apprentices, to train them for future work in the sector. 
There is a tendency towards standardisation in the sense that the systems will be the same irrespective of geographical location of the health services, however on general terms the employees did not give the impression that there has been an increase in the standardisation and formalisation of how to carry out their work. Other than reporting their working hours in the form of a time-sheet list, which caused some discontent at the beginning, they seem to have gotten used to it. This new time-registering list is a way for them to be accountable to their customers in a setting where economic saving of centralising the IT-services should be documented.

3.5.3
learning opportunities, training policies 

The staff at IT-HEALTH claimed that they had ample learning possibilities, but that it was up to them at an individual level to take the initiative to launch into taking a course for their own advancement. There were some courses however, that they had to take at a collective level, for example by attending seminars and conferences. There are also courses requiring hands-on training, such as in relation to new IT-systems. For those who had an ambition of advancing in the career ladder there were ample opportunities of doing so, but as said they had to take an initiative themselves. The director at IT-HEALTH said that they did not go specifically to individuals to encourage them, because they wanted the employees themselves to take an initiative in relation to their own personal development, but he together with the manager at Project and Market development emphasised that they would always encourage the staff to take updated and career advancing courses as part of their working hours and as long as it was not a full-time degree they were pursuing.  He also pointed out that he did not see that there was a gender difference when it came to taking an initiative to personal development. There were for example just as many women as men who had managed to become group leaders based on their own initiative to taking necessary courses and advancing on the career ladder. There was also a general consensus that there were greater career-mobility possibilities at IT-HEALTH than was the case for them at the health enterprises.
According to an employee at help-desk, much learning takes place amongst themselves where they work as team members and sharing knowledge to each other. This is seen as one of the advantages of centralisation of IT-HEALTH, because they are now more specialised in their tasks and as such could work more as a team and which allows them the time and opportunity to pass on knowledge about specific issues to each other. In general then training provision is seen as very good. By being allowed to attend seminars, courses and conferences they felt that they had control of their own personal development.

3.5.4
Impact on quality of work 

Because of the high knowledge intensity and the “hot” labour market for IT-consultants IT-HEALTH needs not only to retain their workers, but also be attractive to new workers. The wages are higher in other IT-businesses, thus IT-HEALTH needs to compete on other issues. IT-HEALTH therefore needs to create a good working environment. The main elements management tries to focus on are: 

· Secure work / tenured positions
· Challenging work tasks 
· Easy access to training/ learning opportunities
· Good career possibilities/ internal career mobility

· Policies supporting work-life balance (parental leave)

3.6
Industrial relations & regulations

3.6.1
forms of workers’ representation

There are two major unions that represent the staff: Nito and Fagforbundet. It was estimated that 80% are members of a union. Nito represents the engineers while Fagforbundet is a general union. The majority are members of one of these unions and they have trade union representatives at each location. The big challenge after the centralisation was the coordination of wages, but Nito and Fagforbundet have different styles of negotiations: while Nito allows for local and individual wage systems, Fagforbundet tends to have central negotiations. The result of this difference in negotiation is that Nito’s members are usually the winners in a wage negotiation process and which was the case after the centralisation. According to the employees there was an increase in their salary because of the transfer over to IT-HEALTH since they were able to compare themselves with other IT-workers in the negotiation process rather than be part of a more complex hospital structure. Likewise negotiations at IT-HEALTH is only at local level, such that most of the negotiations is between the two major union representatives and director and managers at IT-HEALTH. One of the union representatives told how IT-workers in the health sector are usually at the botton of the wage pyramid, above them they have the ones who work for the municipals and the state, and further up the ladder are the ones working in the private sector.  

3.6.2
information and consultation, issues of negotiations

The unions were involved from the beginning in the transfer of the staff. At that stage there were much debate about whether they were going for a “centralisation” (outsourcing to a HCN owned enterprise) or an outsourcing to a private company. The unions representatives were very much concerned and against the latter one. They did agree that a change had to take place, but as said the threat of outsourcing to a private company was a major concern and did not stop being an issue until recently (March 2007). The representatives mentioned that all in all they were content with how the process took place, and the openness and orderly aspect of the process and where they felt they could voice their concerns. After the takeover there has been several issues that they had to deal with: standardising wage, compensation of overtime, standardising to be on duty, shift work, travelling time, etc. All in all the the union representatives were satisfied with the transfer in relation to general keeping staff on the same contracts and conditions as before and as we have seen, in some (many?) cases much better.
3.6.3
impact of national and European regulation (on the involvement and negotiation of consequences of restructuring,) and problems of enforcement

According to all involved national Norwegian regulation and trade agreements have been followed. All parties have been informed, participated in meetings and discussions during the whole process, and had a saying in their future working conditions. Other European regulation had no impact. 
3.6.4
pressures on regulations and national institutions

We have not identified any pressure on the national institutions, neither any pressure on trade agreements and collective bargaining.
3.7
Conclusions

3.7.1
basic characteristics of the case

The goals of the restructuring were envisoned in a pilot study prior to the reogranisation. The study focused on the economic gains through economics of scale, increased bargaining power, a larger and more skilled workforce, more possibilities for initating and carrying out major IT-projects etc. Although there still are economic gains to be made for IT-HEALTH the restructuring seems to have succeded. Further, the workers in general seems to have better quality of work life than before.

However, for us this seems to be a case of an outsourcing in transition.The gains envisoned on a regional scale in central Norway can of course also be envisioned on a greater scale. In some years time we expect another outsourcing. This time we predict IT-HEALTH will be outsourced from HCN in one of two possible ways: The first is a complete privatisation of IT-services, the outsourcing dreaded by the IT-consultants and the unions. The second possibility is a national outsourcing to a Norwegian IT-HEALTH, that would be a national version of IT-HEALTH.  By centralising the local IT-departments into IT-HEALTH as an enterprise owned by HCN, IT-services are now one step closer to another outsourcing. 
3.7.2
importance of the case for the WORKS research questions

This case describes a centralisation process moving towards outsourcing of  IT-services from the public sector to the private sector. The process in itself shows that the workers have achieved better working conditions and retained employment protection. However, the driving forces behind centralisation are the same as if it had been outsourced to private sector, in other words, economic and efficiency gains. Likewise, the organisations got rid of what they considered to be their none-core business function. At the moment, very little change seem has taken place in relation to spatial division of labour and geographical structure, but this is also only a matter of time once the technological shortcomings are solved.  
Outsourcing seems to have several steps, in this case, we have witnessed the first: centralisation and creation of a new organisational unit. Further in the health enterprises a new function has been created, the IT-procurers. While the role and function of an IT-procurer is still unclear, we see this as a preparation and pre-requisite for health enterprices to operate on the market as buyers of IT-services.
Time use, flexibility and workers autonomy also were improved after centralisation. The workers have become more visible as IT-workers, as opposed to being a support-function for health workers. Today they are able to compare themselves with similar occupation groups and the gains are reflected in better wages and more interesting career possibilities.
3.7.3
impact of restructuring on quality of work and quality of life
The restructuring has been relatively benign. The process itself has been well handled, regulations and agreements have been followed. It should be mentioned here that some of the staff outside of Trondheim felt that the process was “Trondheim based” and that the views from the local districts were not given sufficient weigth. 

The staff has kept or improved their contracts and working conditions, improved or kept pay level and have increased flexi-time and career possibilities through the process.

Regarding content of work there is a tendency towards specialisation, this is on the whole  perceived as good, but the are two problems unsolved. The first is that some of the older and more experienced IT-consultants still needs to keep their general skills, and therefore experience more work load. The other problem is that specialisation could easily lead to more routine and monotunous work.  
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