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Reconstructing Care Professionalism in Finland

Helena Hirvonen

Introduction

The public sector plays a special role in the Nowdelfare states through its
commitment to the principle of universalism, andetation to social security and
publicly funded services in education, health aaie ¢Rostgaard 2002). In the 21st
century, the impact of economic austerity on pui@sources and a rapid aging of the
population have forced welfare states to undergexareme reform. In Finland, the
reform has meant streamlining the state, restrgipublic expenditure and recalibrating
the universalistic ideals behind the Nordic welfsta&te model, as well as introducing
new management models (Pollitt & Bouckaert 201he managerial reforms
implemented in Finland have followed the ideologyew public management (NPM),
altering the roles of the state and the clientd,influencing care work cultures, and

health and social care workers’ professional agéHeyriksson & Wrede 2008).

The welfare state reforms are intensified by anrlapping transition towards
knowledge society. In the public service sectas #ffects the professional power of
public service workers. Clients and managers aremore empowered in relation to
health and social care professionals, while pradesss need to reassert their
accountability through various audit techniquesrédwer, in ‘technological societies’
such as Finland, difficulties in improving the effincy and quality of human service
delivery are easily framed as technical probleras ¢all for technological solutions
(Barry 2001). Technologisation is validated byramst) optimism and hopes of more

flexible service production, efficiency gains, leettivic participation and improved



transparency, documentation, quality and compatgabil service outputs that would
result in citizens’ enhanced quality of life (Dowgtial. 2007; Heichlinger 2011,
European Commission 2009). Technologisation of wetkerefore a process that

increases efficiency and reasserts trust in pusilivices.

In the case of health and social care work, thallghtransformations towards
knowledge society and a leaner welfare state hasle introduction of complex and
manifold audit techniques that are implementedughoinformation and
communication technologies (ICTs) as practicesobrd-keeping and checking (Saario
2014). These are used as a means for assessitiy dnadlsocial care workers’
professional accountability, and for evaluating thgults of their work as quantifiable
and comparable outputs, representing a turn towanads Power (1997) calls an ‘audit
society’. As the end users of ICT solutions, woskare the key players in the success of
technological investments, from the point of vieipablic economy and the quality of

care.

Previous studies on the use of ICTs in health acthscare work point to
workers’ resistive practices and improvised usteohnology, which may compromise
the expected outcomes of costly investments imtgolgy (Koivunen et al. 2008).
According to these studies, workers’ dissatisfactidses from the fact technologies are
produced exclusively from the vision of their deoprs, and appear to end users as ‘the
design from nowhere’ (Suchman 2002). Moreover givedered and corporeal nature of
care work — which continues to be overwhelmingipéée-dominated — has often been
absent from policy discussions regarding the probl& aspects of the implementation

and design of ICTs in care work (Balka et al. 2009)

The growing implementation of technology in healtid social care work
demonstrates the transition towards the knowledgety in the Finnish welfare state.
From two points of view, the transition poses paittir challenges to occupation groups
in the lower ladders of professional hierarchiebexdlth and social care work, such as
nurses. First, as professional work, care workramding involves technical and
medical expertise, but also a form of personalisenbodywork and emotional
orientation to the needs of another human being. tDuhe holistic nature of health and
social care work, its outcomes are not easily foanged into quantifiable and

comparable outputs to be audited and recorded.itmless, ICTs have gained a



growing role in monitoring and auditing workers’rfi@mance and care outputs (Saario
2014). Second, studies show that the occupatiegaiirements of workers’ interaction
skills, emotion work and empathy are culturallyesgglised as natural ‘feminine

skills’, based on a normative cultural assumptibwomen’s abilities in the fields of

emotion work, empathy and corporeal care (Hussar&drnen 2012; Virkki 2008).

In this chapter, | use qualitative interview data45) collected from Finnish
health and social care workers to study the effeictse managerial transformation of
the welfare state from two interrelated points iefa first, with regard to the overriding
role that ICT-assisted practices of accountabilioyk have gradually gained in health
and social care work, and second, with regard o this affects nurses’ professional

identities and agency as care professionals.

Restratification of care professions in a medico-

managerial welfare state

In Finland, the education and professionalisatibnealth and social care occupations
has taken place in accordance with the expansitimeoivelfare state, and in close
relation to the public service sector. The perimif 1960s to 1990s was especially
characterised by a rapid expansion in the scopleeofvelfare state and its service
provision. This encouraged women in particulamm to careers in the welfare service
(Wrede 2008). Today, however, rapid population @gind public sector austerity
policies have forced the state to re-evaluate @éams of sustaining the Nordic,
universalistic welfare state model. In Finlandirasiany Western welfare states, this
has led to a reconstruction of the welfare statemting to the principles of NPM,
exerting pressure upon public finances, and thétgw@and efficiency of health and

social care services (Pollit & Bouckaert 2011).

Despite cutbacks, and the consequential retrenchofi¢ime universal coverage
of the welfare state, the responsibility for the@xtion of health and social care
services remains in the hands of Finnish munidipaliwho rely primarily on the
public service sector to produce statutory heailth social care services (Anttonen &

Haikio 2011; Kroger 2011). Consequently, the depalent and organisation of care



occupations continues to be strongly interlinkethvine welfare state itself. Although
welfare state reform has not led to a straightfodwaivatisation of welfare services, it
signifies a great managerial and ideological tramsétion in the Nordic welfare states.
According to critics, this has caused a conflidiNeen the professional ethics of health
care workers and the pressure to validate the nesiah@ccountability and efficiency of
care service work (Henriksson & Wrede 2008; Waesr2895).

In feminist theory , care work is often analyseddsrm of or in relation to
biological and social reproduction (Bakker 20073.an occupational practice, care
represents a core task of health and social carle, Wt is cultivated through corporeal
habits, emotion work and workers’ occupational@hihese require personal
responsibility and commitment from individual workeo respond to the needs of
another human being (Dahl & Rask Eriksen 2005; fvagal. 2011). The corporeal,
situational and social nature of care can aid wstkeaginative ability to empathise
with others. At the same time, it places care msifsmalism in contrast with the
conventional idea of (health) professionalism thampersonal, unemotional and
science-based. Due to this, caring occupations davenplex and charged relationship
with their aspirations towards professionalisatigioreover, contemporary medico-
managerial management culture prioritises medigad and emphasises workers’
technical skills, further alienating workers’ skilh corporeal and social care from the

realm of professionalism.

Previous studies on the effects of public sectfmrnes estimate that established
and autonomous professional groups, such as metticadrs, have fared rather well in
terms of maintaining their autonomy (Kuhlmann 20RG6runmaki 2000). However,
studies have also pointed to the emergence ofdibtbal and practical problems
among less powerful and/or recently establishedpations that are culturally more
feminine and distant from the conventional ideaedilth professionalism (Dahl & Rask
Eriksen 2005; Henriksson 2008; Tronto 2011). Acoardo Wrede (2008), the new
management culture points to both a deepeningeoblithand a creation of new
divisions and inequalities, which build on mutuaitynstituted, gendered and classed
hierarchies in the field of health and social cacek. The Finnish case, therefore,
exemplifies a restratification of public professabmork that Noordegraaf (2013)

identifies as a key element in understanding iteméguration.



For one, in an effort to unite middle-grade careupations in Finland, nine
trans-sectoral study programmes in social andInealte were united under the single
umbrella curriculum of practical nursing in 1995 cdrding to Henriksson (2008), the
reconfiguration of occupational groups exemplities difficulties contemporary
management culture has in associating professgmaliith care service work.
Moreover, practical nurses are the key occupatigralp involved in elderly home
care services, which is an area of public careipi@v that is facing particularly strong
pressure to streamline and rationalise. Studiew shat the scope of public
responsibility of elderly home care has alreadftetij from a holistic to a more narrow
and medical account of care work (Anttonen & HaR@l1; Henriksson & Wrede
2008). This deepens the social-health care divetwden various (semi-)professions,
and compromises the professional status and pdwecently established social care

occupations in particular.

All'in all, health and social care workers’ fornt@impetence requirements have
increased over the past 30 years, while the vdltisedull range of their occupational
skills and their chances to influence decision-mghkn the workplace have
simultaneously decreased (Henriksson & Wrede 2B@8yriksson 2011). Regardless of
the occupational and status differences betweaausgroups of health and social care
professions, the changing cultural, political andial environment in the welfare state
has affected all grades of workers. In particula®, managerial, technological and
cultural transition towards a knowledge society &iased at a disembodied and gender-

neutral conceptualisation of care professionalism.

Disembodied care professionalism in the knowledge

society

Proximity between workers and service clients haditionally been an essential
requirement for the execution of corporeal andaquiactices of care. It transfers the
‘feeling of being in good hands’ and generatemtlieust. Consequently, the technical
rationality and emergence of ICT-assisted practdexcountability affect client
relations, and, in particular, the idea of cliemst (Nicolini 2007). In human service

work, such as nursing, trust is a mechanism threughkh the gap is bridged between



the client’s incomplete information and need folphen the one hand, and the
impossibility of controlling professional work one other (di Luzio 2006).Therefore
client trust does not simply mean trust in a petsatrtrust in an institution the person
represents. In encounters between care professiandiclients, personal feelings,
emotions and values are involved, together withgirgeral, cultural value attributed to
workers as knowledgeable specialists. In thesewsmeos, trust is a social mechanism

that helps clients to overcome uncertainties abmibutcome of their treatment.

Recent studies on the reconfiguration of profesdibnreaucracies propose that
the transition towards a knowledge society haseadtéhe relations between
professionals, service users and care managersxgorple, Calnan and Rowe (2008)
suggest that professional trust can no longer senasd to be embodied in the
professional. Instead, it has to be earned thraagéful, explicit documentation of
daily work that Kuhimann (2006) describes as ‘cliegtased trust’. Health and social
care occupations are now faced with what Evett892p. 261) describes as a general
decrease in the cultural value of professionaliSuetts (2009, p. 261) claims that the
association between trust, competence and profedsm has been questioned in
recent years (see also Banks 2004; Brown & Cal@dd 2Hupe & Hill 2007).
According to di Luzio (2006), the situation illustes parallel changes in attitudes
towards professionals, as well as a change in keayd production and the

organisation of professional work.

Moreover, Evetts (2009) suggests that public sermanagers and practitioners
increasingly use professionalism as a discoursgeaipational control, rationalisation
and motivation. For example, total quality manageih(€QM) and International
Organization for Standardization (ISO) 9000 appheachave been widely adopted by
local governments to improve service quality andkecs’ professional accountability
in Finland (Pollitt & Bouckaert 2011). This is déspthe fact that service users continue
to show strong trust towards the welfare statdhagptovider of services and social
security (Kallio 2008).

Changes in the roles of professionals and sengeesunfluence the terminology
that is used in health and social care settings.t&tm ‘patient’ remains in use only in
hospitals, while the term ‘client’ defines the teda between workers and service users

in outpatient clinics and health centres for amtmiacare. The Finnish legislation,



however, continues to refer to health-care senwgsss as ‘patients’ (Act on the Status
and Rights of Patients 785/1992) and to social sareice users as ‘clients’ (Act on the
Status and Rights of Social Welfare Clients 8120800he workers interviewed for this
study used both terms inconsistently when referangervice users. On the one hand,
this inconsistency could be a result of the madifotpertise that many of them had in
both health and social care work. On the otheoguid be interpreted as a sign of their
uncertainty and ambivalence towards the correcttoaerceive and describe
client/patient relations in the contemporary wedfatate. The data extracts chosen for
this chapter are faithful to the original termsdibg the interviewees, while the rest of

the chapter uses the term ‘client’ in referencseivice users.

Besides a question of trust, feminist theoristsehgwggested that the ongoing
technology-assisted transformation of care workucas is a gendered process from the
point of view of masculine and feminine characterssculturally attached to work..
They claim that the parallel changes towards adewmlfare state and a knowledge
society, promote managerial and technical ratiopnétiiat renders the body invisible by
overlooking the corporeal social and emotional reatif care, as well as the ‘dirty
work’ that caring entails (Davies 1995; Twigg 2006,150). Twigg and colleagues
(2011, p. 7) refers to Grosz's (1994) pioneeringknio Volatile Bodies, concerning the
intertwinement of cultural and biological issuesd @laims that the binary between
mind and body is still a strongly gendered constomcthat identifies the body with
women and the mind with men. The deep-rooted allidea(l)s then transfer to power

dynamics in societal fields, such as the workifej li

Recent studies show that the emotional burdentanttirty work’ of care work
continues to primarily fall on women, while men areouraged to demonstrate
leadership skills and physical strength, but absbave a restricted involvement in
physical caregiving routines (Evans 2006; Korvaja804; Twigg et al. 2011).
Kuhlmann (2006), on the contrary, presents a mptienistic interpretation of the
technology-assisted transformation of social aradtheare work. She claims the
transformation that highlights workers’ skills ilsembodied, medical and technical
care, has the potential to roll back the genderédidn and expectations regarding care
occupations. As a compromise, rather than libeggteople from gendered workplace

binaries, Adkins (2001) calls for caution and aseasment of the ways in which



contemporary flexibilities may instil new forms pbwer there. From the point of view
of welfare service work this seems like sound aglveince the form of disembodied
professionalism that the contemporary welfare giedenotes, highlights first and
foremost workers’ medical and technical qualitiesditionally associated with

masculinity and (health) professionalism.

Data and method

The data analysed in this chapter was originalliected for a PhD study (Hirvonen
2014a) concerning organisational change in webargice work amidst the
managerial, ideological and cultural transformatdthe Finnish welfare state. The
data includes qualitative interviews (n=25) fromifare service workers. It was
collected during the period 2007-2009, using sndiveiaanpling and by recruiting
interviewees through adverts posted in welfareiserfacilities. The interviewees were
registered and practical nurses, social care wsried early education workers. They
worked in public hospitals and clinics, municipariatric care units, home care service
teams and kindergartens. Together, the aforemettioncupations represent the
relatively highly educated welfare service work#af the Finnish public service
sector. The interviewees were between 25-61 yddi@nal the sample consisted of
interviews with 23 women and 2 men, representaifue gender distribution in social
and health care occupations. The interviews, whatha semi-structured form, were
recorded and manually transcribed, and lasted appately one and half hours each
(Corbin & Morse 2003, p. 340). Specific themes wateduced using key questions
and prompts when necessary. Interview themes fdooise¢he nature of the
participants’ jobs and their relationships withworkers and clients, as well as the
changing nature of care professionalism and pubinagement. Overall, the aim was
to map the respondents’ accounts of organisatideand work practices in various

locales within the contemporary public service sect

The analysis used practice research as a concegptdiahethodological vantage
point to address professional and organisatioaaktormation of care service work
(Gherardi 2012). Health and social care work ineslpersonal service, a form of
bodywork, and emotional commitment to the needsnother human being. From this

point of view, care is understood as a situatiosatjal and embodied professional



practice that is based on shared occupationalse#imd values among various health
and social care occupations. Practices are thanisgtional memory’ of work that
represent its persistent institutional knowledge arder (Schatzki 2001), and
incorporate occupational values that are diffitoilstandardise, such as human dignity

and compassion (van Wynsberghe 2011, p. 11).

Welfare state transformation affects these pragti€are work cultures are
subject to various logics that predispose workeisuttural and structural change, such
as the logic of patient choice, the logic of e-gmamce and managerialism, the logic of
economy and the logic of care (Mol 2008, p. 84)eSaintersecting logics can generate
innovative practices of care, but also moral dileaasrand contradictions concerning the
appropriate use of scarce resources, such as tichmaney, in front-line care service
work (Hirvonen & Husso 2012). In analysing the mtew data, | have focused on the
nature of the association between workers, thetstral conditions of the labour
market, and the ways in which the technical, socaierial artefacts, such as computers
and mobile phones, are used in the intervieweexirg@ions of their daily work
practices. The excerpts were selected for thistehap give an overview of the
interviewees’ responses regarding their professiac@ountability and practices of
accountability work, and in relation to their reflions on care professionalism and

gender. The results are presented in the followéawion.

Results: Towards a hybrid form of care

professionalism

The results are presented in two parts. The fagtgeals with health and social care
workers’ perceptions of professional accountabilityelation to the managerial reform
of the welfare state and the parallel technologisadf health and social care work. The
second part demonstrates workers’ ambivalence tsmae contemporary

conceptualisation of care professionalism.

Practising accountability in care professions



To a growing extent, the everyday work of healtd aacial care professionals, such as
nurses, is framed by practices of ‘accountabilibrkis This entails assessment,
monitoring, budgeting and taking responsibility &ministrative work (Banks 2004, p.
184; Hirvonen 2014a; Saario 2014). Health and $cei@ work is subject to various
audit techniques and systems that are definingepsidnal practice to a growing extent.
Many of the interviewees’ accounts of the everydegctices of care work described an
intensification of managerial control over care kvand the novel practices it
generated. A nurse with 20 years of work experiaeteseribed her professional

accountability as follows:

There are demands from every direction, like we ehdliese national
requirements, EU regulations, instructions by STAk&en3</xen> and
many from the Ministry of Social Affairs and HealtAnd then we have the
municipal level guidance; how much money can becaled to certain
activities. So that, too, regulates to a greatrextee work that we can do. So it
has changed a lot, really. Like, now we have t@repverything and compile
statistics and (...) It takes an awful lot of our Wwiag time. (RN18, Acute
Rehabilitation Unit, 53 yrs)

Assessment of workers’ performativity accordingnpersonal and objective criteria
relies on workers’ willingness and ability to ad@pactices of accountability work that
subject them and the outputs of their work to wagiaudit techniques. Accountability
work produces quantifiable, comparable data, amehnels the fiscal and managerial
responsibility of the efficiency and transparenégare services to the level of the
individual worker. Accountability work may improyke transparency of the daily work
of care professionals and bridge the informatignm lgetween workers and managers.
However, it can also increase a sense of distagivecken the latter. A paediatric nurse
explained how the alienation of her unit’s chiefsing officer from the rest of the care
staff weakened the information flows between saafi management, and how this had

a deteriorating effect on the atmosphere in the uni

It feels as if there are more administrative pensbthan ever, and fewer of us

others, but it's not clear to us what their roles. &0, it almost feels like the



chief nursing officer is afraid to visit us at thard, since we don’t see her
much. So, our unit's head nurse is then there asntlediator who surfs
between the chief nursing officer and us. But oead nurse can't always
answer to all our questions. So it would be nicsdmehow know the chief
nursing officer ourselves, even if only by her face to have her visit us
regularly to see how we’re doing, and to see ifn@ed help with something or
if something is troubling us. And regarding theioas projects we carry out, it
would be nice to have meetings together with hetead of only receiving

orders on a piece of paper. (RN13, Paediatric &ivenCare, 45 yrs)

Care managers’ dissociation from front-line workees a recurrent theme in the
interviews. Medico-managerial management produaetimes of accountability work
to demonstrate workers’ organisational accountgbiiowever, practices of
accountability work as such do not seem to meekersi need for informal one-on-one
communication and dialogue with the management.eXtct just quoted illustrates
the fact that asking the question of how to mamageagerialism in the field of health

care is as timely in Finland as it has been elsesv{i2ent et al. 2004; Carvalho 2012).

Another recurrent theme in the data concerned sbeotitechnology as a social
practice in care service work. As the end usel€®fassisted audit techniques, care
professionals are often excluded from decision-n@kioncerning the development and
introduction of technology into their workplacese¥ous studies suggest that this
complicates the implementation of ICTs as a veHmieccountability work, and may
compromise the desired outcome (Koivunen et al8200he interviewees’ descriptions
supported these findings, suggesting that one eaptan for workers’ resistance could
be found in poor management of parallel tasks,ghdtup making care work more

fragmentary. As a paediatric nurse explained:

Since this year, we've used electronic patient nés0and it's taken a lot of
time to learn to use the software. It's taking tiengay from patient work.

Moreover, | now need to monitor a fragile childamrespirator that constantly
sounds an alarm while at the same time reportihgratasks on a computer.
So, I'm bouncing back and forth from the computethte respirator, and both

tasks suffer from it. At the time when we wereiriid) reports on paper it wasn'’t



that difficult, or at least it didn’'t disturb my wioas much. (RN13, Paediatric

Intensive Care, 45 yrs)

Her explanation shows that it is not the technolagyisted practices per se that cause
workers’ resistance, but the poor management aarthpig of the use of technology as
a social practice in care service work. Other iri@vees described similar dilemmas

regarding their need to prioritise one task oveitla@r, often meaning the prioritisation

of accountability work over face-to-face client wor

The analysis shows that care professionals do nes®ghe benefits of using
electronic records in terms of the good of thentiethe management and themselves,
in particular when technologies are mobile andlgasiailable. Nevertheless, workers
are often at a loss with regard to the relevanandfthe extent to which their work is
being audited and recorded. A nurse from a munlitipene care service team recalled

the pros and cons of electronic records as follows:

We've recently begun to also report all the indiresks that are not part of
our official job descriptions, such as phone caltsl references. But I'm not
convinced that this is good use of our time antlsski..) Then again, if | don’t
have the time to go to the electronic patient rédorread the patient files, it
seems crazy to go into the clients’ homes becalse t can only do the
necessary basic tasks. | don’t always have the timewhen | do, | try to read
their files the day before, to check who I'm sumab$o see the next day, to go
through their medical history and their life histoto get an overall picture. It
feels meaningful to be able to piece together tlifeirsituations. It allows me
to help them the best way | can, so that it's net feparate tasks | do here and

there. (RN25, Home Care Services, 43yrs)

The previous excerpt shows that the purposefuloieascountability work with regard
to the core tasks of care work is a defining featarthe acceptance of technology-
assisted management practices. On the one hand,dirfeetly related to workers’ job
descriptions as care professionals, technologyrhes@ meaningful social practice. It
can benefit workers’ professional development dimhtrelations in line with the

normative value systems and ethics of care woikh s in the case of familiarising



oneself with clients’ histories through electropatient records. On the other hand,
more often than not technology as a social prattaslittle to do with direct client
relations. It primarily serves managerial needsudit and quantify care, instead of

supporting workers’ professional self-managemerdient work.

From embodied to disembodied professionalism

Further analysis revealed that technology-asseteduntability work has significant
consequences for how trust and communication afetbeough everyday practices of
care, especially in terms of how this affects dlienst. Previous studies suggest that the
rise of the knowledge society, together with tredjgstment of power between
bureaucratic authorities and citizens as infornmtsamers, have led to the diminishing
of the professional power of front-line care woskar Western welfare states
(Henriksson 2008; Van Loon & Zuiderent-Jerak 20Thke results here confirm that the
growing choice and voice of clients as attentivestoners readjust the balance of
power between care professionals and clients. famerhead nurse described this

readjustment as follows:

You need to be sensitive towards patients, surd,tarlisten to them in as
many ways as possible. But you also need to staggsomehow. As | tell all
our nurses, our work is truly under the microscopwadays. Like, when you
ride the bus or go to a hairdresser’s, you dongibeéo ask them if they're
really sure they know how to ride a bus or howite@ haircut. But our skills
and know-how constantly get questioned this way pagients and their
families. (RN11, Head Nurse Geriatric Care, 38yrs)

The extract highlights the growing consumer powehe Finnish welfare state. In a
knowledge society, consumer power obliges publicise organisations to tailor and
market their services to citizens, and to relyational criteria and visible markers in
creating transparency in the practice of care gorkhat they become assessable
(Kirkpatrick et al. 2005; Kuhlmann 2006; Noordedra@07). However, accountability
work enacted from a distance and through disembqgaliefessional practice does not



necessarily contribute to the establishment ohtlirist, as a practical nurse from a

geriatric care unit recalled:

With some people it's like ‘because we pay for thig should get this and
that’, and no matter how much you try to explaiattjiou don’'t always have
the time, you are still expected to do more. Angoaifi forget to write down or
tick a box in some chart that states that you'wegithem the eye drops, it's
like the end of the world to them — even when yaetually carried out the
procedure and only forgot to write it down. So, ke about it, like ‘Always

remember to tick the box, even if you don'’t giverththe eye drops! (RN17,

Geriatric Care Unit, 36 yrs)

Her account reveals the difficulty of generatinigd trust through disembodied
and standardised practice of accountability workrédver, the analysis of the
interview accounts showed that workers need toenasvariety of skills in order to
establish trustful relationships in face-to-face@mters with clients. Interviewees’
descriptions of their everyday work showed how #rithodied face-to-face
accountability work takes place through the deogjlyi mundane acts of touch, talk and
closeness, which manage to convey the feelingahtbin good hands’. The results
suggest that for workers, establishing client tofggn requires employing a variety of
skills, some of which may seem insignificant foe fndgement of workers’ professional
accountability from a managerial point of view, B&s physical closeness. From
managerial point of view, workers’ accountabiliggitimacy and effectiveness are
evaluated on the basis of standardised care outmitsletach care as a professional
practice from closeness and corporeality. The toamgng and somewhat conflicting
image of care professionalism represents the shiitsagement of care as paid labour,
but also larger societal shifts in understandirafgasionalism. In light of the results, it
seems that ‘digital relocation’ — and sometimesodation — of public professional
work (Noordegraaf 2013) is a key factor in evalugtine professional reconfiguration .
A majority of the interviewees described how thinvacy, empathy and responsibility
involved in care work were crucial for workers’ nvaition and well-being. A nurse
from an acute rehabilitation unit explained herinaiton in the following way when

asked what aspects of nursing brought her profeakgatisfaction:



Well, it [satisfaction] comes from — | know it saigsinaive and stupid — but it
comes from seeing that someone clearly begins @b Hetter when you've

performed a procedure. Or sometimes it's just ywesence there, if they ask
you to stay with them for a little while and just there with them. That's

where it comes from. And that’s also when you kngw’'ve reached some
kind of a trustful relationship with them, and thetient feels that you're worth
their trust. (RN14, Acute Rehabilitation Unit, 28yr

It is telling that the interviewee is belittlingehimportance of social, emotional and
corporeal practices of care as a source of heegsainal satisfaction. Changes in the
conceptualisation of care and care work also sygatransformation in professional
values and ethics. As workers spend a growing ptimpoof their time reporting and
managing care from afar, they are, paradoxicaligraasingly dissociated from the
face-to-face care that gives clients the chanessess workers’ trustworthiness, and, at
the same time, reasserts workers’ professional@gémstead of managing the body,
Twigg (2000) suggests, care work is now more careabout managing the
information concerning the body. As a consequewoekers’ professional

responsibility becomes defined on the basis of timy handle this information, rather

than how they respond to clients’ needs as thegari

Furthermore, the analysis of front-line workerst@ants suggests that the
transition from management of bodies to managewieinformation should be
understood in light of the gendered and corporatlne of care work. Professionalism
is commonly associated with culturally masculinglagtes such as scientific
knowledge, emotional distance and reason, ratlertte culturally feminine, less
systematic and more abstract skills that nursirthcamne work entail (Davies 1995).
Moreover, contemporary management styles are alijuassociated with ‘masculine’
discourses of competitiveness, instrumentality iadd/iduality (Thomas & Davies
2002, p. 390). Berg, Barry and Chandler (2012,173) 3urther suggest that pursuing
these qualities in health and social care workaeualcourage female workers to behave
in ways that challenge gender stereotypes in #id.fEmbracement of masculine,
managerial management styles may empower individogkers, but simply submitting
to masculine styles of management them does nolveethe question of the cultural

misrecognition and disregard of the value of waskeorporeal and emotional skills as



a part of their professional agency. Yet foregrangdhe corporeality of care, Twigg
(2006, p. 152) suggests, does not solve the probldmar. On the one hand, it enables a
recognition of the full range of nurses’ professibskills in care work. On the other
hand, it risks reproducing the idea that femalekers’ professional skills, especially,
are natural (see also Calnan & Rowe 2008), malengrfinity a contested and

ambivalent resource for identity work (Hirvonen 20}

Recognition is therefore a double-edged sword fitoenpoint of view of
workers’ empowerment. It exposes the nature of werdk in ways that can erode rather
than enhance the status of welfare service ocaumgtmany of whom already have
limited resources and professional power to defaedt occupational status (Hirvonen
2014b). The interviewees’ responses showed pleraynbivalence towards the
gendered cultural idea(l)s care work entails, paldirly in relation to professionalism.

A registered nurse recalled her thoughts abousdlogetal value of care as follows:

| feel that during nursing school | ... it sort offugave me some tips on how
to do the job, but working has taught me thesegtireally. Maybe it's
because this is the kind of job that's sort of [d&ing a stay-at-home mom in
the sense that it's not really valued. And the watrlonly gets noticed when
somebody hasn’t done it. Sometimes even | mysedf fi hard to respect my
work because of that! And it's only when | or orfenty close ones gets sick
that | realize that, yeah, somebody’s running shisw and taking care of them.
(RN21, Geriatric Care Unit, 27)

The interviewee'’s reflection on the valuation of terk is telling with regard to the
manifold ways in which the full range of welfarensee workers’ occupational skills
are either misrecognised as ‘natural’ abilitiespthrerwise neglected because they do
not fit the predominant understanding of profesaii@m. Based on the results in this
study, it seems that the conflict concerning catittary values, goals and means of
providing good quality care has been left to belkesd at the street level where front-
line workers operate. As a consequence of the gigpemphasis on ICT-assisted
accountability work and related technical-skill ugegments, the culturally feminine
side of nursing and care work is further negleete@ domain of non-professional

knowledge.



All'in all, the results in this chapter suggestt ttere professionalism is
increasingly assessed based on workers’ medicaeahaical knowledge and skills in
ICT-assisted accountability work. It is unlikelyatra more holistic understanding of
care professionalism will gain ground in the neduffe, despite its significance for
workers’ professional motivation and for the creatof client trust. Since the 1990s,
welfare service reform and the parallel transitmmards a knowledge society have had
a significant impact on practices of care and @nsibcietal understanding of care as a
professional skill. On the one hand, the resulggyest that medico-managerial
management styles and application of technology scial practice can support
workers’ professional growth and self-managemeheyTenable a comprehensive
utilisation of a variety of workers’ profession&ills and turn technology into a
meaningful social practice in care work, as othedies have also suggested (Leppo &
Peralda 2009; Carvalho 2012; Van Loon & Zuiderem&d€011). On the other hand,
optimistic propositions tend to disregard the coghpnsiveness of the consequences of
technological transformation from the point of vieiwgendered cultural ideals and
values related to care, and to the fundamentaliyareal nature of care work. The
results suggest that disregard for these aspegthanee negative consequences for

workers’ professional self-image and client trust.

Conclusions

In this chapter, | have discussed the consequaridhe Finnish welfare state reform,
and the technological and organisational transftionaf the public service sector
from the point of view of care work and care prefesalism. The doctrine of NPM has
brought economic rationality and ‘management by bbers' to the public service
sector. Through the quantification of the inputd antputs of welfare service work, the
goal of medico-managerial management is to increcassparency of and trust towards
public service work. In contemporary welfare stat€§-assisted accountability work
has become the cornerstone that ensures the lagitiof public service bureaucracies
(Ferraris & Davies 2013). To a growing extent, ateegistration and documentation
validate individuals’ life histories and workergganisational accountability in health

and social care institutions.



The results of the analysis in this chapter sugidpedt in the case of the Finnish
public sector, medico-managerial management ngtaffécts the institutional
environment of service provision, but also remodeaéspractices of care and the
cultural understanding of care professionalismeQeorkers have become subject to
the requirements of self-regulated professionaétiggment. To a growing extent,
workers commit to the goals, ideals and efficietazgets of their workplaces, instead
of the more universal, occupational values andclas that they acquire through
education and training. In this sense, professismais defined by the needs of the

organisation rather than the state.

According to Henriksson (2011, p. 120), the Finnis#ifare state implicitly
continues to rely on the gendered division in th&ety, according to which women in
general, and welfare service workers in particlidag, called upon to respond to care
needs because they are considered to be ‘natweatstand flexible workers. Despite
the hopes of generating a more gender-neutraldtieare professionalism, the
contemporary promotion of disembodied and techmpoaflessionalism does not liberate
care service workers from gendered cultural repitesiens regarding care. Instead, it
produces a hybrid form of disembodied care profesdism, as identified by other
studies (see e.g. Carvalho 2014). In the casenmii$h health and social care staff it
refers to professionalism that is explicitly gendeuntral and technical, but implicitly
gendered. It reproduces gendered expectations g natural gendered skills in a
way that leaves the question of gender and powesoived in the labour market. In
line with a conventional understanding of (heatifgfessionalism, the ongoing
transformations in the Finnish welfare state higtliworkers’ technical and medical
competence as opposed to a more holistic understanticare professionalism that is
culturally gender sensitive. The narrow accourtask professionalism may hamper
workers’ efforts to build positive professionalfsiehages, and instead reaffirm the

societal disregard of care as a professional skill.

In this chapter, | have also contemplated the welésate reform and the turn
towards a knowledge society from the point of vigwelient trust and workers’
professional accountability. In the case of thediowelfare states, care professionals
play a key role in reasserting the legitimacy @ welfare state. As front-line workers,

they are the first to experience, and the onegecwge and arbitrate, the changes in the



principles and values of service production to merusers. Maintaining an empathetic
attitude and conveying the experience of ‘beingand hands’ to the clients, while at
the same time trying to adapt to these changes)eanstrain for workers. Improving
client trust through manifold audit techniques &dd@-assisted accountability work do
not, however, make up for the physical distancedhmethods tend to generate between
managers, workers and clients. Making care morsparent consequently seems to
increase the distance between actors. In careegfdting, the old and the sick, ICT-
assisted accountability work does not seem to migker the benefits of physical
proximity. Promotion of the corporeal and socigexts of care should, therefore, not
be taken as a repetition of an outdated feminishdg, but as a reminder of the
challenges that the holistic nature of care pasesntemporary societies. This
perspective is crucial in health and social carekvilor promoting care workers’ well-
being, and for the success of costly technologicadstments that are easily taken as a

panacea in economic austerity policies concerniiet svork.
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