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Margo Trappenburg and Mirko Noordegraaf

Fighting the Enemy Within?
Challenging Minor Principles of
Professionalism in Care and

Welfare

Abstract: Wilensky’s seminal article on professionals mentions three identifying
characteristics besides the familiar specialized knowledge, autonomy and profes-
sional ideology. These are the referral principle, which states that professionals
should refer clients to a colleague with a different specialty if necessary, the principle
of sloughing off, which dictates that professionals allocate less rewarding parts of
their job to lesser paid assistants, and the principle of impersonal service delivery,
which admonishes professionals to treat clients equally. A changing clientele in
health care and social care warrants a reappraisal of these three principles. Popula-
tion ageing necessitates a reappraisal in health care. The deinstitutionalization of
people with psychiatric or mental disabilities necessitates a reappraisal in social care.
Referral, sloughing off and impersonal service delivery are professional characteris-
tics that concur with managerial or political objectives. Managers and politicians are
partly responsible for their widespread application. Hence, professionals need their
help to fight this “enemy within professionalism.”

Keywords: Professionalism, principles of professionalism, Wilensky, new
public management, health care, social care

In 1964 Harold Wilensky wrote a famous article entitled “The Professionalization of
Everyone?”, in which he reflects on the way various occupational groups use their
technical expertise and moral norms to acquire the status of the profession. Wilensky
discusses different types of knowledge that may or may not further professionaliza-
tion and looks at threats and barriers along the way. In this article, we will use Wilen-
sky, but not to discuss the fate of occupational groups on their way to professional
status. We found in Wilensky’s article six implicit “principles of professionalism”—
three major ones and three minor ones. These principles serve as hooks for our anal-
ysis in this article.

The three major principles, specialized knowledge, the service ideal and profes-
sional autonomy, are also identified in other classical studies in the sociology of
professions (e.g. Freidson, 2001) and have inspired a large body of literature. Part of
this literature investigates professionalism from a “rise and fall” perspective, dis-
cussing how one or more professions gained or lost professional status. Another part
depicts professions from a “war and peace” perspective, analysing how marketiza-
tion and managerialism threaten professional autonomy or the service ideal of one
or another profession.

www.professionsandprofessionalism.com

Received:
15 Sept 2017

Accepted:
22 Jan 2017


http://www.professionsandprofessionalism.com/
http://doi.org/10.7577/p2265

Page 2

Trappenburg & Noordegraaf: Fighting the enemy within?

The three minor principles are: the referral principle (“refer clients to more com-
petent colleagues”™), the sloughing off principle (“allocate less difficult parts of the
job to other, lower-level personnel”), and the principle of impersonal service deliv-
ery (professionals should display “little personal and emotional involvement”). In
contrast to the three major principles, these minor ones are not at odds with market
principles, managerial ideals or political objectives. Both managerialism and mar-
ketization reinforce these implicit dimensions of professionalism. However, as the
clientele in care and welfare changes, these three minor principles have adverse con-
sequences that need to be addressed. Hence, we will advocate the weakening of re-
ferral, sloughing off and impersonal care. Care and welfare professionals, as well as
managers and policymakers, should focus on these principles to rethink professional
practice.

In this article, we first briefly discuss the three major principles and the “rise and
fall” and “war and peace” traditions in scholarly thought. We then discuss Wilen-
sky’s minor principles and show how they concur with managerial and political goals.
After that, we outline the undesirable consequences of the three minor principles in
present-day health care and social care. We also portray recent attempts to fight the
deleterious consequences of referral, sloughing off and impersonal care. Finally, we
will show why these attempts are fragile and difficult to sustain. We argue that the
fight against the three minor principles should be a collective endeavour, to be un-
dertaken by professionals, managers and policymakers, thus placing this article in
the “peace” corner of the scholarly literature on professionals and managers.

Major principles of professionalism

The three defining major characteristics of professionalism in Wilensky (1964) are
well-known to scholars of professionalism. Firstly, professionals have specialized
knowledge. Secondly, professionals have a service ideal, an ethical code. Profession-
als do not seek to maximize profits; they use their knowledge to the benefit of their
clients. Although critics have argued that the service ideal is a mere myth and that
professionals are just as money-driven as everyone else (see, for example, Saks’,
2016 account of the critical theories of professions), Wilensky posits that professions
discourage mercenary students when they first apply for a place in the profession.
Their service ideal appears to be genuine.

Thirdly, if professions succeed in establishing a knowledge claim and a service
ideal, they may accomplish a large degree of professional autonomy.' Because of
their specialized knowledge doctors, lawyers, or accountants are presumably the
only ones who can judge the competence of other doctors, lawyers, or accountants.
And because of their service ideal, they can be trusted to do so with the benefit of
their clients or patients in mind.

Rise and fall

A large number of studies since 1964 used the three defining characteristics to de-
termine whether occupations had acquired the status of a profession. Medicine, law
and accountancy are long acknowledged professions (see, for example, Abel, 2004;
Bloomfield, 1988; Lee, 1995; Starr, 1982). Social work, nursing, and teaching never
acquired as much status and privilege and are often characterized as semi-profes-
sions (Etzioni, 1969; Svensson & Astrom, 2013; Toren, 1972; Weiss-Gal & Wel-
bourne, 2008). Researchers also studied the professionalization of the military (Trim,
2003); nursing (Keogh, 1997); child and youth care (Clarijs, 2013; Lochhead, 2001)
and the clergy (Schilderman, 2005).

! Wilensky refers to “professional control” or “jurisdiction” rather than autonomy.
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Other studies analysed processes of de-professionalization (for example Brooks,
2011). Haug (1975) foresaw that patients would gather ever more medical
knowledge and insight. Thus, they would no longer have to rely on their physician’s
judgement: they might diagnose their own medical needs. This development could
make many professionals superfluous in the long run. Decades later, Harshman,
Gilsinan, Fisher, and Yaeger (2005) studied the impact of the internet on profession-
alism. They argue that, on the one hand, the internet may empower clients by giving
them access to specialized knowledge that used to be a professional monopoly; on
the other hand, the internet offers imposters ways to pose as professionals, hollowing
out the public’s trust in professional expertise.

War and peace

Many studies in the “fall part” of the “rise and fall” literature simultaneously adopt
a “war and peace” perspective. They identify a villain—usually the market, or new
public management (NPM)—and subsequently describe the decline of professions,
as a result of actions performed or developments caused by the villain at issue. Thus,
Dwarswaard, Hilhorst, and Trappenburg (2011) argue that medical professional eth-
ics (Wilensky’s service ideal) has changed, because of market elements in the Dutch
health care. Ackroyd (2013) studied the advent of NPM in the UK in health, housing,
education and social work, hypothesizing that resistance would be greater in highly
professionalized health care than in lowly professionalized housing. Rogowski
(2010) and Ferguson (2008) witnessed a de-professionalization of social work in the
UK with regard to professional autonomy and its service ideal, caused by the advent
of neoliberalism. The emphasis on targets, organizational values and consumer input
decreased social workers’ autonomy and their commitment to their profession. Kri-
zova (2008, p. 111) argues that a decline of professional autonomy due to market-
ization might cause “a decrease in altruistic or service-oriented attitudes toward pa-
tients.” Diefenbach (2009, p. 897) claims that NPM causes greater cost-awareness
among professionals, which leads to a “deletion of activities that are not profit-mak-
ing.” In a seminal book on professionalism, Freidson (2001) argues that the profes-
sional logic is inherently different from the logic of the market and the logic of the
state (bureaucracy).

In this part of the “war and peace” literature, professionals are portrayed as “vic-
tims” of “evil forces.” However, the war and peace literature has representatives of
a different persuasion as well. These authors point out that the relationship between
professionals and managers is not a battle between right and wrong. Rather, both
parties are driven by large-scale societal developments, which they cannot ignore or
resist. A few examples of societal developments allow us to get the drift of the peace
part of the literature:

— People have become highly educated and individualized. They do not
accept professional authority as they did in the past.

— Computer technology changes lay people’s access to information and
thereby their contacts with professionals.

— Women’s participation in the labour market is growing; hence profes-
sional work needs to become less demanding, as it has to be combined
with family obligations.

According to peace authors, professionals have to adapt to large-scale develop-
ments, and this requires managerial capacities (Brandsen & Honingh, 2013; Evetts,
2009; 2011; Noordegraaf, 2007; 2013). Moreover, according to these “shades of grey”
authors, professionalism has never been perfect in the first place; hence, a certain
amount of de-professionalization might prove beneficial.

Whereas the first group of the war and peace authors usually urge politicians and
managers to retrace their steps and make room for professional autonomy, the second
group tends to advocate a truce. Professionals should give in and cooperate with
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managers, so as to adapt to societal developments. Professional services, in the
words of Noordegraaf (2013), should be “reconfigured, restratified, relocated, reor-
ganized.” Professionals, in the words of Evetts, must develop from “occupational
professionals” to “organizational professionals” (Evetts, 2009; 2011). Professionals,
in the words of Brandsen and Honingh (2013), need to organize in networks and
develop networking skills. Professionals, in the words of Olakivi and Niska (2017),
must draw from “a multiplicity of professional and managerial discourses.”

These developments—the demise or reconfiguration of professionalism in rela-
tion to its major characteristics—have been discussed elsewhere (e.g., Carvalho,
2014; Duyvendak, Knijn, & Kremer, 2006; Noordegraaf & Steijn, 2013; Olakivi &
Niska, 2017). In the next sections, we will look at Wilensky’s minor principles and
outline how they are affected by large-scale developments.

Minor principles of professionalism

The three minor characteristics are mentioned in passing, each in a different section
of the 1964 article. The referral principle. Wilensky (1964, p. 141) is phrased as a
command for professionals, essential for the maintenance of technical competence:
“Be aware of the limited competence of your own specialty within the profession,
honour the claims of other specialties, and be ready to refer clients to a more com-
petent colleague.”

The sloughing off principle (Wilensky, 1964) is described as a process that takes
place while the profession seeks to define its core tasks:

[a] pecking order of delegation occurs. The doctor allocates much of his job to
less-trained nurses and laboratory and X-ray technicians; the nurses ... allocate
much of their less attractive work to practical nurses, aides, and nurse assistants;
and these, in turn, allocate some of their chores to ward helpers. A similar ten-
dency exists among all professional groups: dentists, teachers, engineers, scien-
tists, and social workers, all of whom are ... sloughing off their dirty work, that
is, their less-technical or less-rewarding tasks. (Wilensky, 1964, p. 144)

Lastly, the principle of impersonal service delivery is described as a norm related to
the service ideal:

Supporting the service norm are several additional ideas which influence rela-
tions with clients and colleagues but which distinguish professional occupations
in only minor degree. For instance, norms covering client relations dictate that
the professional be impersonal and objective (limit the relationship to the tech-
nical task at hand, avoid emotional involvement) and impartial (not discriminate,
give equal service regardless of personal sentiment). (Wilensky, 1964, p. 140)

Relevance and restrictions of minor principles

Neither of the three minor principles seems problematic for clients or citizens. If
something is bothering you, you want to be helped by the right professional. If you
happen to first meet someone whose field of expertise does not cover your illness,
you will be glad that they will refer you to a professional with more expertise in the
field. As for the sloughing off principle: although it might be attractive to be helped
by just one professional, you understand that time is costly and that it is cost-effec-
tive to delegate easier tasks to the assistants of your professional. Regarding the norm
of impersonal and objective service delivery: it seems reassuring that your profes-
sional will not refuse treatment because of your gender, your skin colour, or your
personal morality. He does not care that you committed adultery, or behaved ill-
mannered toward fellow drivers in rush hour traffic. Nor is the professional allowed
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to harbour feelings for you, be they disgust or sexual attraction. A proper profes-
sional simply considers the case at hand: your chance of winning your lawsuit, the
evidence against you, your illness or your needs.

Thus, the minor professional characteristics concur with our preferences as cli-
ents and citizens. Below we will elaborate on how they relate to management objec-
tives and political goals.

Referral and the search for excellence. There is some tension between the referral
principle and marketization. In the market, service providers defer from referring
potential clients to the competition, even if competitors provide better services than
they do (“you should try the grocery over there; they have much better vegetables”).
However, real marketization seldom occurs in the public sector, despite all rhetoric
admonishing politicians to run the government as a business (e.g., Beckett, 2000).
The referral principle ties in with the quest for quality or excellence that steered the
NPM movement alongside the search for efficiency (e.g., Clarke & Newman, 1997;
Diefenbach, 2009).

The developments in the Dutch health care provide a telling example. In 2006, a
new system was introduced. Citizens buy health insurance from private insurers. Pri-
vate insurers negotiate with doctors and hospitals about the price and quality of
healthcare provisions. Hence, doctors and hospitals compete for both patients’ and
insurers’ attention. This might make them into competing “groceries,” oblivious of
the referral principle. However, the NPM approach in Dutch health care simultane-
ously emphasized transparency and high quality—or excellent—care: hospitals have
to provide excellent brain surgery, excellent heart transplants, et cetera. This can
only be accomplished if there are sufficient patients for doctors to keep their skills
up-to-date and hospital facilities to accommodate this. Thus, care providers are en-
couraged to concentrate care in specialized hospitals, for heart surgery, paediatric
oncology, neurological procedures, and so on. Patients are referred to specialized
hospitals where they can get treatment from the best medical specialists.

Sloughing off and the search for efficiency. The sloughing off principle exists
outside the world of professions as well. Political economist Braverman
(1998[1974]) describes it in a treatise on labour and management. He calls it the
Babbage principle (after Charles Babbage, inventor of the calculator). Companies
wanting to make a profit, should divide their work in packages and leave easy tasks
to lowly paid employees. Only complicated parts of the job should be entrusted to
highly paid workers. According to Braverman (1998[1974]), the Babbage principle
is also one of the building blocks of Taylor’s scientific management. Taylor started
his career as a factory worker and then was promoted to supervisor. He knew from
experience that his former fellow workers could deliver more than they did, so he
set out to maximize production. However, his workers fought him every step of the
way. Taylor concluded that a manager should disempower his workers by cutting up
their work in numerous tiny pieces, so it could be done by lowly paid workers from
outside the factory (Braverman, 1998[1974]).

Gruening (2001) studied the origins of NPM. He thinks the NPM ideology con-
sists of many building blocks including “the separation of provision and production”
and “the separation between politics and administration.” These building blocks are
subsequently traced back to classical public administration in the Weberian style.

Sloughing off is not just a professional prerogative. It has economic foundations
and a family resemblance to classical bureaucracies. Hence, it will not often be
fought by managers and politicians.

Impersonal service and the search for objectivity. As for the last minor
characteristic, objective, impersonal service delivery is a professional characteristic

www.professionsandprofessionalism.com



http://www.professionsandprofessionalism.com/

Page 6

Trappenburg & Noordegraaf: Fighting the enemy within?

that seems to have been actively supported from the outside, for example, by strongly
encouraging professional groups to draw up guidelines and protocols, ensuring uni-
formity, and objectivity. Impersonal service delivery ties in with higher values like
transparency, neutrality and equality before the law.

The minor characteristics of professionalism do not seem to have enemies,
neither within nor outside the professions. However, as will be shown in the next
two sections, a changing population in care and welfare warrants a reappraisal of the
minor principles in these two sectors. For each sector, we start with an anecdotal
impression to get a feel for the changes that are taking place. These anecdotal im-
pressions are inspired by sociological research, which will be discussed subsequently.

The minor principles in healthcare

In this section on health care, we describe the deleterious effects of the minor prin-
ciples on an ageing population by drawing up two scenarios, backed by studies into
changing populations, demographics and client needs (e.g., Bury & Taylor, 2008;
Oliver, 2012; Plochg, Klazinga, & Starfield, 2009; Shipway et al., 2015). We used
these studies to generate ideal-typical scenarios that show what goes on in client
populations and how this affects care processes. The patient in the two scenarios has
the same medical condition but belongs to a different age group. This changes the
impact of referral, sloughing off and impersonal care. Subsequently, we provide
background information on the effects of ageing in health care and give an impres-
sion of attempts to fight the minor principles.

Scenario 1: Age 40. Suppose you are in your early forties. You have an interesting
job, a loving spouse and two children, 14 and 9 years old. Then, out of the blue, fate
strikes a blow. You have colorectal cancer. Curing you will be difficult, says your
doctor. First, you will need radiation to shrink a tumour. After that, a surgeon will
remove the tumour, and you need chemotherapy to destroy any remaining cancer
cells. The best hospital for colorectal cancer is a two-hour drive from your home,
and you will be getting treatment for a whole year. At age forty, you go along with
the treatment, because you want to be there when your children grow up. Your
spouse needs you. You feel needed at work. Hence, you will fight. You are glad that
your doctor referred you to his more competent colleagues in another part of the
country. His adherence to the referral principle maximizes your chance of survival.

Once your treatment starts, you meet an impressive number of health profession-
als. You must go to the radiology unit five days per week for three weeks in a row,
and you meet with—rough estimate—twelve different nurses. There are two ap-
pointments with a radiologist. After that, you are scheduled for a meeting at the
anaesthesiology department where a junior doctor determines whether your body is
fit for surgery. The surgeon in charge of your operation explains the procedure.
Many people are involved in the actual surgery. There is a whole bunch of faces
gazing down at you as you count back from twenty to glide into unconsciousness at
13. Afterwards, the surgeon takes an occasional look at you. Nurses come in to check
on you. The next phase is chemotherapy. Again, different doctors, different nurses.

You probably meet one hundred different professionals during treatment. Some
are warm and caring and inquire after your children. Sometimes you appreciate this
approach. At other times, you prefer the business-like attitude of the less caring pro-
fessionals, because you do not want to be emotional all the time. But none of all that
is terribly important. What matters is that you get well in the end.

In your early forties, you appreciate the referral principle, you do not care about
the sloughing off principle, and you do not mind or appreciate the principle of im-
personal service delivery.
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Scenario 2: Age 83. Suppose you are in your early eighties. You are retired. Your
wife is recovering from a stroke. You help her talk again by practising words. She
still feels insecure and is glad to lean on your arm when walking the dog. Your son
lives nearby and visits you often. Your daughter and her family live on the other side
of the country. Then after your wife’s stroke—fate strikes another blow. You have
colorectal cancer. Curing you will be difficult, says your doctor. You need radiation
to shrink the tumour. After that, a surgeon will remove the tumour and then you need
chemotherapy to get rid of any remaining cancer cells. The best hospital for your
type of cancer is a two-hour drive from your home, and you will be getting treatment
for a whole year.

At eighty-three, this prospect sounds totally different. A two-hour drive is a lo-
gistical nightmare. Can you leave your wife alone for that long over such a long
period? Seeing one hundred different physicians, nurses and nursing assistants in the
course of a year will not be easy either at eighty-three. One whole year of medical
treatment no longer sounds like a dreadful episode from which you will eventually
recover. At eighty-three, your medical history will become—as surgeon Atul
Gawande (2014) vividly writes—one damn thing after another. In the future, there
may be arthritis, diabetes, sight problems, another stroke, or Alzheimer’s disease for
yourself, your spouse or both of you. From a medical perspective, it may seem wise
to consult the best hospital for colorectal cancer, but from a more mundane perspec-
tive, the referral principle does not look sensible at all. You prefer to be treated in an
average nearby clinic. You might die of colorectal cancer, but at eighty-three dying
is no longer a tragedy (Callahan, 1987). You have had a good life. Your children
have lives of their own. Your working days are over. You know the pleasure of be-
coming a grandparent. Surviving colorectal cancer is no longer overwhelmingly im-
portant. Being referred to the best medical specialist for your wife’s stroke, the best
hospital for your colorectal cancer, or any other condition, no longer seems the best
way forward. You are better off with a doctor who knows your medical history, who
can see how treatment would impact your life. You do not want a referral and slough-
ing off. Nor do you want impersonal service delivery. At eighty-three, you want a
professional who sees the bigger picture and takes your personal situation into con-
sideration.

Prevalence of scenarios. In the near future, the second scenario will be increas-
ingly common. Marengoni et al. (2011) carried out a meta-review on the prevalence
of multi-morbidity (the presence of two or more chronic medical conditions in an
individual). Among older persons (differently defined) they found percentages var-
ying from 55 to 98 percent. Several studies observe that clinical practice guidelines
are usually geared at patients suffering from one medical condition. They do not take
into account that treatments for one condition may conflict with medications pre-
scribed for another ailment (e.g., Boyd et al., 2005; Campbell-Scherer, 2010; Hughes,
McMurdo, & Guthrie, 2013; Lugtenberg, Burgers, Clancy, Westert, & Schneider,
2011; Mutasingwa, Hong, & Upshur, 2011).

Fried, Tinetti, and lannone (2011) did a focus group study among primary care
clinicians and found that clinicians worry about the detrimental effects of guidelines
on patients with multi-morbidity. They conclude that doctors must pay more atten-
tion to their patients’ priorities and find ways to reconcile these with the clinical
guidelines. Likewise, Boyd et al. (2005) suggest that doctors should try to incorpo-
rate patients’ short and long-term goals in their treatment plans. The Dutch associa-
tion for medical specialists (Dutch Association for Medical Specialists, 2015) pub-
lished a mission statement advocating integrated care rather than ongoing speciali-
zation, arguing that, “sensible care for a 50-year old is not always the same as sensi-
ble care for an 80-year old.” Similar pleas for integrated care are discussed by Plochg,
Klazinga, and Starfield (2009), Oliver (2012) and Nolte and McKee (2008). These
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attempts to accomplish integrated care may be seen as attempts to diminish the rel-
evance of Wilensky’s minor principles in health care.

The minor principles in social care

In this section on social care we describe the deleterious effects of the minor princi-
ples on the changing population in social care by drawing up two scenarios, again
backed by studies on changing client needs (e.g., Millett et al., 2016; Mowbray et al.,
2005, Parish & Lutwick, 2005; Robinson, Dauenhauer, Bishop, & Baxter, 2012;
Spratt, 2011; Tausendfreund, Knot-Dickscheit, Schulze, Knorth, & Grietens, 2016).
The first portrays a patient with a mental disability in the nineteen fifties. The second
describes the life of people with a mental disability in the 21% century. Obviously,
between the 1950s and 2017, the second scenario has become increasingly common,
as we will show in the background section after the scenarios. After that, we will
give a brief impression of the attempts to fight the minor principles in social care.

Scenario 1: 1950s. In 1950 Pearl Buck (1992[1950]), a Nobel prize-winning
American novelist, published a moving book about her mentally retarded daughter
Carol. After struggling with the grief that her daughter would never grow up, she
embarked on a quest to find her daughter a place to live. In the end, she found a high-
quality institute and left her nine-year-old daughter in the care of professionals, who
taught her what little she could grasp, and made her life as safe and comfortable as
possible. Carol would never marry or have children. Her life was perhaps agreeable,
but very limited.

Scenario 2: 2010s. Jim is mentally retarded. At age 18, he meets 22-year-old Sha-
ron. They fall in love and move in together. They have an apartment in an ordinary
neighbourhood. Sharon gets pregnant very fast. She has mental retardation too; it is
difficult for her and Jim to take care of their child. Fortunately, there is a lady from
social services who drops by once a week, to see how the toddler is doing. Unfortu-
nately, Sharon is now expecting their second child, which will make matters even
more complicated. Jim used to have a (subsidized) job at the supermarket but was
fired a year ago. Once a month Jim has to report to the welfare agency, where a social
worker helps him—in vain so far—find a new job. Jim uses marihuana on a daily
basis. The social worker at the welfare agency has referred him to a special clinic for
substance abuse. Jim is supposed to go there twice a week, but regularly misses ap-
pointments.

Jim and Sharon also have financial problems. The social worker at the welfare
agency has given Jim a card with a phone number. Apparently, there is an agency in
town where specialized social workers know all about debts and the legal difficulties
they entail. Jim should pick up the phone and make an appointment. Jim has dialled
the number once, but then they put him on hold, and he ended the conversation. As
the children of Jim and Sharon grow older, many more professionals will enter their
lives. The chances are that the problems will prove hereditary and that the children
need therapy for behavioural disorders or extra tuition because of learning disabili-
ties.

Prevalence of scenarios. In the 1950s, many people with mental retardation or a
severe chronic psychiatric condition spent their lives in large-scale institutions. So-
cial workers who were employed outside those institutions catered for easier clients:
many were poor, some had marital difficulties, others struggled with their religious
beliefs, yet others were coping with substance abuse. Often some of these problems
went together, but the Jim and Sharon scenario was rare.
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From the nineteen-cighties onward, social work underwent a process of speciali-
zation. Social workers either specialized in specific clients (women, people with an
immigrant background, youngsters), or in specific problems (relationships, debts,
substance abuse) (Blom, 2004). This—in terms of Wilensky’s minor characteris-
tics—ample use of the referral principle was intensified by NPM inspired govern-
ment policies that aimed at specialized agencies, producing tangible results (Fergu-
son, 2008; Rogowski, 2010).

Simultaneously, people with mental retardations and people with a chronic psy-
chiatric condition were deinstitutionalized. Large institutions were discredited for
making people overly dependent and seriously curtailing their chance to lead a full
life. Hence, all over the globe deinstitutionalization was the way forward (Becker &
Kilian, 2006; Fakhoury & Priebe, 2007; Novella, 2010) Although this process was
usually acclaimed by patients, policymakers and professional carers, it raised new
problems as well. People with mental retardations and people with a chronic psychi-
atric condition need help in many areas of life. Some struggle with health problems
or substance abuse, because they do not take proper care of themselves (Salokangas,
2007; Slayter, 2010; Schmetzer, 2007). Many feel isolated and lonely (Amado, Stan-
cliffe, McCarron, & McCallion, 2013; Asselt-Goverts, van Embregts, Hendriks,
Wegman, & Teunisse, 2015; Forrester-Jones et al., 2006; Hall & Hewson, 2006). A
relatively large number are sentenced to prison (Gostin, 2008; Wallace, Mullen, &
Burgess, 2004).

Thus, social work has to cater for a changing clientele consisting of multi-prob-
lem individuals and multi-problem families. This changing clientele does not benefit
from the referral principle since that would entail the help of numerous different
professionals, each with an adjacent, yet slightly different specialty. It creates havoc
for these clients if professionals slough off the less interesting bits of their job to
lesser trained and lesser paid aides. Vulnerable people like Jim and Sharon would
probably be better off with one all-round social worker, who could take charge of all
of their problems simultaneously.

The same goes for the principle of impersonal service delivery. People like Jim
and Sharon do not need to be treated like any other citizen who applies for an unem-
ployment allowance, help with substance abuse or remedial teaching for her child.
They need professionals who look at the bigger picture, taking into account the men-
tal retardation, the debts, the addiction and the well-being of the children, whether
or not this is stated in guidelines or protocols.

Like health care professionals, social workers and the policymakers who enable
their work, attempt to fight Wilensky’s minor characteristics. In Sweden, Norway,
and the Netherlands, specialized social workers have been partially replaced by
neighbourhood teams that embody a “one-stop shop” approach (Arum & Schoorl
2015; Blom, 2004; Kok & Briels 2014; Rogysum, 2013). These neighbourhood teams
are supposed to deal with the many problems that plague their clients in coherence.

Minor principles in the context

The minor characteristics of professionalism have negative consequences in health
care and in social work. It is important to keep in mind that their impact is reinforced
by managerial and organizational policies. Accountability and registration systems
often foster performance and efficiency over integrated care. Hence, the initiatives
to roll back the minor characteristics are fragile. Professionals, managers,
policymakers and politicians need to realize this. In this last section, we will discuss
four reasons why it will be difficult to sustain the attempts to reduce the effects of
referral, sloughing off and objective, impersonal care.

A “fight” against a worthy enemy is an uphill battle. 1f we look at the initiatives
to fight the minor principles from the rise and fall perspective, described in Section
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2, they may be interpreted as a form of de-professionalization. Professionals derive
their status from specialized knowledge. Heart transplants, chemotherapies and ra-
diation undoubtedly qualify as such. Integrated care for elderly patients suffering
from multi-morbidity, often consists of talking to the patient, after which patient and
doctor together decide to opt for a policy of “medical abstinence.” This seems much
more like common sense than surgery or radiation. General practitioners used to be
“talkers” in the fifties and sixties, but it made them feel inferior to their specialist
hospital-based colleagues; they wanted to be “proper doctors” (Dwarswaard, 2011).
Thus, they embraced guidelines and protocols and committed themselves to evi-
dence-based medicine. This development concurred with NPM principles, since
NPM emphasizes measurable results, and evidence-based medicine delivers just that.
A development in the opposite direction, away from evidence-based guidelines and
protocols; back to talking and individualized care, might happen at the expense of
professional status but is also at odds with policymakers’ belief in NPM principles.

A similar dilemma can be detected in social care. Social workers used to be talk-
ers and doers in the fifties and sixties; they lacked evidence-based methods and shied
away from doing research. This lack of scientific rigour was heavily criticized in the
nineteen seventies both from within and from outside the profession. Thus, social
workers tried to develop science-based methods, preferably systematically tested
and evidence-based (Otto, Polutta, & Ziegler, 2009). The move toward evidence-
based practice in social work was strongly encouraged by NPM ideas. Hence, criti-
cizing and fighting the minor characteristics of professionalism is difficult, because
it defers from the earlier chosen route toward professionalism, strongly backed up
by politicians and policymakers.

A “fight” that saves money might lose professional support. There is a second
reason why the fight against the minor characteristics is vulnerable. It does not de-
liver impressive results. Ailing octogenarians will remain fragile and die. Families
like Jim and Sharon and their children will hardly ever become financially independ-
ent. The chances are that they can never do without help (with or without a referral,
sloughing off and impersonal care). Thus, politicians and policymakers might be
inclined to emphasize other effects of the fight against referral and sloughing off,
notably a reduction of costs. Although the fight against the minor characteristics
might indeed save money, touting this too much might give citizens the impression
that “we no longer spend money on hopeless cases as they are hopeless anyway.”
This might make professionals abandon the project altogether and fall back on their
usual routines.

Losing a battle means losing the war. The third reason why the development is
vulnerable is that some things are bound to go wrong. The generalist medical doctor
catering for elderly patients might misdiagnose one of them and opt for watchful
waiting when a timely intervention in a specialized hospital might have led to a num-
ber of extra years in good health. The one social worker who oversees the Jim and
Sharon household might miss something crucial (indications of child abuse, linger-
ing depression, criminal activities). The professional at issue might feel guilty and
might fall back on the referral principle: “I should have referred to my colleague who
knows about this particular problem.” This effect might be even stronger if politi-
cians, as they are tempted to do, give in to a phenomenon known as the “risk regu-
lation reflex”, in other words, the tendency to take measures and change policies
after an incident has happened (Trappenburg & Schiffelers, 2012).

The “fight” may be perceived as ageist and stigmatizing. The last reason why the
fight against Wilensky’s minor principles is vulnerable is that this is a move that
should only be applied to parts of the population, especially clients whose situations
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are too varied to approach them with generic (technical) programs. It is important to
acknowledge that integrated care is not optimal-service-delivery-plus-personal-at-
tention. Non-specialized care is suboptimal care for many people in many cases. The
forty-something colorectal patient described in Section 4 needs referral and objective,
impersonal service delivery. Parents who merely need help because their child has a
learning disability may seek a remedial teacher who specializes in dyslexia. It is just
the fragile elderly and the multi-problem Jim-and-Sharons for whom the normal
logic of professionalism no longer applies. This may be perceived as stigmatizing by
outsiders but also by family members or representatives of fragile elderly and people
with disabilities.

Conclusion

Diminishing the impact of referral, sloughing off and objective, impersonal care is
necessary to address the medical needs of an elderly population and the needs of
vulnerable people living in a difficult modern world. Professionals can take the lead
in this project, as they can see the adverse consequences of the minor principles for
large parts of their clientele. However, they cannot do this alone. This is an endeav-
our that requires careful steering and help from managers and policymakers. Future
research might help in showing ways forward and identifying pitfalls and dilemmas.
A concerted effort by all might help us criticize and fight the enemy inside profes-
sionalism.
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Abstract: This article examines how social workers and managers perceive mean-
ingful work and expertise in six care and treatment facilities in Denmark. Based on
29 interviews with social workers (n=22) and managers (n=7), the article shows how
New Public Management-inspired tools such as scoring schemas align with social
work values such as “client-centeredness” and working with the individual welfare
recipient face-to-face. The article finds that fitting social work into organizational
schemas changes the work practices of social workers and also the way members of
this profession define meaningful work and expertise. In addition, the article also
finds that scoring schemas cause conflicts among social workers regarding the char-
acter of expertise when values of social work (to meet a welfare recipient’s need)
must be aligned with NPM-inspired values of organizations (to meet managers’ de-
mand for documentation).
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Since the late 1980s, European welfare states have undergone substantial changes
concerning their objectives, areas of intervention and instruments of use (Bonoli &
Natalie, 2012; Clarke, 2004). Public organizations are no longer primarily charac-
terised by the classic traits of bureaucracy, for instance, routine-based office work
and standardised administrative procedures (Sturdy, Wright, & Wylie, 2016). Public
organizations have incorporated new systems of management, such as performance
management, manual-based practices, New Public Management (NPM), scoring
schemas, and other tools. These tools aim to provide high quality and effective work.
A so-called managerial discourse has entered social work organizations (Banks,
2013; Clarke, 1996; Farrell & Morris, 2003; McDonald, Postle, & Dawson, 2008;
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influence of organizational scoring schemas and tables?

Negotiating meaningful work and expertise in social work
organizations

Some scholars argue that modern organizations are “Kafkaesque” because they op-
erate on a logic that integrates very different rationales (Hodson, Martin, Lopez, &
Roscigno, 2012). This unusual description pinpoints the fact that professionals are
simultaneously held accountable according to values stemming from both their dis-
ciplinary background and according to bureaucratic and NPM-tools such as scoring
schemas. According to Hodson and colleagues (2012), the co-existence of these dif-
ferent values may result in “chaos” in modern organizations (see also Mik-Meyer,
2017). For instance, is social workers’ expertise to be measured against their ability
to meet the demands for documentation set by their managers or should their exper-
tise be measured against their ability to actually help to solve welfare recipients trou-
bles (Rogowski, 2011)?

Whether current organizations are Kafkaesque and chaotic or not, they provide a
paradoxical reality for the professionals working in them (Clarke, Newman, Smith,
Vidler, & Westmarland, 2007; Evetts, 2009b; Ferguson, 2009; Mik-Meyer, 2017).
Thus, vulnerable clients complex troubles fit badly with the current scoring schemas
and guidelines of social work organizations (Gubrium & Holstein, 2001; Gubrium
& Jarvinen, 2014; Loseke, 2001; Mik-Meyer & Villadsen, 2014).The apparent
context-independence of these new tools challenge the professional values of what
it takes to conduct meaningful work and what it means to be professional (Kallinikos,
2004). Even though scoring schemas, guidelines and other organizational tools “ap-
pear to hold out the promise of greater reliability by establishing systematic, objec-
tive and uniform practices,” these tools also suppress the “real need of users” and
the importance of working individually with each welfare recipient and his or her
troubles (Rogowski, 2010, p. 159, my emphasis).

When social workers translate their work into scoring schemas, they meet docu-
mentation demands of managers, and when they engage in pedagogical relations
with welfare recipients, they accommodate classic values of social work. The tension
of these dual goals result in new forms of expertise and—consequently—the social
work professions’ perception of what it takes to conduct meaningful work. Eyal’s
(2013, p. 864) definition of expertise as “networks that link objects, actors, tech-
niques, devices, and institutional and spatial arrangements,” locates the arrange-
ments that are in place for staff to complete an assignment as well as the effects that
the particular techniques and tools have on the work. Following this definition, ex-
pertise is the things organizational staff “do” and is not (only) related to the particular
profession’s disciplinary background (who they “are”) (Carr, 2010).

Sometimes organizational tools hinder professions in conducting what they con-
sider to be meaningful work. This dilemma is one of the reasons why scholars today
engage in lengthy debates about what expertise looks like in modern organizations
(Aldridge & Evetts, 2003; Baines, Charlesworth, Cunningham, & Dassinger, 2012;
Broadbent, Dietrich, & Roberts, 1997; Evetts, 2009a; Freidson, 2004, 2014;
Liljegren, 2012; Noordegraaf, 2007; Saks, 2012). This current scholarly discussion
of expertise emphasises that professions do not occur in a pure form in any organi-
zational context, which is defined in the notions of organizational professionalism
(Evetts, 2009a), pragmatic professionalism (Liljegren, 2012), and NPM-profession-
alism (Evetts, 2009a). These concepts show that professionals in their daily work
combine the managerial tools of the organization they work in with the disciplinary
knowledge of their profession (Noordegraaf, 2015).

Evetts (2006, 2009a, 2009b, 2011) suggests the concept of organizational profes-
sionalism to pinpoint the important role of organizational factors—broadly speak-
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ing— in work, whereas occupational professionalism is a concept that directs atten-
tion to how professional values control the work. However, as Evetts explicitly states,
both types of professionalism are ideal types. Everyday organizational work thus
involves pragmatic professionalism (Liljegren, 2012, p. 309) in which staff combine
the values and tools of their work organization with those of their occupational back-
grounds.

Finally, the concept of NPM-professionalism (Evetts, 2009a) suggests that a
managerial discourse has a strong effect on work conducted by professionals in mod-
ern organizations today and that the definition of expertise is therefore closely related
to the values of NPM. The scholars that make this argument state that NPM values
such as scoring schemas, performance measures, standardisation tools and so forth
are very dominant in today’s welfare organizations (Clarke, 2004, 2005; Clarke et
al., 2007; Denhardt & Denhardt, 2000, 2003; Ferguson, 2009; Fountain, 2001; Jos
& Tompkins, 2009; Kuhlmann, Allsop, & Saks, 2009; McCafferty, 2010; Rogowski,
2010). This branch of research also claims that NPM values create many dilemmas
for professionals. For instance, social workers who give aid to homeless persons of-
ten work with highly ambiguous goals (Smith-Carrier & Lawlor, 2017; Stonehouse,
Threlkeld, & Farmer, 2015) as they must sort out the complex troubles of the home-
less individuals’ situation as well as negotiate with them what a better life entails for
them (Dwyer, Bowpitt, Sundin, & Weinstein, 2015). This relational work must here-
after be translated and documented into scoring schemas (Farrell & Morris, 2003;
McDonald et al., 2008; Shanks et al., 2015). Hence, social workers cannot rely (only)
on their professional skills deriving from their discipline when dealing with the im-
precise nature of homeless persons’ troubles; they are also dependent on organiza-
tional scoring schemas and guidelines as well as observations that can be “quanti-
fied” (McDonald et al., 2008, pp. 1382—-1383). It is this tension in the work of the
social work profession that is in focus in the upcoming analysis.

The study

This article’s analysis is part of a larger project that examines vulnerable welfare
recipients’ situation in different welfare organizations in Denmark (Mik-Meyer,
2018). The larger project concerned how welfare recipients perceived their situation
and how a broad range of professions and their managers described and tried to re-
solve welfare recipients’ troubles in different organizational environments. In order
to examine welfare recipient and staff perceptions of social troubles, I conducted
interviews with 58 staff members, 21 welfare recipients, and eight managers. Most
of the participants worked (staff) or were aided (welfare recipients) at care and treat-
ment facilities such as homeless shelters, substance abuse clinics and social psychi-
atric clinics. The interviewed persons at these facilities included 22 social workers,
eight nurses, six social and health assistants, seven managers who were mostly
trained in the academia, and four doctors and police officers. After my research as-
sistants had coded these 47 interviews, [ discovered an issue that has been given little
attention in empirical studies, namely, how the social worker profession and their
managers working with vulnerable welfare recipients negotiate expertise and how
their assessments relate to organizational tools such as scoring schemas and guide-
lines.

Data, procedure, and analysis

The current article’s analysis is based on 29 interviews with social workers and man-
agers working at six Danish care and treatment facilities. To engage participants in
the study, I approached the managers who then provided contact with the social
workers. All participants took part anonymously, which means that interviewees’
names are fictional. The interviews were steered by an interview guide that included
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wide-ranging open-ended questions, and the focus of the interview was on how the
interviewees perceived the scoring schemas and documentation work of the
organization. For instance, among my questions were themes such as the organiza-
tion of the work (e.g., How are the tasks organized?); documentation practices (e.g.,
How do you fit your observations in to the scoring schemas of the organization?),
perception of professionalism (How are your disciplinary training and/or organiza-
tional factors affecting your work?), norms and ethics in the job (What norms and
ethics do you consider important for your profession, the organization and/or the
manager?), and the needs of the clients (What do you prioritise in your relation to
welfare recipients?)

After all interviews had been transcribed verbatim, I re-read each interview in its
full length to obtain an in-depth understanding of the material at large, for instance,
the retold story about what to report in the organizational scoring schemas and
which observations were considered “trivial.” Hereafter all interviews were coded
using the NVIVO software programme. The initial coding process included a broad
range of issues, which were followed by a focused coding process (Charmaz, 2006)
that resulted in categories such as “documentation practices,” “computer work,” “so-
cial workers’ opinions of meaningful work/expertise” and similar. These categories
included interviewees’ stories about how they managed their reporting, their opin-
ions about their assignments, and their own and their colleagues’ expertise. | then
compiled a list of the main topics in each category, for instance, the choice of using
third person abbreviation of “signed” (detachment) in the individual reports. These
topics were then highlighted in the text, and this highlighting was the direct point of
departure for the detailed—often verbatim—analysis of the specific interview se-
quence (which always included the interviewer’s questions and responses).

In disseminating my analysis, I have included a table with “proof quotes” (Pratt,
2008), that is, the many short, single quotes that are the analysis’s outset and justify
it. The proof quotes make it clear that the analysis is not only based on the opinions
of a few social workers (see Table 1). However, the analysis presented in the paper
is predominantly based on “power quotes” (Pratt, 2008), that is, longer quotes and
dialogue sequences that illustrate the point of the analysis in a striking way.

The structure of the analysis is threefold. First, [ present a brief introductory anal-
ysis of how the interviewees explain what they consider to be the core aspects of
social work when conducted with welfare recipients with complex troubles. Second,
I conduct a more detailed analysis of how social workers from two participating
homeless shelters work with the scoring schemas and guidelines of their organiza-
tions. Third, I look at seven reports on the attitudes and behaviour of homeless per-
sons living at a shelter (each report is written by 5—10 staff members) to show in
detail the challenges social workers face when they must document the troubles and
situations of homeless people in accordance with organizational scoring schemas.

Relational work and scoring schemas

Using scoring schemas and other NPM-inspired organizational tools in public or-
ganizations is spreading and has steadily won recognition in social work that is di-
rected towards vulnerable groups (e.g., Ferguson, 2009; Rogowski, 2010). Written
reports of staff have long been the norm for the clinical treatment of welfare recipi-
ents who abuse drugs and in psychiatric diagnostic work. However, it is a newer
phenomenon for social workers to use scoring schemas and other organizational
guidelines in their work with this group of troubled persons. According to two man-
agers at a homeless shelter, their shelters’ scoring schemas result from an increased
requirement for evidence-based practice in social work—including work in home-
less shelters. This belief is supported by multiple resources that are used to develop
and test these tools (and their content). For instance, the participating social workers
working at the organizations for homeless, drug addicts or persons with mental
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health troubles explain that their main job is to engage in pedagogical rewarding
relationships with vulnerable clients/patients in order to help this group of individu-
als solve quite complex troubles. However, they also explain that they spend a sig-
nificant part of their jobs recording observations in the scoring schemas of their or-
ganizations. Even according to a middle manager, the amount of reports at her or-
ganization has “grown too much” and is “useless.”

The idea that “if it’s not written, then it did not happen” [as our manager declared]
is very problematic. This solution generates too many entries where staff try
to prove what they do at work. In addition, we cannot use these reports at all. ...
We do not need documentation of “Oh great, you played a board game and had a
cosy evening.”

In this version, descriptions of games and cosiness should not be in the client reports
of the organization. Her opinion identifies a core tension for the participating social
workers—they work within a managerial discourse that requires documentation (“If
it’s not written, then it did not happen”), but are at the same time expected to engage
in a pedagogical relationship with the welfare recipients which may involve playing
board games, and so forth. However, the scoring schemas of the organizations leave
no room to record observations that originate from their “relational work” with wel-
fare recipients, as social workers termed this pedagogical work. As Table 1 shows,
relational work is a central characteristic of social work in the care and treatment
facilities.

Relational work occurs in the daily morning gatherings of the organizations in
which the social workers advise the welfare recipients to behave; in ball games and
during other physical activities; and is the take-off point for computer activities
where social workers collaborate with the welfare recipient on how to check e-mails,
find letters from the municipality, and so on. “It is alpha and omega” as a social
worker at a clinic for substance abusers explains. To him “relational work is the
foundation for helping welfare recipients to develop.” Relational work is also central
to social worker Susan, who explains that she uses herself “a lot in order to become
part of these peoples’ lives.” However, the breadth of the relational work also makes
many social workers conclude that their work is diffuse, time-consuming and diffi-
cult to document. It is not always “that easy,” as Alma says, it can be “a big task”
and an “uphill” battle, as her social worker colleagues Sally and Laura ex-
plain. Staff’s problem arises where not all welfare recipients are ready to enter this
kind of pedagogical and psychological relation to the staff. However, the problems
mentioned by staff also concern the fact that this kind of work is difficult to docu-
ment in the scoring schemas of the organizations in which they work.

Table 1
Social workers reflections on documenting their work in scoring schemas

Social Goal of work Practical experiences with General opinion of scoring

worker scoring schemas schemas

/name/age

Laura 30s “The most amazing thing about being | “It is hard to adequately write about | “I think documentation is good ...
here is the relationship you get with all of them.” because you know what has been
the residents.” talked about earlier.”

Alma 40s “All that pain and mischief, they ar- “I have been struggling a lot with “I think documentation is im-
rive with, has happened in a relation- the reports because it is very im- portant.” “If no one reads it, then

ship, and this is why I think they can portant to have eye contact with the
only be cured by working on the rela- | resident.”
tion.”

www.professionsandprofessionalism.com
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Caitlin 40s

Sally 30s

Pam 40s

Peter 20s

Tony 50s

Alice 40s

Ben 40s

Susan 40s

Margaret
40s

Alex 20s

Paul 30s

Theresa

40s

Robert 40s

Pauline 50s

Paul 30s

Page 6

Mik-Meyer: Organizational professionalism

“The most important thing is to estab-
lish a relationship based on trust.”

“You can never have enough of it [re-
lational work.]”

“It is good to be engaged in an
activity with other people about
something social.”

“By establishing a good relationship,
it gets easier to work towards a range
of ends.”

“To gather around some kind of activ-
ity and have a relation. That is the
core task [of social work] in my opin-
ion.”

“My goal is to facilitate a good
development [of the resident].”

“Focusing on the relationship and
why it went wrong.”

“To help them become part of society
again. That it is okay to be a little
different. That there is also room for
[them].”

“Overall it is to connect these people
to a range of public agencies that can
help them out of the social status they
are in.”

“It is about being supportive in order
to achieve the change that the person
wants. ... To motivate to change or
stability.”

“The overall [purpose] is to make
these persons as independent as possi-
ble in order to [enable them] to live
by themselves.”

“To focus on the resident and to pro-
mote development.”

“Our most precious task is to meet
them where they are. ... It is the rela-
tion that is the most important. The
presence is crucial in order to estab-
lish cooperation.”

“I would like to be there with hope
and trust.”

“I am not afraid of demanding more
of the residents compared to what I
did earlier.”

“We seek to help them by establish-
ing a good relationship with them.”

www.professionsandprofessionalism.com

“Documentation can be annoying
... if you are in the middle of
something with a resident.”
“Sometimes I think it is hard to find
time for writing reports.”

“No [documentation has not caused
any problems].”

“I rate on their stability, how often
do they show up, how well do they
perform, and such things.”

“You miss the time on the floor to
do relational work because you
have to document everything.”

“It is hard to decide what is nice-to-
know and what is need-to-know [in
the documenting the work].”

“You have to find time for scoring
in the schemas outside [normal
working hours]. Sometimes I have
to start earlier to find time for it.”
“The more we write, the further
away we get from the person.”

“We use a lot of time on documen-
tation. Sometimes more time than
on contact with the person. It is not
always connected.”

“A dilemma arose because I did not
want to document the details of the
episode ... because [the administra-
tion] sees it through a completely
different lens. I do not want it to
hurt [the person]. That is the kind of
dilemmas documentation brings.”
“Basically I do not believe that
these people can fit into these
boxes. ... I think it is hard to do it
properly if I have to do it according
to the guidelines.”
“[Documentation] is what takes
most of my time. It is funny I have
not mentioned it, maybe it is be-
cause it is what I find the least ex-
citing.”

“It takes a lot of time. It certainly
does.”

“I think it is problematic, now [ am
speaking about the resources [used
for documentation].”

“You cannot remember every-
thing, so it gives you the oppor-
tunity to go in and read.”

“It gives a picture of what has
happened [with the resident].”
“If someone is feeling bad, it is
important to give the person a
high rating, because then you can
pull it out and get an overall pic-
ture of the person. So it makes
good sense.”

“It is an exceptionally good work
instrument. And a very good way
to get an insight of what you are
really dealing with. ... But I think
that health professionals are more
used to use it from their training.”
“In my opinion, there are way too
many possible ways to report and
too little consensus on what we
should measure, why, and when.”

“I think it is a big dilemma.”

“I think it is useful in order to
pass information on to my col-
leagues. ... But in the everyday
work, I would like it to be an eas-
ier system.”

“It is okay. It is fine.”

“I cannot see how it promotes co-
operation. I cannot see how you
can read a journal. Because every
time you write something in a
journal, it is subjective.”

“It is far from everything I find
important. It is far from every in-
stance of contact with the resident
I find important. It is only if it is
bigger things it makes sense.”

“It is good with documentation. It
functions as a memory that you
can look back at and see where
we go and if you have any com-
mitments to the person you are
asked to help.”

“It is good and bad.”

“It enables you to get a view over
the development since the last
meeting. It is more concrete,
whereas earlier it was broader.”

“Yes, sometimes I do [feel like it
is pointless]. Our way of register-
ing is just like click, click, click,
click.”
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“To me, it is really, really important
that there is trust. That they feel safe
around me; and to have time together.
To have the time if someone comes
up and needs to talk.”

“We look at abuse, health ... and fi-
nances. Sometimes it is about mainte-
nance of basic skills, other times of
course about personal development.”

“To support the most basic everyday
needs. Definitely food and medicine.’

>

“We want to give our residents a
sense of life quality and to a better
life on their premises. What is good
for them is probably not good for me,
but when they are satisfied, we have
to accept it.”

“Housing first and recovery. And also

“2—3 months ago 80 % of my work
was administrative.”

“But it has changed, and I would
say some of [the documentation], I
have asked myself, ‘What use is this
for?””

“Yes, it is. I think documentation is
difficult. I think the hardest part is
to do it collectively as an organiza-
tion, and use it in the same way.
That is the hardest.”

“I am in my 30s; I am basically
born with a computer, so I do not
see any problems with it. It seems
logical to me.”

“Every time we are told to spend
more time on documentation, it is
taken from time with the resident
whom we still do not treat properly.
It is so frustrating.”

“I would rather have conversa-
tions with residents. But it is not a
big problem for me to sit behind a
computer.”

“I think the idea about it is really,
really good because you can ex-
tract ratings on something very
specific. For example, abuse or
contact.”

“[1t provides] control and struc-
ture of what is going in every in-
dividual’s life.”

“It is important to journalize, and
it is important to produce statis-
tics, but let me ‘have’ fewer resi-
dents in my pool if I have to do
both instead of making me run
around beheaded.”

I think it is important to keep up their
hope and faith that it can be better,
that we can help them.”

Documentation practices in two homeless shelters

At two of the participating shelters, staff report observations of welfare recipients in
both text and numbers. Staff “rate” the welfare recipients’ need for support in differ-
ent situations from 0 to 4. This numerical assessment can be printed as graphs that
show progress according to several pre-defined parameters, such as “empowering
activities” and “mental well-being” as it says in the guideline. Most staff find writing
reports a time-consuming task. In the following sequence, social worker Samantha
elaborates about the issue of time:

Every time you jot down an observation, you rate it. In addition, then you can get
such fine graphs, so you can determine if the progress [of the welfare recipient’s
situation] goes back or forth. ... Therefore, I can see the intention in it, but Jesus
Christ! [Both laughing]. Well, it takes much time and requires many resources
too. We have been understaffed for a long period. People are tearing their hair
out and having breakdowns due to stress.

Although Samantha provides a graphic account of the flipside of documenting their
work, social workers’ criticisms are generally also accompanied by positive assess-
ments of writing reports as found in other research (e.g., Banks, 2013; Farrell &
Morris, 2003). The participating social workers emphasise that the scoring schemas
create continuity and coherence in their daily work. Many argue that reporting sup-
ports a consciousness of their methods, “you can extract ratings on something very
specific” and clarify where to “put some effort,” as Vicky, a social worker, explains.
A colleague agrees and states that reporting “focuses” the work by giving staff “goals
and a way to structure their work.” However, the question is how the demand for
increased reporting by the social work profession align with this profession’s focus
on relational work with the welfare recipient. The following dialogue provides an
elaborate and illustrative description of how a social worker (Peter) perceives ratings
and the use of this instrument (no words have been left out in the dialogue).

Interviewer: Do you think that ratings are useful in the work, from your perspec-
tive as a social worker?

Peter: Yes, very much I think.

Interviewer: Yes. Ratings agree with your discipline?
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Peter: Yes eh or [pause]. I’'m having a hard time answering that question because
I think maybe it... Therefore, I can easily see that ratings are very, very useful.
Therefore, it’s an extraordinarily good work tool. In addition, a very good way to
get an insight of what you are really dealing with. Do you have to address some-
one who is well functioning? Where are the needs of support? In that way, it’s
a very, very useful tool. However, I think that nurses are more used to using it
from their training. I mean, they address facts, and this is what you are aiming at.
Where... In comparison, you are much more... I think in the study programme
of social workers there is not really any... There is not really... Well, of course,
there is some theory and some knowledge and... However, it is very much like,
if you are good at arguing, then whatever you are saying is almost as true as what
I am saying. Sometimes it is like, to put it in a very radical way... then I think
that sometimes. .. then I sort of think that the study programme of social workers
is not so fact-oriented. I mean not like that of nurses. Therefore, I believe in that
sense that it is a good instrument for us social workers... That something more...
Somehow something more... Of course, you can structure your work and set
some goals for what you want to achieve. However, the very concreteness of
scoring schemas allows you to say, “Well, that is the way it is, because that is
what you can see.” You cannot say, “Well, maybe because...” or “That is be-
cause...” Therefore, in that sense, it’s a very, very good tool. In addition, it’s
much more constructive to do it that way.

Rating and scoring in schemas provide something you can “see,” as Peter emphasises,
and this clarity is “really, really good.” His long monologue shows that he is very
appreciative of the organizational demand of documenting the work because scoring
your work in schemas means that his profession’s conclusions also will hold weight
in the organization.

However, his hesitant and constant self-interruption leads to another parallel anal-
ysis that points to another aspect of social workers’ documentation. It may be the
subjectivity of his professions’ “argumentation” that makes it difficult for this pro-
fession to fill out the scoring schemas. While he is not proud of the fact that there is
no universal way of deciding what is correct and false in social work, it is at the same
time this exact focus on relational work and the context dependency of social work
that defines meaningful work and expertise among social workers (see Table 1). It
requires hesitation, pauses, and several attempts to draw a conclusion that his disci-
pline is not “fact-oriented” (“then I think...,” “then I sort of think...,” “that some-
thing...,” “somehow something...”).

Health professions, on the other hand, report their observations in short and pre-
cise language, as he explains. Their expertise is in controlling medicine and measur-
ing symptoms in pulse and blood pressure, and so forth. In comparison, the expertise
of social workers involves reflections on how individuals behave in situations, for
example, when playing a board game. Social workers’ jobs include collaborating
with the welfare recipient to push for changes in his or her life. Peter’s social worker
colleague Tony calls these things “to feel and sense.” Unlike Peter, Tony is not en-
thusiastic about the numeric rating and organizational scoring schemas in his
work. He rolls his eyes when the interviewer talks about the categories that are the
basis for their “rating.”

Interviewer: What about these categories? You rate from 0-4, right? Now you’re
rolling your eyes, why is that?

Tony: It’s hard to do and then why do we do it? Rating has to do with evaluat-
ing welfare recipients’ behaviour against different criteria. Then you can do a
graph that displays, for example, an increase in alcohol consumption followed by
escalating levels of problems with social contact. You can register
correspondence between the one curve that goes upwards and another curve that
goes upwards. Then you can look at them. However, in my opinion, there are way
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too many possible ways to report and too little consensus on what we should
measure, why and when.

Interviewer: So, you can actually measure everything?

Tony: Yes.

Tony’s body and spoken language show doubt in how rating can contribute to clari-
fying the social problems of the homeless individuals at his shelter. He explains in
addition that ratings contribute to extensive paperwork and reports. He problema-
tizes the absence of a consensus of what, why, and when to measure and thereby
identifies social workers’ chief problem—in principle, all welfare recipients’ behav-
iour can be reported in the schemas of the shelter he works in. Thus, his frustration
concerns the complexity and ambiguity of social problems that poorly align with the
organizational scoring schemas. Whether positive (Peter) or negative (Tony), when
evaluating the effect of scoring schemas in social work in homeless shelters, the
interviews with all participating social workers show that most often the individual
interview person is both positive and negative, when reflecting on NPM-inspired
work tools such as scoring schemas and other documentary practices. This ambiva-
lence of what to think about these newer tools shows that expertise is no longer
only—or first and foremost—evaluated according to values embedded in the disci-
plines of professions. Expertise and perceptions of meaningful work are also evalu-
ated according to values embedded in the managerial discourse present at their work
organizations. Thus, current NPM-tools changes the work and result in new percep-
tions of what social work entails and how to define expertise among this group of
professionals. This is an example of what Evetts (2009a) call organizational profes-
sionalism or NPM-professionalism.

Writing reports in a homeless shelter

Social workers’ measure the need for aid on topics that are hard to define such
as “empowering activities,” “employment activities,” “mental well-being,” and so
forth, whereas nurses assess easy-to-define topics such as “medicine intake.”

For instance, a social worker notes about a welfare recipient, "Michael has asked
for help to make sense of letters from the homeless unit” and rates her assistance to
“3” under the topic “skills of perception,” because there was a “significant need for
social assistance.” In other words, the expertise here has to do with measuring a quite
complex area (e.g., skills of perception) in a relatively trivial way. Another distinct
aspect of reports from social workers is the key role that he/she plays in the reports
and its relation to social workers desired a focus on relational work with the welfare
recipients. A third characteristic of the reports is social workers use of third person
abbreviation of “signed” (“SN”) in the report to hide the subjectivity of the many
reported observations. Thus, social workers reports are stories of relationships that
include both staff and welfare recipients as the main characters even though the
staff’s identity is often hidden under SN. The following extract of a report from a
social worker (SN), illustrates this.

2% ¢

Ibrahim looks SN up in the kitchen and is obviously sad. Ibrahim says he needs
to talk. SN agrees with Ibrahim to meet in the rainbow office. Shortly thereafter,
Ibrahim arrives at the office, telling SN that in addition to mental health problems,
he is also physically ill.... Ibrahim says he hates himself because he was once a
nice guy with work, and so on. SN tells Ibrahim that even though he has mental
challenges, he should not hate himself. SN comforts and tells Ibrahim that there
is no reason to hate himself because he is still a nice guy. SN tells Ibrahim that
he must keep fighting to get better and even though SN has a job now, then SN
can also suddenly get sick and get sad, but that one must not give up.... Be-
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cause Ibrahim has not eaten for several days, SN explains the importance of cor-
rect diet for well-being.

This sequence from a report highlights how relational work looks like in practice.
Note that this report includes descriptions of how the social worker thinks Ibrahim’s
situation can develop, and the social workers own role in this identity work. This is
a story of Ibrahim as well as a story of the social worker’s role in helping Ibrahim
get better. When the social worker describes himself in the third person (SN) as a
substitute for using the first person (“I” and “me”), he makes a strong case for de-
tachment. It is not him as a named person who interprets Ibrahim’s situation; it is
any person (“SN”). The report of this client is accompanied by the score “2” in the
category “psychological well-being” and is in harmony with this scoring schema’s
demands for numbers. By attributing the text to the score “2” an alternative way of
interpreting the report is made. The added number shifts the focus away from the nu-
ances and ambiguities of Ibrahim’s situation (and social work) and underscores the
detachment of the social worker’s observations. His repeated use of “SN” is
characteristic in the reports of the social workers and shows the basic dilemma of
documenting relational work. Thus, the social worker’s role is pivotal on the rec-
ord—as social work requires—but as a person whose identity is hidden. When re-
viewing all of the reports of the 58 participating staff members, the profession of
social workers uses SN much more frequently in their reports compared to other staff
members with different training. This indicates that social workers attempt to con-
form to the neutrality of organizational guidelines. However, it is doubtful if the so-
cial worker’s use of SN instead of “I”” or “me” solves this basic problem of the lack
of “fact orientation” in social work, as Peter was stating earlier. By using SN no less
than nine times in the short (condensed) report, the reader is left with a very strong
impression that the reported observation is a report in which both parties played an
essential role.

The social workers who explained in interviews that they wished for a stronger
fact-orientation may thereby demonstrate that they do not personally identify with
the key characteristic of their profession (to work upon relationships). However, this
might not be the only interpretation—or the most likely. Their wish for more facts
may also indicate that the lack of factual orientations in social work causes the social
work profession to be ranked lowest in the hierarchy of professions. Because staff’s
documentation of welfare recipients’ situations is conducted by tools that favour ob-
jectivity and detachment from the writer, social workers’ expertise may be threat-
ened more than their colleagues with other training such as, for instance, nurses. This
finding suggests that scoring schemas and other NPM-inspired tools have effects on
the way that expertise is defined in this type of organization. The current strong cul-
ture of documenting the work in scoring schemas as demonstrated in the two partic-
ipating shelters may, therefore, cause new battles of professions (Abbott, 1988)
around whether and how professions are successful in integrating NPM-inspired
tools in what they consider to be their core competencies.

Concluding discussion

This present study has shown how social workers negotiate what counts as expertise
in care and treatment facilities today. The analysis here shows that the expertise of
social workers concerns their success in jotting down their assessments of clients in
organizational scoring schemas. Thus, expertise has to do with integrating and quan-
tifying social workers’ relational work with welfare recipients in schemas and re-
ports. In line with McDonald and colleagues (2008), this study also found that ex-
pertise concerns a numerical assessment of client behaviour. Hence, assignments
that social workers cannot “quantify” are automatically defined as less important and
depict a low level of expertise.
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The article’s analysis also reveals how work in care and treatment facilities con-
tains two opposing ideals. On the one hand, perceptions of social workers’ expertise
have to do with their success in building a personal relation with welfare recipients
(relational work) such as playing board games, soccer, and so forth. On the other
hand, however, another important ideal for the social work profession is present.
Social workers have to meet the targets of their organizations and managers that stem
from NPM and other management’s tools focus on documentation of work in scoring
schemas. These two ideals create tension for the social work profession, as discussed
in the article, because they conflict. It is difficult for social workers to fit assessments
of their relational work with welfare recipients into the scoring schemas of organi-
zations.

The organizational scoring schemas present social workers with other problems
as well. For instance, when they are successful in recording the complexity of the
welfare recipients’ situation in the schemas, then the subjectivity of their assessments
become less clear because scoring schemas hide or blur that social work by nature is
subjective and based upon a personal relationship between a social worker and a
welfare recipient. The apparent neutrality of the schemas and reports (Rogowski,
2010) hide and even downgrade this central characteristic of social work mentioned
by all participating social workers. This apparent neutrality of scoring schemas may
also challenge the power of welfare recipients and their ability to make their potential
disagreement with the assessments of them applicable (because the subjectivity of
social work is now hidden).

In addition, the categories of the scoring schemas influence what staff can jot
down, and thus which activities are meaningful for social workers to suggest to wel-
fare recipients. Hence, the chosen activities of social workers may not reflect their
assessment of clients’ needs but instead, reflect which activities can be fitted into the
categories of the scoring schemas provided by the institutions. In sum, social work-
ers critique of the scoring schemas often had to do with what social workers (still)
think is their core competency, namely to build a good relation to welfare recipients.
For instance, in their view, nurses can easily translate their professionalism into the
sections of an organizational scoring schema, while social workers’ professionalism
(relational work) is difficult to fit into the small sections of the schemas. Thus, the
analysis suggests that that the current focus on NPM-inspired tools in social work
may even affect the internal hierarchy of professionals.

Nevertheless, the analysis also revealed that social workers welcomed the organ-
izational scoring schemas. These positive stories show that many social workers
thought that the lack of factual knowledge in social work made it difficult to have a
distinct voice in their organizations. Documenting the work made social workers’
job visible for managers (who may not work side-by-side with the staff) and col-
leagues from other professions when discussing work and reports in the regular staff
meetings.

To conclude, this article shows how current welfare organizations balance differ-
ent rationales and dilemmas leading to new perceptions of meaningful work and ex-
pertise (Mik-Meyer, 2017). Social workers disciplinary training stresses relational
work with welfare recipients, but at the same time, they are held “accountable” ac-
cording to organizational systems of documentation (Ferguson, 2009; Hupe & Hill,
2007). The notions of organizational professionalism (Evetts, 2009a), pragmatic pro-
fessionalism (Liljegren, 2012), and NPM-professionalism (Evetts, 2009a) all em-
phasise that professionalism and expertise today is indeed an organizational phe-
nomenon. The current increased use of scoring schemas in care and treatment facil-
ities strongly influence the way social workers in a more general sense organize their
work. NPM-inspired tools thus seem to have a profound influence on how expertise
looks like today. Ironically, the expertise of social workers may perhaps primarily
be about being successful in translating their relational work with the welfare recip-
ient into organizational scoring schemas and only secondarily about meeting welfare
recipients’ needs.
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Abstract: Many benefits accrue to an occupation that is described as a “profession,”
including the ability to influence public debate, such as the current one over health
policy in the United States. The label of profession frequently enhances the status,
prestige, power, and legitimacy of an occupation, which usually translates into
additional resources and power. This article examines the current status of the
occupation—hospital administration—with respect to the literature pertaining to the
concept of a profession. Hospital administration is assessed in terms of its relation
to three common attributes associated with professions: collegial traits, knowledge
base, and service orientation. The analysis indicates that there are important
obstacles to be overcome before hospital administration can be considered a
profession based on these three attributes.

Keywords: Profession, hospital administration, health care administration

Within the past decade, the health care landscape has seen a substantial amount of
upheaval. The introduction of the Patient Protection and Affordable Care Act
(PPACA) in the United States and its passage in 2010 triggered a series of changes
in health care delivery across the country and has prompted the discussions of reform
currently occurring. Within these legislative processes and policy debates, we see
the influence and power of different health care stakeholders, including physicians,
the insurance industry, and patient rights groups. However, the voices and positions
of hospital administrators have not been clearly identifiable. Hospital administrators
are at the forefront of the day-to-day decision-making and implementation of health
care delivery policy and procedures. While individual organizations have issued
statements supporting or speaking out against proposed policy changes, a consensus
position from the field of hospital administrators has not been clear, in contrast to
the positions of the medical profession or the nursing profession. This raises the
question of what we perceive the role of hospital and health care administrators to
be and how this role fits within the structure of our health care system.

As hospital consolidation becomes more frequent and as the separation of
medical staff and administrative staff increases (Scott, 1982), the role of hospital
administrators is likely to gain in autonomy and authority, prompting a new
discussion of how that role is defined. It has been over 50 years since Wilensky
(1962) examined the occupation of hospital administration with respect to the con-
cept of professionalism. The current debate and public conversation about key ele-
ments of gaining insurance and accessing health care have prompted us to reconsider
this idea of hospital administration as a profession. Wilensky (1962) identified sev-
eral forces that were preventing the occupation from being designated as a “profes-
sion” at the time. However, he also discussed other forces, such as changing patient-
physician relationships and increased community service focus, which may over
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time move hospital administrators closer to gaining professional status. The general
tone of the article, which is consistent with others’ work since, implied that hospital
administration would need to continue to evolve before it would be considered a true
profession. Obviously, many changes have occurred in the field of hospital admin-
istration since 1962. The subject has been written on by a few other researchers since
(Scott, 1982; 2004), but we recognize this time of change and debate as an important
moment to revisit the topic, particularly given the weight of influence often con-
ferred on professionals and organizations that represent them. We ask, what is the
role of a hospital administrator within the larger context of the medical field, and
what does this say about the degree to which hospital administration is a profession?

Defining hospital administration

Within the United States, the occupation of hospital administrator is a relatively
young one when compared to the traditional professions of physician or lawyer. As
hospitals have emerged and evolved as institutions throughout the country’s history,
the nature of their management and administration has evolved as well. Early ad-
ministrators of hospitals in the United States were known as superintendents, and
these roles were often filled by clinical staff, such as physicians and nurses, though
philanthropists or religious figures, such as Catholic sisters, also took on these re-
sponsibilities at times (Haddock, McLean, & Chapman, 2002). Even early on, there
existed a conflict between superintendents and medical staff, with conflict arising
regarding the power and legitimacy of each role (Rosenberg, 1987). Though hospi-
tals within the U.S. began as charitable endeavours, as the twentieth century ap-
proached, they increasingly employed a market perspective in providing their ser-
vices, with more patients paying for care and with the dominance of the medical
profession becoming a stronger driving force within the organizations (Starr, 1982).
As this trend continued, a demand arose for an educational curriculum for hospital
administrators, one that would include accounting, management, policy, and public
health, among other areas (Haddock et al., 2002). Administrators became more
aware of the need for special training for the complex tasks they would face (Rosen-
berg, 1987). The first educational degree programs appeared in the 1920s and 1930s
(Haddock et al., 2002; Neuhauser, 1983), and the establishment of the American
College of Hospital Administrators (later to become the American College of
Healthcare Executives) was established in 1933 (Stevens, 1999). These events indi-
cate the establishment of the occupation. As reimbursement became more complex
over the course of the 20" century, with the introduction of government payers and
managed care, an increased focus on efficiency and strategic planning further grew
the demand for career administrators with the appropriate managerial skills (Starr,
1982).

The increasing managerialization of health care has resulted in greater profes-
sionalization of the role of health care manager through the establishment of profes-
sional associations, with trappings such as journals and codes of conduct (Noorde-
graaf & Van der Meulen, 2008). Defining and standardizing the work done by health
care managers and hospital administrators appears to strengthen occupational control
(Noordegraaf & Van der Meulen, 2008). This paper explores whether that level of
control, for hospital administrators, has solidified to the extent that the occupation
can be considered a profession and can, therefore, have an influential and common
voice in issues of health care policy and reform.
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What constitutes a profession?

Researchers have had trouble isolating a specific definition for profession. Several
factors account for this lack of definitional consensus, including different perspec-
tives and methodologies, as well as the fact that it is a dynamic concept, with many
occupations constantly trying to protect their professional “turf” in light of new
meanings and implications for the term. In fact, Abbott (1991, p. 18) has suggested
that “the term ‘profession’ is more an honorific than a technical one, and any appar-
ently technical definition will be rejected by those who reject its implied judgments
about their favourite professions or non-professions.” Friedson (1983, p. 22) indi-
cates that the definitional problem results from attempts “to treat profession as if it
were a generic concept rather than a changing historic concept, with particular roots
in an industrial nation strongly influenced by Anglo-American institutions.” Accord-
ing to Friedson (1983, p. 32), “The future of profession lies in embracing the concept
as an intrinsically ambiguous, multifaceted folk concept, of which no single defini-
tion and no attempt at isolating its essence will ever be generally persuasive.” Evetts
(2013, p. 781) notes, “sociologists have been unsuccessful in clarifying the differ-
ence between professions and other occupations and identifying what makes profes-
sions distinctive.”

However difficult it may be to define, many benefits accrue to occupations that
achieve such a designation. According to Guy (1985, p. 13), “It is fairly obvious why
particular occupations want to be called professions: the name brings with it higher
status and prestige, along with more autonomy, resulting in more control over mem-
bers’ work-life.” Professional “legitimacy” means more power and influence for the
occupation, which usually translates into additional resources (legal, political, finan-
cial, and otherwise). The ultimate reward of being designated a profession by society
is occupational survival. In the current landscape, the understanding of hospital ad-
ministration as a profession would potentially lend greater credence and influence to
the opinions of those within it, perhaps permitting hospital administrators a more
public voice in national debates over policy and oversight.

One approach researchers have taken to define the concept is the listing of traits
or attributes that would characterize an occupation as a profession. Much of the clas-
sic early literature studying professions was based upon a trait model or approach
(Carr-Saunders & Wilson, 1933; Cogan, 1953; Goode, 1969; Greenwood, 1957;
Wilensky, 1964). While trait models have been criticized because the number and
listing of traits seemed arbitrary or without theoretical rationale (Abbott, 1988; John-
son, 1972; Roth, 1974), the approach continues to exert a powerful influence over
the study of professions. As stated by Leicht and Fennell (2001, p. 27), “In spite of
criticisms of trait theories as explanations for and definitions of professions, they do
provide us with a set of places to look for changes in professional life.”

Ritzer and Walczak (1986) acknowledge three basic approaches to the analysis
of professions: process, focusing on the historical pathway of a profession; struc-
tural-functional, focusing on the distinctive characteristics; and power, focusing on
the power needed to reach the designation and the power wielded afterward. They
use all three to establish their definition of profession: “an occupation that has had
the power to have undergone a developmental processes enabling it to acquire, or
convince significant others that it has acquired a constellation of characteristics we
have come to accept as denoting a profession” (Ritzer & Walczak, 1986, p. 62).
Furthermore, they recognize that professionalization is a continuum, noting that
some occupations meet some or even most of the criteria to be a profession but may
be lacking in a key area.

In considering the field of hospital administration specifically, we must recognize
that at the core of the hospital administration occupation is the representation of the
organizations hospitals administrators work within. These hospitals and the field
they exist within have changed drastically over time, which has set the stage for the
evolution of the hospital administrator role. Starr, in his 1982 work, examines other
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changing roles within health care, specifically that of physicians. Ritzer and Walczak
(1986) acknowledge Starr’s work and note that his analysis of the medical profession
was influenced by all three approaches they discuss as central to defining a profes-
sion.

Starr (1982) has suggested that attributes found in definitions of the term “pro-
fession” fall under one of three categories: collegial, cognitive, and moral. Starr
(1982, p. 15) describes collegial as the sense “that the knowledge and competence
of the professional have been validated by a community of his or her peers.” Cogni-
tive is to mean “that this consensually validated knowledge and competence rest on
rational, scientific grounds” (Starr, 1982, p. 15). Moral implies “that the profes-
sional’s judgment and advice are oriented toward a set of substantive values, such as
health” (Starr, 1982, p. 15). Starr (1982, p. 15) consolidates these three traits into the
following definition of a profession: “An occupation that regulates itself through
systematic, required training and collegial discipline; that has a base in technical,
specialized knowledge; and that has a service rather than profit orientation, enshrined
in its code of ethics.”

For these reasons, Starr’s approach will be at the core of our own analysis, which
will also be informed by Ritzer and Walczak’s concepts of process, structural-func-
tional characteristics, and power. The inherent connection between the occupation
and the industry make these factors relevant as we consider the current role of the
hospital administrator in this time of a changing health care system. Our analysis is
the result of reviewing relevant literature and conducting a targeted website search
of governing and oversight organizations of the health administration occupations.
These include the American College of Healthcare Executives (ACHE), the Associ-
ation of University Programs in Health Administration (AUPHA), the Commission
on Accreditation of Healthcare Management Education (CAHME), and the Ameri-
can Hospital Association (AHA).

Collegial traits of hospital administration

Many researchers (Goode, 1969; Friedson, 2001; Johnson, 1972; Wilensky, 1962)
have emphasized collegial attributes when defining a profession. In fact, Friedson
(2001, p. 32) maintains that when an occupation has a monopoly or complete control
over its own work, it “is the essential characteristic of ideal-typical professionalism
from which all else flows.” Complete monopoly or control implies that one’s behav-
iour is specified and judged by colleagues and peers (not outsiders). This profes-
sional autonomy includes control over educational and entry requirements for the
occupation.

In terms of hospital administration, there is little evidence of such collegial con-
trol over educational and entry requirements. The main professional association for
hospital administrators is the American College of Healthcare Executives (ACHE).
Participation in the organization is voluntary, and the organization has minimal in-
volvement in specifying educational requirements and content for aspiring hospital
administrators, but it is the most prevalent resource for identifying professional
standards for the field. While the expectation is for a hospital administrator to have
graduate level training, ACHE does not specify whether an individual should pursue
a Master of Health Administration degree, a Master of Business Administration de-
gree, a Master of Public Administration or a Master of Public Health degree, or even
a doctorate degree in one of these areas. A hospital administrator can enter the field
through a variety of different educational routes and career paths, including either
accredited or non-accredited programs, as well as traditional or online degree or cer-
tificate programs. At times, experience in another occupation may even be highly
valued by a hiring committee.

Even within undergraduate and graduate programs specific to hospital or health
care administration, there is a lack of programmatic consistency across universities;
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however, there tends to be more regulation and oversight of health administration
professionals practising in the industry. Although a corporate sponsor of the primary
accreditation body for graduate programs in health services administration (Com-
mission on Accreditation of Healthcare Management Education or CAHME), ACHE
traditionally has not been a leader in defining curriculum content within the aca-
demic community. Rather, ACHE focuses most of its attention on individuals that
are already employed in the field as hospital administrators. Once an individual en-
ters the field of hospital administration, ACHE has more control over validating
his/her knowledge and competence through their credentialing program. Although
voluntary, board certification in health care management is well accepted throughout
the field and is likely essential for an individual’s career advancement and recogni-
tion. Individuals who become board certified are recognized as Fellows (FACHE)
and display these credentials accordingly (ACHE, 2008). Though hospital adminis-
trators do not have controlled entry points, such as licensing processes that clinical
providers often must complete, it is important to note that ACHE has established
norms and standards that have done much to institutionalize the occupation.

These efforts of creating norms and standards are ongoing. ACHE increased their
educational efforts recently through the 2014 creation of the Professional Develop-
ment Task Force, comprised of 11 ACHE members of various professional back-
grounds (ACHE, 2014). The goals of this Task Force were to determine educational
gaps, align content with proper dissemination models, and identify leadership com-
petencies in conjunction with the ever-changing health care industry.

ACHE also recently participated in the Healthcare Leadership Alliance, a con-
sortium of six major professional membership associations designed to analyse and
distinguish the major competency domains that are common to practising health care
managers (Stefl, 2008). Five domains were identified, including communication and
relationship management, professionalism, leadership, knowledge of the health care
system, and business skills and knowledge (Stefl, 2008). From this experience and
the development of the Healthcare Leadership Alliance Competency Model, ACHE
produced a Healthcare Executive Competency Assessment Tool that is distributed
and recommended to all of its members as a self-assessment and personal improve-
ment instrument (Stefl, 2008). Again, however, the emphasis of all this is on
practising managers and administrators. These efforts may create more standardized
expectations for advancement in the field, but they do little to directly affect
educational and entry requirements into the field.

Another organization worth considering in relation to the professionalization of
hospital administrators is the American Hospital Association (AHA). Unlike ACHE,
AHA has exerted its voice in the recent debate over health care reform, cautioning
Congress and the Trump administration over potential consequences of proposed
bills (AHA, 2017). This would be an instance of power, as described by Ritzer and
Walczak (1986), which ACHE has not sought to replicate. However, whereas ACHE
represents the administrators themselves as individuals in the occupation, AHA rep-
resents hospitals and health systems as organizations. This distinction weakens the
argument for defining hospital administrator as a profession. ACHE could, in many
ways, be considered inward-facing with its communications largely targeting its own
members. AHA, on the other hand, interacts publicly with other stakeholders in the
health care field, particularly in regards to issues such as health care policy. If the
public face of hospital interests is representative of organizations rather than their
leaders, the role of the leaders may be less defined and understood by the public, and
therefore less likely to be viewed as a profession.

In sum, the autonomy of the occupation is not clear-cut. On the one hand, there
is very little occupational control over educational and entry requirements for the
field. There has been little change since Wilensky (1962, p. 21), when commenting
about hospital administration, stated, “The professional association does not control
entry and hence cannot fully impose its standards of training on all practitioners of
the art.” On the other hand, the professional association (ACHE) and its members do
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have a fairly strong credentialing program that validates the knowledge and compe-
tence of individuals through a structured peer review (collegial) process. This is cer-
tainly a collegial attribute commonly associated with other professions, such as phy-
sicians and university professors. However, the professional organization lacks any
indication of power, as discussed by Ritzer and Walczak (1986), with political and
policy interests being conveyed at the organizational level through AHA, rather than
the professional level, as is common with the American Medical Association or the
American Bar Association.

The knowledge base of hospital administration

Professions are expected to have “a base in technical, specialized knowledge” (Starr,
1982, p. 15). According to Wilensky (1962, p. 9), “This competence is ‘technical’
because it comes from a systematic body of knowledge acquired only through long,
prescribed training.” In fact, professions are typically viewed as “intellectual” occu-
pations, based upon a lengthy process of formal assimilation of complex, theoretical
knowledge that is a prerequisite for professional success. This cognitive attribute is
generally found in most descriptions or definitions of a profession (Leicht & Fennel,
2008). Greenwood (1957) and Goode (1969) also emphasize that this assimilation
process must go beyond just “book learning” and also incorporate applied or practi-
cal training experiences (internships, apprenticeships, etc.). More recently, the im-
portance of knowledge within a profession has been emphasized by Siegrist (2002)
and Friedson (2001). Brante (2011) goes a step further by discussing the specific
nature of the knowledge needed to designate a profession.

Hospital administration would seem to fare poorly when comparing the occupa-
tion with this particular attribute of a profession. There is not a systematic body of
knowledge that all potential hospital administrators must acquire before entering this
occupation. As mentioned above, hospital administrators have different educational
backgrounds and different career paths. Some administrators come from an entirely
different professional path, such as physicians or nurses. In some cases, diverse
backgrounds and experiences may be highly valued.

Thus, there is not a specific technical knowledge base that is common to or re-
quired of all hospital administrators. According to Begun and Kaissi (2004, p. 228),
“Development as a profession, then, requires clear specification of a distinctive task
domain, and development of educational requirements to earn the right to practice
in that task domain.” Since many of the tasks (strategic planning, problem-solving,
conflict management, negotiation, etc.) of the hospital administrator are common to
other management positions and occupations, it is difficult to see how hospital ad-
ministration (or health care management for that matter) can ever create its own spe-
cific knowledge base and distinctive task domain. Glouberman and Mintzberg (2001,
p. 80) suggest “that the professional model—based on the standardization of skills
and knowledge—hardly applies to management, where nothing can really be stand-
ardized and barely anything of significance has been codified with reliability.”

Nevertheless, the above statement stands in stark contrast with current initiatives
being developed and implemented by ACHE and the National Center for Healthcare
Leadership (NCHL). As discussed in the previous section, ACHE’s Professional De-
velopment Task Force has three main goals; the final goal is to identify leadership
competencies in conjunction with the ever-changing health care industry. The lead-
ership competencies developed include leadership, communication and relationships,
professionalism, health care environment, and business (ACHE, 2014). The devel-
opmental purpose of these leadership competencies is to enhance a hospital admin-
istrator’s engagement in the process of talent management in order to gain a com-
petitive advantage (ACHE, 2008), which could be key to organizational survival.

The other organization contributing to the educational knowledge base is the Na-
tional Center for Healthcare Leadership (NCHL). This organization was founded in
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2001 and is focused, among other things, on creating a competency model that can
be applied to both the academic and practitioner communities (NCHL, 2003). NCHL
addresses the growing demand for a leadership model specifically related to the
health care industry. The additional competencies addressed in this model are tailor-
made to address the intricacies and unique attributes associated with the ever-chang-
ing, heavily regulated health care industry. As a result, NCHL created the Health
Leadership Competency Model, which developed initiatives for growth starting with
graduate education (NCHL, 2006).

The growing demand for health administration competencies has driven the cre-
ation of competency initiatives aimed at improving higher education, particularly
curricular content and educational reform process review. The competency-based
educational focus includes:

A need for higher levels of mastery throughout the field, identification of the key
knowledge, skills, and attributes that contribute to the success of health care or-
ganizations and managers, and measurement or assessment of learner mastery of
these essential for career performance. (NCHL, 2006)

Competency-based education is gaining acceptance and has been identified for its
potential to address the industry challenges, changing practice environment, educa-
tional accountability and accreditation development, and workforce development.
Using a competency-based approach to curriculum development aids in the facilita-
tion of inter-university communication, career development and growth, best prac-
tice standards, interactions among interdisciplinary professions, and creation of
multi-setting professional development programs (NCHL, 2006). The Health Lead-
ership Competency Model (HLCM) is currently being used and applied at several
health care organizations and graduate programs in health care management (Cal-
houn et al., 2008). Though voluntary, this does indicate a further step toward the
institutionalization of the occupation. In 2014, NCHL collaborated with AUPHA
and CAHME to create the National Council on Administrative Fellows (NCAF) with
the goal of exploring a more organized and collaborative approach to the health care
management fellowship process (NCHL, 2016). These efforts resulted in the devel-
opment of a “Code of Good Practice” that standardized the application and recruit-
ment process and set the standards and oversight for fellowships (NCHL, 2016).

It remains to be seen how many programs will become involved with the NCHL
Competency Model and/or will incorporate ACHE’s Professional Development
competencies. Although they appear to face a challenging and daunting task, any
success in their endeavours would appear to move hospital administration in partic-
ular, and health care management in general, closer to having its own distinctive
knowledge base or task domain that is characteristic of the most well defined and
developed professions. However, at this time, even with the shift toward and empha-
sis on various competency models and approaches in health care management, it is
clear that no such distinctive knowledge base or task domain exists in the field of
hospital administration.

In this sense, the process of professionalization of the hospital administrator is
still ongoing. Although there is no one particular educational gateway or grasp of
technical knowledge currently expected for all hospital administrators, there are in-
stitutionalized norms and expectations. The corporatization of hospitals over time
has led to a greater emphasis on a blending of business and health care backgrounds
within the top tiers of leadership. A key element of hospital leadership is the ability
to manage other professionals. As hospitals and other health care organizations (such
as physician offices) merge and form larger health systems, integrated health care
organizations, and those that lead them administratively have greater control over
what services to offer. This responsibility necessitates an understanding of the health
care field that goes beyond standard managerial skills. As well, the ongoing evolu-
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tion of payment and reimbursement structures, shifting from fee-for-service to cap-
itated payments and negotiated contracts, requires increasing adeptness at navigating
the financial demands of health care organizations (Shortell, Gillies, & Devers,
1995). Therefore, we can argue that the role requires specialized knowledge but not
in a standardized manner.

Hospital administration’s service ideal or orientation

Johnson (1972, p. 13), in a summary of literature pertaining to professions, indicates
that many researchers have suggested “that professions are to be distinguished from
other occupations by their altruism which is expressed in the ‘service’ orientation of
professional men.” This is the “moral” imperative referred to by Starr (1982). This
particular trait or attribute is best described by Rueschemeyer (1964, p. 17) who
claims, “that the professions are service- or community-oriented occupations apply-
ing a systematic body of knowledge to problems which are highly relevant to central
values of the society.” Individuals within the profession may not contribute to the
service of their professions; not all lawyers do pro bono work, for example, and not
all physicians volunteer time in free clinics. However, those elements of service are
integral to what we understand those professions to be as a whole.

The idea of service orientation is sometimes considered to be a myth created by
professionals to convey authority and autonomy because being seen as altruistic
earns public trust (Ritzer & Walczak, 1986). In the context of hospitals, though, pub-
lic trust is essential to organizational survival. Hospital administrators’ primary in-
terest is the good of the organization, and that means conveying a commitment to
serving the community, both for the sake of public trust and (in the case of non-profit
hospitals) to be eligible for tax-exempt status.

Indeed, a hospital administrator’s primary role is to plan, coordinate, and deliver
health care services to a defined community. A hospital administrator that does not
define and address community needs and improve the health status of the surround-
ing region will not be successful. A service- or community-orientation is clearly an
important priority for ACHE (ACHE, 2008). This is reflected by the following state-
ment defining a health care executive’s responsibility to his or her community:

But the health care executive’s responsibility to the community does not end
here—it encompasses commitment to improving community health status and
addressing the societal issues that contribute to poor health as well as personally
working for the betterment of the community-at-large. (ACHE, 2008, p. 86)

This service ideal is an important part of a hospital administrator’s role, and it is
reflected in a hospital’s charity care for those unable to pay as well as other commu-
nity outreach programs and initiatives. Wilensky (1962, p. 23) describes this respon-
sibility as “administrative leadership” and contends that increasing focus in this area,
as is happening in the current era of health care reform, will further facilitate the
professionalization of the occupation. Weil (2001) commented on this service orien-
tation within the field of hospital administration:

The movement toward community health is becoming a function of leading hos-
pitals. In fact, to retain their non-profit tax-exempt status, hospitals are now re-
quired by the government to initiate community health efforts. Moreover, leading
administrators are beginning to capture the hearts of their staffs, physicians, and
trustees by embarking on community outreach services. (Weil, 2001, p. 88)

However, it should be noted that many non-profit hospitals are coming under in-
creasing scrutiny regarding their provision of community benefits or services. In
general, non-profit hospitals are exempt from federal, state, and local taxes as long
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as they provide charity care or community benefit programs equal to the approximate
size of their tax exemption. Over the past decade, greater standards of accountability
have been implemented through revisions to the Internal Revenue Service reporting
requirements and through community assessment provisions within the PPACA.
This enhanced accountability would seem to further institutionalize or solidify the
concept of a service ideal or orientation within the field. Though for-profit hospitals
do not carry the same regulative expectations, ACHE’s ethical code stipulates that
all hospitals and hospital executives carry responsibilities to support health care ac-
cess and meet community needs (ACHE, 2016).

Additionally, this orientation has appeared to become even further institutional-
ized through recent regulative and policy shifts. The Internal Revenue Service took
a step toward increased accountability of community benefit participation through
changes in reporting requirements in 2008. The 2010 PPACA included a stipulation
that all tax-exempt hospitals must participate in community health needs assess-
ments every three years (Young, Chou, Alexander, Lee, & Raver, 2013). Hospital
administrators play key roles in the coordination and logistical implementation of
such community-based efforts. The service obligations fall upon hospitals as organ-
izations, rather than any particular individual within the organization. However, does
the leadership of these efforts establish the hospital administrator occupation as be-
ing service-oriented? It is the hospital administrator’s role, in conjunction with a
board of directors and executive team, to set the strategic direction of the organiza-
tion and meet the goals as outlined in the strategic plan. Therefore, efforts such as
community needs assessments and other community engagement efforts would fall
under the purview of the hospital administrator’s responsibilities.

Before leaving this analysis of service orientation, it is important to discuss the
concept of profit. Looking at the hospital administration occupation through Ritzer
and Walczak’s structural-functional lens allows us to identify stewardship of organ-
izational resources as a key element of a hospital administrator’s role. Both non-
profit and for-profit hospitals require revenue in order to be successful in this highly
competitive industry, and the administrator is ultimately the one responsible for fi-
nancial outcomes. Does this preclude an occupation such as hospital administration
from being termed a profession? Researchers appear to differ on this issue. The def-
inition provided by Starr (1982, p. 15) at the beginning of this article suggests that a
profession “has a service rather than profit orientation, enshrined in its code of ethics.”
Along these lines, Nosow and Form (1962, p. 199) maintain that conflict may emerge
between service orientation and a market orientation: “one seeks to maximize ser-
vice; the other seeks to maximize profit.” On the other hand, Marshall (1962) be-
lieves that as long as the interests of the individual and service orientation are main-
tained, the essence of professionalism is preserved. Wilensky (1962, p. 10) supports
this view by suggesting that “devotion to the client’s interests more than personal or
commercial profit should guide decisions when the two are in conflict.” This appears
to best describe the situation in terms of hospital administration. Hospitals, on a daily
basis, provide care to individuals who are without financial means or health insur-
ance. When the service and profit orientations collide, it does appear that the expec-
tation is for the service ideal (sanctity of life) to prevail. Weil (2001, p. 89) reinforces
this point by saying that “a code of ethics and professional policy statements under-
score that decisions cannot be made solely based on economic criteria.” As such,
when balanced by a service orientation or ideal, it does not appear that the profit
“factor” is a significant impediment in the way of hospital administration becoming
a profession. Indeed, other classic professions (for example, the medical and legal
professions) seem to engage in similar balancing acts.
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Discussion

In a similar fashion to Wilensky (1962), the foregoing analysis does not provide
adequate evidence that would allow one to place hospital administration alongside
some of the more established or defined professions. The complexity of the health
care field and organizations hospital administrators are tasked with operating, as well
as the knowledge necessary to do so, would indicate that the occupation does belong
somewhere on Ritzer and Walczak’s (1986) continuum of professionalism. However,
whether by design or not, there is little control over entry to the field of health care
administration. Instead, the norm is to allow people to enter from a range of back-
grounds, with more training and socialization into the occupation occurring through
professional development and ongoing experience. This lack of gatekeeping weak-
ens any argument for hospital administration as a profession. A substantial downside
to this is the lesser voice hospital administrators, in comparison to physicians, nurses,
or academics may have in regard to the ongoing debate in the field of health care.
Without a defined identity as a profession, and therefore the ability to represent the
occupation’s interest in a cohesive and collective manner, administrators will have
less influence in current and future discussions over policy and regulative changes.

Nevertheless, hospital administration remains a relatively young occupation, and
it displays several traits or attributes that are frequently mentioned in the literature
on professions. Perhaps, at this point in time, hospital administration is best labelled
as a “semi-profession,” which Etzioni (1969) describes as displaying some profes-
sional traits while also lacking other defining characteristics. Whether or not hospital
administration will continue to move toward full designation as a profession or not
depends greatly on the resolution of the following issues:

1. While ACHE exerts considerable control over validating the knowledge
and competence of practising hospital administrators through its creden-
tialing program, they exert minimal control over educational and entry
requirements into the occupation. A well-developed profession will
maintain collegial control over both sides of this coin, often in conjunc-
tion with appropriate authorities. It will be interesting to see if any in-
roads or advancements can be made in this area, particularly given the
recent focus on the development of leadership competencies.

2. If the NCHL and other collective bodies make significant strides in the
implementation of such competencies, hospital administration may move
closer to creating its own specific knowledge base and distinctive task
domain. On the other hand, a call (by Begun & Kaissi, 2004) to broaden
the definition of health services administration to include other activities
(such as health insurance, supply, and vendor organizations) beyond the
administration of delivery organizations has been supported and em-
braced in the Final Report of the Blue Ribbon Task Force on Accredita-
tion (Mick, 2004). Mick (2004) argues that the focus should remain nar-
row and specifically on the unique knowledge and training required to
run health care delivery organizations. If the broader perspective prevails
and becomes widely accepted throughout the industry, it is less likely
that a specific task domain and unique knowledge base for health services
administration in general, and hospital administration in particular, will
ever be achieved.

3. A service ideal or orientation seems to be firmly entrenched in the field
of hospital administration. Charity care and community initiatives
abound in both the non-profit and for-profit hospital sectors, particularly
in light of renewed emphasis on community-based efforts as a result of
the PPACA. Ongoing public, regulatory, and political scrutiny should
serve to further solidify and institutionalize this service ethic. Of course,
future upheaval or transformation of the health care system as a result of
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changing health care policies could alter the role or purpose of hospitals
and hospital administrators alike. This could change the importance or
relevance of this service orientation. Currently, the community service
mission of hospitals and their need to balance a market (profit) orienta-
tion with a service orientation in order to achieve societal legitimization
and support lend credence to the idea of hospital administrator as a pro-
fession.

One distinction worth noting is who is being represented by an individual’s efforts.
Physicians, teachers, nurses, and lawyers (all considered established professions)
may work within organizations, but their functions are largely individualistic and
pertain to the provision of specified services (Scott, 1982). Their professional iden-
tity and skillset extend beyond the organizational boundaries. Hospital administra-
tors, however, work on behalf of an organization itself, which is indicative in the
more public presence of AHA in comparison to ACHE. Administrators largely work
to ensure that the organization that employs them is meeting is financial, social, and
ethical obligations, rather than fulfilling a set of expectations at an individual level.
This, perhaps, could be one difference between a profession and a professional: one
is trained to serve a specialized role, and the other is trained to serve within a spe-
cialized environment. This contrast may be particularly pronounced when consider-
ing administrators who come from clinical backgrounds, who may very well retain
their identity as a nurse or physician even when taking on the duties of an adminis-
trator.

At the same time, it is also important to note that the boundaries of defining a
“profession” have become increasingly blurred in recent years. As many fields, in-
cluding health care, have placed greater emphasis on interdisciplinary efforts, the
more traditional structures of professions have faded somewhat (Fournier, 2000).
Within hospitals, it is not uncommon for physicians or nurses to transition from clin-
ical roles to managerial roles. In some ways, this hearkens back to a long-standing
struggle to define roles within hospitals, which have traditionally experienced a tug-
of-war between physicians and managerial professionals over organizational control
(Starr, 1982).

In sum, the hospital administration field continues to evolve and change. As
health care laws have changed over the past decade, and as the debate about reform
continues, depth of understanding of the health care field is becoming more and more
valuable. Hospital administrators play an important role by accumulating this
knowledge; however, the role lacks autonomy in that it represents the interests of the
organization over the individual within it. This in itself is an institutionalized norm
of the occupation, which is particularly evident in the political influence of AHA
(which represents hospitals) and the lack of a public voice of ACHE (which repre-
sents the executives). Until hospital administrators are seen as authorities in their
own right, the occupation is unlikely to be viewed as a profession.

It is also worth noting, however, that shifting political tides could actually con-
tribute to de-professionalization of the occupation. As discussed above, the increas-
ing complexity of the health care field and the necessity of building community re-
lationships (the knowledge and service attributes, to refer back to Starr’s terms) have
perhaps moved hospital administration further along the continuum profession. If,
over time, the United States chooses to implement a single-payer system, the nature
of the administrative roles may change. A dominant governmental presence in the
health care reimbursement system could negate the need for knowledge of concepts
like managed care or community benefit requirements. Instead, hospitals may hire
administrators with public affairs or governmental relations experience, redefining
the occupation altogether and making many of the currently institutionalized norms
irrelevant.

Regardless of the direction health policy moves in, it is important to periodically
assess the occupation’s standing in the light of key markers that tend to characterize
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the most institutionalized professions in order to understand how it fits into this
framework. Given the many benefits that accrue to occupations achieving societal
designation as a profession, such an analysis is more than an academic exercise. Alt-
hough the blurring of professional boundaries and roles makes defining a profession
increasingly more challenging, critically considering the health administrator’s role
within the professional realm provides an opportunity to acknowledge professional
priorities and identify the work and initiatives that remain to be done.
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Nurses’ organizational roles—
Stakeholders’ expectations

Abstract: In this study, we analysed stakeholders’ organizational role expectations
for nurses. We defined organizational role expectations as a set of informal expecta-
tions in behavioural patterns and formal expectations in work tasks related to a cer-
tain position in the organization. A qualitative study was conducted, and content
analysis was applied to 150 articles published in a Finnish nursing trade journal. We
identified five general organizational role expectations of patients and their relatives,
physicians and other healthcare professionals, the work community, the nursing as-
sociation, and legislators in our analysis: “the alongside stroller,” “the patients’ ad-
vocate,” “the reliable colleague and team member,” “the expert and skills developer,”
and “the organizational underdog.” This study explores these nursing roles and links
stakeholder perspective to the organizational role expectations in professional ser-
vices.

Keywords: Organizational role,
healthcare, stakeholders

role expectations, profession, nurse,

While perhaps not nearly as much as the physician profession, the nursing profession
has received considerable attention in the extant research literature. To a large extent,
the extant research deals with the nursing profession’s content and changes (see Ma-
son, 2011). In addition, some more specified research themes have gained consider-
able interest, including ethical perspectives, professional positioning, nurse educa-
tion, the shortage of nurses, and nurses’ intentions to leave the profession (see Flink-
man, 2014; DeNisco & Barker, 2013; Kankaanranta & Rissanen, 2008; Tadd, 2003).

Traditional sociological research on professions has been related to professional
power, autonomy, and self-regulation (Freidson, 1970). Abbott (1988) further sug-
gested that professions are constantly changing systems rather than stable entities.
In line with this, more recently, Muzio, Brock, and Suddaby (2013) encouraged
scholars to study professions from the process perspective and thereby aim to under-
stand the mechanisms that create, maintain, and change them. In this study, we per-
ceive stakeholders’ expectations as a mechanism that affects the nursing profession.
Based on Muzio and associates’ (2013) process perspective, we argue that stake-
holders’ expectations influence the nursing profession, nurses’ professional identi-
ties, and the roles that nurses play in healthcare organizations.

In this study, organizational role expectations are defined as a set of informal
expectations in behavioural patterns and formal expectations in work tasks related
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to a certain position in an organization.! In this sense, the work tasks originating, for
instance, from legislation, as well as the associated rules, procedures, and job de-
scriptions, constitute formal behavioural expectations (see Mintzberg, 1979). At the
same time, many stakeholders of healthcare organizations, such as professional as-
sociations, patients, colleagues, and members of other professions, set somewhat
more informal, yet similarly important, behavioural expectations (Robbins & Judge,
2010).

Besides the actual organizational roles, it is essential to recognize the stakehold-
ers that set expectations. Although a lot of literature deals with stakeholders and their
identification in healthcare organizations (see Blair & Fottler, 1990; Currie, Pou-
loudi, & Whitley, 2016), the literature does not address the stakeholders that set ex-
pectations for nurses’ organizational roles. In this study, the purpose is to narrow
this research gap by perceiving nurses’ organizational roles and identifying the
stakeholders that set their role expectations by analysing nurses’ trade journal liter-
ature. The aim of this paper is to investigate, through a review of a nurses’ trade
journal, how nurses’ organizational roles and related stakeholders’ expectations are
addressed in the published records. To be more specific, the research questions of
our study are defined as follows:

1. What kind of organizational role expectations are set for nurses’ within their
own trade journal literature?

2. Which stakeholders, according to the trade journal literature, set organiza-
tional role expectations for nurses, and what are their locus and salience?

Our study applies the sociological process perspective and emphasizes the im-
portance of expectations set by organizations (Olakivi & Niska, 2017; Postma
Oldenhof, & Putters, 2015), as well as demonstrates how professions endeavour to
adapt to these expectations (Noordegraaf, 2011). By examining stakeholder
expectations, the study pursues to understand mechanisms that cause stability and
change in the nursing profession and can help the profession to clarify nurses’ iden-
tities, functions, and responsibilities. Nursing associations can apply the knowledge
related to stakeholders’ expectations while they evaluate whether these expectations
should become part of professional repertoires (see Noordegraaf, 2011). In addition,
nurse managers need to recognize these expectations when managing nurses’ tasks
and organization dynamics.

Background

Organizational role expectations
Whereas some of the extant studies have focused on the roles of nurses (see
Jokiniemi, 2014; McGarvey, Chambers, & Boore, 2000; McKenna et al., 2008), the
term “role” is seldom explicitly defined in this context. Often, this term seems to
refer to different components or responsibility areas of nursing work (see Gibson &
Bamford, 2001; McCarthy, Cornally, Moran, & Courtney, 2012), whereas in the or-
ganizational behaviour literature, a role refers to the behavioural patterns a person is
expected to fulfil when occupying a certain position (see Robbins & Judge, 2010, p.
139).

Focusing on the organizational role to understanding certain work characteristics

! The nurse’s role also includes aspects not explicitly related to organizational roles. For in-
stance, nurses’ involvement in discussions and decision-making in healthcare—both na-
tionally and internationally—and their potential political activity (Arndt, 2003) are not ex-
plicitly connected to their organizational roles and therefore are outside the scope of this
study.
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is not a new approach. Particularly in the case of managerial work, there is a long
tradition, originating from the seminal work of Henry Mintzberg (1973), of perceiv-
ing the different aspects of managerial work as roles. Sometimes these roles are per-
ceived as more concrete activities (see Jokiniemi, 2014; Verschuren & Masselink,
1997) and sometimes more metaphorically (see Hatch, Kostera, & Kozminski, 2005).

As Verschuren and Masselink (1997) have noted, role expectations refer both to
what should be done (tasks) and how it should be done (behaviour). While in some
studies both tasks and behavioural expectations for nurses are combined, behavioural
expectations are still more strongly linked to nurses’ formal tasks (see Verschuren
& Masselink, 1997) rather than their behavioural role expectations set by healthcare
organizations’ stakeholders.

Work tasks can originate, for instance, from legislation, such as the right to pre-
scribe medicines or to dose them. Laws, moreover, define who has right to work as
a nurse (Loversidge, 2013). In addition, nurses’ own professional associations ac-
tively determine norms and regulations for nurses, such as ethical guidelines and
codes (see Twomey, 2013). In addition to legislation procedures and job descriptions,
such as the position of formal supervisor or the requirement of reporting adverse
events in patient care, constitute formal expectations (see Mintzberg, 1979).

While nurses’ work tasks obviously vary, for instance, across organizations, dif-
ferent specialty areas, hierarchical levels (McGarvey et al., 2000; Salmela, Eriksson,
& Fagerstrom, 2011), positions, and country-specific legislation, some general nurs-
ing tasks can be identified (Evers, 2003). In Table 1, these common nursing work
tasks are summarized according to Evers (2003), Gibson and Bamford (2001, p.
21-23), and Henderson (2011), and some specific examples related to each of them
are provided.? As seen in Table 1, nursing work is wide-ranging, but nurses’ main
tasks are related to meeting patients’ basic human needs (Durosaiye, Hadjri, Li-
yanage, & Bennett, 2018; Evers, 2003; Henderson, 2011).

Table 1
Common nursing work tasks areas with practical examples

Task area of nurses/role Practical examples of the tasks

component

Preventive tasks (clinical Monitoring symptoms and reactions (e.g., breath-
role component) ing)

Detection of risks that can cause complications,
diseases or disability

Educational tasks (education | Providing instructions and information for pa-

role component) tients on treatment, nursing care and patients’
rights

Caring tasks (clinical role Providing assistance in daily living, such as

component) cleanliness, eating, clothing, sleep and rest
Listening and providing emotional support for
patients

Diagnostic and therapeutic Carrying out therapeutic procedures and adminis-
tering first aid

2 Gibson and Bamford (2001) have identified research tasks as one of the role components
of clinical nurse specialists. However, research tasks are not included in the general tasks
of basic nursing work. Therefore, these are not included in Table 1.
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tasks (clinical role compo- Collection of samples for diagnosis
nent)

Coordinative tasks (liaison | Consultation for colleagues and other healthcare

and consultancy role com- professionals

ponent) Delegation of nursing work and activities
Coordinating patients’ care

Reporting and administra- Reporting observations and impressions about

tive tasks (administration patient condition and treatment

role component, consultancy | Participating in multidisciplinary team discus-

role component) sions about patients’ care

Housekeeping tasks Distributing meals

Cleaning and maintenance of medical and nurs-
ing equipment

Organizational role expectations can also refer to stereotypes and cultural images of
nurses (see Flinkman, 2014, p. 72). These, mostly informal, behavioural expecta-
tions refer to the way other actors and stakeholders, such as members of other
healthcare professions, believe that a member of a certain profession should behave
in a certain context (Robbins & Judge, 2010, p. 140). These are implicit social per-
ceptions, such as attitudes and stereotypical expectations, as well as cultural images
that set expectations for nurses’ behaviour (Fagin & Diers, 2011; Flinkman, 2014, p.
72). Referring to the social perceptions associated with nursing, Fagin and Diers
(2011) identified five metaphors—mothering, class struggle, equality, conscience,
and intimacy—that create the milieu and setting for nursing work, for instance, in
organizations. Fagin and Diers (2011) also note that the nurses themselves maintain
the historical metaphor of Florence Nightingale. Table 2 summarizes the nursing
metaphors according to Fagin and Diers (2011), Evers (2003), and Flinkman (2014)
and illustrates some of their attributes.

Table 2
Nursing metaphors

Nursing metaphor Expectations towards and perception of the nurse role
Mothering Maternal types of behaviour: caring, nurturing, comfort-
ing

Womanhood: warm, nice, and cordial
Professional mother

Class struggle Underdog: struggling to be recognized and approved
Semi-profession
Physicians’ handmaid and assistant

Equality Small social distance

Conscience For physicians, nurses represent the feature of con-
science, responsible for spotting any neglect or failure re-
garding patient care

Intimacy Trusted peers: facing patients’ vulnerability, hearing se-
crets

Florence Nightingale | Nurses’ own expectations for their role: tough, canny,
powerful, autonomous, heroic
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Stakeholder perspectives of organizational roles

Since the seminal work of Freeman (1984), the stakeholder theory has gained con-
siderable interest in various fields of the social sciences. The stakeholder theory has
been increasingly applied also in analyses related to healthcare (see Currie et al.,
2016). From the stakeholder theory perspective, a healthcare organization can be
understood as a complex nexus in which nurses are the largest internal stakeholder
group (see Currie et al., 2016; Marquis & Huston, 2006). However, adopting the
perspective of nurses—instead of that of the organization—offers a somewhat dif-
ferent angle to this organizational role thematic. Although there are numerous defi-
nitions of stakeholders, in this study, stakeholders are understood according to
Bryson’s (2004, p. 48) classification, which defines stakeholders as an “extremely
broad range of actors” such as individuals, groups, organizations, or institutions.

Stakeholder analysis is interested in who or what really counts and in what way
(see Mitchell, Agle, & Wood, 1997). In this study, we focus on the locus (Blair &
Fottler, 1990) and the salience (Mitchell et al., 1997) of stakeholders, as these two
aspects are useful in grouping actors that have expectations regarding the organiza-
tional role of nurses and understanding the nature of their stake.

According to Blair and Fottler (1990), stakeholders can be classified into the fol-
lowing three groups according to their locus: internal, external, and interface. Inter-
nal stakeholders are those who operate within the borders of (healthcare) organiza-
tions, like management and other professional groups, and external stakeholders are
those who operate within the broader organizational environment, like legislators
and competitors. Interface stakeholders either operate simultaneously inside and out-
side the borders of the organization, such as members of the hospital board or operate
mainly outside those borders but nonetheless influence the internal practices of the
organization, such as professional associations.

In addition to the locus of stakeholders, it is essential to understand the nature of
their stake—also known as stakeholder salience (Mitchell et al., 1997). Mitchell et
al. (1997) determine the salience of stakeholders by analysing three stakeholder at-
tributes: power, legitimation, and urgency. They define definitive stakeholders as
those who possess both power (i.e., are able to bring about the outcomes they desire)
and legitimacy (i.e., are considered to have the right to do so) and whose claims are
urgent (i.e., their claims demand immediate attention). Dependent stakeholders are
those who possess legitimacy and urgency but lack power. According to Mitchell et
al. (1997), dominant stakeholders have power and legitimacy but not urgency, while
those who have urgency and power but not legitimacy are dangerous stakeholders.

Data and method
The data of the study consisted of articles published in the Sairaanhoitaja journal.
The journal is published in Finnish, and its title can be translated as Nurse. It is stated
that the journal’s aim is to focus on topical and central issues concerning nursing
work and the nursing profession in general. As the purpose of the journal is to deal
specifically with the themes associated with nurses and nursing on a practical level,
as well as related issues from different perspectives, the journal highlights different
dimensions of nurses’ roles and thus was considered highly useful for the purposes
of this study.

Nurse has been published by the Finnish Nurses’ Association since 1927, and it
is issued approximately eight to ten times per year. The journal’s distribution in 2015
was around 40,000, and the measured readership in 2014 was over 77,000
(Sairaanhoitajat, 2016a), which is considered a relatively high number in a small
country such as Finland. The journal is sent to all members of the Finnish Nurses’
Association and can be considered the association’s main tribune. Consequently, the
journal has an agenda to promote nurses’ matters and the nursing profession’s de-
velopment and visibility in society (see Sairaanhoitajat, 2016a; Sairaanhoitajat,
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2016b.) Therefore, the articles do not merely report the perspectives of nurses but
also reflect the agendas of the journalists, the editor, and the Nurses’ Association.
As a consequence for our empirical data, the stakeholders and their expectations are
interpreted through a nursing lens, and data from other trade journals, such as phy-
sicians’ trade journals, might have produced somewhat different outcomes. However,
because professional associations are considered to significantly influence the de-
velopment of professions (Noordegraaf, 2011), this data collected from the nurses’
own trade journal can be considered purposeful.

The data were collected from the journal volumes published in 2014 and 2015,
ending with the June 2015 issue (Issue 5), as the number of articles was already
considerable. One author was responsible for gathering the data, while the analysis
involved thorough discussions with all authors. Two of the authors have professional
backgrounds in nursing, while one does not. This combination was considered useful
as it enabled both “insider” and “outsider” perspectives in the analysis. Data gather-
ing and analysis proceeded as follows.

In the first phase, every issue of Nurse was read thoroughly. Nurse covers differ-
ent record categories, including editorial articles, news, reports, an at-work section,
and a nurse-of-the-month section. Because all of these categories were included in
the analysis, the total number of records was 232°. In the second phase, all records
that were interpreted to either implicitly or explicitly address the nursing role were
selected for further analysis. This resulted in 150 records.

In the third phase, the selected articles were analysed using content analysis. In
this study, we were inspired by Graneheim and Lundman’s (2004) approach to qual-
itative content analysis, which suggests that analysis can focus either on manifest or
latent data content. Manifest content refers to the obvious and thus visible content of
a text (what the text actually says), while latent content refers to the implicit and
underlying meanings of a text and thus requires more interpretation and abstraction
(Graneheim & Lundman, 2004). We focused mainly on the latent content, given that
the nurse’s role was mostly implicit in the data. Sometimes, however, the nursing
role was also expressed explicitly in the text. For instance, when describing the for-
mal tasks of nurses, the content was in many cases visible and obvious. Moreover,
the actual term “role” appeared in the data several times. In some cases, it referred
to the nursing role explicitly as it is understood in this study; for example, in one
article, a nurse described her organizational role as that of an enabler and messenger.
Moreover, the content analysis indicated that articles representing different data rec-
ords were not systematically different from each other in depicting the organizational
roles of nurses.

In the fourth phase of the analysis, the article phrases (or meaning units) that
either explicitly or implicitly dealt with the nursing role were written down. This
operation produced approximately 60 pages of text. The condensed meaning units
were similar to the original meaning units but captured these using shorter expres-
sions. The condensed meaning units were constituted by the content and included
one or a few sentences. In the fifth phase, the meaning units were coded and then
abstracted to higher-order categories. In the sixth phase, these categories were com-
bined to form the overall themes (see Graneheim & Lundman, 2004), which were
based on organizational role similarities. The coding framework is presented in Ap-
pendix.

While the data contained some articles where, for instance, patients or other ac-
tors described their (either implicit or explicit) organizational role expectations for
nurses, the clear majority of the articles dealt with the nurses’ own perspectives.

3 Nurse contains several separate articles and article sections such as the News section that
consist of several smaller items. However, in this study, these article sections are counted
as one article.
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Nevertheless, although nurses were discussing their own work in the articles, in most
cases, the focus was not on their own role expectations but instead on role expecta-
tions set for them in the healthcare organization context.

In the seventh phase of the analysis, key stakeholders were identified from the
meaning units. Some stakeholders, such as patients, emerged in the data constantly
and explicitly, while others, such as the government and legislators, emerged more
seldom and more implicitly. Those stakeholders that were central (either directly or
indirectly) in the data were labelled key stakeholders (Blair & Fottler, 1990). Next,
the key stakeholders were connected to the role expectations for nurses that appeared
in the data. In most cases, stakeholders’ expectations emerged in the data rather im-
plicitly, and the actual terms of expectation appeared in the data only seldom. In the
eighth phase, key stakeholders’ expectations concerning nurses’ organizational roles
were further analysed for their salience. Following Mitchell et al. (1997), stakeholder
salience was determined based on the power, legitimacy, and urgency of their claims,
as is discussed in further detail in the Stakeholders setting organizational role expec-
tations for nurses section of this article.

Types of organizational role expectations for nurses
According to Morgan (1986), metaphors create ways of seeing and shaping organi-
zational life. We suggest, based on our empirical analysis in this study, that many of
the nursing metaphors resonate with the organizational role expectations for nurses.
However, the formal tasks and informal metaphors described in the extant literature
do not adequately identify organizational role expectations. Instead, in nurses’ own
professional literature, organizational role expectations appear as manifold combi-
nations of formal tasks and informal metaphors.

The empirical analysis of the data suggested five types of organizational role ex-
pectations for nurses. These originated from both formal and informal organizational
role expectations and can be labelled as follows: “the alongside stroller,” “the pa-
tients’ advocate,” “the reliable colleague and team member,” “the expert and skills
developer,” and “the organizational underdog.” Appendix illustrates the framework
for the content analysis and provides examples concerning the organizational role
expectations for nurses. The extracts presented were translated from Finnish into
English by the authors.

As the alongside stroller, the central role expectation was for the nurse to provide
emotional support to patients and their relatives. While many healthcare profession-
als naturally participate in a patient’s care, the emotional support role was entrusted
not only to mental health professionals (psychologists and psychiatrists) but also to
nurses. The nursing role, in this case, was to share the patients’ and relatives’ burden.
In the alongside stroller role, the nurse was expected to have good interpersonal skills
and methods. When considering the nursing metaphors (see Fagin & Diers, 2011;
Evers, 2003; Flinkman, 2014) introduced earlier in this article and in the case of this
role, in particular, mothering types of behaviour clearly appeared in the data. In ad-
dition, formal caring tasks (Gibson & Bamford, 2001; Evers, 2003; Henderson,
2011) were part of this role (see Table 1). The analysis indicated that besides the
metaphorical “strolling alongside” this role also manifested more concretely in
nurses’ work—nurses “walk along” the patient care pathway.

As the patients’ advocate, the expectation was that nurses stood for patients’
rights and ensured that each patient received the best possible care. In this study, this
role was particularly evident in cases where a patient, due to his/her physical or men-
tal condition, was unable to take care of him/herself. In addition, the nurse was ex-
pected to coordinate patient care and prevent possible malpractice and other unde-
sirable outcomes. In addition to these preventive tasks, as the patients’ advocate, the
nurse was also responsible for educational tasks; nurses acted as counsellors to en-
sure patients receive the best care (see also Table 1). For example, in compiling a
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specific treatment testament (i.e., one’s will to continue treatment in the case of se-
rious illness, injury, etc.), the nurse’s role was to ensure that the patient was aware
of the actual meaning of the testament in different situations. In some cases, the nurse
was expected to empower patients to take a more active role in their own care. While
working as a particular patient’s advocate, a nurse needed good interpersonal skills
given that s/he had to alter his/her behaviour depending on the situation and the pa-
tient.

In the role of the reliable colleague and team member, the nurse was expected to
act in a collegial manner that dignifies others’ work, provides needed support, and
ensures equal treatment of co-workers. In the context of this study, nurses were also
expected to play this role in relation to other healthcare professionals, such as phy-
sicians and students. The importance of the role as the reliable colleague and team
member was underlined by the fact that the Finnish Nurses’ Association had com-
piled collegiality instructions for its members. In the data, the role of the nurse in
healthcare organizations was above all described as the physician’s work partner.

The fourth organizational role of nurses is that of an expert. Besides being an
expert him/herself, a nurse is expected to develop and spread his/her expertise at the
organizational level, as well as sometimes at the professional level, as a skills devel-
oper. The nurse was expected to guide and advise both students and recently gradu-
ated colleagues using his/her expertise and experience. As an expert, the nurse has
to develop his/her theoretical and practical skills continuously. In some cases, this
leads to formal qualifications in certain specializations such as cancer nursing. In the
data, the role of expert also included the ethics and values that guided the nurse’s
role.

The fifth role—that of an organizational underdog—appeared in the data to be
particularly related to compensation and salary. For instance, the data suggested that
nurses received only limited compensation for their job task enlargements. In addi-
tion, this role appeared in the case of nursing students who were reportedly occa-
sionally treated as organizational underdogs in the workplace. The role of organiza-
tional underdog aligns with the class struggle nursing metaphor (see Table 2; Fagin
& Diers, 2011) and the fact that the nursing profession has traditionally been con-
sidered a semi-profession in healthcare organizations and thus inferior, particularly
to the full professional physicians (Etsioni, 1969). While clearly evident in
relationship to other organizational roles, the role of organizational underdog re-
ceived somewhat less attention in the data.

The analysis showed that nurses’ organizational role expectations in some cases
overlapped and that a nurse often acts in two or more roles simultaneously. In addi-
tion, sometimes the organizational role, such as in the case of the skills developer
role, could even be shared with a patient (Lynn, Hirschkorn, & Sainsaulieu, 2011)
or praxis expert (i.e., with a patient who is educated as an expert in his/her own
disease). The analysis also suggested that organizational roles varied according to
task, organization, and specialization area. In other words, contingency factors (see
McGarvey et al., 2000; Salmela et al., 2011) had an explicit effect on nurses’ organ-
izational roles. Organizational roles were also expected to develop throughout career
phases. For instance, the role of expert and skills developer was expected to vary
depending on the career phase. The analysis, moreover, indicated that the organiza-
tional role expectations of nurses are in constant flux. Task delegation from physi-
cians to nurses and from nurses to care assistants and patients was particularly high-
lighted in the data. Additionally, the development of information and medical tech-
nology, in particular, seem to be key factors in changing and facilitating organiza-
tional role expectations for nurses (Godin, 2013).

www.professionsandprofessionalism.com



http://www.professionsandprofessionalism.com/

Page 9

Kallio, Tevameri, & Vahatalo: Nurses’ organizational roles

Stakeholders setting organizational role expectations for

nurses

In this section, we attempt to deepen the understanding of the nature of identified
organizational role expectations by applying the stakeholder theory perspective to
the analysis. In this study, we not only identify stakeholders in the data but in order
to better understand stakeholders’ expectations, we also analyse stakeholders in light
of their salience (Mitchell et al., 1997) and locus (Blair & Fottler, 1990).

During the data analysis, we identified the following stakeholders: patients, pa-
tients’ relatives, the Finnish Nurses’ Association, physicians and other healthcare
professionals (including nurses with different specialty areas), the work community
(and the organization’s management), other healthcare organizations, the media, ed-
ucational organizations, the local authorities, and the government and legislators (in-
cluding the European Union). However, while most of these stakeholders would be
salient (Mitchell et al., 1997), some of them, such as the media, educational organi-
zations, the local authorities, only appeared in the data on a few occasions. From the
perspective of nurses’ organizational role expectations, these stakeholders could thus
be considered secondary stakeholders; however, this does not mean they would in
any way be insignificant in defining the practices, priorities, and goals of healthcare
organizations in general (Blair & Fottler, 1990; Mitchell et al., 1997). From the per-
spective of defining organizational role expectations for nurses, based on our data,
these did not seem to have that much at “stake” compared to the key stakeholders.
Based on the analysis, the key stakeholders (Blair & Fottler, 1990), from the per-
spective of organizational role expectations for nurses, were patients and their rela-
tives, physicians and other healthcare professionals, the work community, the nurs-
ing association, and legislators (see Appendix).

With regard to stakeholder salience, our analysis suggests two types of stakehold-
ers. Definitive stakeholders seem to have mostly formal role expectations, whereas
dependent stakeholders seem to have informal role expectations (see Mintzberg,
1979; Mitchell et al., 1997; Robbins & Judge, 2010; Verschuren & Masselink, 1997).
The key stakeholders identified as definitive stakeholders in setting organizational
role expectations for nurses were the Finnish Nurses’ Association and legislators.
Patients, patients’ relatives, and healthcare professionals other than physicians be-
long to the dependent stakeholder category, as they lack at least some power but
nevertheless have urgent and legitimate claims concerning nurses’ organizational
roles.

Physicians and the work community can be considered to belong to both catego-
ries; they can be both definitive and dependent, depending on the situation. For in-
stance, in some patient care decisions physicians are in a superior position to nurses.
However, in allocating nurses’ work time or in determining their ethical codes, for
example, physicians are dependent stakeholders, as in these instances the nursing
profession possesses more formal power and autonomy.

Based on what is said above, our analysis indicates that the organizational role
expectations for nurses originate from legitimate sources. Accordingly, even though
sometimes role expectations were not considered to be positive—as in the role of
organizational underdog—from the perspective of the nursing profession, no role
expectation identified in the data analysis seemed to originate from a source that
could be labelled as dangerous. This means that the role expectations do not pose an
immediate threat to the nursing profession and that the nursing profession can resist,
for instance, coercion, which would be considered a direct threat (Mitchell et al.,
1997).

Following Blair and Fottler’s (1990) categorization, the identified key stakehold-
ers form three different types of groups—internal, external, and interface. The first
group in our analysis, physicians and other healthcare professionals (including
nurses with different specialty areas), as well as the work community, are internal
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stakeholders, which means they are co-workers or operate inside the healthcare or-
ganization together with nurses.* Based on the data, physicians and other healthcare
professionals set their expectations concerning nurses’ roles within the organization
mainly as reliable colleagues and team members, and as experts and skills developers.
Physicians can be considered dependent, and occasionally also as definitive, stake-
holders. As dependent stakeholders, physicians have profession-based informal le-
gitimacy to guide the care process. As definitive stakeholders, formal legislation af-
fords them the right to ultimately decide about a patient’s care. Along with this right
comes, for instance, physicians’ role expectations for nurses as reliable team mem-
bers and colleagues.

In the data, the work community referred to different facets of healthcare organ-
izations. Typically, these facets were not explicitly defined. On those occasions that
the work community was identified, it referred, for instance, to teams, organizational
rules, and procedures. Sometimes the role expectations originating from the work
community were more formal, as in the case of procedures and instructions concern-
ing teamwork and responsibility areas in emergency situations. In these situations,
the formal role expectations were related, for instance, to roles such as the reliable
team member and colleague, as well as patients’ advocate. However, in some cases,
the work community also set more informal expectations, such as the nurse’s role as
an organizational underdog. Consequently, the work community as a key stake-
holder can be salient both in dependent and definitive ways. Relating to rules and
procedures, the work community (and the management as its manifestation) can be
defined as a definitive stakeholder, while in the case of more informal expectations,
as with the organizational underdog, the work community is a dependent stakeholder.

In the data, the second group, patients and their relatives, were nurses’ customers
who operated at the interface of the healthcare organizations.® While not actual
members of these organizations, they are still not external to the organizations but
inherent to their everyday operation (Bourgeault, Hirschkorn, & Sainsaulieu, 2011;
Leemeijer & Trappenburg, 2016). Patients and their relatives are dependent stake-
holders, as their claims possess legitimacy and urgency, but they typically lack the
power to define expectations for nurses’ organizational roles. Nevertheless, in the
data, the needs of patients and their relatives were highly important for nurses, and
it was part of nursing ethics to do the best to serve these customer groups. Patients
and relatives mainly held expectations concerning the roles of alongside stroller and
patients’ advocate.

The third group, the nursing association and legislators, are external stakeholders:
they operate outside the borders of the healthcare organization. The nurses’ own
professional association, both according to the data and theory (see Loversidge,
2013), defines organizational roles for nurses more profoundly than any other stake-
holder. Accordingly, as suggested by Mintzberg (1979) in his seminal work, the co-
ordination of professional bureaucracies, such as hospitals, in many ways take place
outside institutional borders through professional associations. This happens, for ex-
ample, when nursing associations publish recommendations that formally guide
nurses’ behaviour—just as the Finnish Nurses’ Association has done in the case of
its instructions for ethical guidelines (Ethical Guidelines of Nursing, 2014).

Professional control (or professional self-regulation) can be much stronger than
formal managerial control (De Bruijn, 2011; Mintzberg, 1979). Being a part of a

* When healthcare professionals work together in networks or via the internet, they may be
defined as external stakeholders.

3 Blair and Fottler (1990) suggest that patients and their families are external stakeholders of
healthcare organizations. We disagree and, similar to Parsons (1961) and Bourgeault et al.
(2011), instead see patients and their families as recipients of healthcare services and thus
operative members of healthcare organizations.
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profession requires members to accept the values of the professional group (Abbott,
1988). Professional values and ethical principles are central to the nursing profession
and are thus taught and internalized as early as during the nurses’ training and in-
doctrination phase (see Lurie, 1981). Mutually shared ethical codes are also a tool
for maintaining a profession’s internal and external legitimacy (see Kitchener, 2002).
Legislators set expectations for nurses primarily concerning their knowledge and
competence requirements; along with these come the nurse’s role as an expert and
skills developer.

Conclusions and suggestions for future research

In the study, five different organizational role expectations for nurses were identi-
fied: “the alongside stroller,” “the patients’ advocate,” “the reliable colleague and
team-member,” “the expert and skills developer,” and “the organizational underdog.”
Furthermore, based on the analysis, there are seven key stakeholders that are partic-
ularly active in setting role expectations for nurses: patients and their relatives, phy-
sicians and other healthcare professionals, the work community, the nursing associ-
ation, and legislators. All the mentioned stakeholders were important from the per-
spective of the organizational role expectations for nurses; however, the nursing as-
sociation, legislators, and occasionally physicians and the work community were
identified as definitive stakeholders. The organizational role expectations of these
definitive stakeholders can be seen as mostly formal, whereas those of dependent
stakeholders can be seen as informal.

The organizational role expectations identified in this study are not completely
new. For instance, Evers (2003) has made somewhat similar identifications for
nurses in his presentation of nurses’ roles as complementary to that of physicians.
However, compared to previous studies, this study identifies a range of expectations
connected to each role in current nursing work and illustrates more comprehensively
the set of nurses’ organizational roles. Unlike the extant literature, this analysis pro-
vides empirical evidence of nurses’ organizational roles based on professional nurs-
ing literature and thus offers a new perspective on the topic. This study also links the
stakeholder perspective (Mitchell et al., 1997) and nurses’ organizational roles
(Mintzberg, 1979) for the purpose of highlighting the multiple sources of these ex-
pectations.

When professions are understood as changing systems (see Abbott, 1988; Muzio
et al., 2013), it becomes important to identify and understand the expectations that
stakeholders have towards a professional group. This study contributes to research
literature on professions by introducing stakeholder expectations as a mechanism
that can change nursing professionals’ organizational roles. The extent to which pro-
fessionals and professions adapt to these expectations is related to, for instance, pro-
fessional associations. According to Noordegraaf (2011), professional associations
can bring external expectations to professional education and therefore affect pro-
fessional roles.

This study also contributes to the literature by expanding understanding of nurs-
ing roles using trade journal literature and by triggering a much-needed exploration
of nursing roles that clarifies nurses’ identities, functions, and responsibilities. Of
course, this study is based on data collected from nurses’ own trade journal, and one
should perceive the results in light of this.

The results of the study can benefit, for example, nursing education, and can also
be utilized in nursing management, especially when redesigning nurses’ work tasks.
It is important, both for educational and managerial purposes, to recognize the role
expectations for nurses and the stakeholders behind them. This is also important
from the perspective of the professional identity of nurses (Johnson, Cowin, Wilson,
& Young, 2012). While this study describes stakeholders and their organizational
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role expectations specifically for the nursing profession, it is likely that other profes-
sions will also find food for thought and might consider identifying their own organ-
izational role expectations derived from specific stakeholders.

In the future, additional perspectives could be gained by gathering supplementary
data from other healthcare professionals’ trade journals or by conducting observa-
tions and interviews with nurses or other actors who set expectations for nurses (such
as patients or other healthcare professionals). It should also be noted that this study
focuses on nurses’ organizational roles and stakeholders’ role expectations in the
case of nurses conducting general nursing work. For future research, it may be useful
to study nurse managers’ and advanced practice nurses’ roles separately. Further-
more, while reading the extant literature, the conceptual ambiguity of the term role
in professional nursing became evident. We, therefore, suggest the importance of
conceptual analysis in future research.
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Appendix

Stakeholders’ organizational role expectations for nurses, their locus,

and salience

relationship with the nurse. (Vol. 2015,
issue 1)

in patient care

In the middle of the lunch break, a

The patient comes to the nurse

Patients’ advocate

Stakeholder Condensed meaning unit Code Organizational role expectations Stakeholder locus Stakeholder salience

Physicians We know each other’s ways of working There is confidence between Reliable colleague and team Internal Dependent stakeholder and
and I can trust her. She takes a lot of the physician and the nurse. member occasionally definitive
responsibility for the patients. (Vol. 2014,
issue 1)

Physicians work as trainers. Passing The nurse’s organizational role | Expert and skills developer
exams authorizes nurses to keep their own | is enlarging.
reception. (Vol. 2014, issue 6-7)

Other healthcare | Nurses and other healthcare professionals | Nurses work in close co- Reliable colleague and team Internal Dependent

professionals work in close co-operation. There is operation with colleagues, and member
mutual emotional and discussion support. they support each other.

(Vol. 2015, issue 3)

Comprehensive treatment of the patient Comprehensive treatment Expert and skills developer
requires multi-professional co-operation results from multi-professional

with e.g., nurses, physicians, a nutritionist, | co-operation.

and a social worker. (Vol. 2014, issue 9)

Work community | The advanced practice nurse nurse has The nurse’s job description is Alongside stroller Internal Definitive stakeholder and
time for the patient. S/he has time to enlarged. occasionally dependent
explain any issues and provide patient
guidance. (Vol. 2014, issue 9)

The aim is to guide patients to the groups | The work community provides | Patients’ advocate
that serve their needs. We also have to patients the groups that meet
groups tailored for certain diseases. (Vol. their health needs.
2014, issue 2)
When an intensive care patient is brought | The operational protocols of Reliable colleague and team
to the hospital, multi-professional the organization support the member
teamwork proceeds fluently thanks to the nursing role as one of a reliable
organization’s operational protocols. (Vol. | colleague.
2014, issue 5)
In addition to other tasks, nurses provide The nurse provides expert Expert and skills developer
guidance in schools, day-care, and in guidance to various actors.
meetings where the patients’ matters are
discussed. (Vol. 2014, issues 11-12)
There has been some debate about how job | Compensation for increased Organizational underdog
enlargement should manifest itself in accountability does not
nurses’ salaries. (Vol. 2014, issue 9) manifest in nurses’ salaries.
Patients The patient expects a confidential and safe | Nurse’s interpersonal attitude Alongside stroller Interface Dependent
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colleague comes to say that a patient is
asking for the nurse. “The patient does not
have reservations about his/her treatment
but brings other worries to the nurse”?
(Vol. 2014, issue 4)

with his/her worries.

Patients’ relatives | Taking care of family members is part of Nurses support patients’ Alongside stroller Interface Dependent
the patients’ treatment. Relationships and relatives.
interaction between family members are
supported. (Vol. 2014, issue 4)
Loved ones can find decision making hard | Relatives need support from Patients’ advocate
and may need the support of the nursing nurses to make decisions.
staff. (Vol. 2015, issue 3)
Nursing The Nurses’ Association participates in a Nurses’ Association is involved | Alongside stroller External Definitive
association project creating a case manager model for in developing the case manager
patients that requires several health model
services. (Vol. 2014, issue 8)
Nurses have an important task as a The nursing profession’s task is | Patients’ advocate
profession. Nurses play a critical role in to take care of patients and
caring for patients and ensuring better healthcare
healthcare. (Vol. 2014, issue 2)
The Nurses’ Association asked a nurse to Nurses’ Association contributes | Reliable colleague and team
join a workgroup that would compose to writing collegiality guidance | Member
collegiality guidance for nurses (Vol. for nurses.
2014, issue 3)
The Nurses’ Association created a new Nurses create content in a Expert and skills developer
web service with the priority of providing professional web service.
interesting professional content for nurses.
Nurses also play a role in creating this
content. (Vol. 2014, issue 11-12)
Legislators The upcoming law related to self- The law of self-determination Expert and skills developer External Definitive

determination will cause challenges for the
education and expertise of nursing staff.
(Vol. 2015, issue 1)

will change nurses’ expertise
requirements.
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Medi(c)ation Work in the
Emergency Department: Making
Standardized Practice Work

Abstract: Medication review, the systematic examination of an individual patient’s
medicines in order to improve medication therapy, has been advocated as an im-
portant patient safety measure. Despite widespread use, little is known about how
medication review is conducted when implemented in routine health care. Drawing
from an ethnographic case study in a Swedish emergency department and using a
practice-based approach, we examine how medication review is practically accom-
plished and how knowledge is mobilized in everyday practice. We show how physi-
cians construct and negotiate medication safety through situated practices and
thereby generate knowledge through mundane activities. We illustrate the centrality
of practitioners’ collective reflexive work when co-constructing meaning and argue
here that practitioners’ local adaptations can serve as important prerequisites to make
“standardized” practice function in everyday work. Organizations need to build a
practical capacity to support practitioners’ work-based learning in messy and time-
pressured health care settings.

Keywords: Practice-based study, ethnography, practical knowledge, profes-
sional practice, medication review, implementation, patient safety

Medicines are the most commonly used therapies in health care, and the consump-
tion of acute and chronic medications is increasing worldwide (World Health Or-
ganization, 2011). Although the availability of effective and safe drug treatments has
had beneficial effects on the health of many patients, medication therapy has also
been associated with negative health outcomes (Cadogan, Ryan, & Hughes, 2016).
Quality of care and patient safety can be compromised when medicines are used or
prescribed inappropriately, administered wrongly, or not monitored adequately. Pre-
scribing or using inappropriate medications, that is, medicines without a clear clini-
cal indication or not considered suitable for a given clinical situation of an individual
patient, can result in ineffective drug treatment or medication-related problems
(Leendertse, Egberts, Stoker, & van den Bemt, 2008). Nevertheless, medication ap-
propriateness itself is a complex concept where several interconnected processes of
selecting a particular drug have to be taken into account: the prescriber’s clinical
assessment of a patient’s situation, an evaluation of the therapeutic aim, but also the
accepted scientific evidence for that drug. Quality and safety of medication therapy,
though, not only depend on these latter steps. Importantly, quality and safety are
further entangled with activities of documentation where medical justification for a

www.professionsandprofessionalism.com

Received:
13 Oct 2017

Accepted:
26 April 2018


http://www.professionsandprofessionalism.com/
http://doi.org/10.7577/pp.2298

Page 2

Reichenpfader et al.: Medi(c)ation work from a practice perspective

specific medication is provided and is made accessible to others (Tully & Cantrill,
2006). This means that safer medication therapy is not only based on selecting the
“correct” medication but equally rests on “correct” and up-to-date medication docu-
mentation (Kripalani et al., 2007).

Medication-related problems account for a considerable number of emergency
department (ED) visits, many of which are considered preventable (Castro et al.,
2013). Medication review, the systematic assessment of an individual patient’s phar-
macotherapy with the aim of improving therapy, has been suggested as a potentially
relevant strategy to reduce medication-related harms (Christensen & Lundh, 2016).
Medication review usually starts with a process called medication reconciliation
whereby the patient’s usual medications are identified and compared with a list
known to the health care provider. Unintended discrepancies are reconciled and
then included in an updated list used to assess medication therapy (Kwan, Lo,
Sampson, & Shojania, 2013). Although hospital-based medication review was found
to lead to a reduction of ED visits after discharge, it did not consistently improve
clinically relevant health outcomes (Christensen & Lundh, 2016; Huiskes, Burger,
van den Ende, & van den Bemt, 2017). Programs of medication review have been
increasingly put into practice in various countries (Bulajeva et al., 2014), yet imple-
mentation into routine health care has proved to be challenging (van Sluisveld, Ze-
gers, Natsch, & Wollersheim, 2012).

Little is known about how medication review really works (Sinnott et al., 2015).
Uncertainties around the effectiveness of medication review as well as the difficul-
ties to successfully integrate it into routine health care have prompted discussions
about the complexity of medication review (Huiskes et al., 2017). Contributing to
such complexity are, among others, the number of tasks and professional actors in-
volved, the degree of patient involvement, and questions such as the optimal inten-
sity and timing of conducting medication review. Difficulties to implement new
practices or technologies in routine health care have been framed as accounts of cli-
nicians’ resistance against guideline- and protocol-driven care, viewed as too tech-
nical, standardized or “cookbook medicine” and not attuned to the contextualized
nature of health care (Pope, 2003). We argue here that integrating a new way of
working into everyday clinical routine requires a deeper understanding of the prac-
tice to be implemented but also of the dynamic context where implementation takes
place. Thus, attention should be paid to how practitioners enact this practice and how
they judge its workability in a given context (May, Johnson, & Finch, 2016). Rather
than exploring difficulties in implementation with a focus on clinicians as resisting
standardized practice, it should be examined how practitioners make such standards
work in routine, messy practice situations. Conceiving standardization as a dynamic
process where “localization and universality are inevitably intertwined” (Timmer-
mans & Berg, 1997, p. 277), one should then look into how professional knowledge
and working practices are re-configured when trying to make these standards work
as “local universalities.”

This article draws from a case example of local implementation of medication
review in an ED at a Swedish university teaching hospital. In Sweden, in the case of
medical emergencies or accidents, care is provided at hospital EDs with full 24-hour
emergency services concentrated at the larger hospitals (Anell, Glenngard, & Merkur,
2012). Patient volumes and ED waiting times have increased, and there is a growing
proportion of ED visits by elderly patients with complex conditions who require ad-
mission (Socialstyrelsen, 2014). Time targets for processing patients in Swedish EDs
were introduced to reduce waiting times, and ED physicians report heavy workloads
and lack of available hospital beds as significantly contributing to difficult work
conditions (Bejerot, Gustavsson, Hasselbladh, Kankkunen, & Ekberg, 2017).

Medication review was introduced nationally in Sweden in 2012 as a measure to
reduce inappropriate prescribing and preventable medication-related problems (So-
cialstyrelsen, 2012). According to binding national regulations, patients aged 75
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years or older with five or more prescribed medications are entitled to receive med-
ication review once a year in primary and ambulatory care, and when admitted to
hospital. Regional guidelines in Ostergdtland are broader in scope in that medication
review must be conducted for all patients irrespective of age or number of medica-
tions. Regulations and guidelines, though, offer few specifics of how assessment of
medication appropriateness shall be done.

However, implementation in Ostergdtland aimed to establish “uniform proce-
dures in order to reduce the risk of avoidable medication-related problems” (Region
Ostergotland, 2015). Efforts were made to provide shared medication lists within the
electronic medical record (EMR) system to facilitate access to updated medication
information within and across regions in Sweden. Yet, medication data are not auto-
matically transferred between different regions, electronic medication lists are fre-
quently incorrect, and patients often do not use these medication lists as an
information source (Hammar, Ekedahl, & Petersson, 2014). Thus, it is crucial for
patient safety that medication lists are verified and updated in each health care epi-
sode.

This article addresses an existing gap in the research literature in that it examines
the practical, everyday doing of medication review using an ethnographic approach.
A large number of controlled clinical trials evaluating the effectiveness of medica-
tion review with respect to subsequent health care contacts, morbidity and mortality
have been conducted (Christensen & Lundh, 2016) but left issues of implementation
unresolved (Viswanathan et al., 2015). In addition, aspects relevant to the delivery
of medication review, such as physician-pharmacist collaboration, task distribution,
or physicians’ perceived competence in performing medication review have been
previously explored (Hatah, Braund, Duffull, & Tordoff, 2013; Jubraj et al., 2015).
Nevertheless, these studies used interview or questionnaire methods and were di-
rected at cognitive and attitudinal factors of individual practitioners only. A focus on
practical accomplishment brings to the fore the situated and processual character of
a practice but also the normative dimension as practitioners’ collective sense of ap-
propriate practice (Geiger, 2009). Taking such a stance provides a broader perspec-
tive on how activities can be understood and analysed, going beyond cognitivist and
rationalist views on doing and learning (Mahon, Francisco, & Kemmis, 2016). Thus,
attending to the “seen but unnoticed, social and interactional resources” (Heath,
Knoblauch, & Luff, 2000, p. 316) that practitioners draw upon in accomplishing
everyday work can provide insights into how practices can be transformed and im-
proved. In this article, we aim to analyse the practical knowledge necessary to per-
form medication review in the ED. We are particularly interested in analysing how
medication safety is practically accomplished and how practices of medication re-
view are being reproduced in everyday ED work.

Theoretical perspective: A practice-based approach

Practice theory has been described as consisting of a “broad family of theoretical
approaches” (Nicolini, 2012) rather than being a unified theory (Schatzki, Knorr
Cetina, & von Savigny, 2001). Nevertheless, practice-based approaches share vari-
ous common assumptions, such as focusing on practices instead of individuals as the
central unit when analysing social phenomena and viewing human activity as an on-
going and open event entangled with material arrangements (Nicolini, 2017). How
actors define and organize the actions of a practice, their ideas of a practice’s mean-
ing, utility and legitimacy, in short, what they agree on that “makes sense to do”
(Nicolini, 2012, p. 165), all hold a practice together. Researching a practice then
implies not only attending to “what people actually do” but also to the specific his-
torical, social, material and cultural context in which such doings are situated. Im-
portantly, the context here is not conceived as a pre-given property but as emerging,
dynamic and connected to the practices themselves (Nicolini, Gherardi, & Yanow,
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2003). One of the several orientations within practice-based studies assumes the in-
separable entanglement of knowledge with practice. Here, knowledge is transformed
through its use in practice, where the knowing and the doing (of a practice) are rela-
tionally considered equivalent, as knowledge is activated and translated into a par-
ticular knowing through practices (Gherardi, 2011).

We have chosen to analyse medication review by focusing on the practical
knowledge necessary to accomplish everyday work. Here, practical knowledge is
understood as knowledge continuously constructed in normal work activities and as
something which is recognized by or made recognizable to other participants in the
practice. It is the knowing generated in performing a practice, a knowing-how-to-
see, knowing-how-to-speak, and knowing-how-to-act (Gherardi, 2006, 2012b). Such
a conception of practice emphasizes the situated, problem-oriented, experience-
based and provisional character of human activity and posits learning and knowledge
as unfolding over time in practicing. Knowledge is then not understood as simply
pre-existing or residing in the head of individuals as an abstract possession.
Knowledge, instead, is conceived as located in practices and activated through say-
ings and doings (Bruni, Gherardi, & Parolin, 2007). Practical knowledge, thus, con-
cerns the “multiple methods of seeing, listening, reasoning and acting in connection
with human and non-human elements” (Gherardi, 2009, p. 118); it is embedded in
an institutional context, drawing on prior experiences, and constituted in how partic-
ipants in the situation define, discuss and negotiate how the practice is being done
appropriately (Gherardi, 2008).

The empirical project

A case study with an ethnographic approach was conducted in the ED of a large
teaching hospital in the county council of Ostergétland in Sweden. Ethical approval
has been granted by the Regional Ethics Board (Dnr 2015/194-31). Ethnographic
methods (Gherardi, 2012b) are often used in practice-based studies because they
make it possible to appreciate everyday interactions and “practice as it happens”
(Nicolini, 2012, p. 14). A case-study approach using ethnographic techniques with a
“sensibility for practice” (Sedlacko, 2017, p. 47) seems best suited for studying prac-
tices. Such an approach upholds the principles of openness, immersion and reflexiv-
ity, while at the same time attends to people’s doings and sayings and the materials
used in practice.

Data collection

Between October 2015 and May 2016, the first author conducted the fieldwork and
all interviews, undertaking about 160 hours of direct observation in all areas of the
ED on 21 work shifts (day shifts but also several evening shifts on weekdays). The
physicians shadowed (11 male, 10 female) reflected a wide a range of work experi-
ence in terms of duration of specialty training in emergency medicine and time
worked at the ED. Fieldwork included informal discussions with ED staff. At the
beginning of the shift, the researcher was assigned to a team by the ED charge nurse.
Depending on the preferences of the physician of the assigned team, written or oral
consent was obtained from the physicians shadowed, and oral informed consent was
obtained from all other participants; participants received short written information
about the study purpose and procedures. Open jottings in a paper notebook were
made on site and further expanded into full fieldnotes on the same or subsequent day
on the computer. Fieldwork not only included shadowing of physicians but also in-
volved following material objects and tools that ED staff interacted with. After initial
observations, the field researcher particularly focused on the artifacts that critically
mediated ED medication work, such as the medication list (both in electronic and
paper format), the EMR, but also the drug-interaction checker and other web-based
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clinical decision aids.

Additionally, semi-structured interviews with 13 ED physicians were conducted
where participants were recruited to ensure diversity with respect to seniority, sub-
specialty and time worked in the ED. All 13 semi-structured interviews (mean dura-
tion of interviews 34 minutes; 7 ED specialist physicians, 6 at various stages of ED
speciality training; 5 of the interviewees were previously shadowed by the first au-
thor) took place on hospital premises, in a room chosen by the physician, and were
based on a broadly structured interview guide. All interviews (with the exception of
one interview done during fieldwork directly after the physician’s work shift) were
conducted shortly after completion of the fieldwork phase. Interviews were digitally
recorded and transcribed verbatim by the first author.

Data analysis

Data analysis was conducted by the first author with regular reflexive discussions
among all authors. Throughout the research process, the first author kept a reflective
journal describing experiences in the field, the researcher’s reaction to the partici-
pants (personnel and patients), and also participants’ reactions to the researcher.
Writing and then sharing these reflections with the co-authors facilitated the devel-
opment of critical awareness of the research process, particularly researcher—partic-
ipant interactions during fieldwork and how these interactions might have affected
data collection and interpretation. This involved recognizing tensions between the
researcher role and the need to build and maintain rapport and trust with participants,
making explicit the first author’s assumptions prior to and when entering the field,
but also reflecting on the field researcher’s own position vis-a-vis the shadowed par-
ticipants. Additionally, the first author engaged in regular meetings with the co-au-
thors (one of them being a social anthropologist with about 15 years of ethnographic
research experience) discussing fieldnotes, interview excerpts, conceptual maps,
memos and analytic categories. Discussions about the methods of data analysis fo-
cused on how theoretical conceptions were developed, particularly how categories
and relations between sets of data were generated. NVivo 10 was used for the initial
and focused coding of the entire material after multiple readings of the data.

An interpretive, constructivist approach (Charmaz, 2014) with time spent in the
field interspersed with periods immersed in the data was used. During two rounds of
initial analysis, major categories and ideas (practices for identifying medication
problems, constructions of risk and patient safety, generation of relevant knowledge,
appraisal of own work, practices to prevent medication harm, professional responsi-
bility) were created inductively and then iteratively interrogated by emerging con-
cepts and the practice-theoretical constructs employed (Hammersley & Atkinson,
2007; Timmermans & Tavory, 2012). Particularly, the concepts of situated action of
work practices and knowing-in-practice as elaborated by Gherardi (2006; 2012b)
were used as analytical frames to investigate practitioners’ own conceptions of med-
ication safety and good medication practices. We particularly examined how these
conceptions and understandings were connected to the objects used, own and others’
actions performed, as well as the specific practice context. We focused on presenting
fieldnote extracts to illustrate the findings discussed in this article. To this end, we
selected instances that illustrated how physicians’ knowing-in-doing medication re-
view was organized when dealing with routine and non-routine problems in the ED.
We found that the fieldnotes best captured the highly contextualized and situated
nature of participants’ sayings and doings when carrying forward a practice. Never-
theless, to a limited extent, we also present findings based on field observations as
paraphrased text. The intention was to present concepts related to medication review
practice that complement fieldnote extracts and which, although lacking the speci-
ficity and vividness of them, are still being true to the field experience. Finally, we
also included physicians’ “sayings in action” and embedded these verbatim passages
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in the narrative text (shown in double quotation marks). Again, we found these com-
ments, made in informal field conversations (DeWalt & DeWalt, 2011), very rele-
vant to researching practices as these were often made in direct connection to physi-
cians’ daily activities and, thus, tapped into the processual character of a practice.

Findings

Zooming in on how medication review is being practised in the ED, we first show
the heterogeneous network in which the practical knowledge relevant to medication
review is located. In the following subsections, three fieldnote extracts were chosen
to illustrate how different elements of knowledge related to medication safety are
connected “in-action” and how practical knowledge emerges each time anew.

It has to add up

Physicians exert some discretion with respect to the extent and depth of inquiring
about a patient’s medications and emphasize that not all patients they see in the ED
would “need medication review.” They acknowledge the “difficulty in specifying
such need beforehand” and find it easier to define situations where medication lists
are not “the main concern,” usually patients with minor injuries. Conversely, patients
with more complex conditions and those who might require hospital admission gen-
erally warrant a more thorough exploration to verify medications. The following ac-
count illustrates the special effort needed to obtain complete information about the
medicines this patient was actually using.

Dr N sees an elderly patient with abdominal pain. The patient, according to a note
in the EMR, is a retired neurologist and has had several episodes of a urinary
bladder infection. Asked by the doctor which medicines he had been taking, he
insists, “Please, read it to me.” Dr N checks her notepad and starts with the first
few of the medications she had copied from the EMR, yet comes to a halt, “I have
jotted down three different kinds of antibiotics from your record—have you taken
all of them?” “Well, yes, I stopped the first one, and then tried two different an-
tibiotics, but”, he adds, “it did not get better... I thought [ need something differ-
ent now.” On the way back Dr N comments, “He is self-medicating.” She again
checks the medication list on her computer, fetches the printout to double-check
but still seems not convinced, “This does not add up... I can’t figure out which
of these (antibiotics) he took and for how long—I have to check again with him
later.” As the situation develops, the patient requires intravenous antibiotic ther-
apy and in-hospital observation, so Dr N returns to the patient to verify medica-
tions for the second time. Finally, when dictating, she makes sure to refer to the
patient as “a retired physician colleague” and lists all the medications she could
establish, then pauses mid-dictation, “I usually do not mention this, but he was
self-prescribing,” then continues dictating. (Fieldnotes, January 2016)

Knowledge relevant in this situation resides in multiple locations: knowledge is an-
chored in the medical record and medication list, yet to a limited extent only. As this
patient was self-prescribing, the parts most relevant to the situation—recent medica-
tion use and information on the course of the illness—had to be uncovered and re-
constructed mainly in the patient-physician interaction. Thus, here, knowledge rele-
vant for medication safety is not only distributed among these artifacts and the pa-
tient with knowledge on his actual medications; what makes it a skilful accomplish-
ment and enactment of medication safety are the material-discursive practices in at-
tending to what was actually not present in the record. This doctor assembled infor-
mation obtained from the clinical presentation of the patient, notes in the medical
record, and the patient’s account of his own antibiotic use while also recognizing the
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gaps in the medical record and the discrepant medication lists. Here, practical
knowledge is demonstrated by the physician’s drawing on experience with self-med-
icating patients and her reacting to cues for action unfolding in the situation. The
knowing-in-practice relevant to medication safety and medication review lies in how
this physician critically interrogated the medical record, the medication lists, and the
patient, hereby transforming the fragmented knowledge contained in the artefacts,
or the “known,” into a “knowing” (Bruni, Gherardi, & Parolin, 2007, p. 98) of how
to obtain the best possible medication history in this situation. As stated at the be-
ginning of this section, the in-depth inquiry of all patients about all medications is
not considered doable in a busy ED environment. However, by making the “extra”
effort so that medication information finally did “add up,” this physician’s practical
accomplishment also shows the situated construction of medication risk, by identi-
fying such a patient as “at risk” for a medication-related problem.

[lustrated, further, in the above account is the physician’s hedging in the dicta-
tion by mentioning that the patient was a physician himself. ED clinicians do not
express full confidence in the correctness of the medication information obtained,
and given the episodic nature of their work, they are aware that they “never really
know the patient.” Faced with situations when patients are not quite certain about a
specific medicine, physicians resort to a combination of clinical judgement and other
validation strategies when deciding on approving a patient’s medication list. Physi-
cians then not only assess the face validity of a medication list by checking the drug
therapy’s plausibility given a recorded indication, but they also consider the date of
a medication prescription and weigh up the credibility of the respective prescriber in
a particular situation. Still, physicians stress the importance of “checking medica-
tions with the patient,” not only because this helps them to produce an accurate med-
ication list but equally so to “get a feel” of whether a patient is in control of and
understands his or her own medications. Thus, physicians determined an individual
patient’s understanding of his or her medications through interaction with the patient
in the practice of dealing with the medication list. This involved, for instance, using
the list in some situations to assist patients in recalling their medications by reading
out the drug names listed on the current medication list; yet, at other times when
deemed appropriate, leaving the list and a pen to the patient and taking up such a list
as edited by the patient in a medication discussion afterwards.

Similarly, as we will illustrate in the following subsection, a sensitivity for situa-
tional factors is also implicated in the practical knowledge required when assessing
the appropriateness of medication therapy.

Checking medicines, checking patients

Medication review guidelines require physicians to assess a patient’s medication
therapy and provide individually tailored information to the patient. How medication
safety is enacted in the ED, however, is shaped by the particular nature of emergency
medicine practice with its focus on stabilizing and managing acute and potentially
severe conditions. Thus, as exemplified in the following account, medication safety
efforts focus on the problem at hand and take into account the organizational context
in the ED where patients can stay and be monitored only for a limited period of time.

After a brief handover at shift start Dr A sees a young female patient—she has
given birth three weeks ago and is still breastfeeding—with acute renal colic
symptoms; she was in extreme pain but feels better now after having received
intravenous pain relief. It is agreed that she can be sent home with pain medica-
tion but shall return for further exams the next day. After double-checking
whether an NSAID (nonsteroidal anti-inflammatory drug) is compatible with
breastfeeding, Dr A writes a prescription. He then very thoroughly explains to
the patient that she has to use the breast pump when taking the other medication,
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the one that contains codeine, an opioid. On our way back he explains “It’s al-
ways important to get a feel how reasonable a person is, how much they under-
stand, [ mean practically... I could see she was following what I was saying. So
I’m confident to send her home now.” (Fieldnotes, December 2015)

This illustrates the practical knowledge at play or the knowing-in-practice as situated
and competent knowing, “a knowing-how in situation” (Gherardi, 2012b, p. 206). In
the above case, this entailed the physician assessing the patient’s clinical condition
and linking decontextualized knowledge anchored in an artefact—the online infor-
mation resource to check on drugs and breastfeeding, knowledge about the safety of
a specific drug from the pharmaceutical database—with the knowledge learned
“from experience and in experience” (Gherardi, 2012b, p. 25), that is, the sensible
knowing of judging this patient’s ability to follow medication instructions. The latter
knowledge was not something pre-existing or known to this physician; rather, it
emerged as knowledge tied to the (inter)actions performed, and its mobilization also
demonstrates the continuity of learning and practicing. The pragmatic stance, an ori-
entation to problem solution, is evident in the above account and characteristic of
practical knowledge; although patients with a similar condition might have required
longer monitoring, this patient was considered safe to send home because it was
possible to establish a sense of safety through interaction with the patient.

There are, however, further challenges to enacting medication safety. The diffi-
culties ED physicians are confronted with when assessing medicines previously pre-
scribed by health care providers outside the ED are illustrated in the following sub-
section.

Negotiating good practice

One of the main objectives of medication review is to identify medication-related
problems, such as the use of potentially inappropriate medicines. Yet, ED physicians
are very cautious about interfering with potentially problematic medications in eve-
ryday busy work. Put simply, not interfering with a patient’s medications in non-
acute situations is often considered legitimate practice, and, therefore less acute or
more long-standing medication issues often cannot be addressed. Yet, as the follow-
ing account shows, there are legitimate causes that warrant taking action.

Dr J, a junior resident, is seeing a young female patient who came to the ER with
a suspected allergic skin reaction. Although no medical conditions or diagnoses
are documented in the EMR, a lot of medicines are recorded on her medication
list. Unsure of how to proceed, Dr J needs to discuss this patient with the senior
specialist and comments to her, “Look, she has an old lady’s medication list.”
The list contains sleeping pills, antidepressants and sedatives; the patient also
takes a daily dose of a diuretic (a water pill). Asked by the specialist why this
patient is taking such a drug without a documented indication in the patient record,
the resident just replies, “You know, I didn’t even want to get into too much
details with her ... all the other medications were complicated enough to talk
about.” Dr J then reviews all medications listed, discusses this again with the
specialist and returns to the patient. During a longer conversation with the patient,
Dr J learns that the patient is in close contact with her primary care physician and
currently in the process of reducing her psycho-active medications; Dr J later
documents her conversation with the patient and her recommendation to cut down
and discontinue some of those problematic medications. When Dr J returns to the
team room, Dr A, the specialist, comments, “We have to bring such things up, I
know that other doctors here would just have only taken care of the main com-
plaint and would have let her go. But she is so young; one has to try.” (Fieldnotes,
December 2015)

www.professionsandprofessionalism.com



http://www.professionsandprofessionalism.com/

Page 9

Reichenpfader et al.: Medi(c)ation work from a practice perspective

The above account illustrates the modalities of two discursive practices, “talk in
practice” and “talk about practice” (Gherardi, 2012a, p. 30), as further resources
through which a practice’s performance is reproduced. While talk in practice occurs
as exchanges between participants in collaborative work or when giving instructions,
talk about practice refers to practitioners’ talk when the practice itself becomes the
object of discourse. As the situation developed, the specialist mobilized narrative
discourse by recounting how she dealt with “patients’ problematic medication use.”
More specifically, she emphasized that “as an ED physician, one is not risking un-
dermining the trust relationship between the patient and the physician, like in pri-
mary care” when dealing with uncomfortable situations. Thus, the practical accom-
plishment also rests on the competent use of “reflexive and argumentative discursive
practices” (Gherardi, 2012b, p. 130) through which the specialist legitimized profes-
sional authority and accountability and on the ways how physicians understood and
negotiated the implicit and formal rules regulating the practice in that situation. In
talk about practice, the implicit rules “of doing or not doing things in the ED” were
mobilized, eventually turning them into the practice’s ‘“normative infrastructure”
(Gherardi, 2012b, p. 132), a resource that supports a practice. At the same time, by
talking about dealing with long-standing medication problems—typically not con-
sidered ED business—the specialist also put forth the affordances of the ED as a
favourable setting as well as the professional competencies necessary for “being
straightforward with the patient” and, thus, being capable of managing potential
medication-related problems in the ED.

Moving beyond the above account and looking at other instances of managing
suspected medication-related problems, talk in and about ED practice was also con-
nected to knowledge based on formal rules embedded in diagnostic algorithms and
ED treatment procedures. This would, for example, involve the team nurse proceed-
ing with the triage protocol and checking with the physician which laboratory tests
to order. The practitioners then subsequently engaged in discussions about the ex-
pected consequences of these tests, which, finally would result in a physician’s mak-
ing the planned course of action explicit to others, often referring to a particular
clinical algorithm. Talk in and about practice also developed when a physician
sought advice from a senior ED specialist or consultant from other disciplines. Thus,
talk constituted in practice made it possible to follow how knowledge unfolded in
routine work situations. In addition, it made visible how professional competencies
related to medication work were negotiated and how practices and competencies
were bound up with protocols and rules intended to order or standardize the practice.

Conversely, theorizing through talk about practice was less evident in inter-pro-
fessional contexts. Interpretation of observational data suggests that meanings of a
practice were not exchanged between physicians and nurses in certain situations.
Brief physician-nurse exchanges in instances when a medication list had to be re-
viewed and authorized before a patient’s admission to a ward revealed different un-
derstandings of the practice task and its competent performance. Here, physicians
were often prompted by a nurse to “just sign the list,” whereas physicians, thereby
deliberating their own practice, tried to make their doings accountable and empha-
sized the consideration required before approving such a list. Physicians, later, ex-
pressed frustration as they felt that the “complexity of reviewing medications” was
lost on the nurses. Similarly, talk about practice was absent when team members at
the start of each shift briefly discussed how to go about reviewing patients’ medica-
tion lists, hereby co-constructing what was considered “a patient at risk” and what
was falling “inside the practice.” Usually, it was determined by the physician
whether, for example, all patients’ medication list should be reviewed or only lists
of specific patients. Nevertheless, as physicians would provide no explanations of
their judgments, their understandings of appropriate candidacy for medication re-
view were not made accessible to nurses. Although this was not further explored in
this article, not sharing this knowledge, such “stickiness” of knowledge (Brown &
Duguid, 2001) could be understood as practitioners not fully sharing a practice.
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Discussion

In this article, we analysed the practical knowledge involved when performing med-
ication review in the ED and how practices of medication review were being repro-
duced in everyday work. Viewing practice as an epistemic-normative construct
(Rouse, 2001), what becomes reproduced as a practice is what is made recognizable
to others as “accepted ways of doing and performing things” (Geiger, 2009, p. 133).
We showed how ED physicians skilfully mobilized different forms of knowledge
through participation in the practice. In doing so, the constructed they situated prac-
tice boundaries of medication review as well as negotiated the competencies to per-
form it appropriately. Subsequently, we will discuss the modalities identified that
stabilized or reproduced the practice of medication review.

Firstly, the practice of medication review was reproduced through “silent legiti-
mization” (Bjerkeng, Clegg, & Pitsis, 2009, p. 150), such as through the absence of
sanctioning when physicians did not conduct medication review “according to the
guidelines.” Such silent legitimization was upheld by physicians’ following the “ac-
cepted ways of doing things” in the local ED and in emergency medicine as a
specialty. Contributing to the reproduction of medication-related practices, thus, was
the professional vision of ED clinicians in how they understood events as a profes-
sional community and then transformed them into answerable problems (Goodwin,
1994). Here, the logic of standardized performance was at odds with the character-
istics of a working environment with great time pressures, frequent non-routine sit-
uations and high patient variability with respect to symptom severity. Thus, ED phy-
sicians—often implicitly—engaged in constructing the practice’s boundaries, estab-
lishing what was falling inside or outside medication review practice in a specific
ED situation. This was exemplified in how physicians went about defining the “need”
for medication review. Similarly, they adapted the conduct of medication review
according to clinical judgements of a patient’s risk for medication-related problems,
for instance by modifying the thoroughness and duration of certain medication re-
view components when asking about and documenting a patient’s medications.
These constructions of risk, “locally and contextually filled with practical meanings”
(Gherardi, 2006, p. 227), focused on medication complexity, narrow therapeutic
range drugs, and on patients with multiple conditions. Thus, ED physicians’ medi-
cation review practices were not standardized in the sense of performance uniformity
or conformity to guidelines. Rather, physicians practically constructed risk for med-
ication problems where what counts as a relevant medication-related problem was
shaped by what was considered answerable in the ED. Working around the medica-
tion review guidelines in certain situations, therefore, was at times legitimized as
still being true to the “accepted ways of doing things” in the ED, accommodating the
need to practice according to an individual patient’s medical needs.

Secondly, medication review was reproduced by discursive practices where prac-
titioners constructed medication review activities, such as how to identify, investi-
gate or manage a suspected medication-related problem. Particularly in talk about
practice (Gherardi, 2012a), such as shown in the specialist’s taking up a young pa-
tient’s problematic medication use, normative understandings of “good practice”
were activated discursively through storytelling by the senior specialist. In talking
about practice, practitioners negotiated the boundaries of what falls “inside” the
practice of medication review, but also how to perform it competently in the ED.
Talk about practice was conducive to learning within the community of ED physi-
cians through practitioners’ own theorizing about a practice, that is, their own prac-
tical reasoning about what makes medication review work or appraised their own
work. Such theorizing often occurred “in the midst of practice and as a mundane
conversation” (Gherardi, 2012a, p. 31), at times almost in passing, arising for exam-
ple in the course of clinical supervision which attests to the significance of situated,
practical knowledge through participation in everyday work. That practices and
competencies were “negotiated” between professionals meant that situated meaning
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was made accessible to each other. Also, there was evidence of different inter-pro-
fessional understandings of “good” or legitimate medication review practice, specif-
ically of medication review activities where practice understandings were not estab-
lished or exchanged. It should also be mentioned that not all practitioners had equal
positioning, as talk in and about practice was essentially framed within a medically
dominated discourse and within clearly delineated jurisdictions where physicians
have the ultimate responsibility for conducting medication review and prescribing
decisions.

Thirdly, we showed how materiality was involved in reproducing the practice
where people and non-human actors were doing things together as a collective ac-
complishment. This meant that the practical knowledge was embedded in the com-
munity of ED clinicians, interacting with each other and the patient, as well as with
multiple material entities (such as the medical record, the medication list, clinical
decision support tools, drug databases) and organizational rules. Understanding
practice as a phenomenon where non-human actors are “doing things together” with
human actors shifts attention to the ways material entities act together with rules and
discourses as mediators of social actions. Illustrated in the example with “an old
lady’s medication list,” the formalized knowledge contained in artifacts such as the
diagnostic algorithm for a patient presenting with suspected allergic reaction skin,
privileged particular steps for a diagnostic work up. Nevertheless, mediated by talk
about an ED physician’s unique position to tackle uncomfortable medication prob-
lems, competencies, and the sense of what it takes to be an ED physician were skil-
fully mobilized into the practice. The collective accomplishment of such
medi(c)ation work, then, lies in the everyday practices of assembling these mediators
so that medication safety can be achieved.

Lastly, the above discussed material-discursive practices were instrumental not
only in reproducing medication review in routine work but also in adapting work
practices to the local context. This is of practical relevance since adapting practice
components in order to increase the fit between an intervention and its context can
lead to improved outcomes when implementing a novel practice (Kakeeto,
Lundmark, Hasson, & von Thiele Schwarz, 2017). Here, we showed how practition-
ers through material-discursive practices both enact and challenge the “script”
(Akrich, 1992) ingrained in the medication review guidelines. Importantly, many of
this script’s elements, the envisioned goals and purposes of medication review, the
hypothesized mechanism and the conditions under which it works, as well as the
actions set out for effective accomplishment, figure only implicitly in the guidelines.
We argue here that practitioners’ local adaptations can serve as important prerequi-
sites to make standardized practice function in everyday health care work. However,
this requires a less traditional notion of standardization of medical care, one that
accentuates its ongoing and co-constructive character (Ellingsen, Monteiro, &
Munkvold, 2016). Thus, rather than viewing ED physicians’ deviations from the
guidelines as resistance to top-down prescribed procedural standards, we understand
their tweaking of and tinkering with these standards as efforts to align practice as
prescribed in the guidelines with local contingencies on site and profession-specific
standards of appropriate practice. Using our empirical case, we showed how ED
physicians adapted practices by incorporating messy, less systematic, and less for-
mal practices in order to make medication review locally workable.

Conclusions

We have made visible how ED physicians mobilize different forms of knowledge in
“practicing” medication review in everyday work. We showed the important role of
material-discursive practices and of silent legitimization in reproducing and adapting
medication review, but also in learning within the community of ED practitioners.
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Engaged in their ED practices, physicians implicitly and explicitly constructed med-
ication risk and medication safety, established what defines “good” medication re-
view practice and negotiated how it is competently performed. Both, workplace
learning and implementation strategies need to better take into account such practical
knowledge and the variability of practice in messy and time-pressured health care
settings. Future research should explore how practitioners accomplish to integrate
formalized, rules-based knowledge with practical knowledge to identify and manage
medication-related risks and how these knowledge practices can be made accessible
to other health professionals so that learning can materialise.
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Abstract: In Sweden, professionalization projects in disability care services are cur-
rently being undertaken in order to differentiate and establish a professional identity
for professionals within care work. The aim of this paper was to analyse the experi-
ences of care workers’ meaning of the professionalization process concerning their
occupation and their occupational identity in relation to tasks they perform in front-
line contacts with persons with intellectual and developmental disabilities at respite
care service homes. Semi-structured interviews were conducted with ten care work-
ers. The meaning of the professionalization projects is an ongoing process of a con-
nected mission, meaning that the care work is performed in close contact with care
receivers and that it takes place within an informal and free framework, predicated
on a logic of possessing a particular kind of “care-feeling.”

Keywords: Professionalization, new professionals, care worker, respite care
service home, intellectual and developmental disabilities

In Sweden, professionalization projects in disability care services for persons with
intellectual and developmental disabilities are currently being undertaken with mul-
tiple objectives: (1) ensuring competence levels and promoting skills development,
(2) promoting higher status for the care work performed within disability care ser-
vices, (3) ensuring future recruitment to these services, and (4) replacing the diver-
sity of occupational titles currently in use in order to achieve a single area of com-
petence and expertise within these disability care services at an undergraduate level.
Hence, municipalities across Sweden, which are responsible for implementing the
national social policy of disability care services, have begun shifting to and adopting
the shared titles of Support Assistant and Support Educator (e.g., City of Stockholm
Social Services, 2013; The Act on Higher Vocational Education, 2009). Support As-
sistant is a vocational title based on relevant Swedish upper secondary school edu-
cation, while Support Educator is a title based on completed education at a Swedish
vocational college (The Act on Higher Vocational Education, 2009). However, both
Support Assistants and Support Educators work within respite care service homes
provided for persons with intellectual and developmental disabilities, which is a
branch of disability care services regulated by the Swedish Act Concerning Support
and Service for Persons with Certain Functional Impairments (LSS, 1994).

These ongoing professionalization projects can be described as processes of spe-
cialisation of expertise and knowledge within new professions (Brante, 2013, 2014).
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The term new professions means newly emerging occupations comparable to pro-
fessions such as social workers, nurses and teachers, but which are not fully consid-
ered as “professionals” in regard to special characteristics (Etzioni, 1969). These
new professionals represent a new generation of professions which have arisen from
the development of welfare systems and higher education reform in 1977, and which
have been systematically organised and integrated into universities (Brante, 2013).
Support Assistants and Support Educators are—Ilike nurses and social workers—
considered as new professions, although the latter two in Sweden have up to three
and a half years of university education as a basis for their profession.

In this paper, we adhere to the description of the word profession/s according to
Abbott (1988, p. 117) as “organised groups of individuals who do different things in
different workplaces for different clients.” The meaning of the word professionalism,
however, has to do with an occupational value and consequently with the trust lay-
people place in professional workers (Evetts, 2014).

According to the occupational value aspects of professionalism, Thomas Brante
means that the new professionals perform a certain type of work that is necessary for
society to function well; for instance, by offering care services of high quality to
persons with intellectual and developmental disabilities. Furthermore, Brante (2014)
also puts forth that these new professionals are spearheads to the future by facilitat-
ing possible inventions and innovations in different areas. The new professionals
thus have both integrative and differentiating or innovative functions in society that
are of social significance. Literature has emphasised care workers as being those
who realise the socio-political goals of an inclusive community for persons with in-
tellectual and developmental disabilities (Lewin, 2011). These care workers are also
likened to the ultimate cutting edge of politics and can be described as the medium
through which national, regional and organisational ideas and objectives are trans-
formed into practices and actions in the care services being provided (Hewitt & Lars-
son, 2007; Lewin, Westin, & Lewin, 2008).

However, the above reasoning does not problematize how care workers within
disability care services in general, and at respite care service homes in particular, can
raise their professional status and position in order to be innovative and offer care
services of high quality. The reasoning also lacks sociological aspects of how the
care work relates to the knowledge system and its organisation around the profession.
The reasoning also lacks aspects of how economic and institutional rationality gov-
erns the logic of quality of life, ethics, dignity and human perception (Larsen, 2016).
The question of how the care workers themselves perceive their role in this profes-
sionalization process has been raised to an even lesser extent.

When it comes to care workers’ status, Abbott (1988) means that professional
status reflects the degree of involvement with the knowledge system around which
the profession is organised. He states that “[t]he more one’s professional work em-
ploys that knowledge alone—the more it excludes extraneous factors—the more one
enjoys high status” (Abbot, 1998, p. 118). He states that the front-line professionals
who make the first professional contacts with clients are generally at the bottom of
status rankings within their professions because they work in environments where
professional knowledge must be compromised with client reality (Abbot, 1988).
This distinction is relevant to the professionalization process, even if the distinction
is not new. It can be recognised from the early development of modern medicine and
the medical specialisations, which have affected professional group organisation
(Freidson, 2007; Pinell, 2011).

This paper, however, is limited to the ongoing process of professionalization
within a particular initiative or care service arrangement provided for persons with
intellectual and developmental disabilities in Sweden, namely the organised stay at
respite care service homes. In this context, the concept of professionalization is re-
garded as the process of achieving the status of profession (Evetts, 2014). Hence, we
ask how care workers themselves understand and make meaning of (1) their occu-
pation and (2) their occupational identity in relation to the tasks they perform in
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front-line contacts with persons with intellectual and developmental disabilities.
These questions are of relevance since the occupational group of care workers
are expected to meet and concretise these professionalization processes. These ques-
tions are also of relevance for the professions and professionalism in general, in that
the professions are social phenomena placed in a certain context, in this case, the
political goals of the Swedish welfare development. Thus, the type of professionali-
zation process in this specific context is primarily a product of the state’s political
will, rather than a product based on discovery-driven innovations (Brante, 2013).

Swedish disability care services based on social policy

The professionalization process taking place within disability care services for per-
sons with intellectual and developmental disabilities in Sweden is based on social
policy, namely the Swedish Act Concerning Support and Service for Persons with
Certain Functional Impairments, or LSS (1994). This law assumes the approach of
giving everybody an opportunity, organised on the basis of the tax-financed Swedish
welfare model within the open market economy. A corresponding tax-funded wel-
fare model can be found in the UK and in other Nordic countries (Edebalk & Svens-
son, 2005; SOU 2002:31 d2). This is unlike the situation in Germany, for example,
where the financing is based on mandatory insurance (SOU 2002:31 d2).

The LSS law in Sweden is reframed from a human rights perspective of full par-
ticipation and equality, developed by international bodies like the UN and EU
(Tessebro, 2016). Disability is a worldwide phenomenon and has existed throughout
western history at the intersection between the particular demands of a given impair-
ment, society’s interpretation of that impairment, and the larger political and econ-
omy-related context of disability (Braddock & Parish, 2001). Thus, disability is sit-
uated within the larger social context, while impairment is a biological or physical
condition.

LSS is a law of rights, meaning that it only applies to a limited part of the total
population in Sweden. This limited population includes (1) persons with develop-
mental disabilities, autism or autism-like conditions, (2) persons who have signifi-
cant and permanent intellectual disability after brain damage acquired through ex-
ternal violence or physical illness during adulthood, and (3) persons who have other
long-lasting impairments (physical or mental) which are not due to processes of so-
called ‘normal ageing’, provided they are large enough to cause significant difficul-
ties in daily life and thus give rise to an extensive need for support and service (LSS,
1994).

According to LSS, respect for individual autonomy, integrity and equality in so-
cial life should form the basis for all professional interventions (LSS, 1994; SoL,
2002; Swedish National Board of Health and Welfare, 2007).

There are, however, a variety of obstacles to the professionalization processes
taking place. Firstly, in the current situation, the undergraduate new professionals do
not count as formally belonging to the group of more Parsonian (1951/1991) or ideal-
typical professional occupations. These ideal-typical professionals are defined as be-
ing autonomous carriers and providers of socially sanctioned, abstract knowledge
systems that give them the ability to perform actions which are perceived as difficult,
skilled and valuable to the public or their clients (Brante, 1988, 2009; Freidson,
2007). The new professionals within care work are simply not yet deemed to be in-
dependent in their professionalism as fully-fledged professionals able to inde-
pendently control their work based on science and proven experience, even though
the field of knowledge-based disability care work has grown in relation to its histor-
ical framework of welfare policy (Pinell, 2011; Tassebro, 2016).

Secondly, at the level of practical care work, this distrust is expressed in negative
expectations regarding the ability to fulfil the law’s intent and the perceived risk of
deficiencies in the provision of care and in the interaction between new professionals
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within disability care work and service users as a result of, among other things, in-
sufficient knowledge about intellectual and developmental disabilities (e.g., Mork &
Strand, 2012). In providing care services for persons with intellectual and develop-
mental disabilities, it is not deemed sufficient for the new professionals within care
work to simply be generally decent people capable of showing empathy, compassion
and a desire to do good (Lewin, 2011). Rather, specified knowledge including good
understanding of the core values and main objectives of LSS is held to be indispen-
sable in this kind of work (Andersson, 2005; Laursen, Plos, & Ivarsson, 2009).

This discussion points to the crucial dimension of the professionalization process
in relation to specialised knowledge in the work of new professions and the
knowledge base of experts that also concerns new professionals within care work at
respite care service homes.

Respite care is made up of temporary accommodation at a residential care facility
for predetermined periods, rotated with periods at home (Swedish National Board of
Health and Welfare, 2002; IVO, 2016). Respite care refers to children, adolescents
and adults. However, the data collected in this study is limited solely to respite care
for children and adolescents. Respite care service homes as an LSS initiative has two
main purposes: (1) to provide a change of environment for the persons making use
of the care services, and (2) to provide a period of relief for the care recipient’s fam-
ily members, who commonly act as informal carers (Askeheim, Bengtsson, & Bjelke,
2014). In this regard, these homes also serve as a workplace for new professionals
within care work at respite care service homes, who perform the care work in order
to meet these purposes during the service users’ stay.

Method

In this study, we have chosen to approach the problem area described above from a
sociological-hermeneutic perspective. By studying how new professionals within
care work at respite care service homes create understanding and meaning when
providing care to persons with intellectual and developmental disabilities, we have
aspired to illustrate and produce an account of that which may otherwise remain
latent in the background and thus run the risk of remaining (more or less) unnoticed
or not reflected upon (Odman, 2007). The hermeneutical approach has to do with
human understanding and description. In this case, the new professionals’ own per-
spective on the occupation and their occupational identity in relation to tasks they
perform in front-line contacts with persons with intellectual and developmental dis-
abilities at respite care service homes, and thereby the approaches, expectations and
skills which have become a concern of the Swedish welfare state (e.g., City of Stock-
holm Social Services, 2013).

Procedures and data

Qualitative interviews were used to elicit care workers’ experiences and meaning-
making. The data was then analysed using a hermeneutic mixed deductive and in-
ductive method (Fellesdal & Wallge, 2000). This kind of sociological-hermeneutic
perspective enables detailed analyses to be undertaken of (1) the meaning of the care
work as experienced (inductively) within the context of daily work, and (2) social
interaction with the care recipients as well as (3) with representatives of the disability
care system at respite care service homes. The analysis was also performed within
the framework of the theory of social construction with emphasis (deductively) on
how meanings of phenomena are not necessarily inherent in the phenomena them-
selves but rather develop through interactions in a social context (Berger & Luck-
mann, 1967).

The data corpus consists of ten interviews (10 hours of recorded interview mate-
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rial in total) with an equal number of new professionals from both private and mu-
nicipal care providers (Table 1), in the county of Stockholm in Sweden. The partic-
ipants included in the study consisted of eight women and two men, all of whom
worked at a respite care service home at the time the interviews were conducted, and
all of whom had worked in these types of care services for a period of 5 to 17 years.
Six of the participants indicated that they either currently or previously held other
positions of work parallel to their employment at respite care service homes. Some
of the informants were married and had children. The scope of the participants’ ser-
vices ranged from part-time (50%) to full-time (100%). A common feature was that
all of the participants worked a mixture of times on weekdays and weekends, with
varying intensity according to a varied but regular work schedule. When it came to
educational background, there was variety in level (graduate, undergraduate) and
range; from different forms of nursing (assistant, childcare, psychiatric) to cultural
studies and teaching.

Table 1
Overview of participant information

Private respite care ~ Municipal respite n=
service homes care service homes
Female participants | 5 3 8
Male participants 2 - 2
Working part-time | 1 - 1
(50%) at respite
care service homes
Working between 4 1 5
part and full time
(51-99%) at respite
care service homes
Working full time | 2 2 4
(100%) at respite
care service homes
Working in other 5 1 6

jobs alongside res-
pite care service
homes

The managers at eleven respite care service homes were provided with infor-
mation about the study, and they then informed potential candidates about the pos-
sibility of participating in the study. An information letter describing the purpose of
the study was sent to those who expressed an interest in participating.

All of the interviews took place at the time and place of the participant’s work at
the respite care service homes except for one, which was conducted at the partici-
pant’s home. The interviews maintained a semi-structured format based on an inter-
view guide consisting of a number of open-ended questions pertaining to the partic-
ipants’ understanding and experiences of (1) their occupation, (2) their professional
identity in relation to the tasks they perform in front-line contacts with persons with
intellectual and developmental disabilities, and (3) reasons for pursuing and deciding
to continue working at a respite care service home. Each interview was conducted in
an informal open dialogue, thus allowing the interviewees to answer in many differ-
ent ways, and the interviewer to ask follow-up questions (Holstein & Gubrium,
1995).

Ethical aspects were emphasised in accordance with the Helsinki declaration of
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1975, as revised in 2008 (WMA, 2008) and the Swedish Act on vetting the ethics of
research that involves humans (The Ethical Review Act, 2004). The interviews were
tape-recorded and transcribed verbatim (Linell, 1994).

Analysis of data

The analysis was performed (deductively) within the framework of social construc-
tionism (Berger & Luckmann, 1967). However, the analysis focused on how expe-
riences were understood and what meaning they were given as described by the care
workers (inductively). This method interprets hermeneutics as a method used on
meaning-carrying material created from the insider’s view, exploring how the care
workers come to understand and live with their care work in situ at respite care ser-
vice homes (Schiitz, 1967).

The hermeneutic approach is a constant movement between a part of a text and
the contextual whole of which it is part. This method describes the hermeneutic spi-
ral in the form of circles that touch the researchers’ understanding, the participants’
meaning-making and the meaning of the text (Odman, 2007). In this study, the move-
ment between a part of the text and the contextual whole was to fit the part and the
contextual whole into each other in order to form a meaningful unit. The analysis
process can be depicted as moving along sequences of the following stages.

— The interviews were transcribed and read thoroughly several times in order
to obtain an overall representation and a comprehensive view of the material.

— The different parts of the text were coded with the first reflection on various
categories related to the interview guide. This was done in order to provide
a descriptive account of the manifest meaning content.

— The different parts of the text were re-read and coded with a second reflec-
tion relating the various themes included in the theoretical framework. This
was done in order to interpret the latent meaning content.

— Attempts were made to organise the text’s manifest and latent meaning con-
tent in thematic groupings of meaningful units.

— The final categorisation involved making connections between the thematic
groupings and the contextual whole in order to develop a coherent account
and main interpretation of how new professionals within care work under-
stand and give meaning to the professionalization process concerning (1)
their occupation, and (2) their occupational identity.

Results

The results from the analysis of the meaning-making by the new professionals are
summarised in Table 2 and presented in the form of a theme, two categories, and
four sub-categories.
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Table 2
The research findings presented as theme, categories, and sub-categories

Theme

The meaning of the professionalization projects is an ongoing process of a con-
nected mission whereby the care work is performed in close contact with persons
with intellectual and developmental disabilities and takes place within an informal
and free framework that necessitates a particular kind of “care-feeling.”

Categories Sub-categories
informal formality

The meaning of the occupational group of care

worker at respite care service homes is understood as  non-monetary exchange

a kind of

compatibility
The meaning of being a new professional within care
work at respite care service homes is understood as professional platform
demanding a certain degree of professional discretion

Making meaning of the professional occupation of care worker

The meaning of the occupational group of care worker at respite care service homes
is presented here in the form of two main sub-categories: (1) informal formality and
(2) non-monetary exchange.

Informal formality. The professional occupation of care worker at respite care ser-
vice homes is depicted as a special kind of occupation, whose work drastically dif-
fers from more regular forms of labour. In contrast to “regular jobs,” which are
understood by the care workers in terms of being static, routine-bound and
constraining for the individual, performing care work is portrayed as being
inherently dynamic, free-flowing, and liberating. These meanings are constructed
around the practical tasks and relationships of inter-subjectivity with the persons
with intellectual and developmental disabilities created in the context of respite care
service homes, which appear to be closely reminiscent of those generally performed
and held within the private sphere and confines of the personal household. The for-
mal mission of providing care work at respite care service homes thus takes on an
aura of informality and is exemplified by one care worker as follows:

It is a very homey environment because we cook the food ourselves and we sit
and eat together with the kids and everything like that. So it, and we don’t have
any breaks, so it is not like anyone is running away like, that’s enough now I am
going to be by myself, and such. So like it becomes a very homey environment,
it is hard to explain these things like (laugh) it feels a little like home, too. (Par-
ticipant 6)

As suggested in the quote above, providing this occupational group’s care work is
constructed with a meaning of being home-like, and the tasks being performed by
the care workers create a (formal) work context reminiscent of a more (informal)
home-like milieu. Relationships among care workers at respite care service homes—
as well as between care workers and residents—are depicted as being of a more in-
timate nature that enables the carers to meet the residents and understand their life-
world, which in turn provides care workers with a sense of being part of an extended
family. In this way, the boundaries between and the meanings created in relation to
the public and private spheres, between the formal and the informal aspects of
providing care, become blurred and are not as readily distinguishable as is under-
stood to be the case in other more “regular” professional occupations.
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Non-monetary exchange. Along with being understood as a kind of informal for-
mality, performing care work at respite care service homes is also depicted as offer-
ing the occupational group of care workers something other than simply monetary
reward in exchange for their labour. In contrast to conceptions of “regular jobs,”
which the care workers conceive as being tedious and repetitive in essence, perform-
ing care work at respite care service homes promotes a vivid sense of engagement
and personal development. It also brings forth a form of “life-force” or “energy” for
the new professionals within care work that is characterised by a sense of excitement,
affinity, joy, and love. This is expressed in the following ways:

But the salary, like had it been for the salary then I wouldn’t have stayed here.
Because I know that I can get higher salary by changing [to a respite care service
home in an adjacent municipality]. And it’s like, it’s not for the money you stay.
So no, then I would have probably, had it been for the money then I would have
switched a long, long time ago. (Participant 6)

Wow, wow, wow you can live on that for several days. I succeeded there in mak-
ing contact with that person. That’s what it is, and then, that is that which you
also get. Often from these people you like get a lot of love and warmth or what-
ever you call it, too. (Participant 2)

As suggested by the two quotes above, performing care work at respite care service
homes is constructed with a meaning of offering the new professionals “something
else,” something more meaningful in terms of human values, rather than just mone-
tary rewards. In this regard, the care work itself is understood to offer something that
is deemed to be meaningful and important to both the residents and the care workers,
as opposed to “regular jobs” which are conceived to be more detached from the per-
sonal lives of the individuals who perform them.

Making meaning of being a new professional within care work

The meaning of being a new professional within care work at respite care service
homes is presented here in the form of three sub-categories: (1) compatibility, (2)
professional platform, and (3) professional discretion.

Compatibility. Being a new professional within care work is depicted as demand-
ing a certain degree of compatibility between the individual, on the one hand, and
the different tasks and organisation of shifts and scheduled working hours, on the
other. The care workers see themselves as possessing and maintaining a particular
set of characteristics and attitudes, which make them especially suited to providing
care services to persons with intellectual and developmental disabilities, and this is
expressed as follows:

I don’t know how to express this, but I think ... that I have a kind of personality.
And it, and that personality, is that I do my thing and such. And then maybe I
don’t care about the organisation and managers. And that personality is also good
when engaging with our youngsters and such because that is also important in
our work and such. (Participant 3)

It is also suggested that being a new professional within care work at respite care
service homes is not understood to be an overarching identity category, superseding
all others, but rather to be compatible with other occupational identities or affinities.
As previously stated, the participants said that they had other jobs alongside their
employment at respite care service homes. This was portrayed as predominantly
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positive since it allows the care workers to make their care work provision an inte-
grated part of their lifestyles and enables them to live their lives more broadly.

Professional platform. Being a new professional within care work at respite care
service homes is depicted as involving the creation and maintenance of a kind of
common professional platform. This platform functions as both a starting point and
a guiding principle for the care workers providing care. This platform may comprise
a description of the care recipients’ wants and needs as well as the mission statement
of respite care service homes in general (as expressed through LSS). Cooperation is
depicted as important when it comes to the provision of care work, although in this
context the term cooperation does not necessarily mean performing in uniform ac-
cording to predetermined methods of best practice, rather, the care workers highlight
the importance of coordinating their individual performances in a complementary
fashion. By establishing a common point of reference in terms of a starting point and
guiding principle for the care provided, the new professionals are afforded a certain
degree of freedom, which may alleviate some of the pressure and strain otherwise
associated with reconciling one’s personal and occupational identities. This is exem-
plified as follows:

In some way when you are a group of workers, everyone is like individuals, but
somewhere you have to have a common platform where you stand. Otherwise, I
believe it becomes really difficult if the service users have to adapt to us the whole
time. To our personal, like, personalities. I don’t know, maybe it could work, but
it would be much more strenuous. (Participant 4)

As suggested in the quote above, the creation and maintenance of a common profes-
sional platform as the basis for the care being provided by the occupational group at
respite care service homes functions as a form of mediator between one’s different
identities when interacting with care recipients. Moreover, this quote also suggests
that this professional platform may serve as a point of reference, not only for new
professionals within care work but also for individual care recipients as well, thereby
reducing any potential relational strain related to repeated interpretational and adap-
tive work on behalf of the latter. Being autonomous and self-determining in one’s
role as a care worker is thus to some extent depicted as being contingent on having
a common point of reference on which one can lean back and be guided by in the
provision of care services moving forward.

Professional discretion. In addition to the aspects of compatibility and the creation
and maintenance of a professional platform as described above, being a care worker
is also depicted as involving great amounts of occupational freedom and autonomy.
Care workers as an occupational group are in a sense portrayed as being autonomous
and self-determining. For one thing, they appear not to be bound to a specific spatial
location. When providing care, the care workers are not perceived to be strictly
bound to the concrete context of the respite care service homes, but rather they are
free to participate in and experience a wide variety of social and communal activities
taking place outside of the given workplace together with care recipients on a regular
basis. Furthermore, new professionals as an occupational group within care work are
understood to be in charge of making decisions pertaining to the performance of
specific tasks and, as a result, the meaning of what providing care entails and how it
is done is to an extent left up to their professional discretion. This is expressed as
follows by a care worker:

That’s what I like about this freedom. How do we make plans for a weekend? It’s
up to us ourselves. There’s no one else who has opinions on this and that, and we
don’t have to be fifteen [people] that need to reach consensus. Instead, we are a
small group that have, yeah, are in control. A sense of independence. I find that
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very important and that’s something I think we all benefit from. (Participant 1)

From the quote above, it is suggested that care workers are given a lot of leeway
when it comes to control and making decisions regarding the care services provided
at respite care service homes, and this is constructed as a predominantly positive
meaning in relation to the given occupational identity. However, the professional
discretion of care workers is not understood to be absolute. Although depicted as
providing certain degrees of freedom to the care worker, the ways in which the care
services are organised is also constructed with a parallel meaning of a more negative
nature. Objects or events, perceived to be hindrances that limit the possibilities to
exercise one’s professional discretion such as, for instance, rigid organisational
structures or budgetary restrictions, dictate the degree of freedom afforded the care
workers. While depicted as having a potential negative impact on the performance
and provision of care, this also suggests that new professionals within care work are
not perceived as fully autonomous and self-determining actors entrusted with super-
vising and regulating their own practices.

Theme: An ongoing process of a connected mission

The meaning of the professionalization process is an ongoing process of a connected
mission whereby the care work is performed in close contact with persons with in-
tellectual and developmental disabilities and takes place within an informal and free
framework that necessitates a particular kind of “care-feeling.”

More precisely, the most important understanding and meaning-making of the
occupational group as new professionals within disability care work seems to be a
sense of informal formality and non-monetary exchange derived from providing care
services at respite care service homes. When it comes to the meaning-making of
occupational identity in relation to the tasks they perform in front-line contacts with
persons with intellectual and developmental disabilities, it is manifested in the data
material as compatibility between the care workers and the work, having a sort of
common professional platform which, once established, acted as a foundation upon
which they could exercise a form of professional discretion. From this, it is suggested
that the care workers characterised the specific nature of the professionalization pro-
cess within disability care practices as an ongoing process that occurs in close con-
tact with the care recipients at respite care service homes. It is a process that, as
indicated by the five sub-categories mentioned above, takes place within an informal
and free framework. One aspect of this close care work is directed towards the care
workers themselves, namely that a certain aptitude is required on the part of the care
worker in order to be suitable to provide the expected care services. This aptitude
can be depicted as having a particular concern for people. This kind of meaning-
making illustrates the perceived prerequisites for providing care and ensuring good
quality of life for persons with intellectual and developmental disabilities, as stated
in the social policy objectives for LSS. This meaning-making also shows the logic
that the care workers act upon when providing care.

The new professionals as an occupational group within care work also highlight
themselves as having a specific type of character, namely a special kind of interest
in challenges, and properties that make it possible to address the different challenges
faced when providing care. These challenges consist of managing a situation in
which the tasks are not completely obvious, but where the care workers have to think
about how the tasks should be performed. This challenge is exemplified as follows:

Yes, uh no, but yeah I think I am a bit the person that, yes, like being challenged

by some of these kinds of things. This will be something new to bite into (laugh)
or what to say and uh, think about like that. (Participant 2)
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Overall, the key issue here about the specific nature of understanding the profession-
alization process within disability care services is to have “a feeling for caring” and
“a genuine interest in people.” The term “care-feeling” is used to describe these feel-
ings. The specific nature of this understanding is, however, related to a base of per-
sonal characteristics and not to an explicit knowledge base. The analysis thus shows
that the importance of having “care-feeling” also means, as mentioned previously,
for the occupational group of care workers to get close to the residents, both physi-
cally and emotionally. Furthermore, it means to actively create and maintain close
relationships, to interpret and respond to the residents’ state of mind, to manage con-
flict and violent situations, and to provide support when it comes to the residents’
personal hygiene. These listed skills require a specific kind of practical knowledge
and training and are, therefore, understood in this context to represent a kind of ex-
pertise within disability care.

Discussion

From the data we can see the following: Firstly, the new professionals within care
work emphasised the importance of establishing a common professional platform in
order to successfully provide care services at respite care service homes. This kind
of result is also supported by Ahnlund and Johansson (2006). Secondly, in their ac-
counts, the new professionals depicted themselves as being autonomous and self-
determining in their care work, at least to a certain extent. This was related to the
informal nature of the tasks performed at, and the general context of, respite care
service homes. Thirdly, the intimate relationships and inter-subjectivity (Berger &
Luckmann, 1967; Schiitz, 1967) that develop between care workers and care recipi-
ents were perceived to facilitate a form of exchange which was understood as being
different from that which takes place in more “regular” forms of wage labour. This,
in turn, was related to the compatibility between the properties and attitudes that
characterise the individual care worker and the content and organisation of the work
involved in providing care services. However, having “care-feeling” or a particular
concern for people in general, and for persons with intellectual and developmental
disabilities in particular, is understood as the logic upon which the new professionals
in care work act when providing care. It is worth noting that this kind of guiding
logic was not found in the study by Ahnlund and Johansson (2006).

The new professionals within care work stressed the importance of having a kind
of specialised and socially sanctioned knowledge base in the form of a common pro-
fessional platform. This platform is seen as a point of reference that functions both
as a starting point (knowledge pertaining to the needs of individual service users)
and guiding principle for providing care services at respite care service homes.
Within the context of their work, cooperation through the coordination of comple-
mentary performances is depicted by the care workers as the preferred course of
action. In this regard, however, the care workers do not view the care work they
perform as being founded on a uniform knowledge base consisting of predetermined
methods of best practice. Rather, this knowledge base is conceived to be much more
varied, dynamic, individualised and readily adapted to and coordinated with the
skills and competencies of those with whom one has to collaborate at a particular
time and place. This description of knowledge use is similar to what Abbot (1988)
describes, namely that professional knowledge must be compromised with the client
reality. This recognition of knowledge would thus be explained to be the reason for
the occupational group’s low status.

New professionals within care work are to an extent autonomous and self-deter-
mining in their role and work performance at respite care service homes. However,
in contrast to Parsonian ideal-typical conceptions of professions, which understand
professional autonomy as stemming from a long and highly regulated educational
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process (e.g., Brante, 1988, 2009; Parsons, 1951/1991), the autonomy and self-de-
termination afforded to new professionals is instead suggested to be related to the
informal or personal character of respite care service homes and caregiving more
generally. From the analysis, it is suggested that the intimate relationships developed
between care workers and care recipients facilitate a form of non-monetary exchange
that is perceived as being differentiated from more “regular” forms of wage labour.
The thing that is being exchanged in return for the care services rendered is a vivid
sense of engagement, personal growth and development. This exchange is depicted
as being meaningful for care recipients and care professionals alike, and as some-
thing which is not attainable when performing more “regular jobs.”

This non-monetary exchange appears to be related to the notion of compatibility
between, on the one hand, the characteristics and attitudes of individual care workers
and, on the other hand, the content and organisation of the work involved in provid-
ing care at respite care service homes.

Conclusions

Firstly, the analysis showed that similar to more established professions, which to
some extent are founded upon a socially sanctioned knowledge base, the importance
for new professionals as an occupational group within care work to establish a com-
mon professional platform was highlighted in order to successfully provide care at
respite care service homes.

However, the contents of such a platform were not explicitly specified but were
instead only vaguely mentioned in terms of the possible effects they have on the
perceived quality of the care workers’ performance. Secondly, the occupational
group of new professionals within care work are depicted as being, at least to some
extent, autonomous and self-determining when it comes to organising and providing
these care services, due in part to the informal nature of the particular tasks and gen-
eral context of the work at respite care service homes, thus suggesting the importance
of striking a balance between the public and private spheres. Thirdly, it has been
suggested that the close relationships that develop between care workers and care
recipients are of the utmost importance when providing care at respite care service
homes, since they are seen as giving rise to forms of exchange that benefit both par-
ties in ways other than, and even explicitly differentiated from, monetary rewards.
What this suggests is that, although the common professional platform is depicted as
important in order to provide care to persons with intellectual and developmental
disabilities well, seemingly even more important is the notion of possessing a form
of intrinsic “care-feeling” or “sense for caring” related to one’s own person, in order
to be able to provide the necessary care services at all.

The professionalization projects that are currently taking place within Swedish
disability care services including respite care service homes pose some important
issues pertaining to the possible ramifications of such projects:

— Whatever benefits that may be attributed to the existence of a common pro-
fessional platform or socially sanctioned knowledge base that serves as a
starting point and guiding principle for care provision at respite care service
homes, it is unclear what the impact might be of an organisational order
which downplays (and even discourages) the maintenance of close relation-
ships between care workers and care recipients.

— As long as it is not understood as a strictly formal/public concern nor a
mainly informal/private concern by the occupational group of care workers
themselves, the provision of care at respite care service homes is currently a
form of balancing act along the blurred boundaries between the two.

— There seems to be no easy way of telling just how professionalization pro-
jects aimed at typifying and routinizing certain aspects of the work at respite
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care service homes might change the way in which new professionals of the
occupational group within care work perceive their occupation and occupa-
tional identity in the future.

— Itis difficult to predict how professionalization processes will affect the dy-
namics of the occupational group of care workers’ relationships and engage-
ments with care recipients at respite care service homes in the future.

As shown, substantively, this study offers an excellent example of achieving a
better understanding of the subjective dimension (which is the figure in this study)
of a professionalization project of an occupational group of care workers. Behind the
subjective dimension is a backdrop to which this subjective dimension should be
reflected, namely different interests in the professionalization process.

At a national level, we can interpret interest in concretising the political goals of
social rights for persons with intellectual and developmental disabilities, as well as
controlling an increase in costs within the framework of the market-based model of
New Public Management. However, this concretisation is not a simple transfer of
political goals but rather contains implications for disability care service institutions
as a whole, for the disability care work and for processing.

At the local municipality level, the underlying motives are to ensure the quality
of services and control implementation (Askeheim et al., 2014; Edebalk & Svensson,
2005). At the group and individual level, the interest is that care workers as a pro-
fessional group are given a certain kind of freedom and a lot of leeway when it comes
to control and making decisions regarding the care services provided, despite rigid
organisational structures and budgetary restrictions.

Theoretically, we have learned that this freedom is an aspect of the meaning of
the word professionalism and has to do with the trust and value (Evetts, 2014) placed
in the occupational group that gives meaning in relation to the occupational identity.
Through this meaning-making, a broader understanding of the profession and pro-
fessionalism has thus been explicated in order to also contribute knowledge to the
literature on professions and professionalism in general. However, it is difficult to
comment on experiences of the professional position in relation to other occupational
groups and how they are valued on the scale of high-low status professions (Freidson,
2007) solely on the basis of this study.

For practical considerations, the findings from this study are of more than just
academic interest. They also indirectly shed light on the care recipients, who can
take advantage of the care workers’ expertise of practical knowledge and interest in
the human aspects and in caring for others. It would be valuable for facility heads
and politicians to be aware of how the occupational group of care workers should be
supported in their professionalization endeavours and become aware of how the or-
ganisation can reasonably contribute to designing two new professions.
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