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The research described in this thesis 1s concerned with examining 

the views of a range of health and s~cial service professionals 

towards policies devised by central government in the mid-l970s, 

relating to the care of particular patient or client groups, 

namely, elderly, mentally 111. and mentally and physically 

handicapped people. The poliCies called for priority in resource 

allocation to be given to these groups - although this was likely 

to involve withdrawing resources away from other groups (notably 

from the acute sector wi thin the health service); they also 

called for a move away from institutional care towards community 

care. By the beginning of the 1980s. little progress in 

achieving such a shift had been made. and recent reports in the 

late 1980s suggest that subsequent progress has also been slow. 

Analysts have given various reasons for this failure, but this 

study is founded on the proposition that profeSSionals in the 

organisations responSible for the delivery of care to the 

'priority' or 'dependency' groups are likely to have played a 

significant role in the only ~rtjal implementation of the 

policies. It reviews literature on theories of social policy 

development. organisational behaviour and the role and 



significance of professionals in organisations, arguing that the 

beliefs and attitudes of professionals may amount to what can be 

called ideologies which condition and mould behaviour. 

The study is based on extended, semi-structured interviews with 

236 respondents in three Scottish locations. It finds that 

distinctive patternings of attitudes emerge according to 

professional affiliation; other factors, however, also exert a 

condi tioning effect - such as organisational position, agency 

membership and the practitioner/manager distinction. Attitudes 

directly relating to the policies themselves are moulded by the 

significance which the issues hold for the respondents concerned 
\ 

- thus a dichotomy between the abstract and the concrete emerges. 

Although support for the policies in principle is usually 

forthcoming, it tends to be couched in equivocal terms. The study 

concludes that such ambivalent attitudes are Ukely to play a 

major part in shaping the outcomes of the policy process. 
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BBLIEFS, CULTURE llD CIRCUXSTAICB: A CRITICAL BIAXIIATIOI' OF THH 
COICBPT OF PROFB~IOIAL IDEOLOGY II RBLATIOlI' TO THE HBALTH AID 
&leUL SERVICES 

IITRODUCTIOI 

During the 1970s and 1980s a series of policy documents was produced 

by central government which pointed to new priorities being 

established in the health service and, to a less clear extent, in the 

personal social services. The priorities related to particular patient 

and client groups and required associated shifts in patterns of 

resource allocation to underwrite them. The first of these policy 

developments followed major and radical changes in the structures of 

the health service, local government and the social servicesj during 

the subsequent period as policies have been further developed, 

modified or refined, there have been further structural changes - at 

least in the health service - and others are mooted. 

The priorities were established over a decade ago but it is generally 

recognised that progress towards achieving them did not meet original 

expectationsj the position of the client groups involved did not 

greatly ameliorate during that time although some development did take 

place, albeit on a somewhat patchy and piecemeal basis. In seeking to 

explain this lack of progress, a number of questions are raised: how 

far was that lack of improvement due to deficiencies within the 

organisations responsible for service delivery to the client groups in 

question - deficiencies perhaps in some way related to the upheavals 
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of reorganisation, or inherent in their planning and implementation 

systems. Or was the lack of success due to professional resistance on 

the part of those charged with responsibility for the implementation 

of policy at the 'front ,line'? How far was it due to a lack of support 

at the highest levels of government and civil service? Or was it due 

to a reluctance on society's part to support a shift of emphasis from 

one set of priori ties to another? To a great extent, these must 

remain open questions, since they are clearly too large to be answered 

by a single study. But it 1s necessary to recognise that explanations 

are likely to be complex and that the results of one study alone can 

only offer partial clarification. 

Tbe study 

The study outlined in this thesis is concerned with examining one set 

of factors which bear on the establishment and implementation of 

policy - namely, the role and influence of professionals in the policy 

process. It is based on a central premise which argues that the 

competing interests of professional groups involved in the delivery of 

care, treatment and services, in both the health and personal social 

services, are likely as much to impede, constrain or modify the 

rational implementation of policies as they are positively to 

facilitate it, especially those policies conceived at higher levels 

removed from the arena of professional practice. 

The present study was part of a wider programme of research concerned 

with the way in which social responsibility is allocated for the care 

2 



of chronically dependent people (hence the naming of the priority 

groups in this study as 'dependency groups'). The overall concern of 

the programme started with a philosophical question about how society 

as a whole arrives at decisions relating to the care of its sick. 

disabled and dependent membersj it was concerned with the inter­

relationship of the roles of state, family and the individual in the 

allocation of this responsibility. In concrete terms, it sought to 

examine decisions about the allocation of resources and the attitudes 

surrounding the processes of resource allocation. There were three 

components to the programme. One study was concerned with assessing 

public attitudes to the major questions; the existence of a 

distinctive public opinion in relation to the policy issues might, it 

was argued, be a significant contributing factor to what may broadly 

be called 'the climate of the times' - and, hence, play a part in 

setting the broad policy agenda. The second study was concerned with 

examining the playing out of the decision-making process as it 

involved the policies under scrutiny - at health board and local 

authority social work department level. In this way, it was hoped to 

document the factors which influenced policy implementation and to 

identify some of the constraints and barriers which operated on 

decision-makers in their attempts to put policy into practice. 

The third component in the programme - the study reported in this 

thesis - was concerned with exploring the views of those same 

decision-makers and practitioners - namely, those actors who were 

faced with the responsibility of turning policies into operational 

reality and of providing care and treatment according to those 
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policies. It sought to identify any patterning of views there might 

be - according to profession, position and location, for example -

which might be termed 'ideological' which would have some bearing on 

professionals' readines~ or ability to implement policy as conceived 

by higher level policy-makers. It concentrated, then, on attitudinal 

variables rather than on behavioural aspects - the latter being the 

concern of the second study. 

The three components stood as discrete studies in themselves, posing 

questions and seeking answers to them independently of each other. 

Nevertheless, it was also hoped that at the same time they would 

inform each other and answer some of the broader questions underlying 

the whole programme. Some questions, then, inevitably arose from 

within one study which could only be fully answered by reference to 

the whole programme; they cannot, therefore, be fully considered here 

(the direct relationship between views and behaviour, for example). 

The study was conducted in three Scottish locations, representative of 

urban settlement in that country: a large conurbation, a medium-sized 

city and a small rural town. A sample of professionals was interviewed 

across the three locations within health and social work: settings -

from the most senior managers down to junior levels of administration, 

and including practitioners such as social workers and GPs. 

Respondents were asked a series of questions ranging from 'views about 

specific policies, issues to do with day-to-day practice and the 

broader moral questions about social responsibility in general. It 

was hoped in this way to establish attitudinal profiles of all the 
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various groups involved in the study out of which might be drawn 

patterns of significant variation for analytical purposes. 

The OT'lfll1J1sat1onal context 

The past twenty years have seen a series of major organisational 

changes affecting the health and personal social services in the 

United Kingdom. The development of policies for the dependency groups 

has taken place within this changing organisational environment. The 

first of the changes was proposed as far back as 1968 in Scotland and 

1970 in England and Wales and related to the personal social services. 

As things stood, a variety of different departments were responsible 

for the delivery of services - there were divisions between child care 

officers, mental welfare officers, medical and psychiatric social 

workers - both in terms of professional identity and employing 

department. In line with the recommendations of the Kilbrandon Report 

(for Scotland) (SHHD/SED 1964) and the Seebohm Report (for England 

and Vales) (Great Britain. Committee on Local Authorities.... 1968), 

generic departments were to be set up, within local authorities, to 

avoid the unnecessary (as it was argued) compartmental1sing and 

categorising of social welfare problems. The debate between generic ism 

and specialisation had begun. 

Local government reorganisation followed in 1973 and set up 2 tiers of 

authorities, with functions divided between the two - social services 

and education, for example, going to the higher tier of the Region in 

Scotland and the County in England and Vales (except in those areas 
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designated Xetropolitan areas), and housing going to Districts. 

Functions which had previously been the responsibility of the old 

local authority health and welfare departments were now taken out of 

local authority hands and handed over to the health service <district 

nursing, health visiting and the ambulance service). 

Other major structural changes have involved the health service. In 

1974, the new lTHS Act integrated hospitals and community health 

services into one administrative unit. The 625 different bodies 

<DBSS/PSSC, 1978) which had run the NBS up till that point (mostly 

hospital boards of management) were abolished and administration was 

organised on a geographically defined. basis, co-terminous as far as 

was possible with local authority boundaries. And just as local 

authorities had passed over responsibility for certain community 

health services, now the local authority took over responsibility for 

SOCial work within hospitals, clinics and general practice. There were 

further major changes in the 1980s; in England a whole tier of 

administration was abolished - the Area health authorities - and 

services within Districts (England) and Boards (Scotland) were 

reorganised on a sectoral, or unit, basis; this marked the emergence of 

separate Units for the running of different aspects of the service -

most commonly for the acute, community, and priority groups services. 

This was followed a year later in 1983 by the Griffiths Report (DHSS, 

1983) which called for the old system of consensus management to be 

replaced by the introduction of general management (a single chief 

executive at each level of the structure - Unit, District or Board, and 

in England, Region, with over-riding decision-making responsibility). 
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The health service has been coming to terms with the introduction of 

this form of management since that time. 

The dependency IJTOUPS 

The priorities which are the focus of this study were drawn up 

shortly after the first bout of reorganisations had taken place - that 

is, in the mid-1970s. They marked the first explicit attempt within 

the health service at establishing comprehensive priorities relating 

to particular patient groups. There had been earlier attempts of a 

sort at setting a national strategy but these had been concerned 

primarily with the planning of capital expenditure on hospitals (Great 

Britain. IHnistry of Health, 1962). Under the new proposals, certain 

categories of patients - defined by the long-term nature of their 

dependency, their lack of response to curative treatment and their 

tendency to fall under the responsibility of both health and local 

authority service systems - were expected to be given greater priority 

in operational terms and strategic planning. In addition, greater 

emphasis was to be placed on community rather than institutional 

forms of care. 

A series of documents (to be examined in Chapter 1), some concerned 

with particular patient groups and others concerned with the planning 

of priorities within the overall context of the IHS, were published 

underlining this new emphasis. However, even as early as 1979 (just 

three years after the main priority documents had been published), the 

Report of the Royal Commission on the IRS (1979) was pointing to 
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difficulties in achieving the newly established objectives. It could. 

of course. be argued that three years was too a short a time for any 

realistic judgement about success or failure to be made. Nevertheless. 

the subsequent publication of a number of other reports tended to 

reaffirm the Royal Commission's pessimistic assessment, at least in 

part. The Scottish priorities document for the 1980s, SHAPE (SHHD, 

1980). stressed the need for greater commitment to the priorities; 

other reports in the mid-1980s came to the conclusion that 

insuffucient progress had been made (Great Britain. Parliament. House 

of Commons. 1985) although some recognised that while progress at an 

overall level had been disappointing, some achievements had been made 

- but generally on a small scale at the local level (Audit Commission, 

1986; DHSS. 1988a [Griffiths Report]). But the most recent Scottish 

policy· document. the SHARPEN report (SHHD. 1988), continues to 

emphasise lack of progress and calls for greater effort. 

The pattern of failure or, at most, slow progress has been accounted 

for in a variety of ways. According to the Royal Commission, failure 

to implement plans could be put down to a number of reasons: it 

suggested that the lack of objective criteria on which priorities could 

be based meant that decision-makers at the centre had difficulty in 

assessing advice and pressure that came from the periphery and from a 

variety of perspectives. The array of competing interests 

(centre/local; inter-professional; lay/professional; inter-departmental) 

all impinged on decision-making processes in a complex and confusing 

way. Further, the resource consequences attached to the priorities had 

not been fully taken into account; implementation was difficult because 
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expected and anticipated resources were not forthcoming from other 

sectors. 

The Audi t Commission published in 

predominantly structural factors: 

1986 lists 

fragmented 

a number of 

organisational 

arrangements create delays and difficulties, mechanisms for transfer 

of funds from hospitals (run by the health service) to the community 

<under local authority responsibility) are unsatisfactory, bridging 

finance to enable community services to be built up while in-patient 

facilities are run down is inadequate and the recruitment andlor 

retraining of staff to work in the community has been insufficient. 

The Griffiths report on community care published shortly after the 

Audit Commission's report endorses its conclusions and uses them as a 

starting point for its recommendations <largely about the need to 

develop local services tailored to meet indi vidual needs under the 

lead responsibility of a single agency). 

Other sources have emphasised slightly different reasons. In his 

discussion of mental health services, Jb.rtin <l984) suggests that 

there has been a lack of 'imaginative awareness' about the realities of 

mental illness and the care requirements of mentally ill people. He 

argues that the service norms proposed in the mid-seventies policy 

documents were pulled out of the air and not based on any realistic 

assumptions or calculations. He further stresses the need for 

enthusiastic championing of both the interests of the mentally 111 and 

the development of appropriate policies for their care; otherwise 
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Success will be hard to come by. Changes in professional attitudes 

and behaviour are also essential. 

In Scotland, according. to the most recent policy document (SHHD, 

1988), health boards and local authorities have been slow to produce 

joint plans for developing community care; in spite of a constant re­

statement of the policies, there has been a general lack of will to 

proceed. It argues for a client-based rather than a service-based 

approach as has usually been the case and stresses the importance of 

strong leadership. with a focus on action rather than structure as a 

means to success. Surveying the evidence, then, from a range of 

reports and studies, there is thus a widespread view that 

the priority pOlicies have not had the success anticipated when they 

were first produced. 

But the question of failure is complex. First, it can be argued that 

the policies have not 'failed' - rather, they have been implemented in 

a variable, incomplete and unsystematic way: there is evidence of 

innovation and development in some areas on a small-scale basis as 

well as evidence of little change or progress in others. Second, a 

distinction should be made between the progress of implementation in 

England and Wales and in Scotland. 

In the case of the patchiness of implementation, Hunter and Judge 

(1988) have argued that the amount of innovation that has taken place 

has been underestimated. For example, the Welsh Office policy on 

services for the mentally handicapped <Welsh Office. 1983) is clear 
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and imaginative; the community care initiatives devised and monitored 

by the PSSRU at the University of Kent in conjunction with a number 

of social services departments have had considerable impact (Davies 

and Knapp, 1988), In some cases closure of long-stay hospitals is 

proceeding on a carefully planned basis with a number of health 

authorities developing networks of associated community-based 

al ternati ves (Exeter District Heal th Authority, 1986). Hunter and 

Vistow (1987) stress that there are important influences which affect 

the success of such policy initiatives; these include the extent to 

which developed service infrastructures exist, the spending patterns 

of the relevant agencies and the pressure of interest groups. The 

interplay of these and other factors is likely to affect the degree to 

which the policies are implemented; some agencies and authorities have 

had greater success than others. Thus the debate about the relative 

extent of success and failure of the policies is unresolved. 

The distinction which should be made between the development and 

implementation of policy in Scotland in contrast to that in England 

and Wales is an important one. A number of analysts have drawn 

attention to the different historical traditions which have influenced 

the structure and content of policy-making in the respective 

countries. Hunter and Wistow argue that the hospital sector has 

traditionally dominated the Scottish health service more than in the 

other two countries and that this has had consequences on the pattern 

of provision for the dependency groups. Similarly, they argue that 

there 'were significant differences of emphasis in the policy documents 

published in Scotland relating to the dependency groups as compared 
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to those for England and Wales; custom and practice within the 

relevant central departments in each country have influenced the style 

and content of the policies produced. This has had major implications 

for the development of ~perational policies at local level. 

These points are also made by Xartin (1984); there is no doubt in his 

view that the policies have been a striking failure in Scotland (at 

least in regard to mental health policy). Amongst other things, he 

stresses the failure of local authorities to make provision for the 

dependency groups, partly due to the fact that they had many other 

responsibilities - such as the probation function and a new juvenilew 

justice system - to administer. He also argues that the 'support 

finance' system in Scotland (for sharing and transferring 

responsibil1ty between health and social services) was less effective 

than its counterpart south of the border. But other important factors 

which he highlights have more to do with a difference in underlying 

'professional and administrative' attitudes to the issues. He suggests 

that in Scotland there has been 'an excess of complacency and a lack 

of self-examination both in the central department and in the relevant 

professions' towards the issue of community care. 

Xartin's stress on attitudes as a key factor in the Scottish response 

to the priority policies has a special significance for the study 

described here. The central proposition on which the research was 

based, as noted above, was that the role of professionals - in terms 

of their behaviour IIlJd attitudes - was likely to have a constraining 
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· or modifying influence on the playing out of the policy process. As 

will be demonstrated in the findings, professionals interviewed in the 

study displayed mixed and sometimes lukewarm views about the 

policies; in this they .lend weight to Martin's assertions about the 

significance of the· failure in the Scottish context of professional 

commitment. Professional attitudes, however. were not found to be 

uniformly hostile; they were characterised by a fluidity of views -

the product of a wide range of influences, both abstract and concrete. 

Such variability, it can be argued, matches <and relates to) the 

variability of policy implementation. Indeed, a central conclusion of 

this study is that the wide spread and variability of beliefs and 

attitudes amongst the actors involved is a significant likely factor 

in explaining the patchiness and piecemeal nature of policy success -

and is thus particularly relevant in conSidering the contrast between 

Scotland and the countries south of the border. 

Tbe plan of the tbesls 

In the opening chapter of the thesis, some current theories of social 

policy analysis are examined in order to demonstrate the 'ancestry' of 

the conceptual framework within which this present study is based. 

An attempt is made to show the degree of difficulty which writers 

have found in trying to account for the development of social policy, 

especially in trying to answer the question 'why the perception of 

particular social issues and the development of particular policies at 

particular times?'. A framework for examining the process of policy 

development is constructed within which this study can be located -
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looking at the relative merits of functionalist, pluralist and marxist 

perspectives and the possible ways of explaining how and why certain 

issues appear on the policy agenda. This is then followed by a review 

of the relevant policy, documents to demonstrate the intentions of 

central policy-makers over the past two decades in relation to 

provision for the care of the dependency groups. 

The policy review is followed by a chapter looking at the literature 

on organisational theory - especially insofar as it relates to the 

importance given to the role of professionals within organisations. 

Broadly speaking, a phenomenological perspective is advocated in order 

to allow due weight to be given to the part played by professionals. 

Their role and its influence as it bas been accounted for in the 

literature is then examined. In addition, writing on professional 

ideologies is considered in order to judge how far the propositions 

upon which the current study is based are supported by evidence from 

earlier studie.s. It was decided at the outset to locate the analysis 

in the body of theory relating to professionals in organisations and 

to professional ideology. It was recognised that the subject of the 

research touched on a number of contrasting research perspectives -

the SOCiology of the professions and profeSSionalism, management 

theory and management studies, and theories of organisational 

behaviour. for example. However its central emphasis was on the 

Significance of the influence which professional beliefs and attitudes 

might have on the policy process. For this reason a theoretical 

framework which offered insights into the relationship between 

beliefs, behaviour and organisational action was regarded as essential; 
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thus theories about the construction and patterning of professional 

views (in terms of ideologies, stereotypes, operational philosophies 

and so on) were favoured, as were phenomenological approaches to the 

analysis of organisat~onal action in which the importance of 

individual actors was recognised. Such an approach, it was felt, would 

offer a distinctive contribution to the wider field of policy 

analysis. 

These preliminary chapters, then, provide the theoretical context 

within which evidence from the present study can be situated. They 

are followed by a section on propositions, aims and methodology. It 

describes how the study was set up and outlines the structure of the 

interviews. Problems of how analysis was organised and accomplished 

are discussed. 

The following two chapters are devoted to a presentation of the 

findings. First, a series of profiles of all IRS professional 

groupings under study are presentedj second, is a chapter covering 

profiles of three social work groupings. This is then followed by 

chapter six which looks at other Significant means by which the data 

can be analysed. Initial propositions suggested that professional 

allegiance, geographical location and professional definitions of need 

were likely to be important factors in determining attitudes. In the 

light of further analysis a number of other, cross-cutting, factors are 

shown to be equally significant. 
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In chapter seven, a threefold framework is devised which, it will be 

argued, provides an explanation of the diversity and variability of 

professional views; it argues that differences are not only 

ideological, they are inf~uenced by factors of circumstance and culture 

too. Ideology, however, remains a significant and· central explanatory 

concept. Overarching abstract or 'ideological' views may be mediated 

by concrete experiences which conflict with them. Boundaries drawn by 

cultural or 'tribal' allegiances may prove more binding to those within 

them than either the weight of the abstractions of ideology or the 

concreteness of circumstance. In relation to policy implementation 

and the expectations of central policy-makers, the mixed and various 

expressions of professional attitudes are complex and often 

unpredictable. 

It is perhaps, as suggested earlier, this complexity and 

unpredictability which is significant in explaining the variability and 

uneveness of policy implementation. While priority policies have 

been slow to achieve widespread or consistent success, there have 

been innovations and developments on a piecemeal basis. A model which 

characterises professional beliefs and attitudes as being conditioned 

by a wide range of influences, both abstract and concrete, and which 

stresses variability and the significance of context is also a model 

which can accomodate patchiness and variability in policy success. In 

Such an environment, success depends on the opportunistic seizing of 

initiative wherever and whenever possible. The beliefs and attitudes 

of actors involved in policy implementation are likely to play a 

significant part in the process. 
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The final chapter sets the findings of the study in the broader 

context of current policy debates. Policy-makers in the centre have 

expressed concern over the failures of implementation. There has been 

a rush recently to over,come this by proposing further structural or 

procedural change in many fields of government policy, but especially 

in respect of the health service. Stress is placed on the need for 

greater collaboration between agencies and between professionsj faith 

is proclaimed in the efficacy of rational management. But the 

evidence that emerges from this study is that actors in the decision-

making and operational processes may either intentionally or 

unintentionally - confound these exhortations and expectations. The 

construction of their ideological beliefs and views is complexj the 

patterning of their attitudes to particular policy issues may be built 

on the cross-cutting of competing influences and motivations. Actors 

at the local level of the policy process are a significant force to be 

accounted for, although the precise nature of their significance may 

be unpredictable. This study argues that without a better 

understanding of the nature and· construction of professional views, 

any future policy developments will be as unlikely to achieve 

substantive change as have policies in the past. 
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CBAPTBR OIE 

THE DBPBIDDCY GROUPS AID THE DBVELOPXDT OF sacUL POLICY 

A. THEORIES OF SOCIAL POLICY 

Policies giving priority to a number of patient groups - characterised 

by their need for long-term care and their lack of susceptibility to 

curative treatment - were developed within the framework: of health 

and personal social services planning during the 1970s. The patient 

groups in question were the elderly (both the frail and confused). the 

chronically sick and physically disabled. and both mentally ill and 

mentally handicapped people. While it is a relatively 

straightforward matter to outline the sequential development of these 

policies, it is a great deal more difficult to explain why these 

policies were introduced in the first place. 

The official documents rarely give any clues as to why a particular 

policy has been decided upon. they simply state that this is so. They 

may give some justification: in the case of the elderly, for example, 

the rapidly increasing numbers of the very elderly is sometimes cited 

<DHSS. 1976a. para 5:2) and in the case of statements calling for more 

community care for the mentally ill, the cost is mentioned (ibid., para 

8:14). This does not, however, explain why policy-makers at a given 

time adopt one policy rather than another. However major a problem 

may be, there is usually evidence to show that scale alone i. never a 
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sufficient cause for actionj a variety of other factors have to be 

recognised before acceptance is given by placing a particular problem 

on the policy agenda. 

The tendency, however, at the official level is to allow the emergence 

of social problems and the quest for their solution to be seen as the 

outcome of some sense of 'natural justice' combined with 

administrative rationality. This is certainly so in the case of the 

dependency groups. It seems to be assumed that other sectors in the 

past have had precedence (notably the acute sector) and now it is 

both fair and efficient for the neglected sectors to take priority. It 

is, of course, questionable that policy-making is ever as rational or 

common-sensical as thisj indeed, the Royal Commission on the IRS, 

reporting in 1979, concluded that current priority setting was 'not the 

result of objective analysis but of subjective judgement' (para 0:01>. 

It went on to recommend that the 'health departments should make 

public more of the professional advice on which poliCies and 

priorities are based (para 0:7) •. 

The influence of historical antecedent, perceptions of current needs, 

competing interests, ideological position and assessments of the 

feasibility of implementation are all likely to be significant factors 

bearing on decisions made by government departments. Underlying most 

of these will be sets of values and assumptions that mayor may not 

be made explicit. However, any explanation of policy development is 

problematic and there are a number of schools of analysis which 

differ in their interpretations of the process. 
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Schools of soclal pollcy lJ1JIJlysls 

Broadly speaking, there are four modes of interpretation, A 

traditional one, and one which is commonly criticised, is the one 

which sees the develop:ment of social policy in western society as the 

outcome of a cumulatively beneficial process, often linked with the 

actions of 'great men and women', Underlying it has been a view that 

once needs are revealed and solutions proferred (through reliance on a 

careful gathering of facts and the dissemination of illuminative 

information), appropriate and benevolent pOlicies will be forthcoming. 

Social policies leading ultimately to the establishment of the 'welfare 

state' were, according to this view, the result of 'far-sighted 

visionaries or humanitarian reformers, concerned to neutralise SO far 

as was possible the harmfuleffeet of industrialisation in the 

nineteenth and twentieth centuries' (Gough, 1978). 

This general view is implicit in much of the literature: Penelope 

Hall's outline of the social services (Hall, 1952) emphasises. the 

achievements in social reform of Lord Shaftesbury, Octavia Bill, Bdwin 

Chadwick, Dr. Southwood-Smith and so on. In accounting for 

developments in education, medicine and, especially, maternity and 

child welfare services in the nineteenth century, Slack .. (1966) 

suggests that reforms were introduced once the deleterious effects of 

ignorance and poverty were revealed and the evidence of the high 

maternal and infant mortality rates was demonstrated. Robson. (1076) 

interprets the development of the welfare state as the outcome of the 

'shock and remorse' felt by· the middle and upper classes at the 
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revelation of the appalling poverty suffered by those at the bottom of 

the social scale. 

This school of thought would argue that Bismarck's introduction of 

social insurance inGer~any at the end of the nineteenth century was a 

benevolent act of social progress; the introduction of rent controls in 

Britain during the first world war is interpreted as a measure of 

social justice at a time when all members of society were co-operating 

equally in the war effort. (Critics however would argue that Bismarck 

was 'buying off' a discontented working class and that rent controls 

were introduced to pacify militant working class protest, especially 

on Clydeside) (Hall, Land, Parker and Webb, 1975). The 'social 

conscience theory' discussed and criticised by Baker (1970) adopts 

this benevolent mode of interpretation; Baker argues that it is 

characterised by a number of features: social policy is evolutionary; 

it is progressivej all benefits are cumulative and are based on 

increasingly deeper and broader knowledge; and contemporary social 

provision is the highest historical form. 

Other approaches, too, in the analysis of policy development see it as 

a largely benevolent process: functionalists, for example, would argue 

that change comes about because it is necessary for society's 

continued smooth functioning; they might &uggest that SOCiety's needs 

develop over time and when the optimum moment of need has been 

reached, change is precipitated (although they rarely explain how) to 

ensure satisfaction of those needs <measured in terms of 

equilibrium/disequilibrium). Conflict, when it occurs, is seen as a 
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ritualised expression of the interplay of social forces, which in 

itself contributes to overall social cohesion (Gluckman, 1963), (the 

function of 'Her Xajesty's Loyal Opposition' would be a good example), 

or as the building up of a set of dysfunctions which then leads to a 

readjustment back to 'balance' (Xerton and lisbet, 1965). 

Underlying many interpretations of social policy development is a 

notion of evolutionary process - although the early functionalist 

anthropologists (Radcliffe-Brown and Kalinowski, for example) 

constructed their theories as rebuttals of the social evolutionist 

approaches of nineteenth and early twentieth century speculative 

writers (Cohen, 1968), The apparently static nature of the small-scale 

societies that anthropologists studied led early ethnographers to 

believe that their social systems were structured on the' basis of 

harmonious, functionally inter-related and inter-dependent parts •. For 

sociologists, working in historically-defined and -described societies, 

the obvious processes of change and development had to be accounted 

for. 

Functionalist sociologists have seen change as the necessary response 

to socially produced imperatives (Gough, op.c:1t.). Fraser (1Q73) , for 

example, suggests that social policy: 

comprises the community's response to the practical needs 

of society as a whole [and] the Welfare State is subject 

to those same evolutionary forces which were its ancestors. 

The Welfare State was thus not a final heroic Victory after 
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centuries of struggle but the welfare complex of a partic­

ular period adapting to the needs of the next generation. 

And Titmuss, though more often adopting an eclectic theoretical 

pOSition, and not usually regarded as a functionalist, is quoted by 

Hall et al (op.cit.) as saying: 

all collectively provided services ~re deliberately 

designed to meet socially recognised "needs", they are 

manifestations of society's will to survive as an organic 

whole. (Titmus6, 1958) 

Attempts to account for the part played by conflict or competition and 

to see social policy as an outcome of a conflict of interest 

characterise the third broad approach - the pluralist approach •. Power 

is seen as diffuse and dispersed non-cumulatively throughout society. 

Consequently no single group is ever continuously dominant. Thus the 

wielding of power is seen as the product of a series of shifting 

coalitions (Gough, op.cit.). A corollary of this view is one that sees 

a fundamental consensus about the ultimate cohesion of the system as 

underlying this negotiation or skirmishing. Thus there can be no 

radical, structural cleavage that permanently divides society. The 

classical pluralist view is proposed by Dahl (1059) • Society is 

composed of a wide number of legitimate interest groupe and these 

aggregates all have an impact on policy outcomes; ........ none 

of these aggregates is homogeneous for all purposes; .... each 

of them is highly influential over some scopes but weak 

over many others. 
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The state in this schema, according to Xi1iband (1974) who criticises 

the pluralist analysis, is seen as sanctioning and guaranteeing 

competition between interest groups and as ensuring that power J.$ 

diffused and balanced. In spite of critics such as Xiliband, Hall et 

al (op.c:Lt.) argue that on the face of it the pluralist position 

apparently resembles 'real life' political experience and therefore 

cannot easily be discounted (although they go on to acknowledge that 

the 'systems' approach to policy analysis which they find attractive 

is not able to take into account those interests which are not in 

contention - in Alford's (1975) 'the repressed structural interesta'). 

Class analysis and specifically Marxist analYSis, however, criticises 

the pluralist view fundamentally for failing to recognise that amongst 

the blocs of interest in society, there is one set of interests which 

predominates consistently and that society itself is constructed on 

the basis of that fundamental division· of superordinate and 

subordinate interests. But at the same time a Marxist writer such as 

Gough (op.c:Lt.) may applaud the pluralist approach for attempting to 

take into account mens' actions in the analyslis of power and pOlicy 

While condemning functionalism for its over-deterJllinistic view. 

However, Marxist· analysis itself is frequently criticised for being 

overly deterministic. 

Ironically, Marxism can be seen as exhibiting elements of all three of 

the theoretical schools it seeks to displace: the progressive, 

developmental element (a characteristic of historical materialism) is 

also associated, in a contrasting way, with the 'social conscience' 
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school; a focusing on the objective determinants of human history (the 

laws of development operating independently of people's consciousness 

and intentions) is reminiscent of functionalist determinism; but at 

the same time the importance of stressing the subjective content of 

human action ('the creative role of mankind' in history) is not too 

far removed from the action-oriented approach of the pluralist school. 

Whilst each of the schools outlined above presents problems which 

cannot be satisfactorily resolved at the level of grand theory (Xills, 

1961), there are elements which both functionalists and Xarxists 

might accept which can be welded into a workable middle range theory 

- which is the course taken by Hall et al (their 'middle or lower 

order generalisations'). Thus we may accept the view that the 

adoption and development of policy is the outcome of a series of 

struggles between opposing views and interests <which mayor may not 

- according to theoretical stance - be based on a fundamental class­

based structural division>. But in order to get· beyond this 

unSUbstantiated proposition, the operation of these forces has to be 

demoDstrated. It is perhaps not surprising that this is the juncture 

at which Xarxists and action-theorists meet in opposition •. The former 

suggest that for pluralists each act of policy is: 

theorized as a unique event determined by the particular 

constellation of interest groups concerned. Hence this 

cannot provide a geDeral theory to explain the growth 

or structure of the Welfare State • (Gough, op.c.1t.) 
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The latter, on the other hand, suggest that however oonvinoing the 

Xarxist view may be at the theoretioal level, it never moves beyond 

the stage of assertion. There have been few attempts by Xarxists to 

analyse specifio pieces of polioy development in detail. Nevertheless, 

neither school would deny the operation of conflicting interests in 

the field of social policy, and both would see policy as an outoome of 

this conflict. Dispute-lies, however, in the structural significanoe 

given to these competing interests. 

This present study cannot seek to present a case study in social 

policy or hope, in the process, to demonstrate the operation of 

competing interests (in whatever tradition) I rather, it takes that 

competition of interests as a basio premise and seeks to look at one 

component of that competition - namely, the force of professional 

attitudes as a factor in the negotiation of policy and its 

implementation. 

The prlar1tr pol1c1es 

But if social policy emerges over time from a continuing process of 

competitive interests, the identification of 'process' does not in 

itself explain the specific oontent of that process. Why, for example, 

in the policy under study here, did the elderly, mentally ill and 

physically and mentally handicapped come to be identified as worthy 

of special consideration in the post-Beveridge period, especially after 
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1970 (and yet, as much of the evidence shows, with relatively little 

success). 

The policy documents themselves do not profer any explanation, except 

to suggest by implication that it might have something to do with the 

increasing numbers of very elderly people and the high cost of 

hospital care for the mentally ill. They do not account for the 

reason why these specific groups came to be given greater value in the 

notional allocation of health and social service resources during this 

period nor why they had been comparatively neglected during earlier 

periods. 

A number of explanations have been offered. One is the straightforward 

demographic explanation: 'pressure of numbers'. lany of the policy 

documents are prefaced with an account of population projections in 

relation to the patient group in question (usually the elederly) and, 

by implication, this is proferred as explanation. Other sources 

(Walker, 1982) regard the factor of numbers as one of several inter­

related reasons. Illsley <1981> sees the patient groups in question 

as displaying a set of common characteristics which can thus be seen 

to place them in a single category. He suggests that they are all 

resistant to curative treatment; they are all potentially costly as 

long-term users of health and social· services; they come within the 

responsibility of more than one profesaion or service organisation, 

and they are all economically unproductive and thus socially and 

economically dependent. 
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This unitary categorisation does not, however, explain the reasons for 

their being given priority. Indeed, with so little in their favour 

given these demonstrated characteristics, it may be thought surprising 

that policy-maiers chose to 'favour them at all. Illsley suggests that 

there are a number of reasons for the 'dependency groups', as he terms 

them, to emerge as a recognised social problem which policy-makers 

were prepared to take account of. First among them are indeed the 

demographic factors mentioned earlier. Success in the control of 

epidemic disease, better nutrition and hygiene, along with effective 

treatment of the diseases of old age, such as bronchitis and pneumonia 

have all ensured larger numbers of the population surviving into an 

older age. In addition, changes in the birth rate and postponement of 

the age of first earning <through prolongation of education) have led 

to an imbalance in those of productive status and thoee of non­

productive status. Greater mobility,' more women at work and 

Urbanisation in general have led, according to Illsley, in the ability 

of family and community to support dependent people. Increased 

expectations of higher standards of living and care lead to greater 

pressures on resources. Other reasons which have been posited are 

related to innovations in medical knowledge and technology which have 

led to the survival of more congenitally- or accident-damaged 

individuals. Further, it is argued, because of the power of the 

medical profession and certain segments within it, an imbalance in the 

allocation of resources has occurred so that certain patient groups 

(the dependency groups in particular) have suffered as a consequence. 
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For Illsley, these are long-term structural movements which have great 

explanatory value. But he also recognises that they do not offer a 

complete explanation. He points out that the recognition of certain 

issues or certain categories of the population shifts over time, citing 

the different groups, which dominated policy debate in the 1960s and 

early 1970s (for example, institutionalised offenders, unmarried 

mothers, abortion-seekers and ethnic minority groups>. These groups, 

he argues, have been far less prominent in policy debate since that 

time. He suggests that 'economi~lly induced' ideologies generated by 

the economic climate of relative optimism in the 60s and early 70s 

contrasted with one of depression after that time have played a great 

part in influencing policy. 

Differing explanations have been offered by other writers - in the 

case of concern for mentally handicapped people, the discovery of the 

appalling conditions experienced in a number of long-stay mental 

handicap hospitals 1s frequently given as the explanation for the 

development of that concern (DHSS, 197t~\ Some suggest that policy 

changes came about as the direct result of research, citing Townsend's 

(1962) and Goffman's (1962) work on institutions and their deleteriouli 

long-term effects. The movement for de-institutionalisation, can be 

seen, according to this view, as an essentially 'intellectually' derived 

Concern. which has then been adapted by policy-makers, perhaps for 

their own (cost-cutting> ends. Pragmatic interpretations centre on 

the pressure of increasingly high costs being the motivating force for 

policy change - especially the costs of running large long-stay 

geriatric, mental illness and mental handicap hospitals. (The 
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contrary argument - that communi ty-based care is likely to prove 

equally as costly is not confronted). 

This variety of interpretation raises the key problem of how social 

problems emerge, or. fail to emerge as policy concerns, but does not 

provide the answer. Blumer (1971) criticises SOCiologists in general 

for failing to study the process of the emergence of social problems. 

In particular, he criticises a common sociological approach which 

locates social problems merely in objective conditions; he argues that 

this approach is deficient for a number of reasons. First, it fails to 

detect or identify social problems; second, in trying to reduce a 

social problem to objective factors such as rates of incidence, 

numbers and types of people involved and their social characteristics, 

the sociologist fails to recognise that it is 'societal definition' that 

determines whether a condition is deemed to be a social problem or 

not. Thirdly, there is an assumption that once society is made aware 

of the existence of a problem (defined by recourse to the objective 

facts), remedial treatment can be effected. 

Blumer emphasises the need to regard the emergence of social problems 

as the outcome of a process of 'collective definition', he gives 

examples of certain issues which have perSisted over time but which 

have only been recognised as 'social problems' requiring solution at 

certain points - the conspicuousness, submersion and reappearance of 

poverty during this century, the relatively recent recognition· of 

racial injustice in the USA; concern about women's inequality are all 

23 



examples of issues that have existed for many decades, but have only 

Come to prominence at particular times. 

Blumer goes on to identify· five stages in the process of collective 

definition:· societal recognition, legitimation, mobilisation of action, 

an official plan and implementation: 

it is this process which determines whether social 

problems are recognised to exist, whether they qualify 

for consideration, how they are to be considered, what 

is to be done about them and how they are reconstituted 

in the efforts undertaken to control them. 

He argues that there is 'pitifully limited' knowledge about why society 

chooses at anyone time to focus on one particular set of conditions 

and regard them as a social problem. It is too much of a sociological 

platitude to say that perception of problems depends on ideologies or 

traditional beliefs without demonstrating why or how this should be 

so. 

lany other writers ( JlIanning, 1985; Becker, lQ63; Haines, 1979) stress 

the distinction between objective conditions and subjective perceptions 

as being significant in the determining of social problems - such 

subjective interests may be determined by sectional factors, the mass 

media, the outcome of tendencies in society at large to 'victim 

blaming', the need to render problems as technical and apolitical and 

so on. lany of their arguments are persuasive but there have been few 

systematic or empirical analyses which have demonstrated the 

validity of these approaches. They do, however, contribute to the 
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building of a framework wi thin which to consider the general problem 

of studying priority-setting in relation to the identification of 

social issues; further, they support the approach which suggests that 

policy is the outcome of a series of struggles between opposing views 

and interests, located in an ever-shifting set of vdues about the 

relative worth of particular socid groups and conditioned by the 

'economically induced I ideologies of particular periods - recognising, 

however, that the range of interests incorporated in the policy 

struggle may well be partial and unequally weighted. 

That the definition of problems and the identification of 'worthy' 

client groups changes over time is not in doubt. The treatment of the 

elderly and the chronically sick during the past hundered years 

provide such an example of how relative values change over time. At 

times, the elderly and the sick have been seen as deserving of 

societal support (in contrast especially to the able-bodied 

unemployed), but at other times and for other reasons they have been 

seen to be less attractive than other groups in society. Pinker 

(1971), for example, in his account of the functioning of the Poor Law 

in the nineteenth century, shows how the workhouse&I gradually filled 

with chronically sick people either displaced or excluded from the 

Voluntary hopsitds. These hospitds were developing as centres of 

curative medicine, of teaching and research, and patient groups which 

did not respond to curative treatment were not attractive to them. 

Similarly, during times of war, the elderly and the chronically sick 

are less vdued than 'potential effectives'l Keans and Smith (1983) 

describe how, in the planning of hospital facilities to cope with tha 
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the effects of possibly heavy civilian injuries during the second 

world war, the elderly and chronically sick were expected to take 

second place to those who could be restored to full capacity. 

Thomson (1983), in his study of residential care for the elderly since 

1840, reviews the economic position of the elderly over the past one 

hundred and fifty years and demonstrates how their position has 

improved and then deteriorated several times during that period. From 

a relatively comfortable position supported by adequate Poor· law 

pensions around 1840, the implementation of the new Poor Law brought 

about a savage cut in scope and levels of income support. This was 

improved after the Old Age Pension Act in 1908, but in the post-1945 

period, Thomson argues that standards have fallen proportionately 

again. These patterns of fluctuation seem to bear some relationship 

to wider social attitudes towards the elderly. 

Currently, for example, Wilkes (1981) suggests that the elderly and 

other chronically dependent groups are unpopular with social workers 

because professional emphasis is placed on effecting change and 

improvement. Working with groups where there is little hope of future 

improvement ls regarded as professionally unrewarding. The client 

groups involved, suffer a consequent loss of social worth. This ls, of 

Course, reminiscent of the attitudes prevalent in the nineteenth 

century within the voluntary hospitals sector. 
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levertheless. there are contrary valuations. lotions of 'deservedness' 

and 'undeservedness' have characterised social policies over the 

centuries. While the elderly suffered in the latter half of the 

nineteenth century. the greater victims were the able-bodied. younger 

poor. The new Poor Law. with its rule of 'less eligibility' and policy 

of requiring recipients of relief to enter the workhouse. was quite 

clear in its categorisations of the deserving and undeserving poor. 

Although the elderly were badly treated in the latter half of the 

century. they were better off than their younger. able-bodied brethren 

(Smith. 1984). 

Similarly. in the 1980s. a distinction has emerged which &uggests that 

the elderly and the chronically dependent sick and disabled are viewed 

by official policy-makers and planners more sympathetically than the 

able-bodied who are dependent on the state by virtue of their 

unemployment (Dalley. 1988A~ The decade has been characterised by a 

rhetoric which depicts the latter as feckless and as scroungers. In 

spite of a deteriorating economic situation during the 1970s and early 

1980s when millions were forced unwillingly into unemployment. the 

abrasive moral climate of the times has emphasised sturdy seli­

reliance and the need for each individual to seek his/her own economic 

salvation. By contrast. those who are dependent through old age or 

Sickness or disability are viewed much less harshly. 

This may in part explain the shift in policy concerns noted by 

111s1ey (OPfCUt) I that during the relatively affluent and optimistio 

economic climate of past decades. society was prepared to widen the 
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scope of the 'deserving' category in welfare to include the offender, 

the unmarried mother, the drug user, and so on. But by the late 1070s, 

as he notes, these groups no longer figured as major policy concerns. 

Instead, they had been replaced by medically-defined groups - the 

frail and confused elderly, the mentally ill, mentally and physically 

handicapped people and the chronically sick. Official policy, or 

perhaps the official rhetoric, of the period (or in Blumer's 

terminology, the official statement) has raised them to priority 

status; but what happens in practice is a different issue. 

In trying to answer "by this process occurs, analysts can describe 

the social, economic and political climate that gives rise to it. In 

doing so they have to take into account contemporaneous intellectual, 

ideological and moral attitudes and locate them within a conceptual 

framework which is alert to the structural divisions and interplay of 

competitive interests in society. But such explanation is problematic 

and most analysts tend to concentrate on describing how the process 

takes place rather than explaining why it does so. Blumer (op. cit.), 

as we have seen, suggests there are five stages in the process; 

Spector and Kitsuse (1077) outline four stages. First, they suggest a 

group asserts that there is a problem; second, there is an official 

response which is almost always ineffective; third, there is a 

restatement of the original assertion. Finally, there may be a 

feedback into the second stage with no effective outcome, or the 

original group which made the claim in the first place may take 

further action, either remedial action of its own or seek to change 

eXisting structures. This 1s very much a 'pressure group' view of 
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policy development and it is unclear as to how a claim is recognised 

as legitimate or not in the first place and how in the fourth stage 

alternative action becomes feasible. 

Hall et al (op.cit.) propose three criteria against which the outcome 

of an 'issue' can be measured: legitimacy, feasibility and support. The 

degree to which an issue achieves priority will depend on its progress 

in establishing each of these. Other factors which must be taken into 

account are related to the characteristics of the issues themselves: 

for example, the 'scope and association' of the issue (how far it may 

be linked with other similar issues and how far it can be discretely 

defined); what part crisis plays in the emergence of the issue 

(whether it is an unintended consequence of some other key event or 

Whether it is a demand resulting directly from a crisis such as a 

scandalous revelation); how far the issue can be seen as a preventive 

measure to avoid future crisis; what are the origins of the issue (by 

Whom are they formulated - government or opposition - and the network 

of support available); how far an issue may be substantiated by 

accepted facts; and lastly what the 'ideological loading' of the issue 

may be <whether or not it accords with the prevailing ideology of the 

party in power). 

By legitimacy, Hall et al mean whether or not action on an issue can 

properly be seen to be a function of governemtn. Feasibility, they 

suggest, is an elusive concept but relates to how far an issue can be 

practicably dealt with and by what means. Support involves what they 

define as 'locating the prevailing boundary of tolerable discontent' 
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and involves the notion of political trust and the stock or credit of 

a government. 

It is clear, then, that they are mostly concerned with the process of 

social policy as it relates directly to government action. When they 

speak about the origins of an issue they are examining it within the 

context of the political arena rather than moving out into the wider 

social or moral arenas; . when they speak of ideology, they are 

specifically referring to political party ideology. But Hall et al do 

not tackle the issue raised earlier which questions the way in which 

broad social attitudes towards certain social group$ or social 

problems develop and change over time and which condition or 

determine the boundaries of legitimacy, feasibility and support within 

which government has to operate. Ideology, in the sense that conflict 

theorists might employ - namely, the patterning of beliefs, attitudes 

and values associated with a particular dominant social group which 

permeates all other groups, and conditions their attitudes too, 

regardless of whose interests it underpins - is not examined to show 

how it might affect the origins and development of broader social 

pOlicy. 

levertheless, it provides a useful analytical framework for examining 

case studies of social policy because it recognises the shifting 

elements of 'change, choice and conflict' that are at play in any 

SOCial policy process once it has broken into political and public 

consciousness. Any official statements of policy can be usefully set 
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against such a framework. And in doing so. it is important to bear in 

mind that though current policy stresses the needs of the dependency 

groups. it is unlikely to have stemmed merely from revelations of 

those needs. or from a sense of natural justice and a consequent need 

to redress the balance of inequi ty. Evaluations of moral worth 

reflected in dominant ideological atti tudes and the continual 

competition of interests amongst structurally significant groups may 

be equally important. though less easy to identify. as instrumental or 

influential factors. 

If. as Hall et 051 argue. the meeting of the three criteria of 

legitimacy. feasibility and support is" a necessary precondition for 

the success of a particular policy. it may be that in the case of the 

dependency group policies a failure to do so accounts for the apparent 

lack of progress in improving the position of the dependency groups. 

Indeed. one of the underlying suppositions upon which this present 

study is based is that it is likely that the policies will have failed 

to secure those criteria in the eyes of at least one set of interests 

in the policy arena - those of the professionals involved in working 

out operational policies at the local level and in their 

implementation. 

It may be that the legitimacy of the claims of the dependency groups 

When measured against those of other patient groups has not been 

secured; or that the priorities are not seen as" feasible when. the 

other demands being made on the services are taken into account; or 

the policies did not gain sufficient support from all the differing 
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professional groups involved in terms of the degree of collaboration 

cutting across professional self-interest that would be required for 

Success. In applying this approach to a study of professionals, it 

should be remembered, however, that the focus shifts away from the 

central subject of Hall et al's concerns - that is, government and 

governmental processes. 

In the following section of this chapter, the official statements of 

policy are outlined and examined. It will then be possible to set the 

findings from the interview data presented later against this 

background to see how far any of these suppositions can be 

SUbstantiated. 

B. THB JULIeT IXJCUJlBITS 

The first statements conferring priority on the dependency groups 

were published in 1976, in Scotland, with the SHHD report Tbe Vay 

Abead (SHHD, 1976) in England and Wales, with the DHSS report 

Priorities for Healtb and Personal Social Services (DHSS, 197&~ This 

was the first time an attempt had been made to devise a national 

strategy within the health service which sought to rank particular 

patient groups in order of priority. Shortly before the publication of 

these reports had come the resource allocation document, the RAWP 

report (DHSS, 1976b), followed later by the SHARB report (SHHD, 1077), 

both of which aimed to redistribute resources equitably on a 

geograpbical basis at the level of health boards and health 
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authorities. this reallocation was to be based on population need as 

measured by SKRs <standardised mortality ratios), but was not 

targeted at particular patient groups. 

The priority documents and the resource allocation reports emerged at 

a time characterised by an increasing concern felt by central 

government at the mounting costs of funding the health service and 

what was perceived of as the increasing public demand for health care. 

At the same time there was a sharp down-turn in economic growth 

which had repercussions for all parts of the public sector. 

The proposals contained in the reports and documents were the firat 

attempts at defining national strategies and targets in relation to 

the equitable distribution of resources. There had been, however, 

earlier reviews and assessments of policies and services, particularly 

in relation to some of the priority groups, but never on a 

comprehensive nationally-applicable basis. This might, it may be 

argued, be partly due to the facts of health service and local 

authority organisation up till that time. It was diffioult to lay down 

integrated polioies when health services were split between local 

authorities (responsible for community health servioes) • hospital 

boards of management and GP exeoutive councils. There were too many 

deoision-making bodies (625 in the IHS along with 150 local 

authorities). The reorganisation following the Local Authority Aot 

1972 and the National Health Service Aot 1973 provided the opportunity 

for the establishment of national policies and priorities since the 

rationale behind reorganisation was that it would enable greater 



coherence and structural uniformity to be established across the whole 

range of health services; a logical corollary was that this would 

also facilitate the development of nationwide planning. 

The themes . of better care for the dependency groups and 

de institutionalisation (the movement of patients from long-stay 

institutions to the community) can be traced back: to the 1050s, 

especially in the case of the mentally 111. Gruenberg and Archer 

(1070) describe how a team of hospital directors from the United 

States visited Britain in the 1050s to inspect the transformation 

which they suggest had been brought about by three pioneer doctors 

OIacXillan, Rees and Bell) in the treatment of long-term psychiatric 

patients. 

According to this source, long-term custodial care had been replaced 

by an 'open-door' policy where patients were given short periods of 

intensive in-patient treatment, followed up by long-term after-care. 

By 1954. half the case-loads of the three doctors were living outside 

the hospital - and this was before the introduction of psychotropic 

drugs which are commonly supposed to be the starting point for 

community-based care of long-term psychiatric problema, This 

effectiveness of this approach was suggested in the Report of the 

Royal Commission (1957) which preceded the Xental Health Act of 1959 
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and the Mental Health (Scotland) Act 1960. 

The minister of health, Enoch Powell, in 1961 announced dramatic 

reductions in the projected numbers of psychiatric beds which would 

be required in the 1970s (from 3.4 per 1,000 in 1961 down to 1.8 in 

the seventies) (Great Britain. Ministry of Health, 1962). But there 

were no associated plans for developing community services to 

support the proposed reductions in beds. While the report on 

community care published in 1963 (Great Britain. Ministry of Health, 

1963) listed the plans of 150 local authority health and welfare 

departments, and noted the important and traditional role that local 

authorities played in providing community health services, it 

carefully stated that it was not its intention to provide national 

plans. 

Jones (1972) suggests that there were a number of competing models 

of treatment for mental HInes current during the 1960s and, by 

implication, suggests that this was a contributory factor in the 

lack of clear goals guiding the service during this period. From 

the progressive developments of the 1950s, there seemed to be a 

decline in standards of prOVision and a confusion of aims by the 

end of the next decade. She lists five different competing models 

of care: the WHO model which saw a flexible range of options, 

including in-patient treatment, day care, domiciliary care, together 

with medical and social work inputj the medical model which saw 

treatment as principally a medical concern and psychiatry as 
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primarily a clinical discipline (and social work as very much an 

ancillary service) ; the Seebohm model which viewed mental illness 

and mental handicap as social problems, where the profession of 

social work would be dominant; the 'conspirational' model which 

interpreted· mental illness as part of a scape-goating proce&s 

whereby sufferers are defined and labelled by society as mentally 

ill or mentally handicapped and therefore segregated and victimised; 

and finally what Jones calls the 'no model' theory, which people like 

Laing propounded, in which the commonly viewed abnormal behaviour 

of the mentally ill person was, in reality, the behaviour of a 

normal person reacting to abnormal pressure applied by those close 

to him/her (usually within the family), 

She suggests that forms or models of care reflect values current in 

SOCiety and that the conflict over appropriate forms of care which 

characterised the period was just such a reflection - namely a 

reflection of the conflict between central control and local 

autonomy, authority and protest, and professional teamwork and 

professional conflict. 

This lack of clarity over goals and forms of care persisted into the 

1970s. It was not until 1975 that a comprehensive White Paper on 

services 
the future of mental illness Iwas pUblished (DHSS, 1975), four years 

after an equivalent document for mental handicap services <DHSS, 

1971a), It reiterated the view that in-patient numbers should 

continue to decline and that care should be available in the 

community but was careful not to make precise prOjections about in-
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patient numbers. It recognised that there had been a shortfall in 

local authority provision which prevented implementation of adequate 

community care policies. 

It noted an unfortunate lack of interest on the part of the 

psychiatric profession in the care of chronic conditions, which had 

resulted from the growing demands and interest in acute psychiatry; 

it also noted that a lengthy debate about the restructuring of 

thesocial services had exacerbated problems in developing 

appropriate community services. It pointed out the dangers involved 

in aiming to do away with the all-purpose mental hospital in favour 

of placing psychiatrio units in general hospitals (an aim proposed 

in the early 1960s but not put into effect). It warned that such a 

policy might lead to too high a degree of selectivity in terms of 

acceptable patient type. The all-purpose mental hospital, it argued, 

had the advantage of being able to offer a wide range of services to 

all types of patient. In addition, there were likely to be problems 

in securing the requisite amount of resources from local authorities 

in order to develop the necessary community services. 

A co-ordinated strategy was essential, involving the development of 

local authority services, co-operation between different professional 

staff in different types of setting. improvement in planning and 

administration and an improvement in staff ratios. It also 

emphasised the fact that those working in the health and social 

services had a responsibility to the community at large not to 

discharge patients into the community who could not be adequately 
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supported - otherwise 'the whole concept of community care is placed 

at risk'. It also recognised the heavy strain placed on families 

having to cope with mental illness. 

In addition to reviewing current services and commenting on long­

term aims, the White Paper also provided a thorough summary of the 

nature of mental illness and its classification, the needs of the 

mentally ill, historical developments in their care and an outline of 

what was required in the new pattern of services - in relation to 

teamwork, security, housing and employment, children and 

adolescents, alcohol and drug dependency and manpower requirements. 

The earlier White Paper on mental handicap published in 1071 

(op.c1t.) had covered similar ground; it defined its subject and 

scope, and reviewed current services and future plans. It confirmed 

the long-term aims as outlined in the report of the 1957 Royal' 

Commission and the Xental Health Act 1950. In addition, it listed 

fifteen general principles upon which. it suggested. current thinking 

on mental handicap was based. This recognised that the mentally 

handicapped person should 'live with his own family as long as this 

does not impose an undue burden on them or him' and if this were 

not possible a 'homelike' house should be provided 'even if it, is 

also a hospital'. It recognised the need for integrated services 

provided by both the health and personal social services and for 

close collaboration between all those involved. Xantal handicap 

hospital services, it emphasised, should be close to the populations 

they served and associated with other hospitals. Social training, 
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stimulation and education were all essential. A parallel report 

(SHHD/SED, 1972) was published by the Scottish Home and Health 

Department relating to Scottish services for the mentally handicapped 

in the following year. 

Seven years later, the Peters report (SHHD, 1979) in Scotland and the 

Jay report for Scotland, England and Wales (Great Britain. Parliament, 

1979) were published reviewing progress in the mental handicap field 

since the earlier reports. The Jay report was set up in response to 

the need to consider one of the recommendations of the Briggs 

Committee (Great Britain. Parliament, 1972) which suggested that a new 

caring profession should emerge with responsibility for the mentally 

handicapped. This had caused a great deal of controversy within the 

related professions and the Jay committee was established to consider 

this array of different views. The report of the committee is 

characterised by the 'unashamedly idealistic' (para 95) model of care 

Which it proposed. It went on to recommend a single form of training 

for both health and social services staff in the care of the mentally 

handicapped and a unified career structure. It emphasised the urgent 

necessity to implement community care policies and urged the 

government to make more resources available for mental handicap 

services which 'would require only a tiny shift in priorities for 

public spending' (para 386). 

During the same period, concern for the elderly was also developing. 

Documents relating specifically to the elderly were published during 
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the course of the 1970s looking at a range of concerns. The 

discussion document A Happier Old Age (DHSS, 1978) came out in 1978 

as a preliminary to a White Paper planned for 1979, but which did not 

come out in fact until 1981. The 1978 document is prefaced by a 

statement of aims which emphasise the need to ensure that retirement 

does not mean poverty (a new pension scheme was being mooted), that 

old people should keep active and independent in their own homes and 

that old people should be able to make decisions about their own 

lives. Xuch of the paper is concerned with income and the cost of 

liVing; other chapters relate to 'the elderly in society' (that is, 

preparation for retirement, leisure and employment opportunities, 

family and community support, keeping fit, death and bereavement), to 

accomodation for the elderly and to services for those living in the 

community (that is, health and personal social services, transport and 

mobility> and to hospital care. It finishes with a chapter on 'the 

jOint approach' - the need for co-ordination and collaboration and 

ends with a summary of the main issues for debate. It is a 

comprehensive review of the issues. relating to old people and is not 

restricted to either social service of to health service matters unlike 

most of the documents relating to mental illness and mental handicap. 

this discussion document was followed by the White Paper, Growing 

Older (DHSS, 1981b). not published until 1981. It is much less detailed 

and much less concerned with setting out aims and issues for debate. 

It makes few concrete recommendations beyond stating that solving the 

problems relating to old age would require the effort of the whole 

cOlllmunity and that the task of meeting these needs cannot be lIlet 
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'wholly - or even predominantly - by public authorities or public 

finance'. 

In both the discussion document and the White Paper there is mention 

made of the needs of elderly people suffering from mental infirmity; 

the discussion document has four paragraphs on psychiatric provision 

Which asks questions about the numbers involved, the sort of provision 

Which is appropriate and the numbers of staff required, and the White 

Paper suggests that elderly mentally infirm patients are 'best cared 

for in relatively small, local hospitals accessible to family and 

friends and capable of attracting a high degree of local community 

interest and support' (para 819). While the earlier paper asks 

questions about numbers and future plans for services, the White Paper 

does not give any clear specifications, other than stating that 

considerably more psychiatrists with special training will be needed 

to achieve a minimum target in England and Wales of one psychiatrist 

with a special interest in elderly people in each health district. 

There are, however, two Scottish documents which look specifically at 

the problems of the elderly mentally infirm - one published in 1970, 

Services for tbe Elderly wltb Xental Disorder <usually known as the 

Millar Report) <SHHD/Health Services Council, 1970) and another in 

1978, Serv1ces for tbe Elderly w1tb Mental D1sabllity in Scotland 

<known as the Timbury Report) (SHHD/SED, 1979). Both reports· review 

very thoroughly the extent of the problem, the current levels of 

serVices provided and the projected need of that particular group. 

Both recommend the establishing of special residential units for the 
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elderly mentally infirm, although they differ in their judgement as to 

which agency should be the responsible agency: the Hillar report 

suggesting that it should be the local authority and the Timbury 

report suggesting the IBS. There seem to be no equivalent documents 

for England and Wales, although the DBSS, in 10S3, announced an 

experimental pilot scheme of three nursing homes for the elderly 

mentally infirm in three locations in England which would aim at 

putting into operation a scheme very similar to those outlined in the 

two Scottish reports (Dalley, 10S3). 

Turning to the last of the priority patient groups - the physically 

handicapped and the 'young chronic sick' - there are very few 

documents that relate specifically to their needs. The most 

significant item of policy in relation to them was the Chronically 

SiCk and Disabled Persons Act, 1070 (amended in 10n to relate to 

Scotland). This, however, was a piece of legislation introduced and 

piloted through Parliament by a private member (Al£ Horris) and was 

not the result of a government-sponsored inquiry. It is significant 

in that for the first time disabled people were given certain rights 

to community support services and to appropriate residential and 

hospital care. But these rights were not consolidated by mandatory 

duties on the part of local authorities to provide the necessary 

services and this has been regarded as a major deficiency. In 

general, the young chronic sick have continued to be regarded as an 

appendage of the geriatric sector although now seen as 

'inappropriately placed' under the terms of the Act. A further private 

Dlember's bill became law in 10S6 (the Disabled Persons Act), piloted 
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by Tom Clarke which sought to rectify some of the deficiencies of 

the earlier act and to provide disabled people with a guaranteed 

right to a regular review of their needs. 

Other policy documents have been published during the 1080s which 

relate to the dependency groups and to the development of community 

care. In 1981 Care in Action (DHSS, 1981a) confirmed the 

Conservative government's support of the 1976 priorities. It also 

carried an appendix presenting the main points of a departmental 

discussion document <DHSS, 1981c) on community care which stressed 

the difficulty in coming to an conclusive agreement as to the 

meaning of the term community care: it might mean the movement of 

people out of large scale institutional settings into smaller 

residential homes - or into their own homes I it might mean the 

prevention of people coming into any form of residential care and, 

keeping them in their existing 'own homes'; or it could mean 

domiciliary care provided by professionals, or informal care 

provided by family, friends or neighbours. 

Kore recently, there have been a number of reports published which 

were unavailable at the time when field-work was being conducted. 

For example, a report of the Social Services Select Committee (Great 

Britain. Parliament. House of Commons, 1985) reviewed progress 

towards community care and found major deficiencies: progress was 

Slow and not enough resources were being put into establishing 

satisfactory levels of provision for those being discharged from 
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large institutions which were being closed down or kept at home. 

Further, many families who were being expected to provided care at 

home were finding the burden too great. 

Two further reports - from the Audit Commission in 1966 (Audit 
-" ' 

Commission. 1986) and from Sir Roy Griffiths in 1966 
a 

(DHSS , 1968Y - looking at the organisational and financial aspects 

of community care expressed criticism of existing provision and 

made recommendations for improvement. Xuch of the criticism 

related to the inability of the relevant statutory authorities to 

Collaborate effectively in providing an integrated and well­

coordinated service. The Griffiths report recommended that social 

service 'authorities' (taken to mean local authority social service 

departments) should become the lead authorities for community care, 

that managers should be appointed locally to take responsibility for 

arranging integrated packages of care. for individuals ('care 

management') and that the financing of community care plans drawn 

up by local authori ties and district heal th authorities should be 

dependent on the approval of a 'minister for community care' at 

central government level. Resources allocated for community care 

should be protected so that local authorities woiu1d not be able to 

divert them to other areas of their activity. Griffiths saw the 

appointment of a minister at national level and the ability of 

central government to ensure that local plans met required standards 

and agreed policies as the means to achieving progress. 
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There has been an implicit recognition in the stream of policy 

documents that have emerged over the years of the problems of 

achieving change and of ensuring effective collaboration between 

agencies and between professionals: 

There should be the closest collaboration among the 

workers caring for the elderly. Kental health co-ordinat­

ing committees would help ensure that this is possible. 

(Serv:J.ces for the Elderly w:J.th Nental D:J.sorder, 1070, p.51> 

the mentally handicapped and their families need help 

from professions working in services administered by 

a variety of authorities and departments. It is import­

ant that the resources of the health service, personal 

. social services and education services should be deployed 

in close and effective collaboration. Only if this is 

done can the relevant professional skills be most 

effectively used to provide complete and co-ordinated 

services. 

(Better serv:J.ces for the Xentally Hand:J.capped, 1071, 

para 124) 

The basic aim of the various structuring bodies and 

voluntary organisations •••.• , though organisationally 

separate, should be to deliver a service which 1. and 

is seen to be a co-ordinated one. The achievement of 

this aim will be possible only if both the location and 
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and 

and 

the timing of health and local authority developments 

are co-ordinated by effective joint planning 

Social work, health and voluntary services must work 

in sufficiently close liaison to make co-operation 

effective and this involves adequate mutual under­

standing between all types of staff working with the 

elderly with mental disability as well as the avail­

ability of collaborative facilities. 

(Services for tbe Elderly w1tb }(ental Disability 111 

Scotland, 1979, paras 3.6, 3.9) 

How might authorities of all kinds be encouraged to 

. extend this kind of collaboration and generally to 

develop wider perspectives when considering how 

best to serve the needs of old people? 

What adjustments might be made in the basic and the 

in-service training of the various professions involved 

to enable members to develop an appreciation of the 

importance of teamwork and co-operation at all levels? 

(A Happier Old Age, 1976, paras 6.2, 6.3) 

The community care services are, above all, complement­

ary. At anyone time an elderly person or his family 

may be receiving a number of services, each related to and 

dependent on the other. The aim is to provide the care 



best suited to the needs of the individual in the most 

effective and economical way possible. Collaboration 

between the services is thus an essential feature. 

(Growing Older, 1981, para. 7.3) 

The Royal Commission report was perhaps the only document to give 

explicit recognition to the problems of inter-professional co­

operation and organisational collaboration - as opposed to saying 

merely that collaboration was good and necessary. It recognised 

that there were serious difficulties in both fields: 

and 

Uncertainties over role, the drive for professionalism 

developments in the approach to treating patients, and 

the difficulty of giving guidance on how health profess­

ionals should work together in the treatment of patients 

may all be observed in the evidence we have received 

Despite the considerable efforts made at the time of 

reorganisation to ensure the close co-operation of health 

and local authorities, we have heard a great deal of 

criticism of the existing arrangements. The main complaint 

has been that responsibility for the individual patient or 

client is unclear, and that as a result he or she may fall 

between two parts of what should be an integrated service. 

(Roy~l Commission on the NBS Report, 1970 paras 12.38. 16.6) 

The report went on to consider how these problems might be 

surmounted, although to a large extent it felt that they might be 
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extremely difficult to solve. In general, it felt that it would be 

appropriate for the health departments, in consultation with the 

national bodies responsible for staff matters, to intervena in 

inter-professional disputes (para 12.43). In terms of organisational 

collaboration, the general feeling was that the joint consultative 

committees that had been set up after reorganisation had not been 

fully effective - although other had voiced great faith in these. 

The report considered a number of solutions to overcome the 

complaints and criticisms, some of which were radical. One solution 

was to transfer the IRS functions to local government <suggested in 

the past but always rejected). A second option was to transfer the 

personal social services from local authorities to the IHS; another 

solution was to give responsibility for one particular patient/client 

group to one particular agency <involving members of the same 

profession being employed by different agencies). The report 

concluded that better working relationships could be achieved 

through improvements in joint training, improved and agreed 

procedures and better communication - rather than changes in the 

structure and organisation of responsibility. 

The problems of poor collaboration and lack of co-ordination which 

the Royal Commission identified hava persisted; tha Audit Commission 

and the Griffiths Report both commented on them. But in contrast 

to the Royal Commision, they favoured a reorganisation of 

responsibility rather than hoping that improvements in joint 

training and joint planning and consultation would change things. 
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While they did not opt for a Tadical structural reorganisation, 

Griffiths in particular advocated one agency taking the. lead (which 

might involve certain groups of professionals transferring agencies) 

and a much closer monitoring of local activity through central 

mechanisms. It is perhaps significant from the point of view of the 

present study that the extent of the difficulties in overcoming 

inter-professional differences is not given a great deal of 

recognition. 

It is clear that commentators and policy makers at national level 

have seen the problems of failure to collaborate effectively as a 

root cause of the failure to implement the priority policies. In 

addition, there has been a view prevalent that such failure is 

compounded by the inability of the centre to control the activities 

of the periphery: thus policies devised by central government have. 

failed to be implemented because they have been subverted by local 

institutions. It is frequently argued (Haywood and A1aszewski, 1980) 

that Changes in health service and local government structures and 

the pronouncement of national strategies during the 1970s were 

expressions of a desire to exert greater control by the centre over 

local activities; that this failed, it is argued, was due to the fact 

that the new poliCies were largely exhortatory and not mandatory 

(Klein, 1983). 

During the 19806, the concern of how central policy-makers can 

secure the effecti ve implementation of policy has continued - the 
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Audit Commission and the Griffiths reports being but two 

expressions. Part of this concern was expressed in the major 

organisational changes which occurred in the early part of the 

decade. A tier of health service structure was abolished (areas in 

England and districts in Scotland), with a unit structure being 

established at local level. The first Griffiths report 

(DHSS, 1983), appearing in 1983, introduced the concept of general 

management into the health service for the first time, doing away 

with the old-style consensus management in a bid to achieve more 

effective decision-making. A Green and then a White Paper on 

primary care were published in 1986 and 1987 (DHSS, 1986. DHSS, 

1987). the government announed a review of the IHS in the spring of 

1988. 

The central problem of the policy process, then, of how policies 

once decided upon are then implemented or not (and if so, why. or 

if not, why not) remains. It is at this point the criteria which 

Hall et al suggest are necessary for the emergence and success of 

particular policies emerge as salient: legitimacy, feasibility and 

support. How far is it possible to examine fate of the policies 

relating to the dependency groups against this set of criteria? 

In the sense that the policies got onto the political agenda during 

the 1970s, and that official and public perceptions. of the 

dependency groups as 'worthy' of special treatment (especially in 

contrast to less deserving groups), it can be said that the policies 

were seen to be, in Hall et al's terms, legitimate. But at the same 

50 



time, there has been competition with other groups for that 

legitimacy within the health and personal social &ervices 

themselves. Acute conditions and high-tech medicine have 

traditionally been more attractive to the medical and nursing 

professions; social workers have been reluctant to concentrate their 

attention on 'under-valued' client groups such as the elderly and 

mentally and physically disabled people. Even 'the general public' 

tends to be fickle in its support of the dependency groups in the' 

face of claims for support for acutely 111 children,' or for the 

purchase of sophisticated and advanced medical equipment. 

Thus legitimacy and support on the part of the sectional interests 

which are party to the policies - and which play key roles in their 

implementation - may be insufficient, so bringing their long-term 

feasibility into question. There may also have been an underlying 

contradiction in the timing of the introduction of the priority 

policies which further brings into question its feasibility. If, has 

been suggested, there are strong opposing interests in competition 

within the field of health and social care, it is arguable that 

priority can only realistically be awarded to the dependency groups 

at a time of general economic expansion - so that other sectors do 

not have to lose resources in a general reallocation of priorities. 

In practice, however, it seems that the impetus to introduce a 

priority policy may actually derive from a context of economic 

decline and retrenchment - that is, at the most inopportune time for 

the dependency groups top attract support. Thus, it might be 

argued, there is an in-built barrier to the success of the policies. 
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One further factor to note is that pOlicies, once declared, do not 

necessarily remain constantj underlying assumptions or expectations 

may change over time. There is certainly some evidence to suggest 

that this is so in the case of the priority policies. Examination 

of the policy documents which have emerged during the past two 

decades show significant changes in concerns and emphasiS. The 

problem referred to in Care in Action (op.cit •. ) about-the difficulty 

in finding any common definition of the term 'community care' is 

indicative of thisj this lack of agreement (see above> relates to 

differences in fundamental views about its substance. 

The early documents were predominantly concerned with determining 

appropriate aims, objectives and style of the services to be 

provided for each of the groups. The priority documents themselves, 

issued in 1976, were concerned wi th the place of the dependency 

groups within the wider context of the rest of the services. There 

was little questioning of the fundamental responsibility of the 

statutory services to provide care, although only if this were 

appropriate from the point of view of the dependency groups 

themselves. But with the advent of the Conservative government in 

1979, there was a change in the ideological values seen to be 

underpinning the policies. In contrast to earlier assumptions about 

the state's central responsibility in the provision of statutory 

serVices, Growing Older, Care in Action, and the Griffiths report on 

community care clearly stress the duty and responsibility of 

families and 'informal caring networks' within the community to 

prOvide care themselves. The statutory services in this schema are 

52 



there to 'fill in the gaps' as Griffiths states. rather than to usurp 

a responsibility which. it would argue. properly belongs to the 

individual or his or her family. 

This shift in fundamental assumptions has implications. The new 

position expects much greater contributions in the provision of care 

from the lay sector; more is expected of the public and less of 

professionals. Professionals are likely to see this as an erosion 

of their traditional authority and the public. especially families. 

may resent the greater demands being made on them. This has 

further consequences for the level of support given to the policies 

in the long term. 

Such. then. is the policy background to the study reported in this 

theSis. In discussing the manner in which policies come onto the 

agenda and the conditions which determine their success or failure. 

Some reference has been made to the role that professionals amongst 

others might play - in terms of how much they lend their support 

to the policies both through their attitudes and their actions. The 

following chapter will take up this theme and look more closely at 

the role of professionals within organisations and at the concept of 

'professional ideology' which, many have argued, patterns their 

attitudes and determines their actions. 
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CBAPTBR TWO 

PROFBSSIOIALS II ORGllISATIOIS AID TBB COICBPT OF PROFBSSIOIAL 
IDBOLOGY 

In this chapter I· shall consider how concepts derived from 

organisational theory and from the sociology of the professions 

can· be usefully applied to the study of professionals located 

within public service organisations such as local authority 

social services departments and, in particular, the lational 

Health Service. First, I shall look at a range of theoretical 

perspecti ves on organisational behaviour including the 

rationalist view (in which organisations are seen to be coherent, 

purposive, logically structured systems), the incrementalist 

approach (which sees rationalist goals subverted or constrained 

to the extent that action is limited and contained at the 

margins) and the phenomenological perspective (which stresses the 

importance of actors within organisations in determining and 

implementing policy). Accepting the importance conferred on 

actors within this latter perspective, I shall go on to consider 

the manner in which they are perceived to be influential -

through their ability to control resources (formally and 

informally>, their freedom to define problems, and the nature of 

their direct interaction with clients. The sociology of the 

professions stresses the importance of the role of ideology in 

patterning actors' views; the concept of ideology, . especially as 

it relates to professionals in organisations, will be considered 
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in some detail in the last section of the chapter. In this way, a 

framework will be established in which the findings of the 

interview study (which is the central focus of this thesis) can 

be statisfactorily located. 

A. DRGAJISATI06AL THEORY 

Consensus and rationality were the twin constructs upon which IRS 

organisation was formally based during the post-reorganisation 

period, 1074-82. Even after 1083, when the introduction of 

general management replaced management by consensus (which, 

according to the GrUfi ths inquiry <DRSS, 1083), was deemed to 

have been a failure), policy formulation and policy 

implementation have still been seen to be the product of a 

process determined rationally. 

The post-reorganisation period had been characterised by a 

perspective which believed that. common interests and goal. could 

be achieved if rational approaches were adopted in planning and 

strategy setting; the post 1083 period is still characterised by 

an assumption at the official level that, ,while consensus may be 

dlfficul t to secure because of the competing interests of the 

many parties involved, rationality in planning and strategy may, 

nevertheless, be achieved - through the imposition of the will 

of a single decision maker at each level (the general manager). 

But in spite of this official assumption of rationality, such a 
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view is widely disputed in the literature on organisations and 

organisational theory. 

Theoretical approaches to the study of organisations range from 

models of strict rationality through those of 'muddling through' 

incrementalism and pluralistic competition of interests, to the 

conflict and dominant interest theories of political economy. 

Hunter (1980), for example, sees debate about organisations as 

revolving essentially around the rationalist vs. incrementalist 

models. The rationalist model presents a conception of 

organisations operating purposively with decisions baing made 

Wi th clarity and agraement about goals and obj ecti veSt Hunter 

characterises three stages in the process of rational decision­

making I consideration of all possible alternatives (courses of 

action); evaluation of the possible consequences of action; 

selection of the most appopriate in the interests of a desired­

end. 

Glennerster (1983) accepts this characterisation of the 

rationalist model and links it with an emphasis on the importance 

of planning in order to facilitate the flow of information 'from 

the environment' to decision-makers so that they can make 

appropriate decisions. In addition, Joint planning has been 

emphasised in recent years by the rationalists as assential to 

fUrther the coordination of inter-departmental or inter-agency 

action. Linked to this, according to Glannerstar, has been the 

development of 'reticulist theory' which stresses the importance 
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of the 'networking' function - the linking of key individuals in 

different departments or agencies - in facilitating information 

flow. 

The rationalist model (see, for example, Butler (1986) on 

'Taylorism') has been criticised by many analysts over many years 

(but, as Hunter notes, it is an approach frequently adopted by 

management advisers and consultants in their dealings with public 

service organisations). Opponents of the rationalist view 

readily acknowledge that the fOTml model of the illS is clearly 

based on rationality - the Salmon report on nursing (Great 

Britain. Xinistry of Health, 1966) represents a clear example of 

the model as applied to the IRS - and as such is a factor that 

can usefully be taken into account in interpreting and explaining 

the competing accounts of actors in the operation of the system. 

But as an explanation of the system, of the oTga»1sat1o», it is, 

they argue, inadequate. They point to the cluster of influences 

and constraints which operate to impede the functioning of the 

Organisation in rational fashion. Aims and objectives may be 

identified but progress towards them may be subverted by action 

(both explicit and covert) and non-action. 

This is the 'muddling through' of incrementalist theory 

(Braybrooke & Lindblom, 1963); the scope for action is limited by 

the weight of what has gone before, change can be brought about 

only at the margins. Actors within the larger system have only 
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limi ted perception of their circumstances and their potential 

for decision-making. They do not have a complete picture of the 

range of possible decisions or potential consequences - they act 

in a sense of 'puzzlement'. Decision-makers in this context do 

not or cannot make rational, optimal choicesj they tend, in 

Simon's terminology, to 'satisfice' - do what is necessary in 

relation to immediate requirements <Karch and Simon, 1058). 

Equally important as the decisions which are made <whether or not 

they are made rationally or under a variety of pressurea and 

constraints) are the non-decisions <Bachrach and Baratz, 1063j 

Lukes, 1074). The ability to keep significant issues off the 

agenda of decision-making has been recognised as an important 

component of the organisational process. It allows for the 

continuation and perpetuation of the status quo. What has gone 

before is thus able to determine the future. The consequence of . 

'satisficing' and non-decision-taking is that change is slow in 

taking placej turbulence may. be much in evidence but real 

movement may be lacking. It is the opposite of the 

entrepreneurial risk-taking, the 'bias for action', advocated in 

contemporary management literature <Peters and Waterman, 1082). 

Certain writers, however, have argued that the incrementalist 

view is too static. In reality, even though the margins for 

manoeuvre may be limited, decisions are made and different 

organisations will demonstrate different capaoities in making 

decisions. Greenwood et al (1077) , for example, as cited by 
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Hunter, ask why some budgetary processes are more or less 

incremental than other budgetary processes. They suggest that 

there is scope for action even within constrained circumstances. 

Hunter himself has demonstrated the scope for action within the 

health service setting. 

Both incrementalism and its (partial) critique link with 

pluralist theories to the extent that all recognise the power 

exerted by the competition of those interests which are party 

to decision-making, and the constraints that these impose on 

actors in their efforts to make rational decisions. If 

incrementalists do what is possible, where it is possible, then 

much of their activity takes place within the margins defined as 

feasi ble by the existence of compaU tion around them. This is 

the picture drawn by Hunter (op.cit.) and Brown (1086); the scope 

for action is limited, much of it is dominated by routine 

actiVity. But where action is possible, it has to be negotiated 

by key actors and the key interests which they represent •. Brown, 

indeed, sees the need for constant negotiation as the key 

characteristic of organisational behaviour; he sees the main 

force determining actors' behaviour as that of 'pragmatism' 

(Brown, 1087). 

It is the significance of these key actors and interests which 

lead both Hunter and Brown. for example, to stress the 

'Phenomenological 

Edwards, 1081) 

perspective' (Carrier and Kendall, 1073; 

in its own right, rather than adopting the 
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theoretical positions of one school of thought or another (be it 

rationalist, pluralist, incrementalist). Thus for them, it is 

important to look for meaning in the explanations of actors 

themsel veSt The essence of the phenomenological perspective is 

that it is both an attempt to identify the values and beliefs of 

actors Bndto regard organisations as social systems, rather than 

to see them as determinate systems governed by rationality and 

consensus - or conflict and competing interest. (according to 

whichever theoretical position adopted). 

There are thus a number of theoretical perspectives which can be 

brought to bear on the explanation of organisational systems and 

behaviour. Hunter quotes Klein (1974) as saying that theories as 

'tools of explanation .•••• explain someth1nSi none explains 

everything.' That COmJll6mt is apposite in the context of the 

health service. It may be that one theoretical approach is 

insufficient as a complete explanation, but it may be useful in 

part. Indeed, Hunter advocates a dual perspective a 

'conceptual lens' based on multiple notions of rationality 

(subjective, objective), along with a conceptual lens ba.ed on 

interpretations of incrementalism. 

Al though many analysts no longer accept the rationalist 

interpretation 1n toto, there is no doubt that fOT1lJlAlly JlHS 

organisation is structured on the premises of rationalist theory. 

Koreover, some of the actors involved may behave as 1f the 

rationalist explanation were correct. Thus some administrators 
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for example may support their own interests in decision-making by 

claiming validity from the formal (rationalist) model. At the 

same time. however. they claim justification from other 

perspectives as they point out how they feel their hands are tied 

and to their inability to effect major change because of the 

weight of what has gone before and the narrow margins for 

manoeuvre. The recognition of the empirical existence of the 

diversity and contradictions apparent in actors' views lends 

weight to the phenomenological perspective - at the same time it 

underlines the importance of maintaining a critical distance from 

the accounts themeel veSt Thus the accounts themselves can be 

seen as evidence of the existence of competition of interests at 

play within the system and to the strength on one set of 

interests over another - wi thin the health service this has 

traditionally meant those of medical clinicians over those of 

nurses. administrators. paramedicals and the Uke. Perspectives' 

Which stress the mul tipici ty and competition of interests are, 

then, of central importance. 

It seems that a variety of theoretical perspectives might be 

appropriate according to the scale and starting point of 

analysis. At the wider level, conflict theory - most refined in 

Xarxist analysis - which sees action as the outcome of conflict 

between dominant forces within society at large and lesser 

forces. subsumes the pluralistic perspective, which itself 

recognises the strength of competing (but constantly changing -

and therefore, non-cumulative) interests but does not link this 
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to the structural dominance of one interest over another (see 

Chapter One). Pluralist theory itself can accomodate the 

incrementalist view - especially when it focuses down onto the 

actions of particular actors and the manner in which they are 

constrained and conditioned by their particular environments. 

And actors themselves may adopt a variety of interpretations to 

explain their activities and circumstances. 

But explanation in terms of the actors' (differing> 

interpretations will leave the sociologist perplexed without 

critical distance being maintained and some wider analysis being 

brought to bear. In the case of this present study, the 

explanations and accounts of actors are certainly of central 

significance - they are, after all, the 8ubstance of the study. 

But a 'second level' conceptual framework is also required 

against which the varying and often conflicting perspectives of 

individuals and professional groupings can be set. Glennerster's 

(op.c1t.) 'bureaucratic and professional politics model' provides 

just such a useful framework. He argues that this model can 

demonstrate how professionals can subvert rationalist intentions 

in the implementation of policy. Professionals do not constitute 

• mere interest groups' as the 'classical pluralist tradition' 

would portray them. There are elites between and amongst them. 

There is a hierarchy of status and power not only between but 

Wi thin professions. Kembers of those elites are able to bring 

influence to bear on what happens in the policy process. 

62 



Disproportionate allocations of resources will come the way of 

certain groups within agencies and within professions. For any 

study which is concerned with the part played by professionals in 

pOlicy-formulation and implementation - such as this - such a 

model is clearly of importance. It discriminates not only 

between professions but within professions; it regards 

professionals (in the broadest definition of the term - see 

below) as significant in the playing out of the policy process. 

There is a structural as well as a phenomenological aspect to 

their significance. 

B. SOCIOLOGICAL APPROACHES TO THE STUDY OF PROFESSIDIALS 

Professionals, as we have seen, are said to be central to any 

study of the way in which organisations work. But professionals 

as a category have been the subject of sociological debate: 

SOCiologists have long been concerned with deciding on how the 

term 'professional' should be, defined - that is, they have 

mostly been concerned with what makes a profession different from 

the more general category , occupation'. Two approaches can 

broadly be identified (Larkin, 1083): one which is descriptive 

and is concerned with trying to identify ideal-type 

characteristiCS which denote 'a profession' against which a 

particular occupation can be measured (the traitor check-list 

approach) and second, one which is concerned with the process of 

how and why an occupation seeks to move towards professional 
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status (usually to do with reasons of power and monopoly 

control) , 

These two approaches both represent the sociologist's perspective 

(Freidson, 1970; Johnson, 1972; Larson; 1979), There is, 

however, what Freidson (1983) calls the folk concept of 

profession, meaning how the category 'profession' is used in 

everyday life by 'ordinary' people (amongst them the 

professionals themselves). Some sociologists have taaken this as 

their starting point for analysis and have seen their task as 

being about documenting how people 'accomplish' being 

professionals <Dingwall, 1977), Dingwall argues that 

SOCiologists should be concerned with 'the empirical 

investigations of members' commonsense knowledge of social 

structures .•. treating it [the concept of 'profession'] as a 

members' concept and seeking to describe its practical usage,' He" 

warns against treating lay theories as 'impoverished 

SOCiological theorising,' 

Freidson (1983) counters this view, however, by arguing that! t 

is only possible to avoid the issue of definition by adopting a 

'patently anti-analytical position', He goes on to resolve the 

problem to his own satisfaction by suggesting a move beyond the 

folk concept 12nd beyond the search for a theory of professions 

that might be generally applicable, towards the task" of 

developing 'a more general and abstract theory of occupations by 
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which one can analyse historic professions as well as other 

occupations in the same conceptual terms.' 

But in spite of this broadening of the debate, Freidson has been 

accused of over-emphasising the pre-eminence of certain of the 

professions at the expense of over-looking the significance of 

other occupations (or paraprofessions in Freidson's terms or in 

Etzioni's (1969), the semi-professions). Larkin (op. cit.), for 

example, suggests that 'Freidson's account of professional 

dOminance, with its primary focus upon doctors, can all too 

easily render para-medical stratagems unimportant'. 

Larkin prefers to concentrate on the issue of professional 

dOminance as being one of the strategies which particular 

occupational groups within the division of labour choose to adopt 

in their pursuit of occupational control. Sociological interest, 

for him, lies in this intense competition between occupational 

groups for control and dominance. In this way, he says, 'all 

groups are seen as engaging in occupational imperialism, with 

greater or lesser degrees of power, authority and success'. This 

matches Larson's (1979) concerns, he argues that the process of 

professionalisation is related to the attempts of particular 

oCcupational groups to gain privilege within the wider structure 

of inequality which characterises capitalist society. The 

strategies by which that privilege is achieved and maintained are 

to do with control of occupational access and protection of 

oCCupational territory - but they are also linked to the 
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development of an ideology of professionalism which is closely 

identified with the dominant ideology which underpins wider 

society. 

McKinlay (1977) echoes this view; in discussing Freidson's 

emphasis on professional dominance (of the medical profession in 

particular), XcKinlay applauds his contribution to the sociology 

of the professions but criticises him for leaving questions 

unanswered about the position of the professions in the general 

class relations of capitalist society (although Freidson does 

acknowledge the importance of the issue). Issues of power and 

privilege should be, according to McKinlay, of central concern. 

Another theme in the debate about professions has been the 

theorizing about the relationship between professions and 

bureaucracy - especially in relation to notions of the challenge 

by bureaucratic control to professional power and autonomy 

(medical, in particular) within public organisations. Although 

some have argued that a number of developments in relation to the 

rise in status and independence of non-medical professional 

groups represents a concerted, government-inspired challenge to 

'medical hegemony' (Armstrong, 1976), others argue that medical 

dOminance is still the major feature of health care organisation. 

Stacey (1988), paraphrasing Larkin (op.cJ.t.), says 'boundaries 

may be redrawn without equalizing all the parties'. The status 

and structural position of other professions may have been 

altered, but medical power remains. 
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A number of writers, have concentrated on· examining these 

relationships both inter-professional and professional­

bureaucratic - in a more fluid and dynamic perspective. They see 

them as being part of the 'negotiated order' (Strauss, et al, 

1964); interaction and bargaining between all interested parties 

within the arena of the health care setting are the key elements 

in this approach (Green, 1974; Abel, 1975). Thompson (1967), for 

example, sees organisational life within the IRS as being 

characterised by a series of sometimes shifting coalitions 

between various interests and various sets of beliefs, most 

commonly 'practitioner interests' and the 'administrative ethic' 

but practitioners will somtimes exhibit elements of the 

administrative ethic and administrators may align themselves with 

practi tioner interests. He sees these clusterings of influence 

as particularly important wi thin the NHS since the advent of 

general management - in terms of the degree to which the new 

general managers mayor may not become centres of new sorts of 

coaU tions of interest. An' action frame of reference' I which 

Thompson advocates, and which takes account of the beUefs and 

activities of individuals within the system is, he· argues, a more 

satisfactory approach than a social systems interpretation whioh 

sees organisational behaviour as' the outcome of conflict between 

impersonal systems: professionalism and bureaucracy', 

Alford (1975) makes similar points in his study of health care 

poU tics but perhaps lays greater emphasis on the structural 

context in which the competition and bargaining between interest 
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groups takes place. He distinguishes three sets of structural 

interests: dominant, challenging and repressed interests. The 

first are those which are underwritten by the ascendant 

poli tical, economic and social institutions of the period; the 

second are those which contest them and come into playas a 

resul t of changing forces in society; the last are those which 

are repressed by the dominant interests of the day and may not 

necessarily be articulated at all. But competition and conflict 

are not confined to the interfaces between each of these major 

groupings; they may take place within them or between segments of 

all of them. However, Alford is particularly concerned with the 

conflict between 'professional monopolizers' who are part of the 

dominant structural interests and 'corporate rationalizers' 

(predOminantly the administrative and managerial interests within 

the health care system> who are seeking to challenge the power 

and monopoly of the former. This approach, too, it might be 

argued, is relevant in examining the future impact of general 

management in the health service. 

Despite the wider range of views about definitions and differing 

perceptions of what the significant issues are, it is possible to 

extract a number of key factors which are of relevance to the 

Current study. The trait approach, for example, itemises as 

significant (amongst other things) control of access to the 

profession and the autonomy of professional work, along with the 

specialised, 'expert', knowledge which underpins professional 

work. These factors are relevant in the present study both for 
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their analytical value and in terms of what the professionals 

participating in the study themselves think about the nature of 

their work. Likewise, the struggle for dominance and 'control of 

ri val procedures' (Larkin)· which are central to the process and 

act! vi ty of professionalism are both of particular interest in 

any study which is concerned with the allocation of priority and 

prestige in conditions of scarcity. Insights derived from 

studying the bargaining processes and the formation of coalitions 

within organisations are of equal importance; further. the 

complex relationships bet wen professionals and administrators or 

managers remain significant. And in the sense that the 

underlying concern of the study is about fundamental 

relationships of equality and inequal1 ty in relation to 

particular dependency groups and the professional groups charged 

with their care, the arguments with which Larson and McKinlay are 

concerned about the place of the professions in class 

relationships in capitalist society become salient. 

C. PROFESSIONAL IIFLUENCl/ 

In more concrete terms, however, it is possible to detail how 

professional groups affect the manner in which policy might be 

formulated, the content of that policy and the way in which it is 

implemented. Professionals, usually under the leadership of their 

professional associations, may either formally champion or resist 

certain policies at the stage of formulation. Government 

appointed committees of enquiry, royal commissions, working 

69 



parties may recruit professional representati ves to their 

membership or take oral and written evidence from relevant 

professionals and their associations. The negotiations between 

Aneurin Bevan and the medical profession at the inception of the 

National Health Service are frequently cited as an example of 

professional power dominating governmental power (Stacey, 1988). 

Likewise, the reorganisation of both the health and social 

services in the early 70s has been regarded as the reorganisation 

of services around professional skills (in the interests of the 

professions) rather than around patient care (Haywood and 

Alaszewski, 1980). In addition, policies may be reformulated not 

because of formal representations of advocacy or resistance, but 

because of expectation of one or the other. 

Dunleavy (1981) suggests that the professions have considerable 

power in their ability to influence the climate of policy-making. 

He suggests that this is achieved by the cumulative effect of 

individual professionals thinking creatively about their field, 

about advancing knowledge and promoting change and innovation, 

This may be followed by intense debate with rival solutions being 

championed. This process what Dunleavy refers to as 

'ideological corporatism' - tends to polarise professions around 

ri val solutions and to foster the tendency towards shifts in 

policy 'fashions', 

Policy may be subverted or modified in other ways: failures in 

collaboration between different professional groups and agencies 
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may lead to breakdown in policy implementation. Recent inquiries 

into child abuse cases, for example the Butler-Sloss inquiry 

(DHSS, 1988b), have laid the blame for the failure of agencies to 

cope satisfactorily, partially, at any rate, at the feet of 

competing professional interests. 

Another factor may be the development and growth of 'new' 

professions which may have repercussions on the playing out of 

the policy process. Tension, ambiguity and conflict are 

frequently the concomitants of change; an extension of the 

territory and expertise of the newer professions may encroach on 

that of the older professions. Inter-professional rivalry is 

likely to provoke strain and competition which in turn will 

impede the smooth implementation of policy (Alford, 1975), 

In discussing the relationship between professionals and power, 

Wilding (1982) describes four areas in which professional 

influence operates. Defining policy-making, by implication, as 

those macro-level decisions flowing from the top downwards, ha, 

too, suggests that professionals play a key role at the 

formulation stage. But there are three other areas where their 

influence is significant: in their ability to define needs and 

problems, in their participation in the process of resource 

allocation, and in their abil1 ty to wield control over their 

patients or clients. 
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Wilding cites the example of the medical profession in relation 

to the ability to define needs and problems. He argues that it 

has successfully ensured that society <and government) has 

defined health in terms of medical treatment and health services; 

dietary and environmental influences, for example, have only 

recently become to be seen as significant. In relation to the 

allocation of resources, the medical profession, again, has great 

power through the exercise of 'clinical freedom' to demand and 

gain access to resources as it deems appropriate. Indeed, 

clinical freedom is one of the major defining characteristics of 

the profession of medicine - and it is a freedom which other 

professional groups claim as they seek professional status. 

Further, professionals, through their exercise of relative 

autonomy, have substantial power in the allocation of a central 

resource - their working time - as they see fit; they are able to 

choose with which clients they spend the most, or the least, time 

(and thus ration that resource). The power which professionals 

are able to exert over people as individuals is thus extensive. 

they may define the problems and design the services to solve 

them; they may determine what attention individuals receive; and 

they are in powerful positions to make choices 'on behalf' of 

individuals who are never allowed the opportunity to say whether 

they want them to or not. 

A number of writers have stressed the importance of the role of 

professionals, as practitioners, in moulding the outcome of 

policy - through their abUi ty to influence the allocation of 
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resources, the design of services and what treatment members of 

the public receive. Lipsky (1980), for example, is concerned 

with the extensive power of front-line workers to determine the 

policy of their organisations in relation to their clients. He 

decribes how 'street-level bureaucrats' (front-line workers), 

operating in the 'corrupted world of service' have to reconcile a 

general and diffuse obligation to the 'public interest'. with the 

need to make immediate and difficult decisions about individuals 

which may well affect their life chances. Such decisions are 

likely to be both redistri buti ve as well as allocati ve - thus 

individual members of the public are dependent on the discretion 

of these street-level bureaucrats to determine who receives cash 

payments and services at the expense of others who do not. Lipsky 

suggests that where the scope for decision-making by individual 

practitioners is wide, the sum of such individual action adds up 

to ~gency behaviour and, further, this may contrast markedly with 

the attitudes of agency members based at higher levels of the 

organisation (and, by implication. for~l agency policy). 

In his study of resource allocation in a social services 

department, Judge (1978) sees the process of rationing as falling 

into three separate categories: financial, service and conaumer 

rationing. He refers to the arbitrary means whereby clients may 

be implicitly dissuaded from applying for certain servicea - by 

such things as the introduction of elgibility clauses, relying on 

consumer ignorance, the stigma attached to receipt of certain 

services, procedural complexity and poor physical access. 
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Professionals may play a part in a number of these processes and 

in choices they make about how much time they spend on individual 

clients in the casework relationship. 

Adler and Asquith.(1981), too, are concerned with the role of 

discretion in the distribution of welfare; they discuss the 

relative advantages of welfare systems based on the one hand on 

rules and on the other on discretion - centring on the tension 

between rigidity and flexibility while at the same time aiming to 

ensure equitable treatment in determining what is appropriate 

for the numerous variations in individual situations. They note 

that systems based on discretion are attract! ve to decision­

makers who are professionals of high status and power - the 

ability to make such discretionary decisions reinforces that 

status and power and enhances the importance of their positions. 

In her description of the activities of probation officers, 

Hardiker (1077) points to the way in which the 'exigencies of 

practice' mediate between ideal ways of practising the profession 

and the reality constrained as it is by factors such as lack of 

resources and the decisions of other power-holders in the system; 

Rees (1978) discusses similar effects in the practice of social 

work. The discretion exercised by general practitioners has been 

noted by several writers (Cantley & Hunter, 1985; Dalley & 

Thompson, 1985). Their key role as gatekeepers to a number of 

other services allows them to make choices on behalf. of their 

patients without the criteria for those choices being 
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systematised or explicit; but they are also subject to pressures 

and constraints <such as resource shortages. difficulty of 

access. their own limited knowledge of services) which are not 

immediately obvious. They thus become engaged in a rationing 

system which is not explicit and which may inhibit equitable 

access to services. Smith (1986) sees the impact which front-line 

workers have on policy and service delivery as one of four key 

issues facing health and welfare services research during the 

coming decade. 

Evidence and assertions such as these point to the importance of 

the activities of front-line workers professional 

practi tioners - in determining and defining the work of their 

employing agency. Contrasts are drawn between policy which is 

seen as being determined ' at the top' and imposed upon the 

structure below and policy which is seen to be determined 'at the 

bottom' by its practitioners and thus characterises the 

operations of the agency as a whole. 

The 'top-down' view of policy-making is a feature of rationalist 

theory but it seems that there is sufficient evidence to suggest 

that the model of organisations derived from rationalist theory -

which sees policy-making as an effort to achieve outcomes based 

on the equitable satisfying of all parties with an interest in 

the process 

professional 

constraints. 

- does not fit well with the picture drawn above of 

concerns and self-interest. of competition and 

In rationalist theory. the more technical and 
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therefore 'objective' criteria that can be established by which 

to form judgements (both immediate and long-term), the more 

rational the decisions will be and the more efficient and 

appropriate the outcomes. But in practice, the intervening 

factor of professional influence is a powerful one. Rationalist 

theory might accomodate the capacity of professional groups to 

modify , rational' policies (either through formally recognised 

influence, or through the unintended consequences of action, or 

through inter-professional competition), by seeing it as a 

distortion. Alternatively, it can be seen as providing evidence 

to refute the theory of rationality. It is this alternative 

view which this study adopts as its theoretical framework. 

Nevertheless, for those subscribing to the rationalist view and 

responsible at the macro-level for laying down the broad 

guidelines of policy, the intervening factor of professional 

influence must be seen as an aggravating distortion. 

D. PRDFESSIDIAL IDEOLOGY 

The concept of professional ideology was introduced by writers 

such as Xills (1044), Sharaf and Levinson (1057), Hollingshead 

and Redlich (1058), and Strauss et al ("p.cit.) to explain the 

differences in attitudes and approaches which members of 

different professional groups exhibited within the context of the 

workplace (especially, in much this evidence, in psychiatric 

settings). Xoreover, it was suggested that professional ideology 



was the vehicle for differences in models of practice and as such 

determined modes of treatment for the patients and clients 

concerned. Identified in this way, professional ideology is 

clearly perceived as a determining factor in the transmission of 

professional influence as described in preceding sections of this 

chapter and should thus be examined in more detail. 

A number of professional ideologies have been described in the 

11 terature. Huntington (1981) contrasts social work ideology 

with medical ideology: the former, she suggests, is characterised 

by an aim to enhance the social functioning of individuals and 

groups wi thin their environments; 1 t has a psycho-social and 

preventive orientation, focusing on the restoration of normality 

and acceptable quality of life. The latter, on the other hand, 

is characterised by a bio-physical, curative orientation; it is. 

concerned with individual pathology and its clinical cure. It is 

action-focused and less concerned with the social settings of 

its subjects. With a rather different emphasis, Armstrong (1983) 

describes how medicine has been characterised by a series of 

discourses which reflect the changing focus of the medical 'gaze' 

and which centre on the changing conception of the body in 

medicine. Nursing ideology has also been the subject of study: 

Williams (1978) points to two themes which have dominated - those 

of 'Profession' and 'Vocation' - both of which are significant in 

the deUni tion of nursing tasks in relation to the sick and 

helpless adult and the first of which is important in relation to 
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nursing's claim to 'autonomous nursing control over the direction 

of a sick person's care.' She also draws attention to the 

relationship between nursing ideology and models of male 

dominance and female subservience. 

Professional ideology, of course, is a concept which needs some 

definition. Its antecedents lie, perhaps, with political 

philosophy which, since the late eighteenth century, haa been 

concerned with defining the term 'ideology': it has been seen as 

an all-embracing doctrine or set of ideas and values which 

encompasses the relationship of man and woman in society, from 

which derives a programme for action; further, it has been seen 

as operating to support and validate the interests of certain 

sectional groupings or classes over others, while at the same 

time persuading those others that this is valid. In Scruton's 

(1982) words, ideology (following MArxist definitions) 'has three 

principal functions: to legitimate, to mystify, and to console.' 

Apter (1964) stresses the ,link between action and fundamental 

belief and the essentially moral basis of action which that 

implies as the central characteristic of ideology. He sees it as 

having two functions, one at the collective level of binding the 

collectivity in solidarity; and one at the the individual level, 

of 'organizing the role personalities of the maturing 

individual'. As a consequence, he argues, ideology play. a 

crucial role in legitimising authority. 
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In his discussion of ideology, Geertz <1964·) is concerned with 

the problem which lannheim (1960) identified of overcoming the 

difficulty of studying and analysing ideology when, as he argued, 

all forms of thinking were conditioned by the intellectual and 

value-laden environment which produced them (Manning, 1985). 

Geertz feels the problem can be resolved: that the scientific 

enterprise, though related to ideological thinking, can be 

separated from it and utilised in the analysis of ideology. For 

him, 

ideologies do make empirical claims about the condition and 

direction of society, which it is the business of science 

••.• to assess. The social function of science v1s a v1s 

ideologies is first to understand them ••••• and second to 

cri ticize them. 

Geertz accepts the definition of ideology that Fallers (1961)' 

employs: ideology is 'that part of culture which is actively 

concerned with the establishment and defence of patterns of 

belief and value.' This is a usefully broad deUni tion because, 

al though it does not discuss 'establishment bow' and 'in whose 

interests', it does emphasise that ideology is something which is 

contestable. Thus dominant ideology is 'that which successfully 

establishes and defends its hegemony overriding others' 

interests and buttressing those which it underpins' (Dalley, 

1988a). It recognises that ideo1ogy(ies) operate(s) in a 

competitive arena - although perhaps heavily weighted in the 

direction of one interest or another. 
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Ideology, then, is both a way of viewing the world and a 

mechanism for imbuing the thought and attitudes of men and women 

in the world with moral implications for action. Applied to the 

context of professional action, definitions have, of course, to 

be more limited. If. 

ideology can be defined as a patterning of beliefs and 

values relating to views about the ordering of the world at 

relatively high levels of abstraction [then] professional 

ideology is that part of wider ideology which underpins 

world views insofar as they relate to professional 

practice (Dalley, 1988b) 

It has been pointed out that writers in the 1950s and 1960s were 

somewhat imprecise in their usage of terms. Marx (1969) notes 

that various terms have been used interchangeably: 'position', 

'orientation', 'philosophy' and 'ideology'. However, Marx sees a 

common view underlying this mixed usage: the wri tera concerned 

see phenomena that can be called 'professional ideologies' as 

'shared belief systems which guide and justify purposeful 

therapeutic actions.' Strauss et al (1964) saw ideologies as 

being associated with institutional locales, as affecting the 

organisation of treatment and as being strongly conditioned by 

professional affiliation. Marx (1969) saw professional ideologies 

as consisting of a number of component· orientations which when 

organised into coherent belief systems offer a basis for 

behaviour which 'cannot be predicted solely on the basis of the 

separate components that contribute to them.' And, 



significantly, 'the most important emergent property of 

ideologies is a morally charged mandate for action.' 

Studies undertaken in the 1060s laid the foundations for the 

later development of thinking about the concept of professional 

ideology. During the following decade, acknowledgement of the 

work of Strauss and colleagues, Geertz, Xarx and others was 

recorded in many contributions on the subject. Two problem areas 

began to emerge: one, in terms of explanatory theoretical 

frameworks and the other, in relation to identifying the 

existence of mul t1ple ideologies wi thin the larger category of 

professional ideologies. Both issue areas already figured in the 

earlier work: Geertz (1064) discussed the ways in which the 

notion of ideology had been accounted for in the theoretical 

literature and Strauss et a1 (1064) described the conditions 

under which different ideologies seemed to emerge but this was 

developed further by writers such as Xauksch (1073>, Voysey 

(1075), Smith (1073), Hardiker (1078), Goldie (1077) and others 

during the 1070s. 

TbeoreU cal frlJJEfiDrlrs 

Geertz suggests that there are two main explanatory frameworks 

available in the study of ideologies. One i& interest· theory 

which sees ideology as a consequence of. and vehicle for. the 

competition of self-interested forces in society at large. The 

motivations underlying self-interest are rooted firmly in the 
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socio-poli tical structural positions in which those self­

interested individuals or groups are located <although Geertz 

points to the lack of analysis of the nature of that motivation). 

The other is strain theory which sees ideology as the expression 

of social disequilibrium and the outlet from it. len and women 

seek to come to an accomodation of that disequilibrium; ideology 

provides the possibility by a number of means: through 

scapegoating, through building morale, by building the solidarity 

of the group or by making public the causes of grievance. Geertz 

says that in interest theory, 'ideology is a mask and a weapon; 

for the second [strain theory], a symptom and a remedy •••••• In 

one, men pursue power; in the other, they flee anxiety.' 

Taking Geertz's work as a starting point, Sm! th (1977) finds 

interest theory persuasive up to a point but goes on to find 

greater utility in the insights gained from strain theory. At 

the outset of his study of the ideologies of those involved in 

the children's panel system in Scotland, he &tates that he 

decided to use Strauss's 'unproblematic' definition of 

professional ideologies (as a working definition) - ideology is a 

'configuration of relatively abstract ideas and attitudes, used 

to characterise some perfect state, in which elements are bound 

together by a relatively high degree of inter-relatedness or 

functional interdependence': it was free from perjorative 

connotation and did not carry any implication as to the truth or 

falsity of its content. 

82 



This definition, Smith found, proved insufficient; it could not 

take into account the varied nature of ideological expression 

nor the inconsistencies which respondents expressed between their 

beliefs (ideologies) and their perceptions and experiences of 

reality. Smith prefers to look at aspects of strain theory as 

developed by Scott and Lyman (1968). From them, he takes the 

notion of the 'account' ; this he characterises as an 

operationally specific justification, or rationalisation, of 

'actions and situations which do not conform to the actor's ideal 

and over which he appears to have minimal control.' But he also 

stresses that it must be grounded in the broader ideological 

context; in this way the account is 'powerful in resolving 

strain. ' 

He distinguishes the account, or in his terminology the 'situated 

account', from what Strauss calls 'operational philosophies'. 

Strauss et al (op.cit.) use the latter term to denote the manner 

in which highly abstract sets. of beliefs are put into practice 

in the working environment. They are 'systems of ideas and 

procedures for implementing therapeutic ideologies under specific 

institutional conditions' - they mediate ideologies and link them 

wi th action. As Smith says. they guide action. Si tuated 

accounts, on the other hand, according to Smith, make sense of 

situations which are filled with perplexing contradictions and 

which would otherwise be incomprehensible or meaningless. He 

further suggests that the distinction between operational 

philosophies and situated accounts is a reflection of a similar 
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distinction that can be drawn between ideology as portrayed in 

interest theory and ideology as characterised in strain theory. 

Multiple ideologies 

The second issue area which has been identified in the literature 

is the presence of mul Uple ideologies in the locales under 

study. In one sense, this is not problematic; for Strauss and 

others, the interplay and competition of different ideologies, 

generated by differences in professional affiliation, theoretical 

background, training and institutional setting, is central to the 

study of professional ideologies. Problems arise, however, when 

the beliefs and attitudes of groups or of individual subjects are 

examined in detail and inconsistencies or great variability are 

demonstrated. 

Smith notes that several writers (Wessen, 1958; Gilbert and 

Levinson, 1957) mention apparent inconsistencies or incoherences 

although, he argues, they tend to set them aside, putting them 

'in parenthesis', rather than trying to take them into account in 

their explanatory' arguments. Instead, Smith suggests, it is 

important to try to build them into any descriptive analysiS; a 

theoretical model which argues simply that ideologies are systems 

of coherent, internally consistent sets of beliefs and that 

professional responses straightforwardly reflect a single 

ideological position is clearly insufficient. He goes on to 

argue that ideologies and operational philosophies are indeed 
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consistent and coherent, but that also they are regularly 

distorted in their implementation, by the experiencing of 

'subjective reality' by the individuals professing those 

ideologies and philosophies - hence the rationalisations of the 

, si tuated account'. These must be just as much a part of the 

theoretical model as the consistencies of ideological position. 

But along with the recognition of the gap between the ideal world 

of ideology and the everyday 'real' world of practice, the 

literature on professional ideologies also draws attention to the 

fact that a number of different ideologies may be at play not 

only wi thin a single locale (where several professional groups 

may be in competition) but also within a single profession. Thus 

Kauksch (1973) discusses first a major ideological cleavage 

between 'care' and 'cure' which is widely exhibited within the' 

hospital setting; he then goes on to present a six-fold typology 

of 'task orientations' which form part of the wider patient care 

ideology. Smith (1973) identifies a number of ideologies 

exhibited by social workers involved in the children's panel 

system: these ideologies related to the issue of need and 

differed along a number of dimensions concerned with views about 

causes, assessment and location of need. Goldie (1977) draws 

attention to what he calls • welfare worker', 'therapist' and 

'dissident' ideologies which in some measure are found in all 

three professional groups under study - social workers, clinical 

psychologists and psychiatrists. HaImes (1970) has discussed how 
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one ideological perspective spans a number of different 

professional groups: the 'counselling' ideology - a feature of 

the 'personal service' society - is one which advocates 'concern, 

sympathy and even affection for those who are to be helped by the 

professional practitioners. It also advocates the continued 

extension of knowledge and skill, yet it admits the central 

significance of concern and personal involvement.' Social 

workers, psychiatrists and psychotherapists all exhibit this 

approach. 

The ideologies of social workers and doctors have been examined 

by a number of writers in some detail. Giller and Xorris (1981) 

for example contrast the ideologies of casework with individuals 

and of justice both of which they found in their study of social 

workers' decisions about delinquents. Hardiker (1977), in her 

study of social workers in probation work, found similar 

contrasts. In their study of general practice, Jefferys and 

Sachs (1983) draw attention .. to alternative ideologies - the 

holistic view - relating to the role of medicine which contrast 

sharply with the usually accepted depiction of medical ideologies 

based on the 'medical model', 

The picture presented, then, by a variety of writers is of the 

concept of professional ideology being significant but. complex. 

Professions and the locales <Strauss et al, op.c1t.) in which 

they work are characterised by particular ideologies - that is, 

coherent and consistent sets of beliefs about the world, the 
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roles of men and women in society - and in the world of 

professional practice - which provide a morally charged basis 

for action. They may be seen as demonstrating and being part of 

the competition between significant oppositional forces; or they 

may be seen as the means of expressing and resolving tensions and 

contradictions wi thin or between groups. Ideologies, it should 

be stressed, are contestable; there may be competing ideologies 

wi thin particular locales between professions, lind 1I1so wi thin 

particular professions. But ideologies are pitched at the 

abstract level. For them to have meaning and to be relevant in 

the daily world of action, they must be operationalised - hence 

the notion of ' operational philosophies' which provide the 

'programme' for action. Nevertheless, in practice individuals 

find the world to be at variance with both the abstract concepts 

and the operational precepts of ideology; as well as continuing 

to profess the beliefs which ideology has made evident to them, 

they also have to make sense of the world as they find it. The 

'exigencies of practice' (Hardiker, op.c1t.) require 

justifcation; ideologies have to be rationalised. 

However complex the issue of professional ideology may be, it is 

clear that those who have studied the impact of professionals on 

policy and practice see it as a key factor in the construction of 

professional influence. Ideology in all its manifestations - and 

rationalisations - is seen to be the vehicle of professional 

influence. 
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E. DISCUSSIOI 

This chapter has been concerned with examining the theoretical 

framework in which the study of professional views is placed. It 

was necessary first to look at organisational theory: to review 

the arguments of various writers relating to explanations of 

structure and process in organisations. The logical attractions 

of rationalist theory, while providing a rationale for action for 

some actors in the organisational setting (namely administrators 

and managers), offer an unsatisfactory and static model of 

organisational behaviour as a whole. Equally, the incrementalist 

interpretation leaves actors little room for manoeuvre in a world 

dominated by routine and limited strategic flexibility. Conflict 

theory which sees social relationships and social organisation 

structured - both overtly and implicitly - on the competition of 

rival interests bears greater resemblance to the 'real world' of 

organisational life. Coalitions and conflict are part of everyday 

reality in public service organisations (Thompson, op.c1t.). The 

rival interests which make up those organisations are continually 

in contest; although there are persuasive arguments which suggest 

medical interests are particularly powerful, conclusive evidence 

of their hegemony is lacking (Armstrong, 1976; Strong, 1979). The 

picture drawn in pluralist theory of shifting coalitions and 

dynamic regrouping of one set of interests against another seems 

closer to organisational life. This picture focuses attention on 

the central significance of the actors involved. 
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Those actors - in agencies such as the health service and local 

authority social service departments - are the professional 

practi tioners and their managers. Sociologists have disputed 

precise definitions of the category 'profession', but the 

commonsensical lessons to be drawn from their debates seem to 

suggest that practitioners seek to establish their occupational 

ascendancy by seeking to acquire and secure the label 

'professional' and that this struggle is an integral component of 

the pluralistic rivalry which characterises organisational 

behaviour as a whole. 

In practical terms, professionals wield influence in a variety of 

ways. Professional opinion, at national level, develops an 

'ideological corporatism' (Dunleavy, op. cit.) which will exert 

powerful control over policy and practice in both central and 

peripheral agencies. At the local level, at 'street level' 

(Lipsky, op.cit.), professionals are able to influence, and even 

determine, policy through their ability to control the allocation 

of resources, the operation of their discretion and their power 

to define needs and problems. 

The manner in which this power is conveyed, it is suggested, is­

at least in part - through the medium of professional ideology. 

Different professional groups are characterised by particular 

sets of beliefs which provide a framework for action. 

Professional ideology can be seen as a mechanism for expressing 

and promoting one sectional interest over another or as a means 
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of expressing and resolving strains and contradictions in the 

contexts of beliefs and practice. But there may be several 

professional ideologies, even wi thin a single profession, and 

there may be wide disparities between ideology and practice. 

While ideology is set at the over-arching, abstract level, 

'operational philosophies' (Strauss et Ill, op. cit.) provide the 

mechanism for operationalising them - but the 'exigencies of 

practice' (Hardiker, op.cit.) frequently distort the 

implementation of those operational philosophies. The notion of 

the 'situated account' (Smith, 1977) has been employed to 

descri be how the divergence between ideology and practice is 

accomodated. 

This review of organisational theory and the significance of 

professionals and their ideologies, then, provides the background 

to the study of professional attitudes which this thesis will now 

go on to present. 
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CHAPTER TBImB 

TBB STUDY OF PROFBSSIOIAL ATTITUDBS: AIXS.lID DTBODS 

A. AlJlS 

Professionals, on the evidence examined so far, are key actors in 

the policy process. On this basis, the study of professional 

attitudes was undertaken. It drew a sample from three Scottish 

locations: Glasgow, Aberdeen and Elgin, regarded as typical, of 

the three sorts of urban settlement in Scotland (large city, 

medium sized city and small market town). 

Three main propositions underlay the initial aims of the study. 

First, it was posited that professionals would have some 

definition of client or patient need that was specific to their 

professional interest and, as such, different from the 

'administrative need' of the service planners, and the 'moral 

need' of patients and clientsand/or public opinion. Second, it 

was proposed that professionals working in the three different 

locations where the study took place might have differing sets of 

attitudes which could be related to the particular circumstances 

of the setting. At one extreme, it was suggested that the large­

scale bureaucratic and densely peopled setting of Glasgow would 

affect relationships and attitudes differently from the smaU­

scale, personalised and face-to-face setting of Elgin at the 

other extreme. 
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Third, it was proposed that differences might emerge not only 

and others' deti ni ti ons, between one between professionals' 

location and another, but also between different groups of 

has been shown, the sociology of the professionals. As 

professions has been much concerned with the structuring of 

professional ideology and the competing claims to dominance of 

one profession over another. It was reasonable to propose, 

therefore, that there might be a relationship between the 

differences in ideology and the competition of interests which 

professionals exhi bi ted and their attitudes towards a whole set 

of policy and moral issues. 

Information to be elicited during the course of the interviews 

which were conducted with professionals fell into three broad 

categories: first, biographical information about the respondent. 

Second, an account was sought of the respondent's experience of 

day-to-day working relations within his/her own organisation and 

within and between professions - especially differences in work 

practice and orientation and/or professional differences. Third, 

were questions relating specifically to policy issues - questions' 

about community care as opposed to institutional provision; the 

relationship between individual, family and state responsibility 

for the care of dependent people; the role of the voluntary 

sector; views about the need to reorganise state services and 

reallocate resources in line with central government policy; 

ideas about where and how improvements might be made. It was 

intended to build up a picture of how professionals, going about 
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their daily business of caring. treating and managing. felt about 

some of the key issues which underlay their activities. 

I wanted to know. for example. what their stances were on the 

moral issues of responsibility. The policy documents may present 

the argument for the reallocation of resources in favour of the 

priority groups in terms of economic equity: they have had fewer 

resources in the past; it is equitable to redress the balance in 

their favour - and in terms of social sagacity: invest ,resources 

in their care now. in order to prevent the system from being 

swamped in the future by the volume of increasing numbers. But 

the issues. in reality. are much more complex than that. Choices 

about priori ties may be influenced as much by perceptions of 

social worth or need as by considerations of economic equity. 

And social worth and need may be perceived differently by the 

different parties involved in decision-making: the poU ticians. 

planners and professionals. along with the pubUc at large and 

the dependent populations themselves. 

After all. the issue of dependency raises the question of public 

and private responsibility. Professionals as actors in this arena 

are likely to have strong views which may be influential. How far 

is it the responsibility of the individual to make provision for 

him or herself in times of dependency; how far is it, the 

responsibility of the family of a dependent individual to bear 

the responsibility for care; and how far is it the duty of the 

state to do s01 Further. what form of care should be made 
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available (either publicly or privately)? At home, or in 

institutions? What part should notions of privacy, independence, 

collective action, collective responsibility, collective support 

play in the working out of these issues? 

Hone of these questions is raised in a vacuum. Families already 

care; state services already exist. But the sort of answers 

given to the questions outlined above will indicate the general 

moral climate in which decisions have to be made (by all those 

involved). Further, they impinge on broader politico-moral views 

about the nature of the state - especially the welfare state - at 

a time when the ideological lines hl1ve been drawn more sharply 

than ever before (West, 1984). 

Professionals operate at the fulcrum of the public/private 

relationship. They mediate between state (the resource supplier, 

the planner I1nd provider of services) and public (the informal 

carer and the patient or client). In one sense, they are agents 

of the state (they interpret and implement, and thus mould, 

poliCies) I1nd in another sense, they act I1S advocates for the 

public (making demands of the state on behalf of the public). 

Their power and influence is thus diffuse and there is wide scope 

for discretion and vl1riabili ty in the extent to which and the 

manner in which it is wielded. 

In addition to their morl11 attitudes, I was interested in 

professionals' views of policy matters. Was there 11 consensus 

95 



about the priority policies and was there any contradiction 

between professionals' views about social responsibility and 

their views about specific policies. There is a significant 

difference between what might be termed a moral position and that 

which can be called a policy position. Koral views tend to deal 

with abstract, high-level issues, removed from the concrete 

realities of daily experience; views about policy - especially. 

as in this case. it is policy which relates to professionals· own 

areas of work - are much more grounded in reality. Professionals 

are in a position to judge - in a subjective sense - how far 

policies are likely to prove practicable; how far they are likely 

to 'fit' the moral climate of the times. or their own moral 

positions; and how far policies serve the interests of the 

professions themselves. They are also likely to be 

knowledgeable, either partially or broadly, in an expert sense 

about the subject matter of policies - in contrast to the public 

which tends to be characterised by inexpert, highly specific and 

experiential knowledge or by sweeping unsubstantiate.d assertion. 

I was therefore keen ,to examine p~ofessiona1s' views about 

policies., Did they support the avowed move towards community 

care; did they support the proposition of increased preferential 

resource allocation in the direction of the dependency groups, 

and if so, which particular groups should have greater or lesser 

priority. Were there other ways of improving the services 

offered - by improving efficiency; by transferring resources 
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between different sectors of the service; by greater stressing of 

prevention rather than treatment and so on. 

And in discussing policy issues with professionals, I hoped to be 

able to identify what it was in the status quo that professionals 

found wanting; whether problems which they were concerned about 

related to policy or organisational structure and what in their 

view might improve matters. I wanted to find out whether the 

problems which they identified were more to do with the 

relationship betwewen actors in the arena or more to do with 

structural or policy issues than • process' issues. If the former 

were the case, I wished to examine the nature of inter­

professional relationships. Did differences in outlook exist in 

relation to moral issues, to policy implementation or to 

organisational structures and how far did any consistent 

patterning emerge in those differences. Did they amount to what 

might be called ideological differences. 

By building up a picture of professional views about the moral 

and policy issues, and about the daily working relation&hip& 

between professionals, it becomes possible to consider the impact 

that such views might have on the policy proce&s. especially in 

contrast or as complementary to the impact of public views. 
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B. JlETHDDS 

Tbe sa~le 

The intention of the study was to document the views of as wide a 

range as possible of actors involved in the statutory 

organisations responsible for the provision of care to members of 

the dependency groups. Those actors are referred to as 

'professionals' although this ignores the distinction that 

clearly exists between those located in organisations who work as 

professionals (1. e. they practice their profession; they have 

varying degrees of clinical autonomy> and those, who may be 

qualified as professionals, or may have administrative 

backgrounds, but at the time of study were working primarily a~ 

managers/administrators - it should be remembered that the 

distinction between manager and administrator was much less clear 

at that time than is the case since the introduction of general 

management with its distinctive 'managerial' ethos. I have used 

the term 'professional' to cover all categories of respondents 

partly as a form of shorthand but partly to indicate that all 

respondents were participants in the operational arena of service 

organisation and delivery - as distinct from those placed at 

higher levels, where national, long-term planning takes place 

removed from the operational levels of health board and below. In 

addi tion. many of the respondents had professional backgrounds 

although they had moved into managerial positions during the 
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course of career development. thus the distinction between 

professionals and managers. again. is somewhat blurred. 

Nevertheless. it is a distinction that is shown to have some 

relevance. as analysis will demonstrate. 

Interviews were conducted with 236 health and social work 

professionals in three locations in Scotland - the south-west 

district of Glasgow. Aberdeen city and Elgin. The sample was 

composed. on the health service side. of Area and District Health 

Board officials. consultants. GPs. hospital nurses (senior nurse 

managers down through middle management to ward sisters). 

district nurses. health visitors (and their managers). hospital 

and community health administrators. On the social work side. it 

consisted of directors of social work and senior management. down 

through middle management to • front line· management (senior 

social workers and team leaders. officers-in -charge. homa help 

and occupational therapy organisers) and 

workers. 

basic grade social 

The sample was selected on a random basis from total staff lists 

wherever possible. Where total numbers were very small. it was 

more often a case of selecting 50~ or sometimes lOO~ of the 

total. This was particularly so in the case of the smallest 

geographical location (Elgin) and at the most senior levels. The 

directors of social work in both regions were interviewedj 

likewise all the senior management of both health boards. The 

interview format was semi-structured and took between one and two 
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hours to administer. All interviews were tape-recorded and 

transcribed. The resulting mass of qualitative information was 

eventually converted into systematised data and coded according 

to both respondent and issue (236 respondents and 156 variables). 

The 1»terv1ewschedule 

The broad aims of the research have been outlined in the first 

section of this chapter but at the outset of the fieldwork it was 

necessary to convert those aims into tangible research strategies 

and questions. As a first step a series of basic questions was 

posed: 

1. Should there be a reallocation of responsibilities and 

resources within and between the health and social. work 

services for the care of 

mental handicap and mental illness 

disability and chronic sickness 

elderly? 

2. Should there be a reallocation of responsibility and effort 

between the formal services and 

self 

family 

voluntary effort? 

3. Should there be a reallocation of resources in favour of the 

Cinderella services? 

If total resources remain constant, from which other sector 
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- health or social work - should the resources be withdrawn? 

4. Between the various dependency groups which now require the 

highest level of priority? Why? 

5. Should there be changes in the nature of services provided 

for dependency groups? 

a) Should more emphasis be placed upon community as opposed 

to residential services 

b) Should more emphasis be placed upon preventive as opposed 

to curative services 

c) Should individuals and families be given more direct 

support to help themselves rather than the provision of 

professional services? 

6. If respondents answer yes 

- what specific changes 

- do they apply to all dependency groups 

- are there any exceptions 

- how would they be beneficial to the dependency 

groups and to service providers 

- what are the obstacles to change: statutory, 

structural, ideological? 

If respondents answer no 

- does this apply to all groups and services 

- would such a shift have harmful consequences 

- should there be shifts in the opposite 

direction 
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- what specifically 

- what exceptions 

- what benefits? 

[Questions taken from research notes] 

The next task was to build those questions into an interview 

schedule which was flexible enough to be administered 

productively in terms of pitching questions at different levels 

of complex! ty to the diverse range of respondents selected as 

members of the sample. It also had to be comprehensive enough to 

cover the wide variation in concerns and experience that such a 

broad range of respondents was likely to display. The interview 

schedule (see Appendix I) concentrated first on biographical 

information - current post, qualifications, past employment 

experience, membership of professional associations and so on. 

Then more detailed questions about current work were asked -­

tailored to cover the difference professional posts concerned. 

Inter-professional relationships were then investigated. The 

interview schedule followed a consistent pattern for each 

respondent, but there were supplementary probes which could be 

employed as and if necessary - usually if the respondent was not 

forthcoming or if he or she tended to dwell too long on unrelated 

issues. 

Ability to influence policy or express views about organisational 

procedures and activities was another topic for investigation. 

followed by questions about the sort of constraints respondents 
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felt they had to operate under. In this way I hoped to build up 

some sort of picture of the working environment in which 

particular individuals - themselves the products of particular 

training and employment experiences - were placed. 

The interview then moved on to the questions relating to the 

priorities policy: first, a question about the definition of the 

term community care and thoughts about its importance. This led 

into the politico-moral domain of attitudes about family and 

state responsibilities in relation to the provision of care for 

members of the dependency groups. As supplementary to this, 

questions about the appropriate role for the voluntary sector 

followed, along with an exploration of respondents' attitudes to 

levels of public expectations of the services and whether they 

felt the public expected too much of the services - and whether 

they felt people were prepared to care for their dependent 

relatives. 

Following questions which related essentially to the moral 

questions about caring, I then asked for their views on the 

specific' policy issues: did they agree with the priority policies 

and, if so, which sectors should lose resources to' allow for 

reallocation in favour of the dependency groups'? Should any 

particular dependency group have greater priority than any other'? 

Further, if no extra resources were to be forthcoming, could 

there be other ways of reallocating existing resources (by 

transferring between agencies, through the amalgamation of 

103 



agencies, by making savings through rationalisation of services, 

by better 'housekeeping', cutting down on administration and so 

on) • 

I then wanted to investigate what sort of alternatives 

respondents felt might ameliorate existing services and 

conditions. These might involve IHS-provided institutional 

services, local authority-provided residential services, or 

community based or domiciliary services. Questions like this 

offered an opportunity for respondents to put right (in theory) 

what they saw as being wrong about current provision - and 

therefore provided an opportunity at the stage of analysis to 

cross-check responses on views about current policies against 

views about 'best-possible' scenarios. 

Finally. I hoped to set respondents' answers into a policy 

framework: how far. the final section of the questionnaire asked. 

did respondents feel their organisation made clear the aims and 

obj ecti ves of its policies? Was there any sense of everyday 

activity being grounded in an overall policy framework? 

At the outset of each interview. I knew what the overall 

structure of it would be and what range of responses I expected 

to obtain. However. I also expected that during the course of 

administering the interview it would be necessary to adapt it or 

add supplementary probes to cope with variety of experience and. 
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perhaps, reluctance - or over-readiness - to discuss some of the 

issues. 

A pilot study was conducted to test the appropriateness of an 

early version of the interview schedule. Thirty interviews were 

conducted with a range of respondents <similar to those included 

in the main study) in a third health board district in Scotland. 

From this, I learned that it would be important to impose limits 

on the extent of discussion in relation to the open-ended style 

of the questions to be asked. It was tempting to digress from 

the central research issues and to wander down interesting - and 

frequently illuminating - paths which had only limited bearing 

on the research questions. 

balance the possibility 

There was a continuous need to 

of obtaining further relevant 

illumination against the disadvantage of generating so much 

information that it would be impossible to handle during the 

analysis stage. 

But I also found that on occasions it was necessary to modify the 

format - either by being more persistent in discussing certain' 

issues or by downplaying certain others because they were 

inappropriate. Some junior level staff - district nurses, for 

example - might not find it easy to discuss some of the policy 

issues because they had never had to articulate their views in 

that way before. They, therefore, had to be encouraged to talk 

about the issues by sympathetic probing. In some interviews -

mostly, again, with junior level staff, or perhaps with GPs -
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questions about such things as the details of resource allocation 

policies were sometimes found to be too specific for respondents 

to cope with. In others, questions about personal details 

(career, experience of caring for dependents) were unwelcome, 

although rarely rejected. 

During the course of the main study, these technical problems 

were also presentj the interview format had to be adaptable and 

flexible in order to cope with the variation encountered. There 

were two further difficulties: first, a small number of senior 

medical respondents found it difficult to respond in personal 

terms - not just in relation to the personal questions, but to 

the policy issues too. They tended to respond in an 'academic' 

manner: that is, they did not say what they, as individuals, felt 

about an issuej rather, they tended to summarise the available 

evi dence and then put forward the ' accepted I vi ew about it. 

Second, a small number of other senior respondents displayed 

significant sociological awareneSSj they understood the research 

issues and the relevance of particular questions and tended to 

frame their responses accordingly. 

There were a number of practical problems, too, which arose 

during the course of fieldwork mostly related to arranging the 

interviews. There was no difficulty in obtaining agreement for 

access but difficulties arose sometimes in trying to set the 

interviews up. Formal agreement for access was obtained at the 

most senior levels. In the case of the health boards, the aims 
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and methods of the research project were discussed with the area 

executive groups of each board and formal permission was granted 

wi th undertakings from both lEGs to inform the hierarchies of 

each profession below them that access had been agreed. In the 

case of the social work departments, the research protocol was 

submitted to their research liaison groups, discussed and agreed. 

The hierarchies of officers and field staff were then informed 

that access had been agreed. 

Formal agreement at the top meant there were no formal 

difficul ties lower down the organisational structures. However, 

it was often difficult to contact field staff and arrange 

convenient times for interview. I encountered some of the same 

problems that field staff themselves frequently mentioned during 

the course of interview - the problem of contacting field staff 

of different agencies because of ignorance of the times when they 

were likely to be in the office close to telephones and so on. 

In addition, such staff (as will be seen in their profiles later) 

tended to define their daily activities in terms of how busy they 

were and under how much pressure they felt themselves to be; 

calls upon their time <of more than an hour> were thus seen 

sometimes as uncalled for demands on their time. Once in the 

interview situation, however, respondents were generally eager to 

talk. 

With more senior staff, it was a question of getting through the 

secretaries and administrative officers who often surrounded them 
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in order to fix times in their diaries for interview. Once the 

interviews had been arranged, they were sometimes postponed 

because of more urgent and important demands on senior staff's 

time cropping up. And during the interview, in certain 

instances, the interview had to be called to a halt and set up 

again for another occasion because of crises developing which had 

to be attended to. 

In the case of a number of the hospital consultants interviewed, 

there was some lack of understanding of what was required of the 

interview. Once I was taken into the staff canteen where we had 

to perch on chairs at the corner of a table and where the 

respondent felt we could 'have a chat'. Another time, I was 

shown over the small hospital where the consultant was based, 

introduced to patients, given a cup of tea and put in a side room 

off the theatre and asked to wait until the consultant had gone 

into theatre, completed a laparoscopic examination of an elderly 

patient and then returned,. still in theatre gown, for the 

interview. 

No respondents who were approached refused to be interviewed. 

Only one of them declined to have the interview tape-recorded. 

One middle management respondent requested a preliminary meeting 

before the interview to discuss the research and to ask about how 

much of her staff's time would be taken up when I came to 

interview lower down the organisation. As in many interview 

studies, I encountered a readiness to talk very freely and 
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frankly, often about 

professional matters 

personal matters 

which frequently 

and often 

related to 

about 

other 

individuals who were also in the sample. This raises a number of 

moral issues relating to the research process, written about 

elsewhere (Da11ey~ 1988c). It requires the researcher to behave 

wi th extreme discretion during the period of fieldwork, but it 

also has implications at the writing up stage of the research in 

relation to the sort of information and evidence that can be used 

publicly. The obligation of the researcher to the research 

subject is of central importance. 
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AD.alys1s 

The interviews, as described above, were semi-structured with 

predominantly open-ended questions, while they followed a common 

schedule, questions were tailored to suit the profession and 

posi tion of the respondent concerned. Inevitably, respondents 

varied in their readiness to talk: some were loquacious and 

expanded points that others were content to answer briefly. Some 

talked at length on issues with which they were familiar; others 

were more inhibited. Both the extent of experience aD.d individual 

personality had some bearing on the type of responses given. 

Some interviews were completed in an hour, others extended to 

more than two hours. 

, 
The wealth of material gained and its variability presented 

problems for analysis. The mass of qualitative information had 

to be converted into systematic data, patterns and ranges of 

responses had to be looked for, identified and classified. The 

interview schedule had been drawn up to pose certain questions 

but the patterns of responses which they were likely to produce 

were not systematically anticipated in advance. Classification 

of responses had to be undertaken 'from scratch' after the 

interviews had been conducted. To take an example: on the issue 

of family/state responsibility, the question was posed in broad 

terms - 'what is your view about the relative positions of family 

versus state responsibility', looking at a broad range of 
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responses, it emerged that they fell into five categories -

primarily family; family with professional support; 'can't 

generalise/don't know'; partnership between family and state; 

primarily state. Once that range had been established, responses 

from all the interviews could be classified accordingly. 

The process of establishing the classificatory categories was 

accomplished by taking a sample of 40 transcripts (that is, just 

over one sixth of the total) and scrutinising them with extreme 

care and in great detail. lotes were made on two series of index 

cards - one recording details about each individual's pattern of 

responses, the other recording issues as they occurred from all 

40 interviews. The range of responses to anyone specific issue 

was assessed and classified as in the example cited above. Thus 

the issues of inter-professional differences, constraints on 

daily work, acceptance of the priorities policies, views on 

prevention, community care and many others were explored, the 

range of responses recorded and appropriate coding accorded. 

This process has been outlined and discussed in a series of 

(unpublished) working papers (see, for example, lppend1z II). 

The mass of items cropping up were gradually pared down to 

manageable proportions so that a coding index could be 

constructed. Any researcher dealing with a mass of qualitative 

data is faced with the problem of selecting out the salient 

details without losing the residue of substantiating or 

illustrative data; a mechanism has to be devised for safeguarding 
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- or salvaging - the latter at the same time as constructing an 

index of the central issues. 

A coding index was therefore constructed from the analysis of the 

40 transcripts covering a total of 156 variables (see Appendix 

I II) i at the same time. other. residual. details were noted on a 

separate sheet for each respondent (see Appendix IV> • This 

latter sheet included details of respondent and transcript page 

number as well as issue. so that it would be easy to refer back 

to the original transcript when necessary. 

The long process of scrutinising all 236 transcripts began. It 

was necessary to look not only for responses relating to each of 

the variables but also for those relating to the issue sheet as 

well. In this way I built up a record of each respondent·s views 

relating to the central issues (according to the coding index>. 

but also to the subsidiary issues which were seen as important 

but not necessarily as central. 

Although initially the coded data were entered onto a computer. r 

wanted more immediate access - especially to the responses of 

individual members of the sample. I decided that it would be 

more useful to enter the coded variables onto squared paper so 

that I could handle them directly - reading off the responses of 

individuals as well as groups of professionals. I therefore 

constructed a matrix consisting of the variables along the 

112 



horizontal axis and individual respondents. clustered into 

professional groups. along the vertical axis (see Appendiz V). 

In this way I was able' to build a picture of how particular 

professional groups responded but at the same time was able to 

look within those groups at the spread of responses amongst 

individual respondents. This enabled me to take a number of 

'cuts' at the data; I was not restricted to looking only at the 

larger groups. I could look at sub-sections or clusters of 

individuals within the larger groups. 

levertheless. although the process of classifying and indexing 

had set aside an enormous amount of material. the wealth of data 

still remained. For the purposes of this thesis, it has been 

necessary to focus on particular aspects at the expense of 

others, purely because of the difficulty of handling an excess of 

qualitative data. Rather than looking in detail at professional 

responses to the policy issues. I have concentrated on the theme 

of professional ideology and the factors which cut across the 

central1 ty of such ideology in determining professional 

attitudes. 

The pattern of the following chapters revolves round this theme. 

A series of professional profiles will be presented. summarising 

the main pattern of responses to the range of issues central to 

the study. These profiles will then be considered in the light 
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of the initial propositions underlying the study and others 

relating to the determining influence of professional ideology 

and other factors. 
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CHAPTER FOUR 

PRDFESSIDIAL PROFILES: IllS RESPO'lDElTS 

The findings will be presented in two chapters which will be 

concerned with presenting the data descriptively in a series of 

professional profiles (health service respondents in the first 

chapter, social work respondents in the second). These will be 

followed by a third chapter which will examine the findings more 

cri tically and analytically, in the light of the three initial 

proposi tions the existence of a professional ideology, 

locational differences; and inter-professional variation - along 

wi th any other intervening factors which might emerge from the 

analysis. 

Profiles of nine professional groups will be described by 

presenting each group's pattern of responses to a series of 

topics, all considered in the same sequence. Groups which are 

part of the health service will be presented first: doctors 
• 

(consul tants and then GPs) , nurses (hospital nurses, district 

nurses and health visitors) and health service managers or 

administrators. Social work respondents will then be considered: 

social work managers, senior social workers and lastly basic 

grade social workers. A series of tables illustrating responses 

to the main issues in terms of broad frequency, distr1-butions: is 
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contained in Appendix VI which can be referred to in conjunction 

with the profiles 

CDNSULTAI1S 

Twenty-three consultants were interviewed, most of whom worked in 

special ties related to the care of dependency group members -

geriatrics, orthopaedics, rheumatology, psychiatry. 

a) The .oral dl.anslon 

A group of questions was asked, all relating to the central issue 

of where does individual and family responsibility for caring for 

dependent members of society lie, and where do the boundaries of 

state responsibility fall. In addition to a direct question 

about the balance of responsibility, questions were also asked 

about whether public expectations of the services available were 

too high, and whether, in the view of the respondent, members of 

the public were generally prepared to take responsi bili ty for 

dependent relatives. Questions about the role of the voluntary 

sector were also asked, in the light of current government policy 

to involve volunteers (both organisations and informal caring 

networks, such as relatives, friends and neighbours) in the 

provision of community care. On the family/state responsibility 

question responses (for all respondents, not only consultants) 

lay along a continuum from 'primarily family' through 'family + 

professional support' to 'partnership between family and state 
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(via its professionals) to 'primarily state'. In the particular 

case of consultants, most adopted a moderate attitude (i.e. lying 

in the middle rather than at either end of the continuum) towards 

the relative responsibilities of state on the one hand and 

individuals and their families on the other. The views of a 

consultant psychiatrist were characteristic: 

It's a social responsibility I think. But then it's - well, 

for centuries, I think that - I think that most people 

realise that. (4lJK) 

Responses varied though. There were those who felt that families 

should bear primary responsibility for their dependent relatives: 
> 

I don't know that I have a black or white view on that. I 

think, I do think that the family are responsible for their 

relatives - but whether they can cope with that 

responsibility is another matter. 

(Consultant psychiatrist 10JK) 

However, at the other end of the continuum and in contrast to 

respondents from some other professions, there was none who felt 

that fundamentally it was the duty of the state to provide 

support. Kost consultants though felt that it should either be a 

partnership between state and family or that the family should 

take prime responsibility only with sufficient professional 

services is support. A consultant rheumatologist, for example, 

said: 

If things were ideal, which I am not sure they are, it is a 

family's responsibility to care for the family unit ••.. 

some people do opt out ••• we do care but we only care for the 
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things that we choose •••• I think that at the end of the day 

we have to, as a society in general, recognise that and say 

that if we are going to have a society which is going to be a 

caring society for its individual members in individual 

families, then we have got to help people to that end. It's 

not a matter of helping them to that end when the crisis 

happens. I think the whole thing starts at a much earlier 

stage. (1 05!B) • 

Like all other professional groups, a majority of consultants 

felt that the public in general expected far too much from the 

professional services: 

I think maybe the majority do have aspirations [of the 

services] which I think are a little in excess of what is 

possible at present. 

these aspirations. 

I think that they have been educated to 

(Consultant surgeon 21DW) 

But more consultants than many other professionals felt that they 

did not and that soma even. expected too little. Further, it 

seems clear that many of the 'expect too much' responses were in 

no way judgemental - the consultant surgeon mentioned previously 

continued by saying: 

I don't hold any blame to anybody for that. 

Respondents realised that the public's expectations were 

legitimately high: it should be part of the welfare state's 

responsibility to be able to provide services for all those who 

needed them. In addition, most consultants felt that people 

generally were prepared to take responsibility for their 
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dependent relatives, with a minority disagreeing. However, some 

respondents felt unable to generalise about these issues either 

because they did not have enough knowledge about what happened in 

practice, or because they found it difficult to be precise: in 

their view some people did care and did not expect too much and 

others exhibited exactly the opposite characteristics. 

Another component of the moral dimension is the role of the 

voluntary sector in the provision of care. Support for its role 

may reflect a principled view that it ought to have a part to 

play, or it may simply imply a pragmatic recognition that help 

from anywhere, at a time of resource scarcity, should be welcome. 

A substant~al majority of consultants supported the role of the 

voluntary sector but were outstripped in their support by all 

other professional groups apart from IRS managers. Of those 

supporting it, most said they were in favour of it as long as it 

was supplementary to the professional services - that is, they 

did not favour it as an issue of principle; and indeed a.number 

of them expressed reservations about the danger of voluntarism 

encroaching on professional territory or about its lack of 

competence to act in expert fields: 

In the absence of a proper 'involuntary' sector, [the 

voluntary sector has] a fairly large one [role] but 

unfortunately the voluntary sector only wants by and large to 

do the nice things and there are lots of nasty things to do. 

(Professor of Geriatric Medicine 47JK) 

119 



Consultants then did not adopt a highly moralistic stance on the 

issue of responsibility as compared with soma other groups. They 

saw an important role for the family and the individual, but not 

in competition with that of the state, especially as represented 

by its professional agents. They were wary that the voluntary 

sector should not step on professional toes or that its role be 

elevated to an article of dogma. 

b) The pr1or1ty pol1c1es 

As noted in earlier chapters, central government since the mid 

70s has advocated priority for the dependency groups. A series 

of policy documents has stressed this, although for the most part 

they have given no absolute directives as to how this should be 

accomplished. In this fluid environment, the attitudes of those 

who are required to implement the policies might be crucial. 

Consultants when questioned were not enthusiastic about the 

policies - very few supported them firmly (and more than that 

number disagreed with the policies) al though half agreed with 

some degree of equivocation: 

I think that in health service planning that that's 

acceptable [conferring priority] and, I think, that it's 

happened. I think that the financial constraints however 

have got to be seen as separate in this. In any period of 

financial constraint, however, public opinion is going to 

swing back to acute medicine. 
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And even where there was endorsement of the policies, there was 

little agreement as to which sectors should lose resources in any 

reallocation. Less than a quarter of consultants felt that 

resources should be transferred from the acute sector whilst 

almost half could not make any choice at all: 

I'm not sure that they should be given absolute priority. 

I get slightly concerned if they say they're going to take 

their finances and staffing away from acute services - but 

I'm not so certain that these - the very very specialised 

acute services should have all the funds. 

(Consultant psychiatrist 19JKE) 

This is, perhaps, especially significant because the respondents 

were conSUltants dealing for the most part with chronic 

conditions - and yet they were still prepared to acknowledge the 

pre-eminence of others' claims: 

The point is you've got to pay for the - the care of - er -

somebody's got to earn the money to pay for - pay for the 

care of these people and if someone's got an orthopaedic 

complaint that's keeping them off work in the working age 

group - these people have got to get back to work and get 

into employment as soon as possible .••• It's got to be the 

acute sector as well. (Consultant surgeon 08JKE). 

They talked about acute medicine as pushing back the frontiers, 

of trailblazing - activities which should not be curtailed. 

Almost a third felt strongly that no sector should lose; that 

priority could only be given by the input of new resources. 
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This reluctance to be decisive in choices about resources is 

matched by a reluctance to single anyone dependency group out 

for priority. Over half the consultants were unwilling to do so: 

I don't think so, although one might from time to time have 

to select a priority need on an individual or group, small 

group basis, but I don't think we should identify centrally a 

special group. (Orthopaedic surgeon l7DW) 

Of the remainder, most chose the elderly, followed more 

specifically by the confused elderly, then the young chronic 

sick. The mentally ill as a group came low in the order of 

ranking and the mentally handicapped did not figure at all (even 

though consultants in both specialties were amongst the sample). 

If consultants were· not overly enthusiastic about withdrawing 

resources from some sectors to give to others, was there any way 

of reallocating resources rdtb1n the sectors dealing with the 

dependency groups to improve services? Again, the consultants 

did not appear to have strong views. Half of them were non­

committal, with a third suggesting that reallocation might be a 

possi bil it Y - the remai nder sayi ng it was possi bl e. Grea test 

support (from the third of the sample that made positive 

suggestions) was for greater collaboration <through better joint 

planning mechanisms and coordination of services) between 

agencies responsible for the care of the dependency groups. 

Along with this went a call for greater inter-professional 

collaboration. There was, however, little support for any 

transfer of resources between agencies: 
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I think it's either for health funding; I think it's clearly 

a health duty or not and I don't know why the great drama 

has to be made about transferring sums of money from the 

health board to the local social work people •••.• perhaps 

social work ought to be given more - perhaps Region ought to 

be given a bigger contribution from central government. Why 

is there this great play about it coming out of health board 

funds? (Consultant in mental handicap I08AB) 

There was some small support for the idea that there might be a 

s1Dgle agency (combining social work and long term care) to 

overcome some of the existing organisational difficultiesl 

I think that [amalgamation] is more possible, provided it's 

done on very ordered lines. And again clearly established 

aspirations. It's really just a question of definition after 

all. Why should they be separated? 

(Consultant surgeon 21DW) 

On the other hand, there were those who were stongly opposed: 

10 I don't [agree]. I think I would be against that. I 

think doctors as a whole are rotten at providing, for the the 

most part, rotten at providing recovery programmes, are 

excellent at providing services for patients who are very 

sick people, and also have a capapcity for people feeling 

ill •••• but I'm very against doctors being involved in the, 

anything apart from acute patient care. 

(Consultant psychiatrist 23DW) 

There was only one suggestion that there be a greater move from 

institutional towards community care. 
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One of the arguments put forward by strategic planners is that 

resources should be put into preventive and health promotional 

activities in order to forestall increasing demands being made on 

the services in the future. But just as consultants were 

unenthusiastic about the transfer of services from institution to 

communi ty or from one agency to another, they did not come out 

strongly in favour of any greater emphasis on prevention. One 

respondent thought it was 'nonsense' and a quarter were either 

hostile to or sceptical about the idea: 

I think prevention is a nonsense ••.•• I think we are talking 

all this prevention stuff and not realising the implications 

of it. What are we're trying to prevent disease for, we've 

got disease pretty well under control. Are we going to try 

and prevent people dying or something? 

(Orthopaedic surgeon 2lDW) 

Of the remainder, most were mildly in favour, with a smaller 

proportion expressing positively favourable views: 

I said right from the start here that if I had money to put 

into work on alcohol problems I'd just put it into 

prevention. I wouldn't put any into treatment or other 

resources - that's a bit far-fetched, I think, but •••••• 

certainly the amount of attention given to preventative 

medicine is slight. 

(Consultant psychiatrist 23DW) 
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c) CcnImI1ni ty CIJTe 

The definition of the term community care is notoriously muddled 

(DHSS, 1981c) - for some,· at one extreme, it means any form of 

non-institutional care and for others, at the other extreme. it 

means care within one's own home or one's family's home. And 

between those two definitions lies a range of other definitions -

care given by non-medical and non-IRS staff, especially local 

authority employed staff; it may mean care provided in a range of 

'non-insti tutional' settings (usually defined by size), such as 

group homes. hostels, or half-way houses. Or it may mean 

informal care rather than formal paid care (Bayley's (1973) care 

by as distinct from care in the community). Lastly some define 

it in terms of quality of care: good care being that provided in 

the community and bad quaU ty care being provided in 

insti tutions. 

Over half the consultants opted for the broad institutional/non­

institutional distinction; that is. any form of care outside 

hospitals should be defined as community care. A hospital-based 

consultant in mental handicap, for example. said: 

I would not want to feel that we were outwith the community. 

Kind you. some people have often said perhaps the most 

deprived mentally handicapped are those that stay at home and 

there may be some truth in that. I wouldn't like to say the 

hospitals are so isolated from the community. (l13AB) 
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The rest were evenly divided between community care as being in 

onels own home or anything outside hospitals and old peop1e ls 

homes <definition by size of setting>. Their tendency to draw a 

distinction between hospital and community may reflect their 

views on the health service/local authority divide and on their 

lack of readiness to recommend a transfer of resources from 

institutions to the community. There was a strong tendency for 

them to see local authority policies as threatening to their 

interests, as encroaching on their terri tory. They wanted to 

improve their services rather than hand patients over to local 

authori ty services in. the community. Another consultant in 

mental handicap said: 

I think we must put the blame where it lies, and that's with 

some of social work .•• no, if social work had other ideas, I 

think they - they've got to put their cards on the table and 

- you know, I see no examples of anything convincing that 

offers a good alternative to the care we give children here. 

Community care was seen to be less of an objective for them and 

did not carry the same connotations of Iquality' as it might for 

some other groups of respondents. 

This attitude is reflected in their responses to questions about 

how current services should be improved. Over three quarters 

called for more and better health service institutional care -

especially for the care of psycho-geriatric patients: 

I think right now [we should put resources] into more 

custodial care, for the elderly confused. I think the amount 
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of stress that they are giving their relatives. I think there 

needs to be a massive provision for that right now. 

(Consultantpyschiatrist lOJK) 

There was SOIDe, small recognition of the need for improved 

domiciUary services (both IRS and local author! ty>. but 

overwhelmingly they felt the need for greater resources being 

made available for institutional care. This of course links in 

with their lack of enthusiasm for the priority policies as a 

whole together with their willingness to cede priority to the 

acute sector. Theirs is predominantly a hospital-based view of 

the world where the traditional hierarchies and priori ties of 

medical politics hold sway. 

d) Vork1lJ8' l:1fe 

I was interested in respondents' views of their work and the 

constraints and difficulties that they encountered in daily life. 

since the concrete realities of work might influence their views. 

We were interested firstly in the sorts of factors that impeded 

or inhi bi ted their accomplishing of daily tasks. )(ost (86%) 

consultants said they were faced with constraints. 

They drew a picture of work being bounded by problems of scarce 

resources or of cuts limiting existing resources. This was their 

chief problem. Even so they did not sound as if they felt 

overwhelmingly hard-pressed (especially when compared with some 
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other categories of professionals). A consultant psychiatrist 

expressed it thus: 

I think practically nil - may sound rather unusual, but 

personally I don't have any pressures. What is not there 

cannot be made available by just worrying about it. (41JK) 

Following this category of constraints came those relating to the 

nature of the work which they performed. Here they seemed to be 

concerned with the level of responsibility which as consultants 

they bore in relation to the wellbeing of their patients. But of 

course this weighty responsibility was also conceived of as 

validation of their superior status within the agency and 

therefore cannot be seen wholly as a constraint. Workload was 

given as a third burden or problem that they had to contend with 

- which is clearly linked to the perception of resource scarcity 

and cuts as being a problem to cope with. 

In terms of working relationships, consultants said they found 

relationships with other consultants the most difficult. 

Sometimes this was to do with the relative status between 

different specialties - the specialties dealing with chronic 

condi tions, especially in the case of psychiatry, finding they 

had less power and influence than acute specialties: 

I would regard us [the psychiatry division) as being rather 

perhaps poorly represented ••• for instance on the medical 

advisory comDdttee, we never seem to have a representative 

on there and this is voted for [by) consultants in the 

various hospitals ••• they would always outvote the 
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psychiatric representative. (Consultant psychiatrist 112AB) 

In other cases, it was personality clashes and differences of 

opinion that caused the problems. Other problematic 

relationships mentioned Were those with social workers and GPs 

and mostly related to problems of outlook and orientation or 

organisational matters. Social workers did not seem able or 

willing to do what consultants wanted: 

Anyone [such as social workers] who has got a split 

commitment ••• 1 think they just don't become sufficiently 

involved in the work of the team .••• we didn't find it 

particularly satisfactory with the last social worker we 

had. (Consultant psychiatrist 10JI) 

Relations with GPs were sometimes difficul t and communication 

was poor. One respondent said that GPs tended to use the 

hospital as an extension of GP services and was irritated partly 

because of the misuse of the service but also partly because GPs 

had a different attitude to the profession of medicinel 

In this hospital we (have to] run a substitute GP service 

in the accident unit .•••• a third of the local practices use 

the emergency treatment service. Veryextensive •••• But 

general practice and specialist medicine are run on an 

entirely different basis. I'm an employee of the state and 

they don't consider themselves to be employees of the state 

••• some people (some GPs] get pleasure out of having power, 

[by sitting on committees] by the two greeds that can destroy 

most professions, greed for power and the greed for money. 

And greed for power is not uncommon in medicine. 
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(Orthopaedic surgeon 44JK) 

Enormous hostility was expressed by consultants almost without 

exception to social work as an agency. Whilst many respondents 

did not have a. great deal of direct contact with individual 

social workers - and then only hospital-based social workers -

they were often critical of social work in general. They felt it 

was badly organised. had the wrong priori ties (that is. those 

that did not match theirs). differed in its orientation and 

misused its resources: 

I think there's probably a feeling that the social work 

department perhaps has mental health lowish down on its 

list of priorities ••• and I think there's perhaps a certain 

amount of misunderstanding or lack of information. I think 

I would say that the general understanding of mental illness 

by social workers isn't all that great. 

(Consultant psychiatrist 112AB). 

Consultants also criticised the health board as an agency along 

wi th its officers. They felt they did not understand clinical 

needs and attacked them for adopting the wrong policies (for 

example on closures) for wasting resources and for being badly 

organised. A consultant surgeon, talking about hospital and 

health board management. said: 

Well, you catch me at rather an unfortunate time with that 

question •••• but after the redistribution of hospital manage­

ment that meant that the main management move away from the 
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hospital area where I'd been used to meeting them every day 

•••• so that from that point of view I think it's a deterior­

ation in the relationship and it just comes at a time when 

they've said they were going to close down surgical beds. 

(2lDW) 

Clearly, consultants were hostile to any professional group or 

any agency which failed to recognise their status, or tried to 

impinge on their territory <which should be protected, they felt, 

by their claim to clinical autonomy). ievertheless, much of this 

seemed to be a 'received' hostil1 ty. Consultants seemed to be 

cocooned from any great contact with outside agencies or 

professionals. The world of the hospital was their world; the 

community was something removed, something 'out there'. 
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GEIERAL PRACTITID8ERS 

Nineteen general practitioners were interviewedj some in group 

practice and some singlehanded. 

a) T11e :aoral daenslOlJ 

The most striking feature in the GP profile is the strong, clearly 

defined position they take on the moral issues. It tends to be an 

abrasive and judgemental one. Along the continuum from 'primarily 

family' to 'primarily state' responsibility, the GPs concentrated 

heavily towards the primarily family end. Almost half saw it as a 

family duty to care with another third seeing it as a family duty 

but with professional support. Of the remainder, only a tiny 

proportion (a tenth of the total> felt that the state had an equal 

part to play (whilst none saw it as primarily a state 

responsibility) • 

lany respondents elaborated these views in their answers to 

questions about public willingness to care and public expectations. 

While they stressed their feeling that it should be the public who 

took on the burden of care, they expressed jaundiced views about 

what really happened in practice: 

lorally it should be the family but then we're not living in 

a very moral age. and the families just don't want to know 
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.... The hard fact is that people really don't want to have 

this burden. (18JB) 

A number said that many people had grown too used to the benefits 

of the welfare state; they looked for handouts and were not prepared 

to take on responsibility for themselves and their dependents.'. 

I think there is generally an expectation that, you 

know, something will be done if anything goes wrong with 

a member of your family, the state will step in and take 

care of the situation. Yes. I think there is an expectation 

amongst society in general that things will be done. 

things will be taken care of. (l3JB) 

Some said that British people should take a leaf out of the Asian 

community's book: that tbey knew how to care for their dependents 

and to take pride in doing so. Thus a substantial majority (84%) 

said that people expected too much of the services and another 

majority «67%) felt that in general people were not prepared to 

take responsibility (although in this case almost a quarter were not 

prepared to generalise on the subject) • And many of these 

respondents judged the public harshly; they felt that people did not 

care and expected too much because they were morally deficient: 

I wouldn't mind as much community [care] as you like 

if people wouldn't demand that I take the responsibility ... 

I would say the majority opt out. Fewer and fewer folk are 

going to upset their own lives at all to cope with their 

own relatives. I think they're being selfish. (92AB) 
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Very few GPs were willing to recognise that force of social 

circumstances might be a factor in some people's apparent inability 

or unwillingness to care. 

In the light of these perceptions of families' unwillingness to care 

and views that it should not simply be left to the state to take 

responsibility, it is interesting to look at GPs' views about the 

voluntary sector and its relationship to the professionally provided 

services. GPs were substantially in favour of voluntary effort -

(although evenly divided between giving unconditional and 

conditional approval) - as long as it was seen as supplementary to 

the professional services. They saw it in terms of 'befriending' 

and standing in for a short time to relieve relatives or as bringing 

a 'touch of humanity' to the business of caring which professionals 

could not provide: 

Just people who can go round, even talking to people, just 

visiting. Don't have to do anything, don't have to go 

shopping. Even just to say hello to a lonely old lady 

makes all the difference. just being her friend. <l5DV) 

Whilst the moral views of an individual GP might lead him or her to 

adopt a position which emphasises family duty (and voluntary 

effort) rather than state responsibility. it seems clear from this 

evidence that in a practical sense that same GP still sees a major 

role for the professional services - either because families do not 

meet their responsibilities and therefore have to fall back on the 

professional services or because the voluntary sector is not seen 
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as being able to supply the skills and resources which the statutory 

services are able to. 

b) The prlor1ty policies 

A majority of GPs agreed with the priority policies; they divided 

evenly into those who agreed firmly and those who agreed but with a 

certain amount of equivocation. A fifth of all GPs, however, felt 

that any increase in resources coming into the health service should 

be spread across all sectors evenly and a smaller proportion (ll~) 

stated that they actually disagreed with the policies. This spread 

of views is reflected in their responses to questions about which 

sectors should lose resources in order to fund the priority policies. 

Just over a third agreed that resources should come from the acute 

sector. but just under a third stated that no sector should lose. 

And almost a quarter of GPs were unable to say where the resources 

should come from. 

A Glasgow GP was typical of many when asked if he agreed with the 

policies: 

I would think so. After all. it's supposed to be a sign of 

a civilised state to look after the poor, the 111, the 

handicapped and ln that respect lt lIlust be right, yes. 

But, when asked which sector should lose, he goes on: 

This is a Catch-22 situation. Well of course again nobody 

should lose resources .... well obviously the health service 

should be funded decently. (25DW) 
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Kost responses - even those which were positive in one direction or 

another - were tempered with doubts or at least with recognition of 

the difficulties involved in making such decisions. They recognised 

the pressing needs of the' priority groups, either because they dealt 

with many patients coming from those groups or because they saw 

themselves growing older and in possible need of the services in 

the near future. And yet at the same time, they found it difficult to 

agree that resources should actually be withdrawn from existing 

areas of the service. Even in relation to this set of questions, the 

moralistic views of GPs sometimes came to the fore. One, for 

example, condemned people for making ever-increasing demands on the 

service especially when compared with the elderly people he had 

dealt with when he first came into practice: 

I do blame them [elderly people today] and I don't know 

about other people but as a GP what I do notice is that 

old people of seventy and eighty today are not the same old 

people of seventy and eighty when I started ... they're 

two different breeds ... the present lot expect to be 

kept as sixty year olds forever and you can't do it. 

(92!B) 

The view seems to emerge that while there is broad acceptance that 

the dependency groups ought to be given priority, there is no great 

enthusiasm for the policies or for the re-directing of resources 

from some sectors towards them. Some expressed surprise that such 

policies existed, given current hospital building programmes 

focusing on acute services. And, indeed, there were some who felt 

that the acute sector should not have to lose resources: 
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I don't know about priority. The acute sick should have 

priority. it would be very wrong if you could not have an 

acutely sick person admitted to hospital, because there 

were no beds, because they were all occupied by the chronic 

sick. There would be something wrong there. So I don't that 

they can have priority. (laJB) 

When asked which dependency group ought to be singled out for 

preferential treatment, not one GP singled out mental illness or 

mental handicap for priority. They alone, of all professional 

groups under study, failed to mention both mental illness and mental 

handicap. It is perhaps significant to note that they are both 

conditions for which GPs are sometimes accused of overlooking. As it 

is, their preferences divided equally between those who singled out 

the elderly and the confused elderly or those who felt no one group 

should be singled out for preference. Broadly speaking, it is those 

GPs who supported the policies firmly who singled out the elderly 

for preference and those who were more reluctant to support the 

policies who went for the 'no distinction between priority groups' 

option. 

Whilst it is clear that there was a distinct lack of enthusiasm for 

a positive policy of wUbdrawing resources from particular sectors, 

it is interesting to note that a substantial majority of GPs -

almost three quarters - felt that better use could be made of 

existing resources and that almost half felt that resources could be 

shifted between priority services (as opposed to reallocating aPfay 

139 



from particular client groups or sectors) to good effect. Better 

use could be achieved by making savings on costly administration 

and management; on a rationalisation of services and on cutting out 

waste. This was consistent with GPs' impatience with health board 

management and administration in general. they felt there were too 

many 'faceless bureaucrats' who were unable to make effective 

decisions when GPs wanted them to: 

and 

I think resources might have been better used. I think 

too, oh God, I think the administration is just appalling 

in the health service and I don't just mean locally here 

in Koray where it's fairly bad. I mean all over. Far too 

many chiefs and not enough indians. (l4JBE) 

Stop this 'tiering' within the health service for a start. 

The amount of layers of administration ... too many 

committees that have to sit before anything gets done ... 

I get six letters from perhaps two or three [consultantsl 

in the same department. Why not send them all in bulk ... 

there's lots of small things which doesn't sound very much 

but I'm sure they could trim if they tried. (20DW) 

Where improvements could be made by shifting resources ",:l.th:l.n the 

priority groups sector, a small number of GPs advocated a direct 

transfer of resources from one agency to another. GP hostility 

towards social work was reflected in the suggestions of a few 

respondents for the health service to take over local authorities' 

responsibility in the field of long term care: 
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If there were to be cutbacks - back to the old subject 

again - I personally can't, wouldn't, see any great loss 

in the social work department disappearing completely. 

(91AB) 

Others in less hostile mood suggested an amalgamation of health and 

social work services and others advocated improved collaboration 

between agencies. In only one instance did a respondent recommend 

a transfer of resources from institutions to the community. 

GPs, like consultants, were not enthusiastic about the suggestion 

that more resources should be devoted to prevention and health 

promotion. Less than a third expressed positive support for the 

suggestion with another third voicing mild approval. On the other 

hand, more than a quarter were sceptical with the remainder actually 

being against the proposition: 

You still can't stop, you know you can't make patients 

prevent, patients still smoke; women don't get blood tests 

when they're pregnant to see they're having children with 

spina bifida ... and some, if they do, are not willing to do 

anything about it. That's their decision. you can take a 

horse to water but you can't make him drink .... I run a 

hypertension screening clinic for middle-aged males. But 

you may pick things up a bit earlier, but I don't know 

if you make any great difference ..... no point in screen­

ing and finding something and not being able to do any­

thing about it. It's just a waste of time and money.<1UB) 
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10 other respondents except a few consultants and a very few social 

work managers actually spoke out against the idea of resources 

being moved towards prevention - and yet GPs are front-line 

workers one of whose expected functions is in the field of 

prevention and health promotion. 

GPs in general define the meaning of community care in broad terms. 

Half of them believed that it relates to any form of provision 

outside hospitals: 

Well, community care is not so much within their own home. 

I would have said slightly within the community - meaning 

outwith the hospital basically .... It's really, community 

care to me is, does the patient have any independence left? 

And if they have, I consider that means to be part of the . 

community. It's when they are taken in and are a paitent 

[that it's notl. (20DW) 

and a third of them saw it as relating to any form of care except 

institutional (hospital> or residential (old people's homes) 

provision: 

Old people's homes and hostels are not within community 

care, but sheltered housing is. (42JI) 

A much smaller proportion <less than one fifth) saw it as relating 

specifically to the person's own home. In this they differ from 

other community-based front line workers who were more ready to 

interpret community care as meaning care provided in one's own 
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home. And given the GPs moralistic views about family duty to care, 

and their emphasis on the appropriateness of 'own home' care, this 

may seem somewhat perverse. On the other hand, the distribution of 

their responses resembles that of the consultants, so it may be that 

they are both defining the term on the basis of their mutual medical 

orientation. 

Most GPs expressed concern about existing community care provision 

but from two different perspectives. On the one hand there were 

those who felt community care had gone far enough because there was 

a limit to how much families were prepared to care: 

I think it's gone as far as it can, given human nature .... 

there are certainly situations whereby idealistically one 

could expect families to look after - in the community -

their old relatives ... but I think it's wildly optimistic 

to think that people are as publicly spirited to look after 

those dependent folks - certainly friends and neighbours ... 

even families, won't take on that responsibility. <l3JB) 

On the other hand, others said that current provision was not good 

enough and had to be improved - partly because it was just not 

adequate, and partly because people's expectations were very high: 

Out of sheer necessity ... I don't think sufficient is done 

about allowances to relatives looking after people. I mean 

there are many people in our area - women working as home 

helps and their own parents have got home helps. How it 

would be far better.... if their relatives were employed 

as caring for them. (42JI) 
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But although a majority wanted to see improved domiciliary and 

community-based services, at least half of them also wanted to see 

improvements in NBS institutional provision. 

d) VarkbJtI lUs 

Most GPs (79~) indicate that they felt there were constraints on 

thair daily work, although by no means as many as in other 

professions - excepting hospital nurses (ward sisters). Their main 

concern was shortage of resources (just over a third commented on 

this). One saw this as a political issue: 

The only pressure we're under is a political one - of being 

in the situation where the politicians of all persuasions 

passively accept an unlimited demand and then proceed to 

ration our capacity to deal with it .... always the implic­

ation is that somehow or other, I don't just mean GPs, I 

mean all professionals, are the bad boys. (93AB) 

Some of the concerns were to do with limitations on personal 

activity - limitations on the ability to do minor surgery for 

example. Others were to do with the effects of shortages in 

community-based provision which had knock-on effects for what the 

GP could actually do for patients and their families. This related 

in part to what facilities were available from social work 

departments and this leads on to considerations of GPs' working 

relationships with other agencies and other professions. 
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Half of all GPs reported difficulties in their relationships with 

social workers; this was where their chief problems lay. And even 

where they did not report difficulties with individual social 

workers half of them' found relationships with social work 

departments difficult. Xost of the problems in both cases centred 

on differences in professional orientation or on organisational 

differences: 

and 

We tend to stick a little bit and think it's only medical 

- stick to our nurses and our health visitors and call in 

the social workers where there's definitely less medicine 

in it and keep them at arms length. Sometimes what 

happens is you refer something and before you know where 

you are it's been referred back to you and multiplied ten 

times over. <28JK) 

Doctors and social workers - again you vie for whether a 

problem is a social or a medical problem .... to establish 

precedence there. (13JB) 

They also reported inter-professional differences with consultants, 

but in this case these were tempered by almost twice as many 

reports of good relationships with them. The differences centred on 

organisational problems rather than on differences in professional 

outlook - for example in relationship to the shortage of hospital 

beds for severely demented elderly patients and the supposed 

reluctance of consultants to take such cases 'off the GPs' hands: 

The one group of patients they [consultants] don't want to 
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get involved in is basically the purely psycho-geriatric and 

these are the patients whom they might not accept ... there 

is one [a psycho-geriatric unitl, it started in the south­

west district a few years ago and it's tiny. I think I've 

only had about two petients admitted to it in the past five 

or ten years. (42JK) 

This clearly is the reverse side of the consultants' complaints 

about GPs using the hospital as an extension of their own services. 

On the other hand, a number of GPs declared themselves well­

satisfied with local consultants, singling out on occasion particular 

consultants: 

They're extremely good. And if they can help they will. 

It's not a policy of 'Oh I can't be bothered or I don't 

want to' ... if I wish or request a home visit to an elderly 

patient, there'll be somebody out that day or the following 

day ... that particular consultant will phone me back and 

say exactly what she saw and exactly what she's going to do 

about it. We've got a very good relationship with the 

geriatriC unit here. (20DW) 

Consultants are not the only groups of professionals that GPs got 

on well with. They registered positive responses with regard to 

their relationships with district· nurses and health visitors 

(although the reverse was not quite so true). In general, these 

positive feelings towards district nurses and health visitors tended 

to reflect a rather paternalistic relationship between GPe and the 

two nursing groups, which was not necessarily reCiprocated: 
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The idea is nowadays that district nurses are no longer 

attached to doctors but are actually an autonomous group 

and they do their own thing. I think it only works because 

we have very good district nurses here who think that's a 

load of rubbish and still liaise with us very closely .... the 

ones we have are such stong personalities that it would 

take a lot ... to flatten them [action by their nurse 

managers]. <l6JKE) 

And GPs did not hold these same warm views when nurse managers 

came into the picturej that category of nursing staff - along with 

other health board officials - was seen as a constant bugbear: 

I think they tend to feel that those who can, do, and those 

who can't, become administrators .... they think that the only 

way to do nursing is to sit behind a desk and tell other 

people what to do... I think the local nursing 

administration doesn't have a good name amongst any of 

the GPs. <l6JKE) 

But, as they frequently stressed, GPs are independent contractors, 

outside the formal management structure of the health board. It is 

perhaps inevitable that they adopted a position of being critical of 

and sometimes hostile towards those parts of the.health service 

with which they have to relate but over which they have no control. 

Where they are in a position to exert influence (if not formal 

control) over parts of that service, through district nurse and 

health visitor attachments, they exhibit positive views. As 

gatekeepers to the rest of the service and to other services too, 

147 



this mix of hostili ty and paternalism may be unfortunate -

especially when the strong moralistic views about family duty are 

also taken into account. A patient approaching the GP as first 

point of entry to the maze of services being sought. is likely to 

meet a set of very preconceived attitudes about what mayor may not 

be appropriate. 
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HEALTH YISITORS 

Twelve health visitors were interviewed. 

a) The .lIIDral diIIIBnsion 

On the moral issues, health visitors displayed a mix of 

collectivist feelings tempered by a knowledge of what happens in 

practice. Almost half believed that it was the duty of both 

state and family in partnership to provide care for dependent 

people. The remainder veered towards family responsi biU ty -

although with professional backup: 

I think the family first and foremost with help from the 

state. I mean I can see the problems, you know, for the 

family and all the rest of it but I do feel that anyway you 

can't wash your hand altogether of your dependent relatives. 

(07JB) 

They tended to be more collectivist in their views than 

consultants and considerably more so than GPs, who, it has been 

seen, were heavily convinced that it was a predominantly family 

responsibility. 

Like GPs, health visitors felt strongly that people expected too 

much of the services, but they were less harsh than GPs in their 

judgements as to whether people were prepared to take 

responsibility for their dependents - they split evenly into 
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those who felt thay were and those who felt they were not. Some 

of them saw and appreciated the difficulties that people caring 

for dependents had to cope with but judgemental .views did creep 

in. Some felt that people were too dependent on the welfare 

state: they had become too used to 'state handouts': 

They have a high expectation of any kind of service that's 

supposed - they do think that the state should provided ..•• 

But in this are, the dependency on state aid is vast and they 

do an awful lot of taking and not a lot of giving, I'm 

afraid. (20JK) 

Health visitors in general place stress on the individual's 

responsibility in maintaining health - views about expecting too 

much of the services may be linked to this perspective. Those who 

felt that it was primarily the family's responsibility to care 

tended to be the ones who felt the public expected too much 

al though they were divided in their views as to whether or not 

the public in general was prepared to care. 

Health visitors stand out as being wholly supportive of the 

voluntary sector; all of them favoured voluntary input, either 

unconditionally or under limited conditions: 

Well, I think we'd be lost without them [voluntary groups]. 

Um - we'd be very lost without them. I think they do a super 

job. (lOJKE) 

However most saw the voluntary sector very strongly as providing 

supplementary activities: 

Well that [the role they should play] depends on the 
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professional people that are looking after them, what help 

they need. I should imagine they would be able to say what 

they would like voluntary groups to do. (26JK) 

- and there was one lone suggestion from a respondent who was 

otherwise in favour of the voluntary sector that the motives of 

some volunteers might be suspect: 

I think volunteers used for anything need to be particularly 

well screened. Sometimes people volunteer - ehm - for 

reasons •••• what I'm trying to say is, if you applied for, 

say, volunteers to do bereavement visiting, you may well get 

people who've been bereaved themselves and of course they 

think they understand what's going on ••••• I would say that 

volunteers are very, very necessary but ••• who does the •• 

I don't know who does the screening. (86AB) 

Health visitors, some would argue, are concerned with offering 

'appropriate' models of how family life should be conducted 

(albeit in a supposedly non-directive fashion)j the views of one 

heal th visitor about the resistance of some people to change 

their attitudes is perhaps characteristic; 

Int. Are they [the public] changing their attitudes towards 

the dependency groups? 

Resp. Not amongst the lower social classes. I don't see 

them sort of changing their attitudes. I think, 

perhaps their attitudes to child rearing, you know 

hopefully, you know, they're listening to us and 

taking it all in. (07JB) 
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Their practice, therefore, is likely to be underpinned by moral 

considerations. It is thus not surprising that they hold 

principled views on the issues of family and state responsibility 

as the evidence demonstrates. 

b) The priority policies 

The priority policies were well supported by health visitors. 

Almost half supported them strongly and an equal number supported 

them but with some degree of equivocation: 

but 

Yes, [I agree] because they are behind and I think they 

should be brought up to date. I really think that (20JK) 

Well I could answer this in two ways. In one way I agree, 

yes. I think our hospitals for instance are still far too 

much geared for the acute sector •••. But when it comes to the 

importance, then the emphasis ,no. I think the emphasis 

must be on the young who are going to be the society of 

tomorrow [who will] look after all the dependency groups. 

<l4JK) 

Hone opposed the policies although there was some very small 

support for 'balance' - that is, resources should be spread 

evenly across all sectors. Support for the policies, however, 

must be said to be tempered when responses to the question on 

which sectors should lose resources are examined. A third of 

resonses suggested that resources should be taken from the acute 

sector: 
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Right, 1 would cut that [high tech surgeryl, yes, definitely. 

1 mean there's the expensive angle, for one thing. 1 know 

it's a very emotive subject, but yes [1 would cut thatl. All 

right .••• we're getting on to rather dangerous groundl (83AB) 

But half said either that no sector should actually lose 

resources or that it was impossible to make a choice: 

Well, I think, you know, there's - the resources have to be 

allocated pretty fairly and squarely across the board, you 

know, because there's not just the elderly [and other 

dependency groups] to be considered .•• there's nursery schools 

for instance, we're desperately short of nursery schools and 

day centres for children at risk and things like that. (07JB) 

It is important to remember that health visitors do not have to 

make decisions about the allocation of resources in the course of 

their work. It is relatively easy for a practitioner, unconcerned 

with the problem of budgets, to favour one policy or another; it 

is more difficult or a more unfamiliar exercise to decide on the 

mechanics of that choice and to say from where resources should 

be withdrawn. Where health visitors do have to make choices it 

is a much less explicit procedure than making budgetary 

decisionsj it is likely to be concerned with caseload choices and 

those are often complex matters concerning a mix of personal 

preference and untested judgement about client need. 

In terms of stated preferences for policy priority (as opposed to 

indi vidual work-pattern choices), as many health visitors 
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favoured priority being given to the elderly as said no one group 

should be singled out. Others favoured the mentally handicapped 

and physically handicapped + young chronic sick; but none 

favoured the mentally 111. It is perhaps worth noting that they 

chose first of all a category with which they themselves are 

largely unconcerned - as opposed to mentally handicapped or 

physically handicapped young people with whom they do have 

dealings. 

Half of the respondents favoured a redeployment of resources 

wi thin existing services. For almost all, this meant greater 

collaboration in provision of services between agencies 

responsible for the care of dependent people rather than a total 

transfer of resources from one agency to another. 10 health 

visitor mentioned the possibility of transferring resources from 

institutions to the community. Almost all the respondents 

favouring greater collaboration thought that an amalgamation of 

the two responsible agencies,might be a way forward. 

But in spite of the emphasis placed on greater collaboration, 

more than half the health visitors expressed sceptical views 

about the possibility of improved collaborative relationships. 

Almost all those favouring collaboration were sceptical about the 

possibility of success: 

I think there could - an amalgamation might be quite a good 

idea. (But] again, that might lead to problems. It reminds 

me of the Jay report, the talk about social services taking 
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over. I think there was quite a bit of fuss about that, 

particularly the nurses felt that they would be taken over 

by social workers .•.•• that's the sort of problems I would 

see, there might be difficulty with people joined together, 

there might be some disharmony. In other ways, it might 

mean that money is maybe spent more realistically or used 

better. (27 JK) 

Far more positive were the responses given to the question about 

prevention. Almost all supported a greater role for preventive 

and health promotion policies - by these they meant, first, 

health education, followed by technical or interventionist 

strategies such as screening and immunisation/vaccination and the 

like. But the problem of changing public attitudes was not 

under-estimated: 

and 

I think the health service has not developed as it was 

planned; it's not a health service, it's an illness service. 

And we're not a healthier. population at all. People have 

forgotten how to look after themselves and how to doctor 

themselves, I suppose, and it needs to be changed, people 

should be made aware of their own responsibilities .•• perhaps 

if people were better educated .•• (IOJKB) 

You've got to change people's attitudes and I'm afraid we've 

now got to retrain them to thinking prevention and I think it 

will take a while. I think it's beginning to come but I 

think it will take a while .•••• I think what's happened is, 
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we've now made a nation of people who are dependent. (1IJBE) 

The overwhelming support for preventive work is not surprising. 

The tenor of health visiting policy and education in the 1980s is 

based on a view of health visiting as being about the promotion 

of good heal thi . its surveillance role is underplayed, although 

implicit in much of its activities and high on the list of key 

concerns at the level of practice and professional standard 

setting. 

Just as much as they supported greater emphasis on prevention, 

health visitors believed that better use could be made of 

existing resources; in this they held stronger views than most 

other groups. They did not express strong feelings on where 

improvements could be made however. although suggestions focus on 

the rationalisation of services and on savings in administration 

- one suggested savings could be made within hospitals but not in 

the community. (where, of course, health visitors are based). 

There were some perhaps rather judgemental suggestions like the 

respondent who suggested that women should have to pay for 

abortions: 
( 

Int. Is there anything you'd like'to see cut out in terms 

of needless use of resources? 

Resp. Right. I would make everybody pay for their abortions. 

They ought to. (83AB) 

and also the respondent who suggested better use could be made of 

home helps by restricting their use: 

Well, home helps for instance, although in some areas super-
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vision of the home helps is very good, there are areas where 

home helps go into people who really, quite frankly, could do 

a lot more and should do a lot more for themselves. I think 

an attitude has sprung up in some people's mind that once 

people reach a certain age they're automatically entitled to 

to a home help. And of course that is not so, it's according 

to need. (14JK) 

c) Cmmu11.1ty ClIr8 

Health visitors' definitions of community care were varied. A 

good proportion - almost half took it to mean care outside 

hospital: 

I'd say it [community care] would also include old people's 

homes; that is quite different from being in hospital. 

(07B) 

But the remainder divide between 'own home' and anything outside 

institutions such as local authority old people's homes as well 

as hospitals: 

I think it's maintaining people in their own homes. (26JK) 

While they supported central government's policy in principle, it 

is interesting to note that the sorts of improvements in services 

which they advocated tended to focus as much on institutional and 

residential services as they did on community-based services -

and very little on domiciliary services: 

I think the geriatric wards should be expanded. I think they 
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should be expanded for the simple reason that they are going 

to be needed. There are always going to be an awful lot 

of people who cannot be cared for in the community .••• I 

think the whole side of geriatrics should be expanded and 

given more funds. (20JK) 

They did not seem to have any comprehensive and coherent picture 

of what community care might look like with improvements. This 

may indicate their fundamental lack of interest in the dependency 

groups; their professional concern was with the progress that 

clients could make, especially towards good heal thj dependency 

groups are characterised by the long-term chronic nature of their 

conditions 

d) Forking life 

Nearly all health visitors reported that they work under 

constraints and that those constraints were predominantly to do 

with workload: 

I suppose we've always got too much work. I think that's 

just a common - I find, you know, the sheer travelling 
(, 

around the practice, you know it's difficult to get round 

just as much as you would like to do, or devoting more time 

to, you know, the other dependency groups. (07JB) 

This feeling of stress in the face of demand made on them is 

compounded by a feeling that resources are too scarce or are 

being continuously cut. They saw demand rising constantly and 

yet they and their colleagues were unable to meet it adequately. 
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In addition they reported problems in relationships with two 

groups of professionals with whom they have to work very closely 

- namely, social workers followed by GPs. The complaints were 

numerous and related in both cases to problems of orientation 

(especially in relation to issues of diagnosis and 

treatment/care) : 

There's a sort of grey area between health visitors and 

social workers .••• There's an overlap ••.• I think a certain 

amount of it's inevitable when you're dealing with people 

but I think there could be closer links, I think particularly 

during their training period .••• we're not really aware of 

what the other does, from both sides (84AB) 

and organisation (inability to make contact because of the way 

things are organised, or difficulties in getting decisions made 

in the opposite organisation or setting): 

When the communication is good, the relationship's good. 

When the communication begins to break down to the extent 

where I have to phone f~ur times and visit once to the 

social work department simply to try to set a date for a 

case conference and it ended up on the phone doing my nut 
< , 

telling the one particular social~worker involved exactly 

what I thought of them, then that's not so good. (20JK) 

In the case of GPs, there was sometimes resentment at the way GPs 

regarded attached health visitors: 

Occasionally in conversation we hear them talking about 

'my health visitor' which irks rather but they're well aware 
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- I think - of the fact that we're employed by the health 

board and we're responsible to our nursing officer. (84AB) 

And sometimes there were feelings that some GPs did not want to 

be bothered with health- visitors at all: 

The old old family doctors •••.• I don't think, I don't know 

whether nobody's bothered to explain to them what a health 

visitor does or whether they just don't like the idea of yet 

another person to consider ..••• I don't tend to get an awful 

lot of cooperation. I don't mean that they're generally 

obstructive, just that they don't refer things. They don't 

refer their elderly, which they could do. And they don·t 

refer their handicapped, which they could do - handicapped 

outwith the age group that I would know about. (20JK) 

Relationships with other profeSSional groups were, on the whole, 

amicable. Health visitors reported positively on relationships 

wi th district nurses in_ particular and this was reciprocated. 

Conversely, relationships between social workers and health 

visitors were often thought to be problematic by both sides. In 

the case of GPs, however. it was noted earlier that GPs 
c. 

themselves generally viewed health visitors in a benign Ught. 

The paternalistic attitudes of GPs tended to make them impervious 

to the real feelings of frustration that health visitors often 

felt towards them. 
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DISI'RICT IURSES 

Twelve district nurses were interviewed. 

12) The JlDral dl.Enslon 

·District nurses, of all health workers, have perhaps the closest 

contact with heavily dependent people at homa'in the community'. 

They see the consequences of early discharge policies and 

strategies designed to keep people from moving into hospital for 

long term care. They are conscious of the needs of those people 

but at the same time are amongst the first to feel the pressure 

made by those demands. 

Almost half (only slightly fewer than GPs) felt that it was 

primarily the family's duty to take responsibility: 

and 

I think the family actually, primarily. Definitely. After 

all, it's their parents or whatever, or wife. And they 

should take the prime responsibility. (14JKE) 

I feel it should be the family .... I think an awful lot of 

the people nowadays just consider that it's the state that 

should be responsible for their frail elderly relatives. 

(35JK) 

Another quarter agree with that view but also stress the 

importance of professional support: 
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I think families should take responsibility - I think it's 

your mother or whatever. But that said, I'm not saying that 

if it's your mother get on with it, I'm not going to have 

anything to do with you. We're here to help the family, not 

take over from the family. (87AB) 

A third saw it as the duty of the state and family in 

partnership: 

I think it's a happy balance between the two - I don't think 

the family should ever be left totally in charge of an older 

person because I think older people can sometimes be rather 

difficult to work with. I think we're often very ready to 

criticise a younger relative if they don't look after an 

older person but we don't realise that maybe the patient is 

incontinent, maybe they have ways that irritate the family 

as well. I really think that it's just a balance between 

the two. I don't think it should be either one of the other. 

(29DW) 

Thus they were more 'pro-family' than health visitors but less 

extreme in that direction than GPs. And yet while they saw caring 

as a family responsibility, they tended (just over half) like GPs 

to have a relatively jaundiced view of the public's actual 

willingness to take responsibility: 

No, you find most of them try and avoid ••• you get the odd 

one that's always left with her mother, or whatever, or 

they'll say that they've never been used to anything else. 

But if it's maybe an elderly couple and maybe the husband's 

died and the wife's there - the daughters or the sons, they 
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don't really want to have them, you know. (08JB) 

On the other hand, they had more moderate views than both GPs and 

health visitors on the question of whether the public expects too 

much of the services: 

I don't think so. There's always the minority that'll always 

want more but to be truthful, the majority of patients are 

very grateful, they think they're getting a lot. (15JB) 

Nevertheless, almost two thirds did think that they did expect 

too much, but this is fewer than their GP and health visiting 

colleagues. 

Again like their colleagues, they favoured the idea of voluntary 

sector involvement although less wholeheartedly than health 

visi tors - but similarly only as supplementary to professional 

involvement: 

Dh I think they can do an awful lot of good work in the way 

of - not nursing, but occupational therapy, that type of 

thing, libraries, these cassette libraries, gardening, decor­

ating, hairdressing, driving people places, organising 

concerts and entertainments, taking them to hospital appoint­

ments - there's an awful lot for them to do. (l7JB) 

Any idea that voluntary effort can replace or supplant 

professional activity (for example as a means of cutting costs) 

would be unlikely to have the support of community-based 

professionals - although what constitutes professional activity 

might be contentious if the downgrading of occupational therapy 

in the last quotation is indicative of certain professional 
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views. One district nurse stressed the need for professional 

supervision of volunteers and described how on one occasion she 

knew about, volunteers had ended up costing the social work 

department a great deal of money clearing up mess they had made 

when painting and decorating for social work clients. she 

concluded by saying: 

I think it's great that people are willing to go and do, but 

I think they've got to be organised properly by somebody that 

knows what they're doing in the community in all aspects, to 

choose the right people for the right [task] - because again 

you can get somebody going in and say 'Right Irs So and So,' 

and after four weeks they say 'Oh dear I've got to go' and 

they back out without getting somebody else to go in. (88AB) 

b)TlJe priority policies 

After health visitors, district nurses of all IHS staff supported 

the priority policies most strongly. Three quarters of them 
\ 

registered support - mostly without equivocation. Thie perhaps 

is not unexpected because the policies are offering priority for 

many of the groups which are the primary concern of district 

nurses. But although their support was strong, perhaps more 

interesting is their indecision when it comes to having to make 

choices about which sectors should lose resources. Of all 

categories of respondents, they are the only ones who in no case 

selected the acute sector. A third said that no sector should 
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lose anything (that is. priority should only be given with extra 

resources) and the remainder were unable to make any choice: 

Yes definitely [they should have priorityl ••• I mean it·s hard 

for me to say [which sectors should losel because I don't 

really know .••• I don·t think there's enough resources going 

into the lational Health Service for the community. but I 

would not like to say ••.•••• [it would bel robbing Peter 

to pay Paul •••.• That·s a question I wouldn·t really like to 

answer. <l5JB) 

Inability or refusal to make a choice about the withdrawal of 

resources might be related to a number of factors. Distance from 

the point of decision-making may make it appear an irrelevance: 

outside the respondents' sphere of control or knowledge and 

therefore not a real issue to them although they may feel 

strongly in favour of aspects of particular policies insofar as 

they affect them in their daily work. They are deeply aware of 

the issues as they affect field-level working but too far removed 

from the decision-making which creates those conditions. :MAny 

categories of Ueldworker may find this to be so. However if 

similar indecision was apparent in other cases - managers for 

example - who are members of the group which does have to make 

the decisions. such reluctance to make deUni ti ve choices might 

be a result of knowing the complexity of the issues too well. 

When district nurses were asked about which dependency groups 

should receive priority over the others. three fifths of them 

165 



/ 

fel t unable to single out anyone particular group. Often, a 

respondent would start by suggesting one client group but then go 

on to included a11 the other dependency groups. Amongst the 

others, the menta11y infirm elderly and the young chronic sick 

took precedence: . 

Oh yes, the demented, there's no doubt about it. Any 

relative can cope with someone who they can have 

a conversation with and who can tell them what's required, 

but the demented patient, oh yes definitely, they need the 

most help and the most back-up services that they're not 

getting and they need the break, but they need a break much 

more so than the relatives who are coping with just the 

physically disabled. (15JB) 

The unwi11ingness to single out particular groups perhaps fits 

well with the responses on the resource questions - in that they 

were unwilling in that case, too, to make cl.earcut distinctions 

between groups or sectors. Their perceptions about the global 

policy issues seemed limited and their direct knowledge appeared 

to be small. When questioned about possible improvements or 

different ways of allocating resources, one respondent answered: 

I've never thought about it, just never thought about it 

(86AB) 

Further, it may reflect on the nature of district nurses' work. 

It is predominantly task centred; there is little room for 

personal choice and preference in constructing their caseloads. 

Referrals are made and district nurse input is assessed, 

allocated and provided in terms of tasks to be performed. Less 
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willing than health visitors to make choices, they were like 

health visitors in that none of them indicated any preference for 

giving priority to the mentally ill. 

Almost half the district nurses felt there were ways in which 

resources or effort could be redeployed to greater effect within 

the chronic sector, although half felt unable to comment. Those 

who did saw this in terms of greater collaboration between 

agencies and between professionals: 

I think it would be quite good [to collaborate on joint 

projects] if they have the resources. But generally in 

the National Health Service doesn't have the money, the 

local authorities don't have the money either. But, yes, 

I don't see why it couldn't work. (35JK) 

A small number suggested that services for the dependency groups 

could be amalgamated: 

I think yes perhaps you can amalgamate services. I think 

quite honestly you get questions asked you by community 

people asking you the difference between health visitors 

and social workers. Um, they do cross boundaries quite a 

lot and because of that happening, I feel sometimes perhaps 

you could integrate. (14JKB) 

It is interesting that in the case of the district nurses, unlike 

some other groups, they also felt very positively about the 

possibility of collaboration. Whilst health visitors, for 

example, said they felt greater collaboration would be 

beneficial, they also felt, at the same time, that it would be 
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difficult to achieve. District nurses, on the other hand, were 

less sceptical: 

I think these [relationships] are getting better every day 

because people are working together especially now. Before, 

the health visitor and the district nurse didn't know what 

kind of job they were doing and now, as I say, one's backing 

out and letting the other one do it. We're getting to know 

each other. That's getting better. (88AB) 

Like the medical respondents, and in contrast to health visitors, 

district nurses did not strongly favour greater emphasis being 

placed on prevention and health promotion: 

I think generally through the media and through reading, the 

patients should be aware of a lot of precautions - I know a 

lot of people aren't aware of them. But no matter what was 

wrong with them, even if we did go in to educate everybody 

in the whole area, I don't think that would make much 

difference either. I mean, you could educate for months 

on end and still find that what you've advised people to 

do doesn't always sink in. (29DW) 

While health visitors stressed the need for more health 

education, district nurses tended to favour technical strategies 

such as more screening: 

I think screening is certainly terrific. But again it needs 

a lot of money and a lot of time as well but if the doctors 

are enthusiastic then, for instance I'm not involved in 

screening in this practice but I'd be quite prepared to help 
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should they want to do it. I think that is a good idea. 

<17JB) • 

Asked directly whether better use could be made of existing 

resources, district nurses were much more hesitant than health 

visitors as to whether this was possible. Less than half felt it 

was, and the sort of savings that could be made ranged over a 

number of possibilities - cutting administrative costs, saving on 

use of equipment and so on. It is worth noting, however, that 

when asked at another stage in the interviews about withdrawing 

resources from one sector to give to another, several district 

nurses suggested making better use of existing resources wi thin 

sectors rather than reallocating across sector boundaries - and 

the most common suggestion was to cut down on administration: 

I think if they cut out a tier of administrators, they could 

devote money to it [the dependency groups] •••• I feel that 

the health service functioned reasonably well before the 

reorganisation of the health service and I don't feel it's 

been improved sufficiently to justify the money that's spent 

on the tiers of administration. (35JK) 

c) CcmtauD1 ty care 

District nurses follow broadly the pattern demonstrated by other 

IRS respondents (GPs, consultants and health visitors) in their 

definitions of community care. Half of them saw it as meaning 

any form of care given outside hospitals but a third saw it as 

care provided at home. This distribution reflects perhaps the 
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two components in their role - they are part of the IRS/local 

authority divide, identifying with their own agency's broad 

orientation, but they provide, par excellence, domiciliary care. 

And following that involvement with the provision of domiciliary 

care, when asked what services they would most like to see 

improved, almost half stressed the need for more domiciliary 

services: 

I'd say the geriatric supervisory service. There could be an 

awful lot more of these kind of people and I think it would 

be very valuable .•••• talking about the geriatric visitors, 

nurses, I think it is a very valuable service. I'm very 

sorry it has been phased out. Again, it's getting back to 

the preventive thing then, because if a patient is kept an 

eye on then you could forestall a hospital admission. (15JK) 

But significantly well over half argued at the same time that 

institutional care ought to be improved and increased. Thus the 

category of staff most directly concerned with the day to day 

provision of care 'at home' also saw the need for institutional 

care: 

I think we should probably have more geriatric units but -

I don't know if the term geriatric unit is a very good one 

- medical wards, a lot of acute medical wards have got half a 

ward full of people that don't really need acute medical care 

any longer. We need to expand greatly in some way because 

there is a need for long-term care for a lot more people 

(87AB) 
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and 

You know if we could get money to build more, you know, 

residences for caring for the elderly, fill the beds 

(05JBB) 

Home care was not necessarily seen as the only form of 

appropriate care despite their view in the moral context that 

family and 'own home' care was superior. 

d) Vork1D/I l1fe 

District nurses along with health visitors were almost unanimous 

in their sense of working under heavy constraints. They saw 

themselves as over-worked and harassed: 

I think with shortage of staff, I've not got the time to go 

down and maybe have a word with them. If I had more time in 

the afternoon I could go down there [the social work depart­

ment] and have a word with them~bout a patient. And I think 

this is the best thing, sort of one to one contacts - an 

awful lot better than leaving messages over the phone, but 

again through pressure of work we just haven't the time to 

do this. (15JB) 

The work was stressful and they were dogged by shortages of 

resources, manifested in the demands made on their working time: 

Materials you can be very short of at times. lostly our 

biggest problem is staff shortages. If you're not actually 

short yourself, somebody else will be and you have to help 

them, consequently making you more busy. (15JK) 
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In terms of working relationships, it is interesting to note that 

no professional group reported having difficulties in working 

with district nurses; they are not regarded as a 'difficult' 

group. However, district nurses themselves reported occasional 

difficulties which they themselves had with other groups -

chiefly social workers and GPs: 

I think some GPs will tend to, what I say, throw all the 

dregs of the day at you. An old lady who perhaps could do 

with a check up now and again - you could end up with a list 

as long as your arm of old ladies like that or sometimes 

where there are difficulties in looking after an old lady in 

bed, incontinent ••••• if the GP is not very helpful at, say, 

getting a geriatrician out ••• then you're left with it to do. 

<l5JK) 

In the case of social work, they reported greater problems with 

social work as an agency rather than with individual social 

workers (although these did exist): 

In my last practice, I did try to contact them [the social 

work department] and it was a terrible problem because they 

were at their office at different hours from when we were in 

our office and then when you did get hold of one, that was 

fine, they were very helpful. but when you tried to 

re-contact you just couldn't get the same one. I really 

don't know much about them. (88AB) 

And although they noted difficulties in working with GPs, there 

were more reports of good relations with OPs than of poor ones. 
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District nurses were also much more ready to talk posi t1 vely 

about other professions than most other groups. Some appeared to 

be prepared to accept the possibility of sharing tasks and 

redefining traditional ihter-professional boundaries. And yet, at 

the same time, one of the reasons why they seemed to experience 

relatively few inter-professional boundaries was the clearly 

defined and separate nature of their tasks. In that respect it 

would be somewhat difficult to share roles and tasks with other 

professions <such as health visiting and social work). 
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VARD SISTERS 

Eighteen ward sisters (or charge nurses, if male> were 

interviewed, some in psychiatric hospitals, others in general 

hospitals. 

a) The moral d1Bens1on 

Ward sisters, of all the respondents, are located exclusively 

within the hospital settingj the same is true to almost the same 

extent for consultants but several of those have some contact 

outside in the community through clinic sessions or domiciliary 

visits for assessment. Ward sisters' views about community care 

are not grounded in any very direct experience of what goes on in 

the community, although they may, of course, have personal 

experience of it aside from their nursing roles. 

Apart from their medical colleagues, the GPs, they are the group 

which least believes in state responsi bili ty for the care of 

dependent people. Like GPs and district nurses they favoured 

family responsibility, together with professional backup: 

I think it's the family's responsibility to a great degree. 

I think too much has been handed over to the state, both in 

old people and young people. I think people have got to 

learn again to take their own responsibilities. I mean there 

are some cases you can't - husbands won't have mothers 
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staying, you know. There are some impossible cases, people 

you couldn't possibly look after but I think they should take 

more responsibility. (18DY) 

They tended to take a' middle of the road' view of the question 

of public expectations of the services. Just over half believed 

that the public does expect too much: 

It's difficult, but there are some people who expect just 

everything to fallon their plate in front of them. (02JBE) 

But this was less than district nurses and consultants and 

substantially less than health visitors and GPs. While half also 

felt that in practice the public does not take responsibility, 

another two fifths felt unable to pass definite comment: 

I think it's very difficult, I think every case has its 

own merits really; there's some people who wouldn't and 

some folk who just wouldn't give up looking after their 

relatives. (77AB) 

This may have something to do with ward sisters' lack of direct 

knowledge of what actually happens 'in the community', 

Insofar as the voluntary sector is concerned, a solid majority of 

ward sisters supported its involvement in the provision of care 

although with less enthusiasm than, for example, health visitors 

who unanimously supported it. However, like all other NHS 

groups, they saw voluntary effort as supplementary to 

professional support: 

In a limited way - yes, they can be quite helpful •••• you 

don't expect a volunteer to come in and change incontinent 
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patients. There's lots of legal things they can't do. I 

mean, if a patient was to fall in the bath and things. They 

come in and do things like help and assist in social evenings 

or go round and give them a cup of tea, or even just sit with 

the patients, just befriending them. (76AB) 

Indeed, the few reservations which they expressed about it were 

couched in terms of its possible encroachment into professional 

territory. This is a theme which recurs constantly amongst all 

groups. 

b) The pr1or1ty po11c1es 

Like consultants and GPs, the ward sisters supported the 

priori ties but not without a fair degree of equivocation. But 

they, more than any other group of IRS respondents, registered 

disagreement with them: 

and 

No. I think everybody should have the same you know. Because 

more and more of the -.there's younger people coming into 

hospital that are not going to be high dependency •••• I feel 

that they are more entitled to the bed at the hospital than a 

high dependency patient. Well I mean we had one chap, a 20 

year old chap with a heart attack you know. And there's more 

of them going into intensive care and that's the ones we're 

losing .••• you know, I feel that these people should be in 

as well. <l2JB) 
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1 don't honestly think they should have priority but there 

again 1 don't think they should be a minority in any way 

(30DW) 

Like others of their NHS colleagues, many of them (one third) 

said that no sectors should lose resources at the expense of the 

dependency groups - and more than that were not prepared to make 

a choice at all: 

Well 1 think to a certain extent yes [1 agree with the 

prioritiesl •••• but [it'sl very difficult to say really. 1 

think it would depend on the situation. I wouldn't like to 

commit myself yes for definite. It would depend on what was 

going to be pushed aside for it. (l5JKE) 

Few were prepared to say that the acute sector should lose. 

In spite of their somewhat reluctant support for the priority 

policies, they were prepared to single out one particular group 

for priority - and that group, uniquely, was the mentally 

handicapped. One respondent (82AB) talked about care for the 

mentally handicapped as being 'light years behind even the old 

people' «Had they chosen the mentally ill. it could have been 

accounted for by the number of psychiatric nurse involved in the 

sample, but none of the respondents was concerned with nursing 

the mentally handicapped). No other group. in the whole sample, 

selected the mentally handicapped for priority. It might be that 

ward sisters in this choice were expressing views more close to 

those of the public than those of professionally involved staff; 

they were not influenced by their own work experience. 
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They also expressed an unquestioning belief that better use could 

be made of existing resources with 11 ttle recognition of the 

complexity of problems involved. Areas for improvement spread 

across the range - equipment could be better looked after and 

wasted less, services could be more sensibly organised and 

administration could be cut back: 

It's not something I've really thought all that much about. 

There's always room for improvement in all situations ••• 

there's always wastage of manpower as well as resources, so 

I guess that there has to be some way of improving the 

situation inasmuch as we don't have money coming in but to 

use better and better ways of what we have already got. 

(79AB) 

When asked about whether resources within the chronic sector 

could be reallocated, less than half (rather similar to district 

nurses) argued in favour and by this most meant that they 

favoured greater collaboration between agencies and between 

professionals. One ward sister argued, unusually, in favour of 

diverting resources from institutions to the community 

Well at the moment I think it [should bel the community. I 

think they're needing home helps and meals on wheels. I 

think that's desperate. All very well improving hospital 

care and what not. Hospitals are very modernised, they've 

got all their modern equipment as it is. I think hospitals 

at the moment are very well equipped. (81AB) 
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Nevertheless, a quarter of the ward sisters were sceptical about 

what could be achieved - especially in terms of restructuring the 

services on a collaborative basis: 

Oh it would be nice' if everybody could be under one ' roof' 

but I suppose that would take months of reorganisation and 

would cost an absolute fortune and there would be so many 

rows about it that it would probably be a long time before it 

ever happened - if it ever does. (78AB) 

Only a quarter felt posi t1 vely that more resources should be 

devoted to preventive measures and in this they resembled their 

medical colleagues (consultants and GPs): 

That is what the health visitors should be doing but they 

seem to have such a large case load .••. they [the clients] 

say they see the health visitor maybe once a year or once 

every six months. Now a lot can happen in that six months 

or a year. I think if they were educating more, seeing 

that they were eating the right diet and - aware of all 

the various facilities they could use, I think a lot more 

could be prevented. (76AB) 

A further two thirds however expressed 

(substantially more, in this case, than 

colleagues) ; 

mild 

their 

support 

medical 

There always will be some people as I said already that 

appreciate things that are done and will try and cooperate. 

And they .••• then you get the other half that don't give a 

damn anyway. So then again still going to be educating 
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about half of the people and half of the people aren't going 

to care. Very frustrating I would imagine. (22DW) 

Almost all of those in favour saw this as meaning more emphasis 

on health education measures, rather than the technical or 

interventionist strategies favoured by some others. 

c) COJmun1ty care 

Ward sisters, of all the NBS respondents, felt most strongly that 

community care meant care in one's own home: 

I think community care is being able to keep them in their 

own home, to make them as comfortable and happy and to vary 

their life as much as possible in their own home. (15JKE) 

Almost half felt this, with a third of them seeing community care 

as meaning any form of care outside hospital: 

I think community care is, also involves hostels, half-way 

houses and old folks homes. I think that can be counted as 

the community. (07JBE) 

This split represents two differing approaches to definition. In 

the first instance those defining the term as being about 'own 

home' care, saw it as something outside their professional 

competence and thus were probably employing a lay approach to the 

termj in the second they were seeing it in terms of their own 

professional positions - they were employed in hospitals, they 

did not provide community care, 

anything they did not provide 

hospi tal). 
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In contrast to the district nurses, ward sisters felt less 

strongly that more should be done to improve institutional 

provision than domiciliary or community-based services (although 

they were themselves based within institutions). A third wanted 

to see better. domiciliary services with another third feeling 

that local authorities ought to provide better services in the 

community. A number of respondents (more than in other groups) 

suggested other improvements too - such as better transport for 

patients, financial help for relatives and better advice for 

users of the services in general. Given that the respondents 

were all hospital-based, this variety of responses is perhaps 

more imaginative than might have been expected. It may be that 

their thoughts were not based on working experience but rather on 

views derived from their 'personal' or 'lay' experience. 

d) JiorkiD1! life 

Ward sisters complained less than any other group of staff about 

the constraints they had to work under, but when they did it was 

predominantly about their workload - just as in the case of other 

front-line nurses (health visitors and district nurses): 

The pressures are not enough hours of the day. And the 

thought of reducing working hours, you know making our 

[working) day shorter, that would be my biggest problem. 

(02JBE) 

The other constraint which featured to any extent was that of the 

difficulties created by industrial action (field work was 
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conducted at a time when industrial action was being taken by 

ancillary staff in hospitals, so that hospital wards were 

experiencing difficulties with services like laundry). 

Ward sisters' reports about working relationships with other 

professionals reflected their relatively narrow horizons. They 

reported a few difficulties with consultants and the problems 

which they identified were predominantly those of consultants' 

attitudes of superiority towards them: 
... 

They tend to listen - well we're with them 24 hours a day, I 

think we should be listened to. We get the odd one that 

seems to say 'Oh I'm the consultant'. But you'll find most 

of them nowadays they just sort of take your advice. 

(76AB) 

After consultants, their problems lay with other nurses and with 

their nurse managers. The issues which concerned them were 

mostly to do with line management and organisational problems: 

With line management, right. Well nursing officers - I have 

- well - bit of a personality clash. But actually I came [to 

replace her]. This was her ward before she took promotion and 

she's never really let go. And I'm a very strong willed 

person. <l2JB) 

But apart from these instances of intra-professional problems, 

there were few others which the ward sisters reported. They 

tended to have little contact with other groups of staff; their 

world is confined mostly to the ward and to the hospital. But 

usually there were teams of social workers based in those 
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hospi tals and it is worth noting that the ward sisters did not 

report difficulties with them - although they were less positive 

about social work as an agency. This was often to do wi th 

shortages of resources or organisational hiccups to do with 

discharge procedures: 

Dh yes, you hear then [when patients are to be discharged] 

the home helps complain because we wern't giving them 

enough time, but that's ridiculous. You can't give them, 

we were giving them a week or something like that. What more , 
do they want. (8IAB) 

But in general problems with social workers as individuals were 

not widespread. In this they were unusual; most NHS groups 

tended to cite difficulties with social workers. 
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NBS lfJJAGERS 

Fifty four NHS managers were interviewed. These included the 

most senior (such as CAKOs, Health Board Secretaries and 

Treasurers) at area level, along with district level officersas 

well as middle managers down to first level managers (in both 

cases involving both nursing and administration). I decided to 

group all these respondents together in spite of the diversity of 

their professional backgrounds be~ause their chief function at 

tbe time of interview was a managerial one - although, of course, 

related to the particular professional groups for which they were 

responsible. It was the managerial perspective that I was 

anxious to investigate. 

a) Tbe JlDral d1J118IJs1oIJ 

When taken as a whole, IHS managers divided evenly between those 

who felt that it is predOminantly a state responsibiUty and 

those who felt that it was largely a family responsibiUty to 

care. When examined according to seniority, the most senior 

managers believed much more strongly than others in state 

responsibili ty: 

I think it's an absolute state responsibility. I think it's 

totally unjust in all senses of the word to expect a family 

to look after dependent relatives at the cost of - we only 

get one life, you know, we only get one crack of this 
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particular cherry. And I think one of the tragedies that 

strikes me most is to see perhaps girls devote their lives 

to looking after an ailing parent, and at the end of the day, 

what do they have? . We only get one shot. 

(Health Board Treasurer 57AB) 

This was repeated in their attitudes towards the public's 

willingness to take responsibility. Whilst almost half of all 

managers believed the public takes responsibility and less than 

one fifth believed that they do not, almost three quarters of the 
"-

most senior managers believed that they do with not one of them 

thinking the contrary (the remainder said they cannot 

generalise) : 

I think that people are prepared, most people are prepared to 

take quite a considerable responsibility. I certainly don't 

accept the view that nowadays people don't care about their 

parents and this kind of thing ••••• and the same is true' 

of the mentally handicapped. I keep being astonished at 

that, the parents sacrifice their lives for the mentally 

handicapped kid and there were days gone by when they were 

shoved into an institution. They're hardly taking anyone in 

now. (Health Board Secretary 04GL) 

But it should also be noted that managers taken as a whole were 

generally more sympathetic to the public than other IHS 

respondents on this question (apart, perhaps, for consultants). 

Opinions about public expectations of the services were similar 

across the range of NHS managers. Al though almost half of all 
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managers felt the public does expect too much, this was less than 

other IRS respondents - and of the other responses to this 

question, roughly a quarter of all respondents felt that they do 

not expect too much: 

I feel that in our district often they have too low expect-

ations quite honestly .••.. I think they should be a lot more 

vocal about getting decent facilities. 

<District Xedical Officer 05GL) • 

Kanagers' views are not "-
conditioned by direct face-to-face 

experience of the delivery of care and the consequent frequent 

contact with the realities of care at home and in the community. 

Nevertheless they are conditioned by the very real experience of 

having to make choices about the allocation of resources (in 

terms of the allocation of staff time at lower levels and in 

terms of overall budgetary decisions at higher levels>; their 

duty <variable according to seniority) is to address the very 

issues represented in this study. This perhaps has some bearing 

on their responses; there is little of the moralistic judgement 

of the public which some of the other respondents display 

(especially, for example, the GPs). They see their 

responsibility as providing state sponsored services to the 

public and they support that view of their responsi bU i ty in 

their views on the state/family issues: 

We should - the community must do that for them [provide 

support servicesl •.•. we have a very competitive and demanding 

society and more and more people are, you know, on this 
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lower thresho1d t because of increased pressures - more and 

more people are obviously going into this category of •• 

[needing state services and support] .••• itts not so much a 

duty as for society's self-preservation. 

(District Medical Officer 50AB) • 

Their views on the voluntary sector are interesting in this 

respect. :Managers were relatively lukewarm in their support of 

voluntary sector involvement. Only a quarter supported it 
"-

strongly (and no senior managers did) - much lower than any other 

group (except for social work managers as will be seen later). 

Half of all IHS managers gave only equivocal support to the 

voluntary sector and almost a quarter were in fact positively 

dubious about it <much more so than in any other category). One 

of the district medical officers quoted above said: 

I'm sorrYt but Itve never - there are some splendid ladies 

and gentlemen mixed up in those [voluntary organisations] but 

•••• 1 dontt think you can build a service on that kind of 

thing. I may be wrong. I would be delighted to be proved 

wrong. But from my observations t no. (50AB) 

This fits with their view on the role of the state but it also in 

part is an expression of their frustration with voluntary effort 

that interferes and disrupts their financial forward planning. 

Fund raising by the public t especially for expensive high-tech 

equipment (a popular form of fund raising) has running cost 

implications which distorts health boards' revenue expenditure 
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plans in unforeseen (and costly> ways. Thus the involvement of 

the voluntary sector is often regarded as a mixed blessing: 

. How can you be annoyed at the general public wanting to help 

in a good cause ••.. ·• I think it's very difficult to 

discourage them, but again the thing is too haphazard and 

they jump on particular bandwagons really, in the order of 

things, giving a priority to things that perhaps are not 

the Board's first priority. But you've got to measure that 

against the fact that if they didn't collect it for that 
~ 

particular cause, they wouldn't collect it at all - and as 

Treasurer, being a typical hard-bitten accountant, I find 

it very difficult to look a gift horse in the mouth. 

(Health Board Treasurer 57AB) 

b) The priority policies 

The priority policies are another interesting case as far as IRS 

managers are concerned. Xanagers, senior managers in particular, 

are those charged with the duty of implementing policy (and, some 

would argue, formulating policy at the local level>, It is their 

chief task, but at the same time they are the staff most well-

placed to be aware of the difficulties involved in 

implementation, Policy-makers (at national level) might expect 

wholesale endorsement of their policies by those employed to 

implement them but they may fail to recognise the pressures of 

competing demands placed on managers at senior levels. 
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It is therefore not surprising that only a third of all JHS 

managers positively supported the priority policies - with 

another third giving equivocal support. And it is the most 

senior managers who were the most equivocal. A Chief Area 

lursing Officer, for example, expressed it in this way: 

10, I wouldn't disagree with the philosophy of SHAPE [the 

priorities documentl •.. it's the implementation of it that 

I'll argue with ..•.. I think the difficulty is in 

transferring the resources from the acute services to the 

"-other, because the acute services are also important services 

and it's very difficult to say we'll stop all renal dialysis 

in order to boost up Lennox Castle [mental handicap hospital] 

or something like this. How does one make this choice? And 

, it's very difficult. (OlGL) 

Although over one third of managers as a whole said that it must 

be the acute sector that should lose resources, double that 

proportion of senior managers pointed to the acute sector. Their 

equivocation in terms of their support for the policies as a 

whole was not matched by their firm realisation that resources 

could only come from the acute sector if they were to come from 

anywhere. Just over a quarter of all managers, but mostly middle 

managers, however, said that no sector should lose resources in 

order to implement the priority policies. A divisional nursing 

officer was worried that groups which did not deserve to lose 

resources might nevertheless end up losing as a result of the 

policies and felt this would be wrong: 
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I think the groups that might lose out are people who are 

requiring, the hernias, the bread and butter surgery, that 

sort of thing, and these are the sort of people who are 

really the workforce of the country. And I am a bit 

concerned that these people might lose out .••• I think I'm 

getting myself into hot water here but .•• I would find it 

very difficult to answer because in my view they are all 

priority groups really. (17JK). 

"-Managers saw the elderly as being of prime concern. While just 

over half did not single anyone group out for preference, many 

of them named the elderly as one of the chief priorities and of 

the remaining half nearly all singled out the elderly or the 

mentally infirm elderly as being the group most in need of 

resources. This may well be related to their perception of the 

relative levels of numbers - the elderly forming the largest and 

growing category. However, the same argument does not hold good 

for the mentally ill - also a large category - but low down on 

managers' list of priorities: 

If you are pinning me down on it, I would have particular 

sympathy for the elderly because they are the most 

vulnerable. I know of mental defectives who are going about, 

they are strong, enjoy their pint, they are not particularly 

deprived in any way. Even the mentally ill are often quite 

happy, although they are living in a different world from 

me •...• whereas the really old are vulnerable. 

(District Kedical Officer 03EL) 
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lore managers (over half) than any other IRS group believed that 

there could be a reallocation of existing resources wi thin the 

chronic sector (although the rest were not prepared to pass an 

opinion or said that :i. t was too difficult to respond to). Of 

those who believed in such a reallocation. a number suggestd 

transferring resources fro1JJ the NHS to the local authority. to 

provide care for, for example, the elderly: 

It might be a better way than implementing SHAPE. It might 

be to deduct some money from the health service and give it 
... 

to local government ..•• they would do it different, whether 

they would do it better. I don't know .•. for instance. if 

social work wished to take over Lennox Castle, that would be 

all right ••• it would change slowly to a more social type 

model from a medical type model and that would be perfectly 

appropriate, I think. 

(Chief Administrative Xedical Officer 03GL) 

Another smaller number also talked about transferring resources 

from institutions to the community: 

Probably for community care, but I don't think for 

institutional care because the need's very different .•••• 

no. I don't think in institutions probably in the community. 

(Senior Nursing Officer 23JK) 

In both cases, it by no means approached a majority, but there 

were markedly more suggestions of this kind by managers than by 

any other groups. This is perhaps because managers are likely to 

be more conversant with current policy debates about the 
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structural and budgetary relationships between agencies than 

other professional groups. 

Other suggestions which. managers opted for related to improved 

collaboration between agencies. Whilst a number of them talked 

about improved inter-professional collaboration (as did many 

other groups), they stress inter-agency collaboration more so 

than any other group. And in addition to this, a number of them 

mentioned the possibility of amalgamating certain aspects of care 

provision usually provided by the IRS on the one hand and local 

authorities on the other: 

I think have the local health, the community health and the 

social services and social work departments working closer 

. together - and probably paid for out of the one budget, 

whether it be local or a national budget. 

(Sector Administrator llJB) 

But in spite of favouring improved collaboration or opting for 

amalgamation, many of them (over half) expressed scepticism (and 

only a tiny number optimism) about the likelihood of improving 

collaborative relationships: 

I think an awful lot of these things come back to finance 

basically. But I think before that, there's the problem of 

the structure before you get to - even just to get the two 

lots to agree, is a problem, never mind trying to get them 

to allocate money on the principle - just to agree in 
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principle is difficult because you've got two different 

structures, two different lots of people. 

<Sector Administrator OlJK) 

In response to questions about prevention, managers (just over 

half) were relatively positive about the suggestion that more 

. resources should be diverted towards preventive policies - more 

so than any other category except health visitors. Most of them 

saw this as meaning greater investment in health educational ... 

acti vi ti es: 

I think a lot more is being done to prevent, I think possibly 

a lot more could be done ••• well, education again. And 

it's no good trying to start educating a 50 year old man he 

shouldn't be smoking. It all needs to be done at a much, 

much earlier age. (Senior nursing officer 19JK) 

Senior managers were more cautious in their support, almost half 

of them expressing only mild support and almost a third being 

sceptical about the utility of such a policy in the present 

climate of resource shortage: 

You know, apart from immunisation against infectious 

diseases, I'm not sure what you prevent or how you prevent 

it .••• there is so little generally proved preventive 

material in it, that I don't really know if I honestly can 

say putting money into these things is going to produce a 

dividend •••• I mean it's not a good investment in that I'm 

not sure what we put our money into honestly as prevention 
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and we try to support the Health Education Unit and so on -

but is our health education working? 

(Chief Administrative Medical Officer 56AB) 

When questioned about whether or not they felt better use could 

be made of existing resources, a lot fewer managers than all 

other categories (except district nurses) agreed. Under two 

thirds of them believed it was possible and where they did it was 

largely, they felt, a question of rationalising existing services 

- reorganising them more productive~y: 

I think people are trying harder now looking at resources 

and being more careful about where they put them because 

they're scarce. I think maybe at one time, maybe people 

weren't looking as carefully at things as they should. But 

I think it's all these groups of people wanting different 

things, you see, and they're all saying - nobody co­

ordinating - and they're saying, well we want this facility 

and somebody else is wanting that facility and there doesn't 

seem to be anybody sitting down and weighing them up and 

saying which facility is for where or more desirable. 

(Senior nursing officer 75AB) 

Very few, not surprisingly, were convinced that cuts could be 

made in administration or in equipment savings (those were areas 

for which they, of course, might be directly responsible): 

I don't think so, but then of course I think that, because I 

don't think that the administrative costs of the health 

service is high - I think it's too low, not too high •••• 
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but I'm a biased observer - I'm one [an administratorl 

myselfl 

(Chief administrative medical officer 03GL) 

c) CoJmUD1 t,T care 

Managers follow the broad pattern of NBS responses: that 

communi ty care is essentially that which is provided outside 

hospital (the non-IRS option): 

and 

Once they're out of hospital, t~eY're in the community ••• 

normally .••• they're in hostels or they're in an old person's 

home. <Divisional nursing officer 3UI) 

I think it really encompasses everything which is outside 

hospital (District nursing officer 02EL) 

Almost half took this view with another half spread evenly 

between the 'own-home' and 'non-institution (excluding old 

people's homes as well as hospitals)' options. 

Managers as a whole show a much more varied and even spread of 

responses than other categories in relation to questions about 

what they saw as necessary improvements or extensions of 

communi ty-based services. Their suggestions covered the whole 

range of possibilities:- they wanted to see a whole range of 

domiciliary and community services to be provided by both the NHS 

and local authorities - but in addition they wanted more hospital 

and residential facilities to be provided by both agencies. This 

195 



breadth of view may be closely related to the role managers play 

in the planning and organising of services. While practitioners 

may have a clear view of needs in relation to the parts of the 

services with which they are involved, it is often only managers 

- and especially senior managers - who have the overview and who 

are expected to think and see things in a strategic way: 

My own view is that they [support-financed projects] were 

set up as a matter of expediency at a time when there were 

. problems with local authority expenditure as a way of 

diverting some health board cash into social services ••• So 

I would think the method of funding could perhaps be looked 

at. In other words if something is a joint thing then is it 

not going to continue as a joint venture through to the end 

rather than this shifting of resources [tapering off] 

.••• Perhaps day centres for dependency groups. Thinking in 

terms of young chronic sick and again problem children with 

physical and mental handicap •••• chiropody services •••• I would 

think hostel provision. 

(Senior administrative assistant l7JKE) 

d) ¥or.t1.us l1fe 

Along with all other respondents, a solid majority of managers 

said they have to work under constraints. In contrast to the 

front-line nurses, however, they did not cite workload as the 
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chief issue. Overwhelmingly, and just like consultants and GPs, 

they cited shortage of resources and cuts in resources as being 

their chief problem: 

It's resources .•• also we are going to get with the difficult-

ies of recruitment of some specialist staff, recruiting 

psychiatric charge nurses, for example. 

<District Nursing Officer 02EL) 

Following this came what they saw as difficulties associated with 

the nature of the work they had to do - largely to do with the 
~ 

difficulty of making plans and decisions in an environment which 

was full of so many competing demands and interests: 

I think the current organisation [uncertainty] and I think 

problems of not knowing about what your financial position 

is would be the two that spring to mind. 

<Chief area nursing officer) 

and 

I think that lack of resources is much easier to cope with 

- if you haven't got it, you haven't got it, and it then 

generates the difficult task to try to re-direct resources 

but that is a task which I think any administrator would 

happily address himself to with some degree of enthusiasm 

in the knowledge that if you can achieve it you are benefit-

ing the service as a whole •••• but no, far more difficult is 

sorting out the morass of the bureaucracy .••. being a bureau-

crat, an administrator in the service, your main role is 

soaking up the aggro, and it's amazing the amount of aggro 

that is generated in this kind of stratosphere in the service 
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which is above the good patient care work that is going on, 

but there's all this semi-administrative activity is going on 

to no purpose and it's hard to see it ever being progressed 

because once having established the structure and the 

consultative machinery, and the complexities of national 

instructions that come down, and the emotive activity and 

bureaucratic effort that goes into it, and, as I say, it's 

the one thing that is regarded as totally expendable in 

the service is administrative effort. But it gets through to 

people [the administrators] and'there's a lot of disenchant-

ment. (Health Board Secretary 55AB) 

The field-work for the study was conducted before the 

introduction of general management into the Scottish health 

service. Managers at this time worked to the system of consensus 

decision-makingi in terms of strategic decisions, the management 

group as a whole at each level had to be in common agreement 

before a decision could be made. Many respondents saw this as 

problematic - in terms of delay and ineffectiveness - but at the 

same time very few respondents warmed to the idea of a chief 

executive (or general manager) being brought in to make final 

over-riding decisions - although one of the respondents was 

enthusiastic (although unbelieving that it would ever happen): 

I think the health service will only be really efficiently 

effective if it was a managed medical service - with a 
director-general up top and a definite managerial 

hierarchy right down the line .•••• I say that's one way it 
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would work effectively but it's quite an impractical 

suggestion. The way the health service has developed over 

the years, we couldn't do that. We'd land in the most 

awful trouble. (Chief administrative medical officer 56AB) 

In terms of difficulties in working relationships with other 

professional groups, managers reported most difficulties with 

consultants. One respondent expressed her views strongly: 

I suppose I'm probably known locally as being a doctor hater 

- that's not strictly true. I~object very strongly to 

members of the medical profession who feel that the health 

service is run by them for them .•.•• one saw it .•• even last 

week where a group which used to be a commissioning team and 

has now got a remit from the Board .••• looking at the major 

servicing here - but you see the chairman of that group is 

a doctor, the people that they want to see individually as 

to what they think should be the requirements of the 

locality are individual consultants. 

(District nursing officer 02BL) 

This reflects difficulties they found in the decision-making 

process. The claims by consultants to 'clinical autonomy' 

created major difficulties for managers wanting to make decisions 

for the service as a whole. As long as clinicians were able to 

remain outside the decision-making control of managers, managers 

would always be likely to perceive their relationships with them 

as difficult: 

I think they (the Board] have got very little control over 
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them once you appoint them. The real control is whether or 

not you appoint them, so if the Board wishes to control the 

medical profession, that's how it does it .•.• Cbutl I think 

that the easy way is to replace people as they retire or 

they leave and that's what most Boards do. The move to 

appointing different consultants in different specialties 

is a very slow process and you've got to face the absolute 

reality of the situation that not many doctors are attracted 

to the cinderella services. 

(Heal th Board treasurer'" 57 AB) 

After difficulties with consultants, managers reported 

difficulties with other health board officials. These were 

mostly to do with problems of the management hierarchy. There 

were many examples of difficulties reported between district 

officials and area officials: either that districts were not 

gi ven enough freedom to act for themselves, or that the area 

management group was too far removed and uninterested in the 

local problems of the district: 

I think there could be a more sensible division of work 

between the Area and District. I mean if there was a 

philosophy of management in the Area that they were to be 

concerned in the main with policy-making and planning 

services, and if they spent the greater part of their time 

trying to draw a canvas with all the various services on 

where they were going and left us to manage the thing. I 
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think too often instead of complementing work by District 

they are trying to compete with us. 

<District Administrator OIEL) 

The third group of professionals with whom problems were reported 

was that of the GPs. GPs tended to see health board managers as 

being there simply to cause difficulties for their attached staff 

<district nurses and/or health visitors) or to restrict access to 

certain services: 

GPs - if you get attached, real~y attached, working from the 

surgery, then it's a reasonably happy situation. I think the 

GP in the main feels paternalistic towards them all and 

they're his health visitors and his district nurses and I 

don't mind at all. I feel I must accept that, in theory 

anyway, for the benefit of the patient 'cause if I, it's 

nice that I remain the big bad wolf because if there's 

something that the district nurse or the health visitor 

really feels is wrong about something the doctor's asking 

her to do .•• she can say, oh well my boss says, whereas if 

she had to say it herself it would cause ill feeling. I 

accept that, it irks me occasionally, but I accept it •••• 

but there are other attachments, the GP really doesn't 

understand what they, what their role is or he thinks that 

they're his servants .•• they think the district nurse and the 

health visitor do the things they haven't time to do, and if 

she'S not prepared to do some of the things that they haven't 
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time to do, they criticise her and say she's not much use. 

(Divisional nursing officer 69AB) 

Health board managers resented these attitudes. They felt that 

GPs did not have any understanding of or any inclination to 

understand the workings of the health board and its staff. 

While managers did not mention individual social workers as being 

difficul t as often as they found the first three categories 

mentioned above, they reported overwhelmingly that they found 

problems in their relationships with social work as an agency. 

This was at all levels, from senior managers trying to establish 

relationships with senior management in social work departments 

down to middle managers trying to understand the workings of the 

social work team based within the hospital: 

I think that the difficulties are that they are accountable 

to different masters and therefore liaison between two 

separate institutions, if you can call it that, has got its 

inherited kind of prob~ems ..• and it's easier to, well it 

becomes slow, it's easy to avoid decisions and the question 

of funding becomes a central issue where there's a grey area, 

where something isn't clearly delineated as social as opposed 

to health... (Chief area nursing officer 59AB) 

and from an officer lower down the structure I 

I am not impressed with social workers, end of story, I'm 

afraid .•.• I'm not impressed with the ones I come in contact 

with here in the hospital and that means the ones in the 

geriatric area ••• I suppose it's difficult because, for me 
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really, I trained before we had all these disciplines and 

quite honestly, if a patient was going home, it was the 

nurses that did it and I just do wonder is it necessary 

for another lot of people to get involved •••• I do think 

that perhaps we have gone overboard and looking at it 

coldly, I think a lot of money is wasted. 

(Senior nursing officer 19JX). 

For senior managers complaints about the social work department 

paralleled the way in which they often found themselves up 

against the medical establishment. ~ 

Managers then appeared to be harrassed and unable to fully 

control the environment for which they were in many aspects 

responsible. They were well aware of the complexity of the issues 

which confronted themj they were amongst the most broadminded of 

all respondents. But they were also only too aware of just how 

difficult it was to make decisions and achieve change. 

204 



CBAPTRR FIVR 

PROFRSSIOI!L PROFILRS: . &lCIAL WORI RRSPOIDRITS 

SOCUL "DRK lCHAGERS 

Thirty seven social work managers were interviewed; they ranged 

from directors of social work down through their most senior 

managers to middle managers at are~or district levels and included 

home help organisers, residential officers-in-charge of old people's 

homes and hostels .. 

II) Tbe .aral du.enslOlJ 

Social work managers as a whole clustered around the middle of the 

continuum, state - family; very few managers favoured the 'primarily 

family' or the 'primarily state' options: 

and 

Although I'm saying relatives shouldn't be expected 

to cope with fantastic problems, on the other hand, 

I'm not saying that the state take all responsibility 

away from them. (Social work middle manager 35AB) 

I think it's both - I think the family has to cope 

as much as it can, but there's a point beyond which 

it can't, and it can't ... let me clarify what I said 
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earlier on: ... there will always be a need be a need 

for social workers, because they do have the training 

and they do have the skills, knowledge, awareness. 

(Area officer 38JK) 

Most other professional groupings were more widely spread in their 

responses with proportions of a quarter or on occasion (the GPs) 

almost one half registering support for the 'primarily family' 

option. But social work managers' reluctance to support the 

'primarily family' option to any great extent seems to reflect (as 

will be seen later) a wider difference between social work 

respondents on the one hand and health service respondents on the 

other. 

Social work managers had a much more positive view of the public's 

willingness to take responsibility than did most health service 

respondents - except for health service managers, where there is 

some similarity in views. Relatively few managers of both sorts 

believed that people do not take responsibility (less than a fifth), 

but more social work managers than those in the health service felt 

positively that they do (over two thirds compared to just under one 

half). There is little difference between managers at different 

levels in this respect. A depute director of social work, for 

example said: 

Answering generally, a lot of families take a heck of a 

lot of responsibility. I think it's - obviously, one 

wants families to take as much responsibility as they 

can. I think what you've got to do is to try and build 
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a service that will help families when they need support. 

(27 AB) 

And a district social work officer (a middle manager) spoke 

positively of the public: 

It is rubbish to say that [the professional services] take 

prime responsibility. Families do .... so to think that 

families are not looking after their own people is just 

a nonsense. (09JB) 

Like all groups, a substantial number (just under half) of social 

work managers believed that public expectations of the services are 

too high (but mostly not judgementally): 

Yes. they expect the welfare state to deal with everything. 

After all they've been brought up in the welfare state and 

the middle-aged adults now have been brought up in a 

welfare state and expect the welfare state to do everything. 

After all they are paying their taxes very highly and the 

older pre-welfare state generation would say, use the 

welfare state more sensibly. 

(Principal hospital social worker 29JK) 

But nevertheless all health service groups, excepting, again. IHS 

managers, recorded greater numbers believing this to be so than the 

social work managers. Social work managers and IHS managers showed 

a very similar pattern of responses - almost half believing the 

public expects too much but just over a quarter believing firmly 

that they do not. 
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Social work managers then were much less hardhearted in their views 

of the public than other respondents (apart from NHS managers and, 

we shall see, their other social work colleagues). This may be 

linked to their views about the relative roles of state and family. 

Although they did not adopt the view that it is primarily the 

state's view to take on responsibility for care, they did firmly 

believe in the partnership of state and family. 

In relation to the role of the voluntary sector, almost three 

quarters of them gave conditional support to its involvement with 

the remainder being firmly in support. In contrast to most health 

service respondents, social work managers saw voluntary sector 

activity as providing the opportunity for innovative schemes to be 

tested out: 

I feel about voluntary organisations, that they are at 

their most effective when they are doing the traditional 

thing - of highlighting and throwing up fresh need, if 

you like. I think the second thing that they are very 

good at, is tackling things that local authorities back 

off of, for a whole lot of reasons - either because 

they're scared or [whateverl. 

(Depute director of social work 27AB) 

Again this pattern of support is not dissimilar from NBS managers, 

except that none of them was dubious about the role of voluntary 

effort. For NBS managers this was a real issue (and has become so 

increasingly in subsequent years); social work managers however do 
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not generally have to accomodate rushes of unplanned public 

generosity in the same way. 

Like many health service respondents, almost half the social work 

managers were careful to stress that voluntary sector involvement 

should be supplementary to professional effort: 

I feel that the department has a responsibility to offer 

services. What we would be hoping in the voluntary 

sector is complement what we are doing in that they could 

back us up in provision or, for example, if we take the 

elderly, maybe a visiting service or just simply going 

and befriending an old person. (Specialist advisor -

elderly, mentally ill & handicapped 13GL) 

b) The prlor1ty policies 

As many social work managers expressed the same sort of approval 

and the same sort of equivocation about the priority policies as IRS 

managers. But at the same time, about a third of them felt unable 

or were not prepared to pass a definitive view: 

I think there's an area, there would be areas of dis­

agreement. If the health board say for example that the 

elderly have been targeted who's going to argue with that, 

.but when you begin to do the trageting, you narrow that 

targeting down and once you narrow it down, then you get 

indifference of opinion. 

(Principal officer - residential and day care l4GL) 
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In addition, there was very little outright disapproval - whereas a 

number of NRS managers expressed such disapproval - and it was 

suggested that the reason for their disapproval or equivocation 

might be related to their knowledge of the complexity of the issues. 

It is perhaps important to note here that the main thrust of the 

policies as expressed in the policy documents was aimed at the 

health services rather than the personal social services. The 

immediacy of the issues might therefore be perceived differently by 

NRS respondents on the one hand and social work respondents on the 

other. One respondent, for exampl~, was clear that other social 

work client groups should take precedence: 

I wouldn't say they [the dependency groups] would be my 

my particular choice as priorities ... because I would 

say that the poverty-stricken young families are more 

of a priority. And that might sound cruel but it's not 

to me, you know. (Area officer 16DW) 

And a director of social work felt that the health service had 

different problems from social work in facing up to the implications 

of the priority policies: 

I think we don't have the problem about the differential 

glamour between acute medicine and chronic illness in 

social work because by and large we're preoccupied with 

the chronic problems in any case, so I think that gives 

us one enormous advantage when it comes to the 

question of prioritising. (IOGL) 
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The matter of immediate relevance arises again when responses to 

questions about which sectors should lose resources are examined. 

Whilst a quarter of social work managers saw the policies in health 

service terms and argued that resources should be taken from the 

acute services, .another quarter saw the issue more broadly and felt 

that there were non-health service areas which should give up 

resources - such as defence or education. And a very small number 

responded in an even more expansive way, by suggesting that the 

whole of society should be re-ordered: 

The trouble is we have a so~iety which is built on profit 

..... [we need] God knows, start re-thinking about society. 

Really got to start thinking about society ..... by scrapping 

our present society, You're asking me for a solution, I'm 

giving you the solution as far as I see it. Scrap the 

present society and its construction towards profit. And 

I can't answer in any other way. <Area officer 19DW) 

Very few saw the issue in terms of reallocating resources within the 

personal social services, although many readily recognised that 

priorities. there did not favour the dependency groups. Work with 

children and families along with court work <probation work) largely 

took precedence. Just over a fifth felt that no sectors should lose 

resources while the remainder were not able to pass an opinion. In 

no case then did a social work manager recommend a course of action 

which would actually impinge on their 'territory' where such 

decisions would be much more difficult to make (as their IHS 

counterparts found>, 
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Social work managers exhibited a greater spread of views about 

whether any particular group should be singled out for priority than 

most other professional groups. A majority (60%) were prepared to 

make a single choice. The physically handicapped. followed by the 

mentally ill and then the mentally handicapped were the groups most 

often chosen: 

I think that there's a lot of sympathy and a lot of push 

for help for people that are physically handicapped - I 

think that's an obvious thing ... and maybe I'm part of 

that [agreement]. (Home help 'organiser l2EL) 

This contrasts strongly with preferences exhibited by NHS 

respondents - NHS managers, for example, favoured the elderly. It 

might be that the visibility of elderly patients occupying hospital 

beds created pressure on lfHS managers which was not so apparent 

for social work respondents. 

When asked whether or not resources could be re-distributed to 

greater effect within the priority groups sector as a whole, no 

social work managers disagreed, and indeed almost two thirds felt 

that this might be possible. The remainder were non-committal. This 

was a pattern somewhat similar to that of the NHS managers. 

However, unlike lfHS managers, just under half of social work 

managers suggested that resources could be transferred directly 

from the IBS to local authorities for the care of the dependency 

groups: 

Resp.In absolute terms we are very short on [services for] 

mental handicap. It·s a fairly rewarding group to deal with 
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and that could be done, I'm convinced without any more 

money. I know the health service don't agree with that -

they say they need extra money for hospitals. But I think 

if some device could be - if you had people who agreed 

about the objectives .... 

Int. So you would be saving on hospital - cutting down on 

hospital places? 

Resp.Yes. And then you could really save on hospital places. 

Int. That would imply a transfer of resources, then, would it? 

Resp.Yes, direct. \ 

Int. From one service to another? 

Resp.Yes. (26AB) 

And unlike the case of NHS responses, a number of respondents 

(almost a quarter) suggested that resources could be transferred 

from institutions to the community for their care: 

and 

If people are going to derive a benefit from the community 

then that's the thing [transfer of resources] and obviously 

the more hostels we have for the mentally handicapped to 

prevent people going into long-term care ... I'm all for that 

.... I think to some extent it should be our responsibility 

not in the way of empire building and obviously you want 

close co-operation. (Social work middle manager lIEL) 

1 think we need to shift resources from the health service 

to community based services, rather than try to build up 

some kind of community resource and let the present level 
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of medically orientated services continue. 

(Divisional officer 32AB) 

Again, many placed emphasis on the need for greater collaboration 

both between agencies and between professions, but at the same time 

just about half. felt sceptical as to whether that was a realistic 

goal. The' following remark of a director of social work is 

apposite: 

People who are of the most senior positions in both 

services have very heavy workloads and very demanding, 

consuming workloads and it \s easier in that kind of 

situation to mistake goodwill and good relationships with 

actual operational co-operation and - now operational 

co-operation that involves other people is always some­

thing that you're going to get round to when you've dis­

charged your own daily round of operational activities and 

I think conceptually that's a very difficult thing to 

grasp. (lOGL) 

Social work managers supported (half positively and a further third 

'mildly') the suggestion that more resources should be diverted 

towards prevention and the promotion of well-being (this of course 

included crisis prevention defined in social work terms as well as 

health promotion per se), very few voiced any opinion against the 

option. The response of a divisional officer was characteristic -

in her division, she saw preventive work with children as an 

example, together with the establishment of a primary care social 

work team: 
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Our intermediate treatment team does work with a very very 

large number of children who have already demonstrated 

difficulties and we are preventing them coming into 

residential care .... and I think the primary care team 

was an effort to do preventive work ... it's approaching 

the preventive end of the spectrum, the early detection 

end of it. (32AB) 

When asked whether or not better use could be made of existing 

resources a sensitive question for managers who are the 

husbanders of resources - they replied in much the same way as 

their NRS counterparts. A quarter believed firmly that it was 

impossible but 60% believed that some improvement could be achieved. 

It was mostly lower level managers who felt this and almost no-one 

felt that cuts in administration could be made. They suggested 

improvements in the way services were organised: there could be 

some rationalisation of services: 

I think, yes, I do. "Although I think, because of the 

financial cuts that we're starting to do that ... I think 

for ourselves, as far as OTs are concerned, probably we 

were very lax ... we tended to be very generous in giving out 

equipment and not checking to see, perhaps, if it was used 

properly. You know I think we're just being strict with 

ourselves I think that again that's come because of cuts 

and it's a good thing. (Head occupational therapist 04JB) 
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0) eo...un1ty care 

Social work managers differed markedly in their definitions of the 

term community care from all professional groups considered so far. 

Just over half of them saw it as meaning care in one's own home: 

1 think the way that we presently talk about community 

care would be domiciliary care, em - 1 think there's 

a growing awareness of the fact that what we mean by 

community care is care within the community by the 

community. (Divisional soci~l work officer lOEL) 

A small number did not define it and the remainder (just over a 

third) divided equally between any care outside hospital or any care 

outside hospital and old people's homes. This contrasts sharply with 

NBS respondents who tend to define it in the more inclusive and 

all-embracing sense. It might be that social workers saw the concept 

in ideological terms and that precision of definition was more 

important to them, while for IlHS respondents, the term was a 

convenient catch-all phrase or a concept that they had not 

considered in any great depth. 

The social work managers wanted more input from the health service 

in providing care for the dependency groups. Interestingly many of 

them wanted more institutional care to be available from the IlBS. 

They saw the problems of heavily dependent people in the community, 

lacking care and needing in their view greater NBS responsiveness. 

They looked for more domiciliary nursing services and more day 

care in day hospitals: 
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Day hospital care I should say ... this cuts down on the 

high cost of providing in-patient care. Quite simply, it 

is not necesssary to keep people in beds for so long. 

(Principal hospital worker 29JI) 

However they also looked for more local authority services -

especially those provided at home or in the community <lunch clubs, 

or more home helps, for example): 

Dh please never cut back on home helps, give us more of 

them and turn them into a different kind of animal. I'd 

like to call them home care ... workers. 

(Principal officer - hospital and health l2GL) 

Fewer asked for more local authority residential care. The spread 

of responses in this field showed that managers had a broad 

perspective; they did not focus narrowly on one area of the service. 

d) VorkllJfJ lYe 

Social work managers scored higher than any other group when asked 

whether they felt they worked under constraints. Almost all of them 

reported difficul ties and chief amongst them was the problem of 

having to cope with shortages and cuts. A director of social work 

said: 

It's an illusion to think that times are good and there's 

a lot of fat around in the publio services ... there's no 

doubt about it, that publio services of every kind are 

cutting into the margin at the moment and when you cut 
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into the actual margin of non-provision - we actually 

ration some services now by levels of misery. (lOGL) 

Lower level managers complained of heavy workload as being a 

problem: 

There are more and more aspects [of work] in the area 

team ... in all kinds of ways, different workers, group 

workers, community workers, welfare rights officers .... there 

are more and more calls made upon your time as an area 

officer, in consultancy, in decision-making and involvement 

which you have here, there and everywhere • ... 

(Area officer 19DW) 

As with NBS managers, social work managers also said .that the 

nature of their work presented difficulties - being responsible for 

the service at such a difficult time. 

As far as working relationships were concerned, the managers 

reported most difficul ties with NHS consultants, followed by GPs and 

field social workers. Problems with consultants frequently revolved 

round the latters' ability to restrict access to hospital care for 

social work clients that were in need of it (in the social work 

managers' eyes). This was often the case in relation to elderly 

mentally infirm clients. Other instances reported were where 

consultants failed to understand the role of social workers: 

Mental handicap is one that comes to mind [where there are 

problematiC relationshipsl. Psychiatry is another one. Now 

that can be a problem from time to time ... I think it's a 

question of - you know, social workers' role in relation -
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I mean, it's not all psychiatrists would feel this way, but 

some of them feel that social workers perhaps shouldn't 

be involved in this, or should be involved in that. 

(Depute director of social work 27AB) 

There were particular problems for social work teams based in 

hospitals. The personal power that consultants held in terms of 

being able to withhold or allow access was, they felt, too great. 

Differences of opinion stemmed from differences in approach or in 

interpretation of roles. Senior managers did not have much contact 

with GPs, although some did hear of J'roblems at one stage removed: 

I think the general practitioner is one of the most 

difficult ones. Simply because by the nature of his 

employment and the fact that he's a contractual 

employee of the health board and not a full employee as the 

others are. This means that if he's going to be a team 

man, he's a team man who can opt out or worse still can 

dictate his own terms which can often dictate against good 

teamwork. (Principal officer- hospital and health 12GL) 

Lower level managers had more contact and occasionally came across 

particular problems: 

Xainly a poor quality of referral, a poor assessment of 

a referral to us - a GP writes a two line letter 'please 

assess for eventide care' and that in our terms is 

insufficient. We'd like a bit more co-operation about 

giving detail. 

(Area manager 16JK) 
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While they cited problems with consultants and GPs as individuals, 

social work managers did not mention health board officers in the 

same way. They did, however, perceive many problems with 'the 

health board'. They found liaison difficul t; each side defined 

problems differently and each had different priorities: 

I think there's a lot of mistrust between the two groups 

that ought not to be there. But I do think that 

institutions, whether they are health service institutions 

or whether they are social work institutions, become little 

sort of kingdoms, and see a~ything outwith those little 

kingdoms as being inferior, threatening. 

(Divisional officer 32AB) 

The problems which they mentioned regarding field social workers 

were insignificant by comparison with the inter-agency and medico­

social work problems that they described. These were mostly to do 

with relatively straightforward line management problems or 

problems sometimes to do with the hospital social work/community 

social work interface: 

The hospital workers have been understaffed for quite some 

time ..... the principal officer for health will contact 

the area and say, look, we are in such and such a position, 

would you mind accepting cases from us .... there's a bit of 

discussion that goes on about that. Xaybe the social 

worker [in the community] would feel that he might not be 

able to cope .... but by and large it sorts itself out. 

(Area officer l6DW) 
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Social work managers then were not dissimilar from their health 

service counterparts in a number of ways. They too lived stressful 

working lives bounded by frustrations caused by the lack of 

resources and the entrenched interests of other groups. They did 

however perhaps perceive the issues under study in a less immediate 

way .than the NHS managers; the most pressing demands made on them 

by the social work service were perhaps more to do with family 

poverty, child protection and their court and probation 

responsibilities than with the needs and problems of the dependency 

groups. 
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SElIOR SOCIAL f/OR}{JiRS 

Twenty senior social workers were interviewed. Although they can be 

classified as first line managers, it was decided to examine their 

responses separately from other social work managers because most 

of them are involved with practice to a greater extent than other 

managers. They straddle the manager/practitioner divide and 60 

occupy a special position. 

a) Tbe maral d:btrenslOlJ 
\. 

Half of the senior social workers clustered around the middle of the 

family - state continuum, although more opted for the 'family with 

professional support' than the 'state-family partnership' vieWI 

I think I'd have to answer that in terms of the existing 

situation where you have family, right? I think if you have 

the family unit as a unit of society, you're prepared to 

work with that unit, then the balance should be between the 

family and the institution in order to maintain it. I mean 

with ardent hope the emphasis being on the family coping 

with the situation as best they can. (02JK) 

But choices spread widely; a fifth went for the 'primarily state' 

option: 

I think families should only do it if they want to do it. 

I don't think we should ever rely on families to do it .... 
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it's ultimately a state responsibility ... l think that's 

. right. (lOAB) 

A small number chose the option at the opposite end of the 

continuum - 'primarily family': 

I think. the prime responsibility is with the family. I 

don't think there's any question of that. (04JKB) 

This wide distribution, coupled at the same time with the heavy 

choice of the 'family with professional support' option characterises 

senior social workers as different from their other social work 

colleagues as well as the IRS respo~dents. 

In their views about public expectations and the public's readiness 

to take responsi bili ty , senior social workers differed less from 

other respondents than on the family/state issue. Just under half of 

them believed that people expect too much of the services which is 

similar to both their social work manager colleagues and IHS 

managers: 

I suppose on the whole too much, but I'm not happy to say 

either one or the other .... I think quite clearly they 

often expect too much but I think it's quite difficult 

to say about people in this situation. (03DW) 

Likewise, similar numbers - roughly one third - believed that the 

public does not expect too much: 

Xaybe they should be making 1/Jore noise ... 

well, I think that there still are unmet needs in terms 

of support say to the parents of handicapped children or 
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you know grown-up. relatives of handicapped adults, the 

relatives of elderly. (07JK) 

On the willngness to take responsibility issue, more of them 

believed that the public is willing to care than not, but well over 

half were not prepared to generalise about the matter which makeso 

it difficult to draw comparisons with other groups on the positive 

choices. Many of those who were not prepared to generalise said it 

often all depended on the particular family circumstances of those 

involved - whether the dependent person was loved, whether the 

family had the economic capacity to'care or how tolerable the strain 

of caring was: 

Families vary tremendously from one end of the continuum 

to another - some of them, as soon as the patient is in 

hospital, they just don't want to know anymore ..... you get 

the mixture of others who have really just had enough and 

it is beyond their ability - I mean they have been coping 

with an intolerable situation for a long time and as soon 

as they are relieved of that, they can't face up to taking 

it back on again - and we can well understand that. (14AB) 

Senior social workers were extremely positive about the role of the 

voluntary sector - more so than any other group (apart from basic 

grade social workers). A third were in favour on a conditional 

basis and almost two thirda were in favour without condition: 

I'm very enthusiastic about that [the voluntary sectorl ... 

we do have good relationships with all our voluntary 

organisations locally and they are very good. (03JBB) 
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They favoured voluntary sector effort for a range of reasons: that 

it was innovative, that they favoured the principle of voluntarism, 

that it was important to harness resources that were available in 

the community: 

I think very often the voluntary sector can push things 

forward, be a bit more creative in their approach and can 

show the way in many ways but I would not say it should be 

owing to them to take it on lock, stock and barre1. .. I 

think that type of creative, imagi~ative, self-help ... I 

don't think a paternalistic kind of view to caring for ... 

the needy is particularly helpful for them, in terms of 

their own self-esteem. (14DW) 

At the same time they also felt that it should be supplementary to 

professional effort. And a few respondents questioned the motives 

of some volunteers: 

I think there's a role for the volunteer. I would never 

discourage volunteers, as long as they're not the do-

gooder type. <l9AB). 

b) The prianty policies 

Senior social workers displayed similar views as their more senior 

managers on the priority policies. Almost two thirds approved them 

although twice as many expressed some equivocation than those who 

expressed full support (social work managers were more evenly 

divided) : 
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I'm surprised to hear they're a priority because I would 

feel that the resources available for these groups has 

actually diminished ... I think it's difficult - are you 

meaning priority as opposed to acute, medically-ill 

people, that kind of thing? I find that a very difficult 

decision to make ... because everyone is needing a similar 

service ... I mean I think I would push the priority for 

them. (llJK) 

Many more of the senior social workers (a quarter) than their 

managers were either opposed or wanted a more even treatment of all ... 

sectors: 

I wouldn't necessarily say priority. I think they should 

have their fair share and I think that's what they haven't 

had. <l2JBE) 

They contrasted strongly with field workers (both health and social 

work) on this issue. a managerial spread of responses seems to 

emerge. One respondent for example suggested it was better to 

review services and assess need more accurately before deciding to 

shift resources one way or another: 

My answer to you would be that many of our decisions in 

social work are based on assumed needs .... you see the 

answer to me is assessed needs - really, do we have a 

problem of very elderly people, have we a waiting list, have 

we a queue? Whereas if we were more objective ... that's a 

far better way. <l8AB) 

On the issue of which sectors should lose however, such similarity 

disappears. While almost the same proportion of senior social 
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workers as their managers seemed to agree either that it should be 

the acute sector that should lose, or that no sector should lose, 

almost half of all senior social workers could not make up their 

minds or were unwilling to comment. They did not show the diverse 

range of choices that their managers did. 

But on the question of whether or not anyone group should be 

singled out for preference they exhibited similar responses to those 

of the managers. A majority was prepared to opt for a particular 

group but unlike the managers, senior social workers more often ... 

chose the elderly (the group frequently favoured by IHS 

respondents) : 

It's hard to say. I would say that from my knOWledge of 

the situation in terms of geriatrics and psycho-geriatrics 

in this region there obviously aren't enough resources there 

- because there are terrible problems in the community •.• 

so I would certainly say that was the area I could identify 

most readily, most easily. (llAB) 

Then followed some of the groups selected by social work managers -

the mentally ill and mentally handicapped. 

Just over half of the senior social workers felt there was room for 

shifting resources within the chronio sector either by 

transferring resouroes from the IHS (but not in the opposite 

direction) or from institutions to the community: 

If you're going to have these resources in the oommunity, 

and therefore you're not going to need these big residential 
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hospitals, there can be things like that [a transfer of 

resources] and could some of the workers even be 

transferred to give the support. I haven't really thought 

about that one, but just thinking about it quickly, I feel 

that it was feasible. <16AB) 

There were voices against that proposition, however: 

Well, before I came here, I had really thought that the 

provision of a thousand psychiatric beds on this site was 

a vast over-provision - that was my gut reaction. And I'd 

have to say after eight weeks, it's quite clear to me that ... 

although there are some people who could be discharged if 

there was something within the community, on the whole the 

people who are in here, the core of the long-term people, 

require this sort of provision .... so I think the answer is 

no, there isn't that much potential for closing down bits 

of institutions to release money for other things, I'm 

sure. (03DW) 

Kore than anything else they favoured better inter-agency 

collaboration - though there was much less support for greater 

inter-professional collaboration: 

I think really it's mad that we both battle and defend 

our lines of defence when really I'm sure we could 

jointly fund and double up in some areas because the 

border, I mean the boundary between what we deal with 

and who we classify as our responsibility and you know 

who the IRS classify as their responsibility, the boundary 

is so close and at the same time it's a lot of wasted 
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energy fighting over who's taking the responsibility 

for this that it does seem folly not to co-operate 

and to, you know, join forces in some of these areas. 

<14DW) 

And as in so many other cases, there was a SUbstantial degree of 

scepticism voiced over the possibility of improved collaboration. 

The respondent quoted above who said resources and workers might be 

transferred from hospitals to the community went on to say this 

might however prove difficult: 

but I don't think it's realistic - I can't imagine the ... 

hospitals ever , they would resist .... I think certainly more 

collaboration surely is beneficial and it should be aimed 

for because you've more idea of what you're each trying 

to achieve. You don't want to duplicate things .... I suppose 

you are part of different structures and each can be so 

protective of its own. <16AB) 

Senior social workers, along_with their other social work colleagues, 

were positive about the value of shifting resources into prevention 

and promotion - just over half supported the suggestion mildly and 

two fifths supported it positively. Very few expressed scepticism as 

did many in the health service. This may reflect the different 

interpretations put on the meaning of prevention. Social work 

respondents saw a whole range of social intervention measures as 

coming under the 'prevention' label while health service respondents 

tended to limit it strictly to heal th service strategies - health 

education or technical measures such as screening. In the case of 

229 



senior social workers, they quite clearly saw it as meaning 

predominantly social intervention/crisis prevention measures such as 

back up for families under stress and the like: 

I suppose some' of our work is preventive in the sense of 

quite a number of families we work with had one child in 

care before we even get there .... our job is to ensure that 

the other children don't end up in care as well so I 

suppose it's preventative to that aspect as well. (26DW) 

Over two thirds believed that it was possible to make better use of , 
existing resources. Again, they reflected both social work and IHS 

managers' responses. lone of them felt this could be done by cutting 

down on administrative costs or by making savings on the use of 

equipment and so on. The only suggestions they made related to the 

possibility of improving the way services were organised - the 

'rationalisation of services' suggestion: 

Within the social work department, I am not satisfied 

that the best use is made of social work time, that the 

best use is made of the very precious places we have in 

day care, for example. Yes, I'm sure there's always 

scope for that. (lOAB) 

c) Co.a.un1ty care 

Senior social workers' definitions of community care were typical of 

the mainstream working definitions that sooial work generally 

employs. Just over half opted for the definition of oommunity care 
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as meaning all care provided outside hospitals and local authority 

old people's homes: 

I would think of community care as somebody coming out of 

maybe an institution back into the community, or if 

somebody in the community would help with somebody to 

prevent them going into an institution ..... [they would be 

living in their own homes] but in the case of some of them 

it would need to be a hostel or a house or something where 

they'd come, but they would still be in the community. 

<l5AB) , 
Thus it included hostels, group homes, half-way houses and other 

community based provision. Just over a third however defined it 

more strictly as care within one's own home: 

That's how I would define it as - you know, monitoring 

the well-being of a person within the community, either 

at their own home or in the homes of, you know, relatives 

on whom to some extent they are dependent. (07JK) 

The spread of their responses resemble basic grade social workers' 

responses more than any others and this may reflect their close 

relationship to the field. 

When asked about how might services be improved, senior social 

workers concentrated on their own departments' field of 

responsibility. They wanted to see improved domiciliary services, 

better coordination of services within the community. a more 

imaginative use of residential care (for respite care for example), 

more group homes: 
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I mean at all levels, we could do with much more - we could 

still do with more imagination being used in the home help 

department .. and in the day care centres .... There's more 

scope for kind 'of - I don't know whether it would be 

voluntary or statutory, but getting other kinds of stimulus 

into people's lives, like outings ... we could be giving 

more scope in terms of holiday admissions ... it gives 

relatives - relatives might cope for longer if they have 

more breaks through the year. (lOAB) 

They were prepared to make suggestions for IRS services to a much 
It. 

lesser extent, but amongst those suggestions were some for improved 

access to hospital care for those clients who needed it (similar to 

social work managers', views about the limitation on access to 

hospital care); 

I would like to see more day facilities for all the 

dependency groups that you've talked about - psychiatric 

day hospitals, but for all dependency groups, they all need 

day facilities of some kind, being provided by social work, 

health service or whoever is the most appropriate. (03DW). 

d) ffarkl.n1I life 

Senior social workers resembled field workers in their reporting of 

the constraints they felt they work under. Chief of these was that 

of workload - just as NBS field workers reported: 

Shortage of social workers in this team has been quite 
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critical for a number of months, 50 the pressure people 

work under is quite severe at times (llJK) 

After that they reported that lack of resources or cuts in resources 

was a major problem. The same respondent went on to comment: 

I think the money side comes in in that there seems to be 

a shortage of resources of all kinds to back up social 

work with people. You know your basic case work and group 

work is done but sometimes where money is needed for this 

and that, or care is needed, it's difficult to get people 

in. (llJK) 

However a number also discussed the problem of being placed at the 

point where the field came first into contact with management. As 

first line managers who maintained links with the field they had 

the problem of representing both in opposite directions • 

Difficulties in working relationships with other professionals 

followed the same pattern as those of their managers. 

Relationships with consultants were the most problematic followed 

by those with GPs and then with field social workers. Problems were 

often related to lack of resources or differences in diagnosis: 

The problem seems to be lack of hospital accomodation 

for people whom we consider, and the GPs consider, require 

hospital rather than residential care. That's particularly 

true of the psycho-geriatric patients. There are people in 

the community whom I believe would be in hospital if there 

were beds available. (27DW) 

and 



We tend normally to go through the GPs because it's the 

GPs calling in the consultant .... it's in the psycho-

geriatric field that there's coming and going because 

that's where the most grey area about whose responsibility 

a person is ..... well, I was trying to say we feel people 

have to be able to make the decision to come into our care 

and where either people are refusing or we feel they are so 

confused that they cannot make the decision, we usually 

refer back to the hospital and to the GPs - and 

sometimes they are still saying they are suitable for 
" 

residential care. (llJK) 

The familiar differences in attitude and orientation characterised 

relationships between the senior social workers and their health 

service colleagues. One spoke of difficulties, for example, with 

domiciliary nurses and with health visitors: 

Domiciliary nurses, there have been feelings, and health 

visitors as well, that perhaps they're doing the same job 

and there have been some feelings about that ..... there is 

a great deal of common areas about our roles, a lot of 

confusion too that we pick up, we feel they do the same job 

as us and we have to try and explain that it's not quite 

the same. <l3AB) 

But while senior social workers and their managers cited consultants 

and GPs as individuals as being difficult, consultants and GPs 

tended to see social work management as a monolith - 'the social 

work department' - undifferentiated but the source of many of their 

problems nevertheless. 
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Senior social workers, ironically, also cited the social work 

department as being a source of problems. If they were hospital 

based, they often claimed that they felt isolated from the 

mainstream of the department; or if they were mainstream, they felt 

that hospital social work teams had 'gone over to the other side' -

that is, the health service and its ideological attitudes. One 

hospital-based respondent described the different pulls that they 

were subject to: 

One of the problems to some extent is that we're part of a 

social work department but we're in a secondary setting. so , 
we are serving in a health setting .... well. I don't know that 

it's totally understood by our own senior management .... 

the pressures on medical staff which one can appreciate in 

this setting but perhaps not so easily appreciated by the 

teams of the local community based social workers when 

they are arranging emergency admissions... I really don't 

know, I think it's a lack of understanding of each others' 

roles and I think if you're on the spot, you can have 

sympathy with both points of view. whereas maybe our own 

district colleagues are not so closely involved. (14DW) 

In the larger social work department. some expressed concern that 

its size was overwhelmingi there was too great a distance between 

districts and headquarters: 

I often think there's too many tiers in the organisation. 

I mean, I'm not sure about that. There's districts and 

divisions and the region .... probably a great deal of 

distance between the people at the top of the organisation 
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and the people at the bottom which is not particularly 

kind of helpful or enabling. Yes, that's probably it. 

(26DW) 

There was some sense of powerlessness, then, felt by a number of 

the senior social workers. They were managers in the sense that 

they led teams, but they had little control over decisions which 

affected both them and their teams. 
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BASIC GRADB SOCIAL VDRlUlRS 

Thirty eight basic grade social workers were interviewed; some were 

hospital based, but the majority were based in social work teams in 

the community in area or divisional or district offices. 

/I.) Tbe .aral d.u.enslcm 

As with all groups, most responses clustered in the middle of the 

continuum, family - statej in the case of basic grade social workers 

however, they were weighted substantially towards the 'primarily 

state' and 'partnership' options when compared with all other groups 

<60% as compared to 46% amongst social work managers, the next 

largest group): 

and 

I think we live in a society which has admitted by stating 

its democracy and all the rest of it that the community is 

responsible for the community rather than the individual 

[being responsiblel ... I think I have to say the community 

and the state. (IODW) 

I think that it has to be shared. Generally speaking I think 

that relatives and families have to take a greater share in 

the care and responsibility of the weaker members of the 

family because I don't think the state can cope ... I don't 

necessarily think it's the right thing for them to do, but 
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I don't know what [else can be donel in the present 

circumstances. (06AB) 

and 

I think it should be shared and it should be a choice. 

I think often a family would choose to take prime 

responsibility with support built in, but I don't think 

there should ever be a case for the choice being forced 

on them. (24JK) 

In addition, they held very positive views of the public; only a 

sma1l proportion fel t that the public were not prepared to take 

responsibility (less than one tenth) with two thirds believing that 

they did: 

I think mostly they are, quite amazingly so - to a quite 

amazing degree. I really think so. (02DW) 

and 

I have generally found the relatives of a dependent 

person to be quite responsible. To have lived with the 

problem for a long time and only at the end of the day 

to ask for help. Because generally lots of people feel 

guilty about asking for help. Guilty that they're not able 

to cope with this dependent person. (l3JBB) 

Social work managers were the group which mirrored them most 

closely on this issue, followed by IHS managers and hospital 

consultants. On the matter of whether the public expected too much, 

almost half of basic grade social workers felt that they did expect 

too much, but not in the judgemental fashion found amongst groups 

like GPs and, to a lesser extent, health visitors. And indeed, half 
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of the total felt that the public didDot expect too much - far 

bigger a proportion than amongst any other group. Indeed, a number 

said they felt that the public expected too little: 

I do think too· little, although having said that, they 

are not forthcoming. But I think they should be geared to 

demanding a lot more, but there is pressure groups needed 

to make sure that the services are forthcoming. (24JI) 

Basic grade social workers rated high in the support they gave for 

the voluntary sector, only slightly less than the total support 

given by health visitors and social work managers. One respondent, 

for example, had an idealistic view of the voluntary role: 

I think it would be good if there was a replacement 

to state support but quite honestly I don't think 

they would ever manage that because most people are tied 

up with their own problems and not everybody's got 

time to do voluntary work. (05JK) 

But unlike health visitors more of them gave qualified support 

rather than unconditional support to voluntary sector involvement: 

A supportive role. I suppose that sounds awful, but 

I do see them as supportive .... some voluntary effort 

should be encouraged. I think the voluntary effort that 

should be encouraged is visitation to patients in 

hospital ... befriend a patient, befriend a child. (07DW) 

For the most part they saw it as supplementary to professional 

involvement although some favoured it for its innovatory 

possibilities. Very few voiced opinions against the voluntary sector 
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although one respondent mentioned union opposition to it: that the 

statutory services should be providing the services which voluntary 

organisations were being encouraged to provide. 

Field social workers then were in favour of state and professional 

involvement; they did not hold judgemental views of the public. On 

the contrary, they believed the public was ready to shoulder its 

responsibilities willingly. At the same time, they were not 

ideologically opposed to voluntary sector involvement, although they 

saw it quite clearly as supplementary to professional involvement. 

In certain respects, they stood out distinctly from other of the 

groups under study. 

b) The prlar1ty policies 

Basic grade social workers were amongst the most positively in 

favour of the priority policies. Only health visitors responded more 

positively. Over half of the field social workers gave the 

priorities full support with another quarter supporting them 

'mildly': 

Yes, I think society has a responsibility to cater for the 

disabled, the disadvantaged to some extent and the deprived. 

The elderly, the chronically sick, the people who require 

additional support and services, and none of them can help 

being in those states. Old age is something that happens, 

chronic mental or physical disability, these are things over 
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which people have very marginal control, therefore I think 

if we are talking about a welfare state, then we should 

be spending a good percentage of our time concentrating 

on those people that do need our help. (08DW) 

and 

Yes, I think - I think they should until they have 

caught up. I don't mean indefinitely, because there 

are other groups that need help certainly. There are 

lots of things that could be done, like screening more 

women and perhaps better ante-natal services ... but I 

think these lot do need priority until they have got up. 

(02DW) 

Very few either opposed them or said that there should be balanced 

treatment of all sectors. However, amongst those who did disagree 

with the policies, it was often felt that poor families and abused 

children should take precedence. 

Front-line practitioners, with the possible exception of the GPs, 

were the groups most ready to support the policies - and the groups 

least burdened by decision-making responsibilities with regard to 

resource allocation. This is reflected perhaps in social workers' 

reluctance or inability to single out sectors to lose resources. 

Almost two thirds were either not prepared to choose or said no 

sector should actually lose resources: 

That's difficult to say because I'm, I mean what I'm 

coming to - you could say what I'm confronted with every 

day are probably people getting more priority anyway - so 
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it's quite difficult to answer ..... to actually say 

what doesn't deserve is very difficult ... I think 

anyone you come in contact with deserves to get a 

service of sorts, obviously planning is difficult, I 

can imagine. (02JB) 

A small number suggested non-medical or non-health service areas as 

candidates for resource withdrawal: 

I sometimes get annoyed at the priority which is given -

and it's terrible to say it in social work - priority 

which is given to offenders and the little priority that 
... 

is given to the parents looking after mentally handicapped 

children, you know. A priority in this, in any, office is 

court reports and children's panel reports and yet we have 

got parents caring for mentally handicapped adults in 

their home that are waiting allocation for ages and I 

just - possibly they [offenders] could slip down the 

priori ty list. (0411) 

Like senior social workers (their team leaders), and unlike their 

more senior managers, the field social workers said that the elderly 

were the chief targets for concern - although just over half of all 

of them said no one group should be singled out for preference: 

No - it's difficult to separate. I think if a client 
I 

is in need, no matter what the problem is, their need 

is just as great as the other client groups. (06AB) 

Amongst the remainder, the elderly ranked first, followed by the 

mentally handicapped. However, these were both groups that were 
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acknowledged by many to be of low priority in the existing state of 

affairs and it was recognised that it would be difficult to change 

attitudes in their favour. 

A greater proportion of basic grade social workers than any other 

group felt that improvements could be made by reallocating or re-

ordering resources within the dependency groups sector. Almost three 

quarter of them felt this could be possible - substantially more 

than amongst other groups. One respondent felt strongly that there 

could be improvements in the way health and social work services 

worked together: 

I think maybe a mixture of both [transfers in both 

directionsl. Because I think what's missing now, is that 

there seem to be two distinct services very much, and while 

there is communication and sharing, maybe it could be a lot 

better really than it is. Because I am certainly not aware 

of being involved in a sort of wide caring service, in a 

way which includes the health services as well. I think to 

do a proper job - maybe I shouldn't be talking like that, 

you know. I suppose that's why I said that the primary 

care team [a team of social workers based in a health 

centrel may be the way of the future, that's what's going 

to happen, or should happen. (02AB) 

There were more suggestions amongst this group that resources 

should be transferred from institutions to the community; there were 

positive views about the ability of the local authority to care for 

the elderly and the mentally handicapped rather than the health 
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service. A number of respondents felt in conjunction with this that 

resources should be transferred from the IHS to social work for 

this purpose: 

I think there should be much more transfer from health 

to social services - from the institutional care of whatever 

kind, services to maintain people in the community for 

the mentally handicapped that kind of thing, the mentally 

ill. Ky view would be the more co-operation and under-

standing between the two parties. (05AB) 

At the same time there was also some support for the amalgamation 

of long term care services under a joint or single authority: 

I think it would be a good idea if they could, because I 

think there is definitely, I know, a grey area in the 

middle where they really should be able to liaise and 

probably joint funding would help in fact ...... I think 

it would probably help if they were amalgamated for 

community care provision [but] I think you'd have a 

difficulty with one being local government and one being 

national. I think you'd have just the political difficulty 

there. I'd like to see it if you could find some way 

round it. (OUK) 

Kany argued for greater inter-agency collaboration and to a lesser 

degree for more inter-professional collaboration, but - as so often 

- most were sceptical of how possible either of these could be 

achieved. 
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Field social workers, like their other social work colleagues, felt 

positively that resources should be put into prevention. They were 

less sceptical about its effectiveness than most health service 
I 

groups. But like their other social work colleagues they saw it as 

predominantly meaning crisis prevention and social intervention 

strategies - rather than the health service interpretations of 

health education and technical strategies (although a fair number of 

field social workers mentioned health education too): 

In social services, in relation to child care, again, I 

think there's a tremendous amount of resources and finance 
\. 

been put into that but in terms of the dependency groups 

- no - not enough .... to reach people right from the start. 

I mean housing would be one of the fundamental needs for 

physically handicapped, mentally handicapped and the 

elderly and that's all coming under the same kind of 

approach. (2IJK) 

Almost three quarters felt that it was possible to make better use 

of resources although they frequently found it hard to be specific: 

I'm always reluctant to be complacent and say 'Oh no, you 

know, resources are OK. I don't know if you're going to ask 

me how could that be done? But you know it needs a bit of 

thought. But I think if we sit down from time to time and 

think about how we are using resources, we could always 

improve. (05JKE) 

In this, they resembled most other front-line or junior staff. 

Managers, on the other hand, registered less optimism that this 
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would be possible (after all it would be they who would be charged 

with the duty of achieving this). But like their managers, field 

social workers saw possible improvements as lying within the realm 

of service organisation and rationalisation rather than through 

cutting down on administration or making savings in the use of 

equipment. A number, however, suggested that improvements could be 

made by raising standards or fostering teamwork: 

Better use can always be made of existing resources ... 

well, my own subjectivity, waste I see here: there's 

meetings about meetings about meetings. And sometimes 

you have a meeting about the last meeting. I feel that 

could be cut down. I feel at times there's waste owing 

to lack of teamwork and communication. The left hand 

doesn't know what the right hand is doing ... and more 

liaison .... at all levels. When you are cutting costs, you 

start, you do, you start up at the highest mountain and 

down the way you know. (07DW). 

Basic grade social workers resembled their team leaders in their 

definition of the term community care. Almost two thirds employed 

the working definition of it as meaning everything outside hospitals 

and old people's homes: 

I think. I think that community care means, for me, it is 

being outside the hospitals or outside any institution, 
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and I would include in that old peoples homes (as an 

institutionl ... no wait a minute, having said that, I think 

it depends on the institution as well. If the person is 

in their own home, when you say own home, it can be a group 

home ... I'd include group homes; I'd include sheltered housing 

certainly. I was only making a specific comment about old 

peoples homes. (09JK) 

A further quarter restricted its definition to the 'own home' option. 

On the whole, basic grade social workers seemed to have a 

familiarity with the term and the nuances of the term. A number 

talked about it in philosophical terms and suggested that the health 

service was lagging behind social work's understanding of the 

concept. This is reflected in the range of developments they said 

they would like to see in service provision. They wanted better day 

centres, improved communication between home helps and social 

workers, more domiciliary services, better rehabilitation services, 

more hospital places for those who needed them, more day hospitals 

- the list was long, and respondents made a number of suggestions 

each. Unlike health visitors, for example, they did seem to have a 

coherent view of what community care provision should and might 

look like and of the difficulties of achieving it: 

I would think community oare oan mean hostels and houses, 

yes. but wouldn't include old folks homes - I think that·s 

very much institutional care unless they're in very small 

group homes, but there's not many of them around - I 

haven't really seen one ...... I don't see that it's gone 

[far] to any extent at all. I think a lot of people, 
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management especially, are very keen on the idea of 

community care because it means less money. It all 

goes back to money, that's all right, but in actual 

fact they're cutting back on home helps at the moment 

..... community care in various areas of the work is 

actually getting smaller at the moment with the squeeze .. 

... well for example, in terms of health services, 

one problem I haven't mentioned is probably the 

centralisation of the health services and I don't 

expect that that is very helpful or handy for chronically 

sick people - if they've got to go further to get to 

their doctors and nurses and that's because it's become 

less local in most areas. (llDW) 

d) Vork11J[f lUs 

As with most respondents, they reported a number of constraints on 

daily working life - although not quite so high a proportion as 

their other social work colleagues. They reported problems mostly 

to do with scarce resources and cuts in resources, along with heavy 

workload (the familiar complaint of front-line practitioners): 

Up till recently we had a terrrible shortage of staff which 

created a lot of pressure on us. There is only two of 

us here and you found yourself just overloaded with work . 

.... i t 's all just lack of money and this department is 

especially bad, we didn't have very much money at all, 

even for bus fares and things. (05DW) 

248 



Feelings were expressed that teams took on too much, case loads 

became too high and standards suffered: 

Pressures and constraints? I would say the fact that we 

are quite a small team and in a sense we don't say - it 

may sound contradictory - but we don't say no to more of 

the work. I would far rather we prune it and have smaller 

caseloads .... but we are trying to take on as much as 

possible ... yes, you're doing the work, but it is not up 

to satisfactory standard • (24JK) 

... 
In terms of working relationships with other professionals, the 

reverse side of the picture described for GPs, consultants and 

health visitors emerges. Bach of those groups reported most, or 

almost most, difficulties in working with field social workers. 

Field social workers, it emerges here, found exactly the same to be 

true in reverse. They found most problems in dealing with GPs: 

GPs are forever saying they haven't got time and that's 

particularly noticeable in confer- well, the non-accidental 

injury case conferences we have where the GPs are supposed 

- through the agreement, you know, the agreement we have 

to attend and take an interest ..... and it's not very often 

that a GP will write even a report or a letter or their 

commitment, you know, that side of it. <lOJBB) 

They resented the GPs' gatekeeping role and would have liked greater 

direct access to some of the services. Differences in professional 

orientation was a continual problem - not only with GPs but with 

many health service professions: 
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The poorest ones [relationships], I would imagine, are 

with GPs. Some of them - I mean some are very good - but 

some seem to resent ... or be sort of unaware of what the 

social work role is - and sort of take all their time to 

feel that what they are doing is all important and social 

workers have no part in that. (02AB) 

Hospital based social workers found they had major problems in 

dealing with consultants who failed to understand the social work 

role and expected social workers to perform mundane tasks below 

their professional competence or refused to involve them in their 

decision-making: 

I think this is one of the most difficult areas -

geriatricians specifically ..... usually if I'm speaking to 

a geriatrician it's to ask for an explanation of a decision 

that a geriatrician has made that a person will not be 

admitted to hospital and frequently that is an area of 

concern when an elderly person is left at risk in the 

community because the social work department and the 

geriatrician could not reach some kind of agreement as 

to whose responsibility the care of the person is .... I 

think it's a terrible situation when it happens that the 

structures are so rigid and so separate that it hasn't been 

sorted out by now. (21310 

Community based social workers had problems in relation to health 

visitors. These mostly revolved round territorial boundaries - the 

social workers perceived this to be so more than the health 
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visitors. Social workers saw health visitors as intruding into 

'their' professional territory rather than the other way round: 

I would say sometimes health visitors and district nurses 

have unrealistic expectations of social workers. That is 

to say that sometimes I will get a phone call saying that 

a particular health visitor hasn't managed to get access to 

a family. do you have any knowledge? They are a bit 

worried .... I like to know what the information is being 

released for. I don't think it's quite as simple as 

phoning up and saying what do we know.about a particular 
... 

family ... they are then expecting .... we can go along and 

say. why aren't you giving the health visitor access? I 

don't see that as my job - to hound people ...... [Thera are 

things that are] her remit. If she is having difficulty 

with it. I don't see that it is then for me to take it up 

on her behalf necessarily. There may be occasions when I 

would agree to it. but I think there are sometimes when it 

would be very inappropriate. It would be putting additional 

pressures on them. pressures on the wrong areas than I am 

wanting to put pressure on. But focus it towards a goal 

that we are working towards - and a health visitor cutting 

across that. she can do it in her own right. that·s fine. 

But not ask me to take it on. (24]K) 

According to the views expressed by many respondents. the primary 

heal th care team was seen as something to be worked for but in 

practice was not a viable entity; it was riven by differences in 
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professional attitudes and expectations, by resentment at the 

overbearing attitudes of one profession (usually the GP) to another 

(usually the social worker) and by jealousies over role definitions 

and professional boundaries. 

Field social workers also reported difficulties with a greater 

number of other agencies than did other professional groups. They 

had difficulties with the housing department, the DHSS, with the 

education department, as well as with the health board and the 

social work department itself, or with hospital social work. This 
\. 

clearly reflects the broad nature of their responsibilities and the 

varied composition of the client groups with which they deal. It 

also demonstrates the competing demands made on their time (and on 

the resources of the social work department as an agency) by this 

wide variety of client group. 

In spite of this wide commitment towards many client groups, field 

social workers showed an awareness of the issues relating to the 

care of dependency groups although they recognised the deficiencies 

in the social work departments' abilities to provide for the groups. 

They were keenly aware that in their departments' list of priorities, 

provision of services for the priority groups came along way down. 

And yet they frequently exhibited a view that they 'ought' to be 

caring more and providing a better service for them. 
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C1IJ.P1'ERSII 

COD1iITAiY: THB I1ITIAL PROPOSITIOIS AID CROSS-CUTTIIG FACTORS 

A. THE :anIAL PROPOSnIOIS 

Three propositions were initially put forward: one, it was proposed 

that professionals - that is, those in the business of policy 

implementation, either at the managerial level or at the level of 

practice - would have a different definition of client or patient 

need from that of the policy planners with whom the policies 

originated and from the definitions of the general public. Second, 

it was suggested that there might be differences in attitudes 

between professionals according to their location - as between 

Glasgow, Aberdeen and Elgin. Finally, it was proposed that 

differences might emerge between the various groups of professionals 

in the study. 

1. The prafess1CllUd perspect1ve 

Official policy in relation to the dependency groups - that devised 

at Departmental (DHSS) level, confirmed (or proposed) by the party 

of government and embodied in policy documents, legislation and 

circulars - does not acknowledge the possibility that professionals 

(those involved in the implementation of policy at operational 

levels> may hold contrary or, at minimum, lukewarm views about the 
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content of policies and that these views may constitute a barrier to 

the effective implementation of policy. 

It is clear from the evidence of this study that such views exist. 

There was by no means unanimous approval of the policies. Only two 

groups of professionals (health visitors and basic grade social 

workers) gave the policies unequivocal majority support. All groups 

except health visitors expressed some minority disagreement, whilst 

a substantial number in most groups gave only equivocal support or 

suggested that a balance has to be maintained across services for 

the care of all client groups. A divisional nursing officer was 

typical of many: 

I think they [the priority groups] should have a large 

consideration from the nation. But I am very mindful that 

the people who provide those monies to give these services 

have got to be cared for too, so we need those acute 

services as well ... for the coronaries and lung neoplasms 

and things like that. (18JK) 

Even where there was agreement in principle, substantial numbers 

from all professional groups (around about one third in many 

groups) stated that no other sectors should lose resources as a 

result of the priority policies. A GP, for example, said: 

I can't think of any IRS group that could really function 

with less money ..... really, when you get down to it, it [high 

tech, transplant programmes] is a miniscule part of the the 

IHS budget. If you are looking for money to pour into 

building geriatric hospitals, psychogeriatric hospitals, you 
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are not going to get it, to my sort of understanding, by 

cutting back the transplant programme. (13JB) 

Although the majority of respondents questioned worked in areas of 

the service dealing with the dependency groups, it is significant to 

note that many of them were not prepared to argue against resources 

going to the acute sector, despite policies which said such 

reallocation away from the acute sector ought to take place. 

In addition, current policy which calls for greater reliance on the 

care provided by families and by the voluntary sector met with a 

"-mixed response from professionals. Xost had no quarrel with 

voluntary sector involvement in principle, but many stressed that it 

should only be supplementary to professional input: 

There's a tricky line of distinction between a professional 

person and a voluntary personj sometimes the people that 

volunteer are just not the ideal ones ..... I suppose there's 

the danger of them going too far when really professional 

help is needed. If they understand when professional help 

is needed to be brought in [then that's all right]. 

(Senior nursing officer, 45JK) 

Some feared encroachment by the voluntary sector into territory 

which properly belongs to the professionally run statutory servicesj 

some were dubious of the motives of some volunteers. Likewise they 

were sceptical of the degree to which families can and will take 

greater responsibility for dependent relatives. Xany saw it as a 

matter of principle: that the state should be providing care and 

support and that families ought not to have to bear the burden of 
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care. Others argued that families are unwilling and unable to take 

on responsibility for care so that professionals will have to be 

called upon. It seems that a general rule can be stated: it is 

unlikely that professionals will concur with any policy which 

renders their professional expertise and jurisdiction redundant.#The 

increasing emphasis placed on the role of informal and voluntary 

care is just such an example. 

Professi~nal scep~icism about other aspects of the dependency group 

policies are revealed in other instances. The call for more 

"-emphasis to be placed on prevention and health promotion was 

accepted - but only to a certain degree. Those whose profe.sional 

self-definition depends upon preventive and promotional work clearly 

supported the call; a health visitor said: 

I think that this is one of the things which is challenging 

about this job, and it's to try to get over to people 

what it [prevention] really is about .... to get people 

thinking that their health is their own responsibility .. 

I would like to see money put into prevention because I 

think when the long-term - you see that is the problem -

it's easy to see the curative work [but not the immediate 

effects of prevention]. (27JK) 

But most professionals tended to give only mild support or 

expressed a fair degree of scepticism. An orthopaedio surgeon was, 

in fact, extremely hostile: 

I think prevention is nonsense .... we are talking all this 

prevention stuff and not realising the implications of it .. 
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,~,) 

Are we going to try an prevent people dying or something? 

In terms of the rest of the general well-being, I mean the 

community has never been so well ... the elderly are elderly 

because the community is so well. <l7DW) 

Expectation of greater collaboration between agencies and between 

professions was welcomed but, again, most respondents were sceptical 

about how realistic it is to devise policies based upon such 

expectations. 

To conclude, it seems clear that professionals do perceive policy 

requirements differently from the "'policy planners, especially those 

at the national level. It is a perception largely based on 

professional self-interest although expressed in terms of its being 

appropriate for both the service and the service users. It is 

coloured by a 'world-weary' scepticism about the feasibility of 

implementing over-optimistic policies. Professionals argue that 

organisations, other professionals and the public all present 

constraints which the policies fail to recognise or take into 

account. But they do not question their own constraining influence. 

Rather, their attitudes reflect their professional self-interest, they 

re-forge official versions of policy in their own interests or 

accentuate it where it coincides. 

2. The :J.J.portance of 10ClJtlcm 

The study took place in three locations - on., a district of the 

large conurbation, of Glasgow; two, the city of Aberdeen, the third 
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city of Scotland; and three. the small market town of Elgin in the 

northern part of Grampian region <of which Aberdeen is the capital). 

In terms of population size. placement on the urban-rural continuum. 

closeness to the seat of central government decision-making and 

other politico-bureaucratic factors <Glasgow and Aberdeen are main 

seats of local government and health service organisation whilst 

Elgin is not). the three locations were diverse but at the same time 

represented a characteristic range of Scottish settings. It was 

suggested at the outset of the study that attitudes amongst 

professionals might differ according to the nature of social. 

"-
professional and bureaucratic relationships in each place. 

However, according to the findings. very little distinctive 

patterning according to location emerged. especially in relation to 

key attitudes about policy and to the moral dimension of the debate 

- that is. 'where ought responsibility to 11e'. This perhaps says 

more about the biographical history of the respondents in the 

sample than about the locations. Most respondents demonstrated a 

degree of geographical mobility during the course of their careerSj 

attitudes which they exhibited at the time of interview were the 

expressions of professional lives not simply bounded by the 

locations in which they were presently found. 

Where difference did emerge was in accounts of inter-professional 

and inter-agency relationships in one location as compared to the 

other two. That location <Elgin) was characterised by its relative 

physical isolation and its separation from the main seat of health 
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board decision-making and medical leadership <which was in 

Aberdeen, where the health board headquarters and the teaching 

hospital were situated). 

There was no evidence of perceptions of any greater bureaucracy/(or 

'red tape') or anonymity affecting circumstances in either Aberdeen 

or Glasgow. As in Elgin, professional worlds there were still 

relatively small in contrast to the wider world surrounding them. 

Actors were known personally to each other even across agency 

divides. Decision-making processes within.the IHS and within local 
"-

authorities seem to be lengthy and tortuous wherever they take 

place. Where there was difference, it seemed to lie in the sense of 

isolation from the main seats of power felt by Elgin respondents. 

They saw the range of hills which lies between the county of Xoray 

and Aberdeen with its hinterland as not only a physical barrier but 

as a block to their access to 'being heard'. One Elgin respondent, 

for instance, complained that they had little influence over 

decisions made in Aberdeen but which affected them directly: 

This again is where one feels so much that one doesn't 

have any control over one's own local situation as is 

instanced by the fact that we are going to get a seoond 

consultant anaesthetist next year in place of what has 

been a part-time general practitioner acting as anaesthetist 

... but nobody has ever discussed with me how they managed 

this nor indeed have I ever heard about it officially. 

(02EL) 
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This gives Elgin professionals a sense of solidarity with each other 

against the outside world: they resented for example the cavalier 

way, as they saw it, in which Aberdeen-based consultants arranged 

their sessional visits to suit themselves rather than fitting in 

with local needs; they felt under-resourced in contrast to~ the 

resources which Aberdeen itself attracts; they felt their wishes and 

needs were not understood by central decisionmakers. 

On the other hand, it meant that professionals in Blgin were thrown 

onto each other to a greater degree than in the other two locations 

simply in terms of numbers; ther"e were far fewer professionals of 

each group in Blgin than elsewhere. And although attitudes to major 

issues did not show any marked variance in Elgin when compared to 

the other two locations, the feelings which were expressed about 

working with each other did show some differences. Hore concern 

was expressed over the calibre of colleagues <whether high or low). 

More reliance was placed on these factors because there were fewer 

ways of manoeuvring around difficult individuals since there were 

fewer alternative individuals occupying similar positions to whom 

recourse could be made. Respondents tended to talk about working 

with particular individuals rather than with particular 

professionals; they emphasised the importance of personality rather 

than professional skills. The district medical officer was 

characteristic: 

I'll repeat what I said earlier - a lot of this co-operation 

between authorities depends on personalit1es ... With my 

previous work .... I had a very good relationship with the 
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director of social work, and the architects, and the 

planning boys, and the sanitary inspectors, who were, I 

don't know, we just hit it off. I didn't have nearly as good 

a relationship with the director of education.... I think 

personalities come into it, and we've been very lucky 

- we've had very good personal relationships, we've never 

had real difficulties in that way, I think we co-operate 

really quite well. Certainly haven't had large numbers 

of complaints - angry letters from doctors or the social 

work department, and that's what I would have to judge 

it by. We have perhaps more co-operation than usual. 

(03EL) 

This did, of course, happen in the case of respondents in Aberdeen 

and Glasgow, but to a lesser extent. In addition, Elgin respondents 

seemed to retain a greater sense of the recent history of the health 

and social services in the area: things were better - or worse - in 

the past. changes had been introduced from outside and imposed from 

above, to local detriment. They tended to account for present 

difficulties in terms of past actions. 

3. JIJter-pro::fesslO1ud dlffereIJOBS 

The third proposition initially put forward was that not only was 

there likely to be such a thing as 'the professional view' as 

distinct from other views and which might be modified according to 

location, but that different professions themselves might exhibit 
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modifications of 'the professional view'. Perhaps not surprisingly 

this proved to be the case. The literature on the sociology of the 

professions and on professional ideologies, as reviewed in an 

earlier chapter, certainly stresses differences between professions 

based on factors such as claims to expert knowledge and training, 

restricted access to professional membership and so on, which lead 

to differences in world views and definitions of problems and 

diagnoses. 

One of the clearest examples of inter-professional differences was 

"-in the responses given to the question about central government's 

priority policies: in essence, were respondents in agreement with 

policies which gave priority to the dependency groups? As seen in 

earlier chpaters, consultants were especially lukewarm about the 

policies followed by ward sisters, !laS and social work managers and 

GPs. In contrast, district nurses, health visitors and basic grade 

social workers favoured them more strongly. In another example, 

health visitors came out as strongly supporting a reallocation of 

resources in favour of preventive work and health promotion; GPs 

and consultants were much more reluctant to see such a transfer. 

Within the medical field, there were a number of inter-specialty 

differences exhibited; most frequent was the complaint of 

psychiatrists that the acute specialties dominated the medical 

committees and had greater say in professional deliberations. But 

nevertheless many medical respondents from the non-acute 

specialties were reluctant to support any policy that would mean 

taking resources from the acute sector. It seems that they accepted 
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the leadership role of the acute sector even though they grumbled 

about it in practice. 

Another area of questioning where differences appeared was that 

relating to the moral dimension. This, it will be remembered, 

related to the series of questions asked about respondents' 

attitudes towards the balance of responsibility between state, 

family and individual, the voluntary sector and so on. In addition, 

they were asked their views about the public's attitudes to these 

matters: did the public expect too much of state services, were 

people willing to take sufficient'" responsibility for themselves and 

their dependents. 

As had been shown, GPs came out. very strongly in favour of family 

rather than state responsibility. A number of them couched their 

views in terms of very judgemental comments about the lack of 

responsibility which the public exhibits for dependent relatives and 

the overwhelming moral responsibility that they (the public) ought 

to demonstrate for their relatives. These views contrasted strongly 

with those of basic grade social workers who felt it was a question 

of state responsibility or at least the responsibility of the state 

in partnership with families. Professional groups such as health 

visitors and social work managers fell midway between the two sorts 

of responses. In line with their views on who ought to take 

responsibility, most GPs felt strongly that people were not prepared 

to take responsibility - again in contrast to basic grade social 

workers who felt strongly that they were. Health visitors and 
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district nurses were much more mixed in their views. Consultants 

contrasted with their GP colleagues; those who were prepared to 

pass an opinion were evenly divided on the issue of who ought to 
,-

take responsibility. And they held almost exactly opposite views 

from the GPs in their view of whether people were prepared to take 

responsibility or not - feeling very positively that they were. 

Nearly all respondents voiced difficulties in one inter-professional 

relationship or another but differed according to professional group 

in the extent and nature of the difficulties. However there was 

some degree of consensus abou"t some of the most difficult 

relationships. Consultants were the group cited by the greatest 

variety of professionals as being difficult to work with (being 

mentioned by social work managers. IRS managers, basic grade social 

workers, GPs, ward sisters). They were followed by social workers 

<mentioned by GPs, health visitors, district nurses, consultants). 

Relationships between GPs and social workers were polarised - each 

saying they had most difficulties with the other. The problems most 

often cited in this case were to do with 'professional orientation', 

that is, with ways of defining problems, types of diagnosis and 

methods of treatment or response. The other main problems were 

organisational I defects in the way inter-agency business was 

organised resulting in difficulties in contacting each other or lack 

of information about what each other was doing and ignorance about 

each others' structures. Perhaps it is worth noting that nobody 

voiced any complaints about working with district nurses. 
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It is perhaps necessary at this point to consider the nature of 

these inter-professional differences. Inter-professional differences 

cannot all be deemed to be 'ideological' per 

characteristics which distinguish them as 

se. They must have 

ideological. Other 

differences may be of different orders - pragmatic or practical, for 

example. Following discussion in Chapter Two, it seems that certain 

sets of attitudes can be termed 'ideological' if they relate to 

professional perspectives on the broad politico-moral domain andlor 

if they represent or refer to particular models of diagnosis and 

practice in relation to some of these perspectives. Thus within the 

politico-moral domain, individuallst or collectivist approaches to 

the social ordering of the world are ideological. In relation to 

models of diagnosis and practice, the dichotomies of care or cure, 

cure or prevention, medical or psycho-social are all ideological 

interpretations of the world of practice. Attitudes to some of the 

more practical policy issues may be indirectly conditioned by these 

broad ideological perspectives, but it may be difficult, or 

impossible, to demonstrate the direct links between ideology and 

such attitudes. 

These considerations notwithstanding, however, there is nevertheless 

an abundance of evidence that major differences of view emerged 

between professions and often in such a way as to indicate clearly 

defined ideological positions. The GPs' position on the moral 

dimension is one example; attitudes which hold social work's views 

and methods to be unacceptable is another - as is the obverse, 

voiced by social workers, that the 'medical model' of health and 111-
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health is an insufficient or partial explanation of the causes of 

ill-health; health visitors' faith in the efficacy of preventive and 

promotional work is another. 

But although . ideological differences clearly emerge, it is -also 

evident that other cleavages have emerged which in some instances 

over-ride the differences of profession and of ideology. They can 

be listed thus: as intra-professional, agency, organisational 

position, environmental and manager/practitioner factors. The next 

section is concerned with considering these . 

... 

B. CROSS-CUTTING FACTORS 

1. mtra-praf86SjDlJlJl 

Even where a professional group comes out strongly in favour of one 

position or another, there is always a residue - sometimes large, 

somtimes small - . which thinks differently. It might be that this 

internal opposition is consistent over a range of issues in which 

case, it could be argued, it might represent an 'alternative' 

professional ideology. Such an assertion is supported in the 

literature on professional ideology - namely, the concept of multiple 

ideologies existing side by side within a single profession. In the 

present study, for example, there are a small number of GPs who are 

not judgmental in their views of the public and who believe, in 

contrast to their colleagues, in the state's duty to provide care for 

its weaker members: 
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It's ideal if you can get a bit of both [state and 

family responsibility] but I mean you can't expect relatives 

who've got responsible jobs to care completely for their old 

people. Some do their very best to combine the two but I 

think the state has to take steps in looking after the 

elderly and the dependent. (09JKE) 

The same GP also spoke positively about people's readiness to take 

responsibility generally: 

(People don't expect too muchl - not in this area, not 

here at all. In fact I would say that the patients down 
'" 

on the coast in Burghead are extremely caring, they really 

do a tremendous amount for their elderly relatives, they 

really are tremendous. And neighbours as well I mean, not 

not just relatives. There's a tremendous amount of 

neighbourliness too which is excellent. You know, they come 

in and given them meals. leighbours are tremendous people. 

Really. 

There is a tendency for hospital-based social workers to express 

different views from their community based colleagues on a range of 

issues; they tend to support the priority policies less strongly 

than their community based colleagues and none of them favoured 

cutting resources in the acute sector I 

Resp.I would like to see [expenditure on high tech, tran&iplantsl 

because, I mean, I have a chap who was given a kidney the 

other week and it's just vital. 
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Int. So you're not prepared to see the acute sector lose? 

Resp.No. But it's a very difficult question. (24AB) 

Another hospital social worker said: 

It's easy to say yes they should stop heart transplants 

because I'm not needing one - but where do you draw the­

line? Say no to heart transplants? It's very difficult, 

also open heart surgery ..... (2lAB) 

Alternatively, certain individuals may express a coherent range of 

views which may differ from the dominant ideology in the profession 

of which they are members but which may simply mark these 

individuals out as 'mavericks' rather than as representing a 

professional sub-set. In many respects, the GP quoted above 

differed markedly in her views about the politico-moral issues from 

the majority of GPs and it may be more appropriate to see her as 

such a maverick. 

However in many cases it may be that the differences of opinion 

which are expressed constitute no alternative patterning I they may 

be random and sporadic expressions of dissension on the part of a 

whole series of different individuals according to the issue in 

question, in which case there is no question that this would 

constitute a coherent and alternative professional ideology or even 

a series of ideologically coherent, but dissident, individuals. 

The existence of 'internal' alternative professional· ideologies 

within a particular profession tends not to show up very clearly in 
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the pattern of responses on the big issues. Taking the moral issues 

as a case in point, and basic grade social workers as a particular 

professional group as an example, it is feasible to suggest that an 

alternative set of attitudes may exist - clustering around a set of 

values relating to the relative importance or not of collectivis! as 

opposed to individualist positions. Over a third for instance believe 

it is predominantly a family's responsibility to care, although a 

majority believe in greater state responsibility. It might be 

.. expected that there would be some difference in attitudes about 

public expectations and public responsibility on the part of the 

pro-family respondents in contrast to those who were more pro­

state. 

On examination of individuals' responses, however, there is no such 

clear distinction. Almost the same number of respondents have pro­

family beliefs as they have beliefs that the public expects too much 

of the services. However they are not the same individuals in each 

case. Just over half of those with pro-family views believe that 

the public expects too much; the remainder holding the latter views 

are in principle 'pro-state'. But these beliefs require some 

explanation: respondents may believe that the public expects too 

much in an entirely non-judgemental fashion - the services just do 

not exist. On the other hand, respondents may feel that the public 

expects too much and is unjustified in doing so from the opposite 

viewpoint: that they have no moral right to depend on state services 

and that they should be more self-reliant. Would an ideology that is 

pro-family be expected to hold views that judged the public harshly, 
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believing that they expected too much (and ought not to)? If so, 

just over half such respondents may have believed so, but the 

remainder did not. 

Responses to the question about public responsibility illuminate the 

matter further. A strong majority of basic grade social workers 

believe that the public is willing to take responsibility for 

dependents. Only a tiny proportion of those who are both pro­

family and hold views that the public expects too much also believe 

that the public is also unprepared to take responsibility. All the 

remainder believe in the public's ""willingness to care. 

The question of an alternative ideology - relating to the range of 

moral issues - in this case remains open to question and in part 

relates to 

qualitative 

issues of methodology. 

data suggests that 

Closer examination of the 

the three broad questions 

(family Istate 

responsibility) 

responsibility; public expectations; public 

are not sufficiently sensitive to demonstrate 

whether or not there are two distinct clusterings of values around 

the pro-state/pro-family cleavage. But there is some evidence, 

however, to suggest a clustering of attitudes about the need to 

preserve privacy and independence around pro-family views to a 

greater degree than the pro-state respondents. A pro-family basic 

grade hospital-based social worker was characteristic of these 

views; when asked about at what point the professional services 

should intervene in a case, the response was: 

270 



I think they should be left to deteriorate .... [independencel 

is the most important value of all. ... I think a lot should 

be left both to the family and the individual - but I feel 

strongly that the individual at the end of the day should 

have the ultimate say. (23AB) 

But the issues of privacy and independence seem to be a 

predominantly social work concern; pro-family respondents within 

other professional groups were much less concerned with these 

issues. So they were not values which were always associated with 

pro-family views right across the professional spectrum. 

The study is predominantly concerned with the spread of attitudes 

across a wide range of professional groups; its major concerns have 

been to identify the boundaries of consonance and dissonance 

between groups rather than within groups. It is perhaps partly due 

to this that evidence of the existence of multiple ideologies within 

particular groups is not easy to identify; further probing during 

the interview process might have proved fruitful. The evidence 

whichis available demonstrates that within every professional. 

group, while certain distinctive patterns emerge, there is 

considerable variation of views on many issues, what is less clear 

is the extent to which there is any distinctive patterning of that 

variation within each group, or whether it is a random spread of 

views - or how far the effect in some degree is due to the 

existence of maverick attitudes on the part of some individuals. 
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2. Asency 

The agency in which an individual works may exert a generalised 

influence on attitudes which has as much effect as the narrower 

affiliation of profession. Differences, then, emerge between 

respondents on certain issues according to whether they are based 

within the IHS or within local authority social work departments. 

Frequently, respondents bemoaned the difficulties of getting 

agencies to work effectively together: 

I think what is missing is more or less the pulling 

together of all the agenci'&s involved. Okay, I think 

if you sat down with a school teacher or a doctor or a 

health visitor or a psychiatrist or whatever, we'll all 

agree, sure, we're in the same business, but in practice 

it's not quite the same way. (Senior social worker 04JKB) 

At its most extreme it can be seen as the clash between 'the medical 

model' <which otherlHS respondents besides doctors frequently 

expressed) and 'the social model' in which different beliefs about 

the causation of ill-health and effective curative action lead to 

diametrically opposed views on policy and practice. This is 

demonstrated in instances such as the Aberdeen GP who claimed his 

sole function was to cure and treat and that it was for others 

(notably social workers) to look after all the other (social) 

aspects of patients' lack of wellbeing: 

My job I feel is to diagnose and treat or provide 

treatment where possible ..... That's what I was trained 
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to do, that's what I was in it to do .... And I feel the rest 

of those services [welfare services] ought to organise 

around that [but] they organise things to suit them-

selves. (92AB) 

A social worker felt that the attitudes of NHS personnel were 

influenced by the medical model to the extent that they did not 

think that it was possible for many of their patients to live in the 

community: 

I think there are problems with people in the NHS about 

people [patients] who could actually live in the community 

but doctors and nurses dem't see that, it's not their 

job to see that .... but we've not got the power to say 

that we would like to support them wi thin the community ... 

because we've got very little power within the health 

service setting. (llDW) 

Other manifestations of hostili ty between the two agencies were 

expressions of annoyance about the way the other agency was 

organised. Another GP said: 

As far as I'm concerned the social work department is a 

dead loss ... I've told them so on occasions and been a . 

bit unpopular as a result .... we've been trying to look 

to them more, recently. but if we refer somebody to the 

social work department nothing much seems to happen. 

(91AB) 

Similar hostility was expressed by an orthopaedic consultant: 

The social work department has outgrown its strength, 

it just doesn't know what it's there for at times, and tends 
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to interfere. When the social work department is asked for 

help you'll get it if they're allowed to hold a case 

conference about it. They apparently can't do anything 

without a case conference. And they waste time. In my 

view, .the social work department is grossly over-funded 

and if it's the care of the disabled and care of the 

deprived that we're interested in, then the sooner it's 

taken out of the hands of that sort of mechanism the 

better. (44JK) 

A basic grade social worker spoke in sorrow rather than anger: 

The sort of structures w~work in create these 

[inter-agency, problematic] situations and so I'm not 

surprised .... I think the sort of demands that are placed on 

the individual social worker end up really placing 

constraints even on the way you view your work ... we 

think within the structure that we work in and we are very 

insular I would say in the way we function .... that's 

certainly what tends to happen and on the interface between 

different agencies that's very much what happens, we 

retrench within our own structure. (2lJK) 

Another example might be the frequently heard dismissal by social 

workers of the nursing and medical role in the care of mentally 

handicapped people. A typical social work comment in response to a 

question about IRS involvement in community provision was: 

I don't know what that means because the IRS interpret 

that as setting up a clinic somewhere with doctors and 
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nurses and it becomes a mini-hospital again. (29JK) 

Differences in perspective lead to differences in terminology and 

usage. IRS staff, for example, were less precise in their usage of 

the term community care, seeing it broadly as the distinction 

between hospital and non-hospital care. Local authority social work 

staff were much more careful to limit it to care either in one's own 

home or in hostels/group homes and the like. Even the distinction 

between the term patient and client tended to be agency-boundj IHS 

staff employing the former and social work staff using the latter -

although use of the term client has begun to spread across the 

boundaries being adopted by the professional grouping perhaps 

mostly closely resembling social work within the health field: 

health visitors. 

But where the similarities are close, the perceived differences get 

bitter. Territory is in dispute and professional futures may be 

threatened. Health visitors and social workers are perhaps the two 

groups which are in greatest contention with each other. They tread 

the common ground with difficulty as is demonstrated by the number 

of instances of problems reported between each other. On the one 

hand they register similarity of view on many issues espeoially 

when health visitors, for example, are oompared with their other 

nursing colleagues - for instanoe, on the matter of family or state 

responsibility they resemble social workers more olosely than either 

distriot nurses or ward sisters. Similarly, the views of the two 

groups with regard to a belief in the need for more resouroes for 

prevention are closer to each other than to almost any other group. 
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But in spite of these views in common, each registers disquiet about 

the other. Social workers feel that health visitors are trying to 

do their jobs and health visitors see social workers as unco­

operative and differing in 'philosophy' from them. A health visitor 

speaking about the social work approach said: 

I think they have different priorities because simply 

because of the nature of their work and the nature of our 

work they are bound to have conflicting, we're bound to 

have conflicting priorities. They deal with things, they 

try to deal with things from a social and welfare rights 

point of view. And sometimes social and welfare rights can 

clash with health ...... we are health, health, health and 

social aspects come in as a side. (21JI) 

While the difference between the health visitors and social workers 

can be seen as an inter-professional difference, it can also be seen 

as an inter-agency one. Health visitors, in this sense, can be seen 

as the 'rubbing edge' of the IRS, that component of the health 

service which has closest affinities to the oppositie agency but is 

not part of that other agency. Health visitors may be 'social 

workers' to their medical colleagues but they are health workers 

<and thus dominated by the 'medical model') in they eyes of social 

workers themselves. 

In addition, philosophical or definitional differences may be 

compounded by organisational differencesj boundaries segregating 
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one professional grouping from another are accentuated by different 

decision-making processes, differences in accountability, budgetary 

procedures, physical location and so on. If a nurse manager. for 

example. cannot get hold of a social worker at 9 o'clock in the 

morning on the telephone and is not given any means of contact at a 

later time, already existing differences of viewpoint will be 

heightened by frustration. There are frequent complaints about the 

hierarchies of decision-making in each others' organisations. 

Decisions which impinge on the ability to establish effective 

collaborative relationships cannot be made at grassroots level but 
.. 

have to be taken back up the line to be decided upon by more senior 

managers. 

3. Env1.n:m.Jae:atal 

Another cross-cutting or mediating factor is the location where a 

respondent is placed - and this means, principally, the distinction 

between whether or not the respondent is based in the community or 

in a hospital or in the main offices of the bureaucracy (for 

example, health board headquarters), In particular are the 

differences in views between hospital-based ward sisters and other 

nurses (district nurses and health visitors, both of whom are 

community based) and differences between hospital doctors and their 

colleagues in the community. the GPs. 
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Ward sisters and hospital doctors, for example, are a lot less firm 

in their support for central government's priority policies than 

other respondents. In contrast, GPs favour the policies more than 

hospital doctors, although less so than community-based nurses. 

There is no doubt that being based 'out there' in the community 

gives staff a particular perspective on the needs of people 

dependent on community care services. This informs their views on 

the relative balance between family and state responsibility. Health 

visi tors and social workers <although hostile to each other in 

certain situations) are like-minded in the importance they place on 

state responsibility - especially in contrast to ward sisters who 

are almost as judgemental as GPs. GPs, however, do not follow the 

'community based' perspective in the matters of the moral issues. 

Health visitors, district nurses and social workers all see 

themselves as overworked and oppressed by the size of their 

caseloads. They see this work burden as the outcome of their 

agencies' and central government's reluctance to give real priority 

to community-based work. The direct experience of the reality and 

extent of people's dependency on the statutorily-provided services 

in the community and the pressures this creates for staff is 

different from an office-bound manager's direct experience of having 

to make choices about the allocation of resources between competing 

demand - and perhaps different, too, from the experience which 

hospital-based professionals have of 'the public as patient'. When 

such professionals see their patients, they are removed from the 

daily reality of life in the communitYi patients, in some senses, are 
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divested of their usual social personnae once they enter the total 

institution of the hospital. 

4. CJrs'u1sat10lUJl pos1tiOlJ 

It is clear that the level at which a respondent is located in his 

or her agency gives a particular perspective on policy issues, and 

this may inform a respondent's view on the moral issues too. 

Organisational position is relavant in two respects: first, it 

determines the extent of direct responsibility or involvement which 

an individual has vis a vis a particular issue, how much decision­

making power slhe has and for how much slhe is accountable in terms 

of outcomes. Secondly lit determines the extent and type of 

knowledge a respondent has about those issues. That is not to say 

that the higher up the hierarchy an individual is placed, the 

greater and more all-encompassing the knowledge may be. Rather, 

the content of it will alter. 

The front-line (bottom level> field worker has a detailed knowledge 

of the daily burden faced by care-givers, of the fragmented and 

uncoordinated nature of the services provided, of the lack or 

inappropriateness of services; of difficulties in collaborating 

across professional or agency boundaries. But at the same time, 

that fieldworker will have littie knowledge or understanding of the 

pressures faced by managers to balance budgets, impose cuts, 
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reallocate resources from one area of the service to another. 

Frequently, the field worker has very negative views of management: 

I feel I have very little connection with district 

management at all. The only contact I have with them 

would be if as a group we were making demands for 

resources ..... Frequently we're given that kind of dictum 

without any extra resources or any particular strategy 

for applying it, so again pretty negative. 

<Basic grade social worker 21JK) 

And the same is true in reverse. The manager will have only a 

limited perception of the reality of service delivery and of the 

experience of those using the services - although this may of course 

be mediated by personal experience as demonstrated by some 

responses. 

Community-based fieldworkers (health visitors and social workers) 

for example are more wholehearted in their support for the priority 

policies than their managers and this may well be related to the 

fact that they do not have to translate the policy into action. The 

more senior the manager, the more equivocal the response in relation 

to the priority policies. The senior manager is exactly the officer 

faced with the hard task of translating exhortatory policy 

guidelines into a practical plan of action. The respondent at the 

lowest level of the organisation sees the consequences of management 

equivocation and compromise, and interprets it as a failure in 

implementation without being aware of the competing demands being 

made upon senior managers. 
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Respondents at these lower levels, although feeling strongly about 

certain policies, nevertheless feel powerless to influence what their 

organisation decides. lot surprisingly, the more senior the 

individual is, the more s/he feels able to influence (or decide) the 

organisation's policy (i.e. what the organisation does, broad policy 

is formally set by lay members of the Board or the Authority in 

conjunction with guidelines set by central government). But those 

senior managers are at the same time those who feel equivocal about 

that broad policy. 

In terms of the moral issues, s~nior managers in both agencies are 

far more sympathetic to the public than are their juniors. They see 

care for dependent people as predominantly a state responsibility -

perhaps because the service for which they are responsible is 

precisely the expression of that state responsibility. But more 

particularly they contrast with lower level staff in their views of 

public expectations of the services and public willingness to take 

responsibility. This may reflect the greater knowledge that lower 

level staff have about those members of the public who are in 

receipt of services or who are demanding services which may not be 

available. Placed at the front line, such staff often have 

difficulties in their dealings with difficult and demanding patients 

or clients. They may become jaundiced in their views of the publiCi 

they may grow resentful of what they may define as constant and 

unjustified demands on the state services. The health visitor who 

expressed an understanding of people's problems and believed that 

more help should be provided: 
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I think we've fallen badly behind, I just don't think 

we're moving towards the future .... these people who are 

elderly, have worked all their lives, they have contributed 

towards society - then they should get [something in 

return] - when I get to that age I'm going to expect 

something ..... (20JI0 

But she also held rather mixed views about the public in general: 

They do an awful lot of taking and not a lot of giving 

I'm afraid ...... they don't want to take responsibility 

for themselves. 

Their managers however do not eee this side of public demand and 

are cushioned from it; their views of the public are conditioned by 

their lack of direct knowledge just as their juniors are affected by 

over-familiarity. An area social work officer spoke very positively: 

Yes I think so [the public is prepared to take 

responsibility]. I think they are, after it's explained to 

them and perhaps given extra counselling and support and 

perhaps the assistance of a home help or other service that 

can maintain a person and sometimes that's all that's 
I 

missing and the public go away quite happy. <leDW) 

Nevertheless, managers sometimes also have unrealistically high 

expectations of the public, believing that they can cope more easily 

than is really possible. Xany of them cite people in India or in 

Singapore or other parts of the world as providing good examples: 

I would like to see a lot more help given to relatives 

who do look after their own people and we need to educate 
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perhaps even at school our children, that this is the 

commitment they have. You go out to Singapore as I have 

and you never see an old people's home out there. All 

the elderly are looked upon with much more respect; they 

are not cast aside and we've got a lot to learn. 

(Senior nursing officer 19JK) 

5. The .anaser1pract1t1oneT d1st:iDct1on 

The distinction between senior and junior within the organisation is 

overlaid by the manager/pract'1tioner distinction. Front-line 

workers are distinguished by two characteristics: one, they tend to 

be junior people in the hierarchy of their organisation and two, 

they are practitioners as opposed to being managers. Doctors, of 

Course, are an exception; either, as GPs, they are independent 

contractors and remain outside any. large organisational hierarchy, 

or as consultants they may be part of a medical but not a 

managerial/bureaucratic hierarchy. In all cases they retain high 

status. Other practitioners, however, cease to be practitioners as 

they rise in status wi thin their organisations; they become 

managers. How much they retain the ideologies and behaviours of 

practice and how much they take on new patterns <and at what stage) 

is a matter for empirical investigation. 

The nature of the managerial experience as contrasted with that of 

the practitioner is relevant in a number of instances. The most 

fundamental distinction centres on the tension between a 
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respondent's professional autonomy - 'clinical judgement' as it is 

referred to in the medical profession, but also claimed by other 

health workers and social workers - and a manager's need to be 

managerially responsible for service provision which is delivered by 

those 'autonomous' professionals. This is frequently reflected in 

responses to questions about inter-professional working. NHS 

managers found they had most problems in dealing with consultants. 

Consultants did not rate managers themselves as being difficult to 

deal with but they registered annoyance with the health board itself 

or with higher levels of the NHS: 

When decision-making wa~ taken out of the hands of the 

medics quite deliberately by the reorganisation in the 

NRS we were left with very little influence ...... a lot of 

decision-making is too diffuse and it's not necessarily 

being done in the open. (Orthopaedic surgeon l7DW) 

And although they did not rate managers as difficult, they said they 

felt they had little influence on what went on in their organisation 

(while managers constantly complained that consultants were a law 

unto themselves and made policy implementation exceedingly difficult 

as a result). This one-sided view of a problematic relationship is 

paralleled in health visitors' and district nurses' views of 

relationships with GPs as being difficult. GPs on the other hand 

saw no difficulties in their relationships with the community 

nurses. 

In matters which were perceived to be the responsibility of 

managers, practitioners readily agreed that they (the managers) 
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could improve performance - in such matters as making better use of 

resources, especially by cutting down on administrative costs. 

Managers, of course, disagreed. Definitions of the sorts of 

constraints which respondents worked under tended to vary along the 

manager/practitioner divide. Practitioners saw themselves as 

constantly under pressure and overworked. They saw workload and 

staff shortage as being major problems. Managers on the other hand 

were much more concerned with issues such as the scarcity of 

resources and the implications of cuts in resources. In addition, 

managers were much more wary of the voluntary sector than .. 
practitioners who in general viewed it favourably. It may be that 

in responding to questions about voluntary involvement, 

practitioners were thinking about the principle of voluntary action 

while managers were thinking about the practical implications of 

vOluntary action on their own plans and efforts. Certainly, in the 

case of IHS managers, worries about the distorting effects of 

voluntary fundraising on annual plans was a factor. 

C. DISCUSSIDI 

The different professional groupings depicted in the earlier part of 

this chapter exhibit distinctive attitudes in relation to a number 

of key issues. District nurses, for example, can be seen as 

different from health visitorsj social workers differ sharply from 

GPs and so on. But the picture is more complicated than that. 
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For every set of possible responses to a particular issue, each 

group registers a range of replies. It may often be that some clear 

patterning of response emerges according to professional grouping -

to an extent that something which might be called 'professional 

ideology' can be identified. But there is always variation in 

response within the professional group in question and other 

attributes besides profession seem to be significant according to 

context or issue. 

However, this interweaving and overlaying of cross-cutting factors 

operates to obfuscate patterns elf distinctiveness and it is only by 

careful examination of the responses, by going back to the original 

data, that understanding can be reached of the manner in which one 

intervening factor mediates in favour of or against another. The 

example, perhaps, of social work is apposite. If there is such a 

thing as a professional position, or a professional ideology, which 

characterises social workers and which stresses the importance of 

state responsibility in the provision of care it is also one that 

stresses the values of individualism, in terms of privacy and 

independence. Thus within the profession there are competing 

ideological impulses, many of which will be echoed in the responses 

given by other professional groups. Further, in some respects 

similarities between field social workers and other front-line 

practitioners may be greater than those between field social workers 

and their managers (who are members of the social work profession), 

Fieldworkers' strong approval of the priority policies is a good 

example. In other cases, the major difference might be along agency 
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lines - IRS respondents having one general view about the definition 

of community care and social work personnel having another. 

Thus significant divisions amongst respondents occur which are 

context and issue specific. Respondents group around different 

responses according to the variety of cross-cutting factors 

discussed earlier. But there is one explanatory principle which has 

not so far been considered: that is, that respondents are indeed 

conditioned by the influences of professional and agency allegiance, 

by their organisational position and by the character of their work 

and that these operate differen'tially according to the issue. But 

permeating this is the importance of how relevant the issue is to 

any particular respondent. Some may argue at the level of high 

principle but without detailed knowledge; others may be so deeply 

enmeshed in the detailed knowledge that they cannot draw out issues 

of principle. Some may be willing to discuss issues at the abstract 

level; others may only feel competent to comment if they have 

concrete experience. Degrees of experience. abstract or concrete, 

may affect the nature of responses. In addition, some may have 

little knowledge and argue from lay and 'prejudiced' 

perspectives. And yet others may feel unable to answer out of 

ignorance. 

Issues of pertinence and relevance, of the abstract or the concrete, 

of beliefs and assumptions are clearly all bound up in the 

patterning of professional views. Whether they can be accounted for 
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in any more organised or coherent a fashion than merely stressing 

the inchoateness of this variety of response will be considered in 

the following chapter. 

... 
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CllAPTHR SHiHI 

BEYOID IDHOLOGY: BELIBF, CULTURli AID CIRCUJrSTAICB 

It has become· clear from the discussion in Chapter Six that the 

impact of professional ideology - or 'belief' - is considerable in 

respect of attitudes about a number of policy issues, particularly 

those in the politico-moral domain. But it was also suggested that a 

number of other factors cut across this impact - to do with the 

effects of competing environmental or practical influences on the 
... 

particular professionals involved. How, then, is sense to be made of 

this complex pattern of interaction? 

It is apposite at this point, perhaps, to return to the theoretical· 

considerations discussed earlier in the thesis and to examine their 

utility in any attempt to explain such interaction. Pluralist 

interpretations of organisational behaviour, within a broadly 

phenomenological perspective, which acknowledge the interplay of 

competing interests - sometimes joining in coalition, at other times 

in contest - were held to be most useful. Within this framework, the 

role of professional groups and individual professional practitioners. 

Was seen to be highly influential. Professionals were able to 

exercise influence and power through their status and 'expert 

knowledge'i through their control over resources - especially at 

'street level'i and through their ability to define needs and problems 

and their solution. 

289 



Professionals, however, were not seen as a homogeneous group. They 

were distinguished from each other by membership of particular 

professions. The distinctiveness of one profession from another was 

both demonstrated and maintained, in part, through the medium of 

professional ideology. But professional ideologies were high-level, 

abstract constructs; 'operational philosophies' were the means whereby 

ideologies were translated into frameworks for everyday action. Even 

so, commentators found a disparity between ideological position (even 

though translated into operational philosophy) and everyday reality. 

The construct of the 'situated account' was introduced to explain how 

professionals came to terms with 'discrepancies between what they did 

and what they perceived and said. The 'exigencies of practice' and the 

deViations from operational philosophies which they created seemed to 

intrude with some regularity into many sociological analyses. 

It seems that the distinction between the high-level and abstract 

construct of ideology (with its lower-level partner, operational 

philosophy) and the concrete reality of the situated account can 

Usefully be applied to the interaction of cross-cutting factors 

described in this interview study. But the argument in this chapter 

will go somewhat further. It will agree that the distinction between 

the abstract and the concrete 1s of fundamental importance, but it 

will argue that there is another construct that partially overlays 

them both. 
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A threefold fraJlleJiork 

Intervening between and across ideology (or beliefs), on the one hand, 

and reality (or the circumstance of everyday action), on the other, is, 

I shall argue,. 'culture' (or, even, 'tribalism'). It may be professioDlJl 

culture or orglJDisatioDlJl culture; it is different from ideology in 

that it consists of sets of attitudes founded less on coherent (and 

arguably internally logical> patterns of beliefs and more on 

assumption, stereotype and long-term custom and practice. Ideologies 

are sets of beliefs which offer explanations of the world to those 

individuals holding those beliefs; they represent theories about the 

social and (especially in the field of health and health beliefs) the 

physical world. And as discussed previously, and because they 

represent logically integrated explanatory theories, they provide 

'morally charged mandates for action'. Culture, as employed here, on 

the other hand, is about demarcation; it is both inclusive and 

excluding (hence the appropriateness of the term 'tribal'). It 

separates those within its boundaries from those without. Further, it 

is 'emblematic' in the sense that members of the group are seen to 

possess certain common attributes <of character, behaviour, appearance 

and so on) which outsiders do not - and vice versa: outsiders possess 

certain other attributes (usually less appealing) which group members 

do not. 

It is not an entirely new construct in the SOCiological analysis of 

the professions or occupations (and it is frequently used in a more 

general way in much of the management literature - Handy (1083) is 
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one such example). Huntington <1981:), in an example from sociology, 

organises most of her data on the occupations of social work and 

general practice around the notion of 'occupational cu1ture'j several 

sources talk about the socialisation <Bucher and Stelling, 1977) or the 

acculturation <Dingwall, 1977) of entrants into professional groups 

during the training process through which they acquire the cultural 

trappings which mark out group membership. 

Part of these cultural trappings are the stereotypes and assumptions 

which Bruce (1980), for example, describes as significant in 

influencing professional behaviou'r. Following Krech and Crutchfield 

(1958) he says that a stereotype can be both a sociological concept 

(where it is a belief or attitude widespread in society - and by 

implication a mistaken belief) and a psychological concept <where it 

is a belief or attitude about an object that is so over-simplified as 

to fail to recognise the 'true' attributes of the object observed). He 

cites Gardner Murphy's (1953) observation that sterotyped views 

contribute to the building of group solidarity. Bruce stresses that a 

consequence of the prevalence of stereotypical views is that value 

judgements about groups other than one's own tend to be based on 

inaccurate information. 

Dingwall (1977) also makes the same point. Stereotyped assumptions 

about other groups are transmitted within the group through its 'oral 

culture'; new recruits must master this 'oral culture' in order to 

demonstrate 'competent membership' of the group. He describes some of 

the stereotypes held by health visitors - of hospitals and hospital 

292 



nurses and of social workers in particular. Another feature of this 

oral culture is the telling of 'atrocity stories', at the expense of 

other professional groups and usually based on inaccurate or false 

information. This performs a similar function as that of the 

stereotype: it is a form of group self-defence, protecting and building 

group solidarity, especially when the group in question is less 

powerful than or under threat from the other. 

But most sources do not make the distinction which will be made in 

this thesis between ideological beliefs <where difference is an 

incidental outcome) on the on~. hand and the boundary-drawing 

components of culture <where difference is a purposive and intentional 

outcome) on the other. Huntington, for instance, uses 'occupational 

culture' as an all-inclusive category of which ideology is a part. 

For her, occupational culture comprises the whole ordering of inter­

professional differences: these include differences in mission, aims 

and tasks, focus and orientation; knowledge; technology and technique; 

language and terminology;. ideology or 'dominant value orientations'; 

identity; and status and prestige. Ideology for her is a part of 

culture rather than a separate analytical category or construct. 

But in the present analysis, it is proposed that ideology and culture 

are distinct and independent categories. A third category which 

interacts with the first two, is that of circumstance. As Stoll (107 e 
suggests, ideological attitudes may not be a good predictor of 

behaviour for a variety of reasons - there may be several different 

ways to implement ideology; other, more powerful and lor more senior, 
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individuals may be the final arbiters of decision-makingj there may be 

insufficient resources for adequate implementation. Similarly, 

entrenched positions, dictated by professional or organisational 

culture, may not be carried over into practice. Circumstances, in all 

their variety,· may intervene and exert powerful constraints - or 

imperatives - on behaviour. These are Hardiker's 'exigencies of 

practice'j they go to make up the context of Smith's 'situated 

accounts', 

It is argued here. then, that the interplay of beliefs. culture and 

circumstance provide the 
"-

milieu in which professionals in 

organisations have to make decisions and engage in the business of 

professional practice on a daily basis. It is suggested that the 

cross-cutting factors. identified in Chapter Six as all being part of 

,the complex of influence bearing on the content of professional 

attitudes revealed in the interview study. can be set satisfactorily 

into this threefold framework. The second half of this chapter will 

explore this using evidence from the interviews. 

At this point, it is perhaps timely to note that research based solely 

on interviews has one major limitation: although it can establish 

respondents· subjective views about the work they do and the 

relationships they establish with colleagues within and outside their 

own profesional group, there is no mean of establishing how accurate 

the picture they portray really is. So the findings presented in this 

thesis make no claim to represent 'objective reality', They are a 

record of respondents' perceptions about the way they work and the 
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things they think and believe. It has to be accepted on the basis of 

evidence from elsewhere rather than from within the study itself that 

the patterning of their perceptions is a significant factor in the 

manner of their behaviour. 

That said - and accepted -, then, the importance of a study which 

seeks to develop an understanding of the organisation of attitudes is 

twofold: it is important because such attitudes affect organisational 

behaviour and the implementation of policy; and it is also important 

in an epistemological sense. It contributes towards our understanding 

of the nature and properties of"" professional attitudes against the 

broader backdrop of the sociology of the professions. 

THE HTERVIEfI EVIDEICE 

Although the present study cannot provide direct evidence about the 

content and manner of professional behaviour and the existence of 

inter-group contrasts, there is external evidence to show that inter­

professional differences are widespread. Kuch of this derives from 

studies of attitudes and ideologies, as discussed in earlier chapters; 

but other evidence comes from empirical studies of interprofessional 

working, such as studies of the primary health care team (Lonsdale et 

Ill, 1980, KcClure, 1984 , Bond et al, 1986), which show that in spite 

of official exhortations to the contrary C _DHSS ., 1987), teamwork 

involving several professional groups is beset with problems and lack 

of success. 
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Such research shows that the encounter in the arena of daily work 

is characterised by sometimes extreme differences in outlook 

amongst the various groups of professionals involved. The present 

study is no exception; a majority of respondents report such 

differences in their relationships with other professional groups. It 

is worth, therefore, looking briefly at some of these reports in 

order to examine some of the reasons respondents themselves give 

for the existence of these differences. The rest of this chapter will 

be concerned with looking at how far, in effect, do the ways in 

which professionals themselves account for their differing 

attitudes and perspectives correspond with the classifications which 

sociologists employ - especially in relation to the concept of 

ideology. It will then go on to argue that the ideological 

explanation alone is insufficent and will consider the relevance of 

the notions of culture and circumstance. 

Inter-profess101Jal work111/I 

The most numerous instances of incompatibility in working together 

arose between GPs and social workers; but there were many other 

difficulties recorded, between social workers and health visitors,. 

between health visitors and GPs, between GPs and hospital 

consultants and between hospital based social workers and 

consUltants. 
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Difficu1 ties were expressed in both the practical terms of 

organisational and structural issues and the abstract terms of 

orientation and attitudes - and also in terms of 'individual 

personality'. For instance, one GP found difficulties in working 

with social workers because of the way their work was organised: 

I think again one of the difficulties is that the way the 

social work teams are arranged - one of them has a 

particular responsibility for the elderly, one for the 

handicapped, one for children, so that again tends to cut 

across what we do. (94AB) 

Another GP referred to the com~ti tion between medicine and social 

work in the definition of problems: 

doctors and social workers - again you vie for whether a 

problem is a social or a medical problem ... to establish 

precedence there. (13JB) 

In the case of a district nurse, difficulties in working with both 

GPs and social workers were described: 

I feel it very much ..... it's very frustrating ... You're a 

buffer in the fact that you've got the doctor you liaise 

with, she comes back and says I want this that and the 

other, you go to the social work department and get nothing 

from them. And I feel, well, you know, I thought it was 

teamwork and here's me going in, and I just felt nothing 

was being done. <lUKB) 

Another district nurse expressed resentment of some GPs: 

I think some GPs will tend to, what shall I say, 

throw all the dregs of the day at you ..... if the 
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GP is not very helpful at, say, getting the geriatrician 

out, then you're left with it to do. <l5JK) 

In the case of sociai workers, hostility towards health visitors was 

sometimes expressed by them in terms of differences in fundamental 

attitudes: 

Yes, I think there is a difference between our attitudes 

certainly, from our experience with health visitors. And 

their whole training has been to take a person into care 

and to - in many ways take away their rights, I suppose -

and our training leans to the opposite point of view almost 

- and I think there is some kind of friction in our 

attitudes on many points. (06AB) 

Similar hostility was felt by some social workers towards GPs: 

I think that there certainly is a lack of understanding 

by a large number of GPs of the social work role. It's 

a suspicion and it's also at its worst [because they think] 

that if they do begin to develop a relationship then there's 

a floodgate opening .... that's again to do with the 

structure and the pressure they can be under as much as 

any real recalcitrance. <21JK) 

In many cases, the importance of personality was stressed. Whether 

relationships between professions or agencies were good or bad 

often depended, they felt, on the individual personalities involved. 

A . sector administrator, for example, talking about relationships 

with other professionals said: 

298 



You couldn't say that we have a better relationship with 

one organisation rather than another because of that 

organisation per se -a lot depends on personalities ... if 

there are - taking social workers for example - if you can 

relate to, or you get on with someone in the social work 

department, you're more liable to communicate better with 

them, or pick up the phone and ask them about something 

than if there's someone you don't particularly like on a 

personal level. And I think it's this - human relationship 

thing. (OlJK) 

A social work manager believe<t that personalities caused many of 

the problems experienced between social work and the health service: 

Maybe it [difference of opinion] does to a wee extent 

[cause obstruction], but I think it's personalities in 

that case that's the greatest obstruction. (20AB) 

A divisional nursing officer was of the same view: 

I think probably it is personalities really. more than 

lines of communication. <17JK) 

Evidence such as this, then, demonstrates a widespread sense of 

discontent with regard to the success of inter-professional working. 

Explanations of the failure to collaborate successfully is put down 

both to structural difficulties - the way the services operate, 

differences in organisation, lack of understanding about the 

pressures under which colleagues in different professions have to 

work and so on - , to personality differences or (where cooperation 

is' good, to affinities) and, especially. to differences in approach 

and orientation (or what might be termed ideology). 
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Just as academic analysts have identified 'professional ideology' as 

a barrier to co-operation, so practitioners recognise the same 

constraints. A social worker, talking about health visitors, for 

example, described them as adopting a medical view of old people's 

needs for care in contrast to their (social work) views: 

these people [old peoplel don't want - they want to go 

back to their independence - it's the health visitor's 

anxiety coming through, and not the person's, you know 

the old folk. And that is unethical ..... And very often 

they see it purely from a medical point of view and not -

they don't consider the 'emotional stress. (06AB) 

A senior social worker, who led a team working exclusively in a 

primary care setting, in a health centre with attachments to a 

number of group practices, expressed her disappointment at their 

failure to establish successful inter-professional working I 

I have felt disappointed in the level of co-ordination -

you know, I feel that things should be better co-ordinated 

in a primary care team, and that patient management ought 

to be optimum - but I mean, dreadful things happen - and 

people fall between, even where there's a nurse, a health 

visitor, a doctor and a social worker. And everybody is 

assuming that somebody else is doing it ...... I think 

professional orientation [causes itl. Partly the problem 

that health visitors and nurses feel they can do nothing 

without asking the doctor. (IOAB) 

Ideology was not the only explanation; they also saw it in terms of 

organisational and personality constraints. These are not unlike 
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the sociological explanations relating to the 'exigencies of 

practice'. 

The role of professiOlUJl ldeolOfIY 

Practitioners may belleve and report that they view things 

differently according to which professional group they belong; and 

it has been shown above that this perception of difference is 

revealed in discussion of experiences of inter-professional working. 

Professionals regard it ,. as a significant factor in the creation of 

problems. But do such ideological differences exist independently 

- that is, separately from professionals simply saying that they do? 

Analysis of responses in earlier chapters of this thesis suggested 

. that they do (although, as has been argued, cross-cut by other 

factors). It was possible to demonstrate that differing attitudes on 

a number of issues characterised different professional groups. 

Broadly speaking, ideological responses were deemed to be those 

relating to issues in the politico-moral domain (the relative 

responsibilities of family, individual and the state; the role of 

voluntarism and so on) i to views of the world specifically as they 

relate to professional practicej and, perhaps, to modes of 

organisational behaviour the 'bureaucratic' (managerial), the 

'professional' <practitioner). 

Taking the politico-moral domain as an example, it is clear that 

when responses on those issues are examined, significant differences 
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between professional groups emerge. Most striking was the contrast 

between GPs and many of the other groups in respect of their views 

about the question of responsibility. A solid majority of GPs felt 

it was predominantly the responsibility of families to care for 

dependent members as opposed to a minority of social workers and 

only half of health visitors. In contrast, most social workers felt 

it was a matter of state responsibility or joint responisbility 

between the state and families as did almost half the health 

visitors and social work and IHS managers. District nurses, 

however, were more like GPs though a little less overwhelmingly 

taking up the 'family responsibi~ity' position. 

The following remarks of one GP were characteristic of many: 

Morally it should be the family [taking responsibility] but 

then we're not living in a very moral age. And the families 

just don't want to know - the hard fact is that people 

really don't want to have this burden. <l8JB) 

Another GP voiced similar views: 

I would like to see much more family responsibility 

but modern society has drift away from it and there'S 

nothing really that medical people can do about it 

unless the society as a whole accepts the need for, morally 

accepts the need for, care by the family. (OlAB) 
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A majority of district nurses mirrored this view: 

I see it in this country the way we run things, then I see 

it's got to be the family has the prime responsibility ... 

often the family should and could help a lot more - because 

it's their folks, they should have a responsibility to 

their own people. (15JK) 

Social workers, on the other hand, viewed things rather differently: 

and 

Well I think we live in a society which has admitted 

by stating it's a democracy... that the community is 

responsible for the community .. well, actually, well 

the state, I think I have to say the community and the 

state. <lODW) 

It comes back to the question of what is community care. 

You know, because can the community care for the family as 

a whole? Maybe the family needs to be cared for by the 

community and that would include any relatives with part-

icular problems. I certainly, I think, I don't think I 

would go along with the argument that the family ought to 

care and that's all there is to it .... no, I think certainly 

the state ought to care ... has a responSibility to see that .. 

the dependency groups, to see that they are being cared 

for. (05JKE) 

Health visitors spoke in a similar vein: 

I have great sympathy for relatives. I think it should be 

a state responsibility. Um, it would be nice to see 
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relatives getting more involved with the elderly - er - but 

it can be very difficult for them. They can be made to feel 

very guilty if they don't look after their relatives.{06JKE) 

Perceptions about the public tended to match views about the issue 

of responsibility. Those who believed it was a family 

responsibility to care tended also to believe that the public in 

general was reluctant to care and that too much was expected of 

professionally provided services. A number of GPs were very 

judgemental in their views of the public: 

and 

and 

I would say the majority"" [of the public] opt out. Fewer 

and fewer folk are going to upset their own lives at all 

to cope with their own relatives. I think they're being 

selfish and not accepting of the position. 

(92AB) 

To get a family to care for an elderly relative they have 

to be, have affection for that relative, they have to under­

stand the problems, they have to care about people in 

general and .... they don't. That's a bit general. but 

people are too involved with what they want to get out of 

life .... I think they should take a greater responsibility. 

(20DW) 

I do blame the old people themselves .... because they 

voted for this system .... and they have done nothing to 

change it ... they have sat expecting me and the nurse and 
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everybody else to supply what they want ... until they die. 

I do blame them and ... as a GP what I do notice is that the 

old people of 70 and 80 today are not the same as old 

people when I started out tt. they're two different breeds 

tt. the present lot expect to be kept as 60 year olds 

forever. (92AB) 

But those who saw a greater responsibility lying with the state, 

tended also at the same time to be less judgemental of the public. 

They were more ready to see the strain and stress that 1s often 

involved in caring for a dependent relative and felt that the public 

had the right to expect more from the services. A social worker 

said: 

I think they [the public] should expect more if they want 

it ..... I think they are willing [to care] in the sense 

that they want to but sometimes - it's usually the partner 

you know, if it's something like the mother's mother then 

it's usually the husband so they have torn loyalties 

between the two. 

and another social worker: 

(04DW) 

I find the majority of them are [willing to care]. it's 

surprising the amount of wives. spouses. that accept the 

nature of their spouses' illness - mental or whatever tt. 

and stand by them. (05DW) 

Some health visitors felt similarly: 

I don't think so [that people expect too much of the 

services]. I feel that the people I've come across who 
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have some quite hard jobs with elderly relatives, I think 

actually sometimes put up with quite a lot more than 

perhaps I would expect to myself ...... yes, I think the 

majority of' them are [willing to carel. I mean, saying 

that, I have come across people who just don't want to 

know at all. But again, few and far between. (27JK) 

Fewer district nurses were so sympathetic although a number were: 

There's always the minority that'll always want more 

but to be truthful the majority of patients are very 

grateful, they think they're getting a lot ...... there's 

always the majority we~eel that are willing to take 

responsibility ... as long as they're getting that wee bit 

of support from the backup services. (15JB) 

Most were more sceptical about the public though: 

they're liable to say "Dh get the nurse in, you should 

have a nurse to do that." I think people become selfish 

- they don't realise just how many dependent people there 

are ....... Nowadays a number of them are not [prepared to 

care] - people are too busy with their own lives now. 

<17JB) 

As noted earlier. ideology can be defined as a patterning of beliefs 

and values relating to views about the ordering of the world at 

relatively high levels of abstractioni and within that,professional 

ideology is that which underpins world views insofar as they relate 

to professional practice. The views expressed here about the 

politico-moral issues of social responsibility fall into this 
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category. On evidence such as this, it seems that clear ideological 

differences emerge on these issues between some groups of 'front­

line' practitioners located in both the health and social services. 

At one extreme are· the GPs who hold strong and judgemental views 

about the moral responsibility of families to care; at the other 

extreme are social workers who have a more open view about the 

moral position: the state has an underlying responsibility, although 

families also have a role. They tend not to 'judge' the public by 

as morally deficient in failing to accept perceiving it 

responsibility. Located somewhere midway between the two are 

health visitors and district nurses. 

It seems clear, then, that not only do professionals believe that 

they differ amongst themselves on ideological grounds, but that 

they really do, in fact, hold sets of beliefs which distinguish one 

group from another. But ideological distinctiveness is not the only 

significant factor in the analysis of professional attitudes; other 

factors are also important. 

Force of c:lrclmstance: the COJldltlcmlng of everydlJy actlcm 

As has been shown, the investigation of attitudes in the politico­

moral domain reveals the existence of clear ideological differences 

between professional groups. This confirms the findings of other 

research studies and it also confirms the views of practitioners 

themselves; as discussed above, they tend to account for failures in 
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inter-professional working in terms of fundamental differences in 

attitudes. 

But further. investigation of respondents' attitudes demonstrates a 

degree of similarity in views on some issues. This is often most 

clearly revealed when their views are set against the views of other 

categories of respondents - managers and hospital-based staff. for 

example. )tanagers in both the health and social services. for 

example. frequently showed a greater empathy for the public than the 

community-based front-line practitioners who. in fact. had the 

greatest contact with them. In spite of ideological contrasts 

between. say. general practitioners and social workers. or heal th 

visitors and social workers. these were frequently cross-cut by 

contrasts between all of them on the one hand and managers. removed 

from the field, on the other. 

Thus managers could express positive feelings towards the public 

untempered by direct knowledge of the reality of the circumstances -

both the difficulties faced by. and created by, the public and the 

heavy strain placed on some field staff by those difficulties. 

Field staff were often torn between feeling sympathy for their 

clients but also frustrated and pressured. by them. A sector 

administrator, for example. recognised that he did not have direct 

experience of the problems: 

As I say, not coming directly in contact with a lot of 

them. but I do obviously speak a lot to nursing officers 
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and medical people ... but you do hear of families doing 

this and that .... and who do realise that they have a role 

to play. (llJB) 

This respondent thought highly of the public but tended to be 

critical of some practitioners. He recounted a case where a family 

had requested the use of a particular sort of bed - in his view, 

legitimately - but the nurse involved had felt them to be too 

demanding; he was also critical of GPs, suggesting they did too 

little for dependent people: 

I think it's a pity. I think the GP was and should be 

somebody who is held in-- high esteem by the population. And 

I think services provided by us in the community would seem 

so much better if the GP was generally accepted as being 

the man that they admired and would come at a call. I know 

that they've got limited resources, that they've got limited 

time, but there is no doubt that the GP of today does not 

put the work into the job or the time. (1IJB) 

In contrast, however, were the views of practitioners who held more 

jaundiced views of the public. A health visitor, for example, said: 

I think it's because the great wave of unemployment and 

whatnot has tended - I'm talking about the people in this 

area , not about the people outwith it, but in this area 

the dependency on state aid is vast and they do an awful 

lot of taking and not a lot of giving, I'm afraid .... They 

don't want to take responsibility for themselves. Not here. 

My case load is made up of people who have not taken 
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responsibility for their own lives, therefore that's why 

they have, they run into social problems, because they don't 

think. (20JK) 

And yet this was a" respondent who believed firmly that the state 

was responsible for providing care and support to those who were 

dependent. 

In respect of issues which were the direct concern of managers and 

more removed from field staff - issues of resource allocation and 

strategic policy, for example - front-line practitioners tended to 

be able to offer answers dire~tly, while managers responded in a 

much more circumscribed way. For them, the dilemmas were real, for 

practitioners, the problem of decision-making in these matters was 

hypothetical and therefore less charged with complexity. On the 

question of support for central government's priority policies 

(favouring the priority groups over the acute sector), front-line 

practitioners were more firmly in support than their managers who, 

while coming out in support, were much more equivocal in their 

responses. An )THS manager, for example, supported the policies in 

principle: 

Yes, I'd agree with that policy provided that you have to 

have - you still have to have acute medical, sufficient 

acute medical services so that they can cope with the needs 

of the community .... I mean, it's said in Glasgow that there 

are too many acute beds, too many acute medical wards and 

that this should be run down a bit to make priority for 

these dependency groups. All I know is that every winter, 
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it's the same story. Every hospital has difficulty in 

finding a bed to take people into. (06JB) 

But a front-line worker, a social worker, answered much more 

directly: 

Yes, I think we have a responsibility to cater for the 

disabled ... the elderly, the chronically sick, the people 

who do require additional support and services ... Old age 

is something that happens, chronic, mental or physical 

disability, these are things over which people have very 

marginal control .... we should spend a good percentage of 

our time concentrating on those people ..... Kine happens 

to be a very personalised view because I work in this 

field. (08DW) 

The evidence seems to suggest, then, that although profeSSional 

ideology is a strong and binding influence in contributing to group 

identity, the factor of circumstance is also at work, cutting across 

ideological ties. The experience of working at the front-line, at 

the interface between the public as clients and the services, 

confers a commonality of attitudes about certain issues amongst 

practitioners, just as the responsibility of managerial decision­

making binds managers together in their views irrespective of their 

agency or professional background. This is strongly reminiscent of 

Hardiker's 'exigencies of practice' and the backdrop against which 

Smith's 'situated account' is set. 
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Tribal t1es: tbe strengtb of cultural alles-1ances 

Individuals belonging to the same professional group exhibit many 

attitudes in common especially, as has been discussed, at the 

ideological level. Similarly, individuals working under common 

circumstances, in the same or parallel structural positions. hold 

certain views in common - cutting across professional boundaries. 

But further examination of responses shows yet another dimensionj it 

relates to respondents' perceptions about themselves, their attitudes 

and about others. 

Objectively. it is fair to say that real problems are thrown up in 

the course of daily work which are related to different ideological 

. views and which inhibit inter-professional co-operation - and the 

individuals involved recognise this. Equally. there are many common 

circumstantial experiences and attitudes which link these same 

individuals. But as important. are their percept10ns that they are 

different and in some sense in opposition. The strength of what 

Huntington (1981) calls occupational culture, or what here could 

either be called corporate identity or Ol'lIlInlsat101J1Jl culture, fuels 

whatever cleavages or bondings already exist. But Huntington tends 

to sea professional ideology as a part of occupational culturel as 

argued earlier,it is perhaps more helpful to separate them as 

constructs. 

Professional ideology relates to particular sets of values and moral 

attitudes, generally acquired implicitly over time through the 
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training and induction processes of professional qualificationi 

organisational culture, on the other hand, is a means of drawing 

explicit boundaries around a group, imbuing the group with a view 

about itself that proclaims its distinctiveness as being 

characterised by particular behaviours and attitudes (whether or not 

it really :is distinctive). It is the certainty that it is, and the 

allegiance to the group which that stimulates, that is significant -

hence the label 'tribalism'. 

In some instances, professional ideology and organisational culture 

(or tribalism) may act to rei1\.force each otheri the profession may 

also be the group. This is perhaps true of social work since it 

tends to be a single profession department (although that is to 

ignore the differences which are known to exist between levels of 

qualification and spheres and styles of work CQSV/CSSj 

casework/residential care work/community social work, for example). 

In the case of the health service, there are a number of 

professional groupings. located within the larger organisational 

space - often with clearly articulated differences in ideology. But 

those professional groupings tend to coalesce when set against 

another organisation or agency - such as a social services or social 

work department. The cleavage then becomes an inter-agency rather 

than an inter-professional one: one of culture alone rather than a 

mixture of culture and ideology. 

EVidence for this proposition can be found in the present study. 

Differences emerged between members of social work departments on 
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the one hand and members (of several professional groupings) of the 

heal th service on the other, irrespective of the similarity of many 

of their views. On occasion, the opposite agency and its members 

might be ascribed certain views which they did not in fact hold. 

The issue of community care versus institutional care is a good 

example of how the members of one organisational culture view 

members of another in a stereotypical manner. 

There were many instances of social work staff stating that all NBS 

personnel were dominated by 'the medical model', denying the social 

aspects of illness and dependency and favouring institutional care 

above community care. A senior social work manager said: 

I think we need to shift resources from the health service 

to community-based services rather than try to build up 

some kind of [health service] community resource and let 

the present level of medically orientated services continue. 

(32AB) 

and a senior social worker said: 

I feel that hospitals have a difficulty in getting people 

out into the community; partly it's what I call the mother 

hen syndrome - they're sometimes unwilling to take enough 

risks and maybe therefore they are not the best people to 

do that ... kind of thing. Or likewise perhaps they're 

overwilling to whip people back into hospital and it seems 

to be a constant dilemma. (13AB) 

A- basic grade social worker was sceptical of health service 

commitment to community care: 
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Obviously I don't think they're putting their resources 

into the community. I mean if they were interested in 

doing that, they would. They haven't got enough commitment 

to it. (09AB) 

And another basic grade social worker was of similar view: 

I think the hospital-type care is less good because of 

the medical model that is used in the hospitals and from 

my experience it does exclude the community. (08AB) 

The picture presented from the social work side is of IRS personnel 

overwhelmingly opposed to the move towards community care - partly 

because of the dominance of 'the medical model' , partly to protect 

the health service 'empire' and partly because of timidity (fear of 

taking risks). But when many of the health service responses are 

examined, it is clear that such a picture is a caricature of how 

many health service personnel feel. A sector administrator, for' 

example, said: 

I would say that if the patient can be cared for in the 

home and wants to stay home, that should be our ultimate 

aim although, you know, it may in the end cost more, and 

more people, social workers, home helps, people that are 

services, going in. (llJB) 

And a senior nursing officer felt strongly about the need to 

preserve people's independence at home: 

I feel that no matter how humble a home, no matter how 

tatty it is, I think if an old person can hold on to a 

scrap of independence, I would certainly be all for trying 
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very hard to help them keep that independence. (72AB) 

Another senior nursing officer also had firm opinions: 

I would like to think it [community care] was people 

being maintained in their own homes.... I think it could 

still go much further .... lf some of that money [spent on 

a residential unit] could have been channelled into the 

community, a good 50~ could have survived in the community 

... and it would have been far better than spending all that 

and having them all in hospital. <19JK) 

A district nurse saw community care as the policy for the future: 

I think it must be the nursing of the future .... with a 

much higher standard ... because now we're going in with 

this attitude that it's the total person and his family 

we're concerned with ...... There's so much better care to 

give in the community if there's plenty of backup and 

support services, definitely. (15JB) 

There were many other similar responses from health service 

personnel along these lines which brings into question the widely 

held view wi thin social work that NHS staff tend to be opposed to 

the ideals of community care which social workers see themselves as 

hOlding. Such a division of perceptions was brought into play on a 

number of issues and this seems to to support the proposition that 

allegiance to one's organisational group and its culture is in many 

ways as conditioning a factor as those of ideology and circumstance. 
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D1scuss101J 

The threefold framework outlined earlier in this chapter seems to 

have some utility on the basis of the evidence presented above. 

While ideological cleavages and the force of circumstance on the one 

hand explain much of the patterning of attitudes, the notion of 

cultural allegiance on the other accounts for certain aspects for 

which there is little reasoned explanation. There is a tendency for 

individuals, bound together by certain common links, to reinforce 

those bonds by drawing tight the boundaries between 'them' and 'us' 

and imbuing each with differences that mayor may not exist in 

reality. Thus, it may be that bonds based on ideological closeness 

or common circumstance are reinforced and overlaid by cultural or 

'tribal' similarities; conversely, in spite of some commonality of 

views and experience, cultural differences may prove too strong and 

create separation, suspicion and hostility. 

The views outlined in the present study clearly submit themselves to 

this pattern of analysis; there remains, however, the need to 

examine how the identification of a number of cross-cutting factors 

in the previous chapter relates to this present analysis. Do they 

confirm or contradict it? 

The picture which emerged earlier was one of a complex intermeshing 

of views so that although certain patterns emerged - of inter­

professional differences based on ideological views, of 
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organisational position being a determining factor, of the 

distinction between being a practitioner or a manager emerging as 

significant, of a distinction between the abstract and the concrete, 

and so on -, there were no wholly distinct cleavages. 

This certainly fits the beliefs, culture and circumstance framework 

in which there are distinctive dimensions, none of which however is 

completely exclusive. It can be persuasively argued that the mesh of 

cross-cutting factors outlined in the earlier chapter can be 

organised into this framework. First, the distinction between 

professional attitudes (professional qUlJ professional rather than 

relating to any particular profession), on the one hand, to the 

priority policies and both public and official attitudes, on the 

other, is primarily cast in ideological terms, especially as they 

relate to the roles of professionals in the playing out of policy. 

And amongst professional groups themselves, the dominating cleavage 

is also that of ideology - the beliefs each profession broadly holds 

about the world and the diagnosis and solution of problems in the 

world as they relate to professional practice. There is no doubt 

that these exist at certain levels, what is more, professionals 

erpect them to exist. This fuels both the beliefs and culture 

dimensions of the framework. 

The factor of 'agency membership' most importantly perhaps 

delineates cultural differences. Nevertheless, the way in which the 

two organisations <local authority department and national health 

service) work imposes certain bureaucratic constraints which may be 
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regarded as part of the 'exigencies of practice' or force of 

circumstance perspective. The significance of a respondent's 

organisational position and whether or not slhe is a practitioner or 

manager also relate closely to this latter dimension. According to 

these factors, particular issues will represent either abstract or 

concrete concerns; they will have either direct or hypothetical 

relevance. 

It seems, then, that the cross-cutting factors which appeared to 

confuse the initial propositions and expectations that had existed 

at the outset of the study can be accounted for when set in the 

framework of the three dimensions beliefs, culture and 

circumstance. In this way a complex and confusing array of 

sometimes contradictory views begin to take on some coherence. But 

while such explanation confers coherence, it does not offer any 

simple clarification. 

A final point worth considering to what extent might 

professionals themselves accept this threefold explanatory 

framework? It was noted earlier that they use the ideological and 

the circumstantial as explanations for inter-professional and inter­

agency failures. The cultural explanation, however, raises questions 

of 'irrationality', in the sense that it is based on stereotype and 

inadequate or misleading information. While professionals might 

accept this interpretation informally, they might be far more 

reluctant to recognise it publicly. After all, individuals are 

largely concerned with rationalising their actions, making 
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apparently irrational acts and beliefs appear coherent. To accept 

that their behaviour and attitudes are in some ways 'tribal' and 

culturally determined would run counter to their own interpretations. 
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CHAPTBR BIGHT 

COJICLUSIOJI: PROFBSSIOIALS. POLICY .AID PRACTICB 

This final chapter will attempt to assess any implications which 

the findings relating to the patterning of professional attitudes 

may have for interpretations of organisational behaviour and the 

policy process as outlined in the first two chapters. In those two 

chapters. it was argued. first. that for policy to be accepted onto 

the agenda for action, certain conditions or criteria seemed to have 

to be fulfilled - and, those achieved. further conditions or criteria 

had to be satisfied for implementation to be successfully 

accomplished. Second. it was accepted that what may be called a 

broadly phenomenological perspective on organisational behaviour can 

most satisfactorily explain - or at least offer a framework for the 

explanation of - the significance of the role of actors within an 

organisation in determining its behaviour. The influence of actors. 

it was further argued. was manifested in a number of ways and was 

conditioned. according to the literature. by the ideologies of the 

professional groups concerned, the 'real life' situations in which 

the actors found themselves and rationalisations of their actual 

behaviour in the light of these circumstances. 

This, then. was the theoretical framework in which the study was 

set. It was hoped that a systematic and comprehensive study of the 

views of a range of professional groups would inform debate about 
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the policy process. If professionals were able to influence the 

implementation of policy (either explicitly through control of 

resources and input into decision-making. for instance. or implicitly 

through the operation of 'street-level' discretion). then the manner 

in which their views (which in turn influenced their behaviour) were 

conditioned and patterned, was clearly an important area for 

investigation. 

It is important to stress that the study was not concerned with 

'policy' or 'policies' in the abstracti it was firmly linked to the 

issue of policy as it related to the dependency groups. This, it 

can be argued, represents an example of policy which to all 

appearances has met, at least in part. the criteria of legitimacy. 

feasibiHty and support which Hall et al (1975) suggest are 

essential elements in gaining a place on the agenda for 

implementation: for example. innovative thinking from the world of 

practice had been incorporated into the official prescription for 

change (a case of 'ideological corporatism' in Dunleavy's <1981> 

words) - the remedies for improvement were seen to be legitimate; 

the policy documents mapped out a way forward - they appeared to be 

feasible; central government gave priority to the dependency groups 

which academics and the official voices of practitioners (via their 

professional associations. e.g. Rei. 1985) welcomed - the policies 

thus have had support. 

And yet. in practice, the policies have not achieved success. The 

evidence for this is strong. We can take the evidence of several 
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reports on community care as indicators for whether or not the 

priority policies have been successful, because embedded in those 

policies two separate but deeply related strategies were involved: 

one, that priority should be given to the dependency groups in terms 

of resource allocation and second, that that priority should enable 

a transfer of emphasis from institutional to community provision to 

take place. Both the Audit Commission report (1986) and the 

Griffiths report (DHSS, 1988) on community care express 

dissatisfaction with progress made so far; academic research has 

shown that the development of community care provision has been 

patchy and of variable standard (Hunter and Wistow, 1987). The 

report of the Social Services Select Committee (Great Britain. 

Parliament. House of Commons, 1985) voiced similar views. The 

explanation lodged in most of these sources tends to be seen in 

terms of failures in structure, lack of collaboration and absence of 

commitment. 

These explanations, however, merely identify the mechanisms of 

failure; in themselves, they are not explanations qua explanations. 

The questions remain: what in the structures is antithetical to 

success? what are the reasons for failure to collaborate? and, 

what are the reasons for the lack of commitment? There are many 

interests impinging on the policy process and it is beyond the 

scope of this thesis to consider all of them. The concern in this 

study has been to look at the significance of professionals as one 

of the interested parties in the policy process. 
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And it is in terms of this - the significance of professionals -

that this last chapter attempts some <albeit partial> explanations 

of the policy failure. Since structural barriers, lack 'of 

collaboration and absence of commitment have been identified as 

some of the immediate reasons for failure, it is worth examining the 

role of professionals in relation to each of these three factors. 

This can be done by assessing the findings of the interview study 

from two perspectives: namely, in terms of the content of views 

about the policies themselves as expressed by professionals, and in 

terms of the stances <both behavioural and attitudinal) adopted by 

some groupings vis a vis other groupings (be they professional or 

other sorts of grouping). 

A. PROFESSIONALS' VIEVS ABOUT THE POLICIES 

The picture which emerges in relation to views about the policies is 

a generalised one of muted support and a degree of equivocation 

about their timeliness. Support was frequently expressed at the 

level of generality - that 'handicapped' and elderly people were 

disadvantaged and had been neglected in the past, they therefore 

deserved support from society now. Respondents were more reluctant 

to give wholehearted support when pressed to think what this might 

mean in practice: although some were prepared to argue for 

withdrawing resources from the acute sector, for example, many were 

less ready to support that view. Al though most respondents were 

responsible for providing some aspect of care for the dependency 
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groups, they were, nevertheless, frequently firm in their support for 

the acute services - both in terms of the latter's 'trail-blazing' 

role and the need to restore the heal th of young, economically 

productive, but acutely sick, citizens. Support, then, for the 

dependency. groups was to a great extent compromised; on the one 

hand it was too generalised, too abstract, and on the other hand 

when it came to practicalities its rival for resources (the acute 

sector) was able to claim greater commitment. 

A related factor was, especially in relation to professions who 

within their general field of responsibility were responsible for 

other client groups besides the dependency groups, was the under­

valuing of members of the dependency groups. Since the 

reorganisation of social services and social work departments, 

following the Seebohm and Kilbrandon reports, social work had 

become a generic profession responsible for a wide·variety of client 

groups (including, in Scotland, offenders). A number of respondents 

were aware of the divided loyalties that were at play within their 

departments. There was a tendency to prefer working with families 

and young children and a statutory requirement to complete court­

related work often at the expense of work with other clients. 

Respondents accepted that there was a general under-valuing of work 

with the elderly or with mentally ill and handicapped people; this 

was reflected within the health service too. The importance placed 

on the acute sector (revealed in response to questions about 

priorities) is evidence of this. 
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In addition to the fundamental lack of support given to the 

dependency groups, other aspects of the policies, too, failed to 

claim unequivocal support. The call for greater emphasis on 

prevention and diversion of resources towards preventive strategies 

was variably regarded by many of the professional groups. There 

were some respondents who were extremely sceptical about the 

efficacy of such strategies - especially at a time of resource 

scarcity, the consequence of which means the withdrawing of 

resources from some areas rather than the development of preventive 

strategies with new money. Calls for better use to be made of 

existing resources were also met with a degree of scepticism. It 

was generally agreed that some improvement could be made, but few 

respondents gave examples from their own areas of responsibility 

where this might be possible; it was usually in relation to other 

parts of the service, or relating to relatively small matters (such 

as making better use of small items of equipment> - or at a 

generalised level: 'cut down' on needless administrative costs', for 

example. 

Scepticism, llgain, was frequently expressed at the possibility of 

achieving policy objectives through better and greater collaboration 

between professional groups and between agencies. The need for such 

collaboration is seen by policy-makers at the official level as the 

cornerstone of the priority policies. Although respondents saw it 

as an admirable goal, which they were happy to support in principle, 

their estimation of how possible it might be to achieve was coloured 
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by their experience of inter-professional and inter-agency 

relationships in the past. 

Professional views. then. were equivocal about and unconvinced by 

the policies. In spite of general support. given at the level of 

principle by individual respondents and by their professional 

associations. in practice there seems to be a fundamental lack of 

commitment to them. This lack of commitment is not mere peversity. 

It is based on an understanding of the real dilemmas facing the 

services if the policies are going to be put into practice (the 

difficulty of making hard - and unwelcome - choices); the knowledge 

derived from their own experience that collaboration between 

professions and between agencies is an unrealistic goall and a 

natural inclination to protect their own interests and argue for a 

rationalisation of others'. 

B. liTER-GROUP srHCES 

We have seen in the preceding section that professionals lack any 

thorough-going commitment to implementing the content of the 

policies. Of course. that is a broad generalisation and. as earlier 

analysis has demonstrated, some professions tend to have differing 

sets of views from others. Equally, the views of anyone profession 

may be cross-cut by clusterings of views more characteristic of 

other organising factors 

manager/practitioner distinction 

(organisational 

and so on). In 

position, 

addition, 

professionals' views may be determined not only by a realistic and 
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rational assessment of the efficacy of policies but by ideological 

stance, force of circumstance and 'tribal' allegiance. Further, it 

may not only be views that are determined by these factors but also 

behaviour that is thus conditioned. 

In addition, then, to a widespread degree of scepticism about the 

policies in terms of what they propose, which makes for a general 

lack of commitment to them on the part of many of the actors in the 

field of policy implementation <i.e. at the point of service 

organisation and delivery>, there are also a number of other factors 

inhibiting policy success at this level. While policies to improve 

the position of the dependency groups require the provision of 

integrated and comprehensive services, the evidence presented here 

suggests that as far as those who are expected to organise and 

provided those services are concerned, the goal of 'seamless' care is 

likely to be subverted by the existence of intervening and 

fragmenting influences. 

It is, especially, the existence of these influences as they affect 

the capacity for collaboration which is of greatest relevance to the 

policy issues under examination here. Contrasting professional 

ideologies separate one group from another; disagreements about 

appropriate forms and patterns of services stemming from 

ideologically-derived differences in diagnosis and recommendations 

for treatment create difficulties in arriving at consensus. Differing 

agency membership - either through direct employment or through 
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associated contractual status (in the case of GPs) - accentuates 

professional differences, or puts boundaries around certain groups 

of professionals (bringing them into 'tribal' or 'cultural' 

association with each other regardless of professional contrasts), 

whilst at the same time excluding others in arbitrary fashion. 

Force of circumstance imposes other constraints: professionals 

working in turbulent and constrained environments tend to make 

compromises, rationalise contradictory actions and turn their faces 

against co-operation with outsiders. 

These factors, it is argued here, go some way to explain the 

mechanisms for failure as identified in recent reports: that is, 

structural divisions, failures in collaboration and lack of 

commitment. The nature of professional beliefs and attitudes and 

the manner in which these influence professional behaviour are at 

the root of the explanation. This then leads us to consider what 

relation this explanation has to bear on the broader analysis of the 

policy process put forward by, for example, Hall at 121 in their 

discussion of legitimacy, feasibility and support as key factors in 

policy success. 

C. PROFESSIONAL BELIEFS AID BEHAVIOUR AS FACTORS 11 THE POLICY 

PROCESS 

In the first chapter of this thesis, some brief consideration was 

given to the ways in which a number of sociologists and social 

policy analysts have accounted for the introduction of certain 
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social issues onto the policy agenda and the degree to which they 

have been successful. Whether or not an issue was recognised as 

significant was problematic in itself - it depended, the arguments 

seemed to suggest, not on the intrinsic worth of an issue <defined 

in rational; objective terms) but on other, extraneous, factors, such 

as the moral climate, the existence of structural interests, lobbying 

or interest group activity, and a variety of politico-economic 

factors. Blumer talked about the need for societal recognition, 

legitimation, mobilisation of action, an official plan and 

implementation; the argument here would suggest that the degree to 

which any of these might emerge would depend on a mix of the 

factors enumerated above. Likewise, the stages outlined by Spector 

and Kitsuse - statement of problem, official response, re-statement 

and action - are likely to be governed by similar factors. 

Hall et al proposed the legitimacy/feasibility/support triad of 

conditions as prerequisites for success. As noted earlier, they were 

discussing social policy at the national level - how poliCies are 

introduced onto the national agenda. Support as they discuss it, 

predominantly relates to support of the government of the day, 

rather than support for the policy itself. Nevertheless, once a 

policy is adopted onto the national agenda, it then has to be 

implemented down through many levels of the system. The support 

which is regarded as necessary at the national level - public 

support for government or 'support for the regime' - becomes 

transformed; at the stage of implementation, the support of the 

parties involved in that implementation becomes necessary. It is at 
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this stage the significance of professionals - those charged with 

its implementation - becomes significant. 

Likewise, the notion of feasibility may be transmuted during the 

course of the policy process. At one stage and at one level, it 

might be a question of assessing the practicalities of obtaining 

support and achieving implementation in an objective fashion -

balancing the options both for and against - but at a later stage 

and a lower level, other factors - difficult to predict or estimate 

at the outset - may intervene and bring the feasibility of 

implementation into doubt. Again, the intervention of professional 

resistance - or at minimum, lack of professional commitment - or, 

further, the fragmentation of the professional response may be 

significant factors inhibiting the process. Feasibility as perceived 

at one level may be transformed into exhortatory chiding at another: 

the stream of reports coming from central government over the years 

calling for greater collaboration between agencies and between 

professions to overcome structural divisions is evidence of this. 

There may be consensus at a particular level of generality, likely 

to be located at the national level, of the legitimacy of a 

particular issue. Government, civil servants, the official voices of 

professional practice and lay (or consumer) opinion may all 

apparently validate particular policy items. It is only in the 

playing out of the policy process that the consensus fragments into 

its constituent members, each of which will articulate its own 

<possibly contentious) position. 
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It seems reasonable to propose that the case of the priority 

policies is just such an example. A general consensus at national 

level appears to be insufficient to secure successful implementation 

of the policies in practice. The study of professional views, 

which has been reported in this thesis, offers a partial insight 

into why that might be so. The constellation of professional <and 

other) interests influences attitudes towards the substance of the 

policies. Further, the specific construction of professional <and 

other) ideologies and assumptions conditions behaviour which has 

repercussions for the success of policy implementation. If beliefs, 

culture and circumstance are the determinants of the patterning of 

views which mould professional behaviour, as has been argued here, 

then they are also necessarily formidable factors - or inhibitors -

in the playing out of the policy process. 
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~~f necessary, lis t them) 

not exclusively , what i s the ba lance between pat ient groups 
~ Does respondent have any prefcrence for a particular pat i ent group. If so , why 

:rethere m~mbers of ot her p!ofes~ions and occupat ions ~apar t from nurs ing) involved 
o aIds , suc ~, as rlea lth Lia ).son O!'flC8I , ;.oe;ia l "Jorker , OT or a pt;riotherapist 

, DO you see your self as l e~ding a team and, if so , wh at is your lole 
o you have r egular I'Ja rd meetinps where all profess ions meet and di sc uss ward and/or 

on you: 

patient problerr 

~o you feel it is pnr t of your role to be concerned with a pati ent' 5 emotiona l and soc ia l oroblems 
eS well as treatinq him for t he specific condition for whi ch h~ has been admit ted 
dt:- How far 81 e you concerned about the situat ion he 'Nill be going back to at home once he is 

SCharged, ano I'-JOuld it have a possible effect on your decision as to when to recommend di scharge 

~~a~ is ~ou~ r elat ion~h!p to th~ hospit~l ~dministrat~on 4 

Ho yOU Sit 1n on any Jowt cOO1ffilttees w1th1n the hos01ta l, and what are these tor ' 
(NW muc~ contact do you have with senior people in the Hea lth Board - and for what sort of purposes 

P
--r8b ThIS may l ead dir ec tly in to the following question about inter-profess ional, in ter-agency 

o l ams ) 

~r)itV·::M;~: 
, ~ne SpeC iali s ts 
(1) H ' 

w~\ far i s your lvork concerned with the patient groups we have designated as ' dependency groups ' 
a sort 0 f serv ices ~('- these groups, if any, are you responsible for 

(11 ) 
\vho ale you directly employed by 

(ili ) 
What . 
l' lS your r elationshio to the Community Health division of the Health Bonrd - how do you 
lnk with it 
~, prOviSion of services , committee membership, meetings 

(1'1) 
~~~o~ . f~e l Lh e Community Medicine is gjven enough priority in health ser vice planning 

, at , In what way would you like to see it deve loped 
~r A , -;-~--

--~.!:~tlat.ors 
( i ) , 

~~/ou see ~our sclf in the Iol e of CO-Oldinator - :'of the se rvIces , within this sec tor, and of 
professlOns and occ upa t ions working within thi s sec tor 

Do you see lnrJustrial relCllio'1 s 8'0 a major p:u-t of your pos t 

~~~.~~JU i~ n ,r)O s ilion t.o b<tl "nce th p. amount.. of services given 
h ~: c.. l l ~'nLhln your $'x l. cn , or is t.heA dc l e1fnined e l s ewhclC! 
' - ,,0 , Wilel e i s it det cn ni ll f;d 

LtJ Lhe ciiffcrcn t cat.~gori.es of 
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---------!.lAsn·, . ._ --.-.---.----... --.. - ----.--. -------'t!.-- -_. __ . _.- .. -.. ---.------ ------... _-
~O; .. f .. )~y,11U i · ;~nr ! :(-;S TOr\i'. I _~~ {(i~· '!i'i M'-lD OH'E::: R) h 
.. ~~ t.:. T ~'lEt !\!'~"/~f ~7_~~;~·:···1· (::·t:--- .~ .. ~~~,~- ___ 10i"."U." ~-~~~.... f~ 

k' .. ....,._" ... ·"' ...... :r·.4. ~ •.•• :..._ •. ~J~ '. 
---.,."..... . . ,t. 1 ' -- •. L,) Ii 

6, t~ I 
e \IIJ8nt t o ; r'vpc-tj c~ t. e tf1e <=>x t en1 to Ii·lh; C li ~ Plofess ).c·ns /Occ tJD8tions diff ' ..... , ---, ' -'~ . ~ - ' - . .... , II --------. 

d' : lCuJ. ~j es OC(;u~ .i. n the relati?nships beLween IJ 
~ffer en L pr oFessIonals or agenc Ies t hat dea l ~I 

\'I ' tl r J. "1 ?epel1denc.: y groups . We fil can her e you r 
t elal.t?:lShlp \ll!H~l o~heI people in you~' field, I'! 

Soc i al workers, hcallil vi sitors , 
DTs , di sl rict nur ses , CPs , 
hospit.21 nurses , admi.ni str at ors, 
and man agers (of all sorts} , 
consultants 

(a ) hose In other fIe los and other agencles . ~.I. 
~irst ! which professions or agencies do you ~ 
d orne Into mo st contact with in your work with !1 ~gcnc ie~ 
ependency groups ~ 

l1. Health ser vice , Loca l Aut hor ity 
ASk a.bout eac h mentioned: problems and ~ departments - social work , 
sUccessful r elationship I hou.s5 ng 

Prompt for specified others not mentioned I 
(b ) . 

NB Services based in bolh 
,bos21-ta1 and comn~nity, ego 
social work and occupational 
therapy 

~~~ you.consc ious of difficult i es of this 
bAlure In ot heI members of staff above or 
- Ow you - if so, what and why 

(C) Do 
be 'YOU know of any formal links that exist 
d tween lhe Health Ser vice and Local Authori ty 
e~partment s and do you think they are 

fecUve 

I i ~~ ~v..:k---,,: CI..A lAl-d. l · 

Problems (professions) 

Individual relations 
differ ent professional 
att.it udes . 

- lack of understandj~g 
of other ' s rol es 

II
! Over l app ing job remits 
. Different aims and goals 

Status differences 
Lack of und3rstanding of each 
profession's own difficulties 

. Problems ' (agencies ) 

.I 
i 
i 
1 

I 
.I 

'Red t ape' 
, guree.ucr acy , 
Absence of formal or informal 

links at r elevant level 
Different lines of account­

ability 
Different sources of funding 
Different de finition s of need 

and forms of care 



( 

c 

.' 

I~ 

'------------ -------_._ ----_ ... _--_ .. _---- . .----_ .. 

(a) 

(b) 

Ie) 

He are interested in the extent 
f~e l they are able to in flu ence 
~lthin their organi sation, beth 
10rmally . 

to w:l ich people 
dec i s i ons 
info r ms) ly and 

Are you a member of ~ny committee or working 
~nr~y.or do you attend regular meetings where 

eC1Slons or recommendations are made 

If so - what sort of issues 
- what representation 

How do you feel policy gets made in your 
organisation, and who makes the decisions 

Do you feel you have an 
Your Views known within 
organisation 

opportunity to Olake 
your department/ 

Do you feel you are able to influence or 
participate in policy making 

In INhat Wci Y 

EXarnples 

~-- me=t:l :. t ......... ' 

~~~ 
a. ~an you,identify any major pressures or 

-Otnstralnts under which you have to work 
a ' the moment 

! 
f 

1
1 
~ 

~ 
H 
~ 
~ 

J 

Setting of priorities , 
Day to day dEcisions 
Policy from above or below 
Consensus or conflict 

between different 
interest groups 

Shortage of material resources 
Shortage of staff 
Competing claims of differ ent 

patient/client groups 
Inefficient organisation 

(in own or collaborating 
one ) 

Bad channels of communication 
""''''"----------.... , __ ...... _..........-n0"l.- -_._--,.._ ...... __ ...... "'. --...... /-l!-.-.-------=--.-~,~~ 

~CARE 
9. """"-
(a) 

The Phras~ ' community care ' is used often in 
l'e 
b cenL policy documents and there seems to 
b: ~ ~ebale among prof~ssional~ ab~ut ~he 

L.nce bebJeen communlty vs. lnslltutlonal 
~~re. Can I just check your definilion of 
ole l erm. Would you inc lude such things as 
h d people's homes , ho stel s and hBlf-way 
t~U SC~ , as against hospitals, ~ilhln that 

I m, or would you say it only re ferred to 
p,eoPle being maint ained wilhin their own lOme 



. '-._-- .. ~.---------.---

SCj:1p D ' r -
,., : - I J. O ess J.Onals woulej say that, within 
" V) " 1 . " . .,) ,lng resources , the move towards 
COil'1l1ur .. t . 1 f' t 01 ' • Il ly care ,las gone as ,ar as l ' CiJn. 
o~he l s say that it could still go much further. 

S~ balance, on which side of the debate do you 
,and 

P1'ob f f e or next steps in provision (1 pro-
more community car8) 

F'AI~IL y - -. -----..=--..... ---.-. ...-.--------.----
~~BILITIES . 
,0 W . e 1 1'e . t a d 1n crested in the balance between family 

d
n state responsibilities for the care of the 
s~pendency groups - especially at this time of 
f ~~ce resources . Some people feel that the 
t~n~ly should take prime responsibility for 
the~r.dependent relatives, whilst others feel 

BL It's the stale's responsibility. 
(a) IrJhat' . . 

. 1S your view 
(b) 

(C) 

(b) 

~a Y?U t hink we have'fallen behind in the 
rO lJ lsion of pwfessional ser vices for farnily 
~~PPOItor do you think existing provision 

more t han adequate 

WOUld you answer similar ly for all dependency 
groups or would the nat ure of a particular 
Condition influence your view 

WhiCh conditions would alter your views 
and why 

~~a~ role, if any. should the voluntary 
gr

C or play in caring for the 'dependency 
oups 

If h Yes - what sort of voluntary effort 
~ auld be e.ncouraged and what form should 
It take 

~~ve ~hey or their organisation had 
orper~ence of working with volunlar y 

ganlsations or volunteers 

s 
---1.':"------ - --------- - - - ------ -~--

I~ 
tl Edlemc;, examples would be to SCI)' 

I
" ~ that a ll ps ychialric hospita l s 
1 should be closccl down or 
1 fosterinq rather than any form 

,~ of res.idf~ntial care for mental.' y 
handicapped 01 elderly 

J t Do they feel families' respon-
3 sibility ' varies depending on the 
, condi tion, say , between, 

menlal handicap and the elderly 
or mental illness and physical 

, handicap 

. NB distinction between voluntar 
, organisations (which may have 
, paid st.aff) and volunteer s who 

may be unco-ordinaled and 
sporadic (and therefore 

. . , difficult to utili se ) 
-~- . 1 ----. ---------------------- j- --- --------- -----------

I 
I~ ~ I., 
~ ,~ 
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~ \,0'.: I" ao "' r'lI 1-""~<·OI1-·1 expeT"'''''1 ~o of I' c(), ... . J / :, I C:l I ) ..J ...... _~.,:) 0.')...1.. ._ J... .. ~ I Iv ·..... ~ 

.. lng i or a d ::~ I~J f;~':d2 nt r.e.lativc. . ~ 

r f' yes .. rE cJbe 
!i -

i 
- effects of doiflg so I

!~ 

.j 

- QrcatcI underst2.11ding of problerns i! 
1nvolvRd in carB arrangements a 

~n>.- ~ PUBl ~""-",",,,,.,t .. ?""',,:t: ..... ~J;t-~-l!!:':""Z"::~.:~l'ot.;C'~~:r...~~1!2!i;~:""..l.~~'~-.t:;;:_ta..;.~'i~~lU'1t':.~U~y..l'!::l!!a.r.::.wt-J:.w·M'!I:IU?_'e"'eJa~~ 

~ . .sS:r~~~s t . . -
~oes.the general public expect too much of the 
ervlces available for the dependency groups 

1 ----------------------.--------
4. ~:~. P~opl.e willing enough to t.ake respon-

1 Illty for their dependent relatives 
...... ~ 

~ - ~~~~~·~~~~~~u=~~~WG~_-~R~~=_ __ ~~~~~~ __ ~~~ 
. ~r . . . - M 

( ~~tEDQ~r:.s 
IS, -~. 

( 

~~ ~ou agree with govetnment policy over the 
h St decade which says these groups should 
. aVe prioritv over other groups in h~alth set' . J "lee planning. 

~f so (on the assumption that there will be 
. 0 new money available) 

- which other groups or sectors of the 
services should lose resources 

~ List dependency groups again: 
frail and confused elderly, 
mentally ill, mentally and 
physically handicapped , 
chronically sick 

ego acute medical sQ(v~es , 
such as transplants 

or only with new money ---16. -----------------------------------~~--------------------------
~~ You .think anyone particular dependency 

oup should have priority over the others 

Pr:obe why do you feel that? 

Do You think anyone group has been 
particularly badly served so far 

- which one, and in what way 
'-ll<' All ~~.~~~!~, nm~~~~aa~~Na~~~~aq~ .. ~'~·~~~ 

~ATIONOF RESOURCES 
1, -~----

. ~~ seems unlikely that there is going to be 
So~~ new money coming into Health and 

leI Ser vices in the near future. 
in t.ho 
th 1S case should existing resources for 
pres~ groups be reallocated in order to 

oVlde better integrated ser v5.ccs 



7 

... -~---~--.. - --.. ------ ----_ .. '--' -' .. "'--"-' "'--'''''---'-' -.. ··,------.. ----Ir--·-·---------------.. --·-· 
For example 

(b) 

Lr::~ lis feII' ed from one sen/ice 
fr ol11 Hea lth to Social 

~-~ Could both Sel.' viees (Health and Social 
~erviC~s) be amalgamated for purposes of 
ornmunlty care provision 

~OUld there be more joint projects set up, 
A uPport Finance) where the I~HS and Local 
suth~r~ty collaborate in the provision of 
peel flC schemes 

Anothpl' f h' f" , b - WBV.. 0 S 1 c1nq resources 1S Y 
Pllt~· ' -
D~ ~ lnggrealer emphasis on prevention. 
Pt you ~hink enough emphasis is placed on 
seeV~ntlve work in both health and social 

t Vlces at the present time 

If not probe 

with 

f'J 

~ 
fA 
I ~ 

ti 

I 
~ 

~ 

eq , If a psychiatric hospit a l 
·j.s go.ing to be run clown, 
shouldn't the money saved be 
transferred to services for 
caring for ex-patients in the 
community 

or could not the NHS pay for 
home tl elps fm its pat ients on 
discharge from hospital 

NB In Northern Ireland, 
health and social services are 
combined - some respondents 
might refer to this 

~,' ~..9. Hoste l s , 
~ Sheltered Housing 

l 
.~ ., 

.s:.9. healt h education 
campaigns 
screening : 
change in life styles, 

,health habits 
social change (reduction in 

unemployment) . 

) 1 ---------------------------------------------4t-------------------------9, F' 
rr.~n811y, d~ y~u think better use could be 

de of eXlstlHg resources 

If So ' 
- In what way 

~ Cutting out waste 
Better organisation 

SPt: ~~c_~.-~_!t5e~_=III!IIlOI __ ~ __ ~~~_-~~IIZ'.,.em.......w""""".t':n.~--:7=J:!I 

~ 20, W 
( W~ih~ve discussed possible directions in 

gene resources could be allocated in a 

(a) 

(0 ) 

(C) 

eIal way 

Which' . 
th 1S the single most important service 
ex8t you would like to see introduced or 
sePa~ded in one or all of these four 
, rV1Ce areas 

NHS cOfnfilur'li t y 

NHS hospit· .. J -a . ::> 

provision 

SlrJ reSidential 
(d) StfJ 

cornmunity bClsed pIovi s ion 

l 

NHS community 

nursing homes 
district nursing 
healt h visiting 
night services 
short term relief 

I NHS hosgl!·al 
day hospital 

p. improvement of wards 

~
I. more staff 

mor e beds 

S~V resident ial 
~ honlcs (OPHs , Childr en'S Hom~s ) 
fl hos t c 1s 
1 hal r \'Jay houses 
'~j : ~. 

i 
',j 

tl ; 
sw_ c9!I'!!l~~il.y._t2~~.ed 
d;IY centI'e~; 
aicJs /ndapLations 
home he lp s 
meals on whccJ.s 
indiviclual family UiseWCH k 



( 

( 

Probe Do you see a real need for more 
clearly slated policies within 
your own organi sation 

____ C~~ c:.".?-,}::.U.~~--c;. - - .!::IJ 1"\...b. 

8 

I 
~I 
I 
il 
:1 

f , 
. 1 
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§.ection One 

'l'lIE EFl;>ECI' OF STRUCTURAL POSrrION ON 

PROFESSIONAL .ATI'ITUDES: "THE CASE OF 

BIDDLE f1fu"JAGENEl\JT AND THE FRQ. ..... 1I' LINE 

,~Stmle of Two Earlier Papers 
" ;,:,/~;.,;:\ 

. ,:' -( 

, .. ' This pa~r b~i~~ on' th~ f~d~gs.outlined i~ fth~' ·two~lj.er ~pers which:."',:;;: 
.' .,',. ;.- ,'!"", : '''', ',' ~~., ... ", ',:",: > ':. ,:'.:':,'~>':;'.:;.. ,: .... ':I\'J;'.< .. ' ..... ,~ " · .. 'f}~:-~< : ';:.; .. ~;>.'>~;'.:;' .. 
':;;:~ririned ~esi:onses :to40 'inte~iews condUcted iilGlasgow, covei'iilg a ,\'licte, , 

":'.",";:::'\'i' :;';'. ,'., ;./" . ';," ,:. J .. ~. j..'.'c :.\·i'/:;~;~·/~i.(:\;.'· , '",'>);~~;,';:" ....:< '.i '. c.;>:;,~·,:- .; ,:/'.:-' 
:,.;,.:~ange (both'ven±cally anc1horizoritally) of health.serv:LCe ancLsocial work', 
~.: . .'>:':"'~;.':.\':', ~ ... ',',; ~'~;"':: ..... :: .' ;,:"./~:_,.:~:.,.',~.,.< .. _ .• ~1;: ,': ': ::'. :':. ',.;.;., \?,-:>\; .... ~:> .. '>'" ,\:<~J~:.~:f .. ;, .: ... /. ,":> . ...::.,> ... :",' ,~.'<:{: .. :) .,~~'. :; 
,". professionals.-;,,·~s~ .'two papers provided a basis}far':the,amlysis'.of:the· 

.. :' . ',' ,'." . :~: ',; :,~<.' , '. j ? >:.~~\:";" , '- -'~. " '; '!_, .: ',"', t , " . '~\ \~. ~I<' , ..... ~;?:, ~:"', :-j"~' 
Ylhole of. Project p~~fessioruil, although leaving many. aspects unconsidered, 

,'"' ' " ,.,', . ~. ,,..." :,'"":',;-', ~;~', ,; ~'. ' . " ::, ),-:r:'.'::~.', '.. '" ... ,.. ,~'!' ': •• /,.~' ,\ ;,j : ,'l .~,i " 

and ye~ others oriiy'tentat.hTelY aH?r~ched;: the method'of anaiysi~ 'adoPted 
. . . ~:: .. ' ,;'.: ' ( , .;.' . " 

proved appropriate" and sane of thefindil1gs seemed to point' in 'directions 
"", .. :. . , . . 

,: , 

Ylhich might prov~' 'fruitful when inore trimScriptsare examined.~I~ 'the';:'i,:;' ,:c·.".'.'· 
" .' -. • I', • 

first.~·section of this paper,' I want to revie.17 sane of those findings in 

order to remind workshoppers of the sorts of tlungs that seaTed to be . 

emerging there so that they can bear then in mind when reading this paper.' 
, ! 

'l'he overall purrose of this paper is to look at a dimension whi'~ Mas,>, 
. '.. ," 

impossible to take into account in the two earlier papers becau;;'; of the 

practical problem of lack of numbers. In those p.."'lpers I was rrostly con- . 

cerned. \vith testing my teclmiques of analysis, and did not expect to be 

able to say anything definitive about any particular set of resrondents. 

r drew tentative conclusions about parti~lar professional groupings 

(e.g. 'consultants', 'social workers', and so on) but nothing rrore. It 

YlqS felt that a useful step forward would be to look at the resronses 

a~nding to a dlinension that cut across e1at of professional grouping -

i.e. that of hierarchical rX)sition (and, as also is the case, the di.'1len­

Sion of 'the nature of the \vork done' - practitioner/aanunistrator). I 

hav th .. 
e erefore lookoo at respondents according to vlhether they are front-

'. 
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line workers (health visitors, basic grade social workers, district nurses, 

ward sisters, GPs) or lower/middle management (divisional nursing officers, 

Sector administrators, social work area officers, occupational therapy 

organiser, hare help organiser, hanes and centres supervisor); in order to 

be able to do this, I had to lc:>qk at another 16 resrondents so that fran a 

total of 56 transcripts analysed I was able to contrast 25 front-line 

Workers with 17 10wel:'/rnidd1e managers. 

But to return to the. earlier papers, I shall briefly describe the 
, ".',' ;,,~. '. !.. -,I, \. " ' 

. . . f I"'" t • .' ~. ~ f " : ' :. ,. • • 

. . . S?rts of results' I was able to obtain fran the method 'of analysis which I 

'had ~~~p~ed~ ::"{f~~~~ 'selection of r~~ronse':h~dingSl·'f:rCm the~~i~ 
, ,:' "~j"',>,.,, • " '.;",", '", !·~.j,,~:,t'\' .. ·.,:·:, \'''; ',.;'. J. ,:-\ .. ,. ,', .. '~ ~:;",'.,.' ;,:"',,:' ~ ,',:.;",::1 . 

. outhnes and concentrated on building up sets of resp::>nses' under these 
.' ! \ ":"',:J, ",I."'" t . ",' . ';-." , "" . . 

headings in order: to! see what sorts of.' patterns emerged. ' The res{X)nse 

headings were as f~li~': 

1. 

2. 
3. 

~: 
6. 

7. 
8. 
9~, 

10. 

11. 
12. 

Experiences of inter-professional differences ""I'" 

Constraints experienced in putting daily work into practice 

Respondent's def ini tion of the tenn 'ccnmmi ty care' 

Respondent's viB'l of the balance between family and state in the 

provision of care for dependent relatives 

Does the public expect too much of the professional services? 

Does the public generally take enough responsibility for the care 

of dependent relatives? 

Does the respondent agree "''lith government priori ties (for the DGs)? 

~-hich other sector should therefore lose resources? 

Nhich group should have greatest priority? 

HO\'1 could resources be reallocated in order to improve service 

provision and achieve the priorities? 

Is \enough emphasis put on prevention? 

Can econanies be made, in tenns of elimination or \'laste of rrore 

efficient organisation? 

' .. 
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Results 

1. Inter-Professional Differences 

1'he second of the b.'l0 papers dealt solely with this large topic; instances 

of inter~professional!:d.i:ffererices seemed to fall into 4 categories, which 
.t' 

I loosely referred to as hierarchy/organisation, overlap in job remit, 

@ofessional orientation and, practid:e('~g 'denigration'. These were not 

altogether satisfactO~ - th~ first/for example~ sIDuld, ''lith large 
:,', ,", . ." ';,' .. ,' - ", , ", ", 

numbers of r~sPondent~':be.ing considered, be split: into two separate cat~ 
.' '" ':~: .:<, .. :~ >- ~':' (, .~ ,i:J:._:,,,',, ,,:~:i,::,~~,~;: .«:~< :', : ~.~:., "'~:I }J::\ .. ,~\ '. " -: "' . .',; ': .. <' 1:~" . , :>,,', ' 

gor~es, likewiseorientationarrl'practice.'Den.i.gration', is a' cate9orY\':,,:'," 
".:: .. "' .. '. ,; ";'':;'''',': ",:~";,/:"'!"~:' .. '/.\":I,~,"'~,::.:.; .. ,""'.~'~':.; .. ~.\':.".<·r:.: .. (:./ .. ' ... ',.':·:'~ . ,'''-:', .,::i;:'i~'··"j":," "><;,.'-:."">~. ," ",.<~;;.,,' .. ,', . 

that needs scine':r~thinking'l,andrefinement', too,':to pinpoint ,nore pre- , ,,',; 

cisely the nature ~i '~e at~itudes befug'~e:sed):;H~ver; a~'a' rough 
'. ". .' .. ' . . . " .•. , I'; :" '. .. .' ;' ~,' . . .' 

Working categorisation the foUr headings indicated the way ahead. I was 

able to look at where nnst of the problems were felt to lie by nnst groups 

and Which groupswere'targetted most strongly as being difficult to collab­

orate with. District Nurses and Social Vbrkers (of several levels), for 

example, canplained most, and social workers tended to be the rrost c0m­

plained about. There did seem to be sane indication that the position of 

a respondent in the hierarchy of her/his organisation might affect the 

degree to which inter-professionaloOllaboration was perceived of as 

Problematic and the particular categorisation of the type of complaint 

Inade (front line - veharent, professional orientation am practice; man­

agerrent - benign, bureaucratic and organisational). 'I'his was, thus, one 

of the reasons for t:he present paper. 

2. £,onstraints 

Responses to the question about constraints fell into 9 different types: 
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l. \'brkload 
2. Staffing levels 
3. Industrial action 
4. Scarcity of resources 
5. Effects of the cuts 
6. Professional matters 
7. Nature of the work 
8. other agencies/professions 
9. Structural 

. (Itshouldbeoo1:ed ~t'thequestio~was always br~ched in the'bro~d re'rms 

.' "6f'c~~J~Z;~, >'~~~{fi~ by ;~y;:~i'the categOr~s~tions outlin~ ~e.)' 
.. ,,:. ,. ',(,', ' . " .. '" ,"; :" ,\' '''" . ,', ,,<', , ',' , ":' '" Again,' the sorts of eonstraihts which were 'perceived varied as much accord-

~" .• ' \ , • . " •• , • • .. <. -, '. ' • • . . • '., , 

ing to struct~al po~i tion as according to professi~ - for exarrple, 

managerS seeing staff LOg levels as a major constraint being equivalent to 

front-line workers' proble.ns of workload. 

.: ;': '( 

, , 

'.. ;,' • ,~' ~".' r' ,'" 

3. Def ini tions of Carrmuni ty Care 

Three categories of definitions emerged: 

1. All outside hospital 

2. Everything except hospitals and residential institutions (OPUs, 

children's ha.rnes) - including hostels, half-t,'Iay houses, group tenancies 
3. o..m hone 

There was sane tendency for social work personnel to opt for narrCMer 

def' , , 
~n~t~ons than NBS personnel, and that it \vas also related to heM the 

respondent's CMn job was defined. 
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4. Balance beb.-Jeen Family and State 

Responses were spread across a four point range: primarily state; 

partnership beb.veen state and family; primarily family with state support; 

primarily.family. Social work ~sonnel tended to opt for greater state 

support thcin NBS personnel who were more evenly spread. 

5. Public Expectations 

',",' " . . ,,";' ':. .: .... : .... ' .. ,.:. ' , .' ... ~: . ':. ' >,. ,.:. • -, 

" Ther~ \oJer~ thi~l poss'ible responses : ~ ~ too ~u~h; ',not ~'muCh (or':. " 
"",' t,:.,,' .',',':;-,',\,';".< .:1 :"';':""",'" .... :-.. ,,', ,"··~:~'''~/.;'('.'.r.:''· .: ,: ./.,1:(::,' ,::.' '.~ .), ~.;.::",<\:~> 

toO little); ~~'tgeneralise (or' SO/SOl' •. Nore Ni1S'Personn~l felt'that'., 
, , . }.; " 

the'rwl~c ~~ too ffiu~' than did social work sWf. 
. 'i . , 

6. Public Responsibility 

There was a similar three point range of response: enough responsibility; 

not enough;,can't say (or 50/50). ,There was a generally positive view of 

the public's willingness to care, with especially strong social work 

sUPPOrt for this view. 

7. Government Priori ties 

A large majority (31 out of 40) were in favour of the priorities, though 

sCtl'e \Vere rrore wholehearted' than others. Those disagreeing often had 

resPOnsibility for non-IX; groups which may have influenred their views. 



-6-

8. Sectors To Lose 

tVhile a majority favoured priority for the D3s there was great reluctance 

to point to sectors which should 10&::; there seemed to be a tendency for. 

managers to be more reluctant in!, specifying which sectors should lose 

than for froot-line workers. The acute sector, high-tech/research and 

administration were all cited as possible areas to lose, but, only by a 

rninori ty of respondents .. 

" 

9 •.. ' Which Group 
I'. ' 

, . . ' 
,~, " 

l-bst respondents favoured,\he elderly;i but a si~~abl~:numbe; felt that.:. 
'~ , J; . '; .• ' . I. ',;'._' .'; 

priority sho~ld be spread evenly over the whole group' while another,':' 

equally sizeable number, felt unable to comment because they did not have 

enough facts. .' , , "'< .q.,", ." '. 
f "<; 

10. Reallocation of Resources 

t-Jearly half of respondents felt improvements could be made by reallocat­

ing resources - methods ranged fram amalgamation of services to collabor­

ation through a variety of rreans (direct transfer, support finance). 

~iS personnel tended to favour amalgamation under Ntis control, while SW 

staff favoured collaboration. A great deal of scepticism about the 

success of such cchemes was expressed - in tenns of professional or 

structural reasons. 
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11. Prevention 

Positive responses on prevention fell into e1ree categories - broadly 

described as health education, tedmical and interventionist. A majority 

favoured more emphasis on prevention but a large number were sceptical 

about its worth. Sane felt strongly in favour of one form of prevention. 

and yet hostile to other forms. 

12. Waste, Econanies' 
• I" 

<" .,' 

,.' ';.' . \. 
" )" ",," ,', '; ",. ,- ','", -' ',' 

• \:.' ,,I 'I· \' " n ' • :::>., " 1 

A majority' felt better 'u~e could be made of existing resources, by ~tti.rlg· 
,'. " 

out waste and improving efficiency. Improvements suggested fell into 

three categories - better use of equipnent,' prUning administration and '. 

rationalisation of service organisation. 

~ction II 

.' ... ~, '1' " , 
,<", ,\., 

I am primarily concerned with the effects of structUral position on attitudes 

in 'bhis paper. However, it is important to realise that along with differ­

ence in structural position (botton of the hierarchy/same way up the 

hierarchy) goes the difference in the nature of the \li'Ork done (practitioner/ 

administrator) and that these two factors must be intertwinErl in the effects 

they have on attitudes. It may be possible to unravel the differential 

effects of structure and ''''lOrk done' when differences between lower managers 

and senior managers are examined - thus, there would be no such qualitative 

difference in the nature of \vork done, rather degrees of responsibility, 

oVervie ... , J?OI. ... er to make far-reaching decisions, and so on. 

However, for the purposes of this paper, it is going to be impos­

Sible to make any clear distinction between structure and '\vork done', 
or 

altrough there may be sane pointers. 'l'Ile questions \"hidl I shall prinarily:: 
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address are these: 

(a) How far is professional adherence stronger than the practitioner/mmager 

cleavage. 'l'he resp:mses which perhaps will reveal this most precisely are 
. SLc;.\-or> k> \c.se...> 

those related to resource reallocation'Adefinitions OD community care, con-

straints on daily work (because they. relate to degrees of experience of the 

practical problans, the degree to whiCh respondents are required to make 

decisions _. or remain neutral as the case may be - and knowledge of organis-
, ',. '. 

. ,ationai issues wi thin res~i v~ agencies). . 
• • ,!~ • , " ' • . • , .'. • .;' ",'. i : ''''.' ,:~. ': I ":' '. '~;,. " .,: '. c. '...... . 

. ' ,,/ (~~. HoW far do managers asa~'whOle; or'front-liners:as.a wmle, exmbit·· .. 
:,' C ~I ... : ':~' " ,,' .. : .::' " \~ ". ;'.:, " ~./~,.:. L , \ "<':" ·, .. J,~,·r·:; ~ \» c.' ,'; \f ~/:-::': ~~, < ~":i', :/.',', :,--:":'." . " ~':\'~., \<:, ~\ ~(" :.:: ~';.: <,. ~ ,,: ,'" :', /):'. ,I. \::.' :. (,' .• , • "_:'. .." • 

.".~n p:>litico-moral.views,: or .. how far are :th~se fragmented according to., ,.'" .' 
"'."'~:"'~ ',,1 .. ,.:":" /:', J.t ·,'t,:;,·,\";,,~,,,::~',.:I:'/':'''~!\''~'' '.",;' ','~,;, ',', I~'\' '.' >"':':;,)',1:';, If. '1.' ; J' 

, pr~fessioIl.~· (The rei eVant' cluestions here 'will he the family/state qUestion', 
. (. ".~.:,;~~.';~:;'!:' 1 ," -:"" ,,' • :"", I' .. r ,I, 

" and. those inquiring about publ!c expectations am public responsibility) ... 
• 

Ic) Is there a different': ~Ception ~f inter-professional/inter-agency 

problems as between nanagers . and practitioners. For exarrple, do managers 
, , , . 

see them as structural/agency .'detennined,and do practitioners see them as 

profession- or personality-based}. Do managers see fewer problems, am have 

a rosier vie" of the scene on the ground than practitioners. Since it is 

Part of their job to run the service srroothly am therefore they need. to see 

ti1emselves as being successful at doing so. (Obviously the responses on 

inter-professional collaboration are the relevant ones for scrutiny here.) 

In this paper I shall look at response headings in relation to the 

three questions outlined above and then look at any rS1'laining resp:>nse head­

ings which mayor may not be relevant to the three questions. 

Before looking at the results I will characterise the sanple under 

sCrutiny. I have examined transcripts of intervie\"s with 25 front-line 

staff (FL). They are canposed of: 5 Health Visitors,S District Nurses, 

5 I?esic Gra?e Social ~'Jorkers, 4 Ward Sisters am 6 GPs. 

I have included GPs because they are undoubtedly at the 'front-end' of 

Patient care; hO\\lever, their structural position is atypical - indep:mdent . 
COntractors within the NHS, gatekeepers for lTh;1.ny other services aril so on. 
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They may present quite different resp:mses fran other FL workers and 

managers. 

I have analysed transcripts of interviews with 17 lo~r/rniddle managers(M t'~ 

They are composed of: 4 Divisional Nursing Officers, 4 Sector Administrators, 

6 Area Officers am Principal Ofticers (Social ~Vork) am 3 Social" v..ork 

Administrators (Homes am Centres Supervisor, Head Occupational Therapist, 

Home Help Organiser). 

1. • Profe~si~na1 Adher~ce/Hie~archiCa1 C1eav~g~.': ,::,> 
:"." , 

,-' • ! 

,./ .; 

•• >,' 
" '. . ~ , 

. : £9nstraints' 

(see Tab1~' 2 for ~ari~~ of results) ,,' ""; 

E'L wor~~ are feu:- Irorec~cer11ed abo~two~k1oad arrlStaffing levels 

(18.5 + 33 = total: 51.5) than are NM personnel (15.3): Irost significantly, . , , 

While' al'15 District Nurses;' three of 5 Health Visitors and ~ out of 4;', 

Ward Ssiters cite these as constraints, none of the NHS ~lM personnel 

(Divisional Nursing Officers and Sector Administrators) mentions them as 

Perceived constraints. For all 4 Sector Administrators it is scarcity of 

resources (i.e. finance) which is mentioned (together with a structural 

factor - no decision-making [X)\ver), am for Divisional Nursing Officers it 

is rtnre mixed - scarcity of resources, industrial action, lack of Dm 

understanding and lack of management po~ (similar to the structural prob­

len mentioned before), tCXjether with problems in the quality of staff. 

SOCial \'Iiork managers (9) mention staffing levels four times, while scarcity 

of resources also figures praninent1y. Basic grade social \vorkers are con­

Cerned about \'lorkload am staffing levels on three occasions but also about 

Scar . 
c~ty of resources and cutbad(s (2), powerlessness (1) and bureaucracy (1). 

GPs Sanetirnes feel ovenvorked (2 out of 5), othenvise it is predaninantly 

Shortage of facilities for the elderly \vhich concerns them. One GP (who 

Will Continue to be mentioned ·individUallY) feels he has no problems at all. 

• 

/' 
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How far, then, does this point to any cleavage between management 

and front-line, or hm·, far do professions stand to::rether in their perceptions 

of daily problems? Clearly, there is an overall difference in the degree to 

which FLs see pressure of work (expressed as workload, staffing levels) as 

a major problem: tthere is no particular evidence, as suggested elsewhere, 
~, 

. that managers may see the problem as 'staffing levels I while FL workers see 

it as ~workload') and the degree to which managers recognise it (FL: 51.5; 

MM:, '15).' Within these clusters, FL :nurses (district nurses, health. visitors, 
\ '\' • ,,; ,,";', I 

,~d sisters)crre very str~gly concerned, while th~ir managersbarely 
; .1 r., ,", .' '," .>1': ", .' I"j'" '.\' ,'! '~:'. \ .:' '.' _, ':' '" , 

,·~~tion' it.' "T~es~' managers '~r~ 'mu~h'IrDre concerned"\vith scarcity' of 
; ~ " • 'I' <,'.:.' ,," .. ' ".:, ~'" ,'~:l(I:~,,~ .... ' ,:" , , ' , " 

. :"resour~s,'the eff~Cts of the cutS:ari~fi'ooustrial action. " dfc~u~e,'p~s-

.~ , , ':'~I: ,.I.. : . ~ , 

Sure onfront":"line" staff may well bea direct result of this scarcity arrl ' 
. '. '. .' " 

these effects, bUt.' percepti~n~' of the same probleffia:re clearly different 

beb.'leen the front-line and sane way up the hierarchy. There is no such 

clear-cut distinction' betwene social' work categories - in fact,' sw managers .': . '.: 

are as concerned about staffing levels as FL workers. This may be due to 

the nature of SW management. In fieldwork management, the resource to be 

managed' is largely' staff (in contrast to NBS managers - sector admini~-

trators and' even divisional nursing officers - equipnent, wards, patients 

and staff), so perhaps it is not surprising they should express concern 
I . 

about staffing levels. The lack of clear-cut distinction within social work 

is \'lOrth noting in order to see whether it is a distinction \l7hich persists 

throughout, or whether structural factors supersede in other contexts. 

~nitions of Cammunity Care 

(see Table 3) 

There are sore narked differences in definitions of ccmnunity care 

between PI, and MM workers. Far rrore FT .. workers are prepared to see any form 
• 
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of care outside hospitals as community care (52: 35): on the other hand, more 

MM workers are prepared to restrict the definition to 'own home' (29: 16). 

Rouqh1y the same numrer (32: 35) t..ake the miOdle course and opt for care 

outside hospital and residential institutions. 

When choices according to professional groupinq are exami.ned, there ,. 

is less consistency as between FL and MM than at: first appears. The high 
. . 

level of responSes for A (outside hospital) arrongst FL workers is due 

to the numbers of GPs (5 out of 6) Ward Sisters (4 unaminously) and 

District Nurses (3 out of 5) opting for it. BG social workers opt 

. unanimously for B and Health Visitors spread through the 3 categories. 

Arrongst MM workers, the spr~d is much rrore even throughout all prof­

eSsions: 

(Div. Nos = A:2, B:l, C:l Sect. Admins. = A:3, B:l Area 0 and P.O. 

Social Work = B:3, C:3 SW Admin. = A:l, B:l, C:l) 

liOWever there does seem to be sorre indication that preference for A 

is stronger in all NBlS professions ~xcept for health visitors 

fN}{s (all professions) total responses = A:18, B:5, C:5 

SW (all levels) total resp:mses = A:l, B:9, C:4) 

. than amongst social workers of all levels. This may well be due to the 

fact that there is a tendency fostered ~ithin the health serVice sector 

to See anything outside hospital as the community, without any effect 

being made to understand the finer distinctions drawn between different 

tyPes of care. 

As in the case of the constraints responses, it appears that 

the strength of aqency (in this instance the health service) attitudes 

OUbveiqhs the hierarchical distinction (FL~). The consistency of 

SOcial workers to favour B may well reflect the prevailinq ethos in 

SOcial work, the profession, of the all-embracing nature of community 

~ large scale institutions (whether health or social service-run~ 
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although always built on a replication of the family model. Perhaps 

this indicates that social workers are more directly motivated by the 

ideological positions taken up by their profession as seen in their 

training curricula a content, and the public statements of their prof-

ession. (Again this is something to bear in mind during the course of 

analysis) • 

~source Reallocationl 

There are two possible outcomes in the canr:arison between FL AHa 

t.t1 WOrkers. The first· might be that FL workers were found to be extrerrely 

sceptical about the possibility of amalgamation or collaboration in the 

light of experienced difficulties in tJhe inter-professional, inter-

agency context of the front-line. The second mIght be that M-1 workers 

\>JQuld be far more sceptical or reluctant to carmit thanse1ves to a 

PDsi ti ve response ~uge cf. their direct experience of having to make 

deCiSions about resource allocation under present (difficult) conditions. 

On examination of the results (Table 10), ita~rs that FT ... 

\>JQrkers are the most sceptical: Health visitors are unanimously so; 
SoeUJ~~ 

GPs - 5 out of 6: Basic Grade - 2, sceptical , 2 find it too difficult to 
1\ 

COnnent on, and only one is in favou~. Three out of 5 district nurses 

are in favour of amalgamation and/or collaboration, likewise 3 out of 

4 \ola.rd sisters. Even where respondents are in favour, several (NHS 

reSpondents) suggest that scxi:d:al workt.=:'should come under health service 

COntrol, or that it is 'genera lly a good idea' without looking at the 

iSSues practically. 

MM workers while less Sceptical (47: 56) are not wholly in 

favour of greater collaboration or amalgamation: those in favour again 

mention greater NHS control or a rrodel similar to the Northern Ireland 
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structure - which would imply a sirrUlar centralised contxol in much thp. 

sarre way as the NHS. Opinions in favour or against are spread evenly 
',r 

through professional gronps:-.~ interestingly the sector administratdxf!5 for 

a community health division is one of those in favour of collaboration, and 

must be one of those with rrost direci:texperience of contact with·: the 

other side' (the LoCal Authority). 

In this set of responses, it seerrs that there is a degree of 

scepticism generalised amongst all respondents but that FL workers tend 

to be rrore sceptical than M-1 workers. This would suggest that it is 

the .experience·of work at the front-line ~ch conditions their ~esprnses, 
, .-

and" that in this case the hierarchic~l cleavage is rrore significant than" 

professional adherence. This conclusion will be important to bear in mind 

in considering a comparison between experiences of inter-professional, 

inter-agency collaboration. 

~ctors to Lose 

Isee Table 8) 

, . __ ., .. _ .. _ ..... __ ~_O>~_ .. , 

Both MM and FL workers are loath to see any sector losing resources (17:6:29») 

although F;L staff are prepared to speci:ify,particular sectors to lose rrore 

readily than their t-1M counterp3rts. Of those sectors which should lose they 

Suggest high-tech developnents in three instana:-s, and the acute sector gen­

eraUy in one case. 'rhree other resJX)ndents suggest a reorganis...tion or re­

deployment of current services would be appropriate. 

Amongst l-lM workers, of the three respondents who suggest sectors which 

Could lose, t\oJO specify the acute sector (in health) and one suggests a re-
i"" fcL>l cru..t' bg... 

defining of social work priorities A the r::Gs at the cost of problan families 

and. children. 

~Vhi1e both groups (r.1H and FL) feel strongly that f\ 0 sector should 

lOse resources, and more FL workers are pre~red to specify those sectors 

which should lose, if necessary, what. is perhaps rrost significant is ·the 



-14-

nurnber of Mf.l workers who are reluctant to make any choice at all - 35 (lv~'l): 

12.5 (FL). 'l'his fits the pattern that fi]H \>,'Orkers are less prepared to make 

choices, because of their awareness of the difficulty of decision-making 

through their 0I.VI1 proximity to those processes. 

£Qnclusion 

How, do these findings, then, provide any answer to the general question of 

structural cleavage as ~~posed' to professio~l!' adherence'? It s~ .that .. ' ,,' 
. ..' ! . ~. ,.'. 

in the case of tWo ~et~:~f~esr:OiSes (const~~ints~irl'~ty 'care) ';"'.~ ~ 
.:'i ," "'::,'. ·.~ ... ,"':~.:(;:;'~;'i'.:i"'· ./:0:::.: .... ,;.'>;Y' ',r',' ,;,.../" "" :',<'.,;', ',.,,~:' .;i:',",.:·.' '", i 

, professional>adhcrence"doesseem'to underlie social Wdrk attitudesalthoughi, .l 

" "-;: " "' ' .. ~' :'I~ ')!, ;:> '. ~ ~ ::", '~': .~ ;';' ;' ~ :: ~:::.~ :-2' \\,', \ ·i"( ,.'~,' ,,~\I:,. :', >,.', ',"',~ '" I';~', . \ ~'::' :"::" ',:~, '~.; ~'/ :':', ,\~:::;.>; I:;,,:" .;:. t ' ':' ,: ;,.~./ ' '''~: .. ~ '/:" '.'.i .. '~': ,'.j :,: »::.; "':.~,:: .. ",::(''','1, ',<,' ,; 

, .• , it·, Certainl~i 'd~"~oe hav~;'any'~: imPact' :'on'''pfofessionai:,9roup!ngs "withln ' t:h~: 
. ' ·~';""".'>l·;>'\'~(.'~'-.-.. " ':':':,.,.I".,.~~'::.". ":".:"::".,;,1, ,ll!/l ,~'~~.'<:,:'~~t.':;.':",··,;,_.I"., .. /, .. ,', ,;/,.,:"'-<"·".I,."" ,:,.", ":::::'" I ~."., ' .. ' 

NBs •. This, 'then,',:has the:~ffecti of ~re~ilig'aI1: agency-ba:sed di~ision a~ 
-, " I, 1. " .. ~ '" .. ;.", .' ....• , . . .'. ':' : ':' I,:': .':,.,.1 '; ";: .',' . 

between', the' NHS' as' a whole and· sOciai work~>(the' Local . Allthori ty) • ' 

HONever, .it should be'noted that when the figures are looked at 
. "'. , , . " " ~, . '. Cot"\d' t4(Jct~ It> (.~:' . 

9enerall'y in each'case (constraints, cormlUnity care/~ resource allocatic5'Ii1'-. ,. -.~;;. ' 

there doe;.; o:>eem to be a significant difference between FL and ?vIM views. 

In the resource reallocation case, there is certainly no agency-based 

division, and what difference there is, is certainly based on hierarchical 

distinction; the same is true for sectors to lose. 



2. Politico-moral Views 

!amil y /State 

(See Table 4) 
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Bo~~ sets of workers opt for response C in a majority of 

instances (Primarily Family + professional support). H~Yever, faremore 

~ Workers select this option than FT~ workers (76: 36). Bfit far more 

F'L ~rkers opt for response D (Primarily Family) than do M1 workers 

(28:66). When both sets of responses are added together (Family and 

Family + support) the difference is not quite so 'gneae (64(FL): 82 (MM1. 
'lhe same numbers in each grouping opt for resp:>rlse A (Primarily State) 

\>/hile more FL workers choose B (Partnership between family and state). 

GPs and Ward Sisters consistently choose C and D (the family 

OPtions): no social worker chooses D (A:l, B:2, C:2) while health 

visitors and district nurses are spread more evenly (HVs = A:l, B:I, 

C:2, D:2 DNs = B:3, C:I, D:l). 

AmongSt Mv1 workers, there is clearly very marked consistency for 

OPtion C (Family and Professional support. This is spread evenly 

atYongst all professional groups (4 out of 6 SW, 3 out of 4 Sector 

Admin., all Div. 00s and 2 out of 3 SW admins.). Q1ly 3 M1 workers opt 

for A (State) or B (Partnership'~ and these are all fran social work. 

Clearly the pattern of choice far option C is significant: is it 

the softest option, which has fewer '~itical' .implications - A' and 

13 (and D) can be seen to have greater overt ideological content - so that 

MM ~rkers with little direct contact with the public can select that 

OPtion without facing the problems faced at ground level? Are the 3 

respondents fran SW who opt for B (2) and A (I) expressing sane of the 

ideological motivatino suggested under the previous section and is this 

motivation also present in the choices of Basic Grade Social WOrkers 

(2 13stand 1 A). HO\Yever, ideoiogical motivation is nbtrmecessarily 

'I 
" 
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straightforward in the social work context - for example it is possible 

to identify at least two parallel strands of ideological thought in 

social work: one, the view that the state has a resrx:msibility to 

protect its weaker members and that social workers are the agents of 

that benign state and two, that ~ocial work should be merely a 'facili­

tator' to enable people to take power into their own hanrlssand learn to 

do things for themselves. If is possible to identify the pro-state and 

pro-partnership responses with the first position am the pro-family 

responses with the second. 
' . . , . 

: .• : :,' It may also be that front-line workers generally have a more jauneli:'" " . ..,. ,-
, . 

diced view of the public and the pbblic's duties, simply because of direct 

experience, and that this causes them to have' a more varied view of the 

. balance between fmnilyand state. 

It does seem fair to conclude that in this case there is a clear 

" distinction for whatever reasons between FL andnr.M respondents, although 

""\ 
there may be some tendency for" social work respondents to exhibit some 

Similar attitudes. 

~lic Expectations 

(see Table 5) 

q Perhaps the most significant result here is the fact that a 

najority of FL workers feels that the public expects too mtlch of the 

PfOfessional ~6~~s, in contrast to Mv1 workers (50: 29). Almost 

exactly the SllIIre num1::ers in each group feel that the public either 

~s tool!bittle, or at least not too much (41.5: 41): but far more 

MM WOrkers than FL feel that they are not in a position to generalise. 

Amongst the FL workers, it is mostly NBS worl<:ers who feel the 

P.lblic expects too much, while basic grade social workers are much 

"'! 

'\ 
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rrore pro-public (B:3, A:I) althouqh one SW respondent does feel people 

expect too much. It rmy be that district nurses and health visitors 

express this view of the public as a consequence of the$rggeneral feelings 

of over-work (as seen in the constrcHlbtS0question~. GPs are afurost 

unanimous in their jaundiced vi~ of the public (5 out of 6 think' they 

expect too much) and perhaps this goes a long with their view that it is 

primarily the farrdly's duty to take responsibility. 

M1 workers take a much more guarded view, especially in terms of 

the numbers (29) who feel unalble to comnent through lack of knowledge, 

or the general feeling that'~St1IT\e do, sane don't expect too much' of 

the ·services. Interestingly, social work fieldwork managers express a 

degree of seepticism about the public (3 out of 6) while no nursing 

ITanagers express these views. Sector administrators are the only other 

ITanagers are the only other managers who express this scepticism (2 

out of 4). Reluctance to express views is spread evenly throughout. 

It It seems therefore that there is a clear distinction between 

FL and MM, and that neither the agency cleavage described elsewhere 

nor professional adherence is evident here. 

~lic Responsibility 

(see Table 6) 

Differences between FL and M-1 are perhaps even more marked in 

resPOnse to this question than earlier ones. At the sarre time, there is 

an increased reluctance to express any view at all - generally through 

lack of knowledge, or the view that 'some are resJX)nsible but some are 

not' • 

Arrongst MM workers', no SW managers feel that the pbblic does not 

take responsibility, it is only amongst Div. NOs and Sector Administrators 

f. 
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that this view i5 mildly expressed. The reluctance to express an opinion 

is spreadl~enly throughout all professional groups. 

The anti-public response amongst FL workes is boosted particularly 

by the hard line attitudes of GPs (4 out of 6): otherwise these views are 

spread evenly, though not in great nubmers throughout all groups.' It 
!' 

may be that GPs have to be extra~ed and looked at quite separately 

because there seems to be a tendency for their views to disturb the 

balance of other FL views. ~ver, in this ca~,iit may well be that the 

general jaundiced view of FL workers about the reality of the social and 

heal th Problems' which they meet on the grOlmd is reflected in their 

resPOnses. 

For the purposes of this paper, though, it may be valid to 

Suggest that the ~leavage is struetural in this case, and that profession 

and agency are not relevant. 

£2nclusion 

These response sets purport to answer the question about FL!t-M 

PI!lli tico-moraI attitudes. It seems apparent that in, this case there is 

same justification in suggesting a cleavage between groups on hier­

arChical grounds,aalthough it is not easy toeexplain why this should be 

so. Why 'should front-line workers whose remit is specifically to help 

people at the front-line express harder1hearted attitUdes towards their 

Patients/clients than their managers do. It may be that the conditions 

of that work (as e~ressed through the constraints question) create a 

~eneral1y jaundiced, sceptical attitude, or a more realistic attitude: 

it may be that managers do not take the question as seriously as front­

line \VQrker$,aand answer it with less realism1. It is difficult to dis­

cern any clear pattern produced by profession/ideological motivations, 

although this does seem to be ay:parent in the first section, relating 

to que t' d' .. 11 ' s ~ons regar ~nq resource a ocat~on etc. This may be because 

\1 
H 
'1 

" 

i 

I , 

:1 
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of the 5.1lallness of numl::ers involved and should not be regarded as 

Conclusive. 

3. Perceptions of Inter-Professional, Inter-Agency 
Problems According to Structural Position 

(see Table 1) 

, ' , , 
It'is difficult to do justice to the responses under. this heading wit:hout 

, .' '.,' . , . I. " .'.: . " . :~l::' " . : ,i - .~, : .;, ,:~ I' ' :, 
'. going into greater detail and 'referring back to transcripts for greater ; 

'".'",... /' ::;' , "'. . ':~',';:. ','" ·1· .. ·:' I .. ;~: •. " .,., .... ",:';~~ . "\:'~: I'.' ~ \,,".~, ~I'·/,-, 

,~ensity of 'evidence. :As'I do not have time available for,this here', "I, ''''':,' "";; 
;':::""i ,',:", ': ': ,';"';;'~" ," :":;i;"'~"'" ,,'~'> :',', ,':,,:,',"': :.;' ,', ),:,\':>:,': :,': 
"shal!: simply 'attempt a very' cursoryovervieN; to indicate ,in a smallway'~;" , ':\'.: 
• ",:;': '~,. :'. :':',:',.. • > ".:" •• -;. " • '":'. <'~::"~ ',",,' .. ~.'.' :r. . ". ,.:', , . ,i,:'~:." ~.t: ", 

the line that such a detail'Ed considerationrnighc take. ;;;;'y' .' , \" 
',' ' 'I .•... 

.~' . :; In ~ddition,to the four~foldclassification of respo~s.Fs which I 

adopi:.ed in an earlier paper (rather unsatisfactorily), other ~tegories 

also seem to present themselves - in a rather crude, unsystematic fashion;:,., .. ,,,,, 
.' • '~ .. ,.' ... ,. . ~", ','" •• -~' l~. ',.",,; .• ;.: _,. ,",' .. -,.'. ;" ,,' '~J':\ .. I ":~'~ .• , "" J,,".' " .... ,-'i' "".' ,~" ..... ~ 

the~e are views which could be called benign or rosy, others which are 

baSed on hearsay"," others which seem to be conscious ur unconscious maskings 

of the real situation. I have not yet attempted to resolve the problems 

of constructing a water-tight classificatory strUcture. 

All I shall try to do here is to give an initial outline of 

responses according to hierarchical position: 

r.1!>1 w"Orkers have, on the wrole, a benevolent view of inter-profes­

Sional relations; instances are cited of tensions but they are often 

related to very specific issues - a frequent exarrple is the problem of the 

elderly and the differences of opinion generated between social work, 

hOSPital ·consultants and GPs about the location of responsibility for 

Particular old people and admissions either to hospital or OPH. Many Mf'1 

PerSonnel say they do not have a great deal of personal contact with other 

PrOfessionals or agencies; interestingly, the Div. N.O. for a cannunity 

health division is one of the Eew respondents who meets many different 
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professions and is positive about inter-professional relationships -

she goes out to solve problems, and finds then solvable •• She also says 

that she meets regularly with the Community Medicine Specialist and the 

Secter Administrator and that this produces gocd results - others at that 

level within hospital sectors complain because they have no mechanism for , 

jOint consultations, and feel this is a tremendous handicap. (Theytalso 

cite 000 resistance to the idea of local management groups). 

Of those MM ~kers who do conplain about other professions, most 

COrr'piMn aBout consultants (babh in general and in particular - one 

pSYCho-geriatrician, especially). ~ Div. NOs complain about problems 

Within nursing - one in a general division discusses conf1ict~ between 

nurses in different specialties (medicine, surgery, neurosurgery) am 

another cites the prejudice of nurse teachers towards the chronic sector. 

The complaints levelled at consultants are varied - within the 

health service it is problems about the treatment of patients and hheir 

attitudes to ward staff and nursing administration and general (sector) 

adrninistratIion. From social work it is mostly problems about interpret~ 

ation of responsibility for the elderly and admissions to care. 

Cbmplaints levelled at other professions are mostly vague instances 

of boundaries or overlap between health visitors and social workers, ars 

and district nurses'and hospital social work and community social work./ 

Amongst those instances cited of good relationships, three' 

Suggest that while relationships are good (and have been good since they 

came into post) this is a new development, and in the past there have 

been major differences. Of course, there is no way of knCMlbng how far 

this is correct or how far these are managers believing in the efficacy 

of th . . 1 . 
e~r own part~cu ar regunes. 

Again, arrongst these positive instances, there is a . feeling that s~v 

seVeral respondents bask in a rather rosy haze of benevolent attitudes 

t~rds everything 'out there': They are concerned with getting on and 
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doing their job without relating very much to outside concerns, although 

some recognise that others lower down the sea Ie may meet problems. 

Turning to FL workers, we find that Tnt~rofessional problems 

are perceived of as nore acute. Basic grade social workers are by far 

the most articulate and expansive about inter-professional problems. 
,. 

They tend to discuss problems in terms of professional orientation -

ego Health visitors, GPs, consultants do not understand the social work 

role, or·that they have different aims and so on. Health visitors and 

district nurses, on the other hand, when talking about ·problems with 

sOC~al workers tend to see the problems in terms of personalities or 

bad organisational procedures or lack of reciprocity (they always have to 

do the conU'acting). 

In contlIast with MM workers, FL staff give fa:t:h.rrore instances 

of t-p problems and this does seem charaeteristic of the front-line 

~ere so many different professionals came into direct contact withJor 

at least shoulder impinging responsibilities for, patients/clients in 

Cctrrnon. 

It is interesting to examine GP responses to the ID-P question. 

Although GPs have been characterised as front-line workers they have 

Proved to offer different responses to many questions when compared to 

their FL colleagues. This difference persists in this case too. Only 

one GP gives instances of inter-professional problems (although GPs~are 

often cited by other professionals as creating problems): ~r, 4 out 

of 5 GPs, while denying I-P differences, did cite lack of resources 

(for the elderly, especially).as creating difficulties for therrLqelves. 

This perhaps points to the self-image of GPs - that they are outside 

the arena of c~ting professional itl'nerests & perhaps of higher status?) j 

the problems they perce~ve are nothing to do with the competing interests 

of OQ-equals, but rather of tangible factors such as lack of resources. 
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It is further evidence that OPs tend to be a maverick profession and 

that they may need separate handling.: 

This is by no means an exhau'5tive review of the inter-professional 

relationships described by the respJndents under scrutiny. It givesaa 

taste, however, of the sorts of problems perceiVed, and the serts -of . 
distinctions which can be made both between professions, but, especially, 

between hierarchical ~vels. 

~eral Oomo~sion 

I have atterrpted to introduce a new dimension into the analysis 

of the set of transcripts wh.ich I have been working on for the 'last few 

lTOnths - that of structural position as opposed to professional grouping. 

While the analysis 06ulined here is by no means exhaustive, I feel that' 

it has indicated a profitable direction in which to move forward. Un­

dOubtedly'in certain instances, the structural cleavages are significantJIn 

hQ!...Jever, the strength of ideological motivation has been shC1Nll to be 

signiiicant in the case of social ~rkers, and t~e problem of GPs has 

Yet to be resolved. While the pr~essional/structural dimensions have 

here, there are other dimensions which hav.e not yet been 

Considered L-same of these may relate to: nature of ~rk done 

(practitioner/administrator): location of ~rk done (camnmity/institution)' \Oc.(1.h~ . 

- and th' j(~wrl~~ 
. eEe may be others whl-ch have not yet errerged. ~; 

By choosing to focus on a limited number of respondents for hhe 

last 3 papers, I feel that I have been able to suggest a number of 

lines of analysis, and to construct various analytical categories \-Jhich 

\01'1 
1. 1 be of long-term use. I now have to decide whether to continue in 

this 'pilot fashion' and look for more possible classificatory constructs, 

Or ~ether iIshould go full stearn ahead and tackle the analysis of the 

Ylhole mnnber of transcripts and in doing so rely forttheignicn.tlg' pl!inclpies 

6nl:i:hard:n~fughns,",gaiOOd so far through this pilot technique. 

---~. 
-~ -~---
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!able 1 

lDstances of Inter-professional differences 

< I , 

-

io-

1-

FL 

Health Visitors 

District Nurses 

Pq Social Workers 
Ward Sisters 
GPs 

MM 

Social W. Admin. 
Area o. S.W. 

Sector Admin. 
Div. NO -

--

Perceived Problems Neutra 1 View 

4 

4 

5 

4 

11 

18 (72%) -

Perceived Problans Neutra 1 View 

22 1 

1 1 

2 1 

5 (29%) 3 (18%) 

--, 

Good Relations 

1 

1 

5 

7 (28%) 

Good Relations 

3 

2 

2 

1 

8 (47%) 
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TABLE 2. Constraints 

~ " 

/ -Constraints (% of Total) , 
'. 

A B C D E F' G H I 

Staffing Industrial Scarcity of Effects Professional Nature of . (Other .~ .. :. 

hbrkload Levels Action Resources of Cuts ;;:Matters ' the ~Vork Agencies Structural 

• 

Front-
:-' .01.., i 

'" ~ .. '. ,; , c: 

Line lB.5 33 7 18.5 4 .' 7;,' - 4 7 

'. -.; 

Niddle- - 15 11.5 31 11.5 B - 8 - 15 -- ; , 

.H:mage;nent 
- . , 

" 

~ 



Table 3 -
~itv Care 

-
A B C 

All except hospital All except hospital 
Own l1ane and residential care 

4>/0 -/0 {)/D ..... 

_FL 52 32 16 
M1 35 35 29 

...... 

~ 
·~lyJState ! .• ' 

r0-

A"I. B C D 

Partnership Famiry and Prinarily Prinarily State Prof. sUpJ:X)rt Fami:ly -/- '/- '/ tI "I'e, ""-

~n. 6 28 36 28 
t11 6 ...... 12 76 6 



Thble 5 

~1ic Expectations 

-
A B 

Expect too Not expect ::.0 
little too much ,. 

~ 0/0 Oft, 

r-!L 4 37.5 
l-t1 - . 41 
~ 

~ 
~ic Responsibility 

--
A B 

Yes, are io,No';l"':'not C"ln 

--...: res~nsible 
. 'I" 

res~nsible 
D 

-!!:- 26 47 
l-t1 46 13 --

C D 

~Expecttoo Can't generalise 
much or 50/50 

D.fe, 9'0 

50 8 

29 29 

C 

t oCanlt 1.generalise 
or 5.9L50 

28 

40 

-

" . . . 
'"t- '.-' 

.'" , \';,~ . 

. ~. "!'~ 
.. 

: ~1 



~ble 7 

~vernmP~t Priorities 

"""" 
A7\ B 

~ ~;e Disa~;ee 

FL 72 28 1-

M1 76 23.5 
""'- L 

~le 8 

~ors to lose 

- -
A B C 

~ne to lose Sane (specified) to lose Can!S~t say r-- 'to ./" ~D 

~ 58 29 12.5 
MM 47 17.6 35 

'--



~le 9' 

~ch GrouE?~' 

-
Elderly - "(p 

FL 40 
~ 12.5 -

~ 

T>-r; 
Pro 

"'- 6((J 

[-!.L 32 
~ 41 

"--

I. 
Ment. & Phys. Can't 

~1entally ill YCS None , 
Handt/;a~ % ~J Dr, &" 'tt> 

I 
4.5 90 4.5 ~40 

- 12.5 6 31 I 31 
I 

S8epti8~1 Not prepared to say, 
Can't say 1 

'-1, .(, 

56 12 

47 12 
, 



/ 

/1 
, 

l 
/ 

~le 11 

~ventions 

)00.... 

t--
MJre(poSlt-;ve) l 

4)(.,- I 

-!T .. (24) 
: 

72 
t-t.1 ( 6:} 8'2 , 

""- , -

~e 12 

~e, economies 

'--

"-
Yes,cea~7.iimprove 

~(tJ 

_F'L 60 
MM 70 

"'-

More": No Chanqe 
1(4) 4>((:1 

(48) 28 

(76) 18 

No, can't Don't know 
'/" ./ .. 

17 21 

299 -



APPENDIX III 

Coding index 



, Respondent Number 
I-

Gender 

Male 

Ferrale . 

U:>cation 

Glasgow 

Aberdeen 

Elgin -
Agency 

Health 

Social ~rk 
1-

Profession 

Hosp. Doctor 

GP 

CMS 

Gen. Hosp. Nurse 

Psych. Hosp. Nurse 

Oist. Nurse 

Health Visitor 

HB Officer (Finance 

HB Officer (Admin. ) 

HB Officer (Doctor) 

HB Officer (Nurse) 

s.w Fieldworker 

s. w. Manager 

S.W. Residential, day 
care 'oIIOrker --

1 

123 

4 
.. 

5 

6 

7 8 

01 

02 

01 

02 

03 

01 

02 

01 

02 

03 

04 

05 

06 

'07 

08 

09 

10 

III 

12 

13 

14 

Ie' 
I , . 



Career l-Dbili ty 9 . 
Missing 00 

Sarre IDeation 01 

Wi thin Scotland 02 . . 
Within UK 03 .. 

Abroad 04 

Current Post 10 11 

Consul tant Geriatrician 01 

Psychiatrist 02 

Psych-ger 03 

Orthop 04 

Rhel.m1at 05 

Physician 06 

Gen. Surgeon 07 

Neuro. Surgeon 08 

Other 09 

Single-handed GP 10 

Group practice GP 11 

01S 12 

CAM:) 13 

OM) 14 

CAN) 15 

DNO 16 

DV NO 17 

SID 18 

Ward Sister 19 

Dist. Nurse 20 

I 
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Current Post (contd.) 10 11 

HV 21 . 
HB Sec 22 

. 
DA 23 

Sect A 24 

HB Treas 25 

D Fin. 0 26 

Dir. SW 27 

Dep. Dir. SW 28 

SW M:inager -- 29 

Area Officer/Prine 
Off. SW 30 

Senior SW 31 

BG SW 32 

SW Admin/Supervisor 33 

RC!DC Officer 34 

Physiother 35 

or 36 

Hierarchy 
12 

Head 01 

Senior 02 

Middle 03 

Sub-Middle 04 

Junior 05 -
Job-Type (a) 13 

Administrator 01 

Practitioner 02 '-
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Job-Type (b) 
Manager 

14 
01 

(~.~e(~~~ Manager & Managed . 02 

Managed 03 .. 

Interprofessional relations . 
(consultants) IS 

Good - Yes 01 

No 02 

Neutral Na 03 Qq 

IPR (consultants) 16 

Overlapping JR 

Neg •. 01 

Pas. 
N" 02 09 

IPR (consultants) 17 

Hierarchy/line manage-
rrent 

Neg. 01 

Pas. Na 02 09 ..... 

IPR (consultants) 18 

Prof. orientation 

Neg. 01 

Pas. Na 02 09 

IPR (consul tants ) 19 

Organisation 

Neg. 01 

Pos. Na 02 09 "-



5 

. 
1PR (coosu1 tants ) . 20 

Attitudes, sup/inf 

Neg. - 01 

Pos. 
Na 

02
09 . 

IPR (consultants) 21 

Other 

Neg. 01 

Pos. 
Na 

02 09_ 

IPR (GPs) 22 

Good - Yes 01 

No 02 

Neutral Na 03 O~ 

1PR (GPs) 23 

OVerlapping JR 

Neg. 01 

Pos. 
..Na 02 O~ 

IPR (GPs) 24 

Hierch./1ine nanage-
trent 

Neg. 01 

Pos. 
l-a 

02
M '-

1PR (GPs) 25 . 

Prof. orient. 

Neg. 01 

Pos. 
Na 

02
09 '-



• 

6 

. 

I I I --r 
IPR (GPs) 26 

I 

I , 
Organisation -

01 Neg. 
. 

Pos. Na 02 09 -
I PR (GPs) 27 

Attitudes, sup/fin 

Neg. 01 

Pos. Na 02 09 

IPR (GPs) 28 

Other 

Neg. 01 

POSe Na 02 09 

IPR (Genera 1 Nurses) 29 

Good - Yes 01 

-No 02 

- Neutral Na 03 09 ..., 
IPR (Gen N) 30 

CNer1appJ.n , 9 JR 

Neg. 01 
, 

Pos. Na 02 09 -
IPR (Gen N) 31 

'em Hierch/11.n • 

Neg. 01 

l Pos. Nat 1 02 091 
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. 
• I 1 I 

32 
I 

1PR ( Gen N) 

Prof. Orient. 

Neg. - 01 

02 09 Pos. 
Na . -

1PR (Gen N) 33 
Org. 

Neg. 01 . ~ 
Pos •. 

Na 02 09 

1PR (Gen N) 34 

Attitudes, s/i 

Neg. 01 

Pos. 
Na 02 09 

1PR (Gen N) 35 

Other 

Neg. 01 

Pos. 
Na 

02 09 
-~ 

ch Nurses) IPR (Psy 36 

Good - Yes 01 

-No 02 

- Neutral 
Na 03 09 -

IPR (Psych N) 37 

, g JR OVer1awJ.n 
Neg. 01 

Pos. 
Na 02 ..Q.~ 

IPR (Psych N) 38 

Hierarch Ul /1' em 

Neg. 01 

02..Q.2..i 
Na.l:. " 

Pos. l 
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, 
? . 

--,. 
I , I 

39 
I 

IPR (Psych. N) 

Prof Orient ,. 

Neg. - 01 

02 
...Qi '. 

Pos. 
Na . 

IPR (Psych. N) 40 

Org. 

Neg. 01 

Pos. 
Na 02Jl2. 

IPR (Psych. N) 41 

Attitude, sup/inf 

01 Neg. 

02 
Jl9... 

Pos. 
Na 

I 

I 

I IPR (Psych. N) 42 

Other 

Neg. 01 

Pos. 
Na 02 ~ 

IPR (Dist Nurses) 43 
, 

Good - Yes .01 

No 02 

Neutral Na O~ 

IPR (Dist N) 44 
. JR Overlapping 

Neg. 01 

Pos. Na 02 ..Q..2. 

IPR (Dist N) 
45 

Hierarch ~n • /1' em 

Neg. 01 

02 
.1 ..Q.9.J 

Pos. 
~1 1 
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I I I I 
IPR (Dist. N) 

Prof. Orient. 4b 

Neg. - 01 

02 
..Q9.. 

Pos. 
-.Na . 

IPR (Dist N) 47 

Org. I 
Neg. 01 

Pos. 
Na 02..Q.9. 

IPR (Dist. N) 
48 

v'nf 'tudes, sup 1. Att1. 

01 , Neg. 

02.!l9. Pos. 
~ 

IPR (Dist N) 

Other 49 

Neg. 01 

Pos. 
-.Na 02...Cl.9... 

IPR (Hea 1th Visitors) 
50 

Good - Yes 01 

-No 02 

03..!l9-- Neutral 
Na 

. 

IPR (mi) 
51 

CNer1aW1.n , 9 JR 

Neg. 01 

Pos. 
Na 

02 
Ja 

IPR (HV) 52 

l' em Hierarch! l.n • 

Neg. 01 

L Pos. Nat I 02...Q9..J 
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. 
I I 

-

I IPR ( HV) 
53 

Prof. Orient. 

Neg. - 01 

02 09 Pos. 
~ . -

IPR (HV) 54 

Org. 

Neg. 01 

Pos. 
Na 

02 09 

IPR (HV) 55 

v'nf Attitudes, sup ~ 

Neg. 01 

Pos. 
~ 

02 09 -
IPR (HV) 56 

Other 

Neg. 01 
. 

Pos. 
Na 

02 0 9 -
IPR (Oist HB Off) .. 

57 
Good - Yes 01 

-No 02 

03 09 - Neutral 
~ 

. 
-

IPR (0 HB 0) 58 
'~ JR OVer1appl. . 

Neg. 01 

02 09 -
Pos. Na 

IPR (0 HB 0) 59 

Hierar • ch lline m. 

Neg. 01 

02 Qll 
1 

Pos. Nal l 
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. 
--

I I I 
00 I IPR ( o HB 0) 

Prof. Orient. 

Neg. . 01 

02 09 Pos • Na . -
IPR (0 HB 0) 61 

Org. 

Neg. 01 

Pos. 
Na 

02 09 

IPR (0 HB 0) 62 

/inf Attitudes, sup 

Neg. 01 

02
09 i Pos. Na 

I 
63 

IPR (0 HB 0) 

Other 

Neg. 01 

Pos. 
Na 

02 09 
-

IPR (Area HB 0) 64 
, 

Good - Yes 01 

-No - 02 

- Neutral Na 
03 09 

IPR (Area HB 0) 
65 , 

Overlawi~g JR 
. . 

Neg • 01 

Pos. Na 02 0 9 
~ 

IPR (A HB 0) 66 

Hierarch/line m. 

Neg. 01 

02 Q2l 
.\ 

J 
Pos. Na1 L 
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I I 1 
" 

67 A HB 0) IPR ( 

Prof. Orient. 

Neg. 01 

Pos. Na 02 09 

IPR (A HB 0) 68 

Org. 

Neg. 01 

Pos. Na 
02 09 

IPR (A HB 0) 69 
Attitudes, sup/inf 

Neg. 01 

Pos. 
Na 

02 09 -
IPR (A HB ~) 70 

Other 

Neg. 01 

Pos. Na 02 0 i.. 
IPR (Field SW) 

Good - Yes 
71 

01 

-No 02 
, . 

- Neutral Na 030~ 

IPR (Field SW) 
72 

, JR Over1appUlg 

Neg. 01 

Pos. Na 
02

0.2... 

IPR (Field SW) 73 

l' em Hierarch! Ul • 

Neg. 01 

'-- Pos. Na I 02 O~J 
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. 
IPR Field 5W 74 

Prof. Orient. 

Neg. 01 

Pos. Na 02 09 . 
IPR Field SW 75 

Org. 

Neg. 01 

Pos. Na 02 09 

IPR (Field SW) 76 

Attitudes, sup/inf 

Neg. 01 

Pos. Na 02 09 

IPR (Field SW) 77 

Other 

Neg. 01 

Pos. Na 02 09 

IPR (SW Mmagers) 78 

Good - Yes 01 

-No 02 

- Neutral Na 03 09 

IPR (SW Mmagers) 79 

Over 1 awing JR 

Neg. 01 

Pos. Na 02 09 
'-

IPR (SW Managers) 80 

Hierarch/line m 

Neg. 01 

Pos. 
~ 

02
nq 
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1PR (SW Managers) 81 

Prof. Orient. 

Neg. .' 01 

Pos. 
Na 

02
09 . 

1PR (SW Managers) 82 

Org. 

Neg. 01 

Pos. 
Na 

02 09 . 

1PR (SW Managers) 83. 

Attitudes, sup/inf 

Neg. 01 

Pos. 
Na 

02 09 

1PR (SW Managers) 84 

Other 

Neg. 01 

~s. 
Na 

02 09 

1PR (Resid/D Care) 85 

Good - Yes 01 

... -No 02 

. . .. - Neutral 03 09 
"- Na 

1PR (Resid/D Care) .. 86 

Over1awing JR 

Neg. 01 

Pos. Na 
02 09 

1PR (Resid/D Care) 87 

Hierarch/line m. 

Neg. 01 

Pos. Na 
02 09 .... 
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IPR (Resid/DC) 88 

Prof. Orient. 
. ... -. 

Neg. 01 

rbs. 
N~ 

02 09 
IPR (Resid/DC) 89 

Org. 

Neg. 01 

Pos. 
III. 02·J~ 

IPR (ReSid./OC) 90 

Attitudes, sup/inf 

Neg. 01 

POSe _ Na 02
0q 

IPR (Resid./OC) 9 

Other 

Neg. 01 

Pos. Na 02na - _. . _. 
IPR (Other) 9 

Good 01 

Bad 02 . 
NC 03 

r-
Na 09 
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, .. -" 

..... 

Inter kJency Relations ($'1) 93 

Good 01 

Bad 02 

OC Na 03 09 
t-

IM (Nursing) 94 

Good 01 

Bad 02 

OC Na 03 09 -
IAR (M::dicine) 95 

Good 01 

Bad 02 

OC Na 03 09 10-. 
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IAR (lbuSin9) 96 '. 
Good 01 

Bad ........ 02 

OC Na 03 09 . 
IAR (DHSS) 97 

Good 01 

Bad 02 . 
OC 

. .... 03 09 Na 

IAR (Education) 98 

Good 01 

Bad 02 

OC Na 03 09 

. 1M (Health Board) 99 

" Good 01 

Bad , 02 

OC Na 03 09 -
IAA (Other) 100 , 

. 
Good 01 

Bad 02 

NC Na 03 09 

Policy-M:iking Process 101 

Missing 00 

Scope for influencing 01 

Sense of powerlessness 02 
" 

Neutral view 03 
~ 
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Constraints 102 

Missing 00 

Yes 01 
~, , 

No 02 . 
OC 

'Na 03 Og 

Constraints: ~rkload/ 
staffing levels 103 

Yes 01 

No 02 

OC 
'Na 03 _09 

. Constraints: Industrial 
Action 104 

Yes 01 

No 02 I 

OC 
Na 

03 0q 

Constraints : CUts/scarce 
resources 105 

Yes 01 

No 02 

OC 
N~ 

03 nc 

Constraints: (own) pro-
fessional matters 106 

Yes 01 

No 02 

NC 
Na 

03
0q 

Constraints - Nature of 
the work 107 

Yes 01 

No 02 

OC 
Na 

03 oq 
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Constraints: Other agencies/ 
Professions 108 

Yes 01 
.'''' .... 

No 02 
. 

OC Na 03 09 

Constraints: Structural 109 

Yes 01 

No 02 

OC 03 09 
p./", 

Constraints: Other 110 

Yes 01 

No 02 

OC Na 03 09 

Cornnunity Care • III 

Missing 00 

Everything outside hosJ;: 01 

All except instn/ 
reside (incl OPH care) 02 

<Mn hare 03 

Can't define 04 ..... 

Family/State 112 

Missing 00 

Primary State 01 

Partnership 02 

Family & prof. support 03 

Primary fami 1 Y 04 

Can't say 05 
'-
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. 
Voluntary Sector 113 

Missing 00 

In favour, uncon- ....... 
ditionally 01 

In favour, con-' 
ditiona11y 02 

Neutral 03 

Dubious 04 

No view, can't say 05 

Voluntary Sector - in favour 114 

On principle 01 

Innovative 02 

As supplerrentary 03 

Other 04 
I 

Na 09 

Voluntary Sector - against 115 

On principle 01 

Dubious of rroti ves 02 

Encroachment 03 

Other 04 

Na 09 
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. 
Public Expectations 116 f--

Missing 00 

'!hey expect too much .~- 01 

Sane do/serre don't 02 . 
can't generalise 03 

Do not expect too 
much 04 

They expect too 
little 05 

Public Responsibility 117 

Missing 00 

'!hey do not take 
enough responsibility 01 

Sane do/sane don't 02 

can't generalise 03 

They take respons-
ibility 04 

Government Priorities 118 

Missing 00 

Agree firmly 01 

Agree - but sore 
equivocation 02 

Balance - evenly 
spread 03 

Disagree 04 

05 -
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. 
Vhich sector should lose (if agree 
with gvt. priori ties) 119 

Missing 00 
... -. 

Acute Medicine 01 

A little from all non-
00 sectors 02 

Non-medical (eg. defence, 
education, benefits) 03 

I 

Macro-level change (eg. 
capitalist society) 

~ 

04 

None should lose OS 

can't say Ino ccmrent 06 

Which dependency group for priority 120 

Missing 00 

Single choice 01 

, Multiple choice 02 

Which 00 121 

Elderly (frail and 
confused) 01 

Na 09 

122 

Psycho-geriatric 01 
. 

Na 09 

123 

Mentally III 01 

Na 09 

124 

Mentally handicapped 01 

09 
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. 
125 

Physically Handicawed 01 

Na ....... 09 

. 126 

Young Chronic Sick 01 

Na 09 

127 

None singled out 01 

Na 09 

Reallocation of resources 128 

Missing 00 

Yes 01 

No 02 

Non-ccmni ttal 03 
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R of R: Transfer of resources 
between services/ 129 agencies 

i 
I 

Fran NHS: Yes 01 i 
...... 

No 02 , . 
NC Na 03.09 : 

; 

130 
I 

i 
I 

, 
From LA: Yes I 01 I 

I I 
, 
I 

No I 02 ! 
I 

I I 

j I 

NC Nal ! 03 09 i 

R of R Transfer from instit- I i I utions to oammunity I 131 i 

I Yes 01 I I 02 No I I I I 
03 09 j NC Na 1 

R of R All under NHS umber- 132 I ella 

Yes I 01 
l I 

No I 02 
1 

NC Na j 03. 09 - . 
R of R All LA umbere11a 133 

Yes 01 

No 02 

NC Na 03 09 

R of R Greater collaboration 
between agencies 
(eg. planning etc) 134 

Yes 01 

No 02 

NC Na 03 09 
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. 
R of R Greater collaboration 

between professionals 135 

Yes 01 

No 
: ...... 

02 

OC 
. 

03 09 Na 

R of R Other 136 

Yes 01 

No 
Na 02 09 

Collaboration 137 

Missing 00 

Positive views 01 

Sceptical 02 

Hostile 03 

No view, no ccmnent 04 

Prevention 138 

Missing 00 

Positively in favour 01 

Mildly in favour 02 

Sceptical (no change) 03 

Against, or less 04 

Types of Prevention Health education 
(carrp:iigns etc.) 139 

Yes 01 

No 02 
...... 

OC t.a 03 09 -
Prevention Technical (eg. 140 

screening, genetic 
counselling 

Yes 01 

No 02 

OC Na 03 09 -
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.~ 

Prevention Interventionist 
(crisis prevention) 141 

Yes 01 

No 02 

N: 
. 

03 09 Na 

Prevention Other 142 

Yes 01 

NC Na 02 09 

CUt out waste I better use of resources 143 

Missing 00 

Possible 01 

I:k:>n I t know 02 

IIrp:>ssible 03 

Type of Irtprovements: 144 

Equipnent 
(savings on) 

Yes 01 

No 02 

NC Na '03 09 

lnl>roverrent: Rationalisation (of 
seri vces and organ-
isation) 145 

Yes 01 

No 02 

NC Na 03 09 

lnl>rovenents : Administration (cut 
top-heavy) 146 

Yes 01 

No 02 

NC Na 03 09 
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. 
Irrprovanents Other 147 

Yes 01 

N: N3~ . 02 09 

Specific Services (introduction or developrent) 148 

Health -
domiciliary 

Yes 01 

No 02 

NC 
Na 03 09 , 

S.S. Heal th - ccmnuni ty 149 

Yes 01 

No 02 

NC 
Na 03 09 

S.S. Hea1th-
institutional 150 

Yes 01 

No 02 

NC 
Na 03 09 

Specific Services LA - domiciliary 151 

Yes 01 

No 02 
. 

NC 03 09 Na 

LA - ccmnunity 152 

Yes 01 

No 02 

NC Na 03 09 
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LA - residential 153 

Yes 01 

No 02 
.... -. 

OC Na 03 09 . 
S.S. Other 154 

Yes 01 

No 02 

OC Na 03 09 

Policy Statements: D:>es the organisation 
rrake its p:>licy clear 155 

Missing 00 

Yes 01 

No 02 

No Ccmrent 03 

Policy Statements: (if not clear or no comment) 

Would clarity be an 
irrprovanent? 156 

Missing 00 

Yes 01 

No 02 

No comment/Fqui vocal Na 03 09 



APPENDIX IV 

Respondent details 



-
-

Index of Issues 

Respondent/transcript number 

Blocked beds 

Olronic/acute 

Case allocation process 

Contentious issues (as perceived 
by respondent) 

Cammunity/cammuna1ity-collectivism 

Discharge 

District nursing 

Experience of dependency 

Family ideology 

Financial support, need for 

Fund raising 

Geriatric nursing/medicine 

GPs 

Horne Helps 

Health Board 

Health visitors 

HOusing department 

Independence, need for 

Industrial action 

Liaison 

Local facts (relevant to DGs) 

NurSing hcxres 

General nursing 

/ 

Resp. 
No. 

Page 
No. 

Issue 
No. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

.10 

11 

12 

13 

14 

15 

16 

17 

18 

20 

21 

22 

23 

24 



, 

-2-

- Resp. Page Issue 
No. No. No. - OPHs 25 

Organisational structure 26 

ors . 
27 

Orientation (profes~J.onal) 28 

Preferences (personal and others' ) 29 

Proliferation/fragmentation (of services) 30 

Priorities 31 

Patient care 32 

Particular personnel 33 

Psycho-geriatrics 34 

Psychiatric nursing 35 

Personality vs. position 36 

Public opinion 37 

Resources 'availability 38 

Residential care 39 

Sheltered housing 40 

Social Work (agency and profession) 41 

Team Work 42 

Therapeutic Groups 43 

Voguish concepts 44 

YCS Units 45 

~ 



APPENDIX V 

Variables matrix 



-
, . J) 

- ?-- ~ . 

~ C~f -~ -

II 2 
'3 

I ' ; 



.~--.-------.. ------.-- ---.---- --- ----------------_._---- ------... - .. _-- .. -_. --_. 

APPENDIX VI 

Frequency distributions tables 

Table I - Family/state responsibility 

Table II - Public expectations 

Table III - Public responsibility 

Table IV - Voluntary sector 

Table V - Priority policies 

Table VI - Sectors to lose 

Table VII - Reallocation of resources 

Table VIII - Prevention 

Table IX - Better use of resources 

Table X - Community care 

Table XI - Inter-professional problems 



% 

Consultants 0 33 17 21 29 

GPs 0 11 32 47 11 

Health Visitors 9 36 36 18 0 

District Nurses 0 33 25 42 0 

Ward Sisters 6 18 35 29 12 

NHS Managers - Area 13 63 25 0 0 

- District 0 33 33 20 13 
.' 

- Kiddle 0 28 50 17 6 

- First line 8 50 0 42 0 

Aggregated 4 40 30 21 6 

Social Vork - Senior 0 100 0 0 0 

- Divisional' 0 33 67 0 0 

- KiddIe 7 23 27 13 13 

Aggregated 4 42 38 8 8 

Senior Social Workers 20 10 45 15 10 

Basic Grade Soc Workers 10 50 30 7 3 

TABLE I. Family/state responsibility 



.+.J .. IJ) 
d IJ) .-f ..c:: 0 {/) .+.J 

() "'I::J .,-1 .+.J 

§ .-f .,-1 
IJ) [t) ..c:: .-f 
8 ~ () 

0 0 IJ) ::l 0 
0 .{/) d 8 0 
.j.J ........ IJ) .+.J 

0 00 0 
.j.J 't:l 0 .+.J 
() .j.J .+.J () 

% 
IJ) IJ) ... IJ) 
A 8 d t) A 
>< 0 (3 >< 
~ Cf.l Z ~ 

Consultants 65 5 0 25 5 

GPs 84 0 0 16 0 

Health Visitors 73 9 0 9 9 

District Nurses 64 0 0 36 0 

Ward Sisters 53 0 20 20 7 

NHS Xanagers - Area 40 0 40 20 0 

- District 56 11 11 11 11 
.' 

- KiddIe 47 18 6 29 0 

- First Une 44 11 11 22 11 

Aggregated 48 13 13 23 3 

Social Work - Senior 0 a 0 100 0 

- Divisional' 57 14 14 0 14 

- KiddIe 50 6 13 31 0 

Aggregated 48 8 12 28 4 

SEinior Social Workers 47 16 11 16 11 

Basic Grade Soc Workers 49 0 0 39 11 

TABLE II. Public expectations 



.. 
0) 
~ 41..1 0) 

CO rJl 
.jj .......... -r:: 'M 

00 r-i 0) 
~ "C"C CO ~ 
0 .jjl-< CO 
:z;o. 0)0) - 0) .jjo. 

% rJl ee r::r:: rJl 
00) 00 COo) 8~ AI-< Cl)rJl UOO 

Consultants 
20 15 0 65 

GPs 67 17 6 11 

Health Visitors 36 27 0 36 

District Nurses 55 18 0 27 

Ward Sisters 53 20 20 7 

NIlS Xanagers - Area. 0 0 29 71 

- District 30 20 10 40 

.' 22 44 ·6 28 - Kiddle 

- First line 10 20 10 60 

Aggregated 18 27 11 44 

Social Vork - Senior 0 0 0 100 

- Divisional ~. 13 13 0 75 

- Kiddle 18 12 6 65 

Aggregated 15 11 4 70 
I 

, 

senior Socia.l Varkel's 13 35 24 24 

Basic Grade Soc Vorkers 9 13 13 65 

TABLE III. Public responsibility 



I>t co 
I>t CJ) 

M 
M I>t J-J 
co I"""i .. 
I:l I"""i I:l 
0 s· § CO 

~ -,-I U 
::lJ-J ....... 
o .,-1 o .,-1 I"""i CJ) ~ 
>"d >J-J ttl 1:0 Q) 

CO I:l CO .r-f I-< 0 .r-f 

% 
44 0 44"d J-J -a > 

u I:l ::l .s 
I:l I:l I:l 0 Q) ::l 0 

H ::l .H U Z ~ Z 

Consultants 35 41 6 12 6 

GPs 47 42 5 5 0 

Health Visitors 58 42 0 0 0 

District JTurses 33 58 0 8 0 

Ward Sisters 53 33 0 7 7 

NBS )(anagers - Area 0 71 29 0 0 

- District 27 53 0 20 0 

- KiddIe 41 41 0 18 0 

- First line 8 50 0 42 0 

Aggregated 24 51 4 22 0 

Social Work - Senior 0 100 0 0 0 

- Divisional' 0 100 0 0 0 

- KiddIe 47 53 0 0 0 

Aggregated 27 73 0 0 0 

, 

Senior Social Vorkers 61 33 0 6 0 

Basic Grade Soc Vorkers 39 58 0 3 0 

TABLE IV. ATTITUDES TO VOLUNTARY SECTOR 



% 

Consultants 

GPs 

Health Visitors 

District Nurses 

Ward Sisters 

N1IS ](ana~ers - Area 

- District 

- KiddIe 

- First line 

Aggregated 

Social Vork - Senior 

.' 
- Divisional 

- KiddIe 

Aggregated 
, 

Senior Social Workers 

Basic Grade Soc Yorkers 

+J 
H 

+J .t::t:: 0 
H +J 0 0.. 
0 .,-i .,-i 0.. +J 
0.. >+J ::I t:: 
0.. ~ Ul ~ 

::I +J U ~ ~ Ul H 0 U t) 
8 

o >- t:: 0 
0.. .,-i ~ Z U 

H 0..::1 ..-4 
.,-i ::I t::r ~ 0 0 
~ tI) ~ ~ A Z 

13 50 4 17 17 

37 32 21 11 0 

42 42 17 0 0 

67 8 0 8 17 

31 38 6 19 6 

13 75 13 0 0 

42 27 7 14 7 

26 26 16 16 16 

42 17 17 8 17 

33 31 13 11 11 

50 0 0 0 50 

22 33 0 -U 44 

33 33 1) 7 U 

31 31 0 4 35 

21 42 5 21 11 

59 24 7 7 3 

TABLE V. Attitudes to the priority_ 

policies 



r-f 

~ a to 
U 

0 0 'M 
+oJ ~ CIl "0 
U 4-t~ Q) r-f +oJ 

"Q) Q) 0 a Q) Q) c:: 
at I > c:: Q) 

CIl c:: Q) 0 ~ • 0 Q) 0 r-f Q) c:: 
Q) CIl Ul c:: 100 0 

% +oJ Q).-4 a o c:: a U 
::s ~ to 0 
U 

..!I:.-4 0 U..J:: ~ 0 
~tO ~ ~U ~ Z < ~ 

Consultants 23 0 5 0 32 41 

GPs 35 6 6 0 29 24 

, 

Health Visitors 33 17 0 0 33 17 

District Nurses 0 0 0 0 33 67 

Ward Sisters 19 0 12 0 31 37 

HIlS Xanagers - Area 63 0 0 0 13 25 

- District .29 0 0 0 21 50 
.' 

- Kiddle 32 0 0 0 42 26 

- First Une 45 9 9 0 18 18 

Aggregated 38 2 2 0 27 31 

Social Work - Senior 50 0 0 0 0 50 

- Divisional 
~ 

29 0 29 0 14 29 

- Kiddle 20 0 27 7 27 20 

Aggregated 25 0 25 4 21 25 
I 

, 

Senior Social Yorkers 29 0 0 0 24 47 

Basic Grade Soc Yorkers 19 7 11 0 30 33 

TABLE VI. Sectors to lose resources 



% 

Consultants 

GPs 

Health Visitors 

District Nurses 

Ward Sisters 

m;IS,Xanagers - Area 

- District 
" 

- KiddIe 

- First line 

Aggregated 

-' 
Social Work 7'Senlor 

'v' 

- Dl vis'lo~i'~ , 

- KiddIe 

. Aggregated . 
. 

senior Social Workers 

Basic Grade Soc Va~kerG 

\II"' .-i 
.-I .0 
.0 -.-I 
-.-I CIJ 

CIJ CIJ 

CIJ 
0 
Q.. 

0 
Q.. ~ 

0 .. . ~ 

CIJ .. 
QJ 0 

>< z 

33 13 

47 5 

50 33 

42 8 

44 0 

63 0 

53 0 

58 

58 

' 57 

100 0 

88 0: 

47 0 

62 0 

55 0 

74 3 

~ 
~ 
QJ 

~ 
0 
u 
0 z 

54 

47 

17 

50 

56 

38 

47 

42 

42 

43 

0 

13 

53 

38 

45 

23 

, " 
, " 

:, i , 

TABLE VII. Reallocation of resources 



+J 
1-1 
0 
~ ....-I 

<LJ =.. (1j 

> ::I U +J 
'r-! (/) .r-! (/) 

+J +J t:: 
.r-! 't:I ~ .r-! 
(/) ....-I <LJ (1j 

% 0 .r-! U 00 
p., ~ CIl < 

Consultants 24 41 29 6 

GPs 
28 33 28 11 

Health Visitors 67 17 17 0 

District Nurses 27 55 18 0 

Ward Sisters 25 63 '.13 0 

',' 

NBS Xanagers - Area 29 43 29 0 

- District 77 8 16 0 

- Kiddle 42 SO 8 0 

- First Une SO 30 20 0 

Aggregated 5J 31 11 u 

Social Vork - Senior 100 0 0 0 

- Divisional' 56 33 11 0 

- Kiddle 44 44 6 6 

Aggregated SO 38 8 4 

Senior Social Vorkers 41 53 6 0 

Basic Grade Soc Workers 40 52 8 0 

TABLE VIII. Prevention 



% 

Consultants 

GPs 

Health Visitors 

District lTurses 

Ward Sisters 

lffiS ](anagers - Area 

- District 
" 

- KiddIe 

- First line 

Aggregated 

" 

Social Vork - Senior 

- Divisional~' 

- KiddIe .' . 

Aggregated 
, 

, 

senior Social Vorkers 

Basic Grade Soc Workers 

~ 
el 

'<I) .~ 

'H ~ 
,0 

" .,-i oI..l 
'00 p 

'00 ~ 
'0 0 
p.. ~ 

70 26 

72 17 

92 8 

45 27 

93 0 

17 50 

75 8 

46 8 

91 0 

62 12 

0 0 

57 14 ' 

62 15 

60 15 

69 8 

73 18 

<I) 
...-l 
,0 
.,-i 
00 
00 
0 
p. 
E3 

H 

• 

4 

11 

0 

27 

7 

33 

16 

,46 

9 

26 

0 

29 

23 

25 

23 

9 

-

" ' 

\' 

.-, 

'I j 

. , ~ 
• 

TABLE IX. Better use of resources 
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- -~ 

- ,.~-.----~~.-----

til QJ 

~QJ r:: 
(\j~ 'r-l 
r::o- ~ 

00 QJ 

'r-l <lY' "C 
,j..)~tIl 

QJ ::s QJ ,j..) 

"C ~"Cs ~ 

'r-l .r-l~0 r:: 
tIl~ ,j..)O::X:: QJ 0 
,j..)(\j til S ;J 

::S,j..) r:: .. ~ 
....... 

% 
O·r-l • r-l ...... ,j..) 

0- I U ~ 

...... tIl r::r:: 3 r:: 
~o O·r-l (3 <.r:: ' z"-'" 

Consultants 52 19 19 10 

50 33 17 0 
GPs 

-

Health Visitors 42 25 33 0 

District Nurses 50 17 33 0 

Ward Sisters 33 17 44 0 

NES Xanagers - Area 26 14 26 26 

- District 53 13 20 13 

- KiddIe 63 25 13 0 

- First line 8 50 42 0 

Aggregated 42 lo 24 t5 

-

Social Vork - Senior 100 0 0 0 

- Divisional: 29 0 29 43 

- KiddIe i 27 67 0 

Aggregated I" 17 52 13 

Senior Social Yorkers 12 53 35 0 

Basic Grade Soc Vorkers 11 64 25 0 

TABLE X. Definitions of community care 



Problems ranked by numbers reported per proEssion 
1 2 3 

~Consultants Other Basic grade 
consultants social workers GPs 

GPs Basic grade 
social Consultants Other GPs 
workers 

Basic grade 
GPs Consultants Health Visitors sot~al wor ers 

Basic grade 
social GPs 

District lurses workers' 

...... .. 

Ward Sisters Consultants Other nurses . Managers 

NHS Kanagers - Area 

- District 

- KiddIe 

- First line 
Health Board 

Aggregated .1" ,; \ .. 
Consultants offfeers 'GPs , 

·"f' ' .. 

Social Work - Senior 

- Divisional 
Basic grade 

- lU.ddle Consultants GPs social 

Aggregated workers 

Basic grade 
Senior Social Workers GPs Consultants social 

workers 

Health 
Basic Grade Soc Workers 

GPs Consultants Visitors 

" 

TABLE XI. Inter-professional problems 
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