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Abstract
Objective To examine the strength of hospital
consultants’ preferences for various aspects of their
work.
Design Questionnaire survey including a discrete
choice experiment.
Setting NHS Scotland.
Participants 2923 hospital consultants in Scotland.
Main outcome measures Monetary valuations or
prices for each job characteristic, based on
consultants’ willingness to pay and willingness to
accept extra income for a change in each job
characteristic, calculated from regression coefficients.
Results The response rate was 61% (1793
resspondents). Being on call was the most important
attribute, as consultants would need to be
compensated up to £18 000 (30% of their average net
income) (P < 0.001) for a high on-call workload.
Compensation of up to £9700 (16% of their net
income) (P < 0.001) would be required for consultants
to forgo opportunities to undertake non-NHS work.
Consultants would be willing to accept £7000 (12% of
net income) (P < 0.001) in compensation for fair
rather than good working relationships with staff, and
£6500 (11% of net income) (P < 0.001) to compensate
them for a shortage of staff. The least important
characteristic was hours of work, with £562 per year
(0.9% of their net income) (P < 0.001) required to
induce consultants to work one extra hour per week.
These preferences also varied among specific
subgroups of consultants.
Conclusions Important information on consultants’
strength of preferences for characteristics of their job
should be used to help to address recruitment and
retention problems. Consultants would require
increased payment to cover more intensive on-call
commitments. Other aspects of working conditions
would require smaller increases.

Introduction
Ambitious targets have been set for future consultant
numbers, backed up by increases in medical school
places and unprecedented increases in NHS expenditure. Consultants’ workloads have increased as a consequence of the European Working Time Directive, the
“new deal” for junior doctors, and more general trends
such as the increasing proportion of female doctors
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and the expected impact of more flexible and family
friendly working. Changes to the consultants’ contract
with the NHS are also likely to have major effects on
recruitment, retention, morale, and productivity.1 2
Consultants’ own preferences for aspects of work
that they value have not been rigorously examined.
This is crucial information if a new contract is to meet
their objectives and those of the NHS. We examined
the preferences of hospital consultants for several
aspects of their jobs.

Methods
Discrete choice experiments
To quantify consultants’ strength of preference for job
characteristics we used a discrete choice experiment to
derive the monetary value of each job characteristic,
which can be interpreted as a “price.”3 4 Discrete choice
experiments are being used within health economics
(and in environmental and transport economics) as a
method of establishing prices or valuations for goods
and services that otherwise have no price because a
market does not exist or function properly.5 The lack of
prices is a problem as prices convey information about
the strength of individuals’ preferences for these goods
and services. Although consultants do receive a price
for their work in the form of a salary plus other
payments, ongoing problems with recruitment and
retention suggest that the current price does not reflect
adequate compensation for several aspects of their job.
This may also be because the current price is set
nationally, with little local flexibility. The discrete choice
experiment derives prices that reflect more closely the
preferences of consultants for various aspects of their
job.
The discrete choice experiment was part of a larger
questionnaire used in a study of flexible working in
NHS Scotland, from the perspectives of non-training
grade doctors. The experiment presented each
respondent with several choices between different
types of job (figure). We decided on the included job
characteristics using data from existing literature, interviews with 14 consultants, and four focus groups with
consultants (table 1). Realistic levels for each job characteristic were assigned to each attribute.6
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Paired scenarios
The scenarios were organised into pairs (see figure for
example). If all combinations of levels were used it
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What do hospital consultants value about their jobs? A
discrete choice experiment

Papers

Table 1 Attributes and levels used for questionnaire on consultants’ preferences for
work
Levels

Working relationships with staff

Good/fair

Amount of staff at work

Enough staff/shortage staff

Change in actual hours of work a week (including
NHS and non-NHS but excluding on-call)

−10/−5/0/+5

On-call

Home-not busy/home-very busy/residential-not
busy/residential-very busy

Change in total NHS income (after tax)

No change/+10%/+20%

Opportunities to do non-NHS medical work

None/some/unlimited

would result in a full factorial design of 576 possible
scenarios. We reduced this to a more manageable level
of 16 scenarios by using a fractional factorial
experimental design.7 These were placed in pairs by
having the same scenario appear in each pair (a
constant scenario) and pair this with every other
scenario. With a high number of attributes this makes
the choices easier to understand and also helps to
maintain the statistical properties of the design.5
We undertook the pairing to ensure that the statistical properties were satisfied such that the results did
not depend on the way scenarios were paired.8 9 We
tested the face and content validity of the questionnaire in the first pilot survey that was sent to all
consultants who participated in the interviews and
focus groups. A second pilot questionnaire was sent to
a random sample of 56 consultants. Fifteen choices
may lead to respondent fatigue, so they were divided
across three versions of the questionnaire such that all
attribute levels occurred with approximate equal
frequency in each version. An extra choice was added
to each version of the questionnaire to test for internal
consistency. This involved presenting a choice with
levels such that everyone should choose the same job.
Each questionnaire therefore contained six pairs of

Participants
The questionnaire was posted to all hospital consultants in Scotland, except for those who had completed
the pilot questionnaire and those who were known to
have retired or died. The sample was obtained from the
Information and Statistics Division of the Scottish
Executive Health Department. The three versions of
the questionnaire were randomly allocated to consultants. The questionnaire was posted in July 2001,
followed by one reminder.
We used STATA 7.0 with a probit regression model
to analyse the data as the dependent variable was
binary (0,1)—that is, whether the respondent chose job
A or job B.10 Explanatory variables were the differences
between the levels of each job characteristic. A random
effects probit model was used to account for the
potential correlation in responses between the six
choices completed by each respondent. Three separate
regression models were estimated. The first included
the six main job characteristics only. The second model
examined how preferences varied according to
respondents’ demographic and family characteristics,
and the third model examined how preferences varied
across specialties and location. The second and third
models included the six main attributes and several
interaction term variables that multiplied each job
characteristic with each variable of interest (such as
hours worked × sex). This measures the extent to
which the preference for hours of work (for instance,
the regression coefficient in the first model) depends
on sex. For the second and third models we used a

Imagine you are looking for a new post and have been offered two jobs, A and B. You have negotiated
terms and conditions. In each of the six questions on the next page you are asked to choose which job
you prefer. The two jobs differ according to the characteristics outlined below. Please take a moment to
read through these before answering the questions on the next page.
When answering the six questions:
- assume all other characteristics are the same between jobs
- answer all choices - assume that these are the only options available to you
- there are no right or wrong answers
- job A is the same for all six questions, and job B is different.
Please tick one box for every choice
8a) Which job would you prefer?
Working relations with staff
Amount of staff at work
Change in total hours of work per week
(including NHS and non-NHS but excluding on-call)
On-call
Change in total NHS income (after tax)
Opportunities to do non-NHS work

Job A
Fair
Enough

Job B
Fair
Enough

0

-5

Home-not busy
+10%
None
Prefer job A

Home-very busy
No change
None
Prefer job B

(tick one
box only)

Example of a discrete choice experiment question
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Attributes

scenarios. The questionnaire also contained other
questions on workload, contractual details, income, and
family circumstances. We obtained standard demographic information from the data contained in the
sampling frame.
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Table 2 Descriptive statistics of consultants in study. Figures are numbers (percentage)
of consultant unless stated otherwise
Consultants in Scotland (n=3091)

Respondents included in analysis
(n=1650)

Women

22.8 (704)

24.6 (406)

Men

77.2 (2385)

75.3 (1242)

Mean (SD) age (years)

47.4 (7.8)

46.4 (7.4)

Characteristic

Country of qualification:
Scotland

67.1 (2071)

69.9 (1152)

Other UK

22.8 (704)

23.2 (381)

Elsewhere

10.1 (311)

6.9 (114)

83.3 (2575)

84.1 (1386)

Contract type:
Whole time
Part time

6.9 (214)

7.0 (115)

Maximum part time

9.7 (300)

8.9 (147)

Specialty:
Medicine in general

22 (680)

22.3 (367)

Surgery in general

19.1 (589)

17.3 (285)

Anaesthesia

14.1 (435)

15.8 (261)

Paediatrics

4.3 (132)

3.6 (60)

Results

Laboratory medicine

9.7 (301)

8.7 (143)

13.1 (403)

13.8 (227)

Respondents
The final response rate was 61% (1793/2923). We
excluded the 38 respondents who did not answer the
discrete choice experiment questions. Of the 1755
remaining questionnaires, there were 105 inconsistent
responses (5.9%), which is relatively low compared with
data from previous studies. This left a final sample for
analysis of 1650 consultants. These were evenly distributed across each version of questionnaire and were
broadly representative (tables 2 and 3).
Table 4 shows the results of the regression analysis.
The significant value of the regression coefficient
(r=0.38, SD 0.023) suggests that a random effects specification was appropriate and that the six responses
from individual consultants were correlated (log likelihood − 3110; 22% of 1s and 97% of 0s predicted correctly, pseudo R2=0.19). Consultants prefer a job with
fewer hours at work, good rather than fair relations
with staff, enough staff rather than a shortage, high
increase in annual income, and opportunities to do
non-NHS work. These broadly confirm the theoretical
validity of the technique. For on-call commitment for
the same location consultants prefer “not busy” to
“very busy,” and for the same amount of work they prefer to be at home rather than in hospital.

Obstetrics/gynaecology

5.2 (160)

5.0 (82)

Radiology

6.5 (199)

6.6 (109)

Oral medicine

3.1 (97)

3.6 (59)

Emergency medicine

1.5 (45)

1.6 (27)

Psychiatry

Health Board:
10.6 (326)

10.7 (176)

Tayside

Grampian

9.9 (306)

10.6 (175)

Dumfries and Galloway

2.4 (73)

Lothian

18 (556)

Forth Valley
Greater Glasgow
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3.9 (65)

27.5 (849)

27.9 (459)
6.3 (103)

Argyll and Clyde

6.4 (197)

Western Isles

0.5 (15)

0.4 (6)

Highland

3.8 (118)

3.6 (60)

Ayrshire and Arran

5.1 (156)

Orkney and Shetland

0.4 (12)

0.3 (5)

Fife

9.8 (303)

9.1 (150)

Borders

1.7 (53)

5 (83)

1.7 (28)

Hospital location:
Major cities

—

58.7 (968)

Suburban or small towns

—

39.5 (652)

Remote or rural

—

1.8 (30)

Health status:
Excellent

—

23.8 (393)

Very good

—

33.8 (557)

Good

—

29.5 (486)

Fair

—

11.8 (195)

Poor

Priorities
The most important characteristic was on-call. If
consultants’ on-call changed from “home-not busy” to
“residential-very busy,” they would need to be compensated by the equivalent of £18 000 a year or 30% of
their current NHS income. For a change from “homenot busy” to “home-very busy,” they would require
remuneration of about £13 400 or 22% of their
income. A move from “home-not busy” to “residentialnot busy” was valued at £12 150 or 20% of their
current income.
The next most important characteristic was the
opportunity to undertake non-NHS work. Consultants
would need to be compensated £7300-9700 (12-16% of
their current average net income) if they could no longer
do non-NHS work. Having good relationships with staff
and enough staff at work were also important, with consultants willing to accept £7000 (11.7% of their income)
to compensate them for fair rather than good working

4 (123)

2.4 (40)
18.1 (298)

Married/cohabiting

—

0.7 (12)

—

91.3 (1507)

Table 3 Income of NHS consultants in Scotland. Figures are numbers (percentages) of
consultants
NHS income

Household income

<£40 000

10.0 (165)

2.7 (44)

£40 000-59 999

41.6 (687)

21.2 (350)

£60 000-79 999

33.4 (551)

27.9 (460)

£80 000-99 000

8.7 (144)

18.6 (307)

£100 000-119 000

2.3 (38)

11.5 (190)

£120 000-139 000

0.4 (6)

5.9 (98)

£140 000-159 999

0.1 (1)

2.5 (41)

£160 000-179 999

0.1 (1)

1.0 (17)

0

1.2 (19)

3.4 (57)

7.5 (124)

>£179 999
Missing

relations and £6500 (10.8%) to compensate them for a
shortage of staff rather enough staff.
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BMJ: first published as 10.1136/bmj.326.7404.1432 on 25 June 2003. Downloaded from http://www.bmj.com/ on 23 April 2021 by guest. Protected by copyright.

backward stepwise approach and variables with the
highest P values (P > 0.1) were excluded from the
model, one at a time.
The monetary valuation of each attribute or price is
given by the trade-offs between income and each job
characteristic that are implicit when respondents make
choices. If consultants had several job offers, or even
one job offer where they are making comparisons with
their current post, they would be willing to forgo an
amount of one characteristic in one job offer to have
more of another characteristic in another job. The discrete choice experiment is designed to replicate partly
the decision making process when consultants actually
choose a job. The trade-offs are quantified by dividing
each regression coefficient by the regression coefficient for income. This gives the equivalent amounts of
income respondents are prepared to give up or accept
for a change in the level of another characteristic.
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Table 4 Main effects model, indicating consultants’ strength of preference for job from 1650 consultants and 8199 observations

Explanatory variable
Constant
Working relationships with staff

Regression coefficient (SE)

Percentage (95% CI*)

£ calculated on mean of net income
of sample†

−0.98 (0.083)*
−11.7 (−8.6 to −14.8)

0.48 (0.048)*

−7060

Amount of staff

−0.44 (0.047)*

10.81 (13.4 to 8.2)

Change in hours of work per week

−0.04 (0.004)*

0.93 (1.2 to 0.6)

On-call (home very busy)§

−0.91 (0.064)*

22.25 (27.7 to 17.5)

13422

On-call (residential not busy)§

−0.82 (0.070)*

20.14 (24.4 to 15.9)

12148

On-call (residential very busy)§

−1.22 (0.078)*

29.93 (35.7 to 24.1)

18057

Change in annual NHS income

0.04 (0.003)*

—

—

Some opportunities to do non-NHS work¶

0.50 (0.054)*

−12.20 (−8.9 to −15.5)

−7361

Unlimited opportunities to do non-NHS work¶

0.66 (0.052)*

−16.13 (−12.6 to −19.7)

−9730

6520
562

*Calculated from Taylor series approximation to variance of function of random variables.11
†£60 333 based on midpoints of income bands (see table 3).
‡P values<0.001.
§Relative to home-not busy.
¶Relative to no opportunities to do non-NHS work.

Consultants would require an extra £562 a year
(0.9% of their current net income) or £11.70 a week to
compensate them for working one extra hour a week,
indicating that working extra hours is less important
than the other characteristics. However, the importance depends on the number of extra hours worked.
For hours worked to become more important than the
amount of staff at work, consultants would need to
work an extra 11 hours a week (£6520/£562).
Effect of personal circumstances
Preferences (and prices) for these characteristics
differed depending on consultants’ own circumstances,
such as sex, age, health, whether they work part time,
family circumstances, specialty, income, and location.
Table 5 shows the regression results for the interactions
with the consultants’ personal characteristics (r=0.39,
P < 0.0001; log likelihood − 2739; 20.9% of 1s and
92.2% of 0s predicted correctly, pseudo R2 (% fall in log
likelihood compared with random effects model with
consistent term only)=0.21). The specialty interactions
are available from the authors.
The preferences of consultants who had partners
and children were no different from those of
consultants who did not have partners or children,
indicating that having a family does not influence the
relative importance of job characteristics. Thus the
value of working an extra hour (or giving up an hour of
leisure time) was the same for consultants with families
as it was for those without. Younger consultants were
less likely to prefer on-call commitments than older
consultants, particularly for “home-very busy” and
“residential-not busy.” This implies that the price for
younger consultants for on-call would be higher than
for older consultants. Younger consultants were more
likely to value an increase in annual income compared
with older consultants. Consultants who reported
better health placed a higher valuation on good
relations with staff. Those who reported poorer health
were likely to prefer working fewer hours a week and
placed a lower weight on unlimited opportunities to do
non-NHS work.
Female consultants placed more weight than male
consultants on having good relations with staff and
having enough staff. Women preferred to work fewer
hours a week and so would need to be compensated
more to work extra hours than their male colleagues.
Women were less likely to want to undertake
page 4 of 6

non-NHS medical work, preferred less on-call, and
placed less weight on opportunities to do non-NHS
work. These results were independent of the effect of
having to care for children and imply that as the proportion of female consultants increases in the future it
will be more difficult to maintain the current level of
hours worked and on-call commitments without
increases in remuneration.
Consultants who preferred to work longer hours
had higher household incomes, as did those who preferred “very busy” residential on-call and those who
preferred to undertake non-NHS work. This implies
that some consultants prefer to work hard and have
higher incomes.
Consultants’ work circumstances
The weight placed on attributes, and their prices, also
differed across specialties. Compared with those working in general medicine, surgeons placed more
importance on opportunities to undertake non-NHS
work, whereas paediatricians placed less importance
on such opportunities. Compared with consultants in
general medicine consultants in surgery, anaesthetics,
obstetrics and gynaecology, oral medicine, and
emergency medicine also thought that “very busy” and
residential on-call was more important. This suggests
that these consultants view a high and residential
on-call workload as an important part of their jobs.
Compared with consultants in general medicine
consultants working in anaesthetics, obstetrics and
gynaecology, oral medicine, and emergency medicine
have stronger preferences for an increase in income.
Those working in anaesthetics also place a lower
weight on having good relations with staff. The
importance of having enough staff did not differ across
specialties.
There were no differences in the strength of preferences for job characteristics between urban and rural
areas. Compared with consultants working in major
cities, consultants working in towns placed less weight
on having good relations with staff and preferred to
work fewer hours a week. This is likely to reflect the
preferences of consultants working in teaching and
non-teaching hospitals. Finally, consultants’ current
income did not influence the monetary valuations of
job characteristics.
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Table 5 Main effects plus interactions with age, sex, household income, health, and no partner no children model,† with monetary
valuations‡ in 1497§ consultants and 7447 observations
 (SE)

Constant

−1.04**** (0.090)

Extra money value v
reference category

Total money value for
specific subgroup

Relationships with staff

0.69**** (0.104)

4373

Relationships with staff ∗ health

−0.10*** (0.037)

−632

3741

Relationships with staff ∗ female§

0.42*** (0.143)

2660

7033

Amount of staff

−0.40**** (0.547)

−2509

Amount of staff ∗ female§

−0.32*** (0.112)

−2041

Change hours of work/week

−0.04*** (0.014)

−272

−4550

Change hours of work/week ∗ household income

0.00*** (0.000)

2

Change hours of work/week ∗ health

−0.01** (0.004)

−59

−330

Change hours of work/week ∗ female§

−0.04*** (0.012)

−228

−499

On-call home/very busy

−1.43**** (0.322)

−9062

On-call home/very busy ∗ age

−269

0.01* (0.008)

80

−8982

On-call home/very busy ∗ female§

−0.43** (0.173)

−2724

−11786

On-call residential/not busy

−1.33*** (0.332)

−8,436

On-call residential/not busy ∗ age

0.01* (0.007)

76

−8360

On-call residential/not busy ∗ female§

−0.32* (0.169)

−2022

−10458

−1.67**** (0.166)

−10572

On-call residential/very busy
On-call residential/very busy ∗ household income

0.01** (0.002)

38

−10534

On-call residential/very busy ∗ female§

−0.36* (0.190)

−2294

−12866
588

Annual income increase

0.09**** (0.022)

Annual income increase ∗ age

−0.00** (0.001)

−6

Some opportunities to do non-NHS work

0.40*** (0.136)

2534

Some opportunities to do non-NHS work ∗ household income
Some opportunities to do non-NHS work ∗ female§

0.00* (0.001)

19

2553

−0.43*** (0.144)

−2686

−152

0.46** (0.201)

2894

Unlimited opportunities to do non-NHS work
Unlimited opportunities to do non-NHS work ∗ household income

0.01**** (0.001)

40

−0.10* (0.055)

−626

2269

−0.68*** (0.168)

−4297

−1402

Unlimited opportunities to do non-NHS work ∗ health
Unlimited opportunities to do non-NHS work ∗ female§
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Variable

2937

* =0.1>P≥0.05; **=0.05>P≥0.01; ***=0.01>P≥0.0001; ****= P<0.0001
†Age: continuous coding from 31 to 66; sex: dummy coding, 1=female, 0=male; household income: midpoints of ranges in table 3; health: 1=excellent, 2=very good,
3=good, 4=fair, 5=poor; children: 1=no partner no children, 0=otherwise.
‡Calculated with formula MRS (marginal rate of substitution)= j / (i+(ia*−1.54)), where j is coefficient of variable, i is rescaled coefficient of “change in annual
income” attribute, ia is coefficient of “change in annual income*age” interaction term, and –1.54 is mean of this latter interaction term. Denominator therefore
calculates coefficient for whole sample. This gives %, so it is then multiplied by mean of income for sample £60 375/year.
§After deletion of missing values for characteristics that form interactions.

Discussion
Consultants have the strongest preferences for being
on call. The value of a high on-call workload was
£18 000, interpreted as the extra amount they would
need to be paid. Compensation of up to £9700 would
be required to forgo opportunities to undertake
non-NHS work. Consultants would be willing to accept
£7000 in compensation for fair rather than good
working relationships with staff and £6500 to compensate them for a shortage of staff. The least important
characteristic was hours of work, with £562 a year
required to induce consultants to work one extra hour
per week.
Given a priori expectations, the results are
plausible and support the theoretical validity of the
technique. Discrete choice experiments have generally
been shown to be reliable and valid, although this does
depend on the context.5 However, the choices
presented to the consultants were hypothetical, and
further research needs to compare these results with
results based on actual behaviour. Nevertheless, the
hypothetical nature of the exercise has its advantages
over using actual data as the researcher has complete
control over the experimental design and this ensures
statistical robustness. Discrete choice experiments also
allow the inclusion of characteristics that do not exist
yet, such as having no opportunities to do non-NHS
work and residential on-call. Two studies have
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suggested that monetary values from discrete choice
experiments are sensitive to the range of monetary
attributes included in the choices.12 13 Other studies
have suggested that respondents may not trade-off
attributes but use more simple decision heuristics.14 15
These are important topics of ongoing research. The
money values should therefore be interpreted with
these issues in mind.
Implications of results
The questionnaire was designed before detailed
proposals for the new consultant contract were
published. However, the results still have important
implications for the remuneration of consultants. From
the first ballot of consultants across the Uited Kingdom
about the new contract it was evident that English consultants were more concerned with the implication that
managers would ask them to work extra antisocial
hours. Working an extra hour a week was the least
important characteristic for Scottish consultants,
although the importance changed as the number of
extra hours increased. However, the discrete choice
experiment did not examine the importance of
working additional antisocial hours.
The contract proposals also outlined several measures that will help to ensure that NHS work will be
given priority over non-NHS work. Our results show
that any reductions in opportunities to undertake nonNHS work would require consultants to be compenpage 5 of 6
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sated by up to 16% of their net income. Scottish
consultants undertake less private work than English
consultants, and so this value may be comparatively
low. However, they may still value the option to undertake such work in so far as it reflects professional
autonomy.
On-call is the attribute that consultants value most
highly. It is difficult to measure the burden of on-call
because it is necessary to account for frequency, intensity, location, time of day, and subsequent time off. To
maintain simplicity we included only intensity and
location. The contract proposals indicate that those
who are on an on-call rota with a high frequency
should receive a supplement of up to 8% of their basic
salary. Our results show that consultants would require
at least 20% of their net NHS income for “very busy”
on-call. Although these two figures are not directly
comparable, the figure of 8% seems too low.

Contributors: All authors contributed to the design of the questionnaire and interpretation of results. FF and MA undertook
piloting and focus group work. CU designed and analysed the
discrete choice experiment under the supervision of AS. CU
and AS drafted the paper. GN, FF, AS, Linda Leighton-Beck, and
Jill Mollison were involved in the design of the project. Helen
Coutts assisted with piloting. Kim Walker and Linda
Leighton-Beck provided overall project management for the
flexible workforce study. Jill Mollison provided statistical advice
and Jane Andrew assisted with data analysis. AS, FF, GN, LLB
and JM were grantholders. AS is the guarantor.
Funding: Scottish Council for Postgraduate Medical and Dental
Education (now NHS Education for Scotland). The Health Economics Research Unit is funded by the Chief Scientist Office of
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There has been little rigorous research on the
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Conclusions
The pricing of the various elements of the consultant
contract will ultimately be the result of negotiation, and
prices generated from discrete choice experiments
should act as estimates of such prices, given the caveats
of the study. We have shown how it is possible to derive
such prices that are based on consultants’ own preferences between different hypothetical jobs. The results
also have implications for the recruitment and
retention of consultants because if negotiated national
prices are lower than individual consultants’ valuations
the consultant is likely to remain dissatisfied with work
and seek compensation in other ways, such as doing
more private work, working part time, or leaving. The
proposed contract also introduced flexibility for local
employers to pay recruitment and retention premiums.
These results may be useful to local employers in
setting such premiums. Given the importance of NHS
workforce policy in meeting NHS goals, the paucity of
research on this issue is surprising. Further research is
required on the effects of job characteristics on
decisions in the labour market.

What is already known on this topic

