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Foreword

This book marks an important goal in long term collabora-
tion. Looking back at years of lively networking that for some 
of us started already in 1999, it is time to acknowledge our 
debts, both to colleagues and to institutions that supported 
our work. 

The practical work with this book began in 2006, but it 
would not have been possible without the Nordic networks 
where we, over the years in somewhat different constellations, 
have taken part. The most long-lived of these received seed 
money from the Committee for Nordic Research Councils for the 
Social Sciences (NOS-S) in 2002. This grant made it possible for 
us to arrange a few meetings and seminars. While in the end 
our plans for a large-scale Nordic project were not successful, 
we nevertheless got an impetus to make a joint contribution 
to the fi eld. This book cannot replace publications that would 
have shed comparative light on the present recruitment crisis 
in the Nordic societies and on the historical and present ten-
sions in care work organization. However, a more structured 
project would perhaps not have allowed or stimulated the 
open debate and discussion our meetings came to involve, 
apart from the formal presentations based on our individu-
al ongoing research projects. The end product is a book that, 
while maintaining an academic ambition, addresses broader 
societal debates. It is our hope that this collage of Nordic stud-
ies highlights the social shaping of care work, offering fruit-
ful perspectives for both more inclusive academic approaches 
and political debates on care. 

Associate Professor Ole Johnny Olsen from University of 
Bergen was project leader in the NOS-S project. In addition 
to being a wonderful host to our early meetings, Ole Johnny 
is a generous scholar who made valuable contributions also 
in the later meetings. Another great friend and a scholar is 
Professor Kari Waerness, who has been a long-term partner in 
our collaboration. With the strength of her insight and devout 
spirit, she helped us to raise the Nordic ethos into a critical 
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#211270, #118395). Lea Henriksson acknowledges the support 
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Introduction

Traditionally women in the Nordic countries, like elsewhere, 
had been responsible for providing the care that was need-
ed by dependent family members. From the 1960s onwards, 
however, Nordic women were increasingly often entering 
paid employment. This development gave rise to what could 
be called a care gap. The emerging Nordic welfare states re-
sponded to this challenge by investing in the public provi-
sion of day care for children and care for the elderly and the 
disabled. This type of care was socially- defi ned, unlike the 
care that was linked to medically defi ned needs. Even in the 
public sphere socially-defi ned care remained women’s work. 
Social care services expanded rapidly in the 1970s and con-
tinued to grow in the 1980s. In addition to the gender logic, 
the logic related to low social position can be discerned in the 
formal organisation of care, as a deeply embedded element of 
dirty work persisted in socially-defi ned care in the welfare state 
(e.g., Widding-Isakssen 1994). The Institutional framework 
that emerged, nevertheless, entailed certain recognition of the 
values of care work and an investment in care understood as a 
social entitlement (Simonen 1990, Julkunen 1991).

This book is concerned with what has happened with that 
frail recognition of socially-defi ned care in the processes of in-
stitutional and cultural change since the 1990s. We argue that 
the revision of the investment in socially-defi ned care has in 
part disrupted the idea of a Nordic social service model. This 
reorientation seems to be the most far-reaching in Finland 
(Anttonen et al. 2003) and in Sweden (Szebehely 2003), while 
the retrenchment in Denmark and Norway has not been an 
equally prominent trend (Dahl 2004, Rauch 2007). Here we 
are not primarily concerned with analysing the economic in-
vestments in the care sector, or with comparing welfare state 
models. Instead, our focus is on the cultural rather than the 
institutional change of care work. 

The empirical context for the majority of the studies of care 
work presented here is elderly care. The studies contribute to 
an understanding of how service policy and education shape 
care work, but we generally adopt a bottom-up perspective to 
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the world that care workers, their educators, administrators 
and clients inhabit. By centring the perspective of the grass-
roots we want to draw attention to the fact that the world of 
care is inhabited by caring and suffering people, not by num-
bers. Elderly care offers what can be identifi ed as a critical case 
of socially-defi ned care: from the perspective of instrumental 
rationality, caring for the elderly constitutes ‘non-productive 
care’, as no economically measurable result for the society is 
produced (Wærness 1980). 

In the following, we fi rst provide some illustrative back-
ground data about the Nordic societies to help the reader to 
locate this at present very privileged region in the global map 
of social development. The argument of the book is that in-
stitutional changes result from changes in the political ethos 
framing care, where emphasis currently lies on effi ciency. In 
contrast, in the 1980s a welfare state ethos of universalism was 
a part of a wider political and cultural move towards greater 
egalitarianism in Nordic societies (e.g. Allardt et al. 1981, see 
Christiansen & Markkola 2006). 

Historical and structural affi nity: the Nordic 
context 
In recent studies, the argument is that the legal frameworks, 
organisational solutions and service design in Nordic care ser-
vices vary so much that the concept of ‘Nordic model’ is prob-
lematic. In elderly care, for instance, the level of resources and 
institutional support are so different that no distinct ‘Nordic 
model’ can be discerned (Szebehely 2003). When a compara-
tive study of socially-defi ned care was made using social ser-
vice universalism and care defamilialisation as key dimen-
sions, it supported this interpretation (Rauch 2007). Elderly 
care is a particularly good example of the problems of discuss-
ing a ‘Nordic model’ in socially-defi ned care. Denmark is the 
only Nordic country that has introduced a service guarantee 
for frail elderly (Rauch 2007). Its investment in home care is 
clearly above the average Western European and the Danish 
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service intensity is at a high level. In comparison, Norway 
achieves a high level of elderly care universalism only in the 
case of securing access. In terms of service intensity Norwegian 
home care is comparatively low. The Swedish elderly care sys-
tem, again, has such heavy restrictions of access that ‘it is far 
from being particularly universal or defamilialising’ (Rauch 
2007, 260). Figures from Finnish elderly care place it in the 
same ‘non-Nordic’ group with Sweden. Finnish home care for 
the elderly is slightly higher in volume but lower in intensity 
than Swedish home care (Kröger 2007). 

With reference to the institutional level as described above, 
it might be correct to argue that a Nordic ‘model’ to defi ne 
citizen’s right to elderly care never existed. However, we argue 
that at the broader cultural level the idea of a Nordic model 
is relevant. In debates on international politics, the Nordic 
countries were singled out as a special case in the 1930s 
(Christiansen & Markkola 2006) and in the post-war period 
of the Cold War, Nordic collaboration offered a unique frame-
work for voluntary policy exchanges and learning (Allardt et 
al. 1981, Kettunen 2006). In previous literature, the founda-
tion for the shared Nordic welfare vision or ethos has also 
been linked to a sense of community, a deeply felt ‘felleskap’ 
in the Nordic societies that is rooted in ancient civic culture 
(Hernes 1988). For feminist legal scholars arguing in this vein, 
the political project of building a universalist welfare state 
expressed a communitarian (as distinguished from liberal) 
ethos that came to give direction to the development of its 
legal and institutional framework (e.g., Svensson et al. 2005). 
What emerged was a broadly shared vision of aiming at ac-
cessible and equitable, socially-defi ned care on the basis of so-
cial rights. The vision that guided the expansion of the Nordic 
welfare states was concerned with ‘shaping the state into a 
political vehicle aimed at achieving equality and prosperity’ 
(Allardt et al. 1981). Historical scholarship shows, however, 
that the self-conscious use of the term ‘Nordic model’ is of late 
date. The academic usage dates back to the 1960s and the po-
litical to the 1980s. At that time welfare policies in the Nordic 
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countries were already subject to revisions (Christiansen & 
Markkola 2006, 9). Here we maintain that in the post-war pe-
riod the Nordic communitiarism evolved as an egalitarian and 
to some extent care-friendly ethos.

Despite such empowering dynamics, it is important not to 
portray this period as a lost ‘golden age’ for socially-defi ned 
care. The recognition it acquired was always ambiguous and 
in some cases meagre, if compared with that given to, for ex-
ample, medical needs or concerns for social security. It is also 
evident that when socially-defi ned needs for care were recog-
nised, hierarchies always remained, refl ecting societal values 
about the group needing care. Day care for children and ser-
vices for people in working-age who temporarily are in need 
of care emerged as more legitimate than those of the handi-
capped or the elderly, groups that, in an instrumentalist per-
spective, are of little or no importance to the productivity of 
society (Wærness 1980, 1984).

Because of the history of welfare policy convergence, the 
Nordic countries have provided a specifi c case for the liter-
ature on comparative social welfare (e.g., Esping-Andersen 
1990). The Nordic countries have also become discussed from 
a gender perspective as countries where women’s econom-
ic dependence of men has become targeted as a problem in 
the state arena (Sainsbury 1996, Lilja Mósesdóttir 2001, Pfau-
Effi nger 2004). 

Such comparisons often treat their cases as fi xed. However, 
the Nordic region has been subject to similar transformative 
social change as other regions of the world. Currently, the 
Nordic countries are nation states with open economies. The 
opening of economies began in the early 1980s as a response 
to supranational pressures to remove hindrances from the free 
trade (Bergh & Erlingsson 2006, Schienstock 2007). 
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When changes in the Nordic region are discussed, economic 
restructuring often emerges as a leading theme. Most impor-
tantly since the 1980s, political debates have questioned the 
viability of the Nordic welfare state, with reference to the de-
pendence of the Nordic countries of the fl uctuations of global 
markets. The argument is that in the global context, Nordic 
national economies need to be cost-effective and competitive 
in relation to other, historically less generous states. Another 
key argument concerns demographic change. The countries 
have small populations that are aging rapidly. Facts like those 
included in Table I above have been interpreted as an indica-
tion of the growing need for care services, the cost of which 
would bring a publicly funded welfare state to a fundamen-
tal crisis. This type of prognoses have provided the specifi c 
impetus for the critics of these historically so successful wel-
fare states (Korpi & Palme 2003). However, if we consider the 
gross national income in purchasing power parity, we see no 
sign of a relative decline of the Nordic region (see Table I). In 
contrast, if this measure is taken as an indicator, all of these 
countries are among the richest in the world. 

Refl ecting the benefi cial social development in the region, 
Nordic people can expect to live to become nearly 80 years 
of age, or in the case of most Nordic women, even older than 
that (Population Reference Bureau 2007). This means that the 
potential number of those in need of care is increasing at the 

Table I Background data on the Nordic countries

POPULATION
(MILLION)

BIRTHS 
PER 1,000 
POPULATION

<15 65+ PERCENT 
URBAN

GNI PPP 
PER CAPITA 
(US $) 2006

POPULATION 
DENSITY PER 
SQ. KM

Denmark   5,5 12 19 15 72 36,110 127

Finland   5,3 11 17 16 62 34,810  16

Norway   4,7 13 19 15 78 43,920  12

Sweden   9,1 12 17 17 84 34,780  20

Western 
Europe

187 10 16 17 75 32,740 169

SOURCE: POPULATION REFERENCE BUREAU, WASHINGTON D.C, 2007. 
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same time as the traditional free labour force available to pro-
vide care informally has dwindled, as, in the long-term, all 
Nordic countries have become more or less examples of du-
al-provider models (Leira 1993, Lilja Mósesdóttir 2001, Pfau-
Effi nger 2004). 

The care gap has further problematic dimensions: a large 
number of the people needing care live in areas where the 
‘pool’ of potential caregivers is particularly small in relation 
to those in need of care. The persistent pattern of urbanisation 
is that of the old remaining in rural communities when the 
young move away. Consequently, while there is a high pro-
portion of elderly also in the cities, a high proportion of the 
aged live in the more scarcely populated rural areas. As seen 
in Table I, in Finland, Norway and Sweden there is a combi-
nation of small population and large territory, a circumstance 
that challenges effective production of services (e.g., Copus 
2007).

In all of the Nordic countries, the universalist welfare states 
issued policies aiming at creating mechanisms of solidarity be-
tween regions. These mechanisms have been threatened by 
the recent strive to decentralise the public sector (e.g., Copus 
2007, 17–18). Equal regional development no longer repre-
sents as central value as before in the Nordic countries, giving 
rise to increasing within-country heterogeneity, for instance, 
in terms of access to services (Neil & Tykkyläinen 1998). There 
is Nordic research evidence suggesting that the frail elderly are 
cared differently, depending on whether they live in urban or 
rural areas, with the rural elderly being more dependent on 
informal care (Nordberg 2007). The quoted study suggests in 
part structural reasons, related to local disparities in service 
provision.
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It is interesting to refl ect upon why the affl uence of the re-
gion is not in greater extent refl ected in the present ethos of 
welfare policy. Some experts identify a sense of austerity that 
fuels a process of welfare-state regress (Korpi & Palme 2003). 
The present projections for population change in the region 
offer some insight into the concerns that currently drive pol-
icy. The rate of natural increase is very low, suggesting accel-
eration of the pace of population aging. It is important to 
note, however, that the calculations are based on a very mod-
erate level of immigration, also in the long term (see Table 
II). Furthermore, immigration is seen more often a challenge 
than a solution to the welfare state: for instance, current re-
search emphasises the burden that the integration of the im-
migrants places on public resources (e.g., Nannestad 2007).

It is beyond our scope to deepen the discussion of the 
above-described macro-level developments or to speculate on 
their impact on the demand or supply of welfare services in 
general or socially-defi ned care in particular. This background 
is offered to underline the fact that the social shaping of care 
work is tied to such larger developments. At the same time, 
it needs to be remembered that all prognoses, even the seem-
ingly objective, of the structural, economic and social con-
ditions of social care services in the future carry ideological 

Table II Demographic Data and Estimates for Population Change

PROJECTED POPULATIONS (MILLIONS)

Rate of natural 
increase (%)

Net Migration 
Rate per 1,000 
Population

mid-2025 mid-2050 Projected 
Population 
Change 
2007–2050 (%)

Denmark 0.2 2   5,6   5,5  1

Finland 0.2 2   5,6   5,7  9

Norway 0.4 5   5,2   5,8 24

Sweden 0.2 6   9,9  10,5 15

Western 
Europe

0.1 1 191 187  0

SOURCE: POPULATION REFERENCE BUREAU, WASHINGTON D.C, 2007.
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and cultural underpinnings. Furthermore, even the most rigid 
structural conditions, such as future demographic develop-
ments, are constantly infl uenced by the political choices made 
by the decision makers of today. Most importantly, nothing 
can free us from the moral responsibility for how we approach 
the problems causing suffering and inequality today. 

A Nordic ethos of care: an ambiguous history
The building of a welfare state is a piecemeal activity, charac-
terised by multiple struggles and negotiations. Above we sug-
gested that the recognition of socially-defi ned care was a late 
addition to welfare policy and never as fully endorsed as other 
areas of social provision. Kari Wærness (1980) has presented a 
particularly powerful feminist critique, drawing attention to 
the above mentioned hidden assumptions on productivity in 
welfare policy. Furthermore, she argued that the care orienta-
tion associated with traditional femininity was commonly de-
valued and portrayed as irrational in the welfare state rhetoric 
(see also Eliasson & Szebehely 1991). 

Instrumental rationality was always a salient element in wel-
fare policy, and remained so even in the 1970s and the 1980s, 
when the rhetoric of ‘having, loving and being’ emphasised 
a humanistic approach to welfare (Allardt 1975). The empha-
sis on the values of democracy, solidarity and mutual respon-
sibility helped, however, another, competing rationality, the 
rationality of caring, to claim some ground in the welfare state 
(e.g., Wærness 1980). The concept ‘the rationality of caring’ 
refers to a rationality that is contextual and descriptive, rather 
than formal and abstract. It recognises that good care builds 
on personal knowledge and certain ability and opportunity 
to understand what is specifi c in each situation where help is 
required (Wærness 2005, 25). 

Finnish sociologist Raija Julkunen (1991) has pointed out 
that the existence of competing rationalities is itself a core 
feature of modernity. Rationality of caring is congruent with 
the modern ideas of motherhood that fi rst emerged in the late 
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19th century bourgeois family. Refl ecting the inherent gender 
hierarchy in modernity, the caring rationality is constantly 
at odds and threatened by the ‘real’, instrumental modernity 
(Julkunen 1991, 82). 

There is a huge literature on the impact of the Nordic wel-
fare state on gender relations, arguing that when the pa-
triarchal state stepped in as a party into care, women were 
not emancipated to equality. However, an important shift 
occurred when private patriarchy was replaced by a public 
one (Hernes 1987, 1988). Women’s full-time involvement in 
the labour market came to be most far-reaching in Finland 
(Pfau-Effi nger 2004). There the organisation of paid care 
most steadily took the shape of occupations (e.g., Simonen 
1990, Anttonen et al. 1994). From the point of view of care 
workers, the transformation of jobs into occupations can be 
seen as a benefi cial process, but the change of gender culture 
in care has been more complex. Particularly efforts to pro-
fessionalise care have been subjected to a feminist critique. 
Professionalisation has implied that masculine assumptions 
about rationality have structured the way care came to be 
framed in the welfare state (Wærness 1980, 1984, Johansson 
U. 1997, Henriksson 1998, Dahl 2000). Accordingly, the pro-
fessionalisation of social care in the welfare state resulted in a 
series of separations and exclusions, where the ‘irrational’ and 
‘dirty’ aspects of care became framed as non-professional and 
therefore inferior work (Gough 1987, Widding-Isakssen 1994, 
Tedre 1999, Dahle 2003).

Alongside with the cultural critique of professionalism it is 
important, however, to consider the impact of the universal-
ist welfare state on the institutional matrix surrounding care 
work. In the public care services, care workers gained new oc-
cupational mandates that do not exist in the conditions of the 
market (e.g., Wærness 1984, Simonen 1990, Evertsson 2000). 
In the institutional context of the ‘service state’, the profes-
sionalism of occupations providing welfare services came to 
be attached closely to the state and its policies (Johansson 
S. 1997). It has been argued that the equality-driven welfare 
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ethos supported the institutionalisation of occupational ju-
risdictions in care and that this ethos empowered both users 
and members of the professional groups providing the servic-
es (Henriksson et al. 2006). While social inequalities were not 
erased, they were alleviated through both organisational and 
cultural change in the 1970s and 1980s and the position of 
women-dominated occupations improved in relation to the 
professions that were traditionally male (Julkunen 1991). For 
the universalist welfare state, education emerged as the key 
strategy of reform in the care sector. However, the academisa-
tion of nursing has been more prominent development than 
that of socially-defi ned care (Johansson 2002). 

The rationality of effi ciency 
The last quarter century has been marked by the ascension 
of neoliberalism—market deregulation, state decentralisa-
tion, and reduced political intervention in national econo-
mies (Campbell & Pedersen 2001). Since the 1980s, the Nordic 
welfare regimes have been reordered under the infl uence of 
this ideology. As a consequence, the professional mode of or-
ganizing work has been challenged by managerialism that 
builds on implementing ideas from business management 
to the production of welfare services. Infl uenced by the con-
cerns raised by conservative governments in the United States 
and the United Kingdom, policy makers everywhere in the 
high income countries and in the Nordic countries adopted 
such models. Different variants of organisational models that 
separate the producer and the provider in service production 
were in the year 2003 implemented in 82 % of the Swedish 
municipalities and in one third of the Danish municipalities. 
In Norway, only one in ten municipalities has adopted such 
models. However, as the fi rst municipalities to implement the 
idea were the big cities, in 2004 already a half of the popula-
tion lived in areas where that model was used (Vabø 2005). 

The neoliberal turn constituted what was identifi ed as ‘a 
break in the professional project of the welfare state’ (Julkunen 
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1994) or ‘the market professional discourse’ (Hugemark 1994). 
From the beginning, the managerialist attack on welfare poli-
cy hit care occupations more severely than other welfare pro-
fessions (Julkunen 1991). In the Nordic context care work-
ers in paid care emerged as a key target for policies aiming at 
increasing the effectiveness of the public sector due to their 
large numbers and the key roles they play in the provision of 
publicly-funded care services. Managerialism in the care sec-
tor constitutes a new disciplinary order to be imposed on paid 
(and unpaid) care providers. In cultural terms, the reconfi gu-
ration of the care sector is expressed in new rules and vocabu-
laries, borrowed from business management, that emphasise 
quality control and effectiveness. In public discourse, econo-
mists became the experts in questions addressing the effi cien-
cy of the welfare sector (Hugemark 1994, Julkunen 2001). 

The effi ciency drive has deep-going consequences but these 
are not always easy to detect. On the basis of her observa-
tions from all four of the countries, Mia Vabø (2003) argues 
that the rationality of caring orientation of elderly care per-
sonnel, both care managers and care workers, at present may 
contribute to the concealment of the defective steering power 
of the reforms. Rationality of caring is one of the cultural re-
sources that the managers of the relatively powerless groups 
of care workers can exploit. This inward management style 
overstretches the capacity of the workers and creates an en-
vironment which is not supportive or caring of individual 
members of the staff (Davies 1992, Wrede & Henriksson 2005, 
Wrede 2008).

Nevertheless, the associated changes are complex and cul-
turally embedded. Recent scholarship shows that neoliberal-
ism has resulted in much more diverse and contested changes 
than was appreciated by the early critics. There is no conver-
gence toward a common set of neoliberal institutions, nor are 
states unable to infl uence the direction of change (Campbell 
& Pedersen 2001). Accordingly, the Nordic countries differ in 
terms of how pervasive a shift the rise of neoliberalism has 
been in the respective public policy. The two extremes appear 
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to be Denmark and Finland. The impact of neoliberalism on 
the Danish public sector has from the perspective of the care 
sector been characterised as New Public Management ‘Light’ 
(Dahl 2004). Even within elderly care, our critical case, a sys-
tem corresponding to the image of a Nordic model contin-
ues to be at place: a service guarantee exists and home care 
is provided free of charge (Rauch 2007, 258). On the other 
hand the organisation of, for instance, elderly home care is 
clearly structured along managerialist ideas also in Denmark 
(Vabø 2003). The other Nordic states do not measure up to 
Denmark’s level in elderly care. In the cited comparison of 
elderly care services, Norwegian elderly care ‘only to a cer-
tain extent’ corresponded to the idea. With the stated crite-
ria, both Sweden and Finland fail to come even close a Nordic 
model, as both have cut services heavily, narrowing down 
their scope and intensity and no service guarantee exists. 

Finland appears to be farthest away from this ideal, even 
though the differences to Sweden are complex. However, in 
terms of service intensity, Finland lags behind.1

Increasing inequalities in access to services and social secu-
rity has led several Finnish experts to polemically characterise 
the ideological change as a shift from the welfare state to the 
‘competition state’ (Heinonen 1999, Sipilä 2005).2 Other ex-
perts emphasise that expenditure in the social sector has not 
decreased and that the currently ‘internationally acclaimed’ 
Finnish model has been successful in combining economic 
growth, education, employment and social policy, as well as 
transition to knowledge society and sustainable development 
(Saari 2006, Schienstock 2007). 

In Sweden and Norway the impact of neoliberalism has 
been discussed in less pessimistic terms than in Finland. In 
Norway, for instance, a recent book argues that changes in the 
scope of services are much less radical than is often appreci-
ated, suggesting a great degree of stability in Norwegian gov-
ernment (Mydske et al. 2007). It also needs to be kept in mind 
that Norway did not follow the Nordic model in socially-de-
fi ned care to the same extent as the other countries (Rauch 
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2007). While the level of services has not generally been cut 
in Norway, also there neoliberal ideas have been implemented 
by deregulating public services and improving the economic 
effi ciency of the public sector (Vabø 2005, Mydske et al. 2007). 
Similarly, when the stability of the Swedish welfare state is dis-
cussed (Bergh & Erlingsson 2006), it is social security and not 
social care that is in focus. In that macro perspective, welfare 
state resilience is commonly raised as the relevant interpreta-
tion, with reference to social security systems such as pensions 
(e.g., Taylor-Gooby 2001). Studies of elderly services present a 
different picture of the resilience of the Swedish model (Rauch 
2007). Furthermore, as already indicated above, managerial-
ism has commonly been implemented in the Swedish public 
sector, suggesting, as in the case of the other countries, a cul-
tural change where the rationality of effi ciency has become 
a salient logic in formerly socially-defi ned care. In words of 
Hanne Marlene Dahl (2005), a changing ideal of care may 
very well be a form of retrenchment.

Education as a strategy for regulating care
While the ideas about organisation of care are one impor-
tant infl uence on care work as well as on care workers and 
care recipients, the ideas concerning education are another 
infl uence of equally vital importance. In all the Nordic coun-
tries, education emerged as a key strategy for regulating the 
care sector when training programmes for the assistant groups 
were established in the post-war period. From the beginning, 
these were closely connected to hospitals or nursing homes, 
and they all seem to have had good recruitment (Høst 2006). 
Particularly many adult women with families were interest-
ed in these so-called ‘lower-skill’ jobs. For them the expand-
ing care sector offered secure and often fl exible jobs. This was 
particularly true for socially-defi ned care where the require-
ment for formal competence was late to appear, particular-
ly in the case of elderly home care (Wærness 1980, Simonen 
1990, Törnquist 2004). Even in the universalist welfare state, 
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it was common that care workers in elderly home care only 
had taken short training courses (Szebehely 2003).

The care work educations became gradually more integrat-
ed into the national education systems, a development that 
resulted in increasing expectations on formal competence in 
socially-defi ned care. The rise of the universalist welfare state 
played a central role also for this development (Johansson 
2002). A key institutional change that resulted from these de-
velopments was that the regulation of care educations became 
administratively detached from the planning of the care sec-
tor at the level of central government. In Finland this took 
place in 1968 (Klemelä 1999, 295). A similar reform was im-
plemented also in Norway (Høst 2006). In Sweden this insti-
tutional arrangement was reached through the 1977 reform 
of higher education which aimed at an integration of all vo-
cational training into the higher education.

Welfare states of the Nordic type invested large resourc-
es in education, including vocational education (Hega & 
Hokenmeier 2002). There are, however, both national sys-
tems and the style and the extent of integration vary. Care 
workers have the shortest education in Sweden and longest 
in Finland (Kröger 2007). Yet in Sweden the educational base 
of care managers has undergone academisation (Johansson 
2002). The most far reaching integration is found in Sweden 
where the vocational educations have been replaced by broad 
educational programmes which do not give any kind of voca-
tional specialisation or title (Törnquist 2004, Høst 2006). In 
the other end, we fi nd the Danish SOSU-programmes which 
are established as an autonomous system parallel to the na-
tional vocational education system. In spite of this outside po-
sition the SOSU-programmes are coupled to the nurse educa-
tion. However, they have also sustained strong ties to the fi eld 
of work (Ahrenkil et al. 2006, Høst 2006). While the Danish 
education reform has been judged as quite successful, the 
Swedish is seen as problematic in several ways. The education 
has problems in recruiting young people and the relevance 
of the education is questioned as well (Ahnlund & Johansson 
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2006). Norway and Finland hold a position in between these 
examples. Common for all countries, however, are tenden-
cies towards a large distance between the education and the 
care and nursing sector. This may in turn threaten to lower 
the standard of the practical skills if not further education is 
arranged in the workplace. However, in periods of retrench-
ment there is a risk that it is not given priority. 

In a situation where the changes in the demographic struc-
ture, discussed above, point towards a fast increase in the de-
mand for care and nursing staff, recruitment is problematic 
in all Nordic countries. Few people choose to work in elder-
ly care. The efforts to turn the education programmes into 
adolescent education in order to increase the formal level of 
qualifi cations among personnel in elderly care have met large 
problems in all Nordic countries, and the status of the pro-
grammes seems to decrease (Høst 2006). These trends make 
the consideration of the state of care work culture and the 
structural constraints shaping it particularly relevant.

Care work in crisis
Summing up, greater effi ciency has emerged as a key concern 
for the policy makers in the Nordic welfare states. Our argu-
ment is that the pursuit of effi ciency needs to be critically ad-
dressed, as a cultural shift in care work that has many differ-
ent expressions and dimensions. According to Stein (2001) 
effi ciency has become a cult when we no longer ask the ques-
tions ‘effi cient at what?’ or ‘for whom?’ This ‘cult of effi cien-
cy’ (c.f., Stein 2001) is based on instrumental rationality, as 
the present effi ciency drive is abstract and lacks consideration 
for context and the particular. In our effort to reclaim the 
Nordic ethos of care, we attempt to draw attention precisely 
to these considerations. 

This book contributes to a bottom-up examination of at 
least three related expressions of the cultural crisis of care 
work that all have consequences at the structural level of care 
institutions:
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1) crisis of recruitment of personnel for care work, 
2) crisis of educational models and knowledge base
3) crisis of lacking valuation of care work.

We are aware of a great intra-country as well as inter-country 
variance that extends to the level of the workplace and to edu-
cational programmes. Thus, we do not talk of one ‘Nordic care 
work crisis’, but of a set of multiple crises in the complex and 
multilevel fi eld of care. We wish to address the multitude of 
disconnections that are currently occurring, expressed, for in-
stance, at the macro level in the lack of coordination between 
educational policies and service policy. We fi nd evidence of 
further disconnections at the meso and micro level between 
management ideas lacking rooting in the care context and the 
practical organisation of care work. 

We believe that the analysis of the current trends shap-
ing paid care work in the Nordic countries is of interest not 
only to a wide Nordic audience but to both academics and 
others interested in paid care work, residing outside of the 
Nordic countries. The economic, political, structural and cul-
tural challenges the Nordic countries have faced and face so 
acutely in coming years are shared by most of the high-in-
come countries. Policymakers making decisions about the fu-
ture direction of care service and education policy are placed 
as the ‘switchmen of history’ who determine whether they 
choose to reclaim socially-defi ned care or whether that part 
of the unique Nordic ethos is lost.

Aim and scope 
This book grew out of a Nordic research network that initially 
focused on the recruitment crisis in care work. The collaboration 
took the shape of series of workshops, where we discussed con-
cepts and interpretations and exchanged stories and informa-
tion about trends and developments in the individual countries. 
It is through these exchanges that the notion of crisis in care 
work fi rst took shape as a meaningful frame for a shared book. 
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By collecting the qualitative evidence about the value of 
socially-defi ned care and its current predicament, we the edi-
tors wish to reclaim that specifi c Nordic ethos that made room 
for the rationality of caring. We do not make a claim for the 
reinstatement of some specifi c model to organise care, even 
though we share a view that key services should be publicly 
funded and provided on the basis of a social right. What we 
defend here is the specifi c humanistic Nordic ethos that gave 
impetus to a policy convergence underpinning care-friendly as 
well as care-worker friendly institutional developments in the 
welfare services. 

The book covers developments in care work in four Nordic 
countries—Denmark, Finland, Norway and Sweden, building 
on a number of qualitative case studies that together provide 
so-called ‘thick description’ of the world of care. We believe 
that by bringing these insights together we can provide a rich-
er and more dialogic account than would be possible, had we 
confi ned ourselves to more specifi cally defi ned themes and 
sought to redact the research materials into comparable fi g-
ures. 

Several chapters in this book examine the impact of the cul-
tural shift associated with managerialist reforms. Some chap-
ters examine the shaping of formal care work at the macro 
level but the majority of chapters focus on the grassroots level 
of care where the two competing rationalities create a ten-
sion. Our shared view is that it is particularly important to 
help voices from the grassroots to be heard, to challenge the 
currently dominating discourse that often presents the struc-
turing of the services as a ‘rational’ campaign of streamlining 
care in an effective way (Vabø 2003, 85). 

The studies that form the foundation for the book have 
their separate, independent histories and do not advance a 
shared interpretation or agenda. The aims of the different 
chapters and authors vary: some of us seek to make the lived 
experience of care workers or those cared for somehow visible, while 
others focus more on uncovering how politics structure that 
experience. But even though interpretations may vary, these 
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analyses are shaped by a shared conviction about the value of 
the human experience, be it that of the person cared for, or the 
care worker. 

In order to emphasise the aim of the book to offer cultur-
ally and institutionally embedded accounts, the book is or-
ganised in four parts, one for each Nordic country. Hopefully, 
our decision to keep the countries separate helps the reader 
to grasp a more multifaceted understanding of the dynamics 
in the similar but not identical countries. The more detailed 
presentations of the chapters are given in the short introduc-
tions found in the beginning of each part. 

Each country section has an emphasis on some specifi c an-
alytical dimension. In the Danish part, this broad perspective 
is learning, refl ecting the background of the authors in edu-
cation studies. In the Finnish part, attention to welfare state 
restructuring underpins sociological analyses of the shaping 
of work and occupations in the context of service policy. The 
chapters in the Norwegian part are inspired by the modernisa-
tion perspective and focus on long-term developments in care 
occupations. Finally, the Swedish part most consequently fo-
cuses on elderly care as a social service, developing the analy-
sis primarily from the point of view of social care research. 

Notes
1 Finland was not included in Rauch’s study, but comparable data 
from other sources (Szebehely 2003, Kröger 2007) allows us to discuss it 
together with the other countries.
2 The concept ‘competition state’ was introduced by Philip Cerny 
(1990).
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Denmark presents some special features of the Nordic experi-
ences of crisis of care. The crisis is profoundly shaped by the 
interrelatedness of: deteriorating quality in and of care; the 
lack of political strategies for the provision of care; and the 
lack of ability to attract and preserve qualifi ed occupational 
groups in social and health care. The ethos of care has tradi-
tionally been that of equal access to and equal quality of pub-
lic services. There has been a resistance to privatisation as well 
as to leaving responsibility for caring to families and to civil 
society. Since 2002–2003 this approach to care has been un-
dergoing change. However, health care workers still remain 
strongly identifi ed with the welfare state in Denmark.

In the following, I point out some of the contradictory and 
paradoxical developments unfolding in the fi eld of social and 
health care in Denmark. Social and health care services and 
the caring sectors (in relation to the ill, disabled, and elderly, 
and to rehabilitation, reproduction etc.) have been expand-
ing since the end of the 1990s (Pedersen 2005). Elderly care 
remains a major activity, amounting to 15 % of public ser-
vice expenditures, with a yearly net increase of 1.6 % since 
1995 (Bødtker 2005). In the year 2007, 203,000 persons re-
ceived elderly care, amounting to an increase of 2.2 % per year 
since 1977. It is estimated that this fi gure will rise dramatical-
ly in the coming years due to the ‘ageing society’ (Strategiske 
Forskningsråd 2006, Meijer 2004).

Changes in politics of care
At present social and health care is politically constructed pri-
marily as a social and health economy. All activities are mea-
sured with reference to the costs for society, instead of taking 
into account the welfare generated for society. This became 
visible when in 2006–2007 a reform of governance, fi nancing 
and costs (Strukturreformen) took place, changing especially 
the structures of the social and health care sectors. The pub-
lic, the NGOs representing the elderly and the patients, and 
the relevant trade unions expressed the need for developing 
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the social and health care sectors. The government perceived 
its task differently, opting for solutions that lower the estab-
lished standards. At the institutional level, leaders put pres-
sure on the employees to perform at a lower standard, or 
‘worse’ (Finansministeriet 2007, Ahrenkiel et al. 2007). 

During the past fi ve years Denmark has been moving to-
wards a more neo-liberal version of New Public Management. 
In the public sector, New Public Management now also in-
cludes privatisation, corporatism and more external produc-
tion control, and a redistribution of resources through gen-
eral economic frames instead of specifi c targets. Within the 
organisation of care, this means that elderly people are no 
longer allocated time for care but are provided with specifi c, 
politically prioritised services. The most notable change, if 
compared with the New Public Management programmes of 
the 1980s and the 1990s, is the break with professional out-
put control through performance measurements and quality 
management (Knudsen 2006) and stronger centralisation.

There is a contradiction between the way political discours-
es frame care work (focusing on change, transformation and 
the disruption of past procedures, attitudes and professional 
and occupational rationalities of work) and the professional 
interpretation of care work. Transformation is seen inside a ho-
rizon of growth, renewal, rationalisation, discontinuity to the past 
and bettering (Finansministeriet 2007). The quality of care must 
be improved, patients must get better, the fl ow must acceler-
ate, routines have to be renewed, etc. The dominant political 
discourse is in confl ict with the continuation of professional 
caring practices and with the rationality of care inherent in 
the socially necessary practice (Becker-Schmidt 2003) of man-
aging birth, loss, decay, irrationalities and continuations of 
vital life processes of patients and clients. It creates a paradox 
for the caring occupations. Another paradoxical aspect, is that 
the dominant discourse of transformation is institutionally 
directed at making an impact on practice through described 
things, tasks, procedures and manualisation (Knudsen 2004), ap-
proached as artefacts or symbols. The work to be transformed, 
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however, is conducted between humans and by humans, i.e. 
through subjective professional decisions and inside relations 
to citizens and individual persons. Care workers have to man-
age these confl icts and paradoxes of rationalities professionally 
in their day-to-day work as ambiguities of practice and with 
ambivalent approaches. A means to achieve this is by submit-
ting oneself to the discourse of transformation of the social 
and health care system. Other means to achieve it is to defend 
the professional ethos and professional borders, i.e. also the 
working conditions of the professionals. 

Professionalisation and deprofessionalisation in 
care work 
The Danish Quality Model (being implemented in social and 
health care 2007–2008) outlines and instrumentalises the ef-
fort to control and make the Danish social and health sys-
tem effective. The model has the notion of the social and 
health care worker as a performer to be regulated through 
risk management, standardisation and the manualisation of 
professional knowledge to the extent that the professional 
does not have to know very much. The guideline for the oc-
cupational groups in social and health care outlines negotia-
tion, listening, humbleness and cost-consciousness as equally 
important as professionalism (Finansministeriet 2007). This 
can be understood in the perspective of dequalifi cation and 
deprofessionalisation, as work is becoming less dependent on 
the learning and development of the care worker, and more 
dependent on political and institutionally directed construc-
tions of caring practice.

The notion of quality in the model goes against the grain 
with the successful process of educational professionalisation 
that took place through the creation in 1992 of the social and 
health care helper with 14 months of education, and the social 
and health care assistant with an additional 18 months of ed-
ucation. These training programmes were fl exibly integrated 
into the general professional educational system. Since the 
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year 2001, social and health care assistants have been allowed 
also to continue their education, studying for a nursing de-
gree. In 2007 the social and health care assistants acquired au-
thorisation that qualifi es them both for hospital work and for 
work in elderly care. In contrast to the other Nordic countries, 
the assistants have had access to all types of nursing work, 
and their real competencies have been greatly acknowledged. 
Approximately 60 % of the assistants work in elderly care and 
40 % in hospitals (Pedersen 2004). Through the national edu-
cational reform, the so-called CVU reform, nursing education 
has become integrated into the general programme of higher 
education. A bachelor’s degree was established, and Centres 
of Professional Knowledge set up in order to develop a profes-
sional knowledge base in nursing. 

Crisis of quality and the declining interest in 
care work
The rhetoric of the Danish Quality Model as well as the politi-
cally negotiated Quality Reform of 2007 emphasise the need 
for developing a better quality of care. Paradoxically, how-
ever, the rhetoric does not acknowledge and try to come to 
grips with the sources of the crisis of quality of care. Yet there 
are clear indications of deteriorating quality of and in care 
for the sick, elderly and disabled. Furthermore, the quality of 
working life has deteriorated, with consequences for the sub-
jective meaning of work for the social and health care work-
ers in these sectors. Many care workers in elderly care have 
to leave the workforce, because they are worn out before the 
usual retirement age (Hansen 2006). A recent inquiry into job 
satisfaction in elderly care showed that 60 % of the employed 
less than 40 years of age wanted to move to another job (FOA 
2007). Only 50 % of social and health care assistants and help-
ers remain in the sector until retirement (Pedersen 2004). 

An even more serious problem is that these jobs are be-
coming less popular amongst all occupational groups in care. 
There is a shortage of qualifi ed workers in both nursing and 
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social and health care. Approximately 2000 nursing jobs were 
vacant in January 2008 (1500 in January 2007) according to 
statistical information from the Union of Nurses (DSR 2007). 
Approximately 20 % of the jobs for qualifi ed social and health 
care workers were fi lled with unskilled personnel in 2007 ac-
cording to the Danish Confederation of Public Employees 
(FOA 2007). The need for social and health care workers is 
estimated to be at least 8000 more in the coming 10 years 
(Finansministeriet, 2007), excluding the positions presently 
fi lled by lesser skilled workers. In contrast, the current politi-
cal strategy of the government addresses the need for a better 
quality of care by downplaying qualifi cations. The focus in re-
cruitment is on lower skill groups and on the reorganisation 
and revision of care work, aiming at an increasing delegation 
of work to lower skill groups.

The social and health care occupations constitute groups 
that are fundamental to the creation and maintenance of 
welfare. The centrality of these occupations to welfare is not 
only related to the quantity of care receivers and the broad 
range of services provided, but also to the professional iden-
tities and qualifi cations of the social and health professionals 
and care workers. The professional qualifi cations of the social 
and health care workers correspond to the political and ethical 
standards of the Nordic welfare model. Furthermore, people in 
these occupations have identifi ed themselves professionally 
with that model. Therefore the present recruitment crisis in 
Denmark is an important part of the crisis of welfare services.

Learning in care
The following three chapters, constituting the Danish section 
of this book, are examples of research into care as work and 
working life from the perspective of practice and the subjectiv-
ity of the care worker. This has been part of qualitative learn-
ing research into changes in the welfare-creating sectors and 
occupations that has been carried out at Roskilde University 
over the last 15 years. The three contributions conceptualise 



© The authors and Studentlitteratur 45

Introduction to part I

learning as an integral part of the working of the individual, 
and of the collective working environment. The concept of 
learning connects the experiences of the worker as a learner 
with her expectations for the future, both as an individual and 
as a member of a collective group of workers/professionals. A 
horizon of expectations is created from experience. The artic-
ulation and activation of this horizon enables specifi c steps 
in learning. However, the possibilities for such articulation 
and activation are dependent on the historical and cultural 
context and the specifi c learning space occupied by the work-
er. The learning space is actively created through a process of 
framing. Framing is shaped by power structures, but also by 
the activity of the agents/learners. The learning concept has 
its roots in the concept of subjective and collective horizons 
of experiences and learning (Ziehe 1998) that suggest differ-
ent forms of learning, understanding and action.

The three chapters aim at creating knowledge about the 
practices and practitioners in care from a psycho-societal per-
spective in order to analyse the impediments to and possibili-
ties of learning and becoming active agents of change in care.

Chapter One by Betina Dybbroe focuses on processes of oc-
cupational identifi cation and learning in nursing and points 
out how these are framed through a process involving politi-
cal, social and structural factors. Placing the spotlight on the 
experiences of three nurses, Dybbroe argues that paradoxes 
in work in the health sector create paradoxes of learning that 
dismantle learning spaces within work. 

In Chapter Two Anne Liveng analyses everyday interactions 
in elderly care from the perspective of social and health care 
helpers. The analysis demonstrates that subjective meaning 
in care is a prerequisite for not only quality in care, but also 
the willingness and the ability of care workers to stay in care 
work. Liveng shows how impediments to creating meaning 
and strong occupational identifi cations in work are related to 
hierarchical structures framing care work. 

Chapter Three is by Helle Krogh Hansen who considers the 
space for self-refl ection and learning in elderly care in all three 
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occupational groups found in Danish elderly care: social and 
health care helpers, assistants and nurses. Through the per-
spective of experiential learning and practice-based knowl-
edge, Krogh Hansen probes into the possibilities of learning in 
care work, arguing that such possibilities are presently unused 
and downplayed. Thus Krogh Hansen illuminates how the 
occupational groups might become agents of change in care 
through the organisation of the everyday practice of elderly 
care as a learning environment seen from a lifelong learning 
perspective.
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This chapter contributes to the understanding about the cri-
sis in paid care work in the Nordic countries by highlighting 
the crisis of learning and professional knowledge in care in 
Denmark, here viewed as linked both to the critical conditions 
in and of care and to the crisis of recruitment. The theme of 
crisis of learning and professional knowledge concerns all four 
countries, as the ideology of New Public Management in its 
different versions has been universally implemented. In all of 
the Nordic countries, this meant taking practical steps towards 
creating an ‘economy of health’, in which strategies to improve 
and widen qualifi cations in health care are seen mainly as costs 
and not investments in the future welfare state. All of the Nordic 
countries therefore experience aspects of dequalifi cation of the 
work force in the professional and semi-professional groups. 
The dequalifi cation process has several implications, concern-
ing the jobs themselves, the shortage of qualifi ed social- and 
health care workers as well as the failing recruitment strategies. 
The key consequence in focus here is the short supply of qual-
ity learning environments in the workplaces. The recruitment 
crisis in the Nordic countries is also linked to the creation of a 
health economy and dequalifi cation of work. Recruitment fail-
ure is not an instrumental problem, but a symptom of more 
profound problems, such as the conditions society offers to 
the social and health care occupations, as well as a symptom 
of changes over time in the economic market.

The chapter builds on two recent research projects on nurs-
ing (Andersen, Dybbroe & Bering 2004, and Ahrenkiel, Dybbroe 
& Sommer 2008) that shred light on the development of oc-
cupational identity and learning closely linked to the changes 
in the conditions and the frames of the social and health care 
sectors. Here I explore the crisis empirically through subjective 
and intersubjective experiences and dynamics, relating these 
to the contextual and structural factors that actively contrib-
ute to the framing of education and learning in care. 

Before exploring the learning crisis, I shortly discuss the 
long-term crisis in recruitment facing the Danish care occupa-
tions that has taken a turn during the last few years. 
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Recruitment crisis—a symptom
The recruitment crisis in Danish social and health care is cur-
rently both a public concern and a widely recognised problem 
among politicians. The number of graduates from the new so-
cial and health care educations (established in 1992) increased 
until the late 1990s, but a rapid decline began in the year 2000 
(see table 1, see also Dybbroe 2003, Christiansen 2003). All 
care educations have lost in popularity among the young peo-
ple, if compared with other educations for the young under 
25, and recently this decline has accelerated. In the year 2005, 
the intake for nursing education decreased by 9 % if com-
pared with the year before. This decline in intake coincided 
with renewed investments in enlarging the workforce in order 
to keep up with the public demand for elderly care and in 
an effort to expand hospital treatment (Pedersen m.fl . 2006). 
Consequently, the slight decrease in the number of graduates 
had a severe impact, with the number of non-qualifi ed em-
ployees in elderly care increasing rapidly.

Table 1.1 Recruitment to the social and health care occupations in Denmark—
central fi gures1 

NUMBER OF INTAKES

1992 1995 1999 2000 2001 2002 2003 2004 2005 2006 2007

SOSU-
helper

5.309 6.588 7.321 6.966 6.457 6.471 6.244 6.449 6.516

SOSU-
assistant

1.655 3.471 4.197 4.340 4.064 3.201 3.442 3.224 3.391

Nurse 2.435 2.880 2.694 2.628 2.785 2.768 2.871 3.080 2.850 3.002 2.729

NUMBER OF GRADUATES

1992 1995 1999 2000 2001 2002 2003 2004 2005

SOSU-
helper

3.930 4.695 6.828 5.964 5.480 5.275 3.621 4.616 4.695

SOSU-
assistant

  909 1.815 3.529 3.418 3.406 3.487 2.522 2.512 2.398

Nurse 1.732 1.697 2.048 1.884 1.932 1.920 1.867 1.953 2.604 (forts.)
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The proportion of dropouts in social and health care educa-
tions was traditionally at the same level as for other profes-
sional and semi-professional educations, holding at approxi-
mately 20 % (Pedersen, E.B., 2005). In recent years, however, 
the number of dropouts in care educations has been increasing 
drastically: The percentage to complete the social and health 
care helper education has decreased from 85 % to 75 % in the 
years 1996- 2005. The percentage of dropouts from nursing 
education has been particularly high: 47 % in 2000, 32 % in 
2003, 25 % in 2005, and 35 % in 2006 (1.) While there are 
several background factors that in part explain the high level 
of dropouts, the numbers remain very high if compared with 
other fi elds. The overwhelming majority of dropouts happen 
during the clinical and institutional practice periods. This is a 
recent development and one that especially stresses the need 
to examine the learning possibilities and professional devel-
opment in the workplaces.

There is further a notable decline in applicants with nurs-
ing as their fi rst priority. Nursing education was in the 1970s 
and 1980s still one of the most popular educational choic-
es of young women, whereas now only about 40 % of the 
applicants have nursing as their primary educational choice 
(Ministry of Education: Uddannelsesguiden, 2007). The de-
clining interest coincides with the decrease in the volume of 
applicants. It is evident that the nursing profession has lost its 

NUMBER OF DROPOUTS

1992 1995 1999 2000 2001 2002 2003 2004 2005

SOSU-
helper

569 827 1.227 1.353 1.256 1.296 1.501 1.601 1.514

SOSU-
assistantAssistant

151 400 834 738 822 724 723 766 751

Nurse 508 676 877 1224 885 917 923 826 844

SOURCE: MINISTRY OF EDUCATION 2003 AND 2007. 
ON THE BASIS OF INSTITUTIONAL REPORTS TO STATISTICS DENMARK.

1 All fi gures are with some reservations as the method of compiling the 
statistics vary from year to year.
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former attraction among potential young recruits. However, 
the most important problem is the job dropout among the 
newly educated. The large proportion of dropouts in this stage 
is a shared problem in nursing and social and health care. 
Only a half of the newly educated social and health care as-
sistants and helpers take jobs in this sector after graduation 
(Pedersen m.fl . 2006).

The recruitment crisis is aggravated by three factors: 
Firstly, it is diffi cult to change the strategies of the new co-
horts of school leavers in a situation, where 25 % of the co-
hort does not acquire any vocational competence (Ministry 
of Education: Indberetninger om uddannelsessøgende 2003). 
The second factor is related to the current expansion of econ-
omy, giving rise to a stronger competition for the young peo-
ple. Presently, all professional occupations providing welfare 
services are losing applicants. Less than 5 % of the young peo-
ple in each cohort choose a social- and health care or peda-
gogical vocational education. The third factor is demograph-
ic and welfare-political, i.e. the rapid ageing of the society. A 
recent prospective estimation of the needed manpower, not 
taking changes in the demands and tasks for future work force 
into account, stated that, by 2015, the number of new health 
professionals needed is 9.400. An additional large number of 
new social- and health care workers are needed (FTF 2007 b). 

A further concern is that it is becoming exceedingly diffi cult 
to meet the need for qualifi ed professionals. A growing number 
of qualifi ed professionals are leaving the sector. At the same 
time, an increasing number of young people lack the basic 
qualifi cations needed even to be able to gain access to the social 
and health care educations. The decreasing interest in these ed-
ucations and the high number of workers and students leaving 
the sector is not, however, politically addressed (FTF 2007 b). 
Furthermore, the transition from education to work, vital for 
the shaping of a care worker’s qualifi cation, is currently largely 
ignored by policy makers. The key neglect in education policies 
is the lack of attention to the conditions for working practice 
and the life strategies of the young generations.
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A qualifi cation strategy for welfare? 
Like the other Nordic countries, Denmark has made a sizable 
investment in the development of qualifi cations for care work. 
The occupational groups in these sectors mainly consist of 
three categories: 1) nurses and other health professions with 
a bachelor degree, 2) social and health care assistants with a 
recently established authorisation and a 2 ¾-year long edu-
cation, and 3) social and health care helpers with 14 months 
of education and long practical experience. At present, one 
of the slogans uniting several political bodies, as well as some 
trade union organisations, is ‘More hands to social and health 
care’, indicating that what is lacking is practical caring labour. 
This discourse detaches care work from education, professions 
and formal qualifi cations. 

The political focus is on attracting new labour-market 
groups to the jobs in social and health care sectors. In the back-
ground is the low level of unemployment in Denmark, 3,3 % 
in the year 2007 (Ministry of Education: Uddannelsesguiden, 
2007). The current political discourse is narrowly framed by 
a labour market perspective and builds on a low ranking of 
jobs and educations in the social and health care sectors. As a 
result, the attractiveness of these jobs is declining among the 
traditional target groups for recruitment, forcing policy mak-
ers to direct recruitment to new, more peripheral and lower 
skill groups and the contents of the jobs have to be revised 
so as to fi t lower skill groups (Minister of Employment 2007). 
Paradoxically, at the same time as decision makers are focus-
ing on ‘more hands’, the media is waging a separate debate 
about care, where scandals about quality in care in institu-
tions are discussed in terms of the deterioration of quality of 
care and general conditions in these sectors. A number of rev-
elations in the media of scandalous quality in the caring insti-
tutions in 2006–2007 created public and political critique of 
the ethics and standards of staff in health care institutions.

A critique from the trade unions representing the profes-
sional groups in the health care sector (nurses, physiotherapists 
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etc.) demanded wider access to all the health educations, 
more possibilities for continued education, and further pro-
fessionalisation as part of the solution to the recruitment cri-
sis (Sundhedskartellet 2007). Their strongest argument was 
against lowering of professional standards. The unions de-
manded that the ‘hands’ need to be qualifi ed and profes-
sionally educated. Investing in the professionals (i.e. nurses) 
as well as semiprofessionals (i.e. social and health care assis-
tants) was suggested as part of the solution and not a part of 
the problem. Contradictory to this the government has op-
posed these claims, arguing for quality without further costs 
(Minister of Employment 2007). 

Recent research supports the argument that there is a rela-
tionship between conditions in care work and the willingness 
and ability of care workers to stay in these jobs (e.g., Hansen 
2006, Liveng 2007, Andersen & Dybbroe 2004, Wethje & 
Borg 2003). The research indicates that conditions, structures 
and framing in social and health care work, not the jobs and 
the work itself, are becoming exceedingly unattractive. The 
studies further suggest that care workers experience a threat 
against their professional standards (Baagøe Nielsen & Dybbroe 
2008). At present, care workers do not have adequate possi-
bilities, in the form of qualifi cations, learning possibilities, 
professional authority and working conditions, to properly 
perform the tasks that are expected of them. Research further 
indicates that public sector organisations are not able to or-
ganise learning possibilities for their employees (Gustavsson 
2006). From this perspective, the recruitment of workers with 
lower qualifi cations than earlier has the potential only to ac-
celerate the crisis. 

But how are the inadequate possibilities for learning affect-
ing knowledge, refl ection and learning in the everyday life of 
care work? How are the professional identities of care work-
ers changing due to changes in conditions and possibilities? 
And how do care workers today create meaning and the desire 
to stay on in the welfare-providing sector and in care work? 
These questions are the basis for an analysis and critique of 
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the crisis in welfare provision. In the next section, I move on 
from the discussion about policy developments at the macro 
level to consider the developments in care work from the per-
spective of the people providing care. This provides insight 
into the ways subjective horizons of experiences and learning are 
composed and how these, in their turn, are related to the ev-
eryday life of care and nursing as well as other practices of 
life. 

Learning to be professional
The life history of the care worker, including her experienc-
es and knowledge, form her subjective context for learning. 
New demands, challenges and circumstances must fi t in, be 
rejected, or change her knowing and life historical orienta-
tion. Experiences from the life history, not only as individual 
but as part of social and historical contexts shape the individ-
ual’s horizon of expectations and knowledge,, forming her ap-
proach to work, working culture, learning and the workplace, 
i.e. forms her professional identifi cation. Her experiences may 
be included or excluded in the culture, the organisation, the 
knowledge base of the actual work process. Her subjective ho-
rizon of experience will in part become meshed with the col-
lective horizon of experiences and learning (Lorenzer 1980), 
that is, the collective ‘ways’ of doing, refl ecting and develop-
ing practice, for instance of how to cope with death or han-
dle an emergency. This will also include shaping common or 
generalised experiences and expectations: of what the nursing 
standard should be, about the meaning of welfare for patients 
and on the relation between care workers and politicians etc. 
Learning in the workplace will therefore include both adapta-
tive and transformative processes, and the learning space can 
be seen to be more enabling or constraining learning (Ellström 
et al. 2008). Learning in the work place thus always has both 
an individual and a collective side.

In the following, I present analysis of life-historical inter-
views with three nurses. Examination of these three different 
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horizons to care work helps me to highlight the crisis of learn-
ing and professional knowledge from different angles. 

IDENTIFICATION AND A REFLEXIVE COMMUNITY

Birthe who was interviewed in 2006 belongs to the one third 
of the nursing working population who is between 40–49 
years of age (FTF 2007a). When Birthe became a nurse in the 
1970s nursing was in a rapid process of professionalization, 
helping nurses to acquire a strong position on the labour 
market. For Birthe, adaptation to nursing practice and to the 
nursing community became intertwined with the building 
of a personal professional identity. Even though her learn-
ing process occurred in the context of an emancipatory proj-
ect to improve the terms of employment for nurses, Birthe’s 
identifi cation with her occupation was ambivalent, as a re-
volt against the still central discourse of the occupation as a 
calling. 

The professional discourse of the time was full of tensions 
and contradictions, claiming a high level of professionalism 
both at the level of skills and in terms of moral and ethics and 
in the nursing school that Birthe attended both sides were 
emphasised. Teaching bound theory together with practice so 
that theoretical themes were linked to specifi c areas of nurs-
ing work. Teachers in the nursing school had a mentor role 
for students, and apprentice-based learning played a big role. 
The relation between teachers and students was close and oc-
cupational identifi cation was built up as something similar to 
educational identity. The object of learning and work was the 
same, and work was introduced to students as a learning en-
vironment with no borders to school. This affi nity of educa-
tion and work helped Birthe to almost ‘slide’ into working as 
a graduate. She did not experience that transition as especially 
challenging or threatening. 

We were in the ward and we were one or two days in school, and 
what we learned in the classrooms, i.e. if we learned about the 
liver, then the teachers knew that it was related to other things and 
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tried to tie it together so we could relate to it, and then we learnt 
that on a specifi c ward and section there was a patient, whose 
condition was like this and this, and we could go down and look 
around…

‘The time it takes’ was a guideline for how much emphasis 
should be given to showing students the processes of work 
and giving students insight into patients´ own experiences of 
illness. The latter were to be acquired by listening to the pa-
tients, implying a practice of locating patients whose condi-
tion would illustrate the theme the students worked on in the 
classroom. Birthe built a strong identifi cation with her work, 
portraying herself as a ‘craftswoman’. It is a part of her pro-
fessional thinking that practice always has to be adequate to 
the task and the need.

A carpenter will not saw crooked because he is in a rush, because 
then it won’t fi t into the next notch, will he? You have to, I think, 
for yourself, you owe to do a good piece of work and get a good 
result out of it…

Birthe’s words illustrate the viewpoint of a strongly identifi ed 
nursing worker who learns through the community of prac-
tice she is in, and who stresses profi ciency in specifi c tasks, 
problems, methods of working, i. e. particular manners of 
working that are perceived to be the right way etc. This style 
of learning has been identifi ed as adaptative learning (Ellström 
et al. 2008) Although Birthe is an example of a learner formed 
through the older, more adaptive educational system, she has 
been able to continuously incorporate her own experiences, 
i.e. involving herself in transformative learning. She reacts 
against the contradictions in work, i.e, the discrepancy be-
tween the discourse about the important role of the patient, 
and the factual indifference towards the patient as a person 
and citizen. She fi nds it a big challenge to include patients, 
and will not accept asking patients how they feel, without 
time to do anything with the answer. In her early identifi ca-
tion with the occupation she learned always to connect words 
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with action. Therefore her biography is full of examples of 
workplaces she has criticised and left, and things she has tried 
to change in everyday practice.

In Birthe’s experience, a regrettable change has occurred in 
her work situation.

There is no education at the moment. Everything has gone out, 
everything is back to zero- no courses…there isn’t any money to 
continue developing anything right now. I mean right now we are 
standing still, we are standing absolutely still …and maybe there are 
some things, where you could say, could that have been avoided, 
if we hadn’t had to dash on like that

The phrasing is symbolic, drawing the picture of stopped 
movements (standing absolutely still), but also of time stand-
ing still (back to zero) and light that has gone out, implying 
that her present situation, as well as that of her colleagues, 
was best characterised by darkness, as expressed by the no-
tion ‘professional black-out’ that she uses in the quote. At the 
same time there is a lot of dashing for something else, discon-
nected to learning and development. The rest of the interview 
conveys that she links this experience to changes in the work-
place of more tasks and more complexity, larger work areas 
and self-fi nancing units, as well as more hierarchical manage-
ment. These new organisational and economic measures are 
framing work, and getting the care workers to move too fast, 
while at the same time they experience standing still in their 
own development.

From a learning perspective, Birthe and her colleagues are 
presently not part of a refl ecting community, and their ex-
periences of the changing situation are individualised and 
not shared. As a learner, Birthe is highly dependent on an 
enabling learning environment and when she is faced with 
a lack of expectations to maintain high quality she is at a 
loss, unable to keep the new experiences inside her horizon 
of experiences. Her own high standards and experience of 
making words into action are slowly pushed away from her 
perspective on everyday work. She feels constrained by the 
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experience of a professional standstill. Neither the organisa-
tion, nor the care worker collective are able to secure her the 
experience of providing good care. Birthe expresses her fear 
that nurses in hospitals currently work under a too heavy time 
pressure. This fear contributes to the forming of her horizon 
for expectations of the future. She fears that work will be-
come undignifi ed. The space and time for learning are disap-
pearing for her. 

LIFE HISTORICAL EXPERIENCES CLASH WITH WORKING LIFE 

EXPERIENCES 

The second nurse is Nanna who graduated in 1999. She was 
interviewed in 2004. She is one of the 12 % of the working 
nursing population who is under 30 years of age (FTF 2007a 
). Nanna was building her professional identity at a time of 
big transformations in social and health care work, and at 
a time of increasingly severe recruitment crisis. She remains 
among the two thirds of nurses who did not dropout during 
education or during the transition to work. She even wants 
to continue to work. Nanna is engaged both in her work and 
in her family and life outside of work. She interacts dynami-
cally with her work, the patients, colleagues and the organisa-
tion and takes part in the transformation of the health sector, 
not just being reactive, but proactive. Like in many other life 
histories of young nurses, an open professional identifi cation 
process can be identifi ed in Nanna’s account. 

Commonly in life-historical interviews, informants use 
phrases that suggest identifi cation with some of the impor-
tant professional roles in nursing. In a previous study, we 
identifi ed four common narrator positions expressing nurs-
ing roles: ‘the very caring nurse’, ‘the housekeeper’, ‘the med-
ical assistant’ or the ‘organiser and manager’ (Andersen et al. 
2004). Rather than positioning herself in this way, Nanna po-
sitions herself against such images:

It’s usually nice girls, that become nurses… well I do consider my-
self a nice girl, but I am also quite coarse, you know I trample on 
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people, and they fall straightaway. And of course I apologize if I 
have molested them, but you know, I haven’t got that, I don’t 
know if it’s because I don’t have that feeling of things… I really 
have that with the patients, there I am really very, but if I have an 
opinion about something, then I say it… but nurses are nice girls 
who say the right things and smile at the right places… and that’s 
never really been my style, it’s probably true, I am not really the 
epitome of a nurse.

Nanna confounds here two Danish proverbs:1) trampling onto 
people’s toes, and 2) people fall for me straight away2. In other 
words, she is coarse and hurts people, but she is also close to 
people and they like her very much. The linguistic mix-up ex-
presses her experiential mix-up. She feels pressure to conform 
to the role of the nurse, which to her means rejecting the way 
she ‘really’ is. Nanna refuses to be a ‘nice girl’, but at the same 
time, from her own perspective, she is an intimate and a good 
person and carer. Thus, she can preserve her dignity by po-
sitioning herself against the ‘obvious’ positions for nurses in 
the context of the hospital as patriarchal institution, while at 
the same time constructing a professional identity that meets 
professional standards.

Nanna’s ability to transform the relevance of gender in 
the context of the hospital is possible only because she em-
ploys her life history as a context. She creates a transformative 
learning space at work by bringing in her societal experiences 
as a young woman and by drawing from the changed gender 
socialisation of her generation. Nanna is building a work role 
and a professional identity in an innovative and transforma-
tive way, without taking any professional identity for granted 
or as a preconception. 

The ‘nice girl’ is a gendered stereotype that strongly has 
an impact on Nanna. Even though Nanna does not explicitly 
identify it, the symbolism of the ward as a home where the 
chief physician is the father and the workers are daughters 
is the ‘missing link’ here. Patriarchy of the health system is 
however a strong and open reference in other parts of Nanna’s 
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story. From this perspective, Nanna is trying to do away with 
the ‘nice daughters’ in the hierarchy and establish a coun-
ter-professional identity. Nanna has three strong narratives of 
fi ghting against the hierarchy. The longest of these accounts 
is a story about protesting against management and organis-
ing a strike, the other two stories are about resisting male doc-
tors. In these situations, Nanna articulated her expectation 
of being recognised as a party in symmetrical relations at the 
workplace, but she was met with offences. One situation was 
an open professional argument that took place after a doctor 
had strongly corrected Nanna in front of a patient who they 
had been working with. Nanna experienced the doctor’s ex-
pectation that she would submit herself to his authority as 
next-to a violation that for her was beyond acceptance.

He had simply put me in a situation which was deeply disgrace-
ful… where I confront him with it and say to him: you will never 
do that again in front of a patient, I will simply not allow it, I think 
it’s so fi lthy… And point was taken, so actually it did better the re-
lation to that doctor greatly.

Her action against the male doctor is a signifi cant moment 
for Nanna, and as a learning experience it is an experimental 
practice that transcends ‘normal’ practice. Experimental prac-
tices take place in order to create a new balance between the 
desirable and non-desirable sides of a challenge that threat-
ens subjectivity. Acting in a new way requires that one fi nds 
inner energy to do so. This sort of practice and experience can 
transform professional identity, and seems to have done so 
for Nanna. The story is thus one of her turning points, a sig-
nifi cant experience of transformative learning, which has in-
fl uenced her practice and her professional identity. However 
there are other aspects of working life in which Nanna does 
not fi nd it so easy to act in order to restore imbalances. She 
is confused as to how she should understand the importance 
of her professional work, when following a strike against bad 
working conditions, the management forced the employed 
back to work. Here Nanna expresses her irritation with the 
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double-sided messages about the value of care work that she 
perceives to be dependent on the context.

I think it ought to be valued as highly as they actually do, when 
we are in a crisis… I mean then we are really indispensable… we 
shouldn´t strike, because that won’t do in relation to our patients, 
because actually you are really, really necessary in order to make 
this run. But on the other hand, [we] shouldn´t be so necessary 
that you need to get any money for it. That’s a lot of bullshit!

The many positions and rationalities active in the workplace are 
present as voices in the inner dialogue taking place in Nannas 
narrative. Work is positioned as a thing it, and this, but it is also 
a we, as working identity. Nanna even expresses a threatened 
professional identifi cation through the discrepancy between 
you and it, as she is giving voice to the management.

Nanna’s account conveys ambivalence and dilemma of 
identifi cation with her work. Which version of ‘work’ should 
she identify with? With the work that has high value for her 
personally, or with the low value her work is given in terms 
of salary? Or should she identify with the views of her pa-
tients? For Nanna it is necessary to work with patients, but in 
her view the management, the politicians and the public do 
not share the responsibility. The patients are thus constructed 
as the domain of the workers, ‘your’ patients. Nanna’s state-
ment makes visible the gravity of the problems of the profes-
sionals when they, reacting to the double-sided messages of 
the management, fi nd the different understandings of their 
work incompatible. Taking responsibility for the patients in a 
professional way may mean doing work of high value, in ad-
equate conditions and frames, but it may also imply working 
with a concept of necessity, that is not professional and has 
low value. This type of paradox actively frames the learning 
space and shows how diffi cult it is to learn under such condi-
tions. It upsets professional identifi cation.

The importance of expansive and transformative learning 
spaces in the workplace is evident in Nanna’s story. Currently, 
the context of care clashes with many of the expectations 
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of care workers. Such clashes are made even more severe 
by the fact that the potential for learning is currently ne-
glected. Assuming gender as well as professional symmetry, 
young nurses expect to have equal opportunities and rights. 
Furthermore, they expect opportunities for personal develop-
ment and space for being, at the same time, an individual and 
a care worker. Nanna provides us an example of how, in this 
‘life-strategic’ perspective, professional learning and knowl-
edge in the workplace involves managing and creating con-
fl ict. Young care workers are met by contradictory demands 
for socialisation, in work and outside work The imbalance be-
tween these incompatible demands from the working culture 
and institutional context does not encourage the nurses or 
care workers to learn and create transformation. 

CONTRADICTIONS IN WORK CREATING DILEMMAS OF LEARNING 

Ditte who is a nurse in her thirties is one of the 30 % of the 
nursing working population between 30 and 39 years of age. 
She was interviewed in 2007. Ditte did her basic occupational 
education in the 1990s and has since taken two specialist edu-
cations in nursing and a number of long continued education 
courses, in all, amounting to seven years of professional nurs-
ing education. She is innovative in her approach to nursing 
and in learning and identifi es with specialist as well as general 
tasks in nursing. She is an example of the young, well-educat-
ed nurses who are focused on developing nursing profession-
ally in practice and not as research. However, she draws on 
the existing professional knowledge base:

I will say as ordinary nurse, it demands, it really demands, that 
somebody sits down and keeps up with recent development, and 
reads the new PhD thesis. I don’t think it is very interesting to 
work if your attitude is: we have never tried that before, it won’t 
work. No, we have got to, we have got to develop ourselves and 
otherwise I don’t fi nd it interesting to be an employee.

Ditte has chosen to work as a basic nurse, with no special-
ist functions, because she identifi es professionally with the 
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clinical and basic elements of nursing (i.e. observation, mo-
bilisation, communication and everyday hygiene):

I have learnt [so much] about general care in the medical ward, 
and had all my anatomy revised by being here for two years. In 
anaesthesia we just stood there watching anaesthetics, and said, 
well, a little for that and a little for that, and really I didn’t know 
what was happening and how the individual processes of the pa-
tients developed.

Workplace learning is of professional interest to Ditte, both in 
terms of teaching and tutoring colleagues and students in the 
workplace, and in relation to her own development as a prac-
tically professional nurse. In her view, professionalism is cre-
ated through practice. It is here transformative and expansive 
learning takes place. In her job she has had the opportunity 
to become responsible for workplace education and learning 
in a larger area of the institution. 

Ditte talks about how to recruit nurses to the medical unit 
where she currently works, and makes a contrast between her 
current work in general medicine, and the work she left in the 
anaesthetic ward: 

[Here] I only work 8 hours at a time. I used to be working both 16 
and 24 hours, and I am not doing that again…so I am really happy 
about just having 8 hours, because although things may be tough 
here, then I do have, then it does have an end. And in that way I 
think you could recruit more, because in some ways, then it is, the 
way it goes on [in my old ward is like] a production unit, then it 
is production, production, production. There is no development of 
how you receive a patient, and who and what do we do with the 
anxious, and what we do with those that cannot have the mask. 
I mean there is nothing, there is production, production, produc-
tion, and I think there could be some students you could attract to 
a medical unit, if they knew, that this is what it is about, and you 
will not be hunted down, when you get off work. 

But in another part of the interview Ditte tells us about her 
present work in the medical unit:
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There are never enough people on the job, a high percentage of 
absence due to illness, and what comes in fi rst then… In the future 
I think we will become hunted down, you know, we are called in 
already any minute, if they are lacking people in duty. People have 
to work 16 hours. Those are the stories of old, but it isn’t right that 
those things aren’t changed; it shouldn’t be true that these things 
still go on… And don’t think we aren’t working ’accelerated patient 

fl ow-through’ as they are doing in the chirurgical units, we also do 
that here. It’s out the door, and I must admit, it is unbelievable what 
we send home to be taken care for in the patients own homes. But 
that’s the way it is, and there are lots of mistakes…

Here Ditte describes her present workplace in nearly the same 
language as she describes her old: early discharge is a part of 
the logic of accelerating the ‘fl ow-through’ of patients accord-
ing to a production plan. In both places working hours ex-
ceed the eight-hour working day. Neither of the units provides 
time for development. But Ditte does not discuss the similar-
ity of her two workplaces, instead she stresses the differences 
between them. The contrast she creates in the narrative allows 
her to express that her experience of work is actually con-
tradictory. Her present working situation is seen in two per-
spectives: in a wish-orientated idealising perspective, which 
draws on her professional identity and on the experiences of 
the difference between the former, more uninteresting and 
the present, more interesting work. The new work becomes 
the realisation of what quality in nursing is really all about 
to Ditte. But from another perspective, her old work and her 
new work are the same. She speaks in a language that refl ects 
the Taylorisation of her work, where hospital nursing work 
is divided into small units, and divisions of labour following 
this dequalifi es work and detaches it from professional judge-
ment. From the second perspective she talks about her work 
in the language of a hard-working labourer who can identify 
only weakly with the contents of work and is more concerned 
with the conditions she works in. 

This contradiction gives rise to ambivalence in relation to 
work and a learning dilemma for Ditte. On the one hand work 
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is attractive and engages her to go on developing and setting 
professional standards. On the other hand work is almost dis-
gusting (it is unbelievable what we send home) and very diffi -
cult to identify with. Similar to Nanna, Dittes learning dilem-
mas are directly related to changes in working conditions and 
linked to the many double-sided messages of the health sys-
tem. To be engaged in learning and creating learning possibili-
ties for others in this situation is very diffi cult. What should 
the students and young graduates be suggested to adapt to or 
learn in relation to? In order to encourage transformative and 
expansive learning the given situation must be counteract-
ed. Which students will follow that road? As already pointed 
out by Thunborg (2001) the health services have always cre-
ated learning dilemmas. The use of some qualifi cations has 
not been allowed and some are not affi rmed when the situ-
ation in a ward changes, or when patients or technologies 
change. Care workers encounter situations where they think 
they know how something should be done, but are not al-
lowed or encouraged to do it. They can also face the dilemma 
of not knowing how to do something but being asked to do 
it (i.e. in emergency situations). 

Ditte regrets that many young nurses resign during their 
transition to work, fi nding clinical practice diffi cult. Another 
element in the disillusionment of young nurses is that the 
more theoretical standards in nursing, upheld by the new 
graduates, are not recognised in the workplace. According to 
Ditte who is responsible for educating and tutoring young 
nurses in her institution, many of them focus on nursing 
management after the initial disappointment with clinical 
practice. Thus they do not try to master the practice of clini-
cal nursing. From a learning perspective, this can be seen as 
a defence mechanism against the ambivalences that the con-
tradictions in work create. Ditte is an example of how dilem-
mas in learning can result in the pushing back of experienc-
es, in this case of the changing and worsened conditions in 
work. Ditte clings on to a story about the differences between 
her two workplaces, which becomes a representation of the 
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contradictions in nursing work in general. By emphasising the 
good conditions in her present workplace, Ditte can maintain 
a certain tolerance towards the very ambivalent experience of 
work as learning space.

Subjective and shared experience of 
dequalifi cation
This chapter has shown that if we are to understand the crisis 
of learning and professional knowledge in care in Denmark, 
it is relevant to refl ect on the horizon of experiences and learn-
ing (Ziehe 1998). This refl ection involves an inquiry into how 
we understand this horizon as being present in the learning 
space that the social- and health care work constitutes for 
care workers. The horizon of learning is always present as the 
publicly articulated and established goals of learning and, in 
the case of work this could be the existing demand for com-
petencies when introducing new technology, new procedures 
in a specifi c work etc. The horizon of learning is, however, 
also created through the individual experiences and the com-
monalities in these in a specifi c working culture. A working 
culture encompasses the themes identifi ed as professional 
themes in a specifi c workplace. The shaping of the individual 
learning horizon is related to the predominant professional 
experiences and paradigms that the care worker encounters 
in the workplace. In the case of hospital wards, the horizon 
of learning is dominated by themes related to the curing par-
adigm and to the work procedures of the shared ‘production 
line’. The dominant horizon both limits and facilitates expe-
riences and learning. And at the same time the learning space 
can be framed so as to enable or constrain learning, which 
defi nes the scope for learning, particularly for transformative 
learning. 

There are a multitude of potential horizons for the trans-
formation of work and workplace knowledge, meaning that 
there is not just one transformative space inside the work-
place, but several separated spaces of transformation. These 



© The authors and Studentlitteratur 67

1  A Crisis of Learning …

spaces are related to and framed by the different ‘invitations’ 
for transformation that are at place in the workplace, and to 
the life-historical contexts of learning that also are active in 
the space. The learning space can be understood in relation 
to the lived experiences of a life. Recognising the complexity 
of a life as a basis for experience means attention both to the 
width of the lived experience and to the lifelong perspective 
of the individual. In a life-historical perspective, the learn-
ing of care workers extends across physical space, administra-
tive sectors and social spheres (Becker-Schmidt 2003). Care 
workers carry their shared experiences of the working process 
and their individual life-historical experiences into the work 
they perform. Furthermore, their ‘unbordered’ life experienc-
es shape their space for learning in mental, emotional and 
physical ways. Unavoidably, they establish spaces of learning 
and transformation that extend across borders between work 
and life outside, and between past and present. An example 
of this is the way Nanna transforms the gendered role and 
the identity of the nurse by breaking with those called for by 
the workplace structure, taking her life as a young woman in 
present day society into the work place. Other examples are 
provided by the way all three, Birthe, Nanna and Ditte refl ect 
their relation to working with patients in professional as well 
as personal way. Here they take in their life-historical expe-
riences as citizen and as people although this is not what is 
called for inside the professional frame. By employing their 
life histories as a context, professionals are thus able to estab-
lish other than professionally construed horizons for learning 
and transformation of work.

While the life-history perspective makes visible the great 
potential for renewal and development that is brought to care 
work by the care workers themselves, it is evident that the 
crisis in learning and professional knowledge smothers rath-
er than supports the establishment and preservation of such 
horizons for learning that would accommodate the experienc-
es of the social and health care workers. When young gradu-
ates entering the workplace, meet contradictions similar to 
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those described by Nanna, Ditte and Birthe, they may recoil 
and retract from their commitment to the occupation. The 
three professionals, whose stories form the empirical founda-
tion for this chapter, have remained within nursing, but their 
stories provide insights into a dangerous landscape of con-
tradictions and double-sided messages. The analysis of these 
stories further suggests that nurses are constantly forced to 
juxtapose their strong professional ambitions with the harsh 
reality of the workplace. Less-engaged nurses do not avoid 
these paradoxes and contradictions. Rather, their strategies 
may be much more defensive, such as withdrawal from clini-
cal practice. The lack of engagement may also lead to adap-
tation to the austere conditions of the workplace and, in this 
way, contributing to the weakening of professional knowl-
edge and identifi cation.

My analysis has shown that there is a contradiction be-
tween the ways that the care workers conceive, create and 
enact their tasks and quality standards and the ways these are 
framed by the present organisation of social- and health care 
work. Currently, these contradictions are becoming so fun-
damental that they exclude experiences and knowledge from 
practice and deconstruct space and time for learning. The lack 
of space for learning in the workplace creates stressful ambiva-
lences in the professionals, impeding learning. The second an-
alytical point I have raised is that the deterioration of learning 
possibilities implies that occupational identities are threat-
ened and weakened. This development has great relevance 
for the future of care, as it has an impact on how profession-
als identify with their work and the workplace. Furthermore, 
it is likely that the loss of learning possibilities is refl ected in 
the growing number of dropouts from care work.

Notes
1 The fi gure for 2006 is taken from a newsletter from the Danish Union 
of Nurses, and they indicate that the fi gures will be published shortly 
in a report from the Ministry of Education, as the analysis is still in 
progress. However the fi gures have been part of the discussions between 
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the trade unions and the government about the future in the social- and 
health sector.
2 In Danish the confusion or mingle is quite apparent: ‘[jeg vader ind 
i folk med træsko på for et godt ord’ The two proverbs are: ‘jeg vader 
lige ind i folk med træsko på’ (I walk straight into peoples hearts, or they 
fall for med straight away) jeg træder på folk for et godt ord ( I step on 
people’s toes ).
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The tasks of care workers providing welfare for the elderly are 
multiple and complex. In some cases the actions involved 
are multifaceted. In other cases the complexity arises from 
the fact that the activities involve providing care to very ill, 
demented, or dying people. At other times the complexity is 
due to the fact that the care is provided to people who have 
a particular lifestyle characterised by psychological or social 
problems. The work is demanding because the care workers 
are expected to handle the tasks effi ciently and subject to a 
time schedule. They are also under contractual obligation to 
live up to certain standards. At the same time they are obliged 
to respect the recipients’ individual needs. This involves pro-
viding social and pedagogical support in order to fortify the 
care recipients’ self-care and quality of life. In addition, the 
care workers have a role as buffer between care recipients 
and the system (e.g. Meijer 2004, Thorsen 2003). In the buf-
fer role the individual caregiver is expected to handle the 
problems associated with the so-called ‘burden of the aging 
population’, which creates a lack of confi dence in the wel-
fare system. The buffer role can repeatedly position the care 
workers in dilemmas, because they understand the recipients’ 
needs, as well as society’s wishes (of which they might or 
might not approve) with regard to limiting social expenses 
(Hansen 2006).

In Denmark, many care workers have to leave the work 
force, because they are worn out before the usual retirement 
age (Jensen & Hansen 2002). Furthermore elderly care em-
ployees are faced with the problem that, in comparison with 
other professional groups, it is relatively diffi cult for them to 
get compensation for work related injuries (Dahl 2002).

In spite of the physical and psychological stress loads the 
care workers are in general still pleased with their jobs. The 
reason is that they experience it as a meaningful occupa-
tion, where the human relations are a decisive factor, and 
because they wish to provide comfort to others (for example 
Christensen 1998; EVA 2001; Szebehely 2003). This orienta-
tion towards the care recipients is, however, also a problem, 
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because the care workers feel that they are placed in an unten-
able position between two diametrically opposed demands: 
they must provide quality care to the care recipients (who 
usually need more attention than the caregiver is expected to 
provide). At the same time they must take care of themselves 
and show responsibility and loyalty to colleagues (who must 
work harder if they themselves do not go beyond the call of 
duty, or who might think that if you put in a lot of work, you 
force the pace and thereby undermine the rights achieved). 
Christensen (1998) describes the position of diametrically op-
posed demands as the two roles of the helper: the carer’s role 
in relation to the client, and the role as employee, work col-
league, and professional person. Szebehely (2003) also points 
to the dilemma of the care work’s confl icting roles and con-
tends that the employees must be contract oriented and fl ex-
ible, while also displaying orientation towards tasks and rela-
tions. However, the work is also experienced as meaningful. 
It provides care workers with development potential, through 
which they—the present generation of care workers—develop 
independence and identity. 

In this chapter I shall contend that one should consider 
a care relation as a pedagogical possibility in the sense that 
it might contribute to personal development and quality of 
life for both parties in the care relationship. The focus is on 
the carer. Here the carer’s learning processes at work are con-
sidered from the perspective of lifelong learning. The argu-
ment is that such an understanding of care work enhances 
the quality of care, as well as supports the modern citizen’s 
demand that a job should provide a subjective experience of 
being meaningful and developing. In this way a pedagogical 
perspective on the care of the elderly is also an expression of 
the effort made with regard to the problems of recruiting and 
keeping a workforce in the sector.1

In the following I shall present some examples from my 
own empirical research concerning learning potentials in care 
work. Then I shall move on to consider the tensions inherent 
in care work from a pedagogical perspective. I further discuss 



76 © The authors and Studentlitteratur

2  Neglected Opportunities for Personal Development …

the concept of ‘exemplary learning’ and examine it with a 
focus on some of the needs and potentials associated with 
learning, which I found in my research.

Learning processes in care work 
The discussion presented in this chapter is based on a study 
where I investigated Danish care workers’ understanding of 
care work and the way they perceive themselves as care work-
ers, including how and under which conditions they handle 
the daily care relations (Hansen 2006). An important element 
in the research was to let small groups of care workers observe, 
comment, and discuss some fi lmed examples of care praxis. 
The groups were controlled as little as possible in order to see 
what was observed and commented on spontaneously, as well 
as which issues would cause discussion in the groups—and 
how. All the participants’ comments and discussions were re-
corded on tape and video. A critical hermeneutical interpreta-
tion of the material showed some essential, formative ideals, 
motives, conditions and possibilities in concrete and practical 
elder care. This provided me with the possibility to identify 
learning potentials located subjectively, individually, and col-
lectively in care staff as part of their complex and confl ictual 
work and living conditions.

Among some of the care workers who observed and com-
mented on my fi lms, there was for instance a spontaneous 
and heated discussion about the use of gloves when assisting 
with personal hygiene. The discussion began during a fi lm se-
quence where a social- and health care helper helps an elderly 
man in a shower. The group of fi ve female spectators focused 
their attention on the fact that the care worker was not wear-
ing gloves. ‘I could not have done that,’ one of the spectators 
commented and explained to the other people in the group 
that if she herself had been a care recipient, she would have 
preferred that the caregiver had worn gloves in such a situ-
ation. Her comment was: ‘I feel that you cross a line by not 
wearing gloves. You get too close to me. If you are wearing 
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gloves, then there is a layer in between, you know what I 
mean—wearing gloves creates a distance between us and I 
don’t feel that you touch me directly…’

There was not consensus in the group with regard to this 
attitude. Some of the women felt that one should always use 
gloves when assisting with personal hygiene. Others felt that 
gloves should only be applied in certain situations. One of 
the women expressed this in the following way: ‘I only wear 
gloves with patients who have skin problems or the like… 
when I wash them below I always wear gloves and also when 
I apply remedial ointment, but not when applying ordinary 
moisturising lotion… no.’

This remark prompted the fi rst woman to protest: ‘It is not 
because I do not want to touch them,’ and a third woman in 
the group seconded her: ‘You do it for the client’s sake.’

However, the woman who only wanted to apply gloves in 
certain situations was not convinced: ‘It can also be the other 
way round. It depends on who it is… if I was lying there and 
someone put on gloves, just because they were going to touch 
me, it could also be like that…’ 

The observers’ discussion became long and intense, but re-
gardless of whether or not the women spoke for or against a 
general use of gloves, they, as a matter of consequence, re-
sorted to arguments, which were entirely supported by the 
ideal of taking the elderly people’s emotions into due con-
sideration. Indirectly they were, however, clearly also voicing 
their own concerns regarding touch. I interpret this as an ex-
pression of the fact that the women for various reasons repress 
and place a taboo on their own feelings and needs, which are 
strongly affected in the care work. At one point the discussion 
nevertheless touched upon the question of the signifi cance of 
the gloves with regard to protecting the care workers against 
the intimate contact. This aspect of the situation was only 
sporadically voiced in explicit terms. However, the attentive 
listener would soon realise that the participants themselves 
inadvertently opened up a discussion of ambivalent emotions 
related to the encounter with the aging body.
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The forceful psychic energy inherent in the discussion is 
an example of the fact that care personnel needs to talk about 
the body, touching, aging, and death, as well as about taboos 
in the care work and about societal expectations to the care 
workers. All these issues are relevant material for learning pro-
cesses in the fi eld.

‘Occupational identity’ is yet another example of a theme, 
which appeared in my research as a good point of departure 
for learning through experiences from one’s own work. The 
term occupational identity expresses my categorisation of a 
number of different statements and discussions which oc-
curred among the observers in my research, when they were 
asked to talk about anything that came to mind, while they 
watched my fi lms about care work. As it happened, one of the 
groups had a long discussion prompted by a take in the fi lm, 
where a nurse refers to a social- and health care helper as a 
home help person. In this discussion the women voiced the 
concern that it is annoying, even hurtful, to be called a home 
help person, when one is trained as a social- and health care 
helper or assistant. Furthermore they found it even more hurt-
ful when nurses, who are acquainted with care training, do 
not use the right terms. The following excerpt from the dis-
cussion shows some of the issues at stake:

HD: ‘That [home help] is an old concept, you know.’
SI: ‘It is an old concept and that is why we have to move on.’
KG: ‘In fact it would almost be the equivalent of her using the term 
‘domestic help’, I think. That would be just as offensive to me.’ 
HD: ‘Actually, they are home help staff who worked as domestic 
help.’
KG: ‘Yes, precisely.’
HD: ‘They helped the clients clean, especially if the housewife was 
not capable of doing so herself, and washed their clothes; that is 
what it was like then. Today we also do the nursing.’
KG: ‘Yes, precisely.’
HD: ‘And a home help person does not do that, because a home 
help person is not trained to do so.’
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Formally speaking, the term ‘home help person’ as a reference 
to an occupation became obsolete in 1992, when an educa-
tional reform merged fi ve Danish care and nursing training 
courses into two new educational branches of which one was 
an education as social- and healthcare helper (a 14 months 
training programme) and the other was as social- and health 
care assistant (20 months further training). In my view the 
word ‘home helper’ is strictly speaking a nice term compared 
to the system-oriented terms ‘social- and healthcare helper’ 
and ‘social- and health care assistant’. However, this term is, 
like the women say, an outdated concept. It reminds them of 
the domestic help persons, who cleaned, and they wish to dis-
tance themselves from this role. Social- and health care help-
ers and -assistants embrace the (basic) nursing aspect and this 
is an important element in their occupational identity. In the 
section above relating their discussion, I have only included 
a small extract of a debate, which touched on many subjects. 
It clearly indicated that stories about the lives of housemaids, 
domestic helpers, and home help persons, etc. are both inter-
esting and relevant as narratives about a certain practice. Due 
to the combination of historical distance and the topicality of 
the themes, the narratives are saturated with refl ections and 
invitations, which endow the battles won, the issues under 
threat, and the battles worth fi ghting with transparency and 
actuality.

Reading the excerpt above, it is evident that it is important 
to the women, that they, as opposed to the home help corps, 
embrace the nursing aspect. These women do not react to the 
fact that their broad interdisciplinary competences are ren-
dered invisible when they are labelled home help staff, a term 
in which issues related to social functions and health disap-
pear. What actually matters to them is the fact that they have 
embraced the nursing aspect, which has higher status than 
other tasks. This raises the question whether it is advisable 
that it is a nursing orientation, which should attract the new 
generation of employees, or whether it were advisable that 
other aspects related to the care work get a better image?
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My research further indicates that occupational identity 
is related to the individual’s life and subjective ascription of 
meaning to his or her work. Above and beyond these issues 
there are questions related to traditions and structurally deter-
mined defi nitions of which competences are allocated to vari-
ous occupations, what tasks they are actually capable of per-
forming, and which tasks they wish to perform. In a further 
perspective the theme also encompasses very basic cultural as-
sumptions about gender, care, and the societally constituted 
view on the elderly, since the contents of the education for 
elderly care refl ect the views on the elderly peoples’ needs and 
wishes held by contemporary culture.

As a fi nal example of a theme, which developed during 
the discussions among the participants in my research, I shall 
mention the question of giving and receiving recognition. 
The need for recognition and problems associated with this 
need surfaced in the context of various values, ideals, reasons, 
and feelings related to injustices such as those expressed in 
the following discussion, which I referred to above: ‘Nor do 
I think that the education is given recognition, you know… 
and—how should I put it—given credit and exposure if it con-
tinues to be called ‘home help’.’

When questions of recognition arise in the care workers’ 
refl ections on their daily experiences, there is fertile ground 
for learning processes that create insight into the motives be-
hind actions such as doing something—consciously or uncon-
sciously—with the ulterior motive of achieving recognition 
and status. At the same time the question of recognition in-
vites a critical stance with regard to the possibilities of achiev-
ing recognition from colleagues and management. This would 
be a precondition for avoiding a situation, where the indi-
vidual care worker experiences a dependence on the recogni-
tion dispensed by the care recipient, thereby unconsciously 
creating a state of dependence. Insight into motives devel-
ops this type of competence which Honneth (2003a; 2003b) 
calls ‘sense of moral context’. This refers to an understanding 
of the fact that your own, as well as other people’s actions 
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are not transparent and completely controllable and cannot 
be interpreted from the point of view of universal principles. 
Instead they should be understood in the context of the indi-
vidual’s relations in the past, the present, and the future. This 
process expands the horizon, describing what and whom one 
can recognise, tolerate, and respect.

When care workers discuss for example problems of recog-
nition of their professional competences and personal quali-
fi cations (a subject often touched upon by the participants in 
my research), it is an obvious pedagogical task to get them to 
associate their discussion with an investigation of how needs 
for recognition, and problems related to achieving recogni-
tion, are related to personal issues, professional traditions, re-
lations to colleagues, the conditions of the care work, and so-
cietal relations in general.

The tensions of care work in a pedagogical 
perspective
The examples mentioned above are concerned with physi-
cality, encounters with age and death, occupational identity, 
the societal position of care work, and the need for personal 
and professional recognition. The themes refl ect the fact that 
the care work concerns three basic dimensions in most peo-
ple’s lives. Firstly there is always a social dimension in a care 
relation, since the relation is intrinsic to one of the parties’ 
work in such a way that social status and peace of mind are 
at stake. Secondly there is a psychodynamic dimension, since 
conscious as well as unconscious drives are affected. Thirdly 
there is an existential dimension, since the care touches on 
questions related to fear of death, dependency, and meaning 
of life (cf. Schibbye 2005).

In a wider perspective the three dimensions—people’s rela-
tions to work, desire, and death—encompass the entire range 
of themes, which I found via empirical analysis of the care 
workers’ understanding of themselves and their work. In my 
in-depth hermeneutical interpretations the comments from 
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the participating care workers demonstrate that a good deal of 
struggle is brought to bear on problems associated with paid 
care work, including the question of occupational identity 
and societal recognition (of a low wage occupation tradition-
ally associated with a woman’s job, but as a paid work to a 
great extent evaluated within the status paradigms associated 
with male symbols, refl ecting a medical world. The women 
are thus split between on the one hand experiences gained 
in a life history of good care performance, and on the other 
hand those aspects, which give status and support the efforts 
to bring professionalism into the care paradigm).

My research has also shown that there is a great struggle to 
deal with the psychodynamics and existential challenges as-
sociated with care relations, i.e. more or less conscious, am-
bivalent, and tabooed emotions, which arise in the contact 
sphere with old, ill, and dying bodies, as demonstrated in 
the fi rst example. This problem is reinforced through expec-
tations that the care worker, as woman and professional per-
son does not harbour negative feelings towards these issues, 
and that she without any problems can control and ignore 
her own emotions and needs. I am particularly interested in 
the consequence that both the giver and the recipient of care 
are positioned in what I call a ‘state of existential loneliness’. 
By this term I mean that both parties in the relation come to 
ignore, repress, and distort perhaps the most important issue 
in their relationship, namely the experience of deterioration, 
bodily decay, dependency, and death, and that this happens 
at the cost of the possibilities of applying the relation to clar-
ify existential questions and personal development. In other 
words, my contention is that both parties in the relation are 
let down, because problems and emotions are individualised, 
tabooed, negated, and levelled out in such ways that the care 
personnel is afforded very limited possibilities of personal ex-
pression via dialogical presence and recognition. In short and 
general terms I ascribe the existential loneliness to the fact 
that the tasks, roles, and relations of the care worker as well 
as the care recipient are defi ned and valued in ways, which 
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do not involve the concern for existential questions (cf. the 
investigation carried out by Borg et al. (2005), which indi-
cates that care personnel to a great extent experience a de-
mand that they hide their feelings). The important questions, 
which are a good point of departure for learning and personal 
development in care education and work, will often concern 
relations which involve anxiety, confl ict, taboos, and ambiva-
lence. Such learning processes are obviously diffi cult to organ-
ise. However, perhaps these themes offer an ideal opportunity 
to learn more about oneself and each other.

According to Honneth (2003b) the learning associated with 
such themes occurs through the articulation of impulses to 
take action. This requires anxiety free settings. This means 
that one should give care personnel the possibility to express 
and process the feelings and needs, which guide their actions 
at work. I agree in principle, however, I do not think that one 
can completely circumvent anxiety. As already mentioned, 
we are not transparent to ourselves. For this reason each and 
every one of us is an inexhaustible source of anxiety. Instead 
of attempting to create anxiety free learning environments, 
one should attempt to create environments, which can con-
tain anxiety, i.e. by talking about it, and countering it with 
open attempts to understand it, while also providing support 
for creative exploration of individual and collective motives 
for action. Such processes should, however, not develop into 
therapy as such. Anxiety free articulation of impulses for ac-
tion is a pedagogical ideal, and a point of orientation for sig-
nifi cant learning processes. It is, however, not a project that 
could be honoured completely. A concrete plan of action 
could involve the establishment of learning situations, based 
on the understanding that progression and regression are two 
sides of the same coin. This means that supervisors, teachers, 
and others, who have a responsibility in the fi elds of educa-
tion and working life, should not only accept the students’ 
will and engagement. Supervisors and teachers must also be 
able to relate to and understand those learning potentials tex-
tured in the students’ resistance and lack of motivation. There 



84 © The authors and Studentlitteratur

2  Neglected Opportunities for Personal Development …

should also be room for ambivalent emotional expressions, 
where the learning ambitions are not to make the feelings of 
anxiety go away, but to diminish the fear of getting in con-
tact with anxiety.

In my view it is a fundamental assumption that any care 
relation involves invaluable potentials for learning that pro-
vides insight and change. These potentials can unfold, when 
care personnel are encouraged to show interest and openness 
to the challenges created by the shared interface. This pre-
supposes that those responsible in the fi elds of education, as 
well as in the daily practice, understand and support the fact 
that learning in a relation is a reciprocal process. This means 
that if the care in any way honours ideals such as equality 
and humanity, the care work changes both parties in the rela-
tion (Dybbroe 2006). Furthermore the potential stresses that 
the caregiver’s, as well as the care recipient’s lifelong learning 
and development should be supported. By doing so, one takes 
into consideration the motives that inspire care workers and 
encourage them to remain in the fi eld.

The learning potentials to which I am referring here are 
embedded in the nature of the care relation, i.e. in the meet-
ing occurring between two people located in widely differing 
situations, but who to some extent share the practical and cul-
tural circumstances of caring (one of them because care giv-
ing is an occupation and an identity, and the other because 
he or she is dependent on the care and is defi ned by virtue 
of this need). The meeting provides both parties with an op-
portunity to learn something new about themselves and the 
other. Learning processes with the potential to create change 
should provide increased insight into subjective as well as in-
dividual relations and into the historically constructed care 
conditions. The learning processes should (as part of the in-
sight) liberate disciplined and disciplining psychic energy. 
This means that care personnel individually and as a group 
should be offered assistance to liberate some of the bound up 
psychic energy blocking their insight into their own feelings 
and attitudes in the care relations, a block that impedes their 
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nuanced and critical insight into guiding cultural, social, and 
existential aspects of the care work.

Insight into the complexity of care, as well as liberation of 
psychic energy, presuppose that you, or anyone directly or in-
directly implicated in the possibilities of learning, accept that 
the subjective meanings of concrete experiences from every 
day life, including emotional ambivalences, are very impor-
tant sources for relevant learning for care workers. One has to 
accept that the learning processes should afford the care work-
ers the opportunity to gain insight and create change in their 
own (occupational) lives. If the learning does not (also) target 
the care workers themselves, their quality of life, their experi-
ences, their emotional and physical relations, there will be a 
risk that the learning translates to instrumental actions and 
empty or distorting rhetoric. At the same time the learning 
should be brought into the care relations partly as an inher-
ent quality with a focus on the care personnel’s competences 
for taking concrete action, and partly as learning potential for 
care recipients as well. The latter statement is intended to con-
vey the fact that the competences, which the care workers at-
tain, should be a part of the care relations in such a way that 
the recipients of care also become a part of this learning, i.e. 
that both parties are learners as well as teachers.

Lifelong exemplary learning 
In order to further emphasise the special demands of care 
work and the particular needs and learning potentials associ-
ated with the occupation, I shall proceed with a discussion of 
the diametrically opposed logics, which become part of the 
orientation of the care personnel. By extension I shall intro-
duce the concept of ‘exemplary learning’ and present some 
reasons that justify its application in care training and learn-
ing in professional life.

As a result of my analyses and interpretations of care work-
ers’ comments on my fi lms about care for the elderly, I have 
come to the conclusion that some of the complexity and the 
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confl icts in care work can be explained by the fact that the 
practical care of the elderly is constituted in a fi eld of tension 
between three reciprocal systems of logic. One is an ideologi-
cal logic, where the care for the elderly is normatively con-
stituted as an ethical, humanistic, and pedagogical project. 
This logic, which can be found in political slogans and in the 
educational programmes, expresses wishes and expectations 
that the care workers refl ectively apply themselves, offering 
nurture and care, including social and pedagogical actions. 
The other logic is a rational, service minded logic, which de-
mands an effi cient solution to a societal problem, presented 
in such a way that the recipients are perceived as consumers, 
and where the relation between system and consumer is con-
tractual. And while the ideological logic upgrades care as paid 
work, the rational, service oriented logic downgrades care as 
paid work, which of course infl uences the possibilities of re-
cruitment of workers who wish to remain in the occupation.

The third logic I have chosen to call subjective ascription 
of meaning. The term is indicative of a subjective logic, which 
against all odds and in spite of the ideological as well as the 
rational logic shapes the care workers’ actions. This logic is 
determined by the individual’s gender and personal history, 
and it is of course moreover formed by the two other systems 
of logic, while also going beyond those. With the term subjec-
tive ascription of meaning I mean partly that the individual 
caregiver subjectively interprets any situation, relation, and 
experience, and partly that any caregiver uses her so-called 
practical common sense and her feelings in every concrete sit-
uation. In so doing she sees a deeper sense in the work, which 
primarily consists in contributing to the other person’s life 
with something good and by virtue of this action knowing in 
her heart that it is an effort which is useful to society. When 
she subsequently explains her actions, she constructs—with 
the help of the two other systems of logic—some practical, 
professional rationales, which completely justify her actions. 
In more psychodynamic terms one could describe the subjec-
tive ascription of meaning as a construction created during 
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processes of transference, since every subject through her in-
ternal world colours her picture of the external world and 
through internalisation or introjection of the external world 
constructs her own internal world. The transference, which 
can be said to be the main source of the subjective ascription 
of meaning, is present as an element for everyone and in all 
relations throughout one’s entire life. This does not, however, 
reduce the world to a subjective construction. The objective 
reality is there, but the subject’s experience of the meaning of 
reality originates within (Chodorow 1999).

Concerning the subjective ascription of meaning in a learn-
ing perspective, one could say that it expresses the condition 
that every subject on the basis of a personal perspective of 
signifi cation, which constructs emotional patterns and sty-
listic preferences (basic assumptions), interprets objects and 
the meaning of events. The personal perspective of mean-
ing is founded during childhood socialisation and changes 
(through processes of learning) continually throughout life in 
interactions with the societal conditions (Mezirow 1990). 

In an overall perspective the three systems of logic can sub-
stantiate and legitimate the system at large in such a way that its 
immediate representation is relatively logical and harmonious. 
It is, however, hard work for the care workers to get the various 
demands posed by these systems of logic to add up. As a result 
care workers’ as well as care recipients’ basic human needs are 
occasionally violated. For this reason care workers must be en-
couraged to understand the contexts shared between political, 
personal, psychodynamic, and existential aspects of care work. 
They should develop what I shall later refer to as a sociologi-
cal mode of thinking, and they should be supported in their 
efforts to address the modern paid care occupation—precisely 
as a paid work challenged by diametrically opposed logical sys-
tems and demands—but also as a prospect of self-development, 
and as a widely respected opportunity to unfold the need to 
have a meaningful relationship with other people.

These ideas are rooted in Oskar Negt’s paradigm of ‘exem-
plary learning’. Negt takes his point of departure in Wagen-
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schein’s concept of the exemplary principle, where students 
learn about holistic concepts through a good understand-
ing of individual aspects (parts) of the subject. However, in 
Negt’s paradigm, the holistic concept is ‘the totality of a so-
ciety’s production and reproduction process that is organised 
through the sharing of work and seen in its historical dimen-
sion; the ‘parts’ is the sociological fact, which is relevant to 
the life of society, the classes, and the individual human be-
ings’ (Negt 1981:44). Accordingly the whole is not in Negt’s 
paradigm (as it was in the original exemplary principle) a sub-
ject or an issue. On the contrary, the holistic concept is the 
totality of the societal production and reproduction process-
es, which should be seen in their historical dimensions. This 
part is the empirical, social fact relevant to the learners. This 
relevance is not limited to the learners as individuals. It also 
concerns the occupational groups of care workers as wider col-
lectivities and the society in general.

Learning should hence take its point of departure in so-
cially experienced facts (the parts), which concern the learn-
ers as subjects embedded in societal relations (the whole). A 
precondition for the learners’ self-understanding as individ-
uals shaped by and shaping society and history is that they 
acquire a sociological mode of thinking (Negt 1981). This 
consists in transgressing the usual scientifi c (professional) di-
visions, thereby becoming aware of structural connections, 
and changing a non-political conception of social relations to 
a political understanding. Through this sociological mode of 
thought, learning which otherwise might seem chaotic, can 
become motivating and build potential for change.

Negt emphasises that one should not confuse or equate ex-
emplary learning with case methods in the teaching. He does, 
however, suggest that in exemplary learning one should work 
with cases from occupational life. Cases can originate from 
and describe people’s objective situation in their workplace 
whether it be e.g. about accidents at work or court cases relat-
ing to work: ‘Above and beyond the function as ‘approach’, 
the case studies offer the possibility (…) of establishing a 



© The authors and Studentlitteratur 89

2  Neglected Opportunities for Personal Development …

disciplinary interpretation of certain case conditions through 
collective learning processes, in which all learners partici-
pate. This may later make it easier to control what has been 
learned.’ (1981:46).

In the quote above Negt does not explain what he means 
by controlling what has been learned, so I shall choose to 
consider this as a possibility—when talking about ‘real’ cases 
from everyday life—to establish what actually happened or 
may happen in the case at hand. Alternatively I shall see it as 
a possibility to maintain that there should be a connection 
and a social reality in the case (that insights and suggestions 
do not dissociate themselves from concrete reality in discon-
nected or idealistic ways).

Building on Negt’s above-discussed ideas on exemplary 
learning, I introduce the notion ‘lifelong exemplary learning’ 
to conceptualise the prospects for educational processes in 
care work. By modifying Negt’s concept I wish to emphasise 
the lifelong aspect. Negt talks about exemplary cases. I pre-
fer the expression ‘an exemplary theme’, because this con-
cept suggests more fl exibility with regard to the content. The 
issue is not necessarily that someone formulates a case, but 
that something is described in a thematic way. (For a detailed 
discussion of the theoretical approach and its foundation, see 
Hansen 2006.) Inspired by Negt, I have formulated criteria, 
which defi ne an exemplary theme as a theme that:

• Originates from the learning subjects (for example from 
givers and recipients of care) 

• Has subjective meaning to the learning subjects
• Is supported by psychic energy
• Goes beyond the individual and the subjective to the 

collective and societal level
• Is suitable for refl ections, which create a critical 

consciousness and emancipation

The understandings of care and of the care work’s ideals, pos-
sibilities, and problems, which I have found in my research, 
show that there is a need for learning processes, which can 



90 © The authors and Studentlitteratur

2  Neglected Opportunities for Personal Development …

help care personnel deal with emotions in new ways, and un-
derstand themselves and the work in a larger societal context. 
The problems show that the learning processes must engage 
with quotidian life and its subjective meanings. However, to 
prevent the process from becoming therapeutic, and in order 
not to reinforce the present tendency to cumbersome indi-
viduality, subjectivity, and intimacy (Ziehe 1989, 2003) it is 
essential that the learning goes beyond the individual and his 
or her subjective emotions and experiences.

Conclusion
There are many explanations to the crises in the care work 
sector in the Nordic countries: the multiple stress loads and 
the opposed demands of care work, the relatively low status 
it is ascribed in society, and its bad reputation due to press 
reports on quality issues in elderly care all bear some of the 
blame. The situation calls for change. This chapter has raised 
the argument that a tenable strategy in recruiting and keeping 
care workers within elderly care must encompass perspectives 
for the organisation of the care work. The care organisation 
should offer the care workers more adequate support with re-
gard to coping with the various demands and stress loads, in-
cluding the buffer role, in which they invariably fi nd them-
selves. In short, the care work must have intrinsic relevant 
and desirable possibilities for lifelong learning and personal 
development. This is necessary in order to help the present 
care workers to deal with the work, and to provide care work 
with an appealing image that will attract young people of 
today. As a rule this age group only applies for and remains in 
a job if it is experienced as meaningful, widely respected, and 
providing opportunities for personal development.

Care work is complex and fraught with stress loads, and 
care personnel must perform a balancing act between diamet-
rically opposed roles and systems of logic. I have shown in 
this chapter, however, that care work offers quite signifi cant, 
yet unexplored, potentials for learning. I have indicated that 
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a strategy for recruiting and maintaining employees in elder-
care should focus on the potentials of the care work in order 
to support the lifelong learning and development of the care 
personnel. Furthermore such a strategy should recognise and 
honour the care personnel’s desire to have meaningful rela-
tions with others. The learning in the care educational sys-
tem and occupation should assist the care personnel in deal-
ing with the work as modern wage labour, as well as honour 
modern people’s expectation to occupational life.

I have pointed out that such learning should unfold as ex-
emplary learning processes, characterised by an application of 
the learners’ own themes, i.e. applying their own experiences 
as points of departure, introducing something that has subjec-
tive signifi cance to them, and which is supported by psychic 
energy. In addition there is the demand that learning based 
on experience must go beyond the individual with a view to 
understanding his or her own situation in a societal context. 

Since the learning should take its point of departure in the 
participant’s concrete quotidian, I have not been able to out-
line the contents of a plan or a curriculum for such learn-
ing. I have, however, suggested that one fi nds material for the 
themes of learning by increasing the awareness of direct and 
indirect statements about everyday life made by students or 
trained care workers.

It goes for all exemplary learning processes that these in 
one way or other must embrace the interaction between the 
subjective, the individual (cognitive and emotional), and the 
structural. Either way exemplary themes in care training and 
in care practice will always be concerned with the question of 
psychosocial forces, which motivate as well as create problems 
in the relations between caregiver and care recipient. In this 
way there will be a focus on the learners’ own investigations 
of situations where care actions express reciprocity, solidarity 
and recognition, what constitutes a relation, and what posi-
tive and/or negative issues motivate the individual and the 
group of care workers to participate in relations with aging 
and ill people.
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The care work sector of the future should position itself 
clearly when it comes to offering inherent opportunities for 
learning, so the individual and groups of care workers can ex-
perience personal and professional development and thereby 
participate actively in the development of the fi eld. In other 
words, it is about engaging the care personnel actively and al-
lowing it to infl uence the development of a practice that they 
feel like being part of.

Note
1 The care involved in the relation between the carer and the recipient 
of care for the elderly will in some way always involve pedagogical tasks 
and deal with learning and development. Whether or not the care situa-
tion is regarded as a charitable relationship, as part of medical treatment 
and nurture, or as a contractual service obligation, a caregiver must 
be able to mediate, motivate, and involve as well as support the care 
recipient in the building and maintenance of a number of important 
competences. In this view pedagogy are perceived as a tool to enable 
another human being to perform or understand a certain issue. This 
view of the role of pedagogy offers a fruitful agenda for both research 
and development of care work, but in this chapter I do not focus on 
these pedagogical aspects of care work, as I wish to address the potential 
of the pedagogical perspective for enhancing quality care.
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Paid care work for elderly people can be analysed as inscribed 
in three hierarchies: A professional hierarchy, a bodily or ‘dirt’ 
hierarchy, and a gendered hierarchy. In all three hierarchies 
care work is ranked low. According to Kari Wærness’ (1982) 
seminal work, Nordic literature on care has discussed the spe-
cifi c logic of care work as rationality of care. This kind of ori-
entation towards the relations of care is an important motiva-
tion for women who are being trained for the basic positions 
in the social and health sector. Care orientation, recognised by 
research as a central element in the motivation of the employ-
ees in the fi eld, seems to be under great pressure, existing in 
spite of political and organisational intentions (Nabe-Nielsen 
2005). This ‘concealment’ of the motivation and rationality 
of care can be considered a consequence of the low ranking 
of this kind of work (Christensen 2003). Thus the hierarchi-
cal position has severe implications for care workers. Most im-
portantly, the knowledge of careworkers is seldom recognised. 
The typical knowledge of care workers at the lowest levels of 
hierarchies is a product of their commitment to constructing 
care as a relation between specifi c people rather than as a per-
formance of a set of impersonal tasks. However, neither those 
interested in professionalising care work, nor those concerned 
with care organisations generally acknowledge their specifi c 
form of knowledge as a resource for developing care. 

The situation described above could be identifi ed as a ‘cri-
sis of recognition’. With reference to a comparison of long-
term developments in the advantages and burdens of specifi c 
jobs in the public sector, Hanne Marlene Dahl (2002) argues 
that while a higher degree of economic recognition of care 
work for the elderly has emerged, the rationality of care is still 
not properly recognised. A need for controlling the work care 
workers carry out in their daily care of the elderly is expressed 
as a part of the very way basic care work is organised. The re-
cent initiative ‘Common Language’ (Fælles sprog) is an exam-
ple of this. The Common Language initiative was launched 
in 1998 by Kommunernes Landsforening, which is the pub-
lic employers’ association in Denmark. Common Language 
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aims at standardising ratings of the level of functioning of 
the individual citizen, standardising services offered by the 
municipality, and standardising estimation of municipal key 
fi gures. One of the consequences has been uniform time mea-
sures for the tasks carried out by social and health care help-
ers working in the home-based care for the elderly. As the ini-
tiative restricts the possibilities of the care worker to estimate 
which tasks are most important to carry out and for how long, 
it reduces the possibility of practicing a ‘good-enough-care’. 
The term ‘good-enough-care’ is inspired by the psychoanalyst 
Donald Winnicott (1986), who talks about the ‘good-enough-
mother’. The ‘good-enough-mother’ is able to form a relation 
to her child, in which the child can develop in accordance 
with its age and does not get harmed. The intention is to cre-
ate a concept, which does not indicate an ideal of the perfect, 
but still implies that conditions exist for physical and psy-
chological growth. Transferred to the care of the elderly, the 
term implies that even though it is impossible to take care of 
every single need of the citizen, it is necessary to take care in 
such a way that the old person does not get harmed and is 
able to use whatever physical and psychological abilities he 
or she may have. 

Unlike the Common Language initiative and other projects 
designing care work in such a way that it ignores the motiva-
tion and rationality of care workers, the aim of this chapter 
is to raise the perspective of the people working in the most 
humble positions in the professional hierarchy in the care sec-
tor as an important concern. My argument is that neglecting 
their situation does not only constitute a threat to the subjec-
tive motivation of live care workers, but also underpins a re-
cruitment crisis which can be a threat to the future of welfare 
societies. Furthermore, from the point of view of the old per-
son receiving help, the crisis of recognition of care workers’ 
knowledge is a threat to the quality of the care. 

The chapter discusses the insights of my PhD thesis, which 
deals with the orientation towards caring jobs among train-
ees at the Danish social and health care helper education 
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(social- og sundhedshjælperuddannelsen), and with the train-
ees’ being faced with the demands of the work (Liveng 2006; 
2007). With the term ‘orientation’ I wish to point to the fact 
that all the 17 women I interviewed and followed in their 
practical work saw a job in the care sector as much more than 
a way to earn a living. It was a way to be able to be important 
by doing ‘good’ to others, a way of establishing relations, and 
to several of the interviewed the role as care taker had been 
a central obligation since childhood. The focus of the analy-
sis is on the meaningfulness of care work which is connected 
to a theoretical understanding of care work as essentially re-
lational work. Starting from this theoretical signpost, I work 
with the concept of care orientation as a way of describing 
the trainees’ orientation towards work in the basic social and 
health courses. Below I present an empirical study of how the 
hierarchies in which care work is inscribed has an impact on 
care workers’ everyday work and thereby on their orientation 
towards their work. 

Care work for elderly people as low ranked in 
three hierarchies
To speak of care work for elderly people as ‘low ranked’ in as 
many as three hierarchies involves the risk of confi rming prej-
udices about care work as work ‘every woman is able to carry 
out’ because of her female socialisation. Arguing that it is low 
ranked in a bodily hierarchy involves the risk of strengthen-
ing cultural images of the work as dirty. Confi rming prejudic-
es is not the intention of the analysis. Instead, my intention 
is to point to structural phenomena as an explanation of the 
low status of paid care work. The structural explanation helps 
to understand why care work for the elderly is still not con-
sidered an attractive job, in spite of campaigns to recruit staff, 
the introduction of educational reforms and the opinion of 
the general public emphasising the importance of care work.

Research carried out by the Danish trade union for work-
ers employed in the public sector, FOA, has demonstrated 
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that the ‘image problem of the profession’ is a cause of frus-
tration especially among trainees and the newly fl edged care 
workers in the lowest positions in the social and health sec-
tor (FOA 2006).Trainees and students who have just fi nished 
their course consider it to be humiliating that their work is 
held in such low esteem in society. The latest research on job 
satisfaction among social and health care helpers in Denmark 
shows that it is the youngest group of the staff who are less 
likely to want to continue within the sector. The low hier-
archical positions of the work could be seen as factors in-
fl uencing both job satisfaction of care workers already em-
ployed within the sector, but it also explains the diffi culties 
in recruiting new staff, which is a widespread problem in the 
Nordic countries. 

The following sections take a closer look at how the three 
hierarchies structuring care work for the elderly are expressed 
in the everyday context of work.

Social and health care helper work as inscribed 
in a professional hierarchy
Most obvious is perhaps the inscription of care work for el-
derly in a professional hierarchy. While it might be diffi cult 
to observe a gender hierarchy directly at the empirical level, 
the professional, medical hierarchy of the sector leaps imme-
diately to the eye when one looks at observations of work 
practice.

In the following example from an observation of the so-
cial and health care helper trainee, Lotte, the professional hi-
erarchy is demonstrated. Lotte, who is 20 years old, is in the 
second trainee period in which she is working in the home-
based care of the elderly. Together with a qualifi ed health care 
helper, Alice, she is going to take care of an old lame woman, 
Anne Mette, who receives help mornings and evenings. Lotte 
has taken the initiative to a visit by a physiotherapist in Anne 
Mette’s house in order to get some medical devices for her. The 
health care helpers cannot wash Anne Mette’s hair because 
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she is not able to walk the few stairs down to her bathroom 
and Lotte wants to solve this problem. 

Lotte and Alice have just washed Anne Mette and helped 
her out of bed by using a lift. During washing they have dis-
cussed her bedsores and both have been concerned about an-
other health care helper who has coated her in cream ‘below’. 
We are now all standing in the bedroom, Anne Mette is sitting 
in her wheelchair:

The physiotherapist arrives and everybody says hello. I explain 
who I am and the physiotherapist comments on my PhD proj-
ect. She explains that ‘we’ (this is the physiotherapists) think that 
‘they’ (that is the social and health care helpers) learn far too little 
about the transfer of people. I come to think of Lotte telling me 
that the health care helpers could not attend a course in trans-
fer of people until after they had fi nished their social and health 
course. At the same time I get the feeling that the physiotherapist 
is unfair speaking of the helper assistants in this way while they 
are present. Just like the helper assistants sometimes speak of the 
elderly people as if they were not there, so the physiotherapist tal-
kes about them in this situation. 

Lotte tells the physiotherapist why she has called her, and the 
physiotherapist suggests that they should (beside the medical 
devices) also discuss whether they could make an exercise pro-
gramme for Anne Mette, which the helper assistants could show 
her how to do. The physiotherapist uses some Latin words, and 
Lotte asks what they mean. It strikes me that they speak complete-
ly different languages. 

The health care helper, Alice, explains about a device they have 
got for washing Anne Mette’s hair, but which does not work be-
cause it cannot be fastened to the bedpan chair. This question rais-
es a lot of discussion back and forth. The physiotherapist sums up 
and clarifi es what the two health care helpers are saying. After a 
while she concludes, ‘Well, this is only a technical problem.’ She 
does not have any other suggestions. So the health care helpers do 
not get the problem solved that they cannot wash Anne Mette’s 
hair. And they have not been relieved from worrying about it. 
(18.06.04.)
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The inscription of care work for elderly in a professional hi-
erarchy is present as conditions in the daily work, which in-
fl uence working environment and motivation of the employ-
ees. The professional hierarchy can, as in the example above, 
mean that initiatives and undertakings coming from people 
working lowest in the professional hierarchy are ignored. The 
involvement the trainee Lotte has shown in relation to the 
problems of the old woman does not lead to further refl ec-
tions about how the problem with the hair washing could be 
solved or to the trying out of new technical alternatives. On 
the contrary her initiative is set aside and thereby also her em-
pathy with the old woman. In short, Lotte experiences that 
her attention towards the client and her engagement in car-
rying out care as well as possible does not matter. Not only 
is her initiative not taken seriously—she is at the same time 
explicitly devalued. As a learning process it points in the op-
posite direction of the development of self-refl ection, which 
is highlighted as the ideal of the social and health training 
and in offi cial documents is seen as a necessary competency 
for trainees.

When the relation to the client and the empathy with the 
person concerned are important reasons for female care work-
ers’ motivation for choosing their job, ignoring this motiva-
tion means a lack of recognition. This lack of recognition does 
not improve their satisfaction with their job. In a historical 
period in which the fi eld suffers from scarcity of labour in the 
fi eld, ignorance of this motivation seems to be risky as it could 
lead to even lesser interest in the jobs. 

The example further illustrates that what one notices and 
worries about as a care worker is dependent on the distance 
to the client. Old, lame Anne Mette getting her hair washed 
is apparently only important to the people who are physical-
ly near to her. This might be obvious: The people near to her 
are those who see and smell the dirt, those who eventually 
see Anne Mette’s grief when she is not able to keep her body 
tidy anymore. 
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The example shows why—in a perspective of care—it is also 
risky not to listen to the people working in the lowest ranks of 
the professional hierarchy. When they are not heard, the qual-
ity of the practiced care risks being poorer than it might have 
been. And this is not necessarily a question of resources, even 
though resources of course play an important role. But the 
questions is as much about paying respect to and recognising 
that people working nearest to the clients have a different kind 
of knowledge and observe other aspects of the condition of the 
client than those working at a distance from the person. 

Kari Wærness (1982, 33) differentiates between three cat-
egories of publicly fi nanced care work: 

• Care work connected to growth or results.
• Care work connected to maintenance or stagnation.
• Care work connected to situations marked by decline.

Care work leading to growth is the most attractive for pro-
fessional groups. The result-oriented social and health sector 
primarily aims at treatment; that is to say to make the patient 
function so that he or she leaves the role as a patient or client. 
‘Institutions of growth’, as for example the somatic hospitals, 
are in general the institutions in the sector which have most 
prestige. Effi ciency is usually measured in frequency of dis-
charges. Inside the institutions of growth the jobs concerned 
with the basic carrying out of care give the lowest wages and 
least prestige. 

Maintenance care does not lead to self-reliance of the cli-
ent, but aims at a certain level of functioning. Examples of in-
stitutions in this category are institutions for the chronically 
ill and the physically or mentally inhibited. 

Care work connected to situations marked by decline is the 
least attractive. A striking relation of care in this category is 
caring for a dying person. Care workers in this category—and 
often also the recipients of care—know that the process in 
the short or long terms will have a negative course. Wærness 
speaks of this kind of care as ‘result-less’, as the ‘effectiveness’ 
of this work is hard or impossible to measure. 
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Care work for elderly people in a ‘dirt’ 
hierarchy: working with decaying and dying 
bodies
In all of the three categories of care work discussed above, the 
care nearest the client and the client’s physical body is ranked 
lowest. The fact that basic care work with old and sick fellow 
human beings is ranked low cannot be separated from the 
closeness of the work to body and death. In this sense, the 
work carried out by social and health care helpers can be the-
matised as inscribed in a ‘hierarchy of dirt’. 

Lise Widding Isaksen (2003) sees work near the body as re-
lated to symbols and values which society attributes to the 
body and bodily dirt. Male and female bodies are interpreted 
differently and so are young and old bodies. Bodily care work 
deals with taking care of bodies which smell and leak in plac-
es one usually does not expose to anyone but one’s sexual 
partner. Cultural classifi cation of hygiene as strictly private 
makes it diffi cult to discuss work in this fi eld publicly. We 
lack a language in which we can speak of the experiences of 
smelling and touching tabooed bodily liquids without feel-
ing vulgar or touching on sexual associations (Krogh Hansen 
2006). Isaksen further argues that bodily closeness and inti-
macy, which are not related to sexuality but solely to care, 
are often inscribed in images of the feminine. In intimate hy-
giene one most often has to work directly with one’s hands. 
Working directly with one’s hands ranks lower than work-
ing with tools between oneself and the material. Working 
with tools, ‘marking the world’, is in a society dominated by 
patriarchal structures, seen as productive and connected to 
masculinity. Isaksen identifi es a hierarchy of illnesses corre-
sponding to the cultural symbolism described above, where 
illnesses cured by the use of technology gain more status and 
receive more funds than illnesses which ‘only’ require long-
term treatment and basic bodily care. 

Working with ‘decay’ and particularly with dying people 
can bee seen as extreme forms of ‘dirty work’. Both Freudian 
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psychoanalysis and social anthropology defi ne dirt as ‘mat-
ters placed in wrong places’ (Isaksen 2003:175).The fact that 
maintaining the body takes a hygienic effort, is an aspect of 
physical life which demands organisation and work. When 
one gets old or ill, one becomes dependent on the support of 
others to manage this work. But maintaining the body could 
not only be understood in physical terms, but also in psycho-
logical ones. Maintaining and controlling our own bodies is 
a part of our very individuality. Losing the ability to manage 
our own body could, at the psychological level, be understood 
as a sign of dissolution of the individual. Also for the care 
worker, encountering this dissolution can provoke anxiety. 

In several concrete and symbolic ways social and health 
care workers perform ‘dirty work’. When analysing my ob-
servation notes I realised there was a repeated focus on what 
I identify as passages. Again and again I had, without being 
aware of it, noticed how the health care helper trainee locked 
us in and out of houses and apartments. I had written about 
ways and hindrances to reach the elderly person needing care, 
about doors and gates, keys and locks, stairs and bells. While 
driving between the homes of the clients the trainees told me 
about diverse causes for nervousness, ranging from not being 
able to fi nd the way to the clients to the fear of walking into 
a home one day, fi nding the client dead. The care workers 
talked about walking into places that were hidden from the 
outside world, and leaving them. I interpret the focus on the 
‘real’ passages as a way of handling—at a symbolic level—the 
passages between life and death, between control and dissolu-
tion, and between clean and unclean which are present in the 
observation notes. In order to understand the psychological 
energy expressed in the accounts of such passages it is neces-
sary to see them as having both a ‘real’ and a symbolic con-
tent. The task of the care worker is to observe the condition 
of the client and identify potential anomalies. If she fi nds an 
anomaly, she is expected to report it to the relevant expert 
outside of the home, such as a nurse or a doctor. But signs 
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of anomaly are also at a symbolic level signs of decay and 
death—and therefore frightening. 

The following extract from my observation notes focuses 
on the passage into the house of an old man, an almost laby-
rinthine task. The observation gets the character of ‘scene of 
the crime’. Hanne, the trainee who I accompany, already in 
the car warns me about what is expecting us ‘in there’: 

The next client is an old sick man’, Hanne tells me. ‘He has often 
faeces all the way up the back of his head when I arrive in the 
morning. He has to get washed and helped out of bed.’ The man, 
Peter, lives together with his wife in an old house. In the drive 
lies a big rolled carpet. Hanne jumps out of the car and moves the 
carpet so I can park in the drive. In the garden a big dog is jump-
ing around. We have to move a wooden pallet and climb a fence 
in order to get near to the door. Hanne tells me that this is not to 
prevent the dog from running out, but to prevent anybody from 
getting in. From the fence and up to the door the grass is worn off, 
so that you walk on the bare earth. The couple’s car is parked in 
the middle of the lawn, and things the dog has gnawed are spread 
all over the lawn.

Hanne rings the bell, and the wife opens, dressed in a dressing 
gown. She sits in the kitchen and drinks coffee and solves a square 
puzzle. Some rye bread is put to rise on the kitchen table. It is pret-
ty cold. The house lies low. Here I do not consider taking off my 
boots, as I normally do. Hanne explains why I accompany her, and 
the wife asks me if I am there to control Hanne’s work.

In the room where the old man lies, the air is actually warm 
and stuffy. He lies in the living room in a hospital bed. The furni-
ture is pulled together to get room enough for it. There is a wood 
burner with piles of briquettes around. The television is on—it is 
placed so that he can see it from the bed. Around the bed the fl oor 
is covered with old newspapers. 

When Hanne removes the blankets from Peter, he is, as she told 
me, literally smeared with his own shit. He has a blanket under-
neath his duvet, with no cover on. He wears neither underpants 
nor nappy, but is just lying on a sheet with his faeces running 
down him. Hanne washes and washes—it takes a lot of fl annels 
before he is clean. The smell is heavy. Meanwhile the nine o’clock 
news begins.
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Hanne and Peter talk about his wife baking rye bread. The dog 
enters and lies down on the newspapers while it is gnawing an old 
bone. Hanne washes Peter’s toes—he does not like that, he says, 
because he has had a health care helper who was so rough that he 
is still completely sore.

Hanne looks at some wounds Peter has got on his arms from 
falling and on his heels from lying so much. The wounds look 
okay and dry. They both begin to explain to me how he fell. She 
rubs him with lotion and puts thick socks on his feet. All the time 
she is wearing gloves.

‘Now we have to go for a walk’, Hanne says ‘and then you 
will get your reward’. She lowers the bed so that he is able to step 
out on the fl oor and she takes one of his arms. He is very skinny 
and completely hunchbacked. Together they walk to the door and 
open it into the kitchen where he says good morning to his wife. 
He only wears a vest and socks. 

Slowly Hanne walks with him back to an armchair where a fur 
plaid and a sheet like the one he had in his bed is placed. Peter sits 
down in the chair and it turns out that he sits with his buttocks 
naked right on the sheet. I think it must be so unworthy. He gets 
a dressing gown around his legs and Hanne places his legs on a 
footstool. He puts his hands down under the blanket. It strikes me 
that he may be fi ddling himself a bit. The reward for walking turns 
out to be a glass of sherry. (11.03.03).

The extract from the observation notes gives a strong image 
of everyday work in the home-based care of the elderly in 
Denmark. Not all clients live like Peter, nor are they all so frag-
ile. But still the example is not extraordinary. The meetings 
with situations implying degrading, dissolution and decay on 
the one hand, control and mistrust on the other, are part of 
the daily work. Here it is Peter’s wife who expresses the need 
for control. But a need for control is not only expressed by 
worried relatives; it is part of the very way basic care work is 
organised in initiatives such as ‘Common Language’, as was 
discussed above. One can discuss whether the care provided 
for an old man like Peter is ‘good enough’. This is not my 
point here. My point is to draw attention to the strains situa-
tions like this put on the care worker; situations in which she 
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is alone and has to be able to contain psychologically both 
the anger expressed by Peter’s wife and the very despair of his 
situation.

Looking at the observation, the placing of ‘matters in 
wrong places’ is obvious. From the time Hanne and I arrive at 
the house till Peter sits in his armchair the description of mat-
ters mixed together in unusual places is a thread through the 
observation. The urge of the trainee to wear gloves1 and my 
keeping on my boots could be interpreted as a way of setting 
bounds. (Krogh Hansen 2006). Setting bounds between one-
self and the other person who is ‘dissolving’ and bounds be-
tween clean and unclean is in a psychoanalytical perspective a 
way of protecting oneself from the threatening dissolution. 

In spite of the need to set bounds Hanne still cares for Peter. 
The situation causes her to feel frustration and anger, but this 
anger is turned towards Peter’s wife, who expresses her dis-
trust towards the helpers working with Peter: After we have 
left Peter’s house, Hanne explains to me that she herself is 
the one who has taken the initiative to his little walk in the 
mornings, by motivating him by the ‘reward’. Hanne is wor-
ried that Peter is too thin; she suggests that the wife econo-
mises on his food in the same way as she economises on the 
heat in the rest of the house. The wife could not be trusted: 
she speaks ill of the helpers behind their backs. 

This epilogue of the visit at Peters house points to one of the 
consequences of not recognising the strains of care work for 
elderly people and the social and health care helpers’ orienta-
tion towards care. Someone like Hanne, who wants to provide 
best possible care to the benefi t of her client, is faced with mul-
tiple confl icting emotions. On the one hand, she experiences 
the anxiety caused by the confrontation with the decaying 
body. On the other hand, she encounters the mistrust leading 
to control and Taylorisation. Her resulting reaction is anger. 
In this case, her anger is directed towards the relative, but dur-
ing my observations I also often met anger towards one’s col-
leagues. Neither type of anger provides a fruitful basis for the 
cooperation which is a vital condition for the quality of care.
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Care work for elderly in a gender hierarchy: devaluation of 
the care orientation

Why are the strains of care work for elderly people not rec-
ognised? Why is the orientation towards care and care ratio-
nality not valued as being important, even necessary, for car-
rying out this specifi c kind of work? To answer these questions 
one has to consider the similarities between paid care work 
and the unpaid care work in the private sphere primarily car-
ried out by women. Such reproductive work is generally held 
in low esteem.

The German social-psychologist Regina Becker-Schmidt 
(2002) argues that there exists a fundamental connection be-
tween gender, work and the valorisation of fi elds of work. 
With a critical theoretical and feminist point of departure, 
she analyses how on the one hand gender, seen as a structural 
category, and on the other hand power and status are inter-
twined in hierarchical structures depending on their position 
in relation to the social spheres. Becker-Schmidt further argues 
that the importance of dealing with gender arrangements as 
relational lies in the possibilities this gives for analysing how 
unequal circumstances in one social sphere are connected to 
hierarchical constellations in another social sphere. From this 
perspective, individuals as well as social sectors can be viewed 
as elements in relation to each other. With a starting-point 
in the historical social division of labour, in this case in the 
separation of men’s work in the public sphere and women’s 
work in the private sphere, it is possible to see how the social 
spheres are mutually dependent. Thus, social spheres can be 
understood as inscribed in a gender and power hierarchy due 
to their gendered connotations. The gendered connotations 
are connected to the question of whether the sphere and its 
institutions are regarded as ‘productive’ and thereby ‘male’ or 
they are regarded ‘reproductive’ and thereby ‘female’. 

The Danish psychologist Simo Køppe (1997) describes 
how in the wake of the introduction of capitalist economy in 
North European societies an ideology was introduced which 
saw housework as work that was the payment in itself. Because 
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of the gratifi cation that women received from their work, no 
monetary compensation was needed. The home and the in-
timate sphere became the centre for emotions and humani-
ty—the place that balanced the economical rationality of the 
productive public sphere. At the same time as work linked to 
the sphere of reproduction was economically devalued, it be-
came ideologically upgraded. Nevertheless, following the dif-
fusion of the capitalist way of production, power and prestige 
became associated with money. As the private sphere was iso-
lated from the public sphere of social exchange, it was at the 
same time made dependent on and subordinate to this sphere. 
The economical contribution from the male head of family 
in the form of wages made the work of the man more presti-
gious than housework, because it stemmed from the sphere 
of social exchange, where work was paid for by money. The 
female work in the home was not paid for, even though it was 
a prerequisite for the male ‘productive’ work. 

In a similar vein, Becker-Schmidt points out that work which 
historically and traditionally has existed outside the money 
economy of capitalist society tends to be regarded as less worth 
than work for which a wage is paid. Care work has almost en-
tirely been carried out in the home—by women—and the low 
valuation connected to this sticks to the work even when it be-
comes publicly fi nanced wage labour. In this perspective the 
unequal relationship between a rationality of care and an eco-
nomical and technical rationality can be seen. 

The above-described gender hierarchy of productive and re-
productive work is inscribed in the professionalisation process 
where attempts to professionalise care work go hand in hand 
with economical-technical rationality. The following quota-
tion is from my notes from an observation at a Social and 
Health Care School in October 2003. It illustrates the idea of 
being able to separate one’s subjective motivation from the 
work one is doing: 

Male teacher: ‘One should be able to be in other people’s 
shoes, but also to take them off again. What do I mean by 
that?’
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1. Female trainee: ‘That you should leave the problems when you 
go home.’ 

2. Female trainee: ‘Being a professional means that you do not 
slide into the same mood as the other person.’

Male teacher: ‘Maybe it is a prejudice, but men are normally 
better than women to be professional—or to be ‘cold in the ass’.’

3. Female trainee: ‘That is our mother instinct.’
Male teacher: ‘Yes, a caring gene… But one should not carry 

the problems home.’

Certainly, it can be a problem if the care worker identifi es too 
strongly with the person she is helping, but placing profes-
sionalism on an equal footing with being indifferent is an in-
sult both towards the orientation of care workers and towards 
the needs of the elderly people the care workers are supposed 
to give care. It gives an unrealistic image of professionalism, 
which—when seen in an existential light—is impossible to 
reach, because it sets aside the very character of the caring 
relation. 

Entering relations of care with elderly and sick people can 
function as a memento mori of the temporal limits of one’s 
own lives, thus awakening an existential anxiety. But the rela-
tion of care can also awake an existential joy (Noddings 1984). 
Both anxiety and joy are fundamental aspects of meeting ‘The 
Other’ in the caring relation and both require involvement. 
Ignoring this fact potentially leads to quite the opposite of 
professionalism, i.e. to a situation where the care worker tries 
to ‘put up shutters’ between what is ‘personal’ and what is 
related to work. Denying that in relational work the worker 
uses her feelings makes it impossible to handle the emotions 
in a conscious way, and thereby only leads to ‘pseudo-profes-
sionalism’. 

An intention to professionalise social and health care help-
ers by teaching them to be immune towards the infl uenc-
es of care work can of course originate from the consider-
ations of their wellbeing and satisfaction with their work. But 
it could also be interpreted in connection with the esteem of 
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the work in a gendered hierarchy. Putting up shutters between 
‘personal’ and ‘professional’ is the logic of the public sphere, 
whereas the tendency to let time, work tasks, involvement 
and emotional states fl ow is the logic of the private, reproduc-
tive sphere (Dybbroe 2006). The image of professionalism just 
presented is in itself inscribed in a gendered hierarchy.

Conclusion
When I accompanied the trainees in the home-based care of 
the elderly and in old people’s homes, I experienced fi rst hand 
the reality of care orientation conceptualised in care theory as 
rationality of care (Wærness 1982). The care orientation of a 
care worker is expressed through a way of thinking and acting 
in the practical work, placing the needs of the client in focus. 
My analysis of life historical interviews and observations with 
trainees further shows that in spite of differences in age, for-
mer education and experiences with caring jobs, all of the 
women perceive a job in the care sector both as work and as 
relation. Care work awakes feelings of joy and of disgust: it is 
frightening and giving. 

Care work is in itself full of paradoxes. One of my infor-
mants compared care work with work at a mink farm, which 
suggests that this work is not highly valued. At the same time 
she clearly considered being a social and health care helper 
the best job she had ever had. In fact, all of the informants 
consider care work as an excellent form of paid work: the 
working hours are fl exible, there is a possibility to work any-
where in the country, and even the wages are rising. But none 
of the interviewees perceived the job as a social and health 
care helper only as paid work. Rather, at the subjective level, 
they experienced care work to be full of meaning (cf. Hansen 
et al. 1999, Krogh Hansen 2006). This meaningfulness is con-
nected to their close contact with fellow human beings, car-
rying out subjectively meaningful activities. My informants 
discussed having close contact to others, being important 
to others, and being able to help and support sick or fragile 
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fellow human beings as reasons for choosing to be qualifi ed 
for care work. Perceiving care as a relation can be understood 
as a particular subjective work orientation, which does not 
undermine the importance of work as a way of earning one’s 
livelihood. At the same time, however, care orientation en-
tails that specifi c qualities are expected in the caring relation. 
Correspondingly, rationality of care can be considered to be a 
necessary strategy for orientation towards care. Furthermore, 
rationality of care also involves strategic action arising from 
the caring relation in the incidences where the practitioners 
of care do not withdraw because of anxiety, powerlessness or 
the lack of recognition in the relation.

On the basis of my analysis, the rationality of care seems 
to be in an unsolvable contradiction to the demands of the 
modernisation of the fi eld of elderly care. At the organisation-
al level, modernisation has implied strict time schedules and 
requirements of documentation of every task carried out. At 
the discursive level it has implied an understanding of profes-
sionalisation in which the ability to act professionally is con-
sidered in opposition to be ‘personal’ or personally involved. 
This tendency is found in other research in the fi eld, too (e.g. 
Szebehely 2006). 

What happens to the commitment of the social and health 
care helper trainees when their motivation and efforts to 
build relationships with their clients are belittled? My analysis 
shows that if the hierarchies lead to a neglect of the personal 
meaningfulness of the work, the care worker is put under such 
pressure that work loses its meaning for her. The care worker 
may still act in a care-rational manner and engage in a rela-
tion with the client, experiencing the giving dimensions of 
the relation. However, the existential joy resulting from this 
experience that has been described in the literature (Noddings 
1984) does not necessarily appear. Instead of existential joy 
there is a risk that the care worker feels existential anxiety in 
the face of confl icting demands. Thus, the work can give rise 
to ambivalence between the ideal of ‘doing good’ and feelings 
of powerlessness and discomfort. 
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The Nordic literature on care work offers a powerful anal-
ysis of how efforts to raise the esteem of care work, such as 
professionalisation, involves a risk of resulting in a neglect of 
the logic of care and the strains and ambivalences connected 
to caring. My analysis bears witness to how this type of mod-
ernisation of the fi eld has so far resulted in an atmosphere 
where the ideals and logics practiced by care workers have to 
be hidden, making parts of the competencies of care workers 
invisible. As a result of the silencing of the relational aspects 
of care, the dilemmas resulting from the reality of feelings of 
guilt, anxiety and aggression, ever present in the care work 
with old, sick people, are harder to put into words. If it is not 
acceptable to say that you actually care, it is even less accept-
able to talk about the diffi culties in caring.

During my fi eld work at social and health schools and at 
work places it was evident that this misjudgment of the care 
relation as ‘unprofessional’ means that talking openly about 
engagement as well as about the strains and discomforts of 
care work are reduced to non-offi cial spaces, like the smoking 
room or during lunch breaks. An alternative strategy for both 
modernisation and professionalisation is urgently needed, if 
our societies want to recruit motivated care workers.

By highlighting the orientation towards care work and the 
rationality of care among the trainees, I do not want to ig-
nore the ambivalences towards the work which were also ex-
pressed in the empirical material. Parallel to the appraisal of 
the meaningfulness of care work there were often signs of the 
strains involved in the work, including anger and even dis-
gust. Still, the orientation towards care emerges as one of the 
main motivations for the women to enter this fi eld, while the 
rationality of care appears as a necessary condition for carry-
ing out care for other human beings. Thus, respect for the ra-
tionality of care emerges as an important component in secur-
ing a qualitatively ‘good-enough-care’ for elderly people. 

As shown above, in the eyes of society, care work in the 
fi eld of elderly care remains dirty work that is mainly done 
by female care workers on the ‘outskirts’ of professional 
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hierarchies. But if social and health care helpers are to be sup-
ported in their care orientation, the existential dimensions of 
their work have to be accepted. Further, we need to take the 
low social position of care work for the elderly into account 
and tackle the uncaring logics of modernisation and profes-
sionalisation which potentially affect us all. 

Note
1 I am aware that according to hygienic considerations, the trainees are 
taught always to wear gloves during personal care, but I have also seen 
this precept broken during my observations.
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In Finland, the deregulation of the money market in the 1990s 
was related to the deep economic crisis and associated mass 
unemployment, together helping the new neoliberal ideology 
to gain hegemony (Patomäki 2007). Far-reaching institution-
al changes that reorganised the division of labour between 
the central state and the municipalities hit care work intense-
ly. In macroeconomic terms, Finland continues to follow the 
Nordic development but only to a moderate degree. An ide-
ology that posits work as a central societal value is, however, 
deeply rooted in Finland. It underlies approaches to situa-
tions perceived as societal crises. Furthermore, deriving from 
the experiences of the generations who have faced wars and 
former depression eras, there is a readiness in Finnish culture 
to accept policy measures framed as responses to societal cri-
ses that in themselves may require some groups to make sac-
rifi ces for the greater good. Refl ecting such cultural dynamics, 
the policy rhetoric surrounding what is currently recognised 
as a societal crisis in care creates gendered ethical appeals; new 
expectations and demands placed on women and care work-
ers in particular. 

This introduction sheds light on the Finnish discussions 
of the neoliberal policy shift. In order to identify the current 
claims directed at care work and its changing terms and con-
ditions, it is important to be aware of the national policy con-
text and the new agendas of care work, but also of the location 
and audiences of these debates. Discussions in various arenas 
are interlinked and related to the same policy shift but com-
prise different actors, vocabularies and impacts.

The neoliberal turn in Finland
The dominant political rhetoric in Finland states that Finnish 
politics aims at the deepening integration in Europe in terms 
of economic, social and environmental competitiveness. The 
former Minister of Foreign Affairs Erkki Tuomioja (2006), who 
is one of the vocal critics of this rhetoric, has argued that the 
emphasis in the recent debates is on economic integration. 
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In his view, the message is that the country has to forego 
its universal social services and employment safety, cut social 
security, public spending and taxes, privatise, outsource and 
open up for competition; in short go for the full monty of the 
neoliberal agenda in order to survive. Formulating a social-
democratic critique of the current Finnish position, he further 
holds that social progress is a national issue, but it is also justi-
fi ed in terms of the Nordic and the European goals, i.e. there is 
a consensus about social progress being included in develop-
ment (Tuomioja 2008). In his view, the partnership in health 
and social wellbeing is also a precondition for the sustainable 
economic development of the Nordic region. 

Since the early 1990’s the navigating of the Finnish ‘com-
petition state’ (Sipilä 2005, Kettunen 2006) has been about the 
profi tability of the national economy. In economic and tech-
nological terms, recent developments are refl ected in what 
has been termed a national ‘joint venture for productivity’ 
(VATT 2007). This drive for productivity encompasses welfare 
services and vocational educational schemes comprising al-
most half of the Finnish welfare expenditure. More open com-
petition is the key principle in the process of designing the 
‘creative welfare society’. This authoritative view was formu-
lated by the Parliamentary Committee for the Future chaired 
by the leading conservative politician, the present Minister of 
Finance Jyrki Katainen (EK 2004). The statement of the com-
mittee is that the pressures of welfare services and pension 
expenses endanger the speed of economic growth. A major 
solution propagated then in this scenario is the nexus model, 
a welfare mix in which the public sector has the dominating 
responsibility for fi nancing and control, while both private 
and public producers supply the services. 

From a feminist perspective, the ongoing policy shift has, 
for instance, been critiqued with reference to democracy. It 
is argued that while democratic government should be about 
the social rights of the citizens, at present it is the gendered 
rights of those most capable in economic terms that are the 
key point of reference (Kailo 2007). At the same time, the 
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number of total working hours of full-time employed Finnish 
women is the highest in Europe. Furthermore, there is a lot of 
evidence that the outsourcing of public services often means 
an increase in women’s care responsibilities and workload, 
at the same time as their work-related social rights and pay 
have weakened (Eräsaari 2002, Julkunen 2004). Thus, from 
the point of the view of equality between women and men, 
Finland is far from perfect.

On the national policy level, the need for a ‘broad frame-
work’ among ministries and sector administration is being ad-
dressed (MHSA 2001a, b, 2002, 2007, see ILO 2007). Govern-
mental welfare strategy emphasises mutual solidarity in terms 
of the ‘caring moral’ as a societal resource (MHSA 2007, 22). 
Despite the welfare state ethos and its strong support, sectoral 
regulations demonstrate that the strongest social rights and 
shared responsibility concern the early phases of the life cycle 
whereas the more moderate ones are typical of the end of the 
cycle (Heikkilä 2005). None of the security systems ensure 
citizens the right to a certain service, but do safeguard their 
position in relation to the complicated service bureaucracy. 
In the legal arena, the development towards stronger service 
rights is on target; new treatment guidelines concerning the 
provision of care within specifi c time frames are examples of 
the implementation of the principle of the social guarantee 
(Heikkilä 2007). 

The logic guiding the making of new organisational mod-
els and workforce designs is that of streamlining the ‘logistics’ 
of the ‘production lines’ (see Davies 2003). Seamless services, 
integrated care and fl uent fl ow-through are examples of the 
managerialist vocabulary being implemented in the name 
of cost-effectiveness and quality consciousness. Production 
lines from hospital to home, from special care to primary 
care and from vocational education to work are referred to 
as key processes of streamlining. This agenda is rooted in 
the view that the disturbances to this rational management 
of service production are created by economic, demograph-
ic and institutional forces. For instance, rigid organisation 
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structures with their powerful professions and the out-of-date 
education schemes are referred to as obstacles to fl exibilisa-
tion. The demographic pressures identifi ed by policymakers 
have also brought the issue of migrants as potential future 
care workers to the policy agenda. The national picture is, 
however, contradictory. On the one hand, there are calls for 
work-based immigration, on the other hand there is a long 
history of national discourse that makes it in practice diffi -
cult to tolerate and deal with diversity (Lehtonen & Löytty 
2007). Health care is especially known for being a national 
realm (Nieminen 2007).

Whatever the vocabulary used in the political or govern-
mental arena, the care needs of the aging population are seen 
as a threat to the future capacity of the Finnish welfare state to 
produce public services. The eroding of the mandate of pub-
lic care in general and elderly care in particular has created a 
crisis of care and especially an ongoing erosion of the ethos 
of socially defi ned care. As a service, child care is adopting the 
model of primary education while care for the elderly seems 
to be following health care procedures (Lehto et al. 1999, 
Wrede & Henriksson 2005). The social, particularly in the 
meaning of homemaking, is becoming excluded from public 
services (Tedre 1999). Within the occupational realms, the ex-
pertise of social care is challenged. Academic social workers in 
Finland are constructing occupational boundaries and exclu-
sive credentials (Julkunen 2004). For teachers and students at 
the polytechnic level, the value and the meanings of the so-
cial as the cornerstones of vocational expertise are becoming 
blurred (Niiranen-Linkama 2005).

Tension in workplaces: professionals and care 
recipients
In the media headlines, cost-effective health service provision 
is epitomised in the formula: ‘For two doctors, you can get 
six nurses’ (HeSa 24.11.2007). This example mirrors the two 
elementary foci of the public debate. Recipes such as these 
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are used as criteria for cost-effective staffi ng and also refl ect 
the focus of political interest on the upper ladders of the oc-
cupational scene. As a policy, the rationality of effi ciency is 
resulting in the annulment of work-related social rights, for 
instance, the right to occupational development and employ-
ment safety, care workers’ wellbeing and chance to control 
their own work. The neoliberal policy shift is thus eroding the 
goals the trade unions have traditionally defended and what 
the corporatist negotiation system has vouched for.

The Finnish section highlights the viewpoints of the care 
workers and the care recipients, offering insights for the re-
claiming of the ethos of care that is benefi cial for both parties. 
The question of how to retain dignity in care work emerges as a 
shared focal point. On the one hand, the issue is how to safe-
guard the occupational opportunities and ethical treatment of 
the care workers in service organisations. On the other hand, 
the question is about the equity of access to public services 
and the social rights and human treatment of the frailest care 
receivers. Experiences of the declining occupational pride and 
attraction of care work occupations are related to job insecu-
rity, which goes together with the infl ation of degrees and 
the devaluation of care work. Policies that count on fl exible, 
generic-skill schemes in frontline work easily endanger and 
dismantle the fragile occupational agency and the terms and 
conditions for good care.

Finland is known for the high quality of its basic and higher 
education, for its technological inventiveness and innovative-
ness. In addition to these notions, we argue that Finnish ser-
vice policy has deserved recognition for its social innovations 
related to care occupations. The underlying idea of socially-
defi ned care is here understood as a social innovation of the 
Nordic welfare state project. In Finland formally defi ned care 
occupations and the services the diverse care worker groups 
have provided have been an integral part of the welfare state 
infrastructure. From the point of view of care recipients, the 
existence of this infrastructure secured the realisation of their 
social rights. From the point of view of the care workers, the 
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chapters show the relevance of these institutional characteris-
tics for their occupational projects and identities.

Two of the chapters in the Finnish section focus on the 
macro level and two on the micro level of care work. Chapter 
4, authored by Lea Henriksson and Sirpa Wrede, examines the 
reorganisation of elderly care through policy reform. Chapter 
5, by Päivi Topo and Saila Sormunen, shows what kind of an 
impact different modes of organising care work have from 
the point of view of the elderly clients. Chapter 6, by Laura 
Tainio and Sirpa Wrede, focuses on the work role, examining 
how it structures the workplace ethos from the point of view 
of care workers. Finally, in Chapter 7, Suvi Nieminen and Lea 
Henriksson examine the reconfi guration of the care-work la-
bour force, drawing attention to the policy context and the 
patterns of incipient ethnifi cation. Together, the chapters 
offer insights into the social impact of care work and its or-
ganisation on both care recipients and care workers. 

Overall, the Finnish section shows that the recent devel-
opments of narrowing down both the scope of welfare ser-
vices and the groups they are provided to, in association with 
the reorganisation of care work, have contributed to a major 
turn in care services. The fragmentation of care work cultures 
threatens to erode the social innovations achieved through 
previous policies. We argue that at the core of socially-defi ned 
care in its Finnish formulation has been the strong occupa-
tional commitment and agency of care workers, fuelled by 
the welfare ethos underpinned by the stated aim of equity of 
access to public welfare services. Thus, the retrenchment and 
the curtailment of the service system for the care recipients 
parallel the erosion of the welfare ethos and the occupation-
al agency of the care workers. Furthermore, the work- related 
social rights of the care workers are affected, as discussed in 
Chapter 4.

The jurisdictional claims of occupational groups, having 
different amounts of social power and authority, are raised 
simultaneously in different societal arenas (Abbott 1988). 
Occupations are, however, unequal in getting their voice 



126 © The authors and Studentlitteratur

Introduction to part II

heard. The questions raised in the section are about the so-
cial structure (recruitment, occupational ranking and organ-
isational positions), the cognitive structure (education and 
knowledge basis), as well as culture (care ethos) in Finland. 
These issues are here empirically examined from different an-
gles. The chapters fi rstly highlight the profound institution-
al and cultural reshaping faced by care workers of different 
ranks and educational backgrounds. Secondly, the chapters 
provide insights into the perspectives reclaiming social justice 
and shared responsibility. What is at issue is not only secur-
ing comprehensive access to services for care recipients, but 
acknowledging social innovations related to care work and 
securing sustainable occupational development and work-re-
lated social rights for care workers.
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Municipal home care for the elderly provides a good exam-
ple of the recent welfare policy shift and its implications for 
care work cultures and professional agency. Since the 1990s, 
the scope of public services aimed at the elderly has been nar-
rowed down through policies formulated under the infl u-
ence of neoliberal ideologies and the deepest recession in the 
Finnish economy since the 1930s. The restructuring of public 
sector services has been aimed at breaking down institutional 
care and limiting elderly care to the so-called basic services 
and reallocating them to the frailest elderly (Julkunen 2001, 
Paasivaara 2002, Wrede & Henriksson 2005). The logic guid-
ing the narrowing down of the public services is economic 
and technocratic. The production of public services relies on 
cost-effectiveness as well as medical and managerial criteria 
and expertise. 

Since the early 1970’s different groups of professionals 
working in or contributing to public home care, including 
primary health centre doctors, have been employed by mu-
nicipalities (Henriksson & Wrede 2004). Until the 1980s, state 
regulation underpinned the democratisation of professional-
ism and supported the agency of frontline care workers, both 
in terms of their employment rights and control over their 
work (Henriksson et al. 2006). When the institutional ma-
trix of elderly care in the welfare-mix era was demarcated, the 
expertise of socially-defi ned care was devalued and excluded 
and the agency of care workers started to disintegrate (Wrede 
& Henriksson 2004). 

The exclusion of socially-defi ned care from municipal 
home care for the elderly in Finland (1.) is here recognised 
as a crisis in terms of the erosion of skill and competence of 
frontline care workers. Instead of valuing the expertise in so-
cially-defi ned care, the reorganisation cut down the frontline 
care workers’ room for self-steered work and their license is 
defi ned through the expertise of others, primarily managers, 
doctors or nurses. Parallel to these changes, the terms and 
conditions of the turbulent public sector labour market cre-
ated unsafe employment. Furthermore, the rapid aging of the 
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Finnish population is expected to create an overwhelming 
workload to the welfare state that is made worse by the im-
pending shortage of labour in care work.

This chapter examines the institutional matrix of public 
care services. By ‘institutional matrix’ we refer to the institu-
tions—the organisations, rules, routines, procedures and as-
sumptions—that shape the public care services and the divi-
sion of labour in care work (Freeman 1999, 91). We consider 
how the changes have reframed the care work culture and re-
defi ned the frontline care workers’ agency. By ‘care work cul-
ture’, we refer to the welfare state ethos structuring the servic-
es, i.e. what kinds of services are provided, who are eligible for 
them and what kinds of skills and competence the provision 
of these services relies on. 

In the following, we fi rst consider institutional shifts in the 
development of municipal home care for the elderly (2.), pay-
ing particular attention to how the universalist welfare state 
reformed the Finnish care work culture and the position of 
frontline carers. The second section examines the impact of 
neoliberal policy reforms at the national-level on the scope of 
public elderly-home care. The third section draws attention 
to the implementation of these reforms, from the perspective 
of the meso-level of the municipality, of which the City of 
Helsinki is used as an example. Furthermore, we highlight the 
collective agency of care workers and consider how the trade 
unions representing the different groups of care workers—
public health nurses, nurses, practical nurses—with a stake in 
public elderly home care have responded to the reforms. In 
the conclusions we consider the described changes in the in-
stitutional matrix as a dynamic process that has impoverished 
the care work culture in public elderly home care in Finland. 
It has removed the mandate for care workers to provide com-
prehensive socially defi ned care. Instead, public elderly home 
care now only entails services that are defi ned as ‘basic’. 
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The rise of socially defi ned care: from home 
help to home care
Before the 1960s, it was diffi cult to talk about an elderly care 
system or even formal occupations in the provision of care to 
the Finnish elderly. The situation changed when public home 
help services specifi cally directed to the elderly were creat-
ed in 1966 through the Municipal Home Help Act (Simonen 
1990). The new service offered assistance in daily routines, en-
abling the elderly to continue living in their homes as long as 
possible. At the same time, home help services created a basis 
for the gradual formalisation of occupations that provided so-
cially defi ned care. 

The legislation was a sign of a new way of thinking, re-
sponding to the pressures caused by urbanisation and women’s 
increased involvement in the labour market. In cultural terms, 
the home helpers represented a traditional view on how care 
for the elderly was to be organised. Home help workers were 
typically former housewives who had a short training course 
on housekeeping tasks. Thus their formal qualifi cations were 
strikingly modest if compared with more regulated health care 
occupations (Rauhala 1996). The occupation was eventually 
shaped by the policy into a homemaking culture (c.f., Wærness 
1992), in which the home helpers occupied what could be 
identifi ed as a boundary role in the municipal administration. 
The homemaking service provided by the helpers enabled the 
elderly to continue their everyday lives largely in the way to 
which they were accustomed, without becoming dependent 
on relatives or friends (Wærness 1984, Simonen 1990). Some 
clients held onto traditional ideas of private service, trying to 
treat them as ‘municipal maids’. However, the legislation un-
derpinning the institutional position of the municipal home 
helpers as public service employees provided them protection 
from this attitude by making them, fi rst and foremost, respon-
sible to the municipality (Tedre 1999, 2004). 

In the 1980s, policy makers and researchers sought to aca-
demise socially defi ned care as a specifi c expertise in ‘social 
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care’. The new expertise was supported by a knowledge base 
deriving from social gerontology (Koskinen et al. 1988, Tedre 
1999, Paasivaara 2002). While the traditional home-help ser-
vice emphasised household chores such as cleaning, cooking 
and shopping, the new social care treated these tasks as sec-
ondary. In the social care perspective, instead of caring for the 
home, the focus was to be on interaction and the needs of 
the elderly person (Borgman 1998, Tedre 1999). Many schol-
ars have criticised this reformulation of the knowledge base 
as underpinning a professionalist hierarchy of so-called dirty 
work (e.g., Tedre 2004, see Chapter 3). On the positive side, 
however, the redefi nition of home help as social care was part 
of the rise of elderly care as a policy frame. In this framework 
the elderly person was recognised as a citizen, entitled to care 
in her/his own right. Elderly care policy promoted individu-
alism and humanism as the ideals that were to form the core 
of the ethos of elderly care. This was the foundation for the 
reframing of home help into home care (Paasivaara 2002). 
Thus, the scientifi c formulation of the knowledge base was 
part and parcel of the professional projects of the universalist 
welfare state (Julkunen 1994). From the point of view of care 
workers, the state support for professionalising socially de-
fi ned care also contributed to more egalitarian working con-
ditions and employment safety (Henriksson & Wrede 2004, 
Henriksson et al. 2006). 

In 1988, 46.2 % of the Finnish population aged 75 or older 
received home help services. Of the same age group, that 
year 17.6 % received long-term residential care of some type 
(Vaarama & Noro 2005). Refl ecting the expansion of elderly 
home help in the 1980s, the number of care workers in home 
care service increased to approximately 13,000 people (Vaarama 
et al. 2001). This group was one of the largest in the care sec-
tor and most care workers worked full-time. Even though the 
home care personnel consisted of almost equal shares of the 
lower-grade home helpers and the higher-grade homemakers, 
their work roles and positions as public sector employees had 
become increasingly similar (Simonen 1990, Rauhala 1996). 



134 © The authors and Studentlitteratur

4  The Making of Medico-Managerial Care Work Culture …

The institutional matrix of the welfare state expansion era 
made public services readily available on the basis of broad-
ly defi ned needs. At the same time, however, the fi gures re-
fl ect the long-term Finnish tradition of investing in institu-
tional care rather than in ambulatory services. Elderly home 
care and residential housing services for the elderly remained 
only secondary in the elderly care policy despite their posi-
tive connotations as more ‘humane’ forms of care (Paasivaara 
2002). Thus, despite the efforts to develop the knowledge base 
of municipal home help, the most valued forms of expertise 
were associated with institutional care. Furthermore, if com-
pared with other forms of socially defi ned care, particularly 
child day care, Finnish elderly home care was always based on 
weak universalism that in recent years has eroded (Kröger et 
al. 2003). Although the public responsibility for elderly care is 
still extensive; the expectation is that the informal networks 
would complement the formal service.

Neoliberal policies boosting the medical culture 
in elderly home care
The institutional restructuring of the Finnish welfare state in 
the direction dictated by the neoliberal ideology kicked off 
in the early 1990s with the decentralisation of the responsi-
bility for welfare budgets, planning and organizing welfare 
services to the autonomous municipalities. (3.) The new wel-
fare-mix matrix, implemented through legislation in 1993, 
encouraged municipalities to purchase health and social ser-
vices from other service providers rather than providing them 
directly. The reorganisation of service production was accom-
panied by education policy aiming at shaping a fl exible work-
force for the diverse settings of service provision.

Four important ideological starting points directed the ne-
oliberal reforms of Finnish elderly home care. Firstly, the care 
provided by a family member was defi ned as the favoured 
solution in elderly care. Accordingly, from the year 1988 to 
the year 2002 the volume of family-based care assistance did, 
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indeed, increase by 49 % (Vaarama & Noro 2005). Secondly, 
the idea of a welfare mix was to be implemented with the aim 
of achieving cost-effi ciency for the municipality and availabil-
ity of choice for the elderly. Refl ecting this idea, the role of the 
public sector was to a large extent reorganised corresponding 
to the so-called purchaser-provider model (Kovalainen 2004, 
Vaarama & Noro 2005). 

Thirdly, in search of effi ciency in the use of municipal 
resources, national policy makers promoted trans-sectoral 
home care services, merging socially-defi ned care with medi-
cal care, as the favoured solution to the challenge of disman-
tling institutional care. Home nursing was assigned the cen-
tral role in making home care capable of taking over clients 
that previously would have been cared for by institutions. 
Furthermore, instead of recognising comprehensive responsi-
bility, the role of the public sector was restricted to producing 
’basic services’ that were ideally provided through a welfare 
mix. Our earlier study indicates that policy makers privileged 
medical needs when defi ning which services were recognised 
as ‘basic’ (Wrede & Henriksson 2004). Accordingly, the re-
framed elderly home care was underpinned by an ethos that 
Wærness (1992) defi nes as professional medical culture (see also 
chapter 5).

The fourth starting point for the neoliberal reforms in 
home care was promoting the deinstitutionalisation of care. 
Home care was assumed to combine the goals of providing 
both more affordable as well as a more humane and client-
centred form of elderly care than institutional care. However, 
contrary to the goal of developing home care into a well-
built service that readily replaces other more expensive forms 
of care, municipalities did not in the 1990s generally invest 
in this service. Instead many municipalities shifted resourc-
es from both municipal home care and residential homes to 
service housing (Vaarama & Noro 2005). The establishment 
of service housing units was expedited through state spon-
sorship and great ideological expectations were directed to-
ward this service. Service housing was to provide a choice for 
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the client, thus promoting the emphasis on service quality. 
However, under the severe fi nancial pressures, municipalities 
grasped the opportunity to use the service housing concept 
to shift a substantial part of the costs of residential care to the 
clients and to the state (through sickness insurance). The mu-
nicipalities also reorganised residential homes as service hous-
ing units (Suoniemi et al. 2005).

It has been calculated that during the 1990s municipali-
ties relocated nearly 4000 municipal home-help workers from 
home-based services to service housing units (Vaarama et al. 
2001, MHSA 2004, 25). This implied a major change in the 
use of personnel resources. This restructuring, together with 
the fact that the clients who presently are covered by mu-
nicipal home care need a bigger number of visits than was 
the case earlier, has meant that the municipalities cater to a 
much smaller proportion of the elderly than was the previ-
ously. By 2003, the percentage of over 75-year-olds receiving 
regular home help had gone down to 18.7 %, from 31.5 % 
in 1988. The decline for the period 1988–2002 was 40.6 % 
(MHSA 2006, 176), providing evidence of the rapid narrowing 
down of public responsibility for elderly home care. In 2004, 
the Finnish government adopted a rather modest goal accord-
ing to which elderly home care should cover at least 25 % of 
the elderly over 75 years old (MHSA 2006, 178). 

In contrast to the problems of enhancing elderly home care 
produced by the municipality, the goal of creating a private 
market was successfully implemented. The number of pri-
vate providers of home care increased by 70 % in the period 
1997–2001 and in 2001, raising the number of private pro-
viders to 376, of which 70 % were fi rms and 30 % voluntary 
organisations (Finnish Government 2003). This creation of a 
welfare mix in home care involves care workers both as em-
ployees in different kinds of care organisations and as small-
scale entrepreneurs (Kovalainen 2004). In 2002, already more 
than 20 % of the care personnel in Finland worked in the 
private sector, in contrast to less than 13 % in the late 1980s 
(MHSA 2003). This suggests that profound changes have 
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occurred also in the structure of the care work labour market 
and in employment relations.

The narrowing down of the public responsibility for elderly 
care was carried out by limiting access to services. A popular 
way to carry out this task was by classifying clients, using in-
dexes based on primarily geriatric knowledge on aging. When 
previously elderly people with what were identifi ed as ‘medi-
um heavy needs’ would mainly have been cared for in resi-
dential homes or inpatient primary health care, in the new 
classifi cation they were to be provided home care, with em-
phasis on basic care, i.e., help with personal bodily care, nu-
trition or mobility. Those identifi ed as requiring specialised 
and continuous nursing care where classifi ed as clients with 
’heavy needs’. For this group, the policies continued to secure 
publicly produced care, either in the form of so-called intensi-
fi ed home care or, as a last resort, as residential care. The poli-
cies expressed a keen interest in hindering the elderly from 
turning into clients with ‘heavy’ needs. Considering this, it is 
perhaps surprising that after the neoliberal reforms, the elder-
ly who were considered to have ‘light needs’, and who would 
earlier have been eligible for home help, were no longer in 
any way a public concern (Vaarama et al. 2001). 

In contrast to the universalist era, the policy documents of 
the early 2000s thus emphasise the last-resort nature of the 
public services. The role of publicly provided care is often re-
ferred to as the provision of temporary solutions, fi lling in 
when family-based care for is not adequate or if the care recip-
ient is unable to buy the substitute services from the market 
(MHSA 2001, 14). The policy rhetoric continued to reduce the 
traditional homemaking culture by stating that the person, 
not the home, was to be the focus. The new element is that 
household chores are not only excluded from the defi nition 
of care but reframed as essentially a private concern. 

Even though the scope of public elderly care has dimin-
ished and the public sector in important ways has withdrawn 
from responsibility, the municipalities still have considerable 
power to regulate the services that they produce. According to 
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the legislation that is currently being implemented, the per-
sonnel employed by the private service providers are expected 
to fulfi l qualifi cation criteria corresponding to those required 
by municipal employees. Additionally, the service providers 
themselves need to acquire formal approval for their practice 
from the local authorities. Acquiring such approval presumes 
that the service provider has not been subject to disciplinary 
actions for malpractice, or had serious fi nancial diffi culties 
(MHSA 2005, 29–31). The legislation on the supervision of 
service provision places municipal and other service provid-
ers in unequal positions, as the municipality has the author-
ity to issue other service providers permits to operate. Thus 
it not only controls the market but regulates the activities of 
the other service providers. By way of contrast, the munici-
palities themselves are only subjected to retroactive supervi-
sion through complaints that citizens can make to the coun-
ty government. This is an important issue from the point of 
view of monitoring the adequacy of the personnel resources 
and divisions of labour.

The national restructuring of the public sector in the 1990s 
also concerned the vocational education and qualifi cation for 
elderly care. Most importantly, new occupations were created 
in the 1990s, refl ecting the belief in fl exible, trans-sectoral so-
lutions also inspired by life-long learning agendas of educa-
tion policy. At the core of the reform was the creation of the 
vocational qualifi cation in social and health care, for which the 
occupational title is offi cially translated into English with the 
term practical nurse. Practical nurses are frontline care workers, 
who as a member of a multi-professional team were supposed 
to provide both socially defi ned care and general nursing in 
elderly home care. (4.) 

The new occupation disrupted the previous division of la-
bour in elderly home care, at least at the level of credentials. 
Two previously separate educational orientations preparing 
for care work, the one for the social-sector homemakers and 
the other for the health-sector practical nurses (or auxiliary 
nurses), were merged. The new care worker was included in 
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the legislation on the registration of health care profession-
als as one of the groups authorised to nursing care at a level 
defi ned by their formal skill and competence. (5.) The rheto-
ric of education policy was to broaden the scope of practice 
and to reach a better match between education and the la-
bour market (Vuorensyrjä et al. 2006). The policy was aimed 
at implanting the idea of fl exible professionals into the care 
sector (Wrede 2008). However, at the workplace, the occupa-
tional roles of the newcomers have remained turbulent (see 
Chapter 6).

Though the practical nurse was established as a new care-
worker category more than a decade ago, it is still diffi cult to 
recruit young people to elderly care. The high levels of drop-
outs refl ect the mismatch between educational policies and 
working life practices. The problems of front-line care work 
have been raised as a national policy concern (MHSA 2001, 
MHSA 2006). The relatively easy access and the shortness of 
the education, its practical emphasis, and the varying oppor-
tunities to obtain partial credentials tempt policy makers to 
use the education programme as a social policy instrument. 
Long-term unemployed and other groups, particularly the 
young and ethnic minorities, who for some reason are threat-
ened by marginalisation are directed to the occupation by of-
fi cials. Research indicates that particularly the young view the 
occupation of the practical nurse mainly as a temporary, low-
paid job that competes poorly with a permanent one with a 
better salary (Pitkänen 2005).

The rise of the medico-managerial culture 
In this section, we draw attention to the implementation 
of the neoliberal reforms, from two meso-level perspectives. 
Firstly, we examine the ‘rationalisation’ of municipal home 
care through policymaking, of which the City of Helsinki is 
used as an example. Secondly, we study how the trade unions 
representing health care professionals defend the agency of 
the care worker.
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IMPLEMENTATION OF TRANS-SECTORAL HOME CARE

The national-level institutional restructuring of the welfare 
state in Finland has implied a profound change in the con-
tent and scope of elderly home care, speeded up by the lack 
of resources. We argue that this institutional restructuring 
at the municipal level is equally profound. In the late 1990s 
and early 2000s, most municipalities reorganised public home 
care. Especially the larger cities implemented some ‘trans-sec-
toral’ model of elderly home care. This meant that what was 
earlier known as ‘home nursing’ emerged as the key element 
in the new institutional matrix for home care. The emphasis 
on health care refl ects the aim of replacing rather than post-
poning expensive residential care with the means of elderly 
home care. 

Our previous examination of the home care reform im-
plemented by the City of Helsinki showed concretely how 
diffi cult it is to both save money and to carry out a merg-
er of social and health care into one integrated form of ser-
vice (Wrede & Henriksson 2004). The experiences gained from 
this cost-effective restructuring show that home care in some 
cases is more expensive than residential care (also Ala-Nikkola 
2003). Such observations did not, however, disrupt the overall 
direction of change towards the increasing medicalisation of 
home-based services. In the model that is currently being im-
plemented the City of Helsinki has gathered different forms 
of home care for the elderly into one service under the city 
health authority. The service is, however, still divided into 
three separate streams: home help, home nursing and the in-
tensive home care unit. This three-fold structure also appears 
as a hierarchy of expertise, as the home care units are expect-
ed to function as a part of the so-called care chain in health 
services. 

The changes resulted in severe organisational and cultur-
al constraints for the employees. The new medicalised and 
managerialist ethos undermined the expertise of frontline 
carers, even though it is they who encounter the client di-
rectly. One of the key reasons for this development was the 
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implementation of the hospital-like hierarchic division of la-
bour in municipal home care. The frontline care worker, in 
turn, was assigned the task to only provide ‘basic care’, which 
generally referred to the care of the client’s body. The service 
was reorganised according to the medico-managerial logic 
that approaches home care from the perspective of how to 
develop its logistics. This approach resulted in the omission 
of socially defi ned care and the related skill and competence. 
Consequently, the social needs of the client were neglected. 
Practical care work was to be based on general and specialised 
nursing (Wrede & Henriksson 2004). 

UNIONIST ATTEMPTS TO RECLAIM PROFESSIONAL MANDATES IN 

ELDERLY CARE

In the face of the managerialist pressures to reorganise wel-
fare services and lower and disrupt occupational boundaries, 
the trade unions representing care workers appear to share 
the goal of trying to ‘bring the state back’ into welfare service 
policy. The return of the state would imply that the autonomy 
of the municipality as a employer and a local service produc-
er would be narrowed down as a result of the increasing state 
regulation. In their statements, the unions representing chief-
ly health care occupations have argued that the impending 
shortage of labour cannot be solved with what is referred to 
as local task displacements in national policy agendas. Instead 
the unions demand national regulation to guarantee the qual-
ity of the services and to steer an ‘adequate’ division of la-
bour among care professionals, i.e. one that respects tradi-
tional occupational boundaries and credentials. Furthermore, 
the unions attack the municipalities for their ‘unethical’ em-
ployment policies.

The introduction of the ‘trans-sectoral’ practical nurse has 
challenged organisational and professional boundaries in 
many senses. In its response to the new policies, Tehy, the 
union mainly representing nurses, repeatedly argued for the 
need to ‘respect occupational boundaries’. Apparently, howev-
er, an even greater threat than the trans-sectoral occupation for 
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Tehy was the practice of allowing personnel lacking health care 
qualifi cations to perform nursing tasks on the basis of work-
place level permits. ‘[The old style] home helpers out of nurs-
ing’ (Tehy 2003) was a slogan used by the union in the local 
campaign when trying to defend the mandate of nurses. 

The trans-sectoral model for organising elderly home care 
has, however, also been perceived as a threat by nurses. The 
loudest reaction against integrated home care came from pub-
lic health nurses. The union feared that public health nurses 
would be forced to accept supervision from managers exter-
nal to their profession, i.e., from either nurses or social care 
professionals. The union further claimed that public health 
nurse vacancies were abolished and replaced with nurse va-
cancies, refl ecting the marginal role of preventive care in 
Finnish health policy since the 1990s. Instead of challeng-
ing that policy, the union stated that the elderly needed sup-
port in the form of health education if they were to be ‘active 
senior citizens’. In addition to what can be characterised as 
their traditional strategy of referring to their role as experts in 
health promotion, the union sought to safeguard the jobs and 
the competence of the group. The change in their mandates 
was legalised after ‘prolonged negotiations’ (Terveydenhoitaja 
2002). In 2002, the publication jubilantly announced that a 
new double credential now qualifi ed them both as nurses 
and as public health nurses, which also followed the EU stan-
dards.

Our analysis of the views and claims of the public health 
nurses’ union shows that policy making concerning the pub-
lic sector workforce often has an indirect impact on the organ-
isation of elderly home care. When considering, for instance, 
recent personnel policy, it is evident that the main attention 
in the national elderly care policy has focused on nurses and 
medical doctors. Frontline care workers, like practical nurses, 
have hardly been mentioned, except in terms of recruitment 
problems. The union that represents the majority of practi-
cal nurses (SuPer) has frequently tried to draw attention to 
the mismatch between social policy, labour market policy and 
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education policy and to the confl icting pressures these poli-
cies create when combined with the realities of working life. 
The major threats to their occupational mandate have derived 
both from below and from above the occupational hierarchy. 
Even though the union publication of SuPer constantly raised 
the problem of inadequate staffi ng as an important policy 
concern, its fi rst and foremost interest appeared to be to up-
hold strict boundaries towards the uneducated care workers. 
In the early 2000s, SuPer repeatedly claimed that, due to staff-
ing pressures, practical nurses had a hard time in establish-
ing their positions in the labour market, and in getting rec-
ognition in the workplace. From SuPer’s point of view, when 
‘tasks [were] taken from the hands [of practical nurses]’ (SuPer 
2002) the problem was that the new trans-sectoral occupation 
was unknown and the skill and competence undervalued. The 
pressures from above were related to nurses. Particularly in the 
late 1990s, public-sector vacancies at this level were replaced 
with nurse vacancies. 

SuPer has tried to improve the position and esteem of the 
practical nurses. There have been, however, severe obstacles 
to those pursuits. Firstly, the new vocational qualifi cation 
was truly non-uniform and, in many cases, uneven. The stan-
dardisation of education has not been a priority for policy-
makers. Secondly, SuPer itself has faced internal pressures that 
have forced its leaders to mediate between, for instance, the 
former and the new types of practical nurses. SuPer that was 
established around one occupation has faced new challenges 
to create a united front with the traditional members based in 
health care and hospital work and the newcomers working in 
diverse care settings (Henriksson 2008). To succeed, the policy 
claims of the union need to refl ect this diversity; at the same 
time it is likely that the internal power relations within the 
union play a major role in its strategies. This balancing act is 
probably refl ected in the fact that the union has constantly 
focused more on opposing the devaluation of practical nurses 
in hospitals than on defending them as providers of socially 
defi ned care. 
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Impoverishment of care work culture in elderly 
home care 
The institutional restructuring of service provision and the 
narrowing down of the scope of public responsibility have 
contributed towards a welfare mix in home care for the el-
derly. The strategic role municipal home care now plays dif-
fers from the comprehensive responsibility it previously held. 
The curtailed municipal home care caters for those elderly 
who have the most severe care needs. The elderly whose care 
needs are less severe or of the ’wrong kind’ are no concern of 
the public sector. Public services aim at providing a last re-
sort scheme, basic service for the sickest elderly, rather than 
universal service available to all citizens on the basis of care 
needs. Regulatory changes refl ect a new defi nition of the di-
vision of labour among the state, the market and the family. 
What has resulted is an increasingly medicalised public ser-
vice along with a non-uniform mix of diverse service settings 
and care work cultures. 

In the resulting institutional matrix, the frontline care 
workers in public elderly care have lost their license to pro-
vide socially defi ned care. The power to organise the everyday 
care has been transferred to the managerial elite and the poli-
ticians in the municipalities. The care workers who provide 
socially-defi ned care appear to be the biggest losers when their 
room to defi ne and to control their work is considered. 

The discussion about the views and strategies of the unions 
of care workers illustrates the disconnectedness of their re-
sponses to the restructuring of elderly care. The wave of neo-
liberal policies that is here characterised as the introduction 
of a medico-managerialist care culture in public elderly home 
care appears to have contributed to the polarisation and frag-
mentation of care workers. As a result of the deregulation, 
the diverse groups who carry out socially defi ned care in non-
public organisational settings have disintegrated. A new dis-
tribution of employment opportunities can be discerned be-
tween those who work in the regulated outsourced services 
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and those who work in services that clients purchase directly 
from the market.

The emerging social order in the Finnish public home care 
for the elderly has become reorganised along the cultural order 
of ‘upstairs and downstairs’ in which only the upstairs is enti-
tled to professionalism (Wrede & Henriksson 2004). Thus the 
implementation of the neoliberal elderly care reforms created 
inequalities in the division of labour, evoking traditional pro-
fessionalism with its divisive, conservative and individualistic 
tones (Henriksson et al. 2006). Implementation of the medi-
co-managerial care culture in the public elderly home care has 
strengthened the position of the key experts, the medical doc-
tors and nurses, whereas the competence in socially-defi ned 
care that practical nurses partly represent is not recognised. 
To be sure, practical nurses are registered health care profes-
sionals authorised to provide general nursing care, but their 
skill and competence in social care are challenged, excluded 
and devalued. 

By reconfi guring the skill and competence in public home 
care for the elderly, policy makers have set up a hierarchi-
cal and task-oriented care work culture. The restructuring of 
home care has resulted in an institutional devaluation of so-
cially-defi ned care. Despite the educational ideals and the pol-
icy rhetoric, career opportunities have appeared only for the 
more educated professionals, for instance, as managers or spe-
cialised experts. In contrast, the autonomy available for the 
frontline workers in their practical work is curtailed. The or-
ganisation further blurs their work role through an unclear 
system of task transferrals. The lack of recognition of the oc-
cupational or organisational license to perform nursing tasks 
appears to be a constant cause for confl icts in the workplace. 

A further structural hindrance to stable work roles for prac-
tical nurses has been the high prevalence of temporary con-
tracts. Benefi ting from the high unemployment rates of the 
recession years in the 1990s, municipalities created a buffer of 
the temporary workforce in the public sector. The large group 
of temporary care workers had poor employment rights and 
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few opportunities to develop their skill and competence. These 
terms and conditions restricted the autonomy and agency of 
the frontline workers. In turn, these processes also seemed 
to generate other pressures, including recruitment problems 
and boundary struggles for unions. Probably the most severe 
threat caused by this lack of recognition from the perspective 
of the frontline care workers is the related crisis of professional 
commitment and identity that increasingly seems to frighten 
away potential recruits, especially young people.

As discussed above, geriatrics rather than gerontology has 
emerged as the new core expertise in municipal home care, 
both at the municipal level and in the national planning of 
cost-effective elderly care policy. Policymakers are prone to 
look for answers to the problems identifi ed in elderly care 
in health care expertise in general and geriatrics in particu-
lar. This is demonstrated by one of the most recent policy 
documents that focused on the need to intensify the medical 
contribution in elderly care (MHSA 2006). Not surprisingly, 
the rapporteur recommends the promotion of education and 
knowledge formation in the subspecialties of geriatrics, such 
as geriatric psychiatry and pharmaceutical medicine. 

In this chapter, we have shown how the care-friendly and 
the care worker-friendly universalist welfare state became ques-
tioned and dismantled through the neoliberal policies imple-
mented since the 1990s. In the reformed institutional matrix, 
care and economic effi ciency are constantly juxtaposed, giv-
ing superiority to the latter. When analysing the developments 
resulting from this austere neoliberal ethos, we have come to 
underline the ideological chasm between the care-friendly 
welfare state and its democratic professionalism and the cost-
controlling state with its elitist professionalism. In the face of 
the emerging inequalities in relation to the eligibility for pub-
lic services and in occupational and employment opportuni-
ties for care workers evident in the Finnish society as well as 
globally, we suggest that researchers, policy makers and citi-
zens once again become concerned about social justice and the 
equal distribution of resources. Such concerns entail posing 
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questions similar to those once so potently posed by feminist 
scholars of the 1970s and the 1980s, at the same time taking 
into consideration the increasing complexity of our societies. 

Notes
1 This chapter develops empirical analysis earlier reported in Henriksson 
& Wrede 2004, Wrede & Henriksson 2004, 2005 and Henriksson et al. 
2006. These publications include a more detailed empirical analysis of 
the documents used.
2 The set of documents was mainly collected for the Academy of 
Finland project Service Professions in Transition (2001–2004). The 
documents had three foci, national policy, local policy in the city of 
Helsinki and a discussion of home care in the trade union publica-
tions of occupations in the health care sector. At the national level, we 
privileged policy documents originating from state policy actors. At the 
local level, our materials originated from one central project of elderly 
care reform. It was governed by the social authority in the local context, 
but the central experts in the project group were primarily health care 
professionals. Our choice of trade union publications excluded trade 
unions that exclusively represent social care occupations. The systematic 
review of the union publications covered the years 2000–2004 and the 
review of the Helsinki policy documents the period 2002–2004. We have 
since continued to collect diverse materials on elderly home care in two 
Academy of Finland projects: The Politics of Recruitment (Henriksson) and 
The New Dynamics of Professionalism within Caring Occupations (Wrede). 
3 In Finland there are more than 400 municipalities, which vary greatly 
in size, economic capacity, demographic structure and the service needs 
of the population. Currently, a major structural reform is being carried 
out that will substantially cut the number of municipalities. 
4 A trans-sectoral occupation was also created for the administration of 
elderly care. In English, the programme is called a ‘Degree Programme 
in Human Ageing and Elderly Service’ (occupational title in Swedish 
geronom). This degree corresponds to the nursing and social work 
programmes which all are offered at the polytechnics. ‘Geronoms’ 
remain rare in elderly care administration. Apparently, many of them 
work in tasks below their educational level, for instance, as practical 
nurses (Kuntalehti 2007). They are not, however, registered as health 
care professionals and therefore lack the formal qualifi cation required 
for nursing tasks (Supreme Administrative Court 2006). 
5 Health care professionals are described in the Act (559/1994) and 
Decree (564/1994) on Health Care Professionals. Health care profession-
als include a) licensed professionals, b) professionals having a permit c) 
professionals with a protected occupational title. Registration as a health 
care professional is the basic requirement for many nursing tasks and for 
the provision of medical care. 
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In Finland regulations defi ne in what situations a person has 
the right to residential care but the content of residential care 
as such is not defi ned. However, the Finnish constitution de-
fi nes privacy and autonomy as basic rights. As a consequence, 
physical restrictions in residential care should not be used 
without good reason and only temporarily. The right to pri-
vacy is understood as the resident’s right to a home-like en-
vironment when living in a residential care institution and 
that sharing a bedroom with others is acceptable only if it 
is seen to support the well-being of the resident. A third rel-
evant basic human right defi ned in the constitution is that of 
human dignity. This right means that the mental needs of a 
person in residential care should be met (Pajukoski 2006). 

As legislation gives only very general rules for practices in 
residential care more specifi c criteria for good care are under 
continuous discussion and are based on wide consensus (for 
example STM 2001). When looking at services and care for 
people with dementia the criteria for good care are even more 
complex to defi ne because clients have limited abilities to be 
involved in assessing services due to their problems in cog-
nition. People with problems in cognitive functioning use 
80 %–90 % of beds in long-term residential care in Finland 
(Noro et al. 2005). In order to understand the current state of 
residential care, we need to pay attention to how the needs of 
people with cognitive problems such as dementia are met and 
what is their well-being when living in care institutions.

Dementia syndrome affects the person broadly, with dete-
rioration in abilities to remember, to learn and to act logical-
ly, to express oneself, to discriminate, to behave socially, to 
orientate, and to show initiative. As the syndrome progresses 
the person affected becomes fully dependent on the help of 
others. 

As people with dementia cannot look after or speak for 
themselves, they are one of the most vulnerable groups in so-
ciety. Several researchers have argued that dementia is a deep-
ly social issue and that the psychosocial environment has a 
strong impact on the well-being of people with dementia. 
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Some researchers have raised questions about the negative at-
titudes of society towards people with dementia, demanding 
alternative ways to assess the situation related to people with 
dementia, their caregivers, and the content and quality of ser-
vices (e.g., Gilliard et al. 2005, Bond et al. 2002). 

We can already see in Finland that some residential care in-
stitutions have diffi culties in recruiting enough care workers 
for short-term tasks and also for permanent positions. Ageing 
of the population has happened more rapidly in rural areas 
than in urban areas and has been speeded up by migration 
of the younger generations to towns. As a consequence the 
need for elderly services in rural areas has increased at the 
same time as the number of potential care workers has been 
decreasing. 

Already at the end of the 1990s it was found that the qual-
ity of care varied signifi cantly between residential care institu-
tions and even between units in the same institution (Vaarama 
et al. 1999). Since the 1990’s, the debate has been on-going 
about the quality of elderly care and several improvements 
have been demanded. The main concern has been an insuffi -
cient number of care staff but more recently the treatment of 
clients has received attention. The Ministry of Social Affairs 
and Health has reacted to this debate by naming a large ex-
pert group that compiled recommendations for quality assur-
ance in elderly care (STM 2001). Later, the Ministry launched 
programmes for the municipalities for developing elderly care 
services. An updated version of the recommendations will be 
published in 2008. 

In this chapter we will fi rst make an overview of the recent 
developments of elderly care in Finland and present the chal-
lenges involved. The care of people with dementia is one of 
the main challenges for the care system and dementia care is 
in the frontline if a care system faces a crisis such as lack of 
suitably trained care workers. Second, we present our empiri-
cal study in two dementia care units. Our goal was to assess 
the quality of care from the point of view of the residents and 
to focus on psychosocial issues. We studied two care units: 



154 © The authors and Studentlitteratur

5  Staffing Levels and Well-being …

one with a low level of staffi ng and the other with staffi ng 
level in accordance with the national guidelines. At the end 
of the chapter we discuss the question of possible care crises 
in the near future from the point of view of residential care 
services for people with dementia. 

Elderly care policy and institutional conditions 
of care provision in Finland 
In the policy documents concerning residential care, the gen-
eral aims have been to strengthen the patient-centered ap-
proach, to support the functioning of residents, to ensure that 
there are enough care workers available, and to improve the 
skills of the care workers (STM 2001). The overriding goal in 
policy documents has been to decrease the need for residen-
tial care and to improve community care. The municipalities 
in Finland have succeeded in decreasing the proportion of 
older people living in residential care. In practice, those living 
in residential care have more severe care needs than before, 
are older and live in institutions for shorter periods of time. 
The main responsibility for providing residential care to older 
people has shifted from health care to social care (Vaarama et 
al. 2004, see Chapter 4)

The cost of elderly care has fallen and its effi ciency has 
been improved in the 1990s and the beginning of the 2000s 
(Laine 2005). The number of care workers in health care hos-
pitals dropped rapidly between 1991 and 1995 but has slowly 
increased since that (Voutilainen 2004). In nursing homes the 
number of care staff has slowly increased since 1993 but the 
total number of care staff working in residential care was still 
lower in 2003 than in the beginning of the 1990s. Räty et al. 
(2003) have estimated that to meet the recommendations of 
an expert group concerning an adequate staff–patient ratio in 
residential care, the costs of care would increase 2.6 % annu-
ally until year 2030. 

Voutilainen (2004) has concluded that the patient to care 
staff ratio is so low that leads to additional sick leave because 
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of the high workloads experienced by staff. According to her 
study carried out in Helsinki area in 2001, the ratio was even 
as low as 0.09 in the evening shift, which meant that there 
were over ten clients needing extensive help per single care 
worker (Voutilainen et al. 2001). A linear trend between sick 
leave and work overload among nurses working in Finnish 
hospitals has been identifi ed (Rauhala et al. 2007). Low care-
giver–patient ratios in nursing homes are also associated with 
more frequent use of physical restraints and psychotropics 
and greater frequency of pressure sores (Pekkarinen 2007, 
Pekkarinen et al. 2006). 

Voutilainen (2004) has argued that the low staff–patient 
ratio in residential care in the evenings follows the practices of 
acute hospital care even if the needs of the residents are very 
different than patients in acute care. This comment indicates 
that the needs of people in residential care are perceived by 
the organisation mainly as a need for physical care or other 
health-related needs. Currently the social care sector is orga-
nising most of the residential care and for them this medica-
lised view is a challenge. 

In her analysis Rintala (2003) found that the medicalisa-
tion of services for the elderly people started already in the 
1950s. By medicalisation she means practices based on a 
medical approach even if dealing with non-medical or non-
health-related issues (see Chapter 4). Based on her analyses 
she argued that the history of service providers adopting prac-
tices for controlling the life of older people has even longer 
history than medicalisation. By controlling Rintala refers to 
regulations for behaviour in institutions in order to rule older 
clients’ habits and lifestyle. Rintala further concluded that in 
contemporary residential care these two approaches are still 
dominating and shaping practices. 

The social construction and reconstruction of the features 
of ‘total institutions’ should be given more attention in stud-
ies concerning residential care. Research on care workers have 
shown that the features and routines of a total institution are 
neither in the control of the care auxiliaries nor the nurses (Lee-
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Treweek 1997, Paasivaara 2002). Custodial care based on routini-
sation, surveillance, mortifi cation and ignorance of personhood 
are aspects of the total institution as described by Goffman in 
1969 (see Goffman 1997). The concept of the total institution 
has correspondences with the concept of ‘otherness’, which in a 
care setting can be described as all practices constructing dichot-
omy and distance between the care workers and the residents. 
If otherness is taken as being at one end of the dimension de-
scribing institutional practices, then the other can be named as 
communion, meaning practices which are confi rming person-
hood, inclusion and the dignity of both the residents and the 
personnel. How these features and routines in the institutions 
are shaped and reshaped need far more research to help in un-
derstanding the challenges for developing care. The high rates 
of health problems reported by the personnel of residential care 
(Sinervo 2000) in addition to reports showing low quality of 
care in some units (Vaarama et al. 1999) indicate that improve-
ments in residential care are urgently needed.

Because a person with dementia becomes gradually fully 
dependent on others, the quality of care and the quality of 
life of a person are intertwined. There are several factors af-
fecting quality of care and only some of them are under the 
control of the care workers, those being attitudes towards the 
clients, treatment of the clients, the quality of interaction, or 
the updating of professional skills. Other issues affecting the 
quality of care—such as staff-patient ratio, physical care en-
vironment, distribution of tasks in the whole institution, cul-
ture of the care unit—can only be impacted to a lesser degree 
by the individual care workers.

Research design 
In this chapter we describe the well-being, behaviour, and ac-
tivities of people with dementia in two dementia care units: 
one with a high staff–client ratio and one with a low staff-
client ratio. The examination focuses on the resident rather 
than the care workers. We ask: what is the well-being of the 
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residents in these two units? How are their needs for action 
and activities met? What features of daily life are important 
for their psychosocial well-being? We aim to increase under-
standing about how the resources of the unit are associated 
with the quality of life of the residents. 

Our data was collected through the Dementia Care Mapping 
(DCM) observational tool which focuses on the psychosocial 
well-being and the activities and behaviour. (1.) In DCM the 
situation of people with dementia is looked at as a social and 
psychosocial issue and as an issue of person centred care. The 
ultimate starting point of person-centred care is that demen-
tia does not change the human value of the person affect-
ed, but because dementia decreases his/her abilities to act, 
it is the duty of society and service providers to ensure that 
her/his needs are met and that he/she is treated in a fair way 
(Kitwood 1997).

In DCM the main focus of interest is on observing the well-
being/ill-being of the person and in observing how his/her 
needs are met, including the need for social engagement, the 
need to use one’s skills, and the need for recreation. The well-
being/ill-being is assessed by the use of a scale –5, –3, –1, +1, 
+3, +5. Value +1 is given if the person does not show signs 
of ill-being or signs of increased well-being. The assessment 
is based on what can be observed. Behaviour/activity is de-
scribed by the use of categorisation around 24 categories, such 
as eating and looking around. The observer is also record-
ing particularly positive and negative events. There is detailed 
guidance on how to assess well-being and behaviour (Bradford 
Dementia Group 1997). 

The whole project included eight care units providing ei-
ther day care or residential care and two data collection points, 
but here we report only the fi ndings of two dementia care 
units in the fi rst year of study. (2.) After analysing the data on 
the unit level, we analysed the background data of each cli-
ent in order to make pairs of similar residents living in these 
two units. The criteria for matching the pairs were similarities 
in cognitive and physical functioning and in diagnoses. These 
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criteria were chosen because several diseases can cause demen-
tia though symptoms may vary by disease and because our 
analyses of the larger data has shown that both well-being, 
activities, and behaviour and risk to be treated inappropriate-
ly are associated with the severity of dementia and problems 
in physical functioning. (Topo et al. 2007, Sormunen et al. 
2007). Through matched pairs, we aim to control the impact 
of individual factors of the participants and to be able to focus 
more on the factors associated with the two units studied.

The care units and the residents
The two units studied were both part of a larger institution 
and they both utilised the services of the whole institution, 
but they differed from each other in many ways. Unit A is sit-
uated in one of the largest nursing homes in the country. The 
institution provides services also for those living in service 
fl ats and older people living nearby. There is a restaurant, a 
hairdresser, a fi tness centre and several possibilities for hob-
bies available. The buildings were built before 1960. Unit A 
has a balcony but no easy barrier-free access to the outdoors 
or to the park surrounding the buildings. A long corridor di-
vides Unit A and at one end there are large windows. Meals 
are brought into the unit in metal containers but coffee and 
tea are made in the unit. The dining room is also used as a 
sitting room and it has a television, armchairs and a sofa. At 
the other end of the large room there are tables and chairs, 
cupboards, a sink, a fridge and a cooker. A big, noisy service 
lift is situated next to the kitchen corner. There is also room 
for breaks for the staff and for their meetings, an offi ce for the 
head nurse and a room for medicines and patient fi les. The 
doors to the balcony and to the staircase are locked and at the 
main entrance of the unit there is a small open space with a 
television. The balcony is used as a storage area for walking 
aids and extra furniture. Most residents live in double rooms 
where they have some personal items such as paintings, pho-
tographs and clothes.
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In Unit A there are 12 residents in long-term care and occa-
sionally one client in respite care. The staff–client ratio is 0.54 
which is somewhat higher than in other units of the same in-
stitution, which also have residents other than those with de-
mentia, but is lower than the average across the whole coun-
try. The national mean staff–client ratio in nursing homes is 
0.61–0.69 (STM 2001). In the morning and night shifts there 
is at least one nurse working but most staff members are prac-
tical nurses and care assistants. The nursing home is run by 
the municipality and there were several staff members whose 
position was not permanent. Most residents had severe de-
mentia and diffi culties in all activities of daily living (Table 
5.1) and the behaviour in Unit A of some residents was very 
challenging. Most residents could not move independently 
and only one was clearly orientated in time and place. Many 
residents used clothes provided by the nursing home together 
with their own clothes.

Table 5.1 Information on the residents in the two units

 UNIT A UNIT B

Total number of the residents  13 10
Staff-resident ratio* 0.54 0.75
Observed residents
Age
 Range 68–104 years 68–92 years
 Mean 88 years 84 years
Sex
 Women 90 % (n=9) 86 % (n=6)
 Men 10 % (n=1) 14 % (n=1)
Severity of dementia
 Mild 10 % (n=1) 57 % (n=4)
 Moderate 20 % (n=2) 14 % (n=1)
 Severe 70 % (n=7) 29 % (n=2)
Physical dependence, mean
(ADL score, to 1–4) 1.8** 2.4**

* Includes whole staff: nurses, auxiliaries of the care, and auxiliary workers
** The lower the score the higher the dependence of the resident (1=fully 
dependent, 4=independent). The ADL score consists of six items: eating, 
toileting, transferring from bed to chair, urinary and bowel continence
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Unit B was located in a new building which was designed for 
people living in service fl ats and for older community mem-
bers to visit the restaurant or other services (hairdresser, phys-
iotherapy, massage, fi tness centre) or activities in the build-
ing (for example, ballroom dances). The design of Unit B was 
done according to the needs of people with dementia: in the 
middle there was an island with a kitchenette and a tiny of-
fi ce; at one end there was a dining room and at the other a 
sitting room. The residents were able to walk around the is-
land. The single bedrooms were situated adjacent to the sit-
ting room and the dining room. There were also three rooms 
used for respite care. The windows were large and located low 
enough to be accessible by a wheelchair user. There were mag-
azines, newspapers, TV and soft toys in the living room. The 
unit was located on the ground fl oor and there was access to a 
terrace and to a small garden from the dining room. The resi-
dents had their own rooms furnished with their own items. 
Doors to the unit, terrace, and the outdoors were locked. Food 
was brought from a kitchen that served the whole institution 
but coffee and tea were made in the unit. 

During the observations there were 10 long term residents 
and two respite care clients and the staff/resident ratio was 
0.75 which is higher than the average staff–client ratio of 
nursing homes in the whole country. The care workers were 
employed in permanent positions. As in Unit A, during the 
day and evening shifts, there is at least one nurse working but 
most are practical nurses and care assistants. All residents ex-
cept two were able to move themselves but none was orien-
tated in place. Most residents had mild or moderate demen-
tia but two were severely demented (Table 5.1). The unit was 
run by a third sector service provider and the local munici-
palities purchased nearly all the services. Altogether we can 
say that the residents in Unit B were more independent than 
those in Unit A, while the staff–client ratio was lower in Unit 
A than in Unit B.
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Well-being, behaviour and activities of the 
residents
Table 5.2 shows different profi les of the well-being of the res-
idents in Unit A and Unit B. The results are more positive 
in Unit B (group well-being score +2.0) compared to Unit A 
(+1.1). In Unit B the residents expressed more often increased 
well-being (values +3 and +5) whereas in Unit A they ex-
pressed more often ill-being (values –1 and –3, Table 5.2).
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Table 5.2 Well-being of the three residents in Unit A and B, and well-being 
score of the whole unit based on all observations done in the units, %

 CONSIDERABLE COPING EXCEPTIONAL TOTAL, MEAN
 ILLBEING ADEQUATELY IN WELLBEING  %
  THE SITUATION

Unit A, 
group score 0 2  8 73 16  0 100 +1.1
 Mrs Koski 0 0  7 58 35  0 100 +1.6
 Mrs Joki 0 7 16 47 30  0 100 +1.0
 Mrs Lampi 0 0  2 85 13  0 100 +1.2

Unit B, 
group score 0 0  5 44 46  5 100 +2.0
 Mr Paju 0 0  6 46 48  0 100 +1.9
 Mrs Mänty 0 1  8 39 42 11 100 +2.1
 Mrs Haapa 0 2 12 54 30  1 100 +1.3

The profi les of behaviour of the residents in these two units 
(Table 5.3) are also quite different, with clients in Unit A 
spending most of the time fulfi lling basic physical needs, such 
as eating, receiving physical care and sleeping. The rest of the 
time the residents watched television, walked and those who 
were able to socialise did; the rest of the time was spent in sit-
ting alone in front of empty tables with nothing to do (code B 
in Table 5.3). There was also repetitive behaviour (code W). In 
Unit B eating and receiving care also took time but several ac-
tivities were available in addition to watching TV: sing-alongs 
(code E), reminiscing (code I), playing games and painting 
(code H). When participating in these organised activities, the 
well-being of residents mainly increased or was even excep-
tionally high (values +3 and +5), showing the importance of 
involvement in such activities for all residents despite their 
severity of dementia. But sitting and showing few signs of in-
volvement in the environment (code B) was often associated 
with being bored (see Topo et al. 2007 for more details).
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In Unit B the residents on the whole had better cognitive 
skills and better physical functioning than in Unit A, and so 
we paired residents of similar cognitive performance and ADL 
skills in order to do remove confounding. Three pairs are pre-
sented here. First we have Mrs Koski and Mr Paju, who are 
among the most able of the residents.

Mrs Koski lives in Unit A. She has mild dementia, is well-
orientated, walks with a walking aid and is socially active. 
She tries to help the other residents and is very supportive 
towards them. Her well-being was better (mean +1.6, Table 
5.2) than the score of the whole unit and it was the highest 
during lunch, dinner or coffee when she was communicating 
with other residents. Mrs Koski’s good social skills and cogni-
tive abilities are recorded in the fi eld notes:

Mrs Järvnen’s behaviour is very challenging: she grabs the hand of 
anyone passing her, bites, and pinches the others. She is able to say 
some words but because of her behavioural problems she is mainly 
sitting alone. Mrs Koski comes to sit next to her and Mrs Järvinen 
gives her own teddy bear to her. Mrs Koski shows the teddy bear to 
her and asks ‘What is this?’ Mrs Järvinen answers ‘A tail’. Mrs Koski 
goes through all the parts of the toy and Mrs Järvinen answers her 
questions. At the end Mrs Koski says ‘You are a precise girl’!

Even if Mrs Koski is so able the results over two days of obser-
vations with her show that the unit did not provide any ac-
tivities for her (Table 5.3). The following citation reveals that 
she was hoping for more activities:

Mrs Koski asks the nurse if she could go out alone and sit on a 
bench for a while. It is a late sunny afternoon early in the spring. 
There are two care workers in the shift. The care worker: ‘If you do 
go, you might fall. Can we go tomorrow?’ Mrs Koski: ‘It is always 
tomorrow’. They confi rmed that tomorrow afternoon they’ll go 
out together. The care worker opens the door to the shady balcony 
to Mrs Koski. She goes there for a short moment.

Mr Paju had lived in Unit B for only a couple of weeks. The 
care workers were not sure about his real cognitive skills 
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because he had so many health problems and strong medi-
cation. He was able to walk and is used to be being outdoors 
on a daily basis. His well-being score was +1.9 and nearly half 
of the time he showed signs of increased well-being (involve-
ment, engagement, smile) (Table 5.2).

Mr Paju spent most of his time in reading newspapers, 
watching television and walking around the unit (Table 5.3). 
During the two days of observations, the care workers ac-
knowledged his preferences and ensured that he had news-
papers available and when there were sports programmes on 
the television he was informed and encouraged to watch the 
programme. When Mr Paju needed to go to a local doctor a 
care worker walked him there. During the days observed, Mr 
Paju’s family visited him and when they entered the unit, cof-
fee was served to them in Mr Paju’s room and later when Mr 
Paju was confused about the situation he was encouraged to 
be with his family. 

We can conclude that in Unit B it was easier to take Mr 
Paju outdoors because of the barrier free design of Unit and 
care workers had more time to do it than was the case in Unit 
A. In addition, in Unit B there were activities available to Mr 
Paju and they were also utilised, and fi nally, his need for so-
cial inclusion was acknowledged. In Unit A the staff was busy 
with helping the bedridden or very dependent residents and 
they had less time to be present in the common space, to 
provide organised activities to those few more able residents, 
or to take them outdoors. Mrs Koski’s well-being improved 
when she herself found other residents to talk to whom she 
could help. 

The second matched pair is Mrs Joki and Mrs Mänty. They 
both have moderate/severe dementia, symptoms of depres-
sion and show a lack of initiative. Mrs Joki from Unit A want-
ed to eat constantly and was asking for food all the time. At 
lunchtime she fi nished her meal in a couple of minutes and 
licked her plate. When she repeatedly asked for food, some 
of the care workers tried to fi nd her some activities such as 
watching television or doing crosswords. There were also 
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episodes when she was miserable because she was sure that 
her husband would not ever fi nd her. She wanted to call him 
but the care workers had understood that her husband did not 
want to be contacted too often. Mrs Joki spent much time in 
walking around in the unit to fi nd someone to give her a tele-
phone. Some care workers were obviously uneasy when de-
nying her a phone and they gave her all sorts of reasons for 
why it was not possible (telephone was broken, no one was at 
home etc.). In the end they promised to give her sedatives to 
make her feel better. The care workers were busy with help-
ing another resident and no one seemed to have time to com-
fort Mrs Joki. Once she was lying on a sofa and crying loudly. 
The obvious problems were that only some care workers had 
knowledge and skills to handle Mrs Joki’s confusion and anx-
iety and no one stopped to be with her. Table 5.2 shows her 
well-being scale (mean score +1.0) and from Table 5.3 we can 
see that even if she showed a need for care (code P) and com-
fort she received care less than fi ve percent of time. (code M 
in Table 5.3).

Mrs Mänty lived in Unit B. She was confused about the 
place and was sometimes looking for her relatives, as she was 
defi nite that they were waiting for her outside. As she did not 
fi nd them she became anxious. Mrs Mänty was not easy to en-
gage in any activities but was involved in sing-alongs and in 
reminiscing. She also liked to watch domestic fi lms when they 
were provided for her. As can be seen in Table 5.2, Mrs Mänty’s 
well-being score was quite high (mean score +2.1) and she had 
had several moments when her well-being was exceptional-
ly high (+5). Those were moments when she was sitting on a 
sofa with a care worker and reminiscing about her childhood, 
when she proposed songs for a sing-along, and when she was 
strongly engaged in singing hymns. Two care workers were 
involved in the sing-alongs. 

Compared to Mrs Joki in Unit A, Mrs Mänty received far 
more time from the care workers (see Table 5.3) and her needs 
for comfort were taken into account before she became very 
anxious. The fact that there were enough care workers and 
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especially enough of those with training in dementia care can 
be seen in the citation below:

Mrs Mänty is complaining about a headache. She had not wanted 
to participate in painting but had followed when the others were 
drawing and painting. Later, after having a painkiller, a care work-
er sat down next to her and Mrs Mänty told her how the laundry 
was made when she was a child. The situation was very peaceful 
and the care worker was able to give full attention to Mrs Mänty 
for some time. Later other residents got involved when traditional 
butter-making was discussed.

The third matched pair is two very frail women, Mrs Lampi 
and Mrs Haapa. They both had severe dementia and were im-
mobile and fully dependent on the help of others. Mrs Haapa 
was the only resident with such intensive need for help and 
care in Unit B, while there were seven fully dependent resi-
dents in Unit A.

Mrs Lampi had lived in Unit A for more than ten years. 
She spent her days either in a geriatric chair or in bed. She 
had problems in hearing and had incontinence and accord-
ing to care workers was negative towards the care. She had a 
pressure sore. She was observed only during the meal times 
because that was the only time when she was taken to a com-
mon space. She was fed and because she was very slow in swal-
lowing the feeding was stopped for several times and several 
care workers fed her during each meal. In the meantime she 
was left alone with the bib to be ready for the next spoon-
ful. When the care workers were feeding Mrs Lampi she was 
always informed about the food and what she will be given 
next. At the end of the meals she drank from the mug her-
self.

Mrs Lampi’s well-being scale showed quite low values but 
hardly any experiences of ill-being (Mean score +1.2, Table 
5.2). Table 5.3 shows that during the observations only her 
basic needs were recognised (eating, sleeping, receiving phys-
ical care). For example no sensory stimulation was provided 
and only once did a nurse talk to her about something else 
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except food or care. In both units the nurses sometimes talk-
ed in about the very dependent residents as if they were not 
present. For example when Mrs Lampi was being fed, nurses 
talked about size of nappies needed for other residents for 
the night. 

Mrs Haapa was living in Unit B. She had pains because of 
several chronic diseases. She spoke only a few words. She had 
poor balance and when seated in a geriatric chair she was re-
strained to stop her falling down from the chair or from get-
ting up. When she was restrained, it was explained to her 
what was happening and she was monitored.

The care workers constantly recognised Mrs Haapa’s prob-
lems and tried to comfort her. She was taken to a sing-along 
session and a care worker held her hand and tried to involve 
her in the activity. Care workers also encouraged Mrs Haapa to 
communicate and they stopped to listen when she answered 
slowly. During meals, she needed help but ate bread herself. 
Care workers helped her sensitively when eating and gave her 
suffi cient time for the task. She got anxious when left alone 
restrained in the chair. She wanted to move and cried out that 
she was freezing. When a care worker took her for a walk she 
felt better.

When looking at her well-being score it can be seen that 
even if she had moments of ill-being, a quarter of the time 
she was observed she showed increased well-being (Table 5.2). 
Those were moments when a care worker was next to her 
helping and comforting her or communicating with her. She 
also received plenty of care and was given suffi cient time to 
eat. When restrained in the chair she tried to fi nd a better po-
sition to warm her legs, which is marked in Table 5.3 with the 
code O = own care.

The results of this last pair show how extensively people 
with severe dementia may need help, comfort and care and 
how diffi cult it is to meet this need if the care workers do not 
have time and/or the intention to slow down to the client’s 
own speed. The fact that Unit B was providing organised ac-
tivities such as sing-along sessions also served the needs of 
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the most severely demented resident in the unit, while this 
kind of an opportunity was lacking for the severely demented 
patients in Unit A. In addition, meals have a very important 
role in the every life of people living in residential care. The 
quality of these moments for especially the most dependent 
residents relies very much on the time the care workers are 
able to invest in helping them, as well as on their attitudes 
towards the residents. 

Discussion
Our fi ndings show that on the one hand there is residen-
tial living provided for people with dementia that includes 
mainly waiting for something to happen and remaining with 
nothing to do other than eating and receiving physical care. 
Similar fi ndings have been reported in several previous studies 
(e.g., Gubrium 1997, Karvinen 2000). But on the other hand 
there is a type of residential care that also meets the psycho-
social needs of residents. This diversity needs to be studied in 
more detail to identify how the social rights of people with 
dementia are recognised in services. Their own abilities to de-
mand justice in the society are very limited and thus, any un-
just treatment of them is an alarming signal for the welfare 
state. Our fi ndings are based on only two units but they are 
in accord with a larger study by Pekkarinen et al. (2006) that 
showed that there is inequity related to resource distribution 
and the quality of residential care. 

This inequity in residential care raises several questions. 
Will the lack of care workers in the near future increase this 
inequity and what can be done to prevent this kind of change? 
An important part of the care is the care culture, which refl ects 
the attitudes among care workers but also refl ects the social 
values of society. These values are seen in the level of fi nancial 
investments in care but also in respecting the human dignity 
of those people who need care and in valuing care work. It is 
very likely that the future care crises will challenge the devel-
opment of person-centred dementia care. Much can be done 
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to prevent a retardation of dementia care, but it requires po-
litical and social will at all levels of society. 

How does the care culture and perception of dementia im-
pact on the quality of everyday life of resident living in de-
mentia care units? Our descriptive results imply that if the 
main focus is on dementia and physical needs, this may cause 
custodial care practices. But if the focus is on the person, then 
it is more likely that in the daily life of a care unit the indi-
vidual psychosocial needs would also be taken into account. 
There is a risk that residential care will change towards cus-
todial care if the level of resources is allowed to deteriorate to 
such a low level that the time of the care workers is spent only 
on meeting basic physical needs. But this is not only a ques-
tion of staffi ng levels: the fact that the number of staff is at 
such a lower level in Finland than in other Nordic countries 
also implies that there are cultural issues which are not fa-
vourable for people with dementia that need residential care. 
It is accepted by policy makers at different levels that even if 
policy documents and political rhetoric the aim is to promote 
person-centred care, not enough resources are allocated for 
this. This cultural climate is also shaping the care culture and 
the care practices in the institutions. 

In both units studied we fi nd some features of total in-
stitution (e.g., locked doors without independent access for 
the residents) as described by Goffman (1997). But in Unit 
A more such features can be identifi ed (use of clothing pro-
vided by the institution, time the resident used for eating de-
fi ned by routines of the institution). In Unit B, the practices 
and care culture strengthened the communion of the resi-
dents rather than otherness (through encouragement of social 
contacts and interaction, hospitality towards visitors, well-
prepared group activities, respecting individual preferences). 
Unit B was established quite recently and the ideology has 
been from the very beginning to provide person-centred care 
and to integrate the unit into the local community. Unit A 
also has the aim of providing person-centred care, but in the 
practice the lower staff–client ratio—taking into account the 
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more demanding residents, the physically challenging envi-
ronment, and maybe even the long history of the unit—all 
shaped the daily life towards practices that were mainly meet-
ing the physical needs of the residents.

Unit A was established at a time when most residents were 
able to move independently and were more independent in 
their daily activities than residents nowadays. The buildings 
were designed according to the needs of the fi rst users. The ide-
ology and practice in Finnish elderly care followed the model 
of hospital care since the 1950s up to the 1980s and the prac-
tices were based on tight routines that guided the daily life 
of the institutions (see Paasivaara 2002, Rintala 2003). Since 
then the philosophy of elderly care and the care of dying peo-
ple has changed towards person-centred care, though older 
layers in current practices can still be recognised (Paasivaara 
2002). When Paasivaara (2002) investigated the history of el-
derly care in Finland, she found that the fi rst documents men-
tioning individual needs were written in the 1970s and that 
this was challenged in the 1990s when cost-effectiveness be-
came the main goal in elderly care. Our results suggest that 
the physical premises can either improve person-centred care, 
as in Unit B, or they can be barriers for care workers to act ac-
cording to a person-centred way and to meet the individual 
needs of the residents. Physical premises are a cultural issue 
and they should be assessed as such. 

The average current staff–client ratios in residential care 
are lower in Finland than in other Nordic countries. This may 
refl ect a history of more able residents living in institution-
al care settings and the dominance of the medical view and 
acute hospital care practices in the decision making related to 
resource allocation in residential care. The existence of pres-
sure sores in some residents of Unit A is also a signal of the 
low quality of care. Similar fi ndings have been reported by 
Pekkarinen et al. (2004) in a large study that included 91 in-
patient units: in the units were care staff felt increased time 
pressures, the risk for residents not receiving all the necessary 
care was increased. If the reason for the low quality of care is 
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related to a low staff–resident ratio, the only solution is to in-
vest more in these services. 

But Pekkarinen et al. (2004) concluded that the stress ex-
perienced by personnel may not be directly a matter of staff-
ing levels; it is an issue about how the work is organised, the 
size of the unit, how much control the personnel have over 
their job and if they can make their work less schedule-orien-
tated. Our results also suggest that the well-being of the resi-
dents may be associated with the care workers’ knowledge 
and understanding about dementia and its consequences 
on behaviour and way of being. Residential care institutions 
should provide this training for their employees. Training in 
dementia care can also improve the well-being of the person-
nel (Elovainio & Sinervo 1997, Sinervo 2000). 

Our descriptive study is in accord with some previous stud-
ies showing discrepancies in the quality of residential care (see 
Vaarama et al. 1999). Careful analysis is needed of which units 
are more successful in providing good quality of care and en-
suring good quality of life for the residents. We need to ask 
what is required from the head of the unit and the head of 
the institute. What we can learn about the dynamics between 
staff members? How do the physical premises shape the prac-
tices? What kind of training and counseling is provided? How 
are the relatives of the residents involved? And fi nally how do 
these care institutions relate to the local community and to 
policy makers?

Investigating residential care as a psychosocial issue can 
help in inscribing the context of the quality of life of the resi-
dents and the quality of care and in increasing understanding 
about how these two are intertwined. We conclude that there 
is a need for more respect for the social needs of people with 
dementia. These rights are already stated in the Finnish law 
and even in the constitution. This change of ethos of care in 
society is needed to ensure that also in the near future those 
people living with dementia will receive adequate services ac-
cording to their needs. This change will also help those work-
ing in elderly care in getting work conditions, salary, and 
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training that ensures they are able and motivated to provide 
person-centred care.

Notes
1 The study is part of the project ‘Assessment of the quality of dementia 
care from the client’s perspective’ (Sormunen et al. 2007, Topo et al. 
2007). During the observations, fi eld notes were made. Background data 
was gathered in beforehand through two types of questionnaires that 
were fi lled by the care workers: one about the unit and one on each 
person to be observed. 
2 The two units were chosen because they both are specialised for resi-
dential and respite care for people with dementia. All units were sourced 
via contacts to municipalities and via the network of the dementia care 
professionals. Ethical approval was received from the Ministry of Social 
Affairs and Health and from the municipalities that either provided or 
purchased the services. Informed consent was asked from the family 
members and mutual consent from the people observed. The observa-
tions were done by two trained DCM users (Sormunen & Topo) in 
common spaces such as dining rooms and corridors. The two researchers 
observed the same client only occasionally but the fi eld notes of both 
the researchers often described the same events and were both added 
in the data. We observed six hours per day in total over two sequential 
days: one day the work was started early in the morning and in one day 
just prior to lunch time (see Sormunen et al. 2007, Topo et al. 2007 for 
more details). 
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This chapter examines the work role of the most numerous 
care workers in Finnish elderly care, i.e. the practical nurs-
es for social and health care (närvårdare/lähihoitaja).(1.) 
Practical nurses are the rank and fi le in Finnish elderly care in 
that they are the ones working on the wards and doing home 
visits. We consider here the shaping of the work role that prac-
tical nurses occupy at the workplace. What limitations in their 
prospects of providing good quality care does their work role 
impose from the carers’ own perspective? We defi ne the work 
role in a wide, sociological sense, as an institutional position 
evolving in the negotiated order of the workplace. From a so-
ciological perspective, the social, cultural and moral aspects of 
the work role are revealed as products of social construction 
(Hughes 1984). In this perspective, the institutional matrix 
of the work place becomes understood as a realm of symbol-
ic representations and constitutive rules that constructs the 
care worker and frames her actions (Scott 1993). The consid-
eration of the workplace as a social arena gives depth to the 
often-stated slogan that true competence is developed in the 
workplace. The demarcation of the work role of the practical 
nurse can thus be seen as an ongoing process in which mul-
tiple actors both inside and outside the workplace participate. 
In comparison with educators, policy makers and adminis-
trators, as well as with nurses and doctors, practical nurses 
emerge as a relatively weak party in the making of their work 
role (Wrede 2008).

The ongoing restructuring of Finnish elderly care has 
led to changes in the expectations of staff competen-
cy. Refl ecting the pursuit of making the elderly care sec-
tor more effective, care organisations have commonly gone 
through consecutive organisational changes (e.g., Wrede & 
Henriksson 2005). The practical nurse occupation itself rep-
resents perhaps the most deep-going reform. It was aimed at 
introducing fl exibility in the division of labour within the 
public sector, which with its many specialised job titles was 
considered rigid (Rintala & Elovainio 1997). The training 
reform has received mixed reactions among other groups 
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of care workers such as nurses. The widely discussed dis-
trust in the abilities of practical nurses has also been refl ect-
ed in recruitment patterns, as the occupation has not been 
favourably met by the hospital sector (Vuorensyrjä 2006). 
Refl ecting the multiple pressures described above, the chal-
lenges practical nurses are facing in their work role are sub-
stantial. The present chapter illustrates those pressures as 
seen from their own perspective. The aim is not to offer a 
mapping of the overall trends or to make estimates of the 
prevalence of the different problems. Instead, the qualita-
tive study is aimed at highlighting what kind of work role 
practical nurses encounter at the workplaces.

The chapter is based on an analysis of 15 theme interviews 
conducted with practical nurses from Helsinki region in the 
spring of 2004. (2.) At the time of the interviews, all of the in-
formants had recently received their degree in practical nurs-
ing. Most of the informants were middle-aged and several of 
them had prior work experience from elderly care. All had 
some kind of working-life experience, if not in care then in 
some other line of work, commonly in the private service 
sector. Eleven informants were recruited by contacting one 
cohort of carers that graduated in 2002 from one vocational 
school in Helsinki area and four with the so-called ‘snowball 
method’ (3.). The thematic analysis on which this article is 
based focused on the barriers to quality care the way these 
emerged in the talk of the informants (Tainio 2006). This 
chapter develops further the analysis of these barriers by pay-
ing attention to the work role that practical nurses describe 
in their accounts. Accordingly, we apply an institutional ap-
proach (Scott 1993) aimed at examining what we identify as 
the institutionally embedded work role that shapes the work-
place experiences of the care worker. In the fi nal analysis, we 
are concerned with what kind of workplace ethos the work 
role expresses and how that ethos impacts on the quality of 
care (4.). Thus our main concern is not with the individual 
perspectives of the care workers themselves. We have there-
fore chosen not to emphasise the person of the carer.
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In the following, we fi rst examine how and why the edu-
cational goal of fl exibility translates into a vague work role. 
In the second section we consider how task-centred work or-
ganisations and insuffi cient resources structure the work role 
of the practical nurse. We conclude with a discussion of the 
implications of what can be identifi ed as an ethos of austerity 
in welfare policy on practical nursing. 

The dynamics of vagueness
When newly qualifi ed practical nurses discuss their work, 
they often talk about several different contexts, contrasting 
different employers and different types of work settings. On 
the basis of a qualitative interview material like ours it is, how-
ever, impossible to systematically analyse the organisation of 
work with reference to concrete workplaces. Instead, we have 
paid attention to the way symbolic dimensions of workplace 
organisation are expressed in the way informants discuss vari-
ous features of their work. Interestingly, hospital-type provi-
sion of long-term care was often used as a sort of general point 
of reference by the informants when they were discussing the 
workplace. All of our informants had experiences of working 
in an institutional setting, at least during their training. Other 
forms to organise elderly care were often either explicitly or 
implicitly compared with this ‘hegemonic’ type of organising 
care. Apparently, working in a hospital-like organisation is a 
powerful experience for practical nurses, some of which had 
come to the conclusion that they would ‘never again’ work 
in a hospital. Institutional settings were frequently discussed 
as ‘bad’ workplaces, even though there were also accounts 
describing ‘good’ institutional care. Home-based care, on the 
other hand, was often considered as basically a ‘good’ way to 
organise care, but its recent changes were identifi ed by some 
informants as leading to poor quality of care. Underneath the 
relatively common and at surface simplistic characterisation 
of the workplaces as ‘good’ or ‘bad’ lie fundamental issues 
about the workplace ethos. In our material the experience of 
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a good or a bad workplace was associated with social relations 
with co-workers and others, i.e., ‘our team’. Such social rela-
tions are important for supporting and legitimising the work-
er’s defi nition of work and self. In a good workplace, worker’s 
defi nition of work and of herself is supported and respected 
while in bad workplaces these conceptions are contradicted 
(Ghidina 1992, 76). 

In the following we consider the expectations Finnish prac-
tical nurses identify in the workplace. Previous research that 
relies on this same material argues that the work role of prac-
tical nurses has turned out as vague rather than fl exible, like 
the policy makers initially intended (Wrede 2008). Here we 
further develop the analysis of how care workers encounter a 
vague work role. Furthermore, we consider how the concerns 
of the shortcomings of practical nurse competence, widely 
discussed since the training programmes were established 
(Vuorensyrjä 2006), become visible in the workplace experi-
ences of practical nurses. This section further considers the 
impact of unclear and diverse work-role boundaries and re-
sponsibilities. 

QUESTIONED COMPETENCE

Practical nursing as an occupation has been subjected to wide-
spread criticism, which has a variety of causes but has main-
ly concerned their claimed lack of adequate competence and 
skills. The fi rst practical nurses were not favourably received 
by other care workers (Rintala & Elovainio 1997). Many of our 
informants had experienced some level of distrust, which is 
rooted in the notion that practical nurse training does not ‘go 
below the surface’. The interviewees were often surprised by 
the negative attitudes and the distrust that for instance nurs-
es felt towards them when they came to workplaces as newly 
employed. During their training, thinking ahead to their fu-
ture positions, practical nurses expected to be able to use the 
care methods and to perform the tasks they were learning, 
but, having entered working life, they realise that the compe-
tence acquired at school does not inspire trust. The interviews 
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contain many references to their having to prove their exper-
tise and competence, sometimes repeatedly, in order to be al-
lowed to perform tasks they had been trained for. This exam-
ple is from home-based care.

Even in quite simple jobs, say administering eye drops, we all had 
to show the public health nurse6 several times that we could do it. 
She then gave her permission, but we still had to talk to the doc-
tor, who asked a lot of questions. Only after that were we allowed 
to do those tasks. (Kristiina)

In an institutional context, the fact that the newly graduated 
practical nurses are evaluated by nurses as well as by clients 
and their family members becomes perhaps most tangible. No 
doubt the practice of ‘testing’ the newcomers is a common 
routine, which all who have recently passed their examina-
tion are faced with, regardless of the fi eld, but there are also 
signs of a lacking recognition for the practical nurse compe-
tence. One of our informants commented ‘there are certain 
things I could do as a trainee and I had my tutor there, but 
now that I’m a practical nurse I can’t do them‘ (Amran).

Several informants were, however, willing to recognise that 
the practical nurse training has shortcomings and many de-
scribed a feeling of inadequacy and uncertainty due to the 
short period of training. However, given that the criticism of 
the competence of practical nurses may at times be justifi ed, 
it also needs to be recognised that the critical statements at 
times may be strategic claims, made in relation to allocation 
of personnel resources or other similar concerns. Indeed, es-
pecially in home-based elderly care, the practical nurses’ for-
mal competency actually represents an improvement, as the 
level of training in elderly care and in home help in particular 
traditionally was lower than in other sectors (e.g., Paasivaara 
2002). 

A potential source of both the insecurity among practical 
nurses themselves and of the questioning of their competence 
among other parties in the workplace is the disparity of the 
different training programmes in practical nursing. Kristiina, 
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for instance, who had worked in home-help services prior to 
her practical nurse training and had a formal qualifi cation 
for that work, felt that despite of her practical experience 
the shorter adapted programme that she attended was inad-
equate: ‘You know, quite often we were just scratching the sur-
face.’ In addition to the various adaptations of the training, 
another source of disparity in practical nurse competences 
was the element of practical training. Several informants were 
critical about the organisation of practical training, claiming 
that its focus was not always adequate. Also the quality of the 
guidance received in connection to practical training at work-
places varied greatly. 

One of the informants pointed out that to require a prop-
er competence as a practical nurse one would actually need 
to complement the programme through independent study 
in one’s own time. Her interpretation of the situation is con-
fi rmed by a recent study on practical nursing. At least to a 
certain extent, educators do expect practical nurses to be will-
ing to commit themselves to ‘continuous self-development’, 
even in their free time (Vuorensyrjä 2006, 105). Such expecta-
tions create a pressure for practical nurses to show what oth-
ers defi ne as professional commitment in the sense of taking 
responsibility for the quality of care beyond that recognised 
by the organisation (Wrede 2008). The expectations for this 
type of commitment to the organisation were also expressed 
by others. Our informants commented, for instance, that rela-
tives and clients often expected them to bear holistic respon-
sibility for care, for instance, by being able to inform them 
about all of its aspects. The practical nurses themselves felt, 
however, that their work role did not support holistic respon-
sibility for care. Indeed, they referred to the work role as a bar-
rier against developing an overall understanding of the care 
of their clients. 

Also the vagueness of the boundaries of their work role 
was a problem. While clients expected a holistic service from 
the organisation, they at the same time might express doubts 
about the practical nurses’ ability to do certain tasks, as they 
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had an expectation of a traditional division of labour where 
nurses and doctors control the important knowledge about 
care. On the basis of our material, practical nurses met the ex-
pectation to limit themselves to an auxiliary work role most 
commonly in home care where recent reforms had changed 
the tasks of the carers. At the same time as both clients and 
their relatives might question their competence, practical 
nurses still felt that they were expected to be much more than 
wage earners. Practical nurses also sometimes themselves ide-
alised care work. The portrayal of the ideal carer as open, pa-
tient, honest and cheerful, as well as reachable at all times by 
clients and their families contributes to the creation of high 
expectations that are diffi cult to meet in practice.

UNCLEAR BOUNDARIES AND RESPONSIBILITIES

Despite the discrepancy between the work roles in training 
and in working life, there seemed to be some kind of con-
sensus among practical nurses about the core of their work 
role. The interviewees found it natural that their work was 
to a large extent concerned with so-called basic care, i.e., tak-
ing care of the bodily needs of the clients. They did not ex-
pect such duties to be delegated to others. The majority of 
them did, however, question the expectation that care was to 
be combined with housekeeping tasks. On the basis of their 
training they had not expected these duties to be a substan-
tial part of their work role. Particularly for those working in 
the institutional settings, the toughest bit to accept seemed to 
be that they were often expected to combine care work with 
household chores, such as cooking and cleaning, rather than 
with social contacts. In their view such responsibilities on top 
of their other care tasks not only make it diffi cult to devote 
time to individual clients, the situation on the ward may feel 
chaotic when the carers constantly have to divide their time 
between different jobs and several clients.

I was on shift alone and we had a couple of the demented clients 
wandering all over the place (…) And then I also had to make 
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macaroni soup and a couple of clients’ relatives were demanding 
attention all the time, some clients wanting something and then 
you had to keep an eye on the demented wanderers who, honest-
ly, may relieve themselves wherever they fancy, tear up the plants 
and knock the radio over. Sort of ‘I’ll go and pull on that nice fl ex’ 
and the others shouting ‘Keep off that, it’s the telly’. And there’s 
my soup burning any moment and I know one of the visitors will 
eat some of it, and of course it’s not nice for the clients either if 
it’s burnt. (Johanna)

Many carers felt that this kind of household work was not 
compatible with the practical nurses’ work role, and that it 
prevented them from doing what they considered to be their 
proper job well. In addition to this unclear boundary ‘down-
wards’ in the cultural hierarchy of tasks, the practical nurses’ 
accounts suggest a lack of clear defi nition ‘upwards’ in the 
hierarchy. Many practical nurses experienced that there was 
no clear understanding in the workplaces of what they could 
and could not do in terms of nursing. Vague boundaries were 
drawn, but practical nurses often felt that the nurses want-
ed to restrict their work role to the extent that nursing tasks 
would be allocated to them only exceptionally or by special 
authorisation. By contrast, many felt that there on the organ-
isational level was pressure on them to take on more nursing 
tasks, but without proper institutional support. The transferral 
of tasks that nurses considered as nursing was also problemat-
ic from the point of view of occupational boundaries. Where 
the so-called basic care of clients is concerned, it is clear that 
nurses happily pass on less pleasant tasks to practical nurses, 
but they are less eager to give up valued tasks. As one of our 
informants put it, ‘there are some (nurses) who think that we 
should just be clearing shit … nothing else.’

Our informants did not express a shared understanding 
of what kind of work role they should have. However, since 
their training does not fully correspond to the work role in 
the workplace, they often pointed at the unclear elements in 
their duties. Many felt that they were forced to perform tasks 
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that are not a part of their job and that they have too many 
tasks and too little time:

I’m not too keen on fi ddling with jabs … some do but I …and 
take dressing wounds, not that I think it looks awful or something 
when you touch them, but it’s not my thing … so more of this 
other kind of caring (…) I’m not a nurse, and I’m never going to 
become one… (Susanna)

For others, however, expansion of tasks may be a welcome op-
portunity to keep up the skill and competence they had ac-
quired at school. One of our informants who at the time of 
the interview was employed as in a service home for elderly 
clients, had previously worked in a central unit where the cli-
entele was constantly changing, because the unit served as 
an intermediate station. She regrets not having more oppor-
tunities to make use of her knowledge in her new position. 
While she herself felt confi dent and was prepared to assume 
responsibility for her decisions, her colleagues often reacted 
strongly to them:

Sometimes when you start applying antifungal ointment they’re 
upset and how can you do that without the doctor having seen 
this athlete’s foot, so maybe they’re very unsure of their own com-
petence (…) yes, in some matters I’m ready to take the responsibil-
ity (…) just use some common sense. (Maria)

Distributing medicines is a task that was often mentioned by 
our informants as one showing a particularly wide variety of 
practices. Some of our informants had met with categorical 
total exclusion. In lack of explanation based on formal crite-
ria there was only speculation about the potential reasons for 
what was interpreted as lack of trust:

Where I’m working now, none of us has access to the medicine 
cabinet, the nurse deals with that (…) [I don’t know why] maybe 
something went wrong with the medicines at some point. (Sari)

From the point of view of those who were not allowed to do 
this task the situation was experienced as a mismatch between 
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training and work role. They felt that too much importance 
was attached to medicine distribution in their training, as 
they were not permitted to do it in practice. Their criticism 
exemplifi es practical nurses’ frustrations with the confl icting 
pressures they encounter. They react in different ways: while 
many practical nurses may criticise their narrow work roles, 
others feel that they are forced to accept taking on a lot of re-
sponsibility, even when they are not comfortable with it, due 
to the shortage of staff. 

Organisation-centred or patient-centred care?
In this section we move on to consider the impact of the mac-
ro-organisation of the work on the work role. Janice Gross 
Stein (2001) argues that in the contemporary welfare service 
reforms, the overriding concern for effi ciency has made it a 
value rather than a means, turning effi ciency into a cult. Our 
material bears witness to how ‘the cult of effi ciency’ has re-
shaped the work role of care workers in Finnish elderly care. 
From the perspective of many practical nurses, the ‘effective-
ness drive’ in the organisation makes the provision of quality 
care diffi cult or impossible. Tasks pertaining to clients’ basic 
needs govern day-to-day routines in the workplace, and all of 
our informants would like to see more time allowed for social 
contact. In their training practical nurses learn how the elder-
ly can best be stimulated, but in working life there is no room 
for the social element. For many, contacts with the elderly in 
the social sphere were a decisive factor in their choice of occu-
pation, and they are deeply disappointed at not having more 
opportunities to cater for clients’ social needs. Under these 
conditions, the work role does not offer them an agreeable 
defi nition of self and the lack of such fulfi lment creates seri-
ous tensions for the individual (c.f., Ghidina 1992).

THE TYRANNY OF ROUTINES

The allocation of work in care is often justifi ed by the need 
to organise body care, household duties and nursing in a 
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‘rational’ way from an overall perspective: for example, in 
hospital-type care all the patients on a ward are woken up at 
the same time or in home-based care the meals of the elderly 
are taken care of by a separate organisation. In a hierarchi-
cal organisational model this often means that care tasks are 
split up according to the degree of expertise they are assumed 
to require. Those at the bottom of the ladder are regarded 
as mechanical routines and require only limited knowledge 
(Eriksson-Piela 2003). This interpretation of the professional 
role undermines the carers’ own understanding of what their 
work should consist of. In this type of organisation individ-
ual requests and emotions are disregarded. The fact that the 
organisation of Finnish elderly care currently emphasises ba-
sic-care routines was refl ected in our material (see Chapter 5). 
When describing what a typical working day was like, many 
started by listing the most mechanical tasks. Social contacts 
with clients seem to feature among the daily routines only 
in passing, and there are indications that instrumental work 
methods tend to minimise them. In addition to the routines 
related to the care of the patients’ bodily needs, there are oth-
ers that are determined by the needs of the organisation, such 
as paperwork. 

There’s always something to do: write a care plan, phone a rela-
tive, do somebody’s hair here, cut nails there, look after your own 
patient (…) You must check [the body all over], that everything’s 
OK. Those who can’t get out of bed need their position changed, 
to avoid bedsores. (Amran)

One of our informants pointed out that when there was an in-
strumental system that other carers and clients were used to, 
it was easier to act instrumentally and just to rely on routines 
rather than to ‘work against the system’.

You feel that the older clients and you yourself fall into the same 
pattern, I was a little disappointed in myself, how very quickly you 
get the feeling that ‘sod it, I’ll turn that one round now, and that 
one, that one, that one’. The routines just take over, some days 
when we’re short-staffed. (Kaarina)
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The scope of the practical nurses’ work role is formed and re-
formed by organisational decisions. In most workplaces they 
have the opportunity to infl uence for example the order of 
work tasks or allocation of clients, but on the policy level 
these opportunities are limited. Many home-care tasks that 
used to be performed by practical nurses are nowadays or-
ganised on a centralised basis as so-called support services, 
and the carers concentrate on caring tasks. The reorganisation 
has changed both the contents and the rhythm of the work. 
Traditionally, it included shopping, cleaning and washing up, 
which gave it the character of household work rather than 
care. Interviewees with work experience in home care stressed 
that it generally was less hierarchical. However, the differenc-
es between practical nurse work in home care and in institu-
tions narrow at the same rate as home care is streamlined. 
Informants with experience from home care talked about the 
frustration not to be able to manage work in a satisfactory way 
in the allocated working hours:

You get so many who are in a bad way these days, and you know 
we’re not allowed to do overtime (…) it’s precisely this lack of time, 
so you feel stressed when you know you should take these old peo-
ple out and that’s what they’d like, summer is coming and all, and 
wouldn’t it be smashing to sit out there for an hour or two with 
everyone, but we, we just can’t manage that. (Susanna)

THE WORKPLACE AS A HARSH REALITY

Many interviewees talked about how they, when coming to 
work as new employees, reacted negatively to the care work 
culture they encountered. Many opposed the uncaring nature 
of work practices, but were met with pressure from colleagues 
not to cause problems: ‘They were saying just you wait, when 
you’ve been here two or three years you’ll be like us.’ One 
of the interviewees laconically identifi ed a process through 
which care workers ‘learn’ to put up with what they feel is 
bad care: ‘That sort of thing makes you cynical.’ As new car-
ers settle in, drawbacks do not stand out so clearly to them. 
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You lose your detached perspective on your workplace as you 
get to know your colleagues and begin to identify with them 
(Twigg 2000). The workplace itself and the colleagues’ exam-
ple, rather than their words, socialise carers to treat emotions 
evoked by their work, including reactions to poor quality care, 
in the ‘right’ way (Molander 2003).

It seems that practical nurses fresh out of school are not 
prepared for how heavy the work they are taking up really 
is, even though our informants typically had other working 
life experience prior to entering care work. According to their 
accounts, their training conveys an idealised picture of what 
care should be like, but in many workplaces staff shortages 
and insuffi cient funding restrict the facilities for care, and the 
carers’ own possibilities of exerting infl uence are limited. The 
workload appears too big in most workplaces where elder-
ly people are being cared for, regardless of whether it is an 
old people’s residence, a hospital or the client’s home. Some 
pointed out that this would have negative effects on the gen-
eral standard of the care given, despite efforts to maintain the 
level. At the same time as working as effi ciently and as quickly 
as possible, you are conscious of neglecting somebody, which 
triggers constant stress. 

The work may be heavy on several levels. When asked to 
describe what they felt that was heavy in their work, the in-
terviewees mentioned the working hours, the physically de-
manding tasks (lifting, showering) and the mentally stressful 
duties (the care of demented or mentally ill old people). The 
care of the demented is taxing because the relationships with 
clients become monotonous, and the contacts may feel un-
satisfactory (see Chapter 5). Exhaustion may result in indif-
ference: ‘When they’re demented, they get forgetful and keep 
asking you lots of things, the same questions again and again 
… 20–25 times a day (…) you get fed up with it.’ 

Several informants identifi ed the task of caring for men-
tally ill clients as particularly diffi cult and sometimes unsafe. 
One of our informants told about the anxiety involved in car-
ing for a particularly threatening client: 
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She used to dig out all sorts of belts and knives and she sat down 
near you and clearly wanted to show you that now … scare you a 
little, I think. I haven’t got her out of my mind, because she was 
always so threatening. I used to wonder where I could go when 
she’s sitting … if she really did something. (Helena)

There are demented old people in most workplaces, and some-
times mentally ill, too. The informants who commented on 
the pressure created by the presence of such clients identifi ed 
working alone as the major concern. Facing aggressive behav-
iour when working alone made the carers feel uncertain and 
powerless. Other aspects of working solo also made them feel 
unsafe. Several interviewees pointed out that working night 
shift on their own felt unpleasant for them as well as for the 
old people.

Doing the round at night is a bit spooky. If there were an accident 
… I remember somebody had had a fall and there was blood all 
over the place when I went there … it was pretty awful. You open 
the door and see just blood. Then there’s somebody sitting there 
in the dark. (Samira)

Situations where carers are overburdened appear highly prob-
lematic from the point of view of good care as there were hints 
that unethical actions could occur in circumstances beyond 
the carers’ control, such as in cases of undermanning, stress 
and possibly exhaustion. Our informants discussed such oc-
currences as shortcomings of the system, when carers faced 
unreasonable working conditions.

They didn’t have enough staff and there were older carers suffer-
ing from stress (…) they were unpleasant to the clients (…) If I’d 
been in charge there, and had seen how those carers … I’d have 
sent them on sick leave. (Jamila)

Another informant had worked in care units where she saw 
the standard of care going down, although she herself felt 
that she was trying her best all the time. She pondered on 
how work pressure necessarily resulted in a changed attitude 
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towards the clients that she could not have imagined earlier. 
Instead of providing holistic care, she was focusing on spe-
cifi c tasks.

At the time (on a long-term ward) I was thinking there’s no sense 
in this and no point in me here slaving my butt off twisting and 
turning these people without any sort of break, so that’s how it 
was (…) when [I was] studying and thinking about these things I 
thought I’d never take that kind of an attitude towards patients, 
but there you are … (Kaarina)

The organisational drive for effi ciency thus became visible in 
her work as an orientation towards specifi c tasks that she de-
scribed as ‘twisting and turning’. The same expression was 
used also by another informant who refl ected how alienat-
ing these practices must feel from the point of view of the 
client:

The carers seemed to be there for their own sake and to get their 
job done somehow. As long as you can have your coffee break 
soon, then some turning and twisting and that’s your job done. 
I was thinking is that how they lie there all day, nobody talking 
to them, now and then they get some food stuffed down their 
throats and that’s maybe the only contact when they see a carer 
at all. (Maria)

One of our informants, who herself was currently unem-
ployed and considered elderly care workplaces in the pub-
lic sector as generally inhospitable and poorly run, pointed 
out that the carers themselves also needed some stimulus to 
be able to provide good care. Otherwise machines could do 
it just as well.

I felt that everything human and all charity had gone out of it, it 
was just a matter of doing your job (…) with the demented I sup-
pose it’s hard, it’s terribly hard, but then there should be some-
thing offered to the staff to offset this and then they’d cope again 
and not be like robots… (Anneli)
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Many of our informants, newly qualifi ed carers, found the 
prospect of becoming so cynical that they could live with pro-
viding bad care daunting, and many interviewees emphati-
cally distanced themselves from this kind of workplace ethos. 
One said she would rather quit before she became like that: 
‘I’ll quit the very day I start showing such a sour face.’ 

CONCLUSION

In this chapter we have examined the work role of the prac-
tical nurse in elderly care the way it is described by practical 
nurses when they talk about their work. Our analysis has been 
guided by an idea of the division of labour in the workplace as 
a negotiated order. In other words, the work role is not stable 
and constant, but embedded and subject to frequent defi ni-
tions and redefi nitions in negotiations and confl icts between 
different actors at different levels. The work role can there-
fore be given widely disparate meanings in different contexts, 
such as in training and working life. The occupation in focus 
in this chapter is one that is found at the lower levels of the 
occupational hierarchies, so the practical nurses themselves 
are not powerful parties in the negotiations on their work 
role. Instead, their work roles depend on the attitudes, values 
and politics of others with more power in the shaping of the 
workplace and its ethos.

In our analysis, we have explored what we in the begin-
ning of the chapter identifi ed as a crisis concerning the qual-
ity of elderly care in Finland, paying attention to how prac-
tical nurses describe their work role. Our central conclusion 
is that the work role in many respects functions as a barrier 
to quality care in that it does not offer a stable source of self-
defi nition in the workplace (c.f., Ghidina 1992). On the basis 
of our study, at least some of the problems of the work role 
appear to be related to the questioning of the competence of 
practical nurses. The vagueness of the work role, in its turn, 
appears to be a constant source of unmet expectations for all 
of the parties involved, i.e. care organisers, other profession-
als, clients, relatives and practical nurses themselves. 
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From the perspective of practical nurses themselves the un-
clear occupational boundaries of practical nursing are relat-
ed to organisational structures and practices and, in part, to 
organisational non-action. There are no signs in our mate-
rial that organisations would be taking effective measures to 
tackle the distrust nurses and others show to practical nurs-
es. Instead, a motley set of workplace-level control measures 
are practiced to monitor their competence and regulate their 
practice. The organisational neglect of attending to the vague-
ness of the work role is further made worse by the emphasis 
on effectiveness, constituting a problematic foundation for 
workplace ethos in elderly care. From the point of view of 
our informants, it is not the quality of care or the needs of 
clients or care workers that are prioritised. Instead, the over-
riding emphasis on austerity in the politics shaping elderly 
care suggests to practical nurses that decision makers do not 
care about fulfi lment of other than the most basic needs of 
the clients. There is also a sense that the wellbeing of the care 
workers themselves is not valued. The lack of consideration 
for their perspective creates from their point of view a cri-
sis of commitment, fuelled by a sense of powerlessness that 
many care workers feel in the face of increasing pressure at 
the workplace.

The present austerity of resources felt by our informants in 
many workplaces seems to put their commitment under test 
rather than supporting it, as it seems that carers are more pa-
tient-oriented when they take up their fi rst jobs after qualify-
ing, and the more work experience they have, the less sympa-
thetic they become. Thus our examination of the experiences 
of practical nurses in the workplace indicates that the prac-
tical nurse’s work role often may restrict patient-orientation. 
Accordingly we maintain that the differences between work-
places, which mostly appear to be about work organisation 
and the ethos it supports, are more important for the delivery 
of the quality of care than differences in carer performance. 
Defi cient work organisation produces poor care, which in 
turn may trigger processes in the carers that may result in 
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their becoming accustomed to providing insuffi cient and un-
satisfactory care.

The care work practical nurses do is all about working with 
people, and thus involves a constant quest for the right choic-
es (Hughes 1984). Carers make decisions with an immediate 
bearing on other people, and promoting the welfare of anoth-
er human being is, ideally, the ultimate goal of their actions. 
Given the present pressure to ration care, practical nurses are 
also expected to be able to prioritise. Although care work is 
not particularly rewarding in terms of pay or status, and most 
of those employed in that sector fi nd their opportunities re-
stricted and experience diffi culties and stress, the work in itself 
offers certain rewards. Since practical nurses work with peo-
ple, they often receive direct feedback. The feeling of being 
appreciated by their clients and being important to them is 
very gratifying (Twigg 2000). If the care is not good, negative 
feedback from the clients can be taxing and may trigger self-
defence, particularly as practical nurses commonly share the 
cultural image of the ideal care worker as self-effacingly and 
boundlessly caring. 

Daniel F. Chambliss (1996) calls care work a noble and at 
the same time terrible profession, a view shared by many who 
study care work (see Chapters 3 and 13). Helping other people 
is indeed noble work that may feel rewarding, but at the same 
time carers are potentially exposed to exploitation. Because 
of this exposure of carers to organisational neglect, instead 
of emphasising the distinction between patient-oriented ver-
sus instrumentally oriented carers, we prefer to highlight the 
confl ict between theory and practice as the decisive element. 
No carer is exclusively one type or the other, every one is a bit 
of both. Under the confl icting pressures of working life, some 
may fi nd patient-orientation mentally very hard and many 
may end up ‘working like a robot’. In the emerging litera-
ture on the linkage between job satisfaction and ethics-related 
work factors, this phenomenon is recognised as ethics stress 
and related to the ethical climate of the workplace (Ulrich et 
al. 2007). When inquiring where to place the responsibility 
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for the present crisis of the quality of care it is, however, also 
important to go beyond the workplace and consider current 
elderly care policy (see, e.g., Chapter 4). There is reason to be-
lieve that the austere ethos of welfare policy transmits to the 
workplace and to the culture of care.

Notes
1 The current form of Finnish certifi cation for the regulated carers 
and auxiliaries was introduced in 1993 on the basis of a new joint 
curriculum for health and social care, replacing seven earlier occupa-
tions in health care and three in social care. The new occupational title 
närvårdare/lähihoitaja emphasises the idea of the carer being close to the 
client. Legislation only protects their occupational title, the tasks they 
do in workplaces can generally also be done by non-trained workers. 
The secondary-level education for practical nurses was fi rst 2, 5 years of 
which the last six months were dedicated to studies in one of the several 
alternative orientations. In 1999, as a response to critique from the fi eld, 
the training was extended to 3 years that include one year of specialisa-
tion in one of the study programmes. A national system of skills tests 
was included in the curriculum in 2006 to control the quality of the 
practical nurse training (Wrede 2008).
2 The interviews were conducted by Malin Grönholm, Laura Tainio 
and Sirpa Wrede in spring 2004 using an interview guide developed in 
collaboration with Lea Henriksson and her research project ‘The Politics 
of Recruitment’. The interviews lasted from 50 minutes to 1, 5 hours. 
The interviews were taped and transcribed in verbatim. 
3 We wanted to secure that our materials would refl ect the emerging 
ethnic diversity of care workers and therefore four informants with 
foreign origins were interviewed. In this chapter we chose not emphasise 
the origins of the informants as this analysis that focuses on work-place 
experiences has not taken ethnicity into account (see Chapter 7). 
4 One alternative would have been to emphasise more how the work 
role impacts on the care workers themselves and their experience of 
working in the care sector. The same material has, however, been used to 
another study with that emphasis (Wrede 2008).
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Globalisation has had a tremendous infl uence on the terms 
and conditions of care work during the past few decades. 
The recruitment of care work professionals, most important-
ly nurses (Buchan & Calman 2004), presents a dynamic and 
challenging situation worldwide. In cases of a severe shortage 
of labour force, migrant care workers have become an increas-
ingly signifi cant part of the health care labour force in many 
Western countries. The labour-based migration of care work-
ers is not a new phenomenon as such; many Western coun-
tries have depended on migrants for decades in meeting the 
demands for health care labour force (e.g., Buchan & Calman 
2004). However, for some countries—like Finland—there is a 
new urgency to such migration as they try to cope with in-
creasing demands for nurses that they are not able to meet 
nationally. 

The international migration of care workers shows up in 
a rather specifi c context in Finland. Finland is a distinctive 
combination of a welfare state with a recent history of emigra-
tion in the international nursing workforce market and a very 
small immigrant population—which is practically non-exis-
tent among practicing nursing professionals. However, since 
the end of the 1990’s the situation has been changing little 
by little and now, it can be argued, the national situation is in 
transition. The unemployment among nurses in the 1990’s is 
expected to turn into an extensive fi ght for new nurse recruits 
by the fi rst decades of the 2000’s. 

In the situation of a rapidly changing labour market and 
labour shortage, various political agencies are challenged into 
debates and action in order to manage the looming recruit-
ment crisis in national health care. In this context, also vari-
ous marginal groups, like immigrant professionals, attain a 
new kind of political interest: Many nation states have put 
into action changes in professional regulation and paid spe-
cial attention to discriminatory practices along with new im-
migration policies (Kofman 2004, Iredale 2001). At the same 
time the cultural, occupational and juridical borders and 
regulations of different occupational groups become targets 
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for redefi nitions (see Henriksson 1998, Henriksson & Wrede 
2004). In this redefi nition, it is the gender and migration sta-
tus that play signifi cant roles in structuring the occupational 
opportunities of skilled migrants (c.f., Raghuram 2004, Iredale 
2005).

As the terminology used in migration studies is somewhat 
mixed, a clarifi cation about the terms used in this chapter is 
needed. The term immigrant is used here to refer to such per-
sons who are of foreign origin and who have migrated to the 
destination country with an intention to settle down there 
permanently—whatever the reason for the migration may be. 
Instead, the term migrant is used to refer to a person who may 
migrate also on a short-term basis, often so for work. The dif-
ference between these terms is in places subtle and the mean-
ing of the terms may overlap, but the differences are nonethe-
less relevant in some respects. In the research data there is no 
difference drawn between the terms; the term used is maah-
anmuuttaja in Finnish, correctly translated as immigrant, but 
in practice referring also to a migrant. 

In this chapter the aim is to examine primarily the position 
of immigrant nurses in the context of the current transition in 
the Finnish health care labour market. The interest in this in-
quiry is, what kind of a membership is constructed for immi-
grant nurses as a labour force resource and as health care pro-
fessionals in the multiculturalizing welfare state of Finland? 
Firstly we introduce the analytical perspective of an occupa-
tional group. The argument is that the focal question about 
immigrant professionals not only concerns their possible ex-
clusion from the membership of an occupational group; the 
question is also about the specifi c ways of inclusion. Secondly 
we describe the signifi cant role that national policy agencies 
play in shaping the societal terms and conditions for im-
migrant nurses’ occupational membership in the regulated 
health care labour market. Thirdly we explore empirically the 
ways in which different policy agencies confi gure the position 
of immigrant nurses in the country context of Finland. This 
analysis focuses on the intersections that migration status, 



202 © The authors and Studentlitteratur

7  Immigrant Nurses in Finland …

occupation and gender play in the political negotiations over 
immigrant nurses’ occupational membership. In focus are the 
questions:1 What is said about immigrant nurses as a nation-
al labour force resource and as professionals?2 What kinds of 
categorisations are in-built in these accounts? and3 How do 
migration status, occupation and gender intersect in these ac-
counts? We conclude by arguing that the exclusion of other 
than labour-based skilled migration makes current research 
frameworks inadequate in analysing immigrant nurses as part 
of and from a perspective of an occupational group. 

The empirical data consists of national policy documents 
produced by focal agencies at the state and the labour market 
organisations. These agencies take part in defi ning the poli-
cy needs regarding the nursing workforce in Finland, i.e: The 
Ministry of Labour (MOL), the Ministry of Social Affairs and 
Health (MSAH), The Association of Finnish Local and Regional 
Authorities (Kuntaliitto) and the Union of Health and Social 
Care Professionals (Tehy). For a detailed analysis we have cho-
sen one key document from each actor. Other relevant docu-
ments of the selected actors are used as complementary data. 
The time period is from 2000 to 2005. The documents are read 
and interpreted as entities from the perspective of immigrant 
nurses. By adopting a discursive way of reading and interpret-
ing the data, a special attention is paid to the functional na-
ture of the speech (e.g., Wetherell & Potter 1992, Jokinen et al. 
1993, Potter & Wetherell 2001). The functions are produced 
in language both explicitly and implicitly; thus also silences 
are signifi cant. When reading the data, the modes of speak-
ing are important alongside with the contents. We look for 
the contexts and the ways through which immigrant profes-
sionals are discussed, assessed and argued. 

The perspective of migrant care workers in 
European welfare states
Many of the occupational groups in care work can be cat-
egorised under the vast concept of skilled workers. Skilled 
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migration in care work is becoming a more signifi cant part of 
the overall migration fl ow than ever before (Raghuram 2004), 
as migrants are expected to bring relief for the severe short-
age of labour force driven by demographic challenges in many 
Western societies. For many countries, one of the most prob-
lematic human resource challenges is currently a shortage of 
nurses (e.g., Buchan & Calman 2004). However, the shortage 
of nursing professionals is not a new phenomenon as such, 
but has prevailed in many countries in cyclical periods also 
in previous decades. Furthermore, the concept of a shortage 
as such is relative and not easily quantifi able. Buchan and 
Calman (2004) remind that it should rather be understood as 
a shortage of professionals who are willing to work as nurses 
in present conditions and thus primarily as a crisis of recruit-
ment. Migrants are used to do the marginal or otherwise less 
popular work in health care. 

The theoretical frameworks of migration studies highlight 
many social, cultural and political aspects associated with in-
ternational skilled migration (see Iredale 2001). There have 
also been a growing number of gendered analyses of such 
fl ows, acknowledging the importance that gender plays in 
shaping the conditions and experiences related to migration. 
As many occupational groups are strongly gendered, gen-
der plays an important role in explaining migration fl ows. 
Men dominate movements within transnational corpora-
tions, information and communication technology and sci-
ence, whereas women circulate through welfare service work 
such as education, health and social work (Kofman 2004). In 
health care the state usually plays a crucial role in regulating 
the labour market for higher skilled professionals. Thus skilled 
women migrants tend to be more at the mercy of the power of 
the state than men (Kofman 2004, Raghuram 2004). 

The contemporary theoretical frameworks focus on the less 
skilled fi elds of productive and reproductive labour such as do-
mestic work, entertainment and prostitution (Kofman 2004). 
The vast majority of international (nurse) migration research 
is also based on the premise that migration is intentional, 
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planned and takes place primarily for work-related reasons 
(e.g., Yeates 2004). They are therefore inadequate in analysing 
migrant nurses from a perspective of an occupational group, 
which is comprised of members with various migrational back-
grounds. Sociology of professions is helpful here to widen the 
view on the reconfi guration of occupations and professions. It 
pays attention, for example, to the transformation of occupa-
tions through cultural segmentation and segregation, which 
shape the conditions of professionalism and play a role in 
inter- and intraprofessional relationships (e.g., Davies 1996, 
2003, Henriksson & Wrede 2004). The focal question about 
migrant professionals not only concerns their possible exclu-
sion from membership in an occupational group; the ques-
tion is also about the specifi c ways of inclusion. The interest 
lies especially in how this inclusion is rhetorically constructed 
and cloaked into gendered and ethnocentric discourses which 
are rooted in the core understanding of professionalism and 
which are further interconnected to larger socio-political in-
terests (c.f., Davies 1996). 

The need to enlarge the perspective beyond the traditional 
labour-driven frameworks of migration studies is evident es-
pecially in a context in which migrant nurses have arrived 
mainly through other routes than labour migration and most-
ly on a permanent basis—as is the case in Finland. Finland has 
not attracted as a country nor has there been a strong demand 
for migrant nurses or other migrant health care professionals 
for work-related reasons until very recently, and thus most of 
the immigrants who are working in health care have come 
here for reasons other than work. Finland had a signifi cant 
surplus of nurses throughout the 1990’s and the beginning 
of the 2000’s (see Santamäki 2004), and for example other 
Nordic countries have been able to fi ll part of their recruit-
ment defi cit by recruiting Finnish nurses. Furthermore, the 
policies related to the accreditation of nursing degrees taken 
outside of the EU or EEA countries have been rather strict and 
unorganised, preventing effectively migrant nurses from en-
tering the Finnish health care labour market.
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According to the statistics of the National Authority for 
Medicolegal Affairs (TEO 2005), there were only about 140 
foreign nurses and 1000 physicians who had been trained out-
side the EU or EEA countries and who had been granted a 
permit to practice their occupation in Finland by May 2005 
(L. Kinnunen, TEO, personal notifi cation 26.8.2005). In 2005, 
there were no new permits granted to nurses trained outside 
the EU or EEA countries and 56 new permits were granted to 
nurses trained in other EU or EEA countries. For physicians 
the numbers were 146 and 311 respectively. (TEO 2005) In 
comparison, in Ireland 69 per cent of the nurses recruited in 
2001 were international recruits, in the UK 52 per cent and in 
Norway 28 per cent (Buchan et al. 2003).

Thus, according to statistics, immigrant nurses do appear 
as a very marginal group in Finland, whether in relation to 
the total number of nurses or to the proportion of immi-
grant workers in other occupational groups like physicians. 
However, the statistics presented above do not describe the 
whole phenomenon of immigrant nurses in Finland in ‘real-
ity’, but rather the interests of the various institutional actors 
who regulate the accreditation of foreign professional degrees 
and compile the statistics (cf. Ronkainen 2004). There are no 
statistics available concerning the numbers of such immigrant 
nurses who have not been granted a permit to practice nurs-
ing in Finnish health care. Numbers have the status of ‘factual 
knowledge’ and they are used as a method of factual rhetorics 
(see Ronkainen 2004). Indeed, in policy making arenas it is 
the statistics that count.

Political agencies: regulating the entry to the 
occupational fi elds
The research on immigrants’ position in the labour market 
has proven that there is overt racism in the labour market that 
appears in personal forms and on organisational levels (e.g., 
Paananen 1999, Ahmad 2002, Forsander 2002, Kyhä 2006, 
also Hugman 1991, 147–173). However, the conditions for 
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acquiring formal accreditation, and thus fulfi lling the precon-
ditions for achieving occupational membership in the receiv-
ing society and its labour market, are defi ned beyond the per-
sonal and organisational levels. Obtaining entry to care work 
can be prevented already on the policy level. Policy frame-
works have signifi cant, but still little considered and docu-
mented, implications for the migrant professionals’ position 
in the labour market (Hugman 1991).

The extent of internationalisation varies between occupa-
tional groups and a unique situation pertains to each of these 
arenas. The interactions between the market, the state and 
the occupation play signifi cant roles in explaining the status 
and positions available to migrant health care workers (see 
Iredale 2001, Bach 2006). Health care professionals have been 
traditionally closely tied to state and corporatist regulation, 
and the skill and competence have so far been less readily 
transferable (Iredale 2001, Kofman 2004). The requirements 
for qualifi cation in health care are thoroughly defi ned in the 
EU directives and in national legislation. The national legis-
lation and the process of qualifi cation assessment in regard 
to the degrees taken abroad differ between countries (Wickett 
& McCutcheon 2002). Thus, in the context of the migration 
of professionals and the experiences of migrant professionals, 
the state operates through complex intersections of the regu-
lation of vocational training, accreditation, ethics and stan-
dards, besides defi ning broader migration regulations (Iredale 
2001, 2005, Yeates 2004, Bach 2006). 

In Finland the areas of responsibilities related to the gov-
ernance of migrant health professionals are fragmented, the 
two most central agencies being the Ministry of Social Affairs 
and Health (MSAH) and the Ministry of Labour (MOL). The 
Ministry of Social Affairs and Health is responsible for nation-
al health and social policies, covering the overall functioning 
of the country’s health care, including ensuring the appropri-
ate work force in quality and quantity (MSAH 2006). As a key 
document presenting MSAH’s visions concerning the health 
care labour force, we examined the Report of the Commission on 
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Anticipating the Need for Labour in Social and Health Care (MSAH 
2001, authors’ translation). It assesses the need for social care 
and health care labour, the scale of professional education and 
other questions related to the recruitment of the workforce 
for the time period 2001–2010 (MSAH 2001). The fi eld of the 
Ministry of Labour covers national labour and immigration 
policies as well as immigrants’ integration into the society and 
the promotion of ethnic equality in the society (MOL 2006). 
It is also responsible for arranging complementary vocational 
education for unemployed adult immigrants. The key docu-
ments representing the governmental employment adminis-
tration is Labour Policy Strategy for 2003 to 2007 to 2010 (MOL 
2003a) and Finland of Competence and Full-employment (MOL 
2003b, authors’ translations), which present the vision, chal-
lenges and aims of the national labour policies. 

Also various meso-level actors like labour market organisa-
tions and professional bodies intervene actively with a vari-
ety of instruments in migrant professionals’ position in the 
labour market (Iredale 2001, Raghuram 2004, Bach 2006). 
Professional associations and trade unions are not the authors 
of rules like the state, but they mediate governmental regula-
tions in many ways (Bach 2006) and are important coopera-
tion partners with the state’s different administrative branch-
es. Hugman (1991, 156–157), for instance, suggests that the 
trade unions may strengthen racism ‘by pursuing policies 
which have the unintended consequence of perpetuating rac-
ist divisions of access to the labour market.’ Iredale (2001) 
brings up the signifi cance and power of professional bodies 
in the regulation of the labour market in regard to migrant 
professionals. However, it should be acknowledged that there 
are fundamental variations in regard to the power that differ-
ent occupational groups possess. Hence different professional 
bodies are not actors of the same weight. In health politics it 
is the medical profession—and thus the medical profession-
al bodies—that have traditionally possessed the power (e.g., 
Julkunen 2004). 
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Meso-level actors are represented in the empirical data of 
this study by two agencies. The Union of Health and Social 
Care Professionals (Tehy) is explored as a guardian of the pro-
fessional interests of nurses. The rate of unionisation is high 
among nurses in Finland, almost 90 per cent of the employ-
ees, and Tehy is the biggest trade union of nursing profession-
als with its 124 000 members, a majority of whom are nurses 
(Tehy 2005a). The data is based primarily on a short report 
titled the Account of Multiculturality, published in two parts 
(Tehy 2005a, b, authors’ translation). The issues discussed in-
clude immigrant nurses’ position in work organisations, the 
employment situation and immigrant professionals’ expecta-
tions regarding the trade union’s activities. The Association 
of Finnish Local and Regional Authorities (Kuntaliitto) is ex-
plored as a representative of the most signifi cant employers of 
nurses, the municipalities. In Finland around 80–85 percent 
of nurses are employed in the public sector by the municipal-
ities (MSAH 2001, 60). It is thus the municipal sector that is 
going to be hit hardest by the shortage of nursing personnel. 
The key report The Workforce and Personnel of Municipalities 
2010 (Kuntaliitto 2002, authors’ translation) focuses on the 
preparations for the looming recruitment crisis. 

Political agencies set formal regulations on the member-
ship of migrant professionals in receiving countries by elabo-
rating and promoting defi nitions of migrant professionals as 
well as allocating resources for authorities. However, they also 
reconstruct more broadly immigrant professionals’ modes of 
belonging to the nation state. Policy makers conduct their ac-
tivities based on certain representations, on image construc-
tion and the labelling of migrants; thus also the regulations 
draw on and rearticulate different kinds of gendered, racial-
ised and nationalised hierarchies and categorisations. Political 
language and stands have signifi cant roles and implications in 
constructing national and cultural meaning-making and cat-
egorisations of different groups of people. (Carling 2005, 15, 
Huttunen et al. 2005, 25) 



© The authors and Studentlitteratur 209

7  Immigrant Nurses in Finland …

Choosing from the margins: are immigrant 
nurses needed?
The shortage of the labour force in health care, the factors af-
fecting it and the means for coping with it form central top-
ics in the research data. Indeed, there seems to be a shared 
political consensus about the need to take active measures 
in order to battle the looming recruitment crisis. The need 
for new nurse employees is estimated to range between 
32 000–50 000 persons in the years 2000–2010 (MSAH 2001, 
112, MOL 2003a, 32) and 40 000 persons during 2010–2030 
(MSAH 2001, 112). The growing multiculturality in Finnish 
society and its health care services is recognised in the data 
all down the line. It is acknowledged that a growing number 
of immigrants need diverse backup services (MSAH 2001, 99) 
and that multicultural work generates the need for special 
know-how (MSAH 2001, 107).

One of the fi ve strategies lined up in the Ministry of 
Labour’s labour policy strategy is an active, work-based immi-
gration policy. Migrants are thus considered as an essential la-
bour force resource in the future. Geographical areas possible 
for recruitment are targeted outside the EU and EEA countries, 
especially Russia, but also the population-rich Asian countries 
(MOL 2003a, 90, 94). Estonia is also regarded as one possibil-
ity (MOL 2003b, 37). However, Estonia is particularly vulner-
able to the out-migration of nurses; its reserve of nurses is very 
small, with less than 7000 nurses and midwives altogether, 
and there is also a prevailing lack of nursing staff (Järvinen 
2004). Thus Estonia can hardly be considered as a substantial 
source of nurses for Finland. 

The Association of Finnish Local and Regional Authorities 
also regards the migrant labour force as an essential resource 
for future social care and health care and expresses the need 
to promote more active immigration policies than the cur-
rent one (Kuntaliitto 2002, 16). The Union of Health and 
Social Care Professionals takes a rather moderate stance by 
regarding migrant nurses as one of the possible resources on 
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a small scale but not solving the recruitment problem (Tehy 
2005a, b).

This is in contrast to the Ministry of Social Affairs and 
Health’s pragmatic view according to which ‘the migrant 
workforce will enter social and health sectors in the same 
volumes as in other sectors’ (MSAH 2001, 112–113), and no 
special measures are needed to promote this recruitment. It 
is noted though that the vocational education of the immi-
grants is an issue to be taken care of (MSAH 2001, 124). This 
viewpoint is in contrast with the statement of the equivalent 
Swedish Report of the Commission on Anticipating the Need 
for Labour force in Social and Health Care made in 1999, stat-
ing that the young and the immigrants are clearly underrepre-
sented in the health sector in Sweden (MSAH 2001, 33). The 
Swedish report, which is introduced by the MSAH in detail as 
an example (MSAH 2001, 32–34), features the importance of 
immigrant labour throughout its agenda. Against this back-
ground it is even more interesting to note that the questions 
related to the immigrant labour force are rather thoroughly 
silenced in the Finnish proposals. 

The Ministry of Social Affairs and Health takes a rather am-
biguous stand in positioning migrant professionals in rela-
tion to Finnish health care. On the one hand, the ministry 
states that the national reserves are adequate in meeting the 
need for new recruits (MSAH 2001, 112–113). Policy address-
es various domestic marginal groups—the aged, the young and 
the people in ‘various ways not fully fi t for work’—as poten-
tial sources of labour and thus in need of special measures. 
Immigrants are not mentioned as a part of these national rese-
voirs, as one of the diverse domestic marginal groups. On the 
other hand, however, it is stated that ‘the growth in the need 
for services, the working conditions and the development of 
the personnel and pay policies in regard to the other sectors 
affect the matter if the Finnish social and health sectors are 
able to get labour from other sectors in our own country or 
if we follow the model of other Nordic countries and acquire 
workforce beyond our borders’ (MSAH 2001, 85). It is also 
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worth noting that the model of the other Nordic countries in 
‘acquiring labour’ has relied rather substantially on Finnish 
recruits and has partially been based on collaboration with 
the governments (e.g., Piippola 2003). 

Categories of the respectable nurses
In the policy accounts there can be seen different kinds of 
discourses that segregate between the ‘potential’ migrant pro-
fessionals on various bases. Although the Ministry of Labour 
considers migrant professionals as an essential labour force re-
source in the future, the distinction can be seen made on the 
basis of the form of migration. Labour migrants are labelled 
as ‘well-educated, skilful migrants with good labour market 
competences’ (MOL 2003a, 53), whereas many of those al-
ready living in the country, notably refugees, are pointed at 
as people who face major diffi culties in employment (MOL 
2003a, 42, 53). Furthermore, cultural differences and language 
problems are attached especially to refugees (MOL 2003a, 42). 
Hence, it is not only the skill and competence or the employ-
ment opportunities of the migrants that are being defi ned on 
the basis of the form of migration, but also the cultural com-
petence and adaptability of the migrants in working life—
or rather, in the whole Finnish society indeed. Refugee fl ows 
and family reunion are not acknowledged as possible types of 
skilled (nurse) migration. 

This discourse, where the recognition of skills and qualifi -
cations is primarily determined by the conditions applicable 
to different forms of entry (c.f., Iredale 2001, 2005), asserts 
the view that skilled migrants outside the category of labour-
based migration seldom invoke any interest related to a la-
bour market—in spite of the fact that these categories form 
the major part of international migration and an overwhelm-
ing majority in particular in Finland. By ranking the migrants’ 
skills and adaptability in working life as well as in the whole 
society on the basis of their reason for migration, the over-
whelming majority of the current immigrant population and 
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migrant professionals who work in Finnish health care are 
excluded from the segments of the potential and valued pro-
fessional labour force. Yet the skills are not dependent on the 
reason for immigration, though the skills of other than la-
bour-based immigrants are not ‘known’ beforehand in the 
same way. For immigrant professionals the segregation con-
ducted through this discourse will bear notable consequences 
through proposed labour policy activities as well as through 
the process of cultural meaning-making. 

Despite the subtle discrepancy within the Ministry of Social 
Affairs and Health’s account of the need for migrant labour in 
health care, we argue that the statements can be interpreted 
to draw on and reconstruct rather congruent discourses on mi-
grant professionals and the immigrant population as whole. In 
case the national reservoirs are not adequate, the question of 
a migrant workforce seems to appear to the the Ministry as a 
rather simple question of ‘acquiring’ them, ‘like the others have 
done’. Immigrant professionals are not taken into account as 
active actors. One may also see the same discourse on skills rec-
ognition and the reason for migration in work here as in the 
account of the Ministry of Labour: It is the ‘invited’—or in this 
case indeed the acquired—labour-based migrant professionals 
who may be needed. The segmentation occurs also by exclud-
ing immigrants from the potential categories of recruitment of 
the other ‘domestic marginal groups’. In this context it is not 
only the potential occupational competency of immigrants 
already living in the country that is being pointed to. In addi-
tion, segregating immigrants outside the categories of ‘domes-
tic’ can be interpreted as excluding them from a fully autho-
rised, (occupational) membership in the Finnish society.

We argue that these accounts draw on and rearticulate a dis-
course of ‘clientelisation’ that is common in Western societ-
ies. There immigrants are—many times unremarkedly—fi xed 
in the position of the objects of care, that of ‘recipients’ of 
the services rather than that of possible ‘givers’ or active pro-
fessional actors. Despite the fact that the growing meanings 
of multiculturality in health care settings are acknowledged, 
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immigrant professionals and their know-how may be left in-
visible.

However, this discourse is not applied alike in regard to 
different occupational groups; rather they are placed in a hi-
erarchy. While immigrant nurses are practically dealt with 
as a trivial question, immigrant physicians’ position in the 
Finnish health care labour market is highlighted by paying at-
tention to the facilitation and (re)organisation of their accred-
itation process (MSAH 2001, 71). This is done despite the fact 
that the labour shortage is expected to concern most severely 
the nurses. We interpret this change of discourse to refl ect the 
fundamental power structures that are intertwined in the in-
teroccupational relations, with the domination of the medi-
cal profession (see Hugman 1991, Julkunen 2004). It can also 
be linked to the issue of gender. Nurses represent clearly one 
of the most women-dominated occupations. While the medi-
cal profession is also women-dominated in many countries 
nowadays (Riska 2001), for physicians the prominent ‘idea of 
a medical doctor’ is still male (Löyttyniemi 2004). However, 
the gender relations are mediated by other socially construct-
ed categories such as class, age, ‘race’ and ethnicity (Carling 
2005). We suggest that the occupational group is one of these 
mediators: Being a woman means different things for an im-
migrant nurse than for an immigrant physician.

The Association of Finnish Local and Regional Authorities 
approaches the issue of the migrant labour force through a 
discourse in which immigrants’ occupational and cultural 
capital and assets are acknowledged and the focus is primar-
ily placed on other than labour-based skilled migrants: 

Among immigrants there are many of those who have acquired 
basic education and have graduated in various occupations. But 
so far immigrants’ know-how has not been put to use suffi ciently. 
The municipalities need teachers, nurses, home aids, social work-
ers—thus well-educated personnel, who have personal experience 
or a background in different cultures. Auxiliary tasks traditional-
ly assigned to immigrants can serve as a route to Finnish labour 
markets and learning the language, but moving and schooling for 
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more demanding tasks is important for the municipal labour force 
supply. (Kuntaliitto 2002, 15) 

Also from the perspective of the Union of Health and Social 
Care Professionals, strengthening the position of those immi-
grant nurses who are already living in the country is the most 
vital. Evidently it is also in the interest of the trade union 
to protect its members’ labour markets from a fl ow of inter-
national, possibly cheaper labour force. This union and the 
Association of Finnish Local and Regional Authorities share a 
similar kind of discourse by stressing the importance of qual-
ifying vocational education, acknowledgement of the skill 
and competence obtained abroad and the overall develop-
ment of foreign professional degree accreditation schemes. 
Immigrant nurses are constructed as ‘experienced profession-
als’, who offer language skills, cultural knowledge, work expe-
rience and further undefi ned ‘positive skills’ for the benefi t of 
national health care (Kuntaliitto 2002, 15, Tehy 2005b). It is 
further reminded that ‘Without specifi c measures immigrants’ 
recruitment into vocational education and the labour market 
will not bring desirable results.’ (Tehy 2005b).

Conclusion 
The migration of health care professionals is attaining more 
signifi cance than ever before, as many Western societies have 
turned to migration and migrants as solutions to demograph-
ic challenges and the shortage of labour in health care. In 
regulated sectors such as health care, various stakeholders 
in national and professional politics play signifi cant roles in 
defi ning and reshaping the juridical, occupational and cul-
tural borders and regulations for migrant health profession-
als’ membership in the labour market of the receiving coun-
tries. A detailed analysis of (political) language may reveal 
discourses with their in-built categorisations that are many 
times unconscious but important to be made visible, as they 
can lead to discriminatory policies and misleading accounts of 
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migration. Indeed, expectations related to different kinds of 
migrant groups may result in downplaying the roles of those 
who do not fi t the stereotypical patterns (Carling 2005). The 
frameworks for the policies on the occupational groups in 
care work have signifi cant but still under-acknowledged and 
examined implications for the migrant professionals and their 
position in the labour market (Hugman 1991).

This analysis of the political negotiations on immigrant 
nurses’ occupational membership in the Finnish health care 
labour market illustrates how different discourses construct 
and defi ne the position of varied kinds of migrant profession-
als through various categorisations and segmentations. There 
are divergent views among stakeholders, and so the position 
of immigrant nurses in the Finnish health care labour market 
is defi ned in confl icting ways. These perspectives draw differ-
ent kinds of cultural and structural borders and conditions 
for immigrant nurses’ occupational membership in the na-
tional health care labour market. It is important to refl ect on 
the political debates and negotiations in terms of the broader 
historical, structural and socio-cultural contexts, which have 
obvious effects on the discussions. Yet we argue, fi rstly, that 
the terms and conditions for immigrant nurses’ occupational 
membership are dependent on the international and national 
labour market situation. Secondly, we argue that these con-
ditions are mediated through national immigration regimes 
and occupational rules and regulations. Finally, we argue that 
the conditions are shaped by discourses and categorisations 
related to hierarchical notions of (skilled) migrants, occupa-
tion and gender. 

The exclusion of other than labour-based skilled migrants 
makes current frameworks inadequate in analysing migrant 
nurses from the perspective of an occupational group. This ap-
plies especially in a context where the nurses have immigrated 
to the country mainly through other routes than labour migra-
tion, like in the case of immigrant nurses in Finland. Skilled 
migrants tend to be framed only from the perspective of la-
bour-driven migration both in policy making and in the fi eld 
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of research, leaving those immigrants, who move primarily for 
humanitarian or social reasons, deskilled. Thus a signifi cant 
number of immigrant nurses are given a powerful shove to-
wards deskilling their occupational competence. Different mi-
grant categories are needed in administration and research (see 
Portes 1997), but we argue that the meanings and consequenc-
es of these categorisations must be refl ected on and analyzed, 
both within policy agendas and research. There is a need to 
question the relegation of other than labour-based skilled mi-
grants to the subordinate circuits of labour-based migrants. 
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Report 25 (2005–2006) to the Norwegian Storting depicts a 
dramatic increase in the need for nursing and caretaking staff 
in forthcoming decades. Despite the uncertainties relating to 
life expectancy, health, the need for care and nursing among 
the elderly and the extent to which this will be met by public 
services, this prognosis is in no way controversial. In an inter-
national comparison, Norway and the other Nordic countries 
represent solutions based on the state assuming the major re-
sponsibility for meeting families’ obligations for nursing the 
sick and the elderly. The growth in the number of old people 
will, with a great deal of certainty, lead to a dramatic increase 
in the demand for employees in the care and nursing sector. 
The questions of the division of work, who to recruit, and 
what educational background these personnel should have, 
however, are also strategic considerations in planning the fur-
ther developement of this sector. There are several possible di-
rections in which to go. 

Based on what we might call the national qualifi cation 
structure, the most common is to divide the employees in 
the public nursing sector into three main cathegories, based 
on level of education: personnel lacking formal qualifi cations 
(home helpers and nursing assistants), skilled (upper second-
ary level) and professionals (higher education). What we here 
will call skilled staff (auxilliary nurses and careworkers) have 
up until now constituted the by far the largest group, fol-
lowed by the home helpers and nursing assistants, while the 
higher educated/college trained group has been the smallest. 
In Report 25 to the Storting there are, however, clear signals 
of a desire for a dramatic change in this picture, by increasing 
the proportion of personnel with higher education. In this 
report, the prognosis is that over time this group will con-
stitute the largest group of employees. The report offers two 
arguments for this change of direction. The fi rst argument is 
that the number of students applying for courses in social and 
health care at the higher level is so signifi cant, that recruit-
ment of employees with higher education is mostly a ques-
tion of public regulation of the educational capacity—while 
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the recruitment of employees with upper secondary educa-
tion is limited by low demand.The second argument is that an 
increased number of personnel with higher education in itself 
will contribute to a quality improvement within the nursing 
and caring services.

Such a policy can be said to represent the position that it 
is possible to assure the quality of the care and nursing sec-
tor by recruiting personnel from higher education. From this 
perspective, recruitment of unskilled staff is seen as a threat 
to the overall quality of service. This way of thinking is based 
both on the faith in certain types of competences, and a cer-
tain type of educational planning. By increasing the educa-
tional capacity it is possible to increase both the quality and 
the recruitment of personnel at the same time.

As a counter argument, it is possible to adopt another po-
sition, that the educational policy does not exert a direct in-
fl uence on the care and nursing sector, but rather through 
other mediating conditions such as the labour market and 
employees’ interest organisations (Sakslind 1985). As will be 
shown in this section, in the care and nursing sector, efforts 
to modernise recruitment patterns through educational re-
forms have failed so far. Instead patterns based on recruiting 
unskilled careworkers and offering them training and edu-
cation have shown to be crucial. In this way it is possible to 
achieve both quantitative and qualitative aims. From this po-
sition it is possible to argue that a strategy for recruiting per-
sonnel from the higher education sector is also likely to fail. 
It would probably offer less stability. At the same time a larg-
er share of higher educated personnel will tend to strengthen 
the hierarchy, which in turn will threaten the learning envi-
ronment and the existing recruitment model, which is based 
on vertical mobility. This could undermine the potential and 
resources of individualised care orientations based on what is 
known as a rationality of caring (Wærness 1984), as practised 
within home-based care services. 
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The Norwegian contributions
The two Norwegian contributions both address the process 
of modernisation of care work and care work education. They 
also both take as their starting point the situation before care 
and nursing mainly became a public responsibility. During 
this early period, voluntary organisations took care of those 
sick and elderly people who were neither able to pay nor had 
families to care for them. In the two contributions, this vol-
untary care and nursing work is described as developing into 
a Norwegian female culture with important implications. One 
such implication was that this female dominated voluntary 
work was an important factor behind the development of 
state-supported care work. Another implication was that the 
evolving public care and nursing services recruited their main 
work forces from this female culture of care. The recruitment 
patterns soon revealed that adult women were dominating 
also the paid care work. Due to the connection between for-
mal and informal care, what may be called the fi rst stage of 
organised modernity, represented a rather smooth transition 
from privately to publicly organised care and nursing work. 
Thus, many characteristic features of informal care went into 
paid care work, preserving the existing position of subordina-
tion of the care worker. The role of the housewife was replaced 
by the role of the publicly funded home carer. Nevertheless, 
the change gave these women greater independence and pro-
vided new opportunities to develop their own interests and 
their practical skills. However, a dichotomy was established 
early on between these care workers with a background as 
housewives and those qualifi ed through formal educational 
qualifi cations, as represented by nurses. In home care it was 
regarded as appropriate and suffi cient for care workers to have 
a background as a housewife. But care and nursing work con-
nected to hospitals and nursing homes was more infl uenced 
by the professions and the weight they placed on formal edu-
cation. Education for auxiliary nurses provided a midway po-
sition. This was established in 1963 and came to represent an 



© The authors and Studentlitteratur 225

Introduction to part III

attractive opportunity to many women, in particular to nurs-
ing assistants working in the care and nursing sector. Through 
this education they obtained status as authorised auxiliary 
nurses and this opened up the possibility of a position in hos-
pitals, nursing homes and home nursing.

Within care work as well as in care work education, there 
has been a continuous and huge expansion in the number of 
employees and students, which probably puts Norway in a 
rather privileged position compared with other Nordic coun-
tries. A perspective of modernisation, implying a look at all 
parts and parties in these changes, however, reveals several 
problematic issues concerning the way the work is organised 
and how the education in this fi eld has been constructed. 

Perhaps the rather late modernisation of this fi eld is one of 
the reasons for importing solutions from other fi elds rather 
than developing a more sector specifi c modernisation. Instead 
of building upon the resources of experienced home helpers 
and the rationality of care (a rationality combining work and 
empathy), which many studies have pointed at, home care is 
being organised according to private market thinking, includ-
ing the purchaser and provider model. And instead of taking 
the traditional recruitment patterns as a basis, education for 
care and nursing has been integrated into the adolescent edu-
cational system and directed towards 16–19 year olds.

In Chapter 9, Karen Christensen points at the unused poten-
tial and resources of individualised care orientations based on 
the rationality of care and practised within the home based 
care services. By conceptualising these resources as ‘social cap-
ital’ with the potential to strengthen community and democ-
racy, she is able to trace the roots of the care work crises in 
political solutions that so far mainly have been inspired by 
ideas from outside this fi eld. In parallel to Christensen, Håkon 
Høst in Chapter 8 comes to the same conclusion, but from the 
angle of care education. After having fi rst been modernised 
in a rather rigid way where the women were given little indi-
vidual fl exibility, the education is now reorganised according 
to a more liberal modernity where collective arrangements 
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and the set courses in the education are being removed. His 
conclusion is that the educational policy has resulted in a 
continuous educational crisis in this fi eld. He further argues, 
in the same vein as Christensen, that important forces with-
in the care fi eld are ignored in favour of ideas from other 
fi elds through which effi ciency is sought through bureaucrat-
ic means.

To provide the fi eld with adequately skilled labour in suf-
fi cient numbers is, by no doubt, an important issue. So far, 
however, neither the crisis of care work nor the crisis of auxil-
iary nurse education have been recognised by the politicians 
as crucial problems. The analyses presented by the two chap-
ters in this section show, however, that these crises cannot 
be addressed merely by allocating more fi nancial or staff re-
sources, and thereby ignoring perspectives from the fi eld of 
care and nursing itself.
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The Norwegian system for auxiliary nurse education was es-
tablished in 1963 as a child of what is often called organised 
modernity. It soon became a popular area, attracting women 
of all ages, and auxiliary nursing became one of the largest 
occupational groups within the Norwegian welfare state. 
Through extensive reforms, the education of auxiliary nurses 
has been gradually integrated into a national upper second-
ary educational system and directed towards adolescents. The 
aim has been to develop a more effi cient and modern educa-
tional system, and at the same time to expand auxiliary nurse 
recruitment by basing it on the recruitment of adolescents 
rather than adults. However, younger people do not seem to 
regard auxiliary nursing as an attractive educational choice, 
and it is perceived as being low status education. Today, when 
demand for auxiliary nurses in the care and nursing services 
is stronger than ever, only marginal numbers of adolescents 
are recruited through upper secondary school. Instead recruit-
ment continues to be based mainly on the traditional recruit-
ment basis, that is, adult women working as unskilled nurse 
assistants. 

Based on broad empirical work1, this chapter will dis-
cuss this development and the efforts to modernise auxilia-
ry nurse education. It will also make a limited cross-national 
comparison with the parallel education of SOSU-assistants in 
Denmark2. 

Theoretical framework
I have chosen to use Peter Wagner’s (1994) historically in-
formed analysis of modernity and modernisation as a broad 
framework for analysing the development in auxiliary nurse 
education. Wagner defi nes the core of modernity as human 
beings striving to control their lives and surroundings, and as 
a project of liberalisation from traditional ties. According to 
Wagner, modernity contains a dichotomy which can also be 
seen as ambivalence between a development towards great-
er individual autonomy on one hand, and more effective 
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societal control on the other. All modern activity involves 
striving both for autonomy and mastery, and all modern in-
stitutions are characterised by the tension between liberty and 
discipline. 

In the vocational education system, the range of reforms 
could be seen as the authorities aiming at mastery and effi -
ciency through rationalisation. At the same time, the educa-
tional reforms might also be regarded as a modernisation at 
the individual level if they contribute to increased autono-
my. Even though both values characterise modern society and 
modern institutions as educational arrangements, the inter-
pretations and the weight applied to liberty and mastery will 
vary through time and space between the institutions and ac-
tors. This provides the starting point for my efforts to anal-
yse and understand the establishment and the development 
of auxiliary nurse education and the occupation. To what ex-
tent do the educational reforms contribute to modernisation 
in the sense of more effi cient systems on the one hand, and 
more options for individual life projects on the other?

There are four distinctive reforms that may be regarded as 
efforts to modernise auxiliary nursing. Reform 63 introduced 
auxiliary nurse education; Reform 74 established a common 
upper secondary education; Reform 94 expanded upper sec-
ondary education to include adolescent vocational education; 
and Reform 2000 introduced systems for evaluating informal 
education and individual paths to upper secondary education. 
Each of these reforms can be related to the different historical 
stages in the development of modernity (as Wagner describes 
it), characterised by a shifting relationship between mastery 
and autonomy. These stages in history were: 

1 A period of restricted liberal modernity during the 19th 
century when freedom of the individual predominated, 
but was limited to societal elites.

2 A period of organised modernity characterised by 
development of mass institutions and a strong public 
government from late 19th century until the mid 1960s.
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3 A contemporary period of extended liberal modernity in 
which individual autonomy is given priority, social 
collectives are weakened and the space for political 
action is strongly limited. 

Care and nursing during restricted, liberal 
modernity 
Having no ambition to recount the history of care work, as a 
background I will roughly sketch out what the situation was 
before the introduction of auxiliary nurse education. The in-
creased range of options provided by medical treatment con-
tributed to the development of hospitals during the second 
half of the 19th century. Also established during this period 
were homes for the elderly, asylums for psychiatric patients 
and institutions for persons suffering from mental retarda-
tion. To a large extent these institutions employed unskilled 
persons. Except for the heavy work in psychiatric hospitals 
and asylums for mentally retarded people that was seen main-
ly as men’s work, the care and nursing work was dominated 
by women. However, despite the growth of these institutions, 
most of the care work continued to be carried out in the pri-
vate sphere and within families, predominantly by women. 

The fi rst nurse education programmes were established 
at the end of the 19th century, directed towards unmarried 
daughters from the bourgeois class (Martinsen 1989, Melby 
1990). The nurses’ primary mission was to establish hegemo-
ny in care and nursing work in the hospitals by replacing 
unskilled labour from the ‘lower classes’. In addition to this, 
nurses worked privately for people that could afford to pay. 

Even if the number of authorised nurses (1.) expanded rap-
idly during the fi rst half of the 20th century, this expansion 
fell short of covering the demand for care and nursing. The 
majority of employed as nurses did not have an authorised 
nursing qualifi cation. The situation was also characterised by 
a mixture of private and public arrangements, as well as paid 
and unpaid care and nursing work directed at both patients 
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that could afford to pay and those who had be supported by 
poor relief funds.

Taken together the situation was characterised by many of 
the features of the restricted, liberal modernity, as described 
by Wagner. Modernisation during this period was something 
which to a large extent was still to be found at the discursive 
level. Modern institutions covered only a small part of the 
population, and there was a strong bias towards the idea of 
individual freedom on behalf of the public government. The 
tradition of enlightenment had presupposed self-regulating 
individuals who did not need to be governed through state 
authority. However, an increasing number of people acknowl-
edged that this would not lead to any modernisation for the 
majority of the population. Such modernity would need to be 
achieved through social activity. A mobilisation from below 
took place, both through political demands for better health 
care, and through a process where women took part in volun-
tary organisations taking care of those sick and elderly who 
could neither pay nor had families to care them. Organising 
voluntary care and nursing work was to become a central part 
of the Norwegian female culture. At its peak, more than three 
out of every four women in Norway were members of a vol-
untary organisation in which care work was the central activ-
ity (Bjarnar 1995).

Through the world wars, economic crises and mass unem-
ployment, the idea that the freedom of the individual could 
not be assured through the efforts of the individual, but re-
quired collective action, had grown strong. This had creat-
ed the basis for political changes that made possible the or-
ganised modernity and the welfare societies that characterised 
Western Europe in the post-war period. 

Auxiliary nurse education: a child of organised 
modernity 
The building of a country-wide health care system that could 
serve the whole population was one of the modernisation 
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projects in the post -war welfare state construction in Norway. 
It became clear that access to publicly authorised nurses could 
not cover the demand for care and nursing services. From a 
governmental point of view, education of many lower-level 
care and nursing personnel was necessary to assure servic-
es of an adequate quality. When the head of the Directorate 
of Health, Karl Evang, proposed the establishing of auxiliary 
nurse education, this could also be seen as an expression of 
another important modernisation project at the time: the ex-
pansion of the educational system to include the whole pop-
ulation, and the development of vocational education to in-
clude all parts of society. 

Auxiliary nurse education can be characterised as a child 
of organised modernity. It was directed not only towards the 
many unskilled nursing assistants, but also towards adult 
women and young girls who wanted to enter the work force. 
At that time auxiliary nurses required a rather short period of 
training to qualify to execute nursing tasks under the supervi-
sion of authorised nurses. These tasks were previously under-
taken by unskilled workers. The subordinate role of auxiliary 
nurses to fully qualifi ed nurses was clearly stated from the be-
ginning. The range of tasks auxiliary nurses were to be trained 
for was also stated exactly. This had been sanctioned by the 
nurses who were also among whom the teachers in the auxil-
iary nurse education programmes were recruited. 

The launching of the education had all signs of moderni-
sation from above (Wagner 1994), meant to secure a work 
force with the particular set of skills required in health care. 
On the other hand, this project also met the strong demand 
from many women. As such, it also became a project from 
below, consisting of women who wanted paid work but also 
formal education and an occupation. Auxiliary nurse educa-
tion soon became very popular, and the number of applicants 
was huge. Criteria such as age and work experience from care 
and nursing, combined with characteristics of the applicants, 
contributed to a pattern where the typical auxiliary nurse was 
to be an adult woman with long practical experience from 
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paid and unpaid care and nursing work. Nurse education was 
still exclusive, something which made the auxiliary nurse 
education programmes popular particularly among women 
from the lower middle and working classes. Statistics from the 
Directorate for Health affairs show that more than 15 per cent 
of the age cohorts born in the mid 1950s have been educated 
as auxiliary nurses.

Auxiliary nurse education was seen as a contribution to 
modernisation, both by facilitating a higher quality of health 
care, and by expanding the options for greater autonomy for 
a lot of women. It became a catalyst for modernisation of vo-
cational education because it made a decisive contribution to 
the construction of a new employee category, located between 
the nurses and the unskilled. That this new occupational cat-
egory organised its own organisation, and through this es-
tablished a boundary between it and the union of (unskilled) 
municipal workers, illustrates that auxiliary nurse education 
laid the basis for something qualitatively new.

REFORM 74: MODERNISATION OF EDUCATION AS A SYSTEM

The way the auxiliary nurse education was established, as 
a separate arrangement connected to and formed by a cer-
tain fi eld of work, was typical for this period. In the same 
way as other vocational education programmes at the time, 
it was organised and administered by the sector authorities, 
not a common educational authority. From the second half 
of the 1960s, however, the modernisation of education as a 
system was to become the dominating project. By establish-
ing a statutory education period of nine years, a new level in 
the development of the so-called unity school (enhetsskolen) 
was reached. Now a restructuring of the ‘mess of educational 
arrangements’ in the vocational fi eld at the upper secondary 
level seemed to be required by modernisation logic (Telhaug 
1979). The 1974 reform represented a fi rst step in the project 
to integrate and rationalise all the forms of education, both 
vocational and general, in order to construct the new upper 
secondary education system under the Ministry of Education. 
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For several reasons the reform became critical in the develop-
ment of auxiliary nurse education. Auxiliary nurse education 
was to fi nd its place in relation to other vocational education 
and to general education, and the rationalisation and restruc-
turing of these. In addition to this it was to be related verti-
cally to nurse education, and horizontally to what was seen 
as types of education close to it, in particular home econom-
ics education. 

Equal access to education independent of social and geo-
graphical background, and to an increasing extent indepen-
dent also of gender were the core arguments for replacing the 
old divided systems of general and vocational education with 
a new, integrated and common upper secondary school sys-
tem. While politicians from the labour movement previous-
ly had stated that social equality in the educational question 
should be achieved through equalising vocational and gen-
eral education, this position had been left during the 1960s. 
Integration between the two was now seen as the key. From 
1976, a new common upper secondary school system was es-
tablished, to a large degree on the basis of the general educa-
tion model. 

The Labour government had proposed, however, a vertical-
ly integrated education system for providing training for the 
health sector, but this proposal did not obtain a majority in 
the parliament. Together with other professional groups, the 
nurses’ union succeeded in winning support for the principle 
that general education was to be the main admission criteri-
on for this education. Thus this became the new line of de-
marcation between lower and higher nurse education. Even 
though further education was not a major objective of most 
of the women aiming for auxiliary nurse education, the way 
the upper secondary and tertiary level in the educational sys-
tem were constructed limited their future options. 

For auxiliary nurse education, integration into the com-
mon upper secondary school system did not initially mean 
any change in curriculum or teachers. Even the admissions 
criteria, based on age and work experience, were retained. 
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According to data from Statistics Norway on upper secondary 
education for the period 1980–1989, auxiliary nurse educa-
tion during these years was one of the fi elds of education with 
the most applicants and also with the most stringent selection 
criteria. As before, most of the students were adults with long 
work experience in care and nursing. Parallel to the new sys-
tem, adult courses outside the upper secondary schools were 
retained. The pattern of recruiting adult women hence was 
strengthened rather than weakened. 

In spite of the processes of rationalisation and coordination 
to create a common upper secondary school system, at this 
stage the integrational and unifying measures were not exten-
sive. The traditional fi elds of education to a large degree kept 
their original substance. In addition to this, the 1976-proposal 
reduced the range of general subjects in all upper secondary 
education compared with the original plans (Lindbekk1992). 
All though this period is often characterised as the age of stan-
dardisation (Slagstad 1998), pluralism can still be said to be 
the predominant feature of the Norwegian system of upper 
secondary education.

At this stage one might conclude that the system building 
in education also contributed to a strengthening of traditional 
auxiliary nurse education and its characteristics. Seen from a 
perspective of modernisation, it represents a balance between 
the authorities’ need for control through rationalisation and 
the maintenance of autonomy for auxiliary nurse education. 
At the individual level, auxiliary nurse education was still seen 
as contributing to the empowerment of women. 

The second stage of organised modernity
The process of rationalising the various fi elds of vocational ed-
ucation was given much more strength in the second stage of 
organised modernity. Upper secondary education experienced 
a strong increase in the number of applicants and students. 
While 60 per cent of an age cohort entered upper secondary 
education in 1976, this had increased to 84 per cent in 1984. 
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On top of this there was a fl ow of older applicants, both due 
to the diffi culties they experienced in the labour market and 
because they saw the new upper secondary school as being 
attractive. One could also observe a new pattern where a sig-
nifi cant number of the students who had fi nished general ed-
ucation returned to upper secondary for vocational educa-
tion. This resulted in stronger competition for school places 
in vocational education, and for places in auxiliary nurse ed-
ucation in particular. The diagnosis of the Blegen Committee 
(NOU 1991:4) was that these mobility patterns were not ra-
tional, and that the structure needed to be changed. The so-
lution the authorities chose was to try to construct standard 
educational profi les in vocational education in the same way 
as in general education. Thus, vocational education was to be 
undertaken by the 16–19 age groups. In order to make a slim-
mer and more effi cient system, applicants who had fi nished 
general education or other forms of upper secondary educa-
tion were to be rejected when applying for a place in a voca-
tional programme such as auxiliary nursing.

During the 1980s, auxiliary nurse education experienced a 
dramatic change in the educational discourse. From being a 
well reputed fi eld of education serving modernisation, it was 
now characterised as one of the most problematic and least 
modern fi elds (Lyftingsmo-utvalget 1988). The recruitment 
pattern dominated by adult women working part time was 
seen as a threat to gender equality. Auxiliary nurse education 
should instead be based on the recruitment of younger peo-
ple, both male and female, aiming at full time work and life-
long careers in the vocations. It was thought that by moving 
this training into the apprenticeship system it would probably 
improve its status. 

Through Reform 94 these discourses materialised through 
the construction of a new and more integrated upper second-
ary education system, seen by many as the fi nal integration 
of general and vocational education (Olsen 1996). All persons 
in the 16–19 age groups were given a statutory right to upper 
secondary education. However, someone had to pay the price 
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for the generosity towards younger people, and this had to 
be the adults. In 1994 there were as many as 9000 adult ap-
plicants for the social and health fi eld of studies of whom 
more than 6000 were rejected. From a perspective of mas-
tery, however, the reform was seen as a success. Younger peo-
ple were guaranteed a school place, something that contrib-
uted to the reduction of unemployment among this group. 
Effi ciency, measured by the extent to which the students com-
plete their upper secondary education, was increasing (Støren, 
et al. 1998). In the fi rst year of the reform, programmes in 
both auxiliary nursing and for new care worker education ex-
perienced a huge increase in the number of younger appli-
cants. However, as many as 40 per cent of them used a new 
supplementary option introduced by the reform and re-en-
tered general education (Grøgaard et al. 2002), thereby gain-
ing the opportunity to enter higher education. Only after one 
year, the demand for both auxiliary nursing and care worker 
education was severely reduced. The previously popular edu-
cation in auxiliary nursing was now constructed as low status 
upper secondary education, a place for those unable to com-
pete for places in more popular courses or those unsure about 
what they want. New care worker education suffered the same 
fate. Younger people did not see these programmes as a lib-
erating educational choice leading to strengthened personal 
autonomy. These fi elds of education did not fi t into their life 
plans. The reform made visible a structural inferiority that had 
not manifested itself previously because of other attractive 
features of auxiliary nurse education. On top of this, young 
girls did not want to work in care of the elderly, which had 
by now become the predominant fi eld of work for auxiliary 
nurses and care workers. 

Auxiliary nurse education has never been very popular 
among younger people. Directing the education towards this 
group only, changes the clientele completely according to 
grades required. Comparing the number of applicants and 
the number admitted for the auxiliary nurse education pro-
gramme among 17 and 18 years-olds in 1988 and 2000 is 
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indeed illuminating. In both 1988 and 2000, the number of 
applicants in this group was around 920. In 1988, only about 
100 of these were admitted. The rest were rejected because of 
competition with the adults who fi lled up most of the avail-
able school places. In 2000, all of the 920 adolescent appli-
cants for the auxiliary nurse education programme were ad-
mitted, because there were no adults to compete with (Høst 
2006).

The disciplinary aspects of Reform 94 were strong. The age 
fl exibility in the educational system was removed. However, 
the reform turned out to be catastrophic for the recruitment 
and as an attempt to modernise the fi eld it must be regarded 
as a failure. 

According to Wagner’s’ division of modernity into stages, 
Reform 94 took place almost 30 years after organised moder-
nity experienced its crises, in which confi dence in public plan-
ning, mastery and bureaucracy suffered a set back, in the same 
way as the confi dence in economic progress and stability, and 
the potentials of knowledge. However, Norwegian education-
al policy during this period does not fi t very well within this 
description. It still carried strong features of organised moder-
nity during this period. Standardisation is meant to increase 
effi ciency both to the society and the individual. However, the 
strong efforts to construct profi les where people are presumed 
to undertake education at both the upper secondary and the 
tertiary levels during a short period of their life, contradicts 
the way people live their lives. The patterns of recruitment to 
auxiliary nurse education are a clear example of this.

Adult reform between organised and liberal 
modernity
In many respects, Reform 2000 could be regarded as an answer 
to the criticism against the way Reform 94 rejected adults. The 
core element of the reform at the upper secondary level was a 
redistribution of educational resources in the way that adults 
without an upper secondary education were given the right 
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to education, at the same time as rejecting those applying for 
a second programme at this level. The reform also introduced 
assessment of informal competence, which was to be treated 
equally with formal competence. In addition to this, shorter 
and fl exible courses were to replace all standardised educa-
tional programmes for adults. 

The reform was directed at all sectors of work life. It was, 
however, more or less transformed into a female reform, and 
to a large degree to an auxiliary nurse education reform. Quite 
unintended, the reform seems to have contributed to a reopen-
ing of a reservoir of women who wanted auxiliary nurse educa-
tion. Thousands of adult women, many of them from outside 
the target group, applied for entry under the new programme. 
The reform seems to have found a persistent pattern of recruit-
ment that has served as a recruitment basis for the auxiliary 
nurse education programme since the beginning in 1963. In 
spite of the many regulations put in place to restrict the use of 
the programme to those without an upper secondary educa-
tion from before, my survey shows this part of the reform has 
not been very effi cient. Amongst those completing auxiliary 
nurse education in 2002, 50 per cent had already been enrolled 
in another programme at this educational level, either voca-
tional or general (Høst 2004). While the intention behind the 
reform was to satisfy the demand for upper secondary educa-
tion among adults who had ‘missed the boat’, the applications 
show that the demand among adults for auxiliary nurse edu-
cation does not necessarily disappear when the educational 
level rises. Instead this demand seems to be a lasting phenom-
enon. Even if this contradicts the dominating thinking in ed-
ucational planning, it is good for the care and nursing sector, 
where the adults are a highly valued resource. This might also 
explain why adults in many places are admitted to the new 
programmes, even though they do not satisfy the entrance 
criteria because they already have an upper secondary educa-
tion. A tentative conclusion is that Reform 2000 paradoxically 
contributed to a revitalisation of the recruitment patterns the 
educational authorities wanted to get rid of. 



240 © The authors and Studentlitteratur

8  Reforming Auxiliary nurse Education in Norway …

However, not everything is the way it used to be. Some stu-
dents are given the right to free public education, while others 
have to pay for it, and still others have their education paid 
for by their employers. Standardised education has been re-
placed by short, individually fl exible courses, based on com-
petency tests. The recognition of informal competence also 
includes new options for entrance to higher education. This 
means that for the fi rst time, individual mobility from aux-
iliary nurse to nurse education is possible without complet-
ing general education at the upper secondary level. This op-
tion is exploited by a signifi cant number of auxiliary nurses. 
Taken as a group, however, auxiliary nursing seems to have 
been weakened by the reform. Auxiliary nurses are left with 
an adolescent education in which very few are interested. The 
education for adults is fragmented and individualised. In this 
situation, the auxiliary nurses’ union chose to disband and 
merge with the municipal workers’ union. 

The development can be characterised by using Wagner’s 
description of the new, extended, liberal modernity as a peri-
od characterised by more weight on individual freedom, but 
where social collectives are being eroded.

Even if the educational authorities still have not succeeded 
in making auxiliary nurse education into young people’s edu-
cation 13 years after the Reform 94, the focus on the young 
continues to be predominant in the discourse and policy of 
modernisation in the fi eld. This is illustrated when a new 
forms of auxiliary nurse education is being discussed; inclu-
sion of the adults is not even a theme. This may be contrast-
ed with the situation in which the average age of those being 
educated as auxiliary nurses is 33 years, and adults represent 
80 per cent of the recruitment (Høst 2004). 

A cross-national comparison
On what terms is it possible to compare the auxiliary nurse 
education in Norway with similar categories in other coun-
tries? It is common to differentiate between a strong, variable 
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oriented and systematic comparison (such as Mill’s Method 
of Agreement and Method of Difference), with a more heuris-
tic comparison where the aim is to contrast the studied case 
with another in order to understand the studied case better 
(Ågotnes 1989). 

The problems and pitfalls connected to a strong, variable 
oriented approach are many if you try to compare educa-
tion in different countries. It presupposes that it is possible to 
break up the whole and isolate those structural variables one 
fi nds similar or different in the countries compared. However, 
the educational system in a country and single programmes 
as well, are embedded in particular national patterns in rela-
tion to the labour marked and other social structures in a way 
that makes it diffi cult to select and isolate single elements in 
order to make systematic comparisons. It is necessary to make 
so many simplifi cations that the result can easily become su-
perfi cial and uninteresting. 

A comparison as a contrasting view would seem to be pref-
erable in this context. This comparison will not aim to ex-
plain completely differences and similarities, but will aim to 
shed light on the development of Norwegian auxiliary nurse 
education. 

As a basis for comparison I have chosen Danish social- and 
health assistant education. This is a fi eld of education and 
employment category that is similar to the auxiliary nurses 
in the level of education, the area of work and the position in 
the division of work. 

Denmark: modernisation and autonomy 
Even if there are differences between the Norwegian and the 
Danish welfare states, the many similarities make it common 
in social science analyses to speak of a Nordic welfare state 
model. One feature that both countries share is the service-
intensive state (Kjølsrød 2003). As in Norway, in Denmark 
an extensive public care and nursing sector has been devel-
oped in the post war period. The establishment of the fi rst 
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programme in auxiliary nursing in Denmark in 1960, called 
sygehjælperuddanelsen, had many similarities with what hap-
pened in Norway three years later. It was the health author-
ities that initiated the new programme. Admission criteria 
were based on age (above 18), ability, and work experience 
(preferred). A pattern where adult students dominated was 
soon established.

In contrast with the situation in Norway and the other 
Nordic countries, the so-called unity school (enhetsskole) prin-
ciple had problems gaining strong support in Denmark, and 
the Danish upper secondary level is divided into separate sys-
tems of vocational education and general education. To ex-
plain this situation, some have pointed to the strong posi-
tion of the senior secondary teachers on the one hand and 
the strong traditions of the apprenticeship system on the 
other (Lindbekk 1992). A lot of effort has been put into try-
ing to modernise the system and also into bringing the two 
parts of the system closer together. A common school-based 
basic education has been introduced for the vocational sys-
tem. Since the late 1970s, there have been several initiatives 
to integrate auxiliary nurse and other social and health pro-
grammes into the common system of vocational education. 
These efforts have been rejected by the employer side in par-
ticular. A core argument has been that these forms of educa-
tion have a strong background in recruiting mature women, 
and it would be diffi cult to preserve this recruitment if these 
programmes were to be integrated in the common system. 
In 1991, an autonomous educational system for social and 
health education, called the SOSU-programmes, was estab-
lished through a compromise between the educational au-
thorities, the municipal employer organisations, and the em-
ployee organisations. This is a vertically integrated system, 
and the SOSU-assistant can be compared to auxiliary nurse 
education in Norway. The education is closely linked to the 
workplace as the municipalities play a central role in the re-
cruitment of the students.
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The 1991 Reform, which established a broad education 
programme based on fi ve old ones, also seems to have suc-
ceeded in its ambition to increase the competence level in 
the old programmes. The SOSU-assistants now have a com-
petence level that is higher than the old occupations, for in-
stance the nurse assistant (sygehjælper). Further vertical mo-
bility is possible through the SOSU-assistants’ right to enter 
nurse education and fi nish it in a shorter time than students 
without this background. 

The educational authorities have been negotiating with the 
nurses’ organisation to get this accepted through changes in 
both the educational system and also in the workplace. As 
a result of their support of the new programme, the nurses 
gained increased educational capacity and nurse education 
was made more academic. 

A so-called entrance year constructed to recruit young peo-
ple that had fi nished lower secondary education has not been 
a success. The other parts of the SOSU-system, however, have 
been experiencing an increase in the number of applicants 
over the past few years.

In 2001 a survey of the students in the SOSU-education 
(Danmarks Evalueringsinstitutt) was carried out. The profi le 
they drew of the recruited students can be summed up in a 
few points:

• 93 percent were women 
• Students’ average age has been rising and are at the 

moment the average is around 35 years 
• Most of the students have considerable work experience 
• Two out of three have care and nursing work experience 

from before they entered the programme, but less than 
half of these have come directly to the education from 
such a job

• Almost half of the students have been enrolled 
previously in another vocational education programme 

• Many of the students are married with children
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Conclusion
To what extent can the efforts to modernise auxiliary nurse edu-
cation be said to have been a success? There are different ways 
in which the question could be analysed and answered, but here 
I will try to stick to a discussion based on a perspective of mod-
ernisation, and in particular aspects of control and autonomy.

The auxiliary nurse education has been modernised in the 
sense that it has been integrated into the overall educational 
system at the upper secondary level. During the 1970s and 
1980s this process of integration was perceived by most ac-
tors as necessary and as a way to strengthen the education. 
Through Reform 94, people aged 16–19 years were given a 
statutory right to undertake an upper secondary education, 
including auxiliary nurse education. At the same time adults 
were no longer to be admitted into the ordinary auxiliary 
nurse education. Instead they were offered competence assess-
ments and shorter courses outside the upper secondary school 
sector. This was seen as a contribution to a slimmer, more ef-
fi cient and modern educational system, and also to a more 
modern form of auxiliary nurse education. From the perspec-
tive of control these changes may appear as part of a success-
ful modernisation. This is also how the educational authori-
ties evaluate it. From the perspective of individual autonomy, 
however, it looks quite different. To young people, auxiliary 
nurse education hardly appears as modern. It is not seen as 
empowering the individual, nor does it fi t into their intended 
life plans. The efforts through the educational system to con-
struct profi les where auxiliary nurse education is completed 
before the age of 20 have not succeeded. The result has been 
a drastic reduction in the number of students, and auxiliary 
nurse education has experienced a decrease in status. 

The system for the evaluation of informal competence 
among adults may be seen as modern in the way that it is 
effi cient and individually fl exible. It gives individual, expe-
rienced auxiliary nurses the option of entering either nurse 
education, or higher education in general. This must be 
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regarded as modern in the way that it strengthens individu-
als’ autonomy and social mobility. To the occupational group 
as a collective, however, this reform does not contribute to 
an enhancement. Rather the opposite is the case. The major-
ity of applicants for auxiliary nurse education are still adults. 
However, they are no longer offered a standardised educa-
tion programme, only short courses through temporary edu-
cational arrangements. This must be seen as a backward step. 
In this way the modernisation of education as a system has 
contributed to disconnecting auxiliary nurse education from 
its established recruitment base. 

From the perspective of the care and nursing sector, it is 
neither effi cient nor modern that an education programme 
that recruits woman of all ages has been replaced by a sys-
tem directed towards young people who only represent only 
a marginal part of the new auxiliary nurses. 

In the educational discourse, women applying for auxiliary 
nurse education programmes are constructed as backward and 
traditional. That is, they are seen as not being modern, not 
aiming at gender equality and not choosing a career on the 
basis of their own free will. This contributes to a degradation 
of status for the whole group. In this situation the occupation’s 
position and options for articulating their own interests have 
been changed, most probably weakened, by the closing down 
of the auxiliary nurse union as an autonomous organisation.

The comparison with Denmark reminds us of the fact that 
educational arrangements are not natural but are socially con-
structed. It is possible to modernise a fi eld of education with-
out destroying traditional recruitment patterns. Contrasting 
the Danish age-fl exible system makes the rigidity and disci-
plinary aspects of the Norwegian system of upper secondary 
education very visible. The Danish arrangement is character-
ised by a higher degree of autonomy for both the fi eld and for 
the individuals than is the case in the Norway. The Danish ar-
rangement has also kept close links with the work places. In 
this way it may be seen as more modern, which in turn gives 
it a higher status than in the Norwegian case. 
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It is an interesting fi nding that completely different strat-
egies of modernisation have led to very similar results con-
cerning actual recruitment. In both countries recruitment is 
dominated by women with an average age in the mid 30s. 
This outcome can hardly be seen as natural. Rather, it points 
to inherited and culturally mediated patterns of gendered life 
courses and choices that are deeply embedded in both coun-
tries. They can not be characterised as being very modern. At 
the moment, it is exactly these patterns that seem to be of 
critical importance in order to recruit suffi cient numbers for 
education and the care and nursing workforce, which again 
is necessary to meet the growth in the number of the elderly 
in both Norway and Denmark. 

The comparison with Denmark also demonstrates that it 
is possible for the state to create vertically integrated systems 
in education, and to strengthen subordinate groups in the ju-
risdictional confl icts with fully-qualifi ed nurses. While there 
still is a strong demand for SOSU-assistants in Danish hospi-
tals, the Norwegian auxiliary nurses have experienced a mar-
ginalisation in this fi eld of work. However, the recruitment 
of younger people continues to be weak in Denmark as well. 
As in Norway, young Danes know that this form of education 
will probably lead to a job in care of the elderly. This demo-
graphic development makes this the fi eld where the demand 
for labour is strongest.

Notes
1 The analyses of the Norwegian case are based on studies carried out 
over a period of more than 10 years. The chapter is also to a large extent 
based on the trial lecture connected with the public defence of my 
doctoral dissertation. A large number of previous studies on the topic 
include, for example, Gran et al. (1994), Høst (1997), Michelsen, Høst og 
2 Gitlesen (1998), Høst (2001), Høst (2002), Høst (2004), Høst (2006).
The comparison has been based on an investigation of statistics and 
research undertaken in similar fi elds of education in Denmark, Finland 
and Sweden (Høst 2006).
3 Up till 1948, ‘authorised nurses’ included registered members of the 
nurses union. Since 1948, they have been authorised by the state
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The direction of recent changes in Norwegian home-based 
care is a rising concern among care researchers (e.g., Wærness 
2003). This concern is associated with the direction of the 
overall process of modernisation that is perceived as prob-
lematic from the perspective of care (Christensen 2005). This 
chapter continues that analysis, focusing on what I here 
identify as a crisis of care values within home based care, re-
sulting from a reduction of the social capital of care workers 
to silence. On the one hand, I point out the fact that wom-
en’s power has been set aside and weakened by the process 
of modernisation. In other words, it has been silenced. On 
the other hand, I argue that the silencing of these voices 
also means that social capital in the form of potential and 
resources of individualised care orientations and dialogues, 
which might otherwise strengthen the sense of community 
and democracy in society, have been overlooked and under-
mined. 

In what follows I take as my starting point a presentation of 
the concept of social capital followed by a discussion of how 
to relate power and gender to this phenomenon. The aim of 
this fi rst section is to provide a theoretical foundation for the 
subsequent analysis. The remaining discussion is divided into 
three parts. The fi rst presents a short historical review of the 
signifi cance of the changes that have taken place in the dis-
tribution of the responsibility for the care of the elderly and 
physically disabled people. Particularly, this is done by apply-
ing the different aspects of care defi ned by Joan Tronto (1993). 
This examination shows that despite modernisation, public 
care work continues to depend to a large degree on unpaid 
care work within the family and—not least importantly in 
this context—voluntary elements of care in paid work. In the 
second part a predominantly bottom-up perspective is used 
to discuss what can be learnt from research into the everyday 
workings of public care services. This part shows the impor-
tance of women’s voices and discusses the potential for and 
barriers to social capital in these services. Finally, I close in on 
these ‘voices’ that research has shown to be present, yet often 
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ignored and seldom heard by the forces that determine the 
power structures in the fi eld.

Social capital, power and gender
Social capital consists of norms and networks that enable 
people to act collectively, or more precisely, enable people to 
act relying on the strength of social relations (Putnam 2000, 
2002, Coleman 1988). The core idea in the theories on so-
cial capital is very simple: social networks matter (Putnam 
2002:6). Social capital is based on the individual’s voluntary 
participation in social relations. It is seen as a central charac-
teristic of civil society and the way social capital is accumulat-
ed affects the health of democracy, communities and people. 
While there are other sociological approaches to social capi-
tal (e.g., Bourdieu 1986), Putnam’s concept is used here as it 
offers a fruitful starting-point for a discussion of sociability, 
solidarity and democracy in society. These issues are exactly 
the wider subjects of this chapter.

In Putnam’s approach, the central characteristics of so-
cial capital norms are reciprocity, trust and volunteering. 
Reciprocity means short term altruism and long term self-in-
terest: a current act is expected to be returned at some point 
in the future but not as a direct response to the fi rst act. Trust 
implies the willingness to take risks in a social context in the 
sense that not everything is formalised and based on rules 
concerning the relationship. As for volunteering, the concept 
of social capital has primarily been connected with volun-
tary work and activity in civil society and in some cases so-
cial capital has even been seen as equivalent to volunteering. 
Nevertheless, this does not mean that the potential for vol-
unteering is always recognised (Leonard & Johansson 2008). 
However, while we can say that all unpaid voluntary work 
can contribute to social capital, social capital can be based on 
more than voluntary work. According to Onyx and Leonard 
(2000:123) ‘all activity that builds social capital for the com-
mon good is an essential ingredient in the maintenance of 
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a healthy civil society, and should be explicitly recognised 
as such.’ This chapter is aimed at contributing to such rec-
ognition. Individualised care orientations, based on what is 
known as a rationality of caring (Wærness 1984) and named 
other-orientation (Christensen 1998b), are characterised by 
features very similar to the elements of social capital. Other-
orientation consists of features such as altruism and being 
prepared for unforeseen wishes and needs. These things are 
not dictated by the formal conditions and rules for the work, 
rather they are done in spite of or in defi ance of such rules, 
sometimes even in the borderline between paid and volun-
tary work. The concept of social capital is fruitful here, as it 
illuminates the individualised care orientations in the public 
care services as social capital for society and, simultaneously, 
it can help identify the barriers to this capital. 

Since the nature of the care services is determined by the 
interaction between structural conditions and forms of social 
practice, there are two main power spaces involved. The fi rst 
of these encompasses the structural power that determines the 
economic, ideological, juridical, epistemic and organisation-
al conditions of the services. This space is largely concerned 
with national strategies and intentions within the fi eld. But 
it is also concerned with the sector’s workaday realities, such 
as specifi c forms of organisation.

The second principal power space is what we might call the 
space of relational power. This power manifests itself in the re-
lationship between the caregiver and the care recipient. Care 
is produced within the relational space through the interac-
tion between the employees of the welfare state and the citi-
zens. Much of the empirical research on the care services is 
focused on the relational power space as it appears in the light 
of the structural power conditions. Research is able to assess to 
what extent intentions become realised and where. 

The distance between the structural and relational forms of 
power is simultaneously both so great and so minimal (due 
to interaction), yet also so complex, that it becomes neces-
sary to introduce an intermediate power space in order to 
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understand what is going on. The fundamental aim of intro-
ducing such an intermediate space is to remind ourselves of 
the signifi cance of actors as human individuals, who negoti-
ate with the structural aspects in the form of conditions, and 
with the relational aspects in the form of the specifi c frame-
work for action. 

Gender is, in various ways, an integral aspect of the power 
defi ned by these spaces. This can be clarifi ed by relating these 
power spaces to a differentiation of the concept of social cap-
ital between bonding and bridging variants of social capital 
(Woolcook & Narayan 2000). While bonding social capital 
consists of strong vertical intracommunity ties between peo-
ple, especially in families or close relationships, bridging so-
cial capital consists of weak horizontal intercommunity ties be-
tween people or groups crossing various social divides based 
on social class, gender, ethnicity, religion, geography etc. 
Although bridging social capital seems to be the most power-
ful one because it has the potential to reach the wider soci-
ety and world, bonding social capital is seen as the important 
ground for all other networks. Another important point is that 
while bonding capital is related to private domains, bridging 
social capital is related to public domains. Also, bonding cap-
ital is less visible and less valued and it is less likely that par-
ticipants create personal advantage from this work than from 
bridging work. Women have had less access to bridging than 
men (Onyx & Leonard 2000). This reveals that social capital 
is gendered. If we take this statement back to the discussion of 
power spaces of the public services, it becomes clear that the 
two discussions can illuminate each other. The bonding vari-
ant of social capital can only be developed within the space 
of relational power because it is developed through close rela-
tions between people. But if it is limited to this space, which 
means that it does not create a ground for wider openness and 
bridging, it cannot really empower the people involved. This 
is exactly the case with the potential for social capital in pub-
lic services for elderly and disabled people in Norway today. 
The following historical overview shows how this potential is 



254 © The authors and Studentlitteratur

9  Social Capital in Public Home Care Services

present in the context of gendered services, characterised by 
invisibility and reduced power. In consequence, this potential 
is a force or capital, but if undiscovered and unused as a col-
lective force, it will instead contribute to keeping women in 
subordinated positions in the labour market.

Modernisation of public home based care 
services
SHIFTS IN THE RESPONSIBILITY FOR CARE: NEGLECT OF THE CARE 

DIALOGUE

Up until the 1950s, the elderly and the physically disabled 
people in Norway were cared for informally, by middle-aged 
daughters or daughters-in-law, who combined daily care work 
with the housework and care required to maintain the rest 
of the family (Wærness 1982a, Wærness 1982b, Danielsen 
2002). In practice, women assumed this ‘family responsibili-
ty’. The post-war welfare state changed this situation by intro-
ducing an element of social responsibility to care (see Kitterød 
1993). Before formal care services received public fi nancing, 
however, they were organised and performed by women’s or-
ganisations as voluntary work. With the introduction of pub-
lic support, the responsibility for care was partially taken over 
by the welfare state. This tended to encourage the attitude—
at least by setting a signal—that the duty of offspring to care 
for their ageing parents had been abolished with the passing 
of the 1964 Social Services Act. 

Many of the women recruited to the care services were mid-
dle-aged housewives. With them many of the characteristics 
of informal care were carried over into paid work, helping 
to preserve the subjugation of the care worker, as exempli-
fi ed in the roles of the housewife and the public home carer. 
On the other hand, the formalisation of care work gave these 
women greater independence and new opportunities to de-
velop their own interests and practical skills (Wærness 1982a, 
Christensen 1998a). Following the Primary Health Care Act of 
1984, a greater part of public responsibility was transferred 
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from the state to the municipalities. The increased decentrali-
sation gradually led to a greater variation in terms of working 
conditions and the specifi c frame for care relationships (e.g. 
Christensen 2001a).

The kinds of responsibility that either were given to 
women, or which they themselves took on in the above-de-
scribed process can be clarifi ed with the fourfold division of 
the phenomenon of care proposed by Tronto (1993):

1 Caring about: The recognition that care is necessary.
2 Taking care of: Assuming some responsibility for the 

identifi ed need and determining how to respond to it.
3 Care-giving: Carrying out the direct work needed to 

meet the care requirement.
4 Care-receiving: The subsequent review of the care 

recipient’s situation.

In the 1950s, when society fi rst became involved in taking 
care of those in need of care, voluntary organisations were al-
ready both caring about and taking care of those in need of 
care. In addition, they were starting to address actual care-giv-
ing. When the welfare state later took over care-giving, it was 
still women who performed the care work. The responsibility 
they assumed was similar to that earlier taken by the family. 
To be sure, the roles occupied by care workers vary, since pub-
lic care work is organised hierarchically. Some groups have 
more responsibility than others, insofar as they perform lead-
ership functions in addition to or without carrying out practi-
cal care work. For most care practitioners, however, the core of 
their responsibility is performing the actual care work. 
It is useful to divide the second stage of Tronto’s model, tak-
ing care of the care needs identifi ed, into two parts. There is 
an important distinction to be made here between the respon-
sibility associated with the power to infl uence the way the work is 
carried out or even to determine whether it is carried out at all, 
and the responsibility to get the work carried out but without any 
authority to infl uence its content. The majority of female care 
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workers fi nd themselves in the latter of these two situations. 
Their infl uence is thus restricted to mere details of the practi-
cal care work. This means that care workers are denied a sig-
nifi cant part of the power they might otherwise use to shape 
the care they provide in dialogue with the recipient. In terms 
of social capital, this serious barrier to developing and main-
taining bonding social capital through this work persists, de-
spite the professionalisation that the care sector has under-
gone since the 1950s, not least in terms of training (Wærness 
1982a, Martinsen and Wærness 1991, Christensen 1998a). 
One aim of this professionalisation was to increase the com-
petence of care workers in making their own work-related de-
cisions, that is, to positively increase their power within the 
relational space. Female care workers assume responsibility 
and carry out care work, yet at the same time, that part of the 
responsibility that concerns power and authority is held by 
managers or municipal welfare offi ces, or lies quite simply in 
the formal arrangements of the work, controlled by ideologies 
and laws. The fact that decentralisation did not give women 
more power within the respective organisations can only be 
explained in terms of this crucial distinction between respon-
sibility as authority and responsibility for the actual perfor-
mance of care work. 

During the 1990s, the welfare state transferred responsi-
bility for care formerly provided by the welfare state to com-
mercial actors that are new to the fi eld. Prior to that period, 
the responsibility had been shared primarily by female rela-
tives, female volunteers and either the state or local authori-
ties. To be sure, the welfare state also encouraged the partici-
pation of these ‘old’ actors. The entry of the ‘market forces’ 
was thus not a simple matter of a liberal-economic division 
between the municipalities and the private market. One form 
of the ongoing privatisation of public care services is the so 
called out-sourcing model. Here the municipalities compete 
with private actors in the open market to supply specifi c ser-
vices, such as, for example, the running of a nursing home. If 
a private organisation bids the most effi cient solution, it wins 
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the contract. These changes do not seem to have any immedi-
ate consequences for recruitment of labour force to the home 
care services. But in the long run they will probably affect the 
working conditions of the women employed in these organi-
sations, possibly also leading to changes in care interactions 
and value orientations that motivate the work. 

In the abovementioned division of care responsibility into 
stages (Tronto 1993), the fourth element consisted of the care 
recipient’s situation. In order to throw some light on this as-
pect of responsibility, the impact of New Public Management 
on the organisation of domestic care services needs to be 
considered (Pedersen 2001, Vabø 2001). The implementation 
of the new model involves documentation, quality control, 
competition and an emphasis on legal protection, especially 
for the care recipient. The model is also concerned with break-
ing down hierarchies by shifting responsibility closer to the 
service recipient, so as to make the individual more responsi-
ble for the work performed. But as was shown above, greater 
responsibility does not necessarily imply greater power. Vabø 
(2001) demonstrates how this model imposes constraints 
on care sector work by controlling the details of the work 
by means of contracts. In order to illustrate how this comes 
about, she examines the so-called purchaser-provider model. 
The principal feature of this model is that assessments of the 
kind and amount of work to be performed in the individual 
household are made by employees who do not themselves 
provide those services. The legislation on social services re-
quires a requisition, i.e. a legal contract, to be written each 
time it is decided that a citizen should receive a certain ser-
vice. The purchaser-provider model represents a further step 
in the formalisation of this decision, thus distancing the care 
assessment still further from the actual ‘provision’ of servic-
es. This means that performance is transformed from what 
should in practice have been a care interaction to the perfor-
mance of a municipal service task. The market-economic in-
spiration is evident insofar as care is treated as a commodity 
that can be ordered at a distance and delivered to the door. 
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This has clear consequences for the possibility of shaping care 
services to fi t the needs of individual clients in specifi c situ-
ations. If we look at this in the context of the changes that 
began in the 1980s, it becomes obvious that care recipients 
are increasingly seen as individuals who receive services. To 
be an effi cient service recipient requires more resources than 
many of the most needy welfare state clients actually have 
(Christensen 1998a, Christensen and Næss 1999, Vabø 2001). 
People who were formerly regarded as patients and clients are 
now framed as consumers of welfare state services. 

In the 2000s, another element of privatisation has been 
added to the public services through a model known as user’s 
free choice (St.meld.nr.25 2005–2006). This means that when 
the local authority has allocated a certain amount of help to 
a person, he or she has the opportunity to choose between 
caregivers employed by the municipality or caregivers em-
ployed by a private company contracted by the municipality. 
Similar to the purchaser-provider model, it is likely that this 
arrangement increases job insecurity among care workers be-
cause of the direct competition between public and private 
market based organisations within this model.

In general, the changes in responsibility of care in society 
have substantially limited the options of developing care dia-
logues in this fi eld. The care workers have lost infl uence over 
their work and both they and care recipients are individual-
ised. Pushed to the extreme, care workers are reduced to ser-
vice deliverers while care recipients are reduced to purchasers 
and users of services. Obviously, this is a weak framework for 
developing future social capital as this depends on interac-
tions. However, as the remaining chapter will show, there still 
is potential for social capital in this fi eld. Furthermore, this 
analysis demonstrates that the changes that have taken place 
in this sector were not rooted in listening to the voices and 
making use of the resources of the sector itself but instead in 
ideas and models from outside the sector. 
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THE POTENTIAL FOR SOCIAL CAPITAL IN CARE

What can we learn about social capital from research into 
public home based care? Kari Wærness (1984) pointed out 
early on that care work involves a rationality that is at odds 
with the dominant instrumental rationality in modern soci-
ety. In order to clarify that care involves actions based on both 
reason and feelings, she brings these two aspects together in 
the concept ‘rationality of caring’. The term has since found 
acceptance as an important analytic tool in empirical studies 
of modernisation in the fi eld (e.g. Bungum 1994, Szebehely 
1995, Christensen 1998a) and resulted in the concept of oth-
er-orientation mentioned earlier. As far as everyday care prac-
tice is concerned, the rationality of caring implies that care 
can only take place where there is freedom to develop it by 
means of interaction, through a process of dialogue. Or, to put 
it another way, it involves a signifi cant element of the unfore-
seeable or spontaneous (Christensen 1998b). As shown above, 
social capital is based on a similar rationality. As the present 
form of modernisation ignores this capital, it clashes with the 
modernisation process. Here two such clashes are relevant. 
The fi rst concerns the concept of knowledge that underlies 
care service work while the second is related to the organisa-
tional changes that affect the recipients.

The knowledge currently underlying the care services is 
based on general knowledge of the processes of aging, illness, 
health, environment etc. None of the current systems of care 
training can justifi ably be described as learning a craft, even 
if craft training has been a source of inspiration for the ed-
ucation system for care workers (see Høst 1997). There is a 
long-term trend in nursing to shift the emphasis in training 
to the theory and science of nursing, at the expense of learn-
ing through practice. Bedside care has gradually lost its ap-
peal among professional nurses (see Martinsen and Wærness 
1991). The fact that greater emphasis on science and theory 
can lead to an encroachment on the power relationship be-
tween the caregiver and the recipient has been documented in 
several studies, especially concerning the care of the mentally 
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disabled who live in a borderland between constraint and 
non-constraint and are therefore vulnerable to the misuse of 
power and constraint (see Sandvin et al. 1998, Erichsen 2001, 
Folkestad 2003). The new top-down knowledge-based man-
agement of care increases the risk of care recipients ending up 
in exposed situations owing to the superior authority invest-
ed in the caregiver. Remoteness from care practice can easily 
lead to detachment from the rationality of caring—a rational-
ity that might instead have provided the basis for a care dia-
logue and further social capital, in which the provider’s power 
could be used positively so as also to empower the care recipi-
ent. In this case, it would no longer be a matter of caregiver 
and recipient, but of two partners in a dialogue. The fact that 
we lack the terms needed to describe what the dialogue par-
ticipants should be called2 shows in itself that modernisation 
in this fi eld has so far taken place based on premises that lie 
well outside the fi eld itself. 

Modernisation has pushed the care sector from a state of in-
tegration of the services, characterized by a fl exible approach 
to the amount of time devoted to each recipient, to a state of 
ever-increasing fragmentation of services specifi ed by means 
of contracts and the like (Szebeheley 1995, Thorsen 2001, 
Andersson 2007). In contrast to home care work, the work of 
home nurses already in the 1980s became focused on specifi c 
limited and defi ned tasks in each home (Christensen 1998a). 
This work often consisted of concrete and specifi c nursing 
activities, while a home carer still took care of the time-con-
suming aspects of care, generally various kinds of housework. 
During the 1990s there was an increase in the total number 
of hours worked by home carers (Sosialt utsyn 2000), while at 
the same time the number of hours devoted to the individual 
recipients decreased. The stricter time frames imposed on the 
work in the homes of individual clients have clearly been det-
rimental to the care dialogue, dependent on what has been 
called quality time, which is in turn dependent on a fl exible 
approach to the quantity of time (Christensen 1998b). The 
central problem is that the more the time is limited and fi xed 
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beforehand in terms of content, the more diffi cult it becomes 
to give the care recipient a degree of power to shape the care 
dialogue.

Care activists have developed various new models of care 
in the attempt to empower the people dependent on help in 
everyday life. One of the central sources of inspiration has 
been the Independent Living movement, which has protest-
ed against the disempowerment of physically disabled peo-
ple and sought to develop a user-controlled model (Askheim 
2001). This model, known as the personal assistance model 
is specially used in the case of young physically disabled peo-
ple who live in their own homes. They receive fi nancial sup-
port from the welfare state to buy the assistance they require. 
From a power perspective, this consumer-controlled model 
can be regarded as an alternative to the traditional welfare 
state model, whereby the state employees decide what care 
services should be given on the basis of the available guide-
lines, and also to the private model, whereby the welfare state 
entrusts the running of certain care services to private market 
based organisations. In the consumer-controlled model, the 
welfare state only fi nances the care work, but leaves it to the 
disabled individual to make arrangements with the helpers. 
Although the consumer-controlled model solves some of the 
problems of the traditional welfare model of care, it creates its 
own problems in relation to power: It presupposes care recipi-
ents to be relatively clever in showing authority, able to make 
decisions and organise the work of their employed personal as-
sistants. Many frail elderly people, especially among women, 
do not have much of such resources. Another problem with 
this model is that it focuses too closely on the powerlessness 
of the recipient and thereby fails to protect the care worker 
(the personal assistant) from the same condition. Wærness 
draws a distinction between a care relationship and a service 
relationship where the fi rst is characterised by the caregiver 
having the power, while in the latter the power is held by the 
recipient. When expressed using these two terms—care and 
service (Wærness 1982a)—the power of the caregiver in the 
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welfare model is transformed into the power of the recipient 
in the consumer-controlled model. From a power perspective, 
care has thus been converted into a service. Thus only one 
side of the power problem has been solved. 

At present we still have no simple organisational model 
for the actual care interaction. Perhaps it is the thinking in 
terms of models that in itself poses the problem, since the 
application of a model presupposes a possibility of fi nding 
a standardised solution rather than individualised solutions. 
The praiseworthy aspect of the consumer-controlled model is 
that it gives scope to the voices of people who deserve to be 
heard when it comes to fi nding solutions and making deci-
sions. However, this is still a model including asymmetry be-
tween the caregiver and the care recipient and therefore, in 
general, insuffi cient for developing dialogues of care contrib-
uting to collective action. The possibility of care dialogues is 
in place but the model itself does not frame such symmetry 
(Christensen 2006).

The unheard voices of the care sector
One of the central problems in the planning of care services 
is that the voices of those directly involved in the practical 
work within the sector are not treated as fundamentally im-
portant. In research on democracy (see Martinussen 2003) a 
distinction is made between different types of democracy—
and the type of democracy that is relevant for the following 
analysis of social capital in the care sector is referred to as 
discursive, or participatory, democracy. The basic idea of this 
democratic form is that citizens contribute to communal de-
cisions in various areas of society through discussions and 
shared refl ections. Applied to the care sector, it should imply 
the involvement of the mostly affected citizens in the rele-
vant planning processes. This is not only a matter of includ-
ing representatives in various planning groups, although this 
too should not be ignored. Neither is it a matter of producing 
occasional consumer surveys. It is rather a case of working 
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more systematically on the basis of the voices in the fi eld. In 
other words, it is a case of discovering social capital within the 
framework of interactions between caregivers and care recipi-
ents and developing the potential for its emergence. Because 
of the power distinctions evident in this fi eld this has to be 
done more systematically—and it is here that care research 
might have an important intermediary function. So far re-
search that has given voice to care workers and clients has 
had rather little infl uence in the planning process. With the 
intention of identifying the aspects of welfare state organi-
sation that can be problematic from a discursive democrat-
ic perspective, research could start with uncovering resistant 
voices. This means documenting where there is a mismatch 
between the implemented structural power and the needs and 
wishes found in the domain of the relational power of prac-
tical care. These voices thus have a place in the intermediate 
power domain.

Two such mismatches are discussed in the following. The 
fi rst one, concerning the mismatch between the organisation 
of the public home care services as brief, temporally limited 
services of predefi ned content, with a high turnover among 
care workers and the wishes expressed by the elderly people 
themselves regarding this organisation, has been well docu-
mented. A number of studies show continuity of service to 
be a widespread wish among elderly people (Kähler 1992, 
Szebehely 1995, Christensen 1998a, Helset 1998). This prac-
tical wish concerns not having to repeat again and again for 
different helpers where things are to be found, it is, further-
more, the wish to know who is coming, and simply to feel 
safe in the relationship. For many elderly and physically dis-
abled people, home care employees are their most important 
contact with the outside world, and this makes the choice of 
organisational structure of vital importance to them. The fact 
that loneliness is an acknowledged phenomenon not least 
among the elderly (Thorsen 1990) ought to be a reason for 
emphasising continuity in care. Several studies have docu-
mented that care cannot be realised with a lot of different 
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people as each of them carries out just one limited task. But 
despite this research knowledge, the modern organisation of 
the services is based on principles that have far more to do 
with formalisation, standardisation and rotation of personnel 
than with principles of continuity and consideration of indi-
vidual differences.

A second mismatch concerns the relation between the re-
cipient and the caregiver, as framed by the purchaser-provider 
model that separates the responsibility that goes with author-
ity and the responsibility associated with the performance of 
the work. Research into and assessments of this model (see 
Vabø 2001, Nygård 2001) have shown that home carers who 
are asked to carry out instructions that they themselves have 
not helped to defi ne do not always comply with those in-
structions. They also make their own decisions, for example 
because they fi nd that the recipient’s situation has changed 
from the time when the instructions were drawn up, or be-
cause the work schedule that was determined in advance does 
not match the needs that are most felt in the actual situation 
of the helper’s visit. This is a very concrete example of bond-
ing social capital developed in spite of its mismatch with the 
work rules. In order to do the work properly, that means cre-
ating a kind of community together with the recipient, it is 
necessary in this situation for the home carer to break or ig-
nore the rules. Besides, this is also pointing to the importance 
of the intermediate level in the power spaces mentioned ear-
lier because it shows the importance of refl ection and praxis 
in these services. 

Vabø’s study (2001) documents that also the providers, who 
might be a nurse or a superior home carer, are concerned with 
this mismatch and the latter tend to be critical of what they 
perceive to be an increased bureaucratisation of care services. 
They might for example fi nd it uncomfortable to turn up with 
application forms and write requisitions, when the potential 
care recipient has just come home from hospital, knowing 
that these applications and requisitions will determine the 
kind and amount of help the recipient will be given in the 
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future. My own study of home care distribution in a num-
ber of Norwegian municipalities (Christensen 2001a) sup-
ports these fi ndings. The study clearly reveals a discrepancy 
between what the nurses consider necessary in terms of home 
care, and the requisitions they write for the actual number of 
hours of help to be provided. To order less help than seems 
necessary evidently causes dilemmas for these women. The 
resistant voices of the commissioning authority, the recipi-
ents and the home carers—although hardly quantifi able in 
terms of extent—show that it ought to be possible to use and 
develop the skills that these women have to let them make 
independent and fl exible decisions concerning the help each 
potential care recipient should be given, rather than force this 
process into bureaucratically standardised patterns. For such 
a change to happen, however, the skills involved would fi rst 
have to be regarded as social capital from which the welfare 
state can benefi t and which it can frame in ways that will en-
courage its development.

The particular challenge for care research in trying to trace 
these voices of resistance is that they are largely silent, a fact 
that has to do with the predominance of women in this fi eld 
and the symbolic connotations of this work as a female activ-
ity, i.e. as something essentially unproductive and subordi-
nate. This means that those voices tend to remain unnoticed 
and no effort is made to help them be heard. In addition, 
one important thing to note is that in this fi eld we are deal-
ing with some of the weakest groups in our society. None of 
these groups are given space in a discursive democracy. The 
problem of silence therefore entails that the researcher sim-
ply cannot plunge into these voices. They need to be analy-
sed empirically.3

Listening to the voices of social capital
In the post war period, basic themes such as responsibility, 
community and democracy were focal themes of the ideol-
ogy of the modern welfare state. Society was to assume much 
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of the responsibility for the risks that citizens face in life, in-
cluding those that come with age and sickness that could and 
still can lead to a loss of income and a dependence on help. 
Social policy was meant to protect those who became periph-
eral to the community due to age, sickness and the like. The 
idea was to give them the chance to be part of the community 
again by covering their support needs through allowances and 
services. This was supposed to build upon solidarity among 
citizens, in terms of, for example, economic redistribution, 
which would be served by the taxation principle. The idea of 
ensuring a return into the community was also to safeguard 
the fundamental requirements for democracy in society. In 
other words, the community in itself was to provide security 
for the individual. If we relate these ideas to the purposes and 
implications of social capital, it becomes obvious that the two 
general discourses of the welfare state and social capital are 
aiming for the same thing. In view of the chapter’s discussion 
about social capital, however, the care service sector, due to 
the type of modernisation it has undergone, is in crisis. This 
is not a crisis that can be addressed merely by allocating more 
or suffi cient fi nancial or staff resources although this is cur-
rently an important issue.4 Neither is it a crisis that could be 
addressed simply by acknowledging certain values that have 
developed against the background of a gender-based division 
of labour in society. What is needed is that the welfare state 
fi nds a new balance between the private and public domains. 
In order to avoid new forms of power differentiation, the most 
constructive way to start this work would be by listening to 
the voices in this fi eld of public care practices. 

As shown in this chapter, there is care research document-
ing what we might call potential for developing social capi-
tal in home based care. Researchers, scientists and practitio-
ners should never stop looking for social capital in voluntary 
work and private informal domains etc. However, this should 
not hinder the inclusion of public frameworks like the wel-
fare state. It should not hinder the possibility of fi nding social 
capital in paid care work, easily developing fl uent boundaries 
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between paid and unpaid work. Furthermore, we should not 
forget that the women’s movement brought some of the ear-
lier voluntary work done by women (and occasionally the 
associated social capital) into the sphere of paid work. The 
pressure on two-career families is seen as one of the reasons 
contributing to the decline in social capital (Putnam 2000: 
283). The public welfare framework offers options of bridging 
the private and public domains that can be hard to fi nd other-
wise. While the welfare state is responsible for the organising 
and fi nancing of its home-based care services, these are still 
mainly taking place in the homes of ordinary people through 
relations between these people and the workers employed by 
the municipality, private companies or even the recipients 
themselves (as in the case with personal assistance). Although 
the welfare state is not necessarily the employer, it still is the 
main responsible agency. This gives a fruitful option to cross 
the borderlines between the private and the public, between 
bonding and bridging social capital. No further steps should 
be made without listening to the voices of workers and recipi-
ents from this fi eld and developing frameworks that—instead 
of undermining interactions—strengthen the interactions as 
care-dialogues, and thereby the potential to strengthen so-
cial capital.

Coleman points out two stages of the analysis of social 
capital. Stage one aims at revealing the values and organisa-
tion of social capital. Stage two goes into the components of 
social organisation that contribute to those values (Coleman 
1988:101). In the case of public home-based care-work, this 
chapter has tried to contribute to both stages: To the fi rst one 
by revealing the potential for social capital in this fi eld and to 
the second one by pointing out the welfare state framework as 
an option for bringing together bonding and social capital. It is 
likely that the current welfare state arrangements for home 
based care would not exist without the earlier bridging of so-
cial capital represented by, for example, voluntary women’s 
organisations and currently the ‘Independent Living’ move-
ment for disabled people. The welfare state maintained and 
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expanded this capital within the public, but also modernised 
it in the sense mentioned in this chapter. If the welfare state 
restores its post war ideology of equality, solidarity and com-
munity, there is no better way to do this than by listening 
to the voices in this fi eld and recognising that some of them 
are voices of social capital. Rather than making the sector de-
pendent on unpaid voluntary work both outside and within 
the sector, it is time to bring this resource of social capital 
to the centre of the services and make it visible. This recog-
nition should include paying for it. The voices the welfare 
state should take into consideration can come from differ-
ent groups of welfare recipients or from the many, mostly 
female, care workers who want to build solidarity with the 
elderly and the disabled, but are denied the opportunity in 
actual practice. In the fi nal instance, this is not merely a mat-
ter of helping dependent people, but rather a much larger 
matter of developing and maintaining a healthy democracy 
in society.

Notes
1 This chapter is a revised version of my article ‘Silent Voices—on 
Gender-related Power in Public Care Services.’ in the report Dialogue on 
care (edited by Kari Wærness, 2004). Initially, this article was based on 
a paper for the conference on Dialogue of Care in Bergen 2003. Thanks 
to Kari Wærness for encouraging me to revise the article, and thanks 
to Stina Johansson who at a seminar in Denmark gave me the idea of 
bringing the concept social capital in to my discussion.
2 The word ‘recipient’ is inadequate in so far as it reduces the role of the 
person in need of care who also might be a family member, a profes-
sional (or ex-professional) etc. But in order to stress the relation to the 
welfare state in this context, the recipient role becomes central.
3 I consider that a basis for this exists in research networks such as 
suggested by Kari Wærness in her programme for care research (Wærness 
1989).
4 According to the Ministry of Health and Care Services (St.meld.25: 
51), the largest future challenge within the care sector is to provide 
adequate skilled labour to the sector.
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In the public debate on the crisis of care in Sweden prob-
lems concerning recruitment of staff in elderly care are often 
raised to the foreground. The central concerns deal with suf-
fi ciency of potential recruits in the future. There are too few 
people who choose to work as care workers and even those 
who are trained for such work often choose jobs unrelated 
to elderly care. Less attention is paid to the fact that a long 
period of expansion in Swedish public elderly care has been 
interrupted and substituted by downsizing and reorganisa-
tion. Many tasks have been transferred from the public sector 
to the market, the family or the voluntary sector (Szebehely 
2005). Within a wider circle of changes, we can talk about a 
transformation from a ‘bottom-up’ organisation based on ex-
periential knowledge to a ‘top-down’ organisation based on 
vocational knowledge and managed by academics. 

In July 2002, the government gave nine public authori-
ties, namely The National Board of Health and Welfare, The 
Swedish Work Environment Authority, The National Authority 
for Financial Aid for Students, The Swedish Migration Board, 
The Swedish Integration Board, The Swedish Social Insurance 
Agency, The National Agency for Higher Education, The 
Swedish Agency for Advanced Vocational Education and The 
Swedish Labour Market Administration, the assignment of 
drawing up a plan for manpower supply to the municipal ser-
vices for the care of the elderly and disabled.1

In the report Invest now! (Socialstyrelsen 2004) the crisis 
was presented in the following way: ‘Just over 360,000 peo-
ple—8 per cent of the population—work in the assigned fi eld 
of study. In 2002, costs in the fi eld amounted to SEK 104.3 bil-
lion, or 4.5 per cent of GDP. The formal level of qualifi cations 
among personnel in the fi eld is low. Four out of ten personnel 
in the care services have no formal professional qualifi cations 
for their work.’ (p 8) According to the investigators, current 
problems in care work are caused by factors related to the work 
environment and to the insuffi cient formal qualifi cations of 
care workers. Employment and working conditions are not 
good enough to attract professionally qualifi ed personnel in 



© The authors and Studentlitteratur 277

Introduction to part IV

suffi cient numbers. Illness-related absence and the number of 
work-related injuries are at relatively high levels. 

The report linked the issue of future manpower supply to 
the ongoing generation shift. Many employees will be retiring 
and a large number of professionally qualifi ed personnel must 
be recruited. The supply of personnel with upper secondary 
level qualifi cations in health care does not even begin to meet 
expected demand. The dimension and orientation of care sci-
ence courses at universities and colleges must also be reviewed. 
The work, working conditions and the working environment 
would have to be made more attractive so that enough peo-
ple with the right skills choose to work in the care services. 
Emphasis was further placed on the need to increase the num-
ber of personnel with post-upper secondary level training in 
the health and caring sciences. The authorities’ analysis of 
the prerequisites for manpower supply shows, however, that 
there are considerable diffi culties involved in meeting short-
term and, especially, long-term demand for personnel. The 
National Board of Health and Welfare (Socialstyrelsen) found 
a contradictory recruitment strategy documented in the lit-
erature. The situation seems to be alarming. Even if the mu-
nicipalities have a strategy for recruiting care workers who 
have undergone the upper-secondary level qualifi cations in 
health care, the proportion of care workers recently employed 
and with a background corresponding to those demands was 
lower than the percentage in the already existing personnel2 
(Socialstyrelsen 2006).

Even though the report presented the connections between 
education policy and recruitment as anything but clear-cut, 
it is evident that the authorities have a strong belief in edu-
cation as a solution to the recruitment crisis as well as to the 
crisis of quality of care. A key argument of the report is that 
investments in higher education constitute a counter-force 
that strengthens the care workers in their struggle for bet-
ter work conditions and for better care services. The acad-
emisation of the management of social care/elderly care is 
presented as a success story and the report also discusses far-
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reaching plans for the vocational training of care workers. 
Chapter 10, authored by Stina Johansson, examines the ten-
sions of the academisation of the management of social care 
/ elderly care, shedding light to the complex tensions shap-
ing the new fi eld. 

THE PUBLIC IMAGE OF CARE WORK 

Some individual cases where obvious neglect has been shown 
in the caring situation have been paid much attention to in 
the Swedish media during the past couple of years. Violent be-
haviour and/or carelessness from care workers have caused re-
vised directives and general counsels from the National Board 
of Health and Welfare (Socialstyrelsens författningssamling, 
SOSFS). 

Another theme to receive wide attention in the media is the 
cut-backs in care services. In comparison with other Nordic 
countries, fewer old people in Sweden live in residential care 
arrangements. Sweden is also the Nordic country where the 
smallest proportion of elderly people receives help from home 
care services (Szebehely 2005). As a result of the changed per-
ception of care and care work, the conception of social care 
has become something diffuse, something which the rank 
and fi le can not really defi ne any more. Social tasks, especially 
domestic services, are imbued with low status. Cutbacks aside, 
social tasks have a tendency to be overshadowed by medi-
cally-oriented tasks (especially the distribution of medicine) 
within the status hierarchy (Franssén 1997, Wreder 2005). 

It is diffi cult to determine, whether the aversion for care 
work among potential care workers is caused by the neglect 
scandals in care, but it is evident that care work has a low 
status in society. So far, the plans issued by national authori-
ties have had little impact on the choices of young people of 
whom too few enter work with elderly people. A more ‘age 
balanced’ workforce that improves future recruitment pros-
pects and creates a more diverse workforce is desirable but dif-
fi cult to achieve. In Chapter 11, Petra Ahnlund describes the 
complex relation between formal education and psychosocial 
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work environment. The ambiguity to formal education is still 
there but the arguments have to be adapted to the new or-
ganisation of care work.

Tensions in the work place arena
When home care was fi rst offered in Sweden as a public ser-
vice for old people, it was organized by allocating care re-
cipients specifi c amounts of time. It was the recipient who 
decided what kind of help should be performed during the 
allocated time. The caregiver’s competence corresponded to 
that of an experienced house-wife. At present, delivering ser-
vices that closely fi t the preferences of the care recipient is no 
longer a fundamental principle in the organisation of home 
care. Recent research has drawn attention to the deepened 
gap between care administration and the ‘shopfl oor’ of care. 
Melin-Emilsson (2004) has identifi ed this gap in terms of two 
different languages for care. One is the ‘everyday language’ of 
care and the other is the ‘steering language’ of care organisa-
tion, found in the documents written by politicians and offi -
cials in leading positions. The dominance of the steering lan-
guage is refl ected in increasing hierarchies and complexities in 
the institutional structures shaping care work. The power and 
decision making activities have moved upwards in the organ-
isation. An increasing number of occupations have reached 
professional status and compete with each other about who 
should provide the attractive work tasks (Wreder 2005). 

There are many ambiguities resulting from the ongoing re-
organisation of care which have consequences to the legitima-
cy of knowledge. The professionals whose task is to act as case 
manager (biståndsbedömare) for the care recipients in need of 
social care have undergone a cultural transformation. When 
they earlier were ‘house-wife’ professionals directly involved 
with clients, they are now educated academics with no direct 
contact to the care recipients. When social care managers are 
working as part of a team with representatives for other oc-
cupations such as nurses, physiotherapists and occupational 
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therapists, the fact that they lack client-centred social knowl-
edge undermines their professional legitimacy. Yet it is the 
case manager who makes the decisions concerning help. 

Another new element concerning the competence struc-
ture in care work is the ambition that all care workers should 
have the auxiliary nurse competence. Formal education has 
replaced life experience as the ideal foundation for a career as 
a care worker. In future, young people are supposed to pass an 
improved upper Secondary Health Care Programme (USHCP) 
and adults are to be offered adult education, a strategy expect-
ed to result in an elevation of the quality of care, referred to 
as the ‘Care Lift’. Chapter 12, authored by Petra Ahnlund and 
Stina Johansson, presents an analysis of these developments, 
shedding light on the problems involved in the formalisation 
of the competence for social care.

In concrete terms, recent developments in care work or-
ganisation mean that individual occupations, like case man-
agers, have an extensive responsibility for the organisation of 
elderly care. Municipal policymakers determine the econom-
ic frame within which they are able to operate. Within this 
framework the power that case managers wield in the organi-
sation has increased. Andersson (2007) argues that they show 
greater responsibility for the municipal economy than could 
be expected of a professional group. But increased power does 
not necessarily mean complete control. As recruitment has 
become an increasingly important issue, managers have had 
to spend more and more time on administration and per-
sonnel management. The greater part of the case manager’s 
time is spent on the recruitment of staff, which reduces the 
amount of time that can be spent on, for example, develop-
ment tasks (Törnquist 2004). In other words, organisational 
changes have widened the gap between clients and manage-
ment (Ingvad et al. 2006).

The development discussed has multiple consequences to 
the organisation of care for the elderly. Care organisations are 
steadily drained of competence, at the same time as the man-
agers have too little time to investigate better strategies for 
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holding on the existing staff. Furthermore, the time available 
for the social aspects of care work has considerably dimin-
ished. How will time for development be created? In Chapter 
13 Katarina Andersson explores this theme further, arguing 
that care routines are a vital element in care work. In her view, 
care organisation should include both suffi cient allocation of 
time for routines and time for unforeseen needs. 

Together the remaining chapters that constitute the 
Swedish section contribute to an understanding of the diverse 
elements in the current crisis of care work as it is expressed 
in the context of public social care in Sweden. The authors 
examine the underlying dynamics giving rise to some of the 
concerns identifi ed above. The focus is on highlighting fea-
tures of care organisation that could be defi ned as the ‘social’ 
element in the social care services. 

Notes
1 An often observed phenomenon is the Swedish tradition of state 
intervention in the development of professions (see Evertsson 2002). 
2 The statistics refer to the year 2003. 
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Changes induced by external forces will affect the interrela-
tions of members of professions and supporting institutions. 
Policy makers have searched for new organisational solu-
tions which should guarantee a better or more effi cient use 
of resources. As mentioned in the introductory chapter the 
Swedish authorities propose ten targets and ten measures in 
a ten year plan of action designed to support investment in 
better working conditions and qualifi cation levels in elderly 
care. One proposed solution is a higher theoretical standard of 
occupational qualifi cations. As a minimum, all personnel are 
to have basic formal knowledge. Besides a more creative space 
for learning and refl ection, another outcome could be that 
the work gains a higher status and a corresponding lower staff 
turnover. A high performance of quality care, which demands 
a long and prestigious education, is something to strive for. 
The authorities propose training on both upper secondary 
level and higher education. 

In the analysis of the crisis the work is focused in literature, 
and more precisely what kind of qualifi cation is needed in 
order to perform the work tasks. In this chapter the focus is on 
the link between the profession and the work, what Andrew 
Abbott (1988) calls the jurisdiction: ‘To analyze professional 
development is to analyze how this link is created in work, 
how it is anchored by formal and informal social structure, 
and how the interplay of jurisdictional links between pro-
fessions determines the history of the individual professions 
themselves.’ (Abbott 1988, p. 20). 

There is tension between external and internal forces and 
Abbott shows that external forces sometimes disturb the sys-
tem by opening new task arenas for jurisdiction and by replac-
ing old jurisdictions. A weaker form of jurisdiction is therefore 
the ‘intellectual jurisdiction’. One question I want to discuss 
is how intellectual jurisdiction over a professional fi eld re-
lates to the demands from outside powers of a praxis-relevant 
knowledge base in a fi eld where the demographic change has 
created a need for a creative rethinking. 
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I use Abbotts (1988) defi nition of jurisdiction. He argues 
‘[I]n claiming jurisdiction, a profession asks society to recog-
nise its cognitive structure through exclusive rights; jurisdic-
tion has not only a culture, but also a social structure. These 
claimed rights may include absolute monopoly of practice 
and of public payments, rights of self-discipline and of uncon-
strained employment, control and professional training, of re-
cruitment, and of licensing, to mention only a few.’ (p. 59). 

This chapter deals with elderly care and the transformation 
of formal knowledge within higher education. From a broad 
introduction of the subject I will narrow down my focus to 
care work and its link to the organisation of knowledge. I 
will show how the professional agents of knowledge differ in 
their perspectives and needs of recognition in academia. The 
story I relay has its origins in my own personal experiences of 
a struggle for change within the academic discipline of social 
work.1 The theoretical frame that I use to present my story 
is professionalisation theory. In a report from the National 
Agency for Higher Education the two educational degree pro-
grammes of social care (sociala omsorgsprogrammet) and social 
work (socionomprogrammet) were suggested to become inte-
grated (Högskoleverket 2003). The material used is selected 
from the negotiations about the future boundary between the 
two fi elds of knowledge related to social care and social work. 
In this chapter I further describe the efforts to change the bal-
ance between those knowledge areas through changes in the 
educational system, and the struggle around the intellectual 
jurisdiction. I will end the chapter by discussing two contra-
dictory strategies of support to the research fi eld. 

Academic strength and boundary work
The position of manager of care work is focus of this chapter. 
Two key concepts, ‘academic strength’ and ‘boundary work’, 
are used in my analysis in relation to work and to the formal 
structure of the profession. I argue that the higher demands 
on formal education, which are due to a more complex job 
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situation, has created a boundary struggle for the intellectual 
jurisdiction over the fi eld, in which ‘academic strength’ is one 
factor that has to be accounted for in a boundary struggle. It 
can therefore be argued that the suggested raise in compe-
tence levels will be a too ‘down-to-earth’ solution to the cri-
sis. Following an academic logic of expansion, academisation 
has become a goal among professionals classifi ed as so-called 
professions with a middle-to-long education (academic edu-
cation about 3–4 years, which is less than the educations of 
physician, veterinary or dentist.) 

The ongoing processes for change are manifold and dif-
fi cult to describe as they are also contradictory (Johansson 
2006). Demands come from external forces, for example, The 
Board of Higher Education, trade unions, The Association 
of Swedish Municipalities (Kommunförbundet) and The 
Association of Directors of Swedish Social Welfare Services 
(Föreningen Sveriges Socialchefer). Demands for research and 
evidence-based teaching have become an issue which profes-
sionals have to relate to. Visibility on a market is important 
and education and research have become strategies for sur-
vival (Freidson 1994). The increasing importance of control 
over the application and production of knowledge has led 
to consequences concerning the legitimating of professional 
work. As professions, they have the power to decide how re-
sources are used and power over the inclusion and exclusion 
of clients.

Academic strength can be measured in many ways, and 
in this paper I use as one method of analysis the number 
of persons who hold a PhD within the fi eld. I believe that 
the implementation of a national policy will reveal other and 
competing rationalities. One way to identify otherwise hid-
den contradictions is to focus on the different gaps between 
target formulations related to national and local levels respec-
tively. One gap is visible between those who work with organ-
isational strategies and the realities that the staff who work 
close to the care recipient have to adapt to (Törnquist 2004). 
The boundaries between targets and the concrete work are 
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both strict and diffuse. There is also a gap between national 
targets and professional ambitions concerning involvement 
or escape from the fi eld. The profession’s strategies may have 
a wider scope of infl uence than they were planned for, as their 
resolutions can affect public opinion in, for example, deter-
mining how ‘need’ and ‘help’ are conceptualised. The strate-
gies also infl uence the view of which profession should do the 
work, and which competence is relevant.

Thomas F. Gieryn has studied boundary struggles in dif-
ferent disciplinary settings. He discusses different situations 
where boundary work (the protection or control of a scientif-
ic arena) takes place. It can occur in situations of expulsion; 
a contest between rival authorities, with both proclaiming 
themselves to be scientifi c. It can also occur in situations of 
expansion if two or more rival epistemic authorities compete 
for jurisdictional control over a contested ontological domain 
(Gieryn 1999 p.15). A slightly different kind of boundary work 
results from efforts by outside powers, who, although not pre-
supposed to dislodge science from its epistemic authority, ex-
ploit that authority in ways that compromise the material and 
symbolic resources of scientists inside. Gieryn calls his type of 
boundary work ‘protection of autonomy’.

Care work and the link to the organisation of 
knowledge
Abbott interprets knowledge as an external force that shapes 
interprofessional competition. Knowledge is an internal re-
source which can be used against other professions. Abbott 
also argues that the growth of knowledge, which also can re-
place old knowledge, can have different effects on a profes-
sion. It can cause subdivisions or internal adjustments. Career 
patterns, for example, can cause adjustments while others 
can be caused by direct competitive strategies (Abbott 1988 
p.179).

Borderlines between professions and different areas of 
knowledge are always under negotiation and often in tension. 
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In this chapter I describe the competition within academia in 
order to reach the intellectual jurisdiction of the social work 
fi eld. I use Gieryns concept ‘boundary work’ and I look for 
struggles between rival authorities within academia. The aim 
of the struggle could be the protection of autonomy against 
newcomers in the academic arena. Sometimes a profession 
retains control over the cognitive knowledge of an academic 
fi eld, but such a jurisdiction is extremely unstable, because 
there is little preventing outsiders from developing academ-
ic, cognitive programs of their own (Abbott 1988, p. 75): A 
new or potential clientele can be such a factor of disturbance. 
Abbott also argues that a strong profession can ignore a po-
tential clientele. Elderly care is a new arena for trained social 
workers (socionomer). Some professionals interpret this expan-
sion as a factor of disturbance, and some social workers and 
university teachers want to ignore the fact that elderly care 
can become a fi eld for them to professionalise. 

Sector/administrative boundaries 
The occupations incorporated within the fi eld of social care, 
and particularly in elderly care, have undergone an acade-
misation process. Also other environmental changes have 
brought the arena of social care/elderly care into a very dy-
namic position, which has applied pressure to a more abstract 
body of knowledge. The need for broad competencies among 
care workers develops parallel with the fact that an increasing 
number of potential care recipients with health and social in-
adequacy survive the age of retirement. The need for changes 
in the preparation for social work is obvious. 

Legislation is inconsistent and occupational roles are in-
volved in a scenario of rapid transformation. For example 
young and middle-aged disabled persons have their own leg-
islation. When they pass the age of 65 their situation is unex-
pectedly unclear. A similar lack of clarity can be found in the 
treatment of persons with so called double diagnosis, as dif-
ferent diagnoses are treated by different professional groups. 



© The authors and Studentlitteratur 289

10  Academic strength and boundary work …

Persons working in the fi eld must adapt to the new situation 
and broaden their competence, The message is clear, elderly 
persons also challenge the traditional fi elds of social work, as 
also alcoholics and drug addicts live longer than before.

Three borderlines to negotiate
There are three main borders to be aware of for a social care 
worker, borders which help to defi ne and determine care 
work with older people. These borders may involve confl ict 
and protection, or negotiation and cooperation—or both: in 
Sweden, at least, the protection of these borderlines has often 
been quite burdened by contradictions (Forsgärde & Westman 
2002). They may be differentiated or indistinct. There is the 
border with social work with its emphasis, at least in Sweden, 
on delinquency and deviant behaviour. There is the border 
with health care, with its negative effects of medicalisation or 
hospitalisation (Trydegård 2000). And there is the border with 
informal care performed unpaid by family members or volun-
tary organisations (Trydegård 1996; Johansson 2001). 

SOCIAL CARE AND SOCIAL WORK

There is a need for clarifi cation of the concepts ‘social care’ 
and ‘social work’. Working with elderly or disabled persons 
does not normally involve the notion of curing or the rever-
sal of the person’s life course. Professionals should be guided 
by the idea of keeping intact as many capabilities as possible. 
Life quality, not liberation from symptoms, has been defi ned 
as the goal for work with elderly people. Administratively the 
borderline is, in principle, drawn between work with elder-
ly and disabled people on one side and socially delinquent 
persons on the other. The borderline is, however, diffi cult to 
maintain in a welfare society where also delinquent persons 
like alcoholics, drug addicts or poor people live until they 
become old. According to theories, social care includes emo-
tions, engagement, individualisation and a unique meeting. 
Many of the aforementioned ingredients are also central in 
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social work. In rhetoric, social work has come to include more 
distance, autonomy, rules, standardisation and justice, which 
has replaced the perspective of caring. In consequence the so-
cial care perspective, which includes dependency, asymmetry 
and reciprocity, has been questioned, and learning, infl uence 
and power have been introduced to the agenda. In elderly care 
practice the social care theme has become unclear due to stan-
dardisation and justice orientation. The relation between the 
school of social work and the expectations of the labour mar-
ket on a relevant professional knowledge is vital. Law studies 
hold a strong position in the traditional education for social 
workers (socionomprogrammen), which is not the case in the 
social care education. The resultant problem is that there is 
a high level of variation when it comes to social service uni-
versalism (Rauch 2005). Social work is often performed out-
side the home, while elderly care is usually preformed within 
a private home.

SOCIAL CARE AND HEALTH CARE

Elderly people spend shorter periods of time than before in 
hospital care and many people with greater care needs are 
cared for in ordinary housing accommodation. At the same 
time, the municipalities, which are in charge of care for older 
people, have prioritised the provision of help and support 
to those with the greatest needs. This means that there are 
fewer elderly people today than there were 15 years ago that 
receive help from the municipalities, whereas the ones that 
do receive help are provided with more frequent or more ex-
tensive services. 

During the 1990s, the boundaries between health care and 
social care have involved a great deal of tension. The manage-
ment of the operations / activities has become a more mul-
tifaceted task. It is no longer a question of just supervising 
the work of subordinate staff, but of supervising the work of 
equally important professionals, for example registered nurs-
es, physiotherapists and occupational therapists, who have ad-
vanced qualifi cations. The middle manager (hemtjänstassistent 
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or områdeschef) no longer necessarily has her knowledge base 
in social care. The manager may instead be a registered nurse, 
an occupational therapist or a physiotherapist. There can in-
deed be competition for this role from other professions, who 
often have a health perspective in their training. Generally 
speaking, it can be said that registered nurses (sjuksköterskor) 
have a stronger position than they had previously due to 
the establishment of a medically answerable registered nurse 
(medicinskt ansvarig sjuksköterska (MAS)). 

Professions that involve elderly care in medical settings, 
like nurses, physiotherapists, occupational therapists, nutri-
tionists et cetera have reached a degree of intellectual jurisdic-
tion over the fi eld, which is not experienced as reasonable by 
social workers, because it seems to have excluded social think-
ing from the work agenda (Johansson 2006). Physicians and 
other health care staff, who have a monopoly of labour (legit-
imation), promote a medicalisation of the fi eld, which results 
in a form of language use that describes the aged and ageing 
in the conceptual terminology of medical diagnosis and treat-
ment. Professions with a background in social occupations 
are weaker—as negotiators—as the traditional Swedish social 
workers have not included elderly care into their area of com-
petence and therefore lack a base of knowledge for work with 
elderly people (Sauer 2007). Consequently the possibilities for 
the social care workers to infl uence knowledge production 
and knowledge use are limited because their knowledge base 
has, interpreted in this theoretical frame, a relatively loose 
link to academia.

FORMAL SOCIAL CARE AND INFORMAL CARE

The present trend in Sweden is that informal care has in-
creased in volume and importance (Sand 2005). New bound-
aries will be the outcome. An anxiety for loosing interesting 
but time-consuming caring tasks is reported from care work-
ers. 
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Academic strength. System of professions 
An educational programme has to meet the demands of aca-
demia and the labour market, which means that the bound-
ary confl icts can be manifold and complex. I have chosen to 
focus on what happens within academia on educational pro-
grammes for social workers (socionomprogram) who train for 
professions in elderly care on the managerial level (middle 
managers/ supervisors) in order to illustrate that complexity 
should become integrated in the curriculum. This means that 
the relatively broad perspective presented above will be nar-
rowed down to a more specifi c arena of the boundary strug-
gle.

There have been two educational programmes for social 
workers in Sweden: social work education and social care ed-
ucation. Following the administrative borderline, the former 
educates social workers (socionomer) for work with delin-
quents or poor people with the normalisation principle in 
mind, while the latter educates social care workers in different 
positions in elderly care and care for the disabled. 

During the late 1990s, Swedish middle-to-long care edu-
cations have undergone a radical change. The 1977 reform 
made it possible to tie research and PhD-studies to the vo-
cational training that was previously confi gured as training 
for apprentices. Some of the education programmes, for ex-
ample social work, had entered the academia already in the 
early 1980s, and started independent PhD programmes. Many 
middle-to-long care educations like social work physiother-
apy, occupational therapy et cetera organised post-graduate 
courses for their students with the ambition to develop these 
into a PhD programme. PhD studies for nursing were arranged 
through collaboration with academic disciplines, like social 
medicine. The only vocational training programme which did 
not arrange any independent post-graduate education was the 
social care education (social omsorgsutbildning). 

Recently the Board of Higher Education and the Board of 
Health and Welfare inspected the two educational programmes 
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for social workers and suggested their unifi cation. At a few 
universities there were already social work programmes with 
a special direction towards social care. The best from each one 
should be kept and the aims of the training should be adapt-
ed to the changed demands for professional knowledge in a 
global society with social work standards built on evidence 
and quality assurance. A competence raise was suggested for 
elderly care staff as the demands on their services have be-
come more complex. The proposition brought together two 
very different approaches to social work. The suggestion from 
the National Boards was that the more prestigious title ‘so-
cionom’, should improve the expectations and protect the re-
formed education.

The strict demands of academic standards expressed by the 
Board of Higher Education (Högskoleverket) have accelerated 
a move into the universities and an adaptation to academic 
culture. Different forms of knowledge—experience-based, vo-
cational and evidence-based—will then compete within the 
educational programmes. Those changes are part of an even 
greater change, which aims at a greater complexity in rela-
tion to individual responsibility, disposition for change and 
career tracks.

After their integration the contradictory orientations of so-
cial care and social work have, caused interdisciplinary con-
fl icts, but also stimulated fruitful discussions about what these 
areas of work are. What kind of joint or unifying knowledge 
should underpin social workers’ basic education? At certain 
schools of social work the tensions have resulted in unsuc-
cessful attempts to integrate the two educational goals, which 
have resulted, in some cases, with total disintegration. One 
cause of the confl ict is that social workers who begin to in-
clude older people in their client group fear that a degree of 
status will be lost. 
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Boundaries of knowledge/academic disciplines 
Through participation in the structuring of knowledge, a pro-
fession has the power to decide what should be included and 
what should be excluded from the knowledge base. The possi-
bilities to defend an intellectual jurisdiction have partly to do 
with the strength of the academic discipline, and partly to do 
with the volumes of the voices from work places that articu-
late the need for relevant competence. In the lobbying for and 
against the new and broader social worker exam, the unbal-
ance in academic competence between the academic teaching 
staff has become obvious. The unbalance of academic compe-
tence between teachers who represent traditional social work 
and the teaching staff who are representative of the social care 
programmes has had consequences for social care profession-
al’s possibilities to infl uence the knowledge base. 

In comparison with other professions the social care pro-
grammes had a week position within academia, at the time 
of the reform. The academic strength of the closest collabo-
rators on the ‘medical’ and the ‘social’ sides can be measured 
through the publications of scientifi c knowledge within the 
fi eld. I will focus especially on the competition between aca-
demics who represent traditional social workers and the aca-
demic staff who represent the social care programme and its 
struggle for acceptance.

Through a comparison of the number of dissertations it 
is possible to rank the professions. In her investigation Alice 
Hermansson (1999) found that 411 persons had passed their 
PhD in the new academic disciplines occupational therapy, 
biomedical laboratory science, nursing, reproductive and 
neonatal nursing and physiotherapy up to 1998. The nurses 
were fi rst out. Already in the 1960s they had contacted their 
British and American counterparts and started research on 
their own. The Medical Research Council and The Council of 
Social Sciences funded the nursing sciences which strength-
ened their position. Swedish nurses have a relatively high 
status. By 1995, the number of nurses who had passed their 
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PhD numbered 65. The development thereafter has been ex-
traordinary. In 2001 more than 300 nurses held PhDs and the 
number of professors in nursing was 18.2 By 2005 the num-
ber had increased to 550 PhDs and 34 professors in nursing.3 
In physiotherapy 69 dissertations were written between the 
years 1977–1997 and 185 physiotherapists had passed their 
PhDs before May 2005. At that time there were 124 professors 
in physiotherapy. In September 2005 there were 68 occupa-
tional therapists who had passed their PhD, and there were 
fi ve professors plus three associated professors in the fi eld.5 
The discipline of social work held 167 PhDs and 27 professors 
in December 2004.6 

In the fi eld of ‘social care’, the two fi rst persons who trained 
as the managers of old peoples homes (ålderdomshemsförestån-
dare) passed their PhDs in 1999. They were the fi rst ones who 
linked their professional training and experience in social care 
to research. By 2005 the number had increased to four per-
sons, which included two who had passed their PhDs in so-
cial work. 

These are the fi ndings if we arrange data with respect to 
the professional background of the researchers. However, if 
we were to enter research on social care with more gener-
ous inclusion criteria, we will arrive at another conclusion. 
There are a great number of persons unrelated to the profes-
sions who made research on elderly care and disabled people. 
Around the millennium shift there were around 30 persons 
who had passed their PhDs on social care related subjects. 
Eliasson-Lappalainen, Wœrness and Tedre found that there 
were 44 dissertations related to elderly care (2005). They were 
spread over several disciplines, but the majority was written 
within sociology and social work. There has been a constant 
increase of dissertations in the fi eld since 1995.
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Professional structure in relation to intellectual 
jurisdictions
The occupations in the fi eld of social care are not possible to 
rationally classify according to professional theory. The links 
between research, education and praxis are loose or even non-
existent. In international curriculum of social work educa-
tions, work with elderly and disabled people has also a sub-
ordinate position in the literature (Sauer 2007). The same 
pattern is evident all around the western world. Work with 
elderly people is not an integral part of the curriculum and 
the students tend not to choose the electable courses in el-
derly care. 

a) None of these professions or the professions close to 
them voices an interest in the monopolisation of the 
research arena of social care. This is an odd situation as 
medically oriented professions on the same academic 
level (similar length of education and same possibilities 
to academise the fi eld) have created research areas of 
their own.

b) There are no corresponding professions on the 
international arena—social care workers’ organisations—
to which research could be linked.

c) Signals from the fi eld indicate that the employees are 
locked in traditional roles that are of questionable 
relevance to the care recipients.

At the universities where the integration of the two pro-
grammes already have started, some problems have already 
become obvious. The intellectual jurisdiction is protected by 
the lecturing staff, who had all written their PhDs with a tra-
ditional perspective on social work. This does not create a cli-
mate where integration is attained on equal terms. 

As mentioned above, I have assessed the power to create an 
intellectual jurisdiction through the number of dissertations 
passed in each fi eld. The fact that more than170 persons who 
were trained as traditional social workers have passed their 
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PhD, while the corresponding fi gure for social care workers is 
four, would indicate that the chances for the negation of the 
curriculum on equal terms are limited. The state of inequality 
has consequences for the chances to procure supervision for 
a PhD thesis about elderly care and for the student’s chanc-
es of being recognised as qualifi ed for post-graduate studies. 
It also has consequences for the competition concerning the 
curriculum within the social work programme, and for how 
the qualifi cations will be valued on the labour market. Finally, 
it has consequences for our view of old people and their spe-
cifi c needs. 

Consequently, recruitment to post-graduate studies has be-
come a problem. Does a social care oriented background qual-
ify for acceptance as a PhD student within a department of 
social work? Is a care worker with complementary academic 
competence in research methods and theory of science more 
acceptable? Or could a social worker with a traditional exam 
(socionom), or a social scientist without practical experience, 
but with a research interest in the area, be qualifi ed? Within 
the social work programmes the hierarchy has been threat-
ened.

The labour market has adapted too slowly to the new sys-
tem with social work programmes with a special direction 
and many students with a broad education have become con-
fused concerning the value of their education. A hierarchy 
has emerged, and traditional social work content score high-
er than the social care-related. The resultant weakness of aca-
demic recognition and, lack of vocal power, is clearly related 
to cutbacks and the low status of social care in practice as well 
as in research. Employers have been uninformed. Furthermore 
elderly care managers have preferred persons with a tradition-
al training rather than social workers with a broader and rel-
evant competence.

The question is how to enter and become accepted in an 
arena where the roles are already defi ned. The number of per-
sons who hold a PhD defi nes the direction and structure of 
the knowledge production and the intellectual jurisdiction. 
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Contemporary strategic discussions focus on how to strength-
en a fi eld in need of renewal and modernisation. At the pres-
ent time, students are being educated for professions that 
have no equivalent in an international setting. Furthermore, 
new working tools for present social problems are needed; al-
ready existent problems need remedying, and new solutions 
need to be developed (Johansson 2005).

Two contradictory strategies 
There has been little discussion concerning societal strate-
gies to strengthen research with a social care perspective. Two 
different strategies can be discussed: support could either be 
given to a professionalisation of the fi eld through a special 
profession, or the support could be given more directly to the 
research fi eld.

Support to a profession. To provide support to the building 
of research within the frame of an academic discipline based 
on professional knowledge.

Long before the 1977 reform, actors within most middle-
to-long educations had started research in order to develop 
and make their area of knowledge evidence based. One possi-
bility for social care in social work would be to copy that strat-
egy even if it involved a considerable time factor. For some 
the aim is to surpass the goals that other professionals have 
already accomplished. Occupations in social care, then, have 
to compete not only with social work educations and their 
struggle for legitimisation but also with the hundreds of ac-
ademically titled nurses, physiotherapists and occupational 
therapists.

Support to a research fi eld. To give support to an already ex-
isting arena of research, an arena that is open to persons from 
a variety of professions and disciplines with various develop-
ment and interest needs.

Universities have supported the development of many pro-
fessions, which have developed PhD programmes of its own 
and a special exam: nurses, physiotherapists, occupational 
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therapists et cetera. However, one glove does not fi t every-
one, and the social care educations may be well advised to 
choose a different way. Today, the best strategy may well be 
to follow the trend towards multiprofessionalism and coop-
eration which transgress disciplinary borders. One line of ar-
gumentation could be to focus on intersectional processes in 
order to achieve something better and more signifi cant than 
just an addition of one piece of knowledge to another. Instead 
of following the trend that confi nes subjects in narrow fi elds, 
the principle of unlocking could be the alternative that creates 
bridges between different fi elds. This is not meant as a tempo-
rary strategy but as a permanent one. The point is openness 
with all its potentials for enrichment.

In sum, in the fi rst scenario it is important to build and po-
lice professional borders, in the other to open them.

Discussion
There is a great need for social care workers with high degree 
competence in elderly care. This demand from outside powers 
should be considered in relation to ongoing boundary work 
within the educational system. Even if the borderline between 
social care and social work is blurred, the struggle for the intel-
lectual jurisdiction is hard. A fi ght between those who want to 
keep the demarcation and those who, with some support from 
outside, want a broader defi nition of the fi eld of social work is 
well known. There are also some factors within academia that 
complicate the situation.

1 Educations in social care have both a social and a 
medical/ nursing orientation. The educations linked to 
medical sciences have a longer tradition in academia 
and have, consequently, accumulated a stronger 
position than the social work/ social care disciplines. 
The career paths are different in the two faculties. 

2 The social care educations have a weak position within 
the social work programmes. The weak position is partly 
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due to relatively low course applicant level, and partly 
due to research competence among lecturers. It also 
depends on the confl icting foci described above.

These two factors should be balanced with external powers 
who have made huge economic investments on research and 
slowly a change can be recognised. Research on elderly care 
and ageing is the fi eld most increasing within the discipline 
of social work (Dellgran personal communication). One com-
plication is that there still is a lack of researchers with specifi c 
competence in social care. Therefore there is a risk that the 
unbalance between different professional bases of knowledge 
will remain. 

THE DISCIPLINE IS BROADER THAN THE PROFESSION

The two ideas presented above clarify that in the development 
of a fi eld we have to differentiate between professionalisation 
and academisation. Professionalisation has to do with the la-
bour market role, whereas academisation refers to the role 
within academia. The two ideas can be implemented either 
as a number of professionally defi ned boxes or as one open 
research arena where professionals from different professions 
meet and create an arena with fruitful meetings concerning 
joint research problems.

Social care, which often refers to every day life and a social 
dependency that most of us will experience during our life-
time, could with preference, develop in other directions than 
the well worn paths of professionalisation and academisation. 
It also refers to a specifi c professional ethics. Professional au-
thority is a kind of power which is contradictory to caring. 
The ideal is reciprocity which is in juxtaposition to a division 
between ‘we who have the rights to decide over your life’ and 
‘those who have to change their lives’. 

In an open research arena the same ethics that could become 
an ideal for care practice could also guide research practice. 
That means an ethics built on openness, balance, dialogue, re-
fl exivity and response, and not on monopoly, boundaries and 
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authority. It should be a great challenge to build a research 
arena that theorises social care from many, and sometimes 
contradictory, perspectives. With a clear leadership a knowl-
edge base with a social content could be created, an arena 
for co-operation between different professions, which unlocks 
isolated academic arenas. The same ideals could also guide the 
recruitment strategies to the direct care work. Instead of one 
basic education for all, the melting pot could be the ideal. 
Staff with different educational backgrounds, experiences and 
ages could better fulfi l the intentions of care work.

Notes
1. In 1999 I was appointed professor with the mission to integrate 
social care research into the fi eld of social work. I have worked with 
post-graduate supervision of PhD students in order to create a team of 
researchers in the fi eld. I have also taken part in a national project in 
order to integrate social care into the curriculum of social work educa-
tions. I have chaired the committee of The Board of Higher Education 
who examines the applications from former social care educations who 
want to convert their educational programme into one in social work.
2. Information from Vårdförbundet (The Swedish Association of Health 
Professions) October 2001.
3. Information from Annika Rickardsson, Vårdförbundet 3/10 2005.
4. Information from Eva Höjer, LSR, (Swedish Association of Registered 
Physiotherapists) 22/9 2005.
5. Information from Sofi a Segergren, FSA Swedish Association of 
Occupational Therapists), 22/9 2005.
6. Information from Dellgran och Höjer, see also their chapter in Blom 
et.al. 2006 (ed.).
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The recruitment of care workers to work in the areas of health 
and social care for the elderly and people with disabilities has 
been a problem for Swedish municipalities already for some 
time. The combination of large-scale retirements among care 
workers and a declining interest in health and care educa-
tion among students has led to a more general and national 
concern for future recruitment. (Socialstyrelsen 2002, 2004). 
In order to retain and attract care workers, the creation of a 
good working environment is essential (for an overview of 
work environment issues within Nordic welfare research, see 
Trydegård 2005). 

Demands, control and social support are concepts that are 
frequently used to describe employee’s psychosocial work en-
vironment and experience of work (Karasek & Theorell 1990). 
They highlight that a good working environment must be 
organised so that the employees are able to obtain control 
in their working life, for example, through the allocation of 
time for refl ection and participation in the planning of the 
work. Other important factors are social and collegial support. 
Fisher and Tronto (1990) foreground specifi c ability factors as 
fundamental for social care actions. According to Fisher and 
Tronto, time, material resources, knowledge and skill make 
up the framework for meaningful social care work and that 
there should be a balance between them. If care workers have 
the skills that are required for the job, but not the time nor 
the resources, the work can indeed be carried out, however, 
‘these imbalances lead to many of the ineffective and destruc-
tive patterns we encounter in caring activities’ (1990:41). This 
places demands on the organisation of social care work.

The focus of this article is on the psychosocial work en-
vironment of care workers; care workers’ educational levels; 
collegial relations and the relations between care workers and 
care recipients. In relation to a recruitment problem within 
municipalities’ care work sectors, these aspects must be dis-
cussed in relation to care workers’ experiences of the psycho-
social work environment. This chapter aims to examine how 
care workers in the eldercare and care for people with disabilities 



© The authors and Studentlitteratur 305

11  To Organise for Care Work …

experience their psychosocial work environment. A central ques-
tion is how the educational level among care workers con-
nects to the perception of work environment and work rela-
tions?

The analysis in this chapter is drawn from material that 
was collected from two different care domains: elderly care 
and care for persons with disabilities. The comparison of two 
care services provides a deeper understanding of, in this par-
ticular case, the dynamic work environment than a study that 
encompasses only one care domain. (cf. Alvesson & Sköldberg 
2000). These services can be seen as two different sectors in the 
Swedish welfare system, as many municipalities have divided 
their services into two different organisations. Another reason 
is that the age 65 constitutes a decisive factor in whether one 
can be included by the Social Service Act (Socialtjänstlagen, 
SoL) or the Act concerning Support and Service for Persons 
with Certain Functional Impairments (Lagen om stöd och ser-
vice till vissa funktionshindrade, LSS). Persons who are 65 years 
or older are automatically included in the service of SoL when 
they get their functional impairment (Szebehely & Trydegård 
2007, see also Lewin 1998). 

The working environment: some defi nitions 
There are different models for what affects human’s experi-
ence of their work conditions. This article highlights Karasek 
and Theorell (1990) model of how the psychosocial work en-
vironment is affected by1 the demands that employees experi-
ence in their work,2 the degree of control the individual has at 
work and3 the amount of social support the person experiences 
in his/her work. Demands refer to the physical exertion that is 
required to be able to carry out the work and the mental work 
demands: aspects of the work’s scope and time pressure. The 
ability to control depends partly on the knowledge that is re-
quired in order to carry out the work and partly on the indi-
vidual’s possibilities to make decisions in his/her work situa-
tion. In this study, social support is divided into formal and 
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informal social support. Formal support deals with support 
from management and informal support deals with support 
from colleagues and care recipients. Karasek and Theorell’s 
model discusses other factors of social support, however, in 
this study, formal and informal support fi t in well with the 
empirical material. 

The basis of the model is that the experience of work con-
ditions is affected by and interacts with the control a person 
has over his/her work, the demands the work places on that 
person and how the social support is perceived. Using a ma-
trix of combinations where stress and activities are included, 
different types of work are classifi ed on a scale of bad health 
and health depending on how great the demands are in rela-
tionship to being able to have control in relation to the ability 
to command the work. In summary, one can state that high 
demands are experienced as stressful, and especially so if one 
has little control over one’s work situation (Eriksson 1998). 
Control is a core factor for the experience of one’s work situ-
ation; the more control, the better the employee can manage 
psychosocial stress (Karasek & Theorell 1990). However, we 
live in an ever-changing society and the connections are not 
always so simple. Research shows that even in work where 
employees have considerable control, there are many who 
suffer from bad health and stress (Bäckman & Edling 2000). 
Women in the public sector report the highest degree of bad 
health related to work conditions. The theoretical model has 
had to endure criticism from researchers who reason that it 
cannot predict the psychosocial strain for personnel (Beehr et 
al. 2001). The model, though, has shown to be useful in iden-
tifying differences between different work groups and I be-
lieve it can be useful as an indicator of what care workers can 
or cannot cope with in their work. Research on care work and 
the working environment is important, especially if we take 
into consideration the municipalities’ need to recruit and re-
tain competent care workers and thereby create attractive and 
goal-oriented work places.
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Care work: a relational job
Working life of today is often described using concepts such 
as increased fl exibility, ability to adapt and client focus, and 
working life is to a large extent about understanding, prob-
lematizing and analyzing (Grönlund 2004). From this, Döös 
(2004) highlights the importance of ‘competent others’ i.e. 
that knowing is a relational phenomenon and it is in com-
munication with others that knowledge becomes available for 
refl ection and development through competence-bearing rela-
tionships. Such relationships develop through conversations, 
interaction and commonly shared experiences.

What characterises these competence-bearing relation-
ships? Ellström (2002) discusses two forms of learning: ad-
aptation-oriented and development-oriented learning, and it 
becomes obvious that different types of learning require dif-
ferent strategies and relationships. Adaptation-oriented learn-
ing focuses on the reproduction of established knowledge or 
routines. It is about being able to master and adapt oneself 
to known situations and is referred to as quick learning. In 
contrast, the development-oriented learning focuses omit on 
possibilities, learning to formulate and solve problems and 
learning to question prevailing structures. It is about focusing 
on possibilities to discover and develop new knowledge. This 
presupposes that there is time for refl ection and that there is 
room provided for informal learning activities, for example, 
experience exchange and dialogue in the work group. 

Specifi c to the fi eld of social care is that care workers also 
have to relate themselves to the care recipient (Hasenfeld 
1992) and research about work environment and work sat-
isfaction within the social care fi eld clearly demonstrates the 
complex and contradictory nature of care work. Firstly, work 
in the care work sector is experienced as both mentally and 
physically demanding and feelings of stress and inadequacy 
are common. Secondly, the work is also experienced as mean-
ingful and stimulating. The complex co-existence of both pos-
itive and negative aspects is not surprising. The majority of 
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Nordic eldercare research has shown that the relationship with 
the elderly care recipients is an important aspect of the work. 
Not having time to create and maintain these relationships is 
experienced as unsatisfactory (Gustavsson & Szebehely 2005, 
Astvik 2003, Ingvad 2003, Szebehely 1995, 2005). 

The result of a more individual-based care and service ide-
ology also emphasises the importance of good relationships 
with the care recipients within care for persons with disabili-
ties (Olin 2003, Tideman & Tøssebro 1996). Research in the 
disability fi eld, and especially among personal assistants, 
shows that the relationships with care recipients is construct-
ed through the work, but is often described as a personal re-
lation that can be complex and problematical (Hugemark & 
Wahlström 2002). For example, the home of the care recipi-
ents is the care workers’ work place, and, as a home is per-
ceived to be a private place, the relationships between the ac-
tors are constructed through other norms than those found at 
a ‘normal’ work place. The question is how the relationships 
with colleagues and care recipients are part of the experience 
of the psychosocial work environment and to what extent the 
educational level is signifi cant? 

Methodological considerations and ideal types 
The empirical material is presented in the form of three ideal 
types, which are based on how the care workers relate to their 
work, i.e. positive and negative aspects. The purpose is to de-
scribe the different attitudes towards care work in relation to 
how the work environment is perceived. These aspects will 
then be placed in relation to the theoretical concepts: de-
mands, control and social support.

An ideal type can be described as a case, an abstract descrip-
tion that is constructed based on the emphasis of certain char-
acteristic patterns in theoretical or empirical material. These 
cases become analytical models that can be used as tools in 
order to enable further analysis (Giddens 2003). According 
to Weber, an ideal type is an abstraction of theoretical 
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relationships and is associated with historical descriptions 
of different phenomena (Weber 1904/1977). However, ideal 
types today have even come to be used to present and analyze 
empirical material (Waara 1996, Widerberg 2002). An advan-
tage with presenting one’s empirical material in this manner 
is that the analysis becomes clear and manageable and that 
the analytical properties that an ideal type constitutes are a 
summary of the material and abstract in character (Widerberg 
2002).

The study has a qualitative approach and is based on an in-
terview study of care workers working in elderly care and the 
care of persons with disabilities. (2.) The care workers have 
also answered a questionnaire about meetings, levels of edu-
cation and relations to other professions in the care sector. A 
total of 37 care workers from different care work settings have 
been interviewed, see table 11.1.

Table 11.1 The distribution of the informants according to type of work and gender

ELDERLY CARE DISABILITY CARE TOTAL

RESIDENTIAL 
CARE 

HOME HELP 
SERVICE

RESIDENTIAL WITH 
SPECIAL SERVICE

DAILY 
ACTIVITIES

PERSONAL 
ASSISTANT

Female 10 8  4 5 2 29

Male  4 1  1 1 1  8

Total 14 9  5 6 3 37

Total 23 14 37

As described in table 11.1, the article is based on a material 
in which care workers from different kinds of care sectors are 
included: home help services (hemtjänst) and residential care 
(särskilt boende) in eldercare and residential with special sup-
port (boende med särskilt service), day care services (daglig verk-
samhet) and personal assistance (personlig assistent) in the care 
of persons with disabilities. The construction of ideal types 
enables me to gather those who reply similarly to a number 
of central concepts. I can then acquire valid data irrespective 
of whether they belong to elderly care (EC) or disability care 
(DC).
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The educational background of the care workers shows that 
many of them have an education which is related to health 
and social care. In the elderly care sector, care workers are em-
ployed as nurse assistants (vårdbiträde) or auxiliary nurses (un-
dersköterska). The nurse assistants have a more diversifi ed edu-
cational background than the auxiliary nurses in elderly care. 
The nurse assistants either have an upper secondary general 
education, health care support training (sjukvårdsbiträdesut-
bildning) or nursing assistant training (vårdbiträdesutbildning). 
The ones that work as auxiliary nurses have undergone the 
Upper Secondary Health Care Programme or a 32-week sup-
plementary course (see also Ahnlund & Johansson in chapter 
2 for more information about the educational programmes). 

In the care for persons with disabilities, the care workers 
have an even more varied educational background and they 
are employed as carers (vårdare eller vårdarinna), as occupation-
al therapists (arbetsterapeut) and personal assistants (person-
lig assistant). A number of the carers have university degrees, 
one is, for example, a teacher, others have a upper secondary 
health care education or a upper secondary education within 
a more general area, for example, the humanities programme. 
The personal assistants also have a varied educational back-
ground and one have undergone the upper secondary health 
care program, one has a university degree in pedagogy and 
one has a general upper secondary education. 

The hermeneutic process described by Alvesson & Sköldberg 
(2000:58) inspired the analysis, which concisely means that I 
have alternated the reading of the interviews with theoretical 
interpretations for a deeper understanding of the data. On the 
basis of the analysis, I have constructed different themes from 
which the ideal types have been constructed. The aim of con-
structing ideal types is to show differences between groups, 
in this case of care workers. The quotations presented in the 
ideal types are chosen to demonstrate these differences, but 
are simultaneously representative for more than one person 
in the ideal type. 
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Ideal types: the care recipient controlled, 
the organisational abandoned and the 
environmentally supported
THE CARE RECIPIENT CONTROLLED 

In this ideal type, care workers from the care of persons with 
disabilities are represented: care workers from residential with 
special support, day care services and personal assistants. They 
have a diversifi ed educational background. The care workers 
have either an education in health and social care, both at 
the upper secondary school and higher education level, or no 
upper secondary school education at all. They work as carer 
(vårdare och vårdarinnor) or as personal assistants.

The work demands in this ideal type are substantial due to 
the fact that the care recipients have a considerable need for 
help and the care workers often work alone. Working alone is 
described on the basis of two aspects: diffi cult in relation to 
being without colleagues and unproblematic because staff and 
care recipient(s) work together. The diffi cult part originates 
from the fact that the care recipient(s) can be very demand-
ing and that care workers are left alone with considerable re-
sponsibility for individuals: ‘Yes the worst is that they are so 
demanding. And if you are not fi t yourself, you become very 
tired and down. And especially when one is working alone.’ 
(Female, carer 10DC).

Care workers have considerable possibilities to infl uence 
their schedule and work task contents together with the care 
recipient(s). One negative aspect for this group, and especially 
for the personal assistants, is the restriction of their possibili-
ties to exercise control over the work. For example, if the care 
recipient does not want to propose fun activities or if con-
fl icting interests occur, the staff experience that they are ‘in 
the hands of the care recipients’. In extreme cases, this can be 
expressed in terms of being a slave without rights: ‘Some are 
very burdensome to work with where one can’t go out, many 
are of course depressed and are sitting at home, smoking all 
day and yes then those are long workdays. (…) some care 
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recipients in this branch are ‘demanding machines’ (…) don’t 
understand that I need to go to the toilet and things like that. 
I am just a slave.’ (Male, personal assistant 17DC). 

Due to the fact that many work alone, it varies how often 
the care worker has meetings together with colleagues and 
management and they do not have regularly scheduled dis-
cussions about the work’s values and pedagogical methods. 
They experience that they do not have relevant training in 
relation to the care recipients’ problems and that it is up to 
themselves to read up on this: ‘I have received information for 
half a day about MS, but there is often literature at home with 
the person one works for, so then one can look at that’ (Male, 
personal assistant 17DC). They ask for further education but 
realise that the municipalities’ economical situation makes 
make it impossible for them to participate in courses: ‘When 
the municipality needs to save, then they take away all further 
education, cut down on staff. It is like panic.’ (Female, carer 
11DC). The result is that the work can sometimes be experi-
enced as boring because development remains at a standstill: 
‘Not too much happens. It’s the same routines every time. It’s 
like, how should I say, not boring but it easily becomes very 
routine’ (Female, personal assistant 16DC).

Care workers in the care recipient controlled, work to a 
large extent alone and have few opportunities to discuss their 
work with colleagues. In those cases where the personnel 
work in integrated day care services (integrerad daglig verksam-
het), the approach is that the ‘regular’ staff at the workplace 
provide good support in the work but only in relation to the 
work tasks. They cannot help with information, for example, 
about problems related to the care recipient(s) or other con-
fi dential information: ‘I can’t talk about a problem regarding 
the group, the employees. I have to separate between what is 
about the job and what is about them.’ (Female, carer 10 DC). 
Most have weak formal support and state that they rarely re-
ceive any appreciation from persons in managerial positions, 
whether it is verbal or material appreciation: ‘I have worked 
here for eight years and I have never received any praise from 
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my work supervisors. Earlier we would get a Christmas pres-
ent, but yes even the Christmas lunch has been cancelled.’ 
(Male, personal assistant 17DC). ‘If I want to quit work? Yes, 
sometimes because you never get any feedback from our so-
called supervisors’ (Male, carer 21DC). They are not offered 
supervision (handledning) and they seldom have contact with 
relatives.

To sum up, ‘the care recipient controlled’ are characterised 
by weak informal support as well as weak formal support in 
relation to management and colleagues. Their work is highly 
demanding, and control is either minimal or considerable, 
depending on the relation to the care recipients. They often 
have a close, and for the work fulfi lment, crucial relationship 
with the care recipients. When these relations do not function 
well, the work is experienced as less stimulating. 

THE ORGANISATIONAL ABANDONED 

In this ideal type, eldercare personnel from residential care 
and home help services are represented. They have a diversi-
fi ed educational background: some are employed as auxilia-
ry nurses (undersköterskor) but most have a nursing assistant 
education (vårdbiträdesutbildning), alternatively no theoretical 
educational regarding health or social care.

The personnel in this ideal type has also a heavy work-
load and high demands in their work due to the care recipi-
ents’ urgent need of assistance and organisational problems, 
for example, a shortage of staff and diffi culty in getting sub-
stitutes when necessary. Lack of time is a pressing issue. The 
care worker experiences diffi culty in managing all their work 
tasks: ‘It becomes stressful because one has to take on more 
work when there are many who are sick’ (Female, nursing as-
sistant 5bEC). They are motivated to do more during their 
working hour, for example, engage the elderly in different 
ways, but are frustrated by organisational problems and con-
tinuous time pressure: ‘I promise that there are not many who 
would be able to cope with working in this unit. There are al-
ways things to do. The downside is that the elderly are not 
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activated by us because we don’t have enough time’ (Male 
nursing assistant 16EC). ‘We haven’t been out for a walk in a 
long time, we haven’t.’ (Female, nursing assistant 1EC). The 
work is perceived as being mentally straining and physically 
demanding, for example, the elderly have lost many of their 
social and bodily functions that the staff has to compensate 
for. This infl uence how they feel about the elderly: ‘One be-
comes stressed and a few cry out for attention and one be-
comes irritated, I have to admit.’ (Female, auxiliary nurse 
18EC) ‘Sometimes the work is boring when things are the 
same all the time, a few pensioners say the same thing every 
morning’ (Female, auxiliary nurse 8EC).

The staff can control their work to the extent that they can 
plan how the days are to be arranged and they are also respon-
sible for the work group’s schedule. However, the infl uence 
on scheduling does not always benefi t the staff: ‘one does not 
have any regularly scheduled coffee breaks and sometimes one 
does not have lunch either, (laughs) if it’s really bad’ (Female, 
nursing assistant 5bEC). They have regularly scheduled morn-
ing meetings where the work distribution and practical work 
tasks are discussed. However, much of the responsibility to 
solve daily occurring problems is left to the individual, both 
in regards to organisational problems and problems in rela-
tion to the elderly: ‘Last Monday, if I followed my schedule, 
then there was no time to go and get lunch boxes (for the el-
derly), I had to do that during my lunch’ (Female, nursing as-
sistant 5bEC). They do not have many opportunities to dis-
cuss pedagogical issues or ethical values at work: ‘It is not that 
often that we sit down and talk about this and that’ (Female, 
auxiliary nurse 17EC). The care worker is worried about the 
municipalities’ economical programme and its negative af-
fects on the elderly care. In their opinion, this is a factor that 
prevents further training: ‘Further education? I don’t think 
that I have seen so much of that’ (Male, nursing assistant 
13EC). It is also diffi cult to obtain substitutes when needed. 

Care workers in the ideal type ‘the organisational aban-
doned’ have informal support, and colleagues are described 
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to be the number one reason for remaining at the workplace: 
‘Really great work mates, I get along with them really well.’ 
(Female, auxiliary nurse 8EC) ‘I have great colleagues and they 
are in fact the reason why I remain at this workplace’ (Female, 
nursing assistant 3EC). But problematic situations are in best 
cases discussed with colleagues, it is also common that diffi -
culties are not discussed in the work group. This can lead to 
feelings of loneliness at work: ‘When one walks out to the el-
derly, you are all alone with the responsibility and one has 
to be clear about what you have to do.’ (Female, nursing as-
sistant 4EC). They are not offered supervision (handledning) 
and there is no specifi c time set a side for discussions about 
the work’s values and methods. There is cooperation with ac-
tors outside the eldercare sector, for example, district nurses, 
and a satisfaction from being rooted in the local community 
where persons are known by shopkeepers and public actors: 
‘It becomes very social in some way, the stores know that one 
works at home help services. The pharmacy and the post of-
fi ce, they say hello when we meet on the street’ (Male, nursing 
assistant 5aEC). They seldom receive appreciation from per-
sons in supervisory positions, whether it be verbal or mate-
rial appreciation: ‘Our registered nurse is better at encourage-
ment, the supervisor isn’t here so much.’ (Female, auxiliary 
nurse 17EC). Relatives are described as somewhat uninformed 
about the social care sector and therefore make unrealistic de-
mands on the staff’s work: ‘One can cope with the dement 
person but I have a hard time managing with the relatives if 
they can’t behave.’ (Male, nursing assistant 16EC).

To sum up, ‘the organisational abandoned’ are character-
ised by having a strong informal support, but a weak formal 
support in their work. Their work is highly demanding and 
their control over how the work is organised and planned is 
minimal. This leads to time shortages and feelings of inade-
quacy which are stressful factors at work.
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THE ENVIRONMENTALLY SUPPORTED 

Care workers from both eldercare and care for persons with 
disabilities are represented in this ideal type. The majority of 
those who work with elderly care, work in residential care.
Those who work in disability care service work with persons 
who have a learning disability, either at housing with special 
support for adults or at day care services. The care workers 
have either a higher secondary education with a specialisation 
in social care or a university degree, specialised in pedagogy 
or health and social care, for example, occupational therapist 
(arbetsterapeut) in the care of persons with disabilities. A num-
ber of care workers are employed as auxiliary nurses (under-
sköterskor), a few as nursing assistants (vårdbiträden) in elderly 
care and others as carers (vårdare) in the care for persons with 
disabilities.

This group has a heavy workload due to the care recipients’ 
urgent need of assistance as well as organisational problems, 
for example, a shortage of staff and diffi culty in getting sub-
stitutes when necessary. These two factors have a negative 
impact on the staff, and they experience diffi culty in manag-
ing all their assigned work tasks. As a result, personal relation-
ships suffer, which exposes the group to psychological stress: 
‘One should be there mentally for others and if it is then a per-
son with a physical handicap one for example must lift, then 
it is extremely hard if one does not get a substitute.’ (Female, 
occupational therapist 5DC). They state that the work is phys-
ically demanding, and that it requires psychological presence 
all the time.

In this group there are clear routines for how the work 
should be carried out and the staff has considerable control 
over the planning of work tasks. They have regular scheduled 
meetings where colleagues and management participate, and 
where the organisational aspects of the work are discussed. The 
meetings can include discussions concerning fi nances, sched-
uling and the delegation of responsibility in the work: ‘He has 
given us a lot of responsibility. I mean, we can take care of this 
with holiday schedules, fi nding substitutes, all those things we 
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do ourselves. We also cut cost, it’s us who decide what when it 
is needed ourselves, it is we who decide what.’ (Female, auxil-
iary nurse 15EC). There are also meetings to address how the 
work around care recipients can be developed, and different 
pedagogical models for the work are discussed: ‘It is about hav-
ing the feeling for, when one begins in the morning, that one 
makes plans. How shall we do it today? How will we make sure 
that Margit does not have to wait for us for so long?’ (Male, 
auxiliary nurse 9EC). They organise their work around the el-
derly and care recipients from a ‘support person’ (kontaktper-
son) model, where continuity and relationships are highly im-
portant: ‘Every care recipient has a support person in the staff 
group who is more responsible for this person. It can be about 
fi nances or purchases and arranging with authorities, medi-
cal services.’ (Male, carer 3DC). They see the need for further 
training and courses at the workplace, which all care workers 
have the possibility to attend: ‘We have had courses here in 
the house. They are about dementia illnesses, elderly that have 
diffi culty in swallowing. We have had different lecturers, its 
good.’ (Female, auxiliary nurse 10EC).

Care workers have substantial informal support in their 
work, i.e., they have a functioning cooperation and emotion-
al support from their colleagues and others, for example, from 
the local care centre and staff from other care organisations: 
‘It is such a great staff group here. Many mornings or nights, 
when one is tired I think about that. I think about the care 
recipients, I think of those I am meeting the next day and it 
gives me so much energy.’ (Female, carer 4DC). The informal 
support means that they often discuss work with colleagues 
in the work group, both at meetings and during the course of 
work: ‘I have to be able to say ‘oh God I think I am going to 
strangle him’. Because then I won’t do it. Then I can go in and 
give the man a hug instead. We discuss a lot of ethics and our 
morale.’ (Female auxiliary nurse 15EC). They have strong, for-
mal support from management, supervisors (handledare) and 
other staff and discuss the power they have as care workers: ‘A 
work atmosphere where it is all the time permitted to refl ect 



318 © The authors and Studentlitteratur

11  To Organise for Care Work …

‘are we doing the right thing now, should we do it like this? Or 
is there another solution’ so one does not just move forward.’ 
(Female, occupational therapist 5DC). The management and 
care workers ‘speak the same language’ and the management 
has a good understanding of what the work’s purpose is and 
its advantages and disadvantages: ‘How one copes and how 
one works, it matters a great deal who one has for a supervi-
sor. And we have a really good one. He has worked as a nurse 
in the psychiatric ward and knows exactly what it is about.’ 
(Female, auxiliary nurse 10EC). They receive guidance when 
needed and support from different expert groups, for exam-
ple, the dementia team. The personnel’s view of relatives is 
that they are a resource that can help them arrive at a better 
understanding of the care recipient and the recipient’s rela-
tion to a (eventual) dementia illness: ‘We have something that 
is called life story, a form that we send with relatives. Then 
they get to write as much as possible about the care recipient 
to us.’ (Female, auxiliary nurse 15EC).

To sum up; the environmentally supported are character-
ised by strong informal and formal social support in their 
work. Their work is highly demanding but they have a high 
degree of control over their work. This helps them to organise 
the work so that they have time and opportunity to discuss 
and refl ect upon the work together.

Conclusion 
The purpose of the chapter is to examine how care workers 
in eldercare and care for people with disabilities experience 
their psychosocial work environment in relation to how the 
relationships are expressed and educational levels among care 
workers. Based on the analysis, we can see that all care workers 
who fall within the three ideal types state have a substantial 
workload, i.e., high demands in their work. What separates 
the ideal types is how they handle work demands and how re-
lationships to the care recipients and colleagues are expressed, 
i.e., the level of control and social support. 



© The authors and Studentlitteratur 319

11  To Organise for Care Work …

The competence-bearing relationships, which Döös (2004) 
views as important elements in a work group, appear in differ-
ent ways in each ideal type. ‘The environmentally supported’ 
have a work environment that permits them to exercise con-
trol over the work sectors’ planning and organisation; they 
have supervision and regularly scheduled meetings where 
social care recipients and work methods are discussed. They 
have a work climate where it is possible to express that the 
relational aspects can be burdensome. At the same time, they 
have support in the work group and from supervisors, and this 
helps them deal with problematic situations, for example, via 
pedagogical methods, supervision and refl ection in the work 
group. The substantial work demands are, in other words, fa-
cilitated because there is a dialogue regarding the work’s dif-
ferent aspects where social care recipient, colleagues and man-
agement are involved in development-oriented learning. 

In contrast, the work environment for the ideal type ’the 
organisational abandoned’ is an adaptation-oriented type. 
The work needs to be carried out in a sector where time pres-
sure and care-burdened elderly are made out to be problem-
atic. This leads to a hard work climate where there is almost 
nothing organised for collective refl ection at work. There are 
established work models where all the elderly receive help 
with basic needs, but there is no time for engagement, i.e., 
to do things together with the elderly. The substantial work 
demands make it easier for colleagues to cope and appreci-
ate one another in a learning environment that includes the 
mastery of the institutional rules that are constructed by the 
work team. On the other hand, there is no common dialogue 
regarding pedagogical methods or guidance regarding work 
in formal situations.

For ‘the care recipients controlled’, the central aspect that 
is explicitly expressed is the relation between the care worker 
and the care recipient. This relationship is one of the main 
reasons that the work is considered to be satisfying, but also 
problematic. It appears that working alone is diffi cult to han-
dle if these relationships do not function satisfactorily. When 
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the care recipient has a moderate need for help, the care work-
er can experience her- or himself to be in a more subordi-
nate position than when the need for help is more urgent 
(Christensen 1991). Learning occurs in relation to the needs 
of the care recipients but the relationship between the par-
ties is often left unrefl ected upon. They rarely have meetings, 
whether they be with formal or formal actors, in which these 
aspects of work are discussed.

According to Ellström (2006), in order to learn and to make 
changes in one’s working life, there either has to be an inter-
est, or the learning has to have already begun. In the ideal 
type ‘the environmentally supported’ most of the care work-
ers are well-educated. Furthermore, they are also shown to be 
the most balanced when it comes to the application of differ-
ent aspects of care work, to make the complexity visible. One 
can ask oneself whether it is educated people who demand 
that the work should be organised so that a relational per-
spective exists, or whether it is a certain type of person who 
applies for a position at such work places. It can also be asked 
whether it is more knowledge or more time that is necessary 
to receive a good working environment in today’s eldercare 
and care of people with disabilities.

Certainly, a development-oriented learning demands a 
great deal from management and the organisation of the 
work. If the employer want care workers who can develop in 
their work and who are satisfi ed with the working environ-
ment, it can be worthwhile to invest in making social care’s 
complex nature visible.

Notes
1 I want to thank the two anonymous reviewers, whose comments had 
substantial impact on the text.
2 The study is part of a European project, for a more detailed descrip-
tion see Hansen and Jensen (2004), Johansson (2003), Ahnlund and 
Johansson (2006).
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Training and qualifi cations of health care personnel are ques-
tions of current concern which are under discussion at various 
levels of society. This chapter deals fi rstly with the question 
of how the middle managers and staff of certain elderly care 
units in two Swedish municipalities approach current formal 
training requirements, and secondly with what is regarded as 
relevant qualifi cations for working in the health care fi eld. 
Has the internal divisions of labour played a role in the re-
cruitment crisis?

Care work is presented at central administrative level in 
Sweden as a complex task for which personnel require spe-
cial qualifi cations. In elderly care, questions of training and 
qualifi cations form the highly topical theme noticed by cen-
tral actors [see e g. Regeringens proposition 2005/06:115, The 
National Board of Health and Welfare (Socialstyrelsen) 2002, 
2004, The Swedish Association of Local Authorities [(Svenska 
Kommunförbundet) 2003]. According to The National Board of 
Health and Welfare (2002), the manpower supply is the most 
important factor in ensuring high quality care for the elderly. 
The lowest level of formal training is defi ned by The National 
Board of Health and Welfare (2001) as the care and welfare 
equivalent to an upper secondary qualifi cation level. The re-
port on Everyday Ethics in the Care of Elderly People of 1997 
(Bemötandeutredningen) considers the above mentioned quali-
fi cation requirement to be insuffi cient. Personnel need at least 
a basic qualifi cation in accordance with the Upper Secondary 
Health Care Programme [USHCP (Omvårdnadsprogrammet)] 
along with advanced courses and specialisation in relevant 
areas (SOU 1997:51). This is a recommendation on which 
the National Board of Health and Welfare insists. The ‘Invest 
Now!’ (‘Investera nu!’) report states that all care workers, in-
cluding basic staff of both care of the disabled and elder-
ly care ought to have qualifi cations in pedagogics, medicine 
and the social welfare fi eld as a base for their occupational 
qualifi cations and that these qualifi cations ought to be up-
graded via the USHCP (National Board of Health and Welfare 
2004). 
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At the local authority level, where the recruitment effort fo-
cuses on personnel in direct care work, the starting points for 
assessing qualifi cation criteria and educational requirements 
are somewhat different. Swedish managers at local level mani-
fest1 an ambivalence confronting what they regard as the best 
qualifi cation (Johansson 2004). They are aware that their staff 
members are keen to gain more qualifi cations while at the 
same time they declare that experience-based knowledge is 
more important than formal education. It may be easier for 
the caregiver to understand the elderly if the person has expe-
rience of looking after a home or is not too young. 

We have experienced, you see, that a person who is not that young, 
who encounters a pensioner, gets on a bit more easily than if it is a 
really young girl or boy that turns up. Well of course that can work 
too, but generally speaking it is easier to set up a dialogue and an 
exchange of ideas if the person is not a spring chicken. (A high-lev-
el local authority manager, quoted in Johansson 2004 p. 108)

Other studies have shown that even care workers declare that 
experience is the heart of their occupational competence and 
that anyone is able to perform the work tasks. (Wahlgren 1996, 
Wreder 2005). Staff sees no need to verbalise what they do, be-
cause the work is guided by the needs of the elderly and how 
they want the work to be performed (Christensen 1997). 

The contradictory opinions we have presented so far re-
garding the way in which different actors in elderly care view 
formal training, have evoked our interest in analysing what 
signifi cance terms such as qualifi cation and formal educa-
tion and training have for personnel working in elderly care. 
The aim of the chapter is to analyse and consider how mid-
dle managers and personnel can discuss training and quali-
fi cations of care workers in relation to the fi eld of activity in 
which they are involved and the duties which they perform.

In our analysis and discussion we shall make use of Abbott’s 
(1988) professionalisation theory, which differs from others 
in many ways inasmuch as it sets processes at the workplace 
in the foreground. Controlling and supervising work tasks 
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usually form part of a professional culture. Scholars research-
ing professions have focused on external organisation aimed 
at clarifying the line of demarcation to other occupations. 
Abbott believes that ‘… relatively less organised professions 
have certain distinct advantages in workplace competition. 
Because they lack clear focus and perhaps a clearly established 
cognitive structure, they are free to move into available tasks.’ 
(p. 83) How knowledge is applied in practice, and how knowl-
edge gains legitimacy in the cultural context of the workplace, 
thus become challenges in studying an occupation in which 
formalisation of qualifi cation requirements has not arisen 
from competition for tasks but has been something demand-
ed from external sources.

Training as a professionalisation strategy
Training, knowledge and qualifi cation are terms which have 
been examined theoretically in terms of professionalisation 
theory. The knowledge base is of great importance to any pro-
fessional group. The professional group itself often assumes 
responsibility for ensuring that members are trained to a cer-
tain level and also for offering its professional skills on the 
market. This is not the case with the occupational groups pre-
sented here. Instead, their training and qualifi cations have 
been determined by external requirements and expectations 
(National Board of Health and Welfare 2005). Nevertheless we 
believe that some of the concepts developed in professionali-
sation theory may be of use in analysing statements made by 
health care personnel and their managers/supervisors about 
qualifi cation requirements for the work.

One way of considering knowledge and qualifi cations is 
to view these categories in their relation to the occupational 
group’s own interests. Abbott (1988) uses terms such as ab-
straction and legitimacy to describe the role of knowledge in 
the fi ght for turf. Abstraction—the ability to talk about what 
one does—can be used as an argument for a place on the la-
bour market, often so as to strengthen it. The terms then used 
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are intended to make clear that one is in command of some-
thing which it is not given to everyone to understand. This 
confers legitimacy on the occupation.

To communicate successfully with the surrounding world 
is necessary and advantageous to the occupation. Despite the 
fact that Abbott does not discuss the knowledge base of occu-
pations but of professions, we shall nonetheless make use of 
his terms in order to analyse statements about training and 
qualifi cations. We shall focus especially on what Abbott re-
gards as limitations on abstraction. He believes that if knowl-
edge is presented in communication with others so abstract 
that the unifying idea is unclear, the occupational group’s 
position is undermined. In other words if the spokesman of 
the occupation cannot explain how the body of occupational 
knowledge corresponds with key values in the surrounding 
culture then the link between the profession and the work is 
attenuated. Abbott mentions two such forms of abstraction. 
One form of abstraction emphasises mere absence of concrete 
content. To speak about work content without being able to 
show effective practical results, weakens its signifi cance. ‘With 
no effective treatments, abstractions are simply generalities 
without legitimacy’ (p. 103). 

The second form of abstraction emphasises formalisation, 
in which the application of knowledge is routinised or seized 
by limited groups and requires specifi c qualifi cation.

The two types often coincide, but they must be clearly dis-
tinguished in practice, Abbott argues (1988). Abstraction in 
the fi rst sense—lack of content—can weaken the occupation 
because there is no clear-cut connection between an input 
and an outcome. This encourages the impression that anyone 
can perform the work tasks involved. In these circumstanc-
es the occupational group’s legitimacy is undermined when 
the fi eld stands open for others to establish themselves in it. 
Abstraction in the second sense—formalisation (p. 102)—may 
have the effect of strengthening the occupation, especially 
if the links between input and outcome are strong. Viewed 
in terms of a medical discourse, success is associated with 



328 © The authors and Studentlitteratur

12  Upper Secondary Health Care Programme …

effective treatment. But if formalisation takes place without 
such effectiveness, this may signify impairment of the occu-
pation’s credibility. Abbott (1988) cites examples from the 
world of business management (p. 103) where such effective-
ness cannot be demonstrated.

Externally induced changes, along with drastic fi nan-
cial cuts, have been implemented more or less successfully 
by representatives of the elderly care sector. Medical diagno-
sis has increasingly become the determinant of whether or 
not home help services can be provided (see e.g. Andersson 
2004). Abbott would surely have argued that no one was able 
through abstraction, whether as to content or formalisation, 
to legitimise contributing to the social element of health care. 
Bearing in mind that a medical diagnosis is an important fac-
tor for justifying the granting of home help services, one 
would expect medical knowledge to become a key feature for 
elderly care personnel.

Quality assurance via training?
Changes in the base of knowledge may enforce changes in 
several other aspects—in work tasks, in the division of labour 
and in hierarchical order. Changes in the social environment, 
such as reforms, demographic change, economic or legisla-
tive changes, may also produce such effects. Scholars study-
ing social care have taken a critical stance towards the idea of 
professionalisation. Knowledge is not neutral, says Wærness 
(1995). Different aims come into collision with practical re-
strictions. The consequence of a long formal education is that 
it may lead to a more or less far-reaching specialisation and hi-
erarchisation with staffi ng cuts as a result. Employers are not 
willing to pay the costs and meet the specifi c demands which 
a profession makes for all employees but only for the smaller 
group whose special training is a necessity (Wærness 1995). 
What is more, academic knowledge estranges the profession-
ally active away from practical work, drawing them instead 
towards other careers in administration and research. Many 
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researchers have instead thought it necessary to draw atten-
tion to women’s experience and advocate an upgraded eval-
uation of it. One of these is Wærness (1984, 1999) with her 
term ‘housewife competence’, which refers to the skills which 
women have acquired within the family circle as mothers, 
daughters and daughters-in-law. Also Davies (1995) belongs 
to the group which wants to accord recognition to gendered 
competence. She argues that the emphasis on the imperson-
al power of bureaucracy, the rational, formal, emotional dis-
tance, causes both creativity and fl exibility to be lost. Other 
scholars (see e.g. Astvik 2003 and Johansson 2001) maintain 
that one must look beyond normative descriptions of wom-
en’s lives and work, emphasising instead training for health 
care personnel groups. The view of personnel competence can 
be said to reside at a breakpoint between formal training and 
common sense (Wreder 2005) where different occupational 
groups advocate different knowledge requirements. 

At an epistemological level one can discuss what kind of 
knowledge is relevant in a particular context and how it is 
formed. Dewey & Bentley (1950) hold that theory and prac-
tice cannot be treated as two distinct elements; it is more a 
matter of an approach in which knowledge is regarded as a 
bit of both. In other words they advocate a dialectical ap-
proach to knowledge, with the individual learning in inter-
action with his/her (changeable) environment, and in which 
the everyday know-how of everyday work is regarded as the 
foundation for a scholarly approach. By stimulating the indi-
vidual to commitment and emphasising the intersection be-
tween environment, training and experience, knowledge is 
made available which also becomes a necessary condition for 
actively infl uencing the individual’s own situation (Hartman 
& Lundgren 2002).

The administrative structure
The organisation of work is important for how care work 
can be performed. Work routines could either strengthen or 
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weaken cooperation, or they could increase standardisation 
of care. Franssen (1997) explains how routines in an emer-
gency ward and at a long-term care ward at a large hospital 
were planned from the top by the medical administrative sys-
tem. Franssén noted the fragmentation of the different occu-
pation’s specifi c work tasks and areas of responsibility. The 
registered nurses, due to their higher formal education, were 
delegated greater responsibilities in medical and administra-
tive areas. Franssén also observes the competition and the 
struggle to gain respect by the colleagues in one’s own occu-
pational group through the demarcation of group boundar-
ies (p. 281). Also Wreder (2005) fi nds a struggle going on in 
elderly care between nursing assistant and auxiliary nurses, 
who are to perform different work tasks. The auxiliary nurses 
want to establish an occupational border towards the nurs-
ing assistants, in order to increase the value of their qualifi -
cations. 

The formal delegation of work tasks from one group to an-
other is therefore a relevant discussion topic in relation to the 
concept of formalisation and abstraction in the second sense. 
One interpretation could be that the delegation of work tasks 
and the choice of delegees is an obstacle for auxiliary nurs-
es to form an occupational role of their own. As the system 
works today, the auxiliary nurses have to carry out their del-
egated and routinised tasks before they are able to pay atten-
tion to the more specifi c needs of the client. The knowledge 
that is attained from the performance of delegated routine 
tasks qualifi es differently than that acquired from the experi-
ences of the clients’ needs. 

The statement by Wærness, as by Abbott, Dewey and oth-
ers, to the effect that knowledge is not neutral, can be inter-
preted to mean that whether it is to be classifi ed as one thing 
or the other depends on the context. In the light of the fore-
going we will study the attitudes of elderly care personnel in 
direct care work and middle managers of necessary qualifi -
cations and educations for their positions2. In this study no 
registered nurses are included; therefore the organisational 
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conditions and the power relation between registered nurses 
and auxiliary can only be indirectly discussed.

The material: nursing assistants and auxiliary 
nurses
In our study we invented twenty-three care workers (18 
women and 5 men), working day-to-day with the elderly. Of 
the care workers 9 worked in home help services and 14 in 
residential care housings along with six middle managers. For 
a more detailed description see Ahnlund & Johansson (2006). 
The personnel who took part in the study had different educa-
tional backgrounds. Some were employed as nursing assistants 
(vårdbiträden) and others as auxiliary nurses (undersköterskor). 
Nursing assistants had a variety of upper secondary qualifi ca-
tions in, for example, social services or the humanities pro-
gramme. Three persons had undergone health care support 
training [(sjukvårdsbiträdesutbildning) which is no longer avail-
able for care workers] and eight had completed nursing as-
sistant training (vårdbiträdesutbildning). The aforementioned 
programs vary in length and differ from one municipality to 
another. They are forms of basic level vocational training that 
attract, for the most part, those that are already employed in 
care services. Two individuals had studied at university and 
others had lower secondary school qualifi cations. 

The individuals who work as auxiliary nurses have either 
undergone the USHCP or a 32-week supplementary course. 
The USHCP is part of the national upper secondary educa-
tion which is a three-year programme. The programs offer 
a broad education and the basic eligibility for higher edu-
cation. The national programs include eight obligatory core 
subjects: English, the Arts, Physical Education and Health, 
Mathematics, General Science, Social Studies, Swedish (or 
Swedish as a Second Language) and Religion. Each programme 
has specifi c subjects, which are in concordance to the spe-
cifi c programme’s aims and learning outcomes (The Swedish 
National Agency for Education, www.skolverket.se).
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The USHCP has no national specialisation areas. In exam-
ining what different municipalities classify as main areas for 
the USHCPs, we could identify four subjects that were prior-
itised; health, environment, nursing and social care (hälsa, 
miljö, omvårdnad och social omsorg). Theoretical courses vary 
with vocational training being carried out in health care and 
social care. The programme is also given for adults at the mu-
nicipal adult education (KomVux). The municipal programme 
can vary in length and from one municipality to another. 
The aim of the education at KomVux is to provide adult pu-
pils with the basic skills necessary for work in the public care 
services, and to prepare them for further study. The level at 
which pupils at KomVux begin their studies is determined 
according to a pupils´ existing knowledge. The rate of study 
is chosen by the pupils themselves. This makes it possible to 
combine studies with work (The Swedish National Agency for 
Education, www.skolverket.se).

Six middle managers, fi ve female and one male, working 
in various sectors were interviewed. Their backgrounds were 
diverse. Several had no experience of working in elderly care 
before being appointed to supervisory posts while others were 
well experienced, fi rstly as care workers and then as supervi-
sors. 

The analytical themes we have identifi ed are concerned 
with formal training versus personal experience, i.e. which of 
these qualifi cations is more desirable among staff. 

Middle managers in elderly care—formal 
training versus personal suitability 
Middle mangers in elderly care declared that they want all 
care personnel to have formal training in health care and so-
cial welfare, preferably from the USHCP. They also addressed 
the issue regarding what sort of qualifi cation is to be pre-
ferred. They were not always certain that the auxiliary nurse 
qualifi cation was the best basis for employment. What is 
clear is that in many respects personal suitability was higher 
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ranked than formal training when staff is being recruited (cf 
Törnquist 2004). When middle managers have to choose be-
tween recruiting an applicant who has passed an examina-
tion in USHCP or another applicant without formal training 
who is considered to be better suited personally, the latter 
is chosen. Personal suitability means being empathetic, able 
to listen to old people and sense their feelings. Some mid-
dle managers maintain that they do not look for applicants 
with formal training at all but have other criteria for what 
constitute relevant qualifi cations for care workers, e.g. that 
they shall not be too young. They prefer to recruit women 
over 30 years of age, when experience and commitment to 
the work tasks are more likely. Other middle managers de-
clare that they welcome men and immigrants as applicants 
for jobs because diversity among the workforce is desirable. 
They regard training as an auxiliary nurse irrelevant since pri-
mary health care (primärvården) is responsible for the medical 
health care required. 

In this way it emerges that middle managers do not take 
it for granted that all personnel ought to be qualifi ed auxil-
iary nurses. They refer instead to what Wærness (1984, 1999) 
calls ‘housewife competence’, i.e. personal qualities and expe-
rience of work tasks traditionally regarded as ‘woman’s work’. 
Other alternatives for improving qualifi cations are suggested, 
pedagogical methods designed to make work easier for the 
staff and to improve the situation of persons suffering from 
dementia. Some managers use other strategies for tackling im-
provement of staff qualifi cations. One stresses the importance 
of further training being closely related to the needs of staff. 
They should be trained in pedagogical methods for which 
they have a use in their day-to-day work, this means in this 
instance as training in the reminiscence method3. In relation 
to the national recommendations established for care person-
nel with regard to training, it seems that middle managers 
in elderly care are not entirely opposed to the idea that all 
should have the auxiliary nurse qualifi cation. But in the prac-
tical work of recruiting staff, training lacks legitimacy because 
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it is not that skill which takes priority. Abbott (1988) believes 
that legitimacy makes its appearance when there is correspon-
dence between rhetoric and praxis, and such correspondence 
seems to be missing among middle managers working in el-
derly care.

Personnel in direct care work in the elderly care 
sector 
On the question of the importance of formal training and 
what qualifi cations are relevant to elderly care, one clear 
theme that emerged concerns who is best qualifi ed to de-
liver care and supervision of the elderly. This question has 
been raised in several studies (see e.g. Törnquist 2004, Wreder 
2005). Whereas the Swedish Board of Health and Welfare 
(2004) advocates a general improvement of the qualifi cation 
level, the debate within the personnel group has been more 
disparate. The question revolves around whether or not one 
needs to have an auxiliary nursing qualifi cation in order to 
do a good job in elderly care. The empirical material shows 
that most of the personnel, including both auxiliary nurses 
and nursing assistants, believe it is unnecessary to be an aux-
iliary nurse when you are not allowed to perform such duties 
as part of your job anyway. Others, but fewer—again includ-
ing auxiliary nurses and nursing assistants—consider it of the 
highest relevance to possess an auxiliary nursing qualifi cation 
in order to do a good job.

The persons who argue that it is unnecessary to be an aux-
iliary nurse point to the absence of duties of a medical char-
acter. For instance they do not administer injections, fi ll dos-
sette packs, renew dressings or other medical duties. 

I am an auxiliary nurse and I think that as an auxiliary nurse you 
don’t get much out of a place like this, there are no dressings to be 
changed, nothing like that, so it can be a bit boring, you get the 
feeling that in about a year you’ll perhaps be on your way from 
here so you can do a little bit more. 

(Female, auxiliary nurse, residential care)
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It’s a lot to do with attitude, I think. It’s sort of like diligence and a 
good spirit at work and being kind to the care recipients and hav-
ing patience (…) There’s a bit of self-deception in this business. 
You have to pretend you can get on, like a sort of career path. Of 
course a nursing assistant can get to be an auxiliary nurse. But 
auxiliary nurses often do exactly the same things as care workers 
in elderly care. 

(Male, nursing assistant, residential care)

The above citations refl ect a frustration expressed by sever-
al of the interviewees over the fact that auxiliary nurses are 
not allowed to carry out duties for which they are qualifi ed. 
Employees feel that the job does not broaden their experienc-
es. Nor does it seem necessary to be qualifi ed as an auxiliary 
nurse when prohibited from using the knowledge acquired 
and confi ned to doing exactly the same things as the nurs-
ing assistants. There is an observable tendency for those who 
graduate from the USHCP to value their medical knowledge 
more highly than anything else they learned on their course 
of training (SOU 1997:170).

Those individuals who in turn believe it necessary to have 
passed the USHCP cite other aspects of their work. Through 
training—it is said—one understands the body and tempera-
ment of the elderly better and in that way gets a different insight 
into what is healthy aging and what is considered to be sick.

Ordinary nursing competence, of course that’s important. Then 
you need to have a large helping of patience. You need a lot of 
imagination too. That’s the most important. (laughs). For an aux-
iliary nurse it’s both nursing and caring. Here it’s mostly nursing 
but I do need the other aspect as well. 

(Female, auxiliary nurse, residential care)

These persons underline the view that it is important to have 
both auxiliary nursing competence (i.e. knowledge of caring 
and nursing of the sick) and personal aptitude (i.e. humour 
and imagination). They see no contradiction between the dif-
ferent skills. 



336 © The authors and Studentlitteratur

12  Upper Secondary Health Care Programme …

On the basis of our analysis we believe that the arguments 
for or against formal training are also based on different un-
derstandings of what is meant by having passed the USHCP. 
The occupational skills which follow from health care train-
ing leads many auxiliary nurses to feel frustrated at not being 
permitted to carry out a certain type of duty; the expectations 
they had of their occupational work are not fulfi lled in the el-
derly care sector. Many of them have a limited view of what 
an auxiliary nurse should do, and they do not include other 
duties than the medically-orientated ones. We believe that 
there is a lack of balance in the view of how general knowl-
edge can be applied in concrete terms and of how the concrete 
knowledge can be used. Expressed in Abbott’s (1988) termi-
nology, the restriction of the scope for performing auxiliary 
nursing tasks implies that auxiliary nurses regard this as a de-
valuation of their knowledge. That it does not pay to under-
take training implies that working in the elderly care sector is 
within the capability of anybody at all.

Discussion
We have studied the attitudes adopted by middle managers 
and personnel of some elderly care institutions towards ques-
tions involving training and qualifi cations. From national 
level it is laid down that health care personnel ought to have 
at least an auxiliary nursing qualifi cation. Yet we can see from 
the empirical material that the USHCP lacks legitimacy in the 
eyes of the majority of the participants in our sample. The link 
between the knowledge base that the auxiliary nurse consid-
ers vital and the work-task priorities set in actual health care 
practice is weak. The knowledge which the environment re-
gards as legitimate is rejected in the workplace. In other words 
the legitimacy problems are in the workplace, not the public 
arena. Using Abbott’s and Dewey’s theories of knowledge and 
qualifi cations as our point of departure, we shall discuss how 
the attitude of personnel to training and qualifi cation issues 
can be understood.
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The majority of personnel interviewed agree that the aux-
iliary nursing qualifi cation serves no purpose in elderly care. 
This is surprising as elderly care has changed character over 
the most recent decades (see Johansson’s introductory chap-
ter to the Swedish section in this book) with the result that 
the work has come increasingly formalised to cover the care 
of the older old. The work amounts to more than just carrying 
out medically-related tasks, the personnel involved argue. The 
approach of middle managers to the question of what consti-
tutes a relevant skill qualifi cation for personnel in elderly care 
lacks the balance which Abbott (1988) advocates. 

Commitment to the principle that care workers should have 
passed an USHCP has not led to a balance between different 
actors’ wishes. The qualifi cation requirement recommended 
from central authorities is not supported by the way middle 
managers and care workers within elderly care look at what 
constitutes relevant qualifi cation. But as we have shown there 
are also personnel in elderly care who assert the usefulness of 
other forms of knowledge than the purely health oriented. 
Many in our study believe that consumers of elderly care ser-
vices need personnel with a broad range of skills, and many 
advocate both concrete care-specifi c knowledge and also what 
are called ‘personal qualities’. On the basis of Dewey’s et al. 
(1950) reasoning with regard to knowledge and pedagogy it 
could be argued that it is just as relevant for health care per-
sonnel to adopt an attitude to theoretical knowledge about 
both care and nursing as it is to bring in practical experiences 
from work with the care recipients. We wonder why the ma-
jority of personnel in elderly care fail to accept the usefulness 
of both forms of knowledge. A dialectical approach to knowl-
edge in relation to health care duties does not solely embrace 
‘housewife competence’ based on gender and experience of 
home-like tasks. Neither is a purely health oriented approach 
being advocated of which the central feature is the gaining 
of permission to carry out medical procedures. Instead, it is 
a matter of taking advantage of different kinds of knowledge 
and broadening the scope for using one’s skills in the context 
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of the target groups. By appreciating the usefulness of differ-
ent qualifi cations rather than focusing on the lack of relevant 
work tasks one emphasises diversity and an enlarged view of 
what kind of knowledge is relevant. This reasoning enables 
us to identify two aspects which may become a reality in the 
future social care sector. 

The formalisation trap. The fi rst of these aspects has to do 
with an extreme formalisation which depends on processes 
implemented from a national top-level. The formalisation 
arises when certain aims and aspirations relating to training 
and qualifi cations represent a political drive rather than ac-
tual needs. Another formalisation process is the delegation of 
responsibilities in medical and administrative areas from reg-
istered nurses to auxiliary nurses. This splitting procedure can 
be an obstacle for auxiliary nurses in their development of an 
autonomous occupational identity.

The emptiness trap. When an extreme formalisation as de-
scribed above becomes a reality, this has consequences at local 
level. If the qualifi cations of staff are expressed in excessively 
abstract terms (lack of content) and the qualifi cations being 
advocated at national level lack legitimacy in the operational 
realities, a gap emerges between the attitudes of different ac-
tors and the demands for qualifi cations. As we have shown in 
the chapter, there are differing opinions as to what knowledge 
is most relevant to personnel working in elderly care, where 
the national aims do not always correspond to what the per-
sonnel within elderly care regard as vital. Has, perhaps, an 
excessively one-sided emphasis been mandated advocating a 
particular type of medical knowledge? Those workers in eld-
erly care who claim to be frustrated by not being allowed to 
perform medical duties are expressing one aspect of this issue. 
They have had training which makes them suitable for certain 
work tasks, which in practice they are not allowed to perform. 
Their medical skills seem irrelevant.

There is a need for further discussion of what are relevant 
qualifi cations for personnel in elderly care. There is also a 
need to discuss ways of learning other than medical and social 



© The authors and Studentlitteratur 339

12  Upper Secondary Health Care Programme …

qualifi cations, e.g. pedagogical methods. The needs and pref-
erences of user groups ought to be examined. That is what, in 
the end, confers legitimacy on the knowledge base.

Notes
1 The chapter is based on material assembled in an EU-fi nanced project: 
Care Work in Europe. Current understandings and future directions, with 
data collected in six European countries. The project covers different 
occupational groups in the care of the disabled and the elderly. The 
chapter includes interview material with health care personnel and 
middle managers in Sweden.
2 The study takes a qualitative approach and consists of an interview 
study, those interviewed being personnel and middle managers involved 
in elderly care. The studies were carried out in two cities and in various 
elderly care institutions in those cities. The study forms part of a 
European project and the selection criteria were established in collabora-
tion with other participating countries (Johansson 2004, Hansen & 
Jensen 2004). In order to fi t in with this project it was necessary, inter 
alia, for elderly care institutions under both local authority and private 
sector auspices to be represented. 
3 The reminiscence method is a pedagogical model focusing on helping 
people with dementia to communicate (Gibson 2004).
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In the Swedish context as well as in the other Nordic coun-
tries, the managerial reforms of elderly care in the public sec-
tor have commonly involved the creation of a new position 
in the organisation of care; the care manager. The care man-
agers were to be pure administrators and in this capacity they 
were made responsible for the task of assessing the care needs 
of an elderly client. The argument made in this chapter is 
that when the care managers focused on the needs of the cli-
ent, they simultaneously lost sight of the time a care worker 
needs to perform the care tasks required to meet those needs. 
Therefore, the allocation of time for carrying out care tasks 
has become neglected as an aspect of organising care. This 
chapter examines the ambiguity of time organisation in el-
derly care, which arose from the simultaneous neglect of time 
at the level of care administration, and the use of time when 
measuring the work input carried out by care workers. Despite 
of its centrality, attention to the organisation of time in care 
work has been more or less invisible in both theory and prac-
tice. The aim of this chapter is to highlight time as a key per-
spective of care work. I further argue that the commonly held 
defi nition of care as a mutual relationship, based on moral 
obligation, makes time invisible. 

The purpose of home help services is for care workers to 
attend to the daily needs of the elderly in relation to the care 
of the home and the body. Work in the home help service 
includes interaction with the elderly who are in need of care. 
This need for care makes this relation between the caregiver 
and the recipient essential. Nordic theorising on care posits 
the notion of the ‘care relations’ between the care-needing 
elderly and the staff working closely with them as a vital 
issue (see e.g. Eliasson 1992; Szebehely 1995; Wærness 1984, 
1990). A recurrent perspective in this literature is that car-
ing is based on a personal commitment and reciprocity in 
the relation between the care-needing elderly and the care-
giver. The research further emphasises the emotional interac-
tion between the caregiver and the recipient, who are relat-
ed to each other through reciprocal dependence; both parts 
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infl uence each other’s actions and experiences (e.g. Ingvad 
2003).

Today’s elderly care is undergoing organisational restruc-
turing, which includes new forms of organisation and down-
sizing. These changes, in combination with the increasing ill 
health among the elderly who receive home help service, raise 
questions about the signifi cance of time in care work. How is 
the actual time handled and experienced by different partici-
pants in the increasingly strained elderly care? How has the 
issue of time been handled in the theories that focus on care 
work and care relations?

In theories of caring that focus on the relation between 
giver and recipient, time has an obscure role. The implicit 
message is that personal involvement; closeness and reciproc-
ity cannot be restricted in terms of time. In other words, care 
relations appear to take place beyond time and space, even 
though, in practice, care work needs a real time frame in order 
to satisfy the needs of the elderly. A gap between theory and 
practice is apparent. On the basis of the empirical material, 
I will point out more gaps, which can be related to time in 
the current home help service. In home help service there are 
gaps on different levels, within and between different groups, 
and these, I believe, are vital to the understanding of organi-
sational changes. Work in home help service is carried out 
in other people’s homes. This kind of work is often underes-
timated in society and this may be one reason why this fi eld 
appears to be contradictory and full of gaps. 

Public elderly care in transformation
In recent decades, public elderly care has been in a state of 
continual change (cf. Johansson 2006). I would like to em-
phasise two major changes, downsizing and new forms of or-
ganisation, which have led to increased time pressure in this 
fi eld. At the same time, the elderly who receive some kind 
of help from the municipality today are older and require 
more care than before (Blomberg et al. 1999; Szebehely 2000, 
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2003). The managerial reform that separates care manage-
ment from the practice of caring has become widespread in 
Swedish as well as Norwegian municipality strivings for eco-
nomic effi ciency (Blomberg 2004; Christensen 1998, 2001). 
‘Needs assessment’ has become separated into a particular task 
that is carried out by care managers. In the last few years, 
the process of conducting need assessments has been forma-
lised and standardised to a great extent, which makes it more 
diffi cult for the individual to infl uence the decision making 
process concerning care tasks. (Blomberg & Pettersson 2003). 
In the ‘traditional organisation’ the care administration was 
integrated with the actual task of caring, which meant that 
the administrator acted as both manager and supervisor of 
the care workers. In contrast, the new system administra-
tion is separated from the practical care work and the ad-
ministrator who grants too little time for care work does not 
see the consequences of this neglect in practice (Lindelöf & 
Rönnbäck 1997). The traditional integrated organisation has 
been pushed into the background, as the divisive managerial 
reform constitutes the organisation model in many Swedish 
municipalities.

In the municipality of the study on which this chapter is 
based, the managerial reform is applied. However, it is not the 
organisation of home help service as such that is dealt with. 
The focus is instead on time and the use of time in the ac-
tual care work situation. Qualitative interviews with a focus 
on care relations have been carried out with the care man-
agers, the care workers and the elderly, who receive home 
help service. Elderly care is traditionally ‘women’s work’ (cf. 
Johansson 1999, Szebehely 1998). Even though my ambition 
was to create a gender balance, the majority of the informants 
in my empirical material are women. The six interviewed care 
managers are all women. In the group of care workers there 
are twelve women and four men, and in the group of six care 
recipients there are four women. The empirical examples in 
the text have been chosen from the all-embracing analyti-
cal question; when and how is time refl ected in public home help 
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service? In other words, the answers given by the caregivers 
and recipients are presented and analysed in this chapter. 

It is obvious, however, that the restructuring of public el-
derly care has led to changes in the administration of time in 
the current organisation. For example, the time available for 
various social activities has decreased. The Swedish sociolo-
gist Malin Wreder (2005) shows that when care workers de-
scribe problems in care work their statements are remarkably 
homogenous, and include stress, lack of time and understaff-
ing. The care workers discursively posit these problems as the 
enemy of ‘good’ care. My argument is that the organisation 
of care in most municipalities makes time invisible. The care 
managers` focus was consistently on help-activities given to 
the elderly, and not on time. This neglect of time has real 
consequences for the staff who work closest to the elderly 
and for the elderly who receive the care. These consequences 
demand closer attention, as the displacement of time in the 
organisation of home help service threatens to render care re-
lations invisible.

Other issues discussed later in this chapter concern how re-
lations between the elderly and the staff are affected by time 
pressure. What different meanings lie in the talk about time 
within the different groups, and how can care be interpreted 
and understood in relation to this? Furthermore, questions 
concerning theories on caring will be problematised in order 
to elucidate on aspects of time, for example, an increased time 
pressure in home help service.

According to one of the care workers, public elderly care 
is beset with problems: the lack of suffi cient numbers of well 
trained staff and a noticeable shortage of time. She made this 
comment about her experiences of the changes in public el-
derly care:

I have to say that, I think it has become, it is falling apart. Too few 
of the staff is suffi ciently well trained; they do not have enough 
experience, while the elderly become sicker and sicker. There are 
cancer patients, their mental… often do these elderly have mental 
problems. It is fairly common. Not only dementia but also anxiety, 
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they get depressed, some stop eating because of it. The ageing pro-
cess involves so much. It is not only something that happens to 
them. It is terrible to see this development, how it has become. I 
think there is a huge difference… In the seventies, then we had 
the time to sit and talk with the elderly and the sick and that part 
is also very important. To make them feel good and be able to stay 
in their home.

The care workers in home care service commonly hold this 
lack of time space. According to the care workers, it is very im-
portant for them to show the elderly that they have the time 
to sit down and talk, but today that is not feasible. 

Care beyond time and space
In the literature of today, the notion of care can be defi ned 
in innumerable ways and depends on the discipline and the 
fi eld of study. It also depends on the approach to the discus-
sion (for a detailed outline, see Johansson 2002). Issues con-
cerning time have been largely neglected in the literature on 
caring. However, the relation between the caregiver and the 
recipients is covered extensively. A prominent approach in 
Scandinavian research about care from a social science per-
spective, which has its origins in American philosophy, is to 
view care as a reciprocal relationship. The American philos-
opher Nel Noddings (1984) emphasises relations instead of 
loneliness in human existence and acting. She looks upon 
the ontological base of care as a female way of approaching 
the concepts of ethics and moral. Furthermore, she dissociates 
herself from the rules and principles for how care should be 
performed. Noddings proposes that caring is characterised by 
taking a stand in each individual case, facing the other person 
morally and maintaining what is unique in human encoun-
ters. The subjective experiences of the parties involved are 
therefore of vital importance (Noddings 1984, p. 5).

When care is regarded as a relationship and a moral stand-
point, time becomes fairly insignifi cant. In my opinion, this 
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lack of interest in time seems problematical in times of down-
sizing. Qualities such as empathy and the ability to create 
genuine and close relations with the elderly are idealised and 
regarded as inherent qualities that are mainly possessed by 
women. The aforementioned scenario also becomes complex 
when looked upon from a feministic point of view (Johansson 
2006). As an ideal, I think an ethically defensible perspective 
may be important in care work, but not at all costs. There 
is a dimension of power involved in care relations, which 
Noddings apparently ignores. In Scandinavian research a 
great deal of written material can be found that focuses on 
asymmetrical care relations. Kari Wærness (1984) argues that 
there is a degree of asymmetry in relations where the person 
in need of care is at a disadvantage. It may, however, be ques-
tioned whether the care recipient is always at a disadvantage. 
The dimensions of power involved in care work are complex 
(Ingvad 2003).

Even if Scandinavian care research has problematised care 
and care relation in a more profound way than the American 
Noddings, a certain problematic idealisation remains. In my 
view, the idealised focus on closeness and reciprocity entails 
the risk that theories of caring will stagnate and become im-
mune to changes in the surrounding world. Care appears to 
be something that takes place beyond time and space. An im-
portant change in public elderly care is an increase in time 
pressure. A focus on time structures and work makes time vis-
ible, whereas a moralistic point of view does not. In addition, 
the idealised care relation—the ‘good’ care—is not always a 
given companion in women’s daily care work. There are also 
traces of monotony and gloominess, which appeared in my 
interviews with care workers (cf. Wreder 2005). The Swedish 
sociologist Agneta Franssén (1997) observed that even when 
there was a time space, the care workers often preferred the 
routine work instead of using the time to care for the elderly 
people. Her fi ndings indicate that care work is hard work and 
that a critique of ‘good’ care work is overdue. Today, care work 
seems to become more complex over time and more diffi cult 
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to defi ne in terms of time and space. It may not only be about 
work routines anymore, but also about how to handle the un-
predictability of care work. 

It appears to me that time is invisible, in theory and in prac-
tice. According to my analysis, care work seems to be based 
on the activities (not the time) that care managers allot to the 
elderly. In theories of caring it is mainly the relation that has 
been visible in care work. Time has not been considered rel-
evant in theory, and especially if it is as concrete as real time 
(Davies 1989). One reason for this is that care is supposed to 
be carried out beyond time and space. I consider this to imply 
a trivialising of the actual lack of time. In other words, theo-
ries of caring have neglected time and the use of time as ele-
ments that structure care work. Theories of caring widely pro-
mote the idea that care work would run the risk of becoming 
a routine job if it was subjected to rules and principles of how 
to perform it. I believe that ignoring time in care work may 
lead to the opposite effect. The particularly relational and un-
predictable nature of care work, as emphasised in theories of 
caring, would thus run the risk of being rendered invisible. In 
the next section I will examine the role routines play in care 
work and explore how the routines relate to time.

Time and routines
Time and the use of time may have different meanings for 
those involved in elderly care. One way of representing care 
work is to estimate or measure the real time used for the recur-
rent activities carried out in home help service. 

ROUTINES ARE NECESSARY AND MAKE TIME VISIBLE

A recurrent activity is usually described as a routine. The 
concept of routines can have different meanings depend-
ing on the context. In an every day sense in a Swedish con-
text, ‘routine’ means ‘skill that has arisen from experience’ 
(Norstedts svenska ordbok 1990). However, there is also 
another meaning of the word ‘routine’; an ability that has 
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become mechanical—a routine work—something that is re-
peated time and time again. A routine can also mean some-
thing that must be adhered to; a procedure that is determined 
in a certain situation, for example a routine measure or a rou-
tine check. These defi nitions indicate a lack of spontaneity, 
creativity and fresh ideas. Routine work seems to be defi ned 
by a lack of fl exibility.

Even if routines need not necessarily be interpreted nega-
tively, it is often the case. In theories of caring, work routines 
are frequently perceived in a negative light. A care relation is a 
genuine encounter and it cannot be restricted to routines (see 
e.g. Noddings 1984). The question is whether routines should 
be regarded in this negative way and for whom are they nega-
tive. Franssén (1997) is sceptical when female caregivers prefer 
routine work to a personal and emotional approach towards 
the care recipient. However, my point is that these attitudes 
do not have to be in opposition to each other. An encounter, 
or an activity, which is followed by a fi xed procedure, may 
also create a form of security, particularly for the elderly. In 
that sense, the repetition of routines creates a certain form of 
positive predictability. Furthermore, routine work may help 
to make care work visible, as routines need visible time in the 
organisations of home care service.

RENEGOTIATION OF ROUTINES IN EVERYDAY CARE WORK

What kind of work do care workers carry out, and is this work 
only a matter of routine? The staff consider their work to be 
all but perfunctory. The tasks vary according to the working 
hours. At the time of the interviews in the municipality under 
research, there were stationary daytime groups, groups work-
ing in the evenings or during the nights and mobile emer-
gency groups. Work in the mobile emergency groups also in-
cludes everyday tasks in the homes of the elderly. These tasks 
may include everything from helping the elderly to get out 
of bed in the morning to helping them to go to bed at night. 
Depending on the needs of the elderly, the work is character-
ised by around-the-clock care. The close direct and recurring 
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contact with the elderly is a very important part of the work. 
This involves being a support for the elderly in their every day 
life and to interpret the signs of changes in their health and 
well-being. According to the staff, the elderly are less healthy, 
more decrepit and more demented than before; an observa-
tion that is in accordance with current research (Szebehely 
2000; Thorslund 2002). This situation tends to make the work 
very trying. In the staff’s opinion, quite a few of the elderly 
should not be living at home at all. As a result, the working 
situation becomes more unpredictable and the daily routines 
cannot be maintained in the same way as before.

My interviews with care workers show that a consider-
able percentage of their working hours are used to change the 
schedule and the working routines, as there are often staff 
shortages that have to be dealt with on short notice. The num-
ber of elderly persons requiring help is constantly rising: ‘it be-
comes like doing a jigsaw puzzle.’ The elderly often just sit and 
wait for the care workers to come, with their eyes on the clock. 
According to the care workers, the elderly are often obsessed 
with time: ‘Because they often look at the clock, yes, now they 
will be here in fi ve minutes, and then we might come in twen-
ty minutes.’ When unexpected things occur, like an alarm call 
at night, the staff may have to change the planning for the en-
tire night, and this can be very tough: ‘Some people need their 
medicine at a certain time; we have to do that fi rst. Someone 
wants to go to bed early, so we have to do that fi rst. This means 
that we have to reschedule the whole evening.’ The staff often 
try to contact the persons next in turn to tell them that they 
are delayed. However, a lot of the elderly are too ill to under-
stand and some of them are not able to use the phone. In these 
circumstances, the question is whether it would be possible to 
plan the work on the basis of time.

In the ‘jigsaw puzzle’ of daily routines that the staff has to 
manage, there are a lot of unforeseen tasks where time is al-
ways present but still not visible. This unpredictability is dif-
fi cult for the staff to handle, as every activity takes time. They 
also point out that the elderly have the right to expect some 
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degree of continuity with reference to the time that the activ-
ity will take place. A person who needs to take his medicine 
four times a day also needs a very detailed schedule, which 
has to fi t the working hours of the care workers. 

The members of staff who work closest to the elderly must 
adjust to the times and routines of the entire activity, while 
simultaneously taking into consideration the needs and rou-
tines of the elderly. Problems concerning task-coordination 
may cause a confl ict between different tasks. Whose time and 
routines are given priority? Is it possible to talk about rou-
tines at all when the routines are continuously renegotiated? 
Of what importance is time pressure in terms of the amount 
of real time in care work, and how do the elderly feel about 
this?

TAKING CONTROL OF TIME REQUIRES FLEXIBILITY

If the word ‘routine’ has an unpleasant ring to it, fl exibility is 
looked upon as something positive. The Swedish sociologist 
Anne Grönlund (2004), who has examined the current rheto-
ric of working life, questions the discourse of fl exibility. She 
argues that fl exibility mainly serves a purpose of adjusting the 
organisation to the fl uctuations between the production and 
staff of the market. At the same time, fl exibility is presumed 
to favour the employees in terms of good and improving work 
conditions. Flexible working hours are also presumed to give 
the individuals an increased opportunity to balance a career 
and family life. However, according to Grönlund, fl exibili-
ty for the organisation does not necessarily mean the same 
thing for the staff. Increasing demands for constant chang-
es between different tasks, may, in contradiction of the pre-
sumptions concerning fl exible working hours, lead to a more 
stressful working situation (Grönlund 2004, pp 15). 

The care workers spend a considerable part of their time 
planning and devising schedules—to establish routines—
which they cannot pursue. There is not enough time and 
this leads to stress: ‘In theory it may seem like we are over-
staffed.’ She means that time is often distributed per day and 
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per employee and this is not how it really works: ‘But it might 
work if we could start showering Clare on Monday morning 
and fi nish her on Thursday afternoon.’ She points out that it 
is not possible to gather the remaining quarters and half hours 
when the schedule is made. This proves that it is not possible 
to divide time as the work consists of human relations.

The main task for the administrators of the organisation is 
to carry out an individual assessment of the needs of the el-
derly and to allot the help activities that are called for. The 
care managers repeatedly emphasise the importance of not 
talking to the elderly about time but about ‘help activities’: 
‘And then the time is not devoted to the users. It is extreme-
ly important that they get activities, but the staff has not al-
ways realised that.’ The elderly are supposed to get the help 
they need anyway. One of the care managers believes that the 
work tasks carried out by the care workers are quite unrelated 
to time. It is all about how to perform them.

The main concern of the care managers is the economy and 
resources of the municipality. They therefore consider it im-
portant not to waste time, even though they are well aware of 
the understaffi ng of home help service (see Andersson 2004). 
Moving a task to another day, even if it involves a deviation, 
can solve the problems that may occur as a result of under-
staffi ng. One of the care manager’s points out. ‘There is a cer-
tain form to fi ll in.’ The care managers stress that the care 
workers should be fl exible: ‘I believe they are there for the 
pensioners and not the other way around.’

The care workers, on the other hand, feel that the constant 
reprioritising of their tasks makes them lose control over time. 
The variety of fl exibility that the care workers refer to is not 
the same as the care managers are talking about. There is a 
form of fl exibility that is not concerned with obtaining power 
over time, but about fl exibility in relationships. Working in 
the elderly people’s homes requires constant adaptability, as 
no one is exactly like some one else. According to the care 
workers, time is an essential ingredient in the switch from one 
recipient to another.
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My conclusion is that fl exibility has different meanings de-
pending on one’s perspective. The question appears to be re-
lated to what opportunities the elderly have to harness the 
power over time and anticipate the help they can expect to 
receive.

EXPERIENCES OF TIME PRESSURE—GAPS BETWEEN THE 

ADMINISTRATION OF CARE AND CARE WORKERS

Although the care workers, according to the interviews, con-
sistently need to piece the time together and conduct them-
selves in as fl exible a manner as possible, time is a constant 
topic of conversation. It is diffi cult to constantly have to look 
at the clock without the elderly noticing: ‘You cannot just 
come and tell them to jump out of bed.’ Several of the care 
workers stress that it is diffi cult to have to explain the lack of 
time to the elderly. According to the care workers, the prob-
lem is that the care managers calculate that the performance 
of ‘help activities’ (defi ned by the needs assessment docu-
ment) and the social contact with the client are conducted 
simultaneously: ‘I have been in one of those meetings and 
what they can grant is dressing and undressing, help with per-
sonal hygiene, help to go to the toilet, cooking, cleaning…but 
it is included in this, in a way.’ Even though the tasks them-
selves may be simple, the interpersonal context in which they 
are performed takes time. According to the care managers, 
the staff is not supposed to act as companions. ‘But they are 
lonely people with anxiety,’ as one of the care workers stated, 
then it does not feel right to have to look at the clock all the 
time. According to the care workers, the elderly people are 
older and frailer than before. They sometimes get up during 
the night, and the police fi nd many elderly people who are 
out wandering about.

Not only is there a considerable element of unpredictabil-
ity in the work in home help service, but also less time for 
social interaction with the elderly than before. However, ac-
cording to the care managers, this is not related to time, but 
about how to perform an activity: ‘The care workers can go 
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in without taking their coats off, just go in and heat the food 
in the microwave for fi ve minutes, put it on the table…that 
takes no more than ten minutes. The quality is non-existent.’ 
However, the care managers are well aware of the lack of re-
sources and understaffi ng in the organisation. According to 
the care managers, there is less time for the needs-assessments 
and less freedom of choice for the elderly. It seems as if the 
separated organisation and the strivings for effi ciency affect 
all the actors within the organisation. 

ON WHOSE TERMS IS FLEXIBILITY CREATED? 

The constant restructuring of routines in home help service 
creates noticeable anxiety, insecurity and annoyance in the 
elderly. One elderly lady was apparently annoyed because she 
had to wait for home help service: ‘Because in quarter of an 
hour, I would have had the opportunity to do something if 
had I not been waiting for them. It is not nice, but sit down 
and start eating, they say. Why? I want to eat my dinner or 
lunch in peace. I need that.’ This lady’s annoyance is due to 
the staff’s lack of planning. Besides, it is always diffi cult to 
depend on help: ‘Why can’t they leave me alone and let me 
have a lie-in once in a while?’ However necessary it may be, 
there is an act of interference in the ordinary routines, the 
lady continues. 

It appears as when the elderly people’s routines are inter-
rupted by rescheduled visits from the home help service, they 
lose control of time. They do not know when to expect the 
help they need. It seems to me that the staff has probably 
not even considered that the lady needs to be left alone at 
times. But even if she is old and in need of help, she might 
still have her own routines and needs in life other than wait-
ing for the home help service. This refl ects a stereotyped per-
spective on the elderly, by regarding them as passive and al-
ways available. 

Another lady stated, ‘There is so much to talk about, but 
the care workers do not usually have the time,’ and ‘they keep 
looking at the clock and say that they have to go.’ According 



© The authors and Studentlitteratur 355

13  The Neglect of Time as an Aspect of Organising Care Work

to the elderly, the home help service sometimes arrives at 
other times than those that were agreed upon. One lady, who 
expressed a desire to gain an insight into the routines of the 
home help service, states, ‘There is not enough supervision.’ 
She also points out that the staff does not have enough time. 
Another lady who lives in a housing facility for senior citi-
zens does not think that the staff has suffi cient contact with 
the care recipients. The staff does not do enough and they 
are under constant stress: ‘In a place like this, there should be 
more time for talking and having a cup of coffee.’ The main 
reason why she chose this housing arrangement was to be 
able to receive help around-the-clock, but now the building 
is unattended by night. She is very worried about what might 
happen to her: ‘Now I feel insecure even in my sleep.’

An elderly man is annoyed by the numerous changes in 
staff that he has been subjected to, without having been pre-
viously informed: ‘Those working in that area moved here. 
I became quite annoyed so I phoned the supervisor. I asked 
what they would gain by making these changes but I got no 
answer.’ 

Many of the statements made by the elderly reveal an anx-
iety and a lack of social interaction with the staff. The el-
derly also indicate that there is confusion among the staff, 
which they interpret in terms of a lack of supervision. Many 
statements also show a discontent with the administration of 
home help service. Apparently, several gaps can be traced on 
different levels between groups in the existing organisation. 

Is care work still a question of personal 
chemistry and a given time space?
The current separation between administrations of publicly 
provided elderly home care and the actual performance of 
home help leads to a sharp contrast between organisational 
guidelines and actual care practice. Making time the focus of 
an analytical perspective that tries to bridge this gap has its 
risks. To demand that the organisation of care should be based 
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on the time in the time needed to perform tasks may under-
mine the idea of the vitality of the care relation and the idea 
of care as an activity that cannot be restricted by time. When 
we discuss care, time should possibly be of secondary impor-
tance, but this is hardly the case. On the level of care manage-
ment, it has been emphasised above that the elderly in need 
of care are allotted activities instead of time. Could this trans-
formation of time into activities in home help service be a 
profound way of making relations in care work invisible? 

In this section, I move on to examine the subjective pro-
cesses that shape care and care work performed by staff in 
home help service. I analyse how the staff portrays the condi-
tions under which they carry out their work. I further explore 
their perceptions of the wishes of the elderly and of the care 
relation. Finally, I will compare the views of the staff with 
those of the elderly and examine whether the two sets of an-
swers are in harmony or not.

When I asked the staff in home help about what they con-
sidered to be important qualities for working with elderly, I 
received the following answers: the ability to feel empathy, 
sympathy and human feeling. Previous research also reports 
similar statements, identifying them as elements in a dis-
course on ‘good’ care (Wreder 2005). According to the care 
workers, it is of vital importance to be sensitive to the needs 
of the elderly and to be a good listener: ‘I would not work here 
if I was not happy with it. It is essential to like people.’ From 
the analysis it may be inferred that an essential part of this is 
about ‘taking the time’ to show that one cares about the el-
derly. This part of caring could mean everything from doing 
a little extra shopping or putting someone’s hair in curlers, 
to taking one’s coat off when coming inside. These practices 
may be translated as a human feeling that cannot be restricted 
in time and space: ‘I care a lot about them. I feel responsible. 
Perhaps more than what can be shown on paper.’ The care 
workers emphasised that it is essential to feel responsible to-
wards the elderly; a responsibility that extends beyond work-
ing hours and set routines.
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Another important aspect that was raised in the interviews 
is that the personal chemistry has to be right. One male care 
worker put the question of personal chemistry in perspective: 
‘Then everything works.’ This is a common argument held 
by the group of care workers. If the chemistry is not right, a 
member of the staff cannot be forced to attend to that par-
ticular person. 

The importance of the right personal chemistry was raised 
also in the interviews with the elderly, although they did not 
bestow it as much importance as the care workers. According 
to one lady, ‘If the chemistry is not right, the best thing is 
to avoid getting involved […] I do not have to like everyone 
around me. It works out anyway.’ Another lady pointed out 
that it could sometimes be diffi cult not to get too closely ac-
quainted with the staff: ‘I would not want that. But I am more 
comfortable with some than with others.’ There is a human 
side to the relation with the caregiver that cannot be avoided, 
even if it is not ideal to create excessively close relations with 
the staff. A relation that becomes too close can be diffi cult to 
handle, and not only for the care workers: ‘The most impor-
tant thing is that they can manage the work in our homes,’ 
the elderly pointed out, ‘to see what is needed to be done and 
to take initiatives.’ Several of the elderly stressed the impor-
tance of the staff having the right kind of education. In order 
to take care of medical complaints, certain knowledge is re-
quired. An elderly man who had suffered a stroke means that 
it is easy to see whether the staff is educated or not. 

As work in home help service involves human relations, it is 
not surprising that both care workers and the elderly empha-
sise the issue of personal chemistry. Problems related to per-
sonal chemistry sometimes make the contacts more diffi cult, 
both for the staff and the elderly. Both parties need to strike a 
balance concerning the closeness of the care relation and both 
struggle with the problem of not being able to like everybody 
equally. The emphasis care workers laid on personal chemis-
try imply that the concept of the ‘good’ care with ideals such 
as reciprocity and closeness is a shared representation of the 
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staff (see Wreder 2005). In my interpretation it seems like the 
care workers keep holding on to the image of the care rela-
tions as ideal, even if it is not fi rmly established by the elderly. 
As we have seen, there is an indication that the elderly do not 
prioritise close relations with the staff. What is important to 
them is to control over the help received; to foresee when it 
is coming and that the staff knows what to do. 

The consequences of the neglect of time 
This chapter has examined the implications of the recent pro-
cesses of downsizing and reorganisation in the elderly care 
services. I have identifi ed time as a central feature in the or-
ganisation of care work, and argued that this centrality has 
been ignored. In order to understand why such neglect is pos-
sible, it is necessary to take contextual considerations into 
account. In theories of caring, time aspects have an obscure 
role, whereas there has been more focus on the relation be-
tween giver and recipient. Care cannot be restricted in time 
or arranged in terms of routines. Care is perceived as an activ-
ity related to personal commitment within which reciprocity 
and closeness are central. This kind of idealised vision of care 
that places care more or less outside the formal organisation 
and above economic considerations, underpins theories on 
caring, and hampers its use as a frame of interpretation in the 
study of the organisation of care work. When examining el-
derly care provision in the context of the reorganised public 
elderly care services in Sweden, I believe it is necessary to turn 
one’s attention towards issues regarding time and its organisa-
tion. In order to understand organisational changes in home 
help service, it is vital to regard aspects of both time and care 
in theory and in practice. 

Empirical examples indicate a complex and partly contra-
dictory picture of elderly care. The care managers demonstrate 
an indirect attitude towards time for care. They seek more 
fl exibility in the work carried out by care workers and prefer 
an administrative solution to the problems with lack of time. 
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The administrative solutions offered by the care managers is 
to fi ll in reports of deviation, when there is not enough time 
to care for all the elderly people. My analysis of the current 
working situation of the care workers demonstrates that the 
problems in the care of the elderly are related to the neglect 
of time at the level of administration and the increased un-
predictability of care needs related to the increasing frailness 
of the elderly. In the statements of the care workers, suffi -
cient allocation of time for both routines and for coping with 
unforeseen needs is emphasised. The unpredictability of care 
needs cannot be solved through further standardisations. In 
the daily work with the elderly, set routines are vital. The or-
ganisation of care work through routines does not necessar-
ily mean to act in a standardised way vis-à-vis the elderly. My 
point is that routines constitute a way to handle the unpre-
dictability. At the same time, the unpredictability of the work 
in home help service implies that daily routines need to be 
constantly renegotiated, and this does affect the elderly. For 
one thing, the staff seems to consider the elderly always to be 
available and grateful whichever time they come. 

Is more time the solution to the problems in elderly care? 
If we compare the prevailing attitudes of the staff towards the 
elderly with the situation before the downsizing in the 1990s, 
when there was more time available, then answer to the ques-
tion is no. When asked, in the past and the present, the staff 
consider empathy, human feeling and compassion to be the 
most important qualities in their work (see Wærness 1984, 
1990). My analysis suggests that the degree of closeness in re-
lations constitutes a complex thinking pattern, and especially 
so for the staff. It is vital to balance demands with needs for 
the recipient, the working team and the individual caregiv-
ers. To grant a recipient extra time may be looked upon as a 
betrayal within the working team; a way of not following the 
current norm for how to handle the elderly. Apparently, there 
is tension between closeness and distance, for the care work-
ers and the elderly. There is always a risk of providing in ex-
cess and becoming too absorbed. My analysis shows, however, 
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that the elderly appreciate routines and working skills more 
than social interaction with the staff. Furthermore, more time 
does not automatically lead to reciprocal relations. The way 
personal chemistry is debated in my material demonstrates 
the frailness of the care relations. It is apparent that personal 
chemistry between the elderly and the staff stands for com-
plex issues related to the organisation of care. The care re-
lations are considered to be something familiar and close. I 
consider these ideals to be problematic when applied to care 
relations between strangers with no obvious reciprocity or 
closeness. More theoretical and empirical attention is needed 
to examine what happens in care relations between strangers 
in formally organised care. 
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I have been engaged in sociological research on care since the 
1970’s. For many years my main research fi eld was the public 
home care services in the Nordic countries. Much of the re-
search was defi ned as applied or policy research and the goal 
was all the time to do research that could really matter in poli-
cies and practices. My research was based on my experiences 
as a politician in my home municipality. These experiences 
made me recognise that dominant scientifi c perspectives in 
the political planning discourse on public care services were 
defective and inadequate. They did not describe the problems 
in the everyday world of care in a way that could give new 
ideas on how to organise public care services to make them 
better both for clients and carers. 

This book documents that the problems facing the public 
home care services in the Nordic countries today are proba-
bly at least as great as they were more than thirty years ago. 
The research done by those of us who used what is called a 
‘bottom-up’ or an ‘everyday life’ perspective on these services 
seems to have had very little, if any, infl uence on the many 
reforms and on the ideological changes these services have 
gone through during more than three decades. Instead the care 
friendly ethos guiding the Nordic welfare state, as discussed in 
the introduction, has weakened during the last decade. In this 
short epilogue, I will present a short historical overview of the 
changes that may contribute somewhat to the understanding 
of why a multifaceted ‘care crisis’ as described in this book has 
become a problem even in the Nordic ‘care friendly’ modern 
welfare states. At the same time such crises are discussed in 
most other modern societies, and in many developing coun-
tries the care problems are even greater.

The 1950s and the 1960s: homemaking as a 
new ideology in public care for the elderly
When public home care services for the elderly became an 
issue of rapidly increasing interest in Nordic social policy in 
the in the 1950s and 60s, what we could call ‘the homemaking 
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culture’ became a dominant ideology behind the organisation 
of these services. At this time there already existed a public 
home based service for families in the Nordic Countries. In 
this family care service some professional education and full-
time positions for all employees was an ideal that to some ex-
tent was realised (Simonen 1990, Wærness 1995). The new 
public home care service for the elderly was not, however, 
made a part of this earlier established and to some extent pro-
fessionalised home care service, and the dominant ideology 
behind it was quite different. In Norway and Sweden middle-
aged housewives willing to take part time work were explicitly 
called upon to go into this new service. Informal rather than 
formal competence was emphasised. The following statement 
of the leader of the Public Poverty Care Administration in 
Stockholm in 1953 is indicative of commonly held ideas of 
the needed qualifi cations for workers in this service: Home 
helpers were to have ‘the ordinary competence of a house-
wife and a honest will to help one’s fellow-beings’ (Szebehely 
1995:58). Another key aspect was that home help should 
preferably be organised as part-time work. Male Norwegian 
Parliamentarians expressed similar views in the 1960s, and 
even if some female members of the Parliament expressed dif-
ferent views, the Norwegian public home help service for the 
elderly became established on the basis of this same ideology 
(Nordhus et.al. 1987:77). Also in Finland, where the home 
care service for families with children was more professiona-
lised than in the other Nordic countries, former housewives 
taking a short training course for household tasks were the 
preferred labour force in the new public service for the elderly. 
In contrast to the other Nordic countries, however, this ser-
vice became in Finland organised as full-time work.

The homemaking ideology implied that each home helper 
gave versatile help to a few clients who she learned to know 
personally. The individual client was allotted a certain amount 
of hours of ‘home help’ the content of which was not speci-
fi ed. There existed however some written rules about a few 
household services and tasks that were not to be provided. 
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In practice, the clients’ immediate needs became decisive for 
which kinds of help were given. In order to give good care the 
home helpers often had to provide services that according to 
the written rules were not to be given. They also often used 
more time than the clients were allotted and the home help-
ers were paid for. 

The welfare of the individual elderly person had in the 
1950s and 1960s become a new and important explicit prem-
ise in the political discussions on how public care services for 
the elderly should be organised (Nordhus et al. 1987: ch 4). 
The public home care service was the enterprise that was sup-
posed to realise this new premise. In addition the question of 
how to organise the home care services to make the most ef-
fi cient use of resources became an issue of steadily growing 
importance for the political authorities in all Nordic coun-
tries from the 1970s. Both the premise of economic effi cien-
cy and of individual welfare had resulted in very negative 
evaluations of public institutional care. Public home help and 
home nursing services were defi ned as an alternative to insti-
tutional care—an alternative that was evaluated as being both 
more cost-effi cient and more humane for most elderly unable 
to care for themselves in everyday life. Good public care was 
defi ned as care so ‘homelike’ as possible. The organisational 
changes of the public care services that were needed accord-
ing to this new ideology were not based on any solid empirical 
analyses. No one had tried to fathom out if it was economical-
ly and socially possible to organise public care services accord-
ing to this ideal of good care, independent on how much help 
the individual elderly needed and what was their family situa-
tion. Another neglected question was to what extent this ideal 
was possible to realise in a situation where the public home 
helpers would have labour contracts in line with those avail-
able to other employees in a modern welfare state. For some 
years this public service was able to meet the increasing de-
mand without major problems by continually recruiting new 
home helpers among the middle-aged housewives who were 
willing to work without regular labour contracts.
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The 1970s and the1980s: increasing 
bureaucratisation, standardisation, 
professionalisation and institutionalisation of 
the home care services 
After some years it became evident that the goal of organ-
ising a public home care service fulfi lling traditional norms 
for good individual care came into confl ict with the gener-
al norms and rules for modern working life. These included 
regulated working hours and tasks, possibilities for specialisa-
tion and professionalisation and for moving up in a job hier-
archy. Empirical studies (Liljeström & Özgalda 1980, Wærness 
1978) had shown that the fi rst generation of home helpers, 
the middle-aged and elderly housewives, did not seem to want 
their work to change according to these dominating norms in 
working life. What they wanted was more time with each cli-
ent and more regular contact with other home helpers. In 
their view the personal commitment to their clients and the 
autonomous judgments they did in their daily work were the 
most satisfying elements of the job. In general they wanted 
the public home help service to be organised in such a way 
that they could give versatile and personal help and care to 
individual clients and at the same time belong to a strong 
collective of equal home helpers. After a few years, however, 
the home help services began to change in a direction very 
different from what this fi rst generation of front-line work-
ers wanted. A generational crisis in the home help service 
emerged fi rst in Sweden, when the elderly and middle-aged 
housewives gradually became replaced by a younger genera-
tion of women who had got some special education for the 
job. The younger women found that the realities of the job 
did not fi t the descriptions they had got through their educa-
tion. The result was that they did not become a stable labour 
force. Great organisational problems arose when the tradi-
tional housewives gradually disappeared from the service and 
the home helpers’ rights as normal employees had to be taken 
into consideration.
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Reforms of public management and the organisation of 
municipal health and care services began in the 1980s. A pio-
neer study by sociologist Ritva Gough (1987) documents the 
great problems of implementing the new public care policy 
in one of Sweden’s most ‘innovative’ municipalities. Many of 
the same problems have over the years been documented in 
a lot of other studies. I therefore want to present some of the 
main fi ndings of this study. These results tell us that to a great 
extent the problems we are struggling with today and which 
are presented in more chapters in this book are not new. They 
have lasted since the Nordic public home care services started 
to be organised as normal wage labour. 

Gough (1987) shows that contrary to the intensions of the 
new ideology of public care, the new services introduced new 
divisions of labour based on greater collectivisation and spe-
cialisations of functions, as well as increased the time used for 
planning, administration and coordination of activities. These 
tendencies, which were basic reasons for the severe criticism 
of the traditional institutional care services, could now be ob-
served in the new community service program. This fi nding, 
which later has been confi rmed in so many other studies of 
the public home care services, documents that many of the 
negative traits in institutional care should not be seen as a re-
sult of institutionalisation per se, but as a result of a greater 
problematic connected to managing and organising effective 
care for the elderly with the greatest needs for help and care. 

The statistics pointed to that the number of elderly who re-
ceived home help as well as the total number of paid working 
hours of home helpers increased during the 1980s. Still the 
home helpers tended to experience a decrease in the amount 
of the personal assistance they were able to give the individ-
ual elderly. This was to a large extent due to the changing na-
ture of the care needs of the elderly. During these years, place-
ments in institutions were put off longer. Thus, there was a 
steady increase in clients who were in need of more care and 
help due to increasing age. In addition, new clients with com-
plex problems ranging from alcohol abuse to other psycho-
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social concerns were included in the service. This would have 
presumed a professional competence and guidance to the 
home helpers whose formal qualifi cations to cope with such 
problems often were lacking. ‘Use of time, making priorities 
among clients, adjusting demands to available resources and 
especially developing continuity in the social relations between 
home helpers and the elderly are factors that have contributed to 
a highly problematic organisation which cannot be overlooked in 
future programs.’ (Gough 1987: 216, my italics). Continuity in 
these social relations could be seen as a core value in a care 
service that should be ‘homelike’. This value is most easily 
realised when the elderly client’s need for help and care is 
not too comprehensive; i.e. for those whose need for public 
care mainly consist of help with specifi c household tasks and 
regular shorter visits to satisfy needs for personal care, social 
contact and security, and help with more irregular errands or 
small practical problems in everyday life. Homelike care be-
comes much more diffi cult to realise when clients become 
dependent on help with daily personal hygiene and eating. 
When a growing proportion of the clients over time become 
dependent on more comprehensive care and the home help-
ers at same time are supposed to become normal wage workers 
this value of continuity became nearly impossible to realise. 

The changes in the public home care in this Swedish munic-
ipality during the 1980s (Gough 1987:197–198), listed below, 
are much the same as those we fi nd documented in studies 
from other communities in the Nordic countries in 1980s and 
1990s (see for instance Christensen 1997, Szebehely 1995):

1 Home helpers’ personal knowledge of her clients is no 
longer a self-evident quality of the service. It becomes 
lost as the individual home helpers have a larger 
number of clients, work more often outside their own 
local community, and because the distribution of work 
and the regulation of working hours make it impossible 
for the majority of home helpers to have ‘their own 
pensioners’.
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2 The home helpers are exposed to the same kind of 
organisational- and effi ciency- trials as the rest of the 
public administration services, and their division of 
labour is developed according to patterns similar to 
those found in large health care institutions. The work 
methods evolve in more professional directions, in spite 
of the intentions to avoid this.

3 The occupational roles in the professional organisation 
are made distinct, and different work tasks become 
decided for different personnel groups. This creates 
inequalities among the personnel groups in salaries and 
employment conditions.

4 One implicit consequence of this change is new 
divisions between personnel on the one hand and 
clients and their relatives on the other.

More studies which documented an increasing gap between 
ideals and realities in public home care argued for trying to 
fi nd new ways of organising these services. I myself argued 
(Wærness 1984) that care work is based on a logic or rational-
ity different from the logic in production of goods or admin-
istrative work—a rationality of caring—that should be taken 
into consideration when organising public care. These stud-
ies have not had any infl uence on the planning and politi-
cal authorities. And, as documented in this book, the new 
educational programs for care workers have still not solved 
the problems of recruiting enough care workers that could 
become a stable work force in this sector. During the 1980s 
an increasing bureaucratisation and standardisation of the 
services and different organisational reforms took place, and 
some new occupational education programs for care workers 
were established. However, lack of recognition and status for 
the fi rst line care work and for the knowledge and experiences 
of the care workers continue to be an important characteris-
tic of the whole public care system. These characteristics seem 
immutable. The professionalisation of care has implied fi rst 
and foremost better education for administrators and leaders 
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and not for the fi rst line care workers lowest in the hierarchy. 
Instead, management ideas from the private sector have been 
taken in by planners and politicians, and these ideas continue 
to have an increasing infl uence on the public care organisa-
tions in all Nordic countries (Vabø 2007).

The 1990s and beyond: the pace of 
organisational changes increases and ‘new 
public management’ is introduced
The public care services for the elderly in the Nordic countries 
can be said to have been under constant organisational change 
since these services became a part of the welfare state. The 
pace of change has however varied both between countries 
and over time. During the 1990s it also became evident that 
the changes in ideology take place much more rapidly than 
the changes in everyday practices. Several qualitative studies 
documented great variation as to how much ‘the homemak-
ing ideology’ still infl uenced the organising and practicing of 
this service, as also is shown in this book. The culture of care 
can vary even in the same community, as shown by Szebehely 
(1995), Christensen (1997) and Vabø (2007). At the same time 
the tendency toward less autonomy and greater subordina-
tion in the home helper’s job seems to happen everywhere. 
An increasing medicalisation of the services takes place in all 
countries as public home care to a greater extent becomes re-
served for the most helpless elderly and help with housework 
becomes a shrinking service. The tasks related to personal 
care and medical needs have higher prestige than the house-
hold tasks. This may be one reason to the fact that ‘the dis-
appearance’ of the housework did not meet much resistance 
from the home helpers as a group, even if it resulted in that 
they to an increasing extent became assistants to the profes-
sional nurses rather than autonomous helpers. The impact of 
the changes in the working conditions—greater time pressure 
and less contact with each client—has, however, been docu-
mented. As a result, it becomes increasingly diffi cult for the 
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home helpers to acquire the most satisfying and meaningful 
aspects of the job, that is, the feeling of giving good care to 
individuals who they get acquainted with (Næss & Wærness 
1996). The dilemma in their work situation seems to be the 
same as the dilemma Gough described in her study: ‘We are 
not respected as competent care workers as long as we carry 
the wash-tube in one hand and support the pensioner with 
the other. To get recognition for the ‘invisible’ work we are 
doing, we have to let go of both the wash-tube and the pen-
sioner’ (Gough 1987:212). Many of the chapters in this book 
show that this evaluation is still very relevant, maybe more 
relevant than ever.

As discussed in the introduction, concominant with the 
neoliberal turn in welfare policy, a new disciplinary order of 
managerialism has been imposed on the care workers. This 
new managerialism which has taken somewhat different di-
rections and had some different consequences in the dif-
ferent Nordic countries has been given name ‘New Public 
Management’. What I here will underline is that following 
these new principles of retrenching, rationing and restructur-
ing of care service delivery, the tendency that Eliasson (1992) 
characterised as the Taylorisation of the care services in all 
Nordic countries has increased during the recent years. By 
Taylorisation we mean a horizontal splitting up of the differ-
ent tasks and an increasing hierarchisation of the organisa-
tion. These processes strengthen the separation of the ‘work 
of the hand’ and the ‘work of the head’. This means also that 
the gap between clients and management has widened. But 
as Stina Johansson argues in her introduction to the Swedish 
section, the increased power to the managers does not neces-
sary mean they have complete or better control than before, 
as the problems of recruiting enough care workers take more 
and more of the time resources. As documented very well in 
Chapter Eight, efforts to improve the recruitment situation by 
educational reforms can easily become ‘a story of failed mod-
ernisation’. Chapter Four, again, documents in a convinc-
ing manner that the neoliberal ethos has been a legitimating 
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ideology behind setting up a hierarchical task-oriented work 
culture in Finland which have many of the characteristics of 
Taylorisation: The work that frontline care workers have ac-
cess to is curtailed by an organisation that blurs their work 
role through an unclear system of task transferrals. At the 
same time, the system does not value the socially-defi ned care 
they provide. On the other hand new individual career oppor-
tunities have appeared for the more educated professionals. 
Not to be better in care work, but to become managers or ex-
perts in a more specifi ed fi elds.

On the basis of the content of all chapters in this book 
I fi nd that, in spite of the differences between the nation-
al problems which are discussed, there is a common core in 
what is documented. This core fi nding should be strongly ar-
gued to all political and planning authorities in our coun-
tries: The modernisation of the public care services in all the 
Nordic countries has been on a wrong track for quite a long 
time now. It is therefore high time to try to reform the ser-
vices from the bottom up. One strategy to do this is by build-
ing on the knowledge that can be acquired from listening to 
the yet unheard voices of the care researchers who have tried 
to analyse these services from such a perspective. In addition 
and still more, reform should build upon the knowledge re-
sources of the experienced frontline workers who may still be 
found in our public care organisations. For such a long time, 
diverse management ideas have been sought from other types 
of work organisation in order to make the services ‘more effi -
cient’. It is high time that the important knowledge resources 
to be found within the care fi eld come into focus in the plan-
ning process. When I say that it is high time, it is because we 
have good reasons to assume that the proportion of experi-
enced frontline care workers is steadily decreasing. They are 
substituted by streams of less stable care workers, and this 
tendency threatens to rapidly exhaust the relevant practical 
knowledge resources in the fi eld.
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