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This dissertation describes, analyses, and compares the means by which hospital social work
associations in Sweden and Germany pursue their members’ professionalization through
‘jurisdictional work’. The time period covered by the research is 1989 through 2008. The analysis
starts from the observation that jurisdictional work represents an ongoing effort by hospital social
workers’ professional bodies to establish and maintain formalized professional jurisdiction, both
internally within the profession and externally vis-a-vis outside stakeholders. The research questions
guiding the investigation focus on the kind of activities these professional bodies perform, and the way
in which they are performed, to promote hospital social workers’ professionalization in the two
countries in question. The question will also be asked as to the reasons why hospital social work
bodies perform the specific activities under consideration.

This dissertation is a cross-national comparative case study on jurisdictional work performed by a
social work subgroup operating in organizational settings where social work represents a minority
occupation subordinate to other professional fields. The research materials used for the study include,
in the first place, various documents obtained from professional hospital social work bodies in Sweden
and Germany. In addition, two focus group interviews with board members of two of the associations
studied were conducted.

The theoretical framework used for the analysis and comparison of the empirical data draws on
theories of the sociology of professions (Abbott 1988, 2005), complemented by theorizing on
compliance in voluntary organizations (Etzioni 1961) and on social identity (Jenkins 2004).
Additionally, argumentation analysis is drawn upon Karlsen (2012).

The results obtained show there to have been major differences between the jurisdictional work
strategies resorted to by the Swedish and German social work bodies. The differences mainly involved
the ways in which these organizations supported their members, related to their social work
knowledge base, positioned themselves vis-a-vis their trade union, and concretely sought to advance
formal protection. The findings point to both internal (i.e., associational, related to the organization’s
size and resources) and external (national context, specific healthcare setting, and degree of
subordination to other occupational categories within the professional context and the specific
healthcare setting) factors behind the differences in the studied social work bodies’ use of
jurisdictional work strategies.

Altogether, two different jurisdictional work strategies were found to be used by professional
hospital social worker groups operating in subordination in Sweden and Germany. A mimetic strategy
was used by the Swedish hospital social workers, to allow them, as a professional group, to better
“blend in” with their hospital settings; in this case, similarities between the hospital social workers and
their working environment, including other professions present in it, were emphasized, especially as
concerns their knowledge base, professional identity, and disciplinary affiliation. In contrast, the
German hospital social workers relied on an aposematic strategy stressing differences between the
social workers’ and their hospital co-workers’ knowledge base, professional identity, and disciplinary
affiliation, so as to make their subprofession “stand out” from its enveloping hospital settings.
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1 Introduction

1.1 Professionalization and jurisdictional work

Just like the guilds in the Middle Ages, professional organizations of our own
time are powerful actors in the labour market. In fact, over time we are
becoming only more and more dependent on recognized professionals’ skills
and knowledge in carrying out the essential functions of our daily lives. The
same way as in the mediaeval times when we relied on craftsmen’s skills
and professionalism, we today can but place our trust in the professionals’
expertise and discretion in pursuing the fulfilment of our everyday needs.
The state, for its part, has taken steps to ensure the professionals’ trust-
worthiness and reliability, by defining the context and conditions for the
performance of the professionals’ tasks as well as professions’ monopolies
over different domains of knowledge and competence. This process, unfold-
ing in interaction between the state, the professions, and the professionals,
is often likened to negotiation. In it are determined key aspects governing
the development of professions. These include, on the one hand, authority
over certain knowledge bases of work fields, monopolization of specific
work tasks, and, in the case of welfare professionals in especial, the remune-
ration for professional services; and, on the other hand, the state and client
interests concerning, for example, the reliability, objectivity, and quality of
the professionals’ skills and services (Abbott 1988, Macdonald 1999, Sarfatti
Larson 1979, Wilensky 1964).

In the theory of professions (Abbott 1988, Freidson 1994, Hughes 1971,
Macdonald 1999, Parsons 1951b, Sarfatti Larson 1979), it is, precisely, the
efforts to establish professional authority and monopoly for specific profes-
sional groups that have been looked upon as a main driving force behind
professionalization. Other important factors identified as contributing to the
development of professionalization include the improvement of professional
skills and the regulation of the relationship between professions and the
state. The desire to formalize the acknowledgement of professions’ auton-
omy and monopoly in the performance of specific work tasks, again, has
been understood as an aspiration for formal jurisdiction (cf. Abbott 1988,
Molander & Terum 2008). Such aspirations, however, have consequences
for the relationship between the state, the clients, and the professions. They,
furthermore, affect the relations between neighbouring professions and
between professional subgroups (Abbott 1988). Similarly, also the role of
the state in controlling the professions to bring them in line with the inten-
tions of policies and policy makers has been given attention, predominantly
in the case of traditional healthcare professions such as medicine and nurs-
ing (e.g., Kuhlmann & Saks 2008).
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The striving for formal jurisdiction in this context has, for example, been
taken up in terms of a professional project aimed at increasing a profession’s
labour market control and social status (Sarfatti Larson 1979). This project
is sometimes described in terms of a battlefield, as a struggle for power and
protection in which professions seek to extend, or at least maintain, their
power over specific professional territories by demarcating their exact
boundaries. Terminology such as territory, boundary, and demarcation is
often used to describe the creation of distinct professional jurisdictions with
their own professional knowledgebase, work field, and work tasks, along
with, as in the case of modern welfare societies, the right of welfare profes-
sionals to receive publicly determined remuneration for the professional
services they render (Abbott 1988, Gieryn 1983).

In this dissertation, the activities and strategies resorted to by professions
and professional subgroups in their quest to establish or maintain a distinct
professional jurisdiction in both legal, public-administrative, and workplace
arenas are collectively addressed using the concept of ‘jurisdictional work’.
This work is processual and negotiative in nature, and it aims at securing a
formal external acknowledgement of a certain professional domain for the
profession pursuing it. This usually means the settlement of any jurisdic-
tional disputes through legislation, public regulations, and written organiza-
tional job descriptions, as well as the attainment of a certain position within
the social order of professions. Additionally, jurisdictional work can also be
carried out to bring about a settlement of jurisdictional controversies among
specific subgroups within a given profession.

More generally, the concept of jurisdictional work refers to a continuous
process unfolding in different, interrelated key dimensions. One of these in-
volves the demarcation and development of symbolic boundaries. Specific
linguistic characteristics such as particular narratives or terms, for example,
are filled with specific symbolic meaning associated with the profession.
Such symbolic contents, in turn, are used to draw boundaries around the
profession or professional subgroup, attributing special symbolic signifi-
cance to certain defined characteristics. Another dimension in which juris-
dictional work proceeds has to do with the development of a distinct
professional identity. This takes place through the development of charact-
eristic narratives and attributes, the determination of the profession’s or
subgroup’s relation to neighbouring professions, and the establishment of
effective mechanisms to ensure internal compliance, for the creation and
maintenance of the group’s professional identity. A third key dimension
along which jurisdictional work in this context proceeds involves the en-
gagement of the professional body in the establishment of a negotiated
order in legal, public, and workplace arenas; the same occurs also in relation
to the stakeholders defined as strategic by the professional body in question.
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Following Becher (1999), the term ‘professional bodies’ as used in this
thesis refers to different forms of professional organizations such as, for
instance, professional institutions, professional associations, and interest
groups. Finally, jurisdictional work can also be understood as a claims-
making process where representatives of professions or professional sub-
groups employ specific arguments in negotiating jurisdictional settlements
in particular arenas.

Professional bodies have from the start been recognized as playing an
important role in the promotion of professionalization (Abbott 1988, Carr-
Saunders & Wilson 1933, Flexner 1915, Freidson 2001, Greenwood 1957,
Millerson 1964, Sarfatti Larson 1979, Wilensky 1964). They perform juris-
dictional work to establish and maintain professional jurisdiction internally
as well as externally through claims-making. Towards this end, they develop
structures within the profession itself and, externally, pursue common
professional interests and goals. Professional bodies that are institutions or
associations go on to represent such professional interests on a broader
organizational and political level (Becher 1999).

Previous research has duly noted this role of professional bodies in pro-
fessionalization, the development of a professional identity, and the internal
stratification of a profession (e.g., Becher 1999, Burri 2008, Halpern 1992).
Studies focusing on efforts by professional bodies of minor professional sub-
groups working in subordinate positions to establish a professional juris-
diction, however, have remained scarce if not altogether non-existent (none
could be located for the purposes of this dissertation). Cross-national com-
parisons of professionalization or jurisdictional work strategies have been
similarly rare as well.

To address this research gap, this dissertation attempts a cross-national
comparison of jurisdictional work strategies, understood as ongoing pro-
cesses incorporating internal and external strategies to develop boundaries,
create and establish a professional identity, and effect jurisdiction through
claims-making. This research focus also includes comparison of the efforts
professional bodies engage in when aiming at the advancement of formal
jurisdiction in legal, public, and workplace arenas.

1.2 Hospital social workers: A professional subgroup in subordination

Research on professionalization and jurisdictional work has tackled a var-
iety of arenas. Of all the existing studies in the area, the ones most directly
relevant for this dissertation research are those involving the healthcare
setting. These studies have predominantly considered the professional per-
formance of those working in dominant or subordinate professions in a few
core work fields, such as physicians and nurses (e.g., Allen 2001, Burri 2008,
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Halpern 1992, Samson 1995, Timmons & Tanner 2004). They have con-
cerned themselves, for instance, with the implications of healthcare policy
for healthcare professionals and the implications of their domination and
subordination in multi-professional teamwork (Collin et al. 2011, Kuhlmann
2006, Lingard et al. 2012, Paloniemi & Collin 2012 ). The relationship
between healthcare professions and the state has been considered as well;
as have been the various ways jurisdictional disputes have been settled in
arenas where these professionals predominantly act (e.g., Hughes 2010,
Kuhlmann 2006, Kuhlmann & Saks 2008, McMurray 2010, Samson 1995).

Building on this research and complementing it, this dissertation instead
looks at the profession of social work, previously of interest to research on
professions mainly owing to its position at the interface between occupa-
tions and professions (see Flexner 1915, Etzioni 1969). More exactly, it
considers the case of hospital social workers (HSWs), a professional sub-
group that can be said to operate in a subordinate position. It is this very
position that makes the group a particularly interesting object for analysis
along the present lines. HSWs, first of all, constitute a professional subgroup
within the broader category of social work, and, secondly, in the hospital
setting hospital social work (HSW) remains subordinated to other profes-
sions present in it. As regards the former aspect of subordination, this
dissertation uses the term ‘primary profession/discipline’ to describe the
broader profession and discipline of social work in its relation to the profes-
sional subgroup of HSWs. As regards the latter aspect of subordination,
hospitals, in contrast to social welfare agencies where social workers more
ordinarily work, function for HSWs as ‘hosting organizational settings’ that
in the first place concentrate on the provision of health care while the HSWs
hosted in these settings focus on the performance of social work.

The main challenges arising from membership in a professional subgroup
that operates in this kind of subordinated position can, from the point of
view of practitioners, be summarized as follows:

[1]t is important for hospital social workers to strengthen their
professional identity as a group by sharpening their professional
tools. Among other things, hospital social workers need to im-
prove their ability to specify and point out the results of the treat-
ments they offer, by further refining the treatment categories and
treatment goals they draw upon in their work. The same applies
to their ability to conduct psychosocial diagnoses. (Schmidt 2013:
39)1

Hospital social workers’ jurisdictional struggle can, accordingly, be said to
proceed on multiple fronts: it takes place vis-a-vis the broader society, other

! All translations from Swedish and German are by the author
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professions within the hosting healthcare setting, the primary profession, as
well as the academic knowledgebase and education related to that profes-
sion. As regards in particular the hospital context focused on in this
dissertation, terms such as professional identity, categorization of
treatment, and psychosocial diagnosis as in the above quotation indicate the
perceived professional challenges faced by HSWs in their hosting
organizational settings. Some of these terms are otherwise only seldom used
within the broader profession and discipline of social work.

1.3 Research aims and research questions

This dissertation describes, analyses, and compares the ways in which
professional bodies of Swedish and German hospital social workers promote
their professionalization through jurisdictional work. The time period cove-
red by the research is 1989 through 2008. The investigation is guided by five
research questions as outlined below. The first three of the questions con-
cern what the professional bodies in the two countries do to promote the
professionalization project of HSWs and how they in fact go about doing
this, with the second and third question focusing on the professional bodies’
external strategies to develop and maintain formal jurisdiction. The fourth
and fifth research question concern factors that influence the choice of juris-
dictional work strategies. The five research questions are as follows:

* Through which means, during the twenty-year period in question,
have professional bodies of hospital social workers in Sweden and
Germany sought to advance the creation and maintenance of a
collective professional identity for hospital social workers in their
home societies?

* Through which means have these professional bodies of Swedish
and German hospital social workers sought to promote the
establishment and maintenance of a formal professional
jurisdiction in their home countries?

*  What kind of claims and arguments have been resorted to by
these professional bodies in their efforts to make a case for a
specific hospital social work field, and what differences, if any,
might be there between Swedish and German hospital social
workers’ claims-making?

*  What impact, if any, have the organizational characteristics of the
professional bodies in question (size, structure, relationship with
trade unions, etc.) had on their jurisdictional work strategies in
the two countries?
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*  What impact, if any, have national context and national healthcare
structure had on the choice of jurisdictional work strategies by
HSWs’ professional bodies in the two countries?

To answer these questions, a comparative case study was conducted based
on empirical data collected from Swedish and German HSWs’ professional
bodies, including, primarily, various types of documents and focus group
interviews (see Chapter Four). It merits emphasis that the aim of this
research is to provide a comparative, not an evaluative, analysis. The pur-
pose here is not to assess whether professional bodies have been more or
less successful in their attempts to establish formal jurisdiction, or whether
some particular strategy used to this end has proven itself more or less
effective than others. To study these, it would have been necessary to obtain
an entirely different set of empirical data and the research questions would
have had to be formulated differently. Nevertheless, the results from this
study should all the same lend themselves to further discussion on the
feasibility of different strategies in the pursuit of specific formal-jurisdic-
tional goals by professional bodies of hospital social workers and others.

The two professional bodies studied in this dissertation are Die Deutsche
Vereinigung fiir Soziale Arbeit im Gesundheitswesen e.V. (DVSG) in Germany
and Svensk Kuratorsforening (SK) in Sweden. In the Swedish case, the col-
lected data was subsequently complemented with additional information
obtained from Vuxenpsykiatriska Kuratorers Férening (VKF) and from the
nationwide research network Ndtverk fér forskande socionomer i hélso- och
sjukvdrd (NFS). A common characteristic for all of these organizations is that
they are not trade unions. The selection of the professional bodies for this
research is discussed below in Chapter Four, while a closer description of
them is given in Chapter Five.

It is important to keep in mind that this dissertation deals with hospital
social workers - social workers working in hospital settings. These have to
be distinguished from non-hospital social workers engaged in health care-
related work tasks in other healthcare contexts such as, to name but one
example relevant for this dissertation, primary outpatient care. Hospitals, in
this dissertation, are in contrast healthcare organizations that span multiple
health care-related professions working on patients’ somatic and psychiatric
health problems in in-patient care.

The choice to focus on the professional group of hospital social workers is
not, however, self-evident. A variety of other, rather similar professional
subgroups exist, too, that operate in subordination, as for example school
social workers and social workers specialized in family law. The choice of
HSWs was thus motivated by the following reasons and considerations. For
one, the organizations HSWs work for, namely, hospitals, could be expected
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to show organizational similarities across differing national contexts. HSWs,
furthermore, appeared to offer an interesting case for a study of social work
professionalization in settings in which empirical research so far has
primarily concentrated on healthcare professions. Social work in healthcare
settings occupies a very specific position, in relation to both social work
proper and healthcare professions. To begin with, HSWs, and even social
workers working in healthcare settings more in general, represent a sub-
group of the broader social work profession (Dellgran & Hdjer 2003). As
such, they perform their work in organizational settings that differ from
those of more traditional social work-dominated organizations set up and
run by social welfare authorities. In healthcare settings, HSWs are thus a
subordinate group, and not just in terms of their numbers as compared to
the healthcare professionals around them, but also in terms of their educa-
tional background that is in social sciences instead of natural sciences.

Also the national contexts involved in the two cases studied were selected
carefully and based on specific considerations (see Chapter Four). As Dent
(2003), for example, has noted, the type of the welfare system adopted in
the society may influence the course of professions’ professionalization in it.
Accordingly, the two country cases considered were selected based on their
differing welfare regimes, to better detect the influence of any contextual
factors and differences on professional bodies’ jurisdictional work (cf.
Flyvbjerg 2006). In Germany today, one finds in place what has been termed
a conservative-corporate welfare regime, while Sweden has adopted a
social-democratic one (Esping Andersen 1999). In consequence, even the
healthcare systems in the two countries differ from each other, with the
national healthcare system in Sweden contrasting with the insurance-based
system in Germany. During the time period covered by this study, both
countries came to face economic constraints affecting, among others, the
healthcare sector as well as changes in the social welfare sector. Social
policy reforms intended to handle these pressures (see, e.g., Sen 2003). As
Kuhlman (2006) and Saks (2008) have noted, such developments can then
in turn propel changes in professional jurisdiction, leading one to expect
that empirical data from these kinds of periods will provide one with a rich
source for analysing and interpreting jurisdictional work.

1.4 Significance of the study

Comparative cross-national studies on professionalization have remained
relatively scarce to date, as have studies looking at the specific strategies
professional subgroups in subordination - such as HSWs - use to advance
their professionalization. Similarly, only very little research has been con-
ducted on the collective activities of professional HSW bodies and their

21



inclusion in, or exclusion from, healthcare policy and decision-making struc-
tures at workplace and at the public and legislative levels.

The aim of this study is, in general, to contribute to research on profes-
sionalization more broadly and, in particular, to improve our knowledge
about the strategies professional subgroups in subordination use in their
efforts to establish formal jurisdiction. The comparative nature of this study
will help move forward the theoretical discussion of whether or not con-
cepts such as profession and professionalization are context-bound and
what kind of contextual factors may play a role here. The study proceeds by
describing, analysing, and comparing jurisdictional work as a key aspect of
the professionalization pursued by primarily two hospital social workers’
professional associations in Sweden and Germany over the twenty-year
period 1989-2008.

The study will, moreover, help provide the theoretical discussion of pro-
fessionalization with a social work perspective and, more specifically, with a
hospital social work perspective. HSWs represent a professional subgroup
situated in a hosting context in which the main focus lays on other
professions. The particular relational position HSWs occupy vis-a-vis their
primary profession as well as the organizational setting in which they
operate is likely to be quite unique. This dissertation, accordingly, sets out to
understand the specific challenges Swedish and German HSWs encounter in
advancing their profession’s formal jurisdiction in the broader healthcare
environment, as well as the specific consequences that derive from their
particular position as both a professional subgroup and a subordinate
professional group situated in the hosting hospital settings.

The study has, furthermore, relevance for the social work discipline,
shedding as it does new light on a professional subgroup that thus far has
attracted only limited attention in social work research (see, e.g., Dellgran &
Hoéjer 2011). It may, moreover, contribute to social work education by
prompting it to reflect on whether or not there might be a need for con-
textualizing the training according to a broader diversity of social work
fields that one needs to relate to. In terms of professional social work prac-
tice, the findings of this research will lend themselves to supporting HSWs
and their professional bodies in their efforts to consciously reflect on the
implications that social policy-making and their own choices of profes-
sionalization strategy potentially have for them as a professional subgroup.

Professions are powerful actors in society. From a societal perspective, it
is thus important to understand how social policy-making impacts on the
jurisdictional work of professional subgroups in multi-professional settings
- and vice versa. It is also important to understand the way this interplay
between social policy-making and professional groups impacts other profes-
sions operating in the same setting, welfare organizations, welfare service
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production, and, last but not least, the consumers of welfare services. This
study will thus, at least potentially, also be able to contribute to an increased
awareness of the effects of policy making on minor subordinate professions
in hosted settings, on the interrelations among different professions in the
these settings, on the organization and production of welfare services, and
on the addressees of these services.

1.5 Previous research on hospital social work and hospital social workers

Previous research on HSW and HSWs has for the most part concentrated on
the study of specific client groups or specific intervention methods used in
HSW. The studies relevant to the topic of this dissertation have predomi-
nantly focused on HSW at the workplace or regional level, involving a
variety of national contexts. The topics investigated have touched upon
issues such as HSW work tasks, the role of HSW in healthcare settings as
perceived by HSWs and other professionals, the overlap between HSW and
nursing, trends towards specialization and prioritization of specific case
groups in HSW, and reported expansion of work fields in HSW. Occasionally,
previous research has also tackled themes such as the professional identity
of HSWs, the relation between professional identity, professional culture,
and multi-professional teamwork, the exclusion of HSWs from access to
power networks and information resources, and the relationship between
the HSW profession and the state.

In the following, I discuss some of this research more in detail. First, |
focus on previous research on HSW in multi-professional teams and on
HSWs and professional power networks. After that, I look at the existing
literature on the tasks and roles of HSW. Lastly, [ review previous research
addressing HSW specialization, socialization, and work field expansion in
different national contexts.

Multi-professional teamwork and professional power networks

In previous research, some researchers have reported on the specific chal-
lenges HSWs encounter in their collaboration with healthcare professionals.
The question, however, of whether the role of HSWs in multi-professional
teams and professional power networks varies across national contexts still
remains empirically unexamined. Nevertheless, several factors have been
identified as impacting on teamwork between HSWs and other profession-
als. McAlynn and McLaughlin (2008), for example, have described a set of
factors impeding HSW discharge management in Northern Ireland, including
pressure from other professions and tensions in the collaboration around
multidisciplinary assessments. Albrithen and Yalli (2012), for their part,
have drawn the conclusion that inter-professional teamwork in Saudi Arabia
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in this area is hampered by factors like professional culture, language bar-
riers, job diversity, and unequal power relations between HSWs and phys-
icians. Harrison, Hepworth, and de Chazal (2004), again, have examined the
unequal distribution of access to IT and Internet services among British
healthcare professionals, noting that it was primarily HSWs who lacked this
access in the group they studied.

Changes in management structures concerning HSW have been analysed
especially by researchers in the United States and Canada. Earlier on, HSWs
in these countries were often organized into separate, independently oper-
ating HSW departments. In more recent years, however, there has been a
tendency to integrate HSW into multidisciplinary management structures
(e.g., Globerman & Bogo 1995, Judd & Sheffield 2010). At least in the case of
Canada, this change in management structures has been described as chal-
lenging for HSWs’ profession-specific identity (Globerman 1999).

In addition to difficulties HSWs perceive in multi-disciplinary teamwork,
also limitations concerning HSWs’ possibilities to influence hospital govern-
ance have been reported. Saudi Arabian HSWs, for instance, have been found
to have limited possibilities to involve themselves in the development of
their hospitals’ internal policy, due to their inadequate communication chan-
nels and ineffective relationship with hospital management, both seen to
result from HSWs’ marginal position in the hospital hierarchy (Albrithen &
Yalli 2012). Elsewhere, US and Canadian studies have examined ways to in-
crease HSWs’ power within hospital organizations. The means analysed
have included strategies to enable de-centralized HSWs to gain more control
and influence over their own practice, such as spelling out their contribu-
tions to the primary economic interests of the hospital, developing decision-
making networks to improve the efficacy of patient discharge, and using
social group work and radical democracy as a management tool (Berger
1991, Sulman, Savage, Vrooman & McGillivray 2005).

Research in the UK has also looked at efforts to transfer responsibilities
from medicine to social services through legislation. The changes made,
however, seem to have had only minor effect in practice. In the everyday
operation of hospitals, medical decision-making still takes precedence over
multi-disciplinary co-operation in discharge management (Phillips & Water-
son 2002).

Work tasks and role

Research on HSW has frequently brought up a discrepancy between the
profession’s own understanding of its professional tasks and role in health-
care settings and other professions’ view of these. In countries such as the
Canada, Germany, Hong Kong, the United Kingdom, and the United States,
HSW work tasks have been taken by HSWs to consist primarily of discharge
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management including the mobilization of community services (Davies &
Connolly 1995, Holliman, Dziegielewski, & Datta 2001, Phillips & Waterson
2002, Thierau 1998, Wong, Chan, & Tam 2000) as well as psychosocial
assessment/treatment (Davidson 1990, Holliman, Dziegielewski, & Datta
2001). In the Swedish context, Olsson (1999) has found HSWs’ work tasks to
have changed considerably over time, expanding from mostly social case
management to now also and primarily include psychosocial and other more
therapeutic care provision. Non-HSW professionals such as nurses and
physicians have reported differing notions about the tasks and role of HSW
and HSWs in healthcare settings (see Kadushin & Kulys 1995, Thierau
1998). In the United Kingdom and, to some extent, also the United States,
they have, however, articulated specific factors concerning HSW as im-
portant. They mainly expect HSWs discharge management to be quick and
efficient rather than appropriate and of good quality (Davies & Connolly
1995, Kadushin & Kulys 1995, Phillips & Waterson 2002). At the same time,
however, Wong, Chan, and Tam (2000) have found physicians and HSWs in
Hong Kong to be basically in agreement about HSWs’ tasks, considering
these to consist of psychosocial counselling and organizing of community
services. Nurses, on the other hand, expected HSWs to involve themselves in
discharge management, organizing of community services, and psychosocial
counselling to a lesser extent than what the HSWs themselves expected.

Studies conducted in Australia, Israel, and the United States have, further-
more, found HSWs to experience their role in healthcare settings to be
something secondary to that of healthcare professionals, with HSWs report-
ing themselves to often lack recognition and support from other profession-
als in their work context; this then led to difficulties in collaboration and
perceived lack of appreciation for one’s work (Kadushin & Kulys 1995,
McMichael 2002, Werner & Carmel 2001). HSWs have also reported them-
selves as experiencing inadequate supervisory support and difficulties in
access to further training to develop their professional skills (Albrithen &
Yalli 2013). At the same time, a desire has been expressed among other
healthcare professionals that HSWs be clearer about their role in healthcare
settings (in the UK, context, see Davies & Connolly 1995). In Germany, a
major source of differences in the role expectations in this regard has been
HSWs’ more holistic, “life-world”-oriented focus on interventions that con-
trasts with the more isolated therapeutic orientation of healthcare profes-
sionals (Thierau 1998).

In addition, research has called attention to work task overlap between
nursing and social work in health care. The earliest report on work task
overlap in the HSW context comes from Motte in the United States (1911).
The last two decades, however, have seen an increasing number of publica-
tions (especially in the US and Canada) address the issue, especially in
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case/discharge management and psychosocial counselling (e.g., Globerman
1999, Neuman 2003).

In Sweden, jurisdiction overlap between HSWs, nurses, psychologists, and
physicians is indicated by current research on HSW roles. Svird (2013), for
instance, has identified three different roles HSWs tend to take in multi-
professional child risk assessment in hospitals, seeing these as dependent on
the professional logic HSWs adopt for their work. In her study, HSWs who
followed a “social work logic” in their work assumed more active roles in
healthcare teams, applying rather traditional social work methods and
reporting children at risk to social services. In contrast, the HSWs who fol-
lowed a “therapeutic logic” tended to adopt more reflective roles in their
healthcare teams, opting for predominantly therapeutic and motivational
methods but still reporting children at risk when problems could not be
solved in voluntary co-operation with the parents. HSWs following a “medi-
cal logic”, again, took rather passive roles in their healthcare teams, relying
more on medical expertise and for the most part reporting children at risk
only when there was definite evidence of abuse.

Specialization, socialization, and work field expansion

Research in the United States has shown HSWs to tend to internally spe-
cialize around patient groups and medical departments, instead of particular
HSW work tasks or social work practice models (Holliman, Dziegielewski, &
Datta 2001). The expansion of HSW into health care-related work fields
there has been linked to HSWs’ work in perinatology. In Australia and Israel,
it has taken place in tandem with HSWs’ involvement in disaster and emerg-
ency teams (Pockett 2006, Walther 1991, Yanay & Benjamin 2005). In
Germany, the expansion of HSW fields has primarily been linked to HSW’s
increasing engagement in geriatric settings (Thierau 1998).

Canadian HSWs in psychiatry have been reported to base their profes-
sional identity on factors like social status, respect, and autonomy (Marriott,
Sexton, & Staley 1994). More precisely, research has found the differences in
the professional socialization between physicians and social workers to
involve aspects such as values and the importance accorded to patient rights
and teamwork (Kadushin & Kulys 1995). In Australia, HSWs have expressed
their need to be able to define their own professional priorities to better
enable them to advocate for more resources and social policy change (Giles
etal. 2007).

Gachoud and his co-workers (2012) have examined the ways in which
“patient-centred practice” is understood among physicians, nurses, and
healthcare social workers in Switzerland. The differences that they found in
this regard reflected the professional cultural values of each group studied.
All three professional groups stressed the importance of a holistic approach
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and good communication in any patient-centred practices. Additionally,
social workers defined patient-centred practices as also including empower-
ment and respect for patients’ autonomy. In their understanding of the no-
tion, however, the quality of medical procedures and nursing care aspects
were assigned minor significance. Nurses, in contrast, emphasized rapport
as the most important aspect of patient-centred care, considering empower-
ment as something less important. Physicians, for their part, included
neither empowerment nor rapport in their definition of patient-centred
practice. Professional cultural values, in other words, or cultural differences
among the professional groups, entailed differences in orientation that could
at least potentially bear upon the interaction between professions and pro-
fessionals.

To sum up, previous research shows differences in both internal notions
and understandings among HSWs regarding their professional work tasks
and external expectations about what the role of HSW ought to be and what
HSWs ought to do. Based on evidence from different countries as presented
above, it seems also probable that the main social work methods as applied
in HSW in different national contexts vary from one another. At the same
time, the literature remains silent on the contribution and role of profession-
al bodies in developing internally and externally recognized descriptions
and definitions of HSW work tasks. Yet, there are indications in previous re-
search of HSWs’ lack of access to professional power, negatively impacting
on HSWs’ possibilities to influence healthcare policy making and decision
making. Nevertheless, no studies on the inclusion and exclusion of profes-
sional HSW bodies in policy-making and decision-making processes in
healthcare structures at work place and at public and legislative level seem
to have been carried out thus far. Neither do there appear to be any studies
yet that compare processes of, and strategies for, developing a professional
group-specific identity for HSWs, or the impact of existing healthcare organ-
ization and social policy development structures on HSWs’ possibility to
influence their profession’s future. The same applies to cross-national com-
parative studies concerning inter-professional differences in defining cer-
tain professional values and studies on collective action striving for formal
jurisdiction for a profession.

1.6 Structure of the dissertation

This dissertation comprises nine chapters. Following this introductory chap-
ter, Chapter Two will introduce the reader to the national specifics of health-
care structures and the healthcare organization in Sweden and Germany.
Chapter Three presents the theoretical framework including an in-depth
description of the concept of jurisdictional work, enabling the subsequent
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investigation of the professionalization strategies used by HSWs in Sweden
and Germany. The data and methods of this dissertation research are
described and discussed in Chapter Four. Chapters Five to Eight then
present the analysis and results, comparing professional HSW bodies’
activities in promoting the professionalization of HSW in Sweden and
Germany. Chapter Five first describes the landscape of professional HSW
organizations in the two countries in question. After that, Chapters Six and
Seven discuss the internal and external jurisdictional work as performed by
the professional HSW bodies studied in this dissertation. Following it,
Chapter Eight looks at these bodies’ claims-making in connection with their
efforts to advance the professional jurisdiction of HSW in each country case.
Finally, Chapter Nine presents a concluding discussion, analysing the
differences found in the strategies used by professional HSW bodies in
Sweden and Germany. The chapter also discusses factors influencing the
choice and outcomes of these strategies, as it does theoretical implications
related to the findings from this study.
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2 Hospital Social Work and Healthcare Systems

Wherever HSW is performed, it is always shaped by certain specific factors
conditioning it. These factors include the education of HSWs as a profes-
sional group and other profession’s stances towards hospital social work.
The performance of HSW, however, is also preconditioned by the underlying
healthcare organization and social welfare regime, given how social welfare
regimes influence the pathways for evolving healthcare systems in certain
national contexts. Awareness of these kinds of conditioning factors is there-
fore important for any understanding of the ways jurisdictional work is per-
formed by HSWs in specific countries. It is also necessary for a proper
understanding of the analysis and results to be presented later in this
dissertation. For these reasons, this chapter considers HSW in the broader
national context conditioning its practice, looking at the internal and exter-
nal factors shaping it in the kind of organizational settings focused on in this
dissertation. It looks at HSW and its position as a part of the broader social
work profession, discusses healthcare systems and the way they are organ-
ized in Sweden and Germany, considers the role of the welfare system and
the influence of the kind of welfare regimes in place in Sweden and
Germany, and explores the possibilities for welfare professions to influence
the development of welfare governance.

2.1 Hospital social work as a professional subgroup

In both Sweden and Germany HSW is perceived as a specialized subfield of
social work. This view of is shared by both its primary profession and great
many individual HSWs. At first glance, however, this relationship may seem
more obvious in Germany than in Sweden, given that HSWs there call them-
selves Krankenhaussozialarbeiter (“hospital social workers”) whereas in
Sweden they are traditionally known as kuratorer, a term rooted in the Latin
verb curare (“to cure”). Nevertheless, since the beginning of the 2000s
Swedish HSWs have begun to more often openly thematize their disciplinary
and professional relationship to social work, addressing themselves as
“social workers in health care” (socionomer i hélso- och sjukvdrden; see sec-
tion 6.3).

Today, HSWs in both Sweden and Germany receive their basic training in
university social work departments. In Sweden, social work became an aca-
demic discipline taught at the university level in the 1970s; since then, re-
search has been an integral part of the social work departments’ mission.
Some of the departments also offer doctoral degree programmes in social
work (see, e.g., Hessle 2007). During the 1990s, the neighbouring academic
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programmes in social care and social pedagogy became at most universities
absorbed into their social work programmes, which today also offer special
advanced-level courses or study programmes to social work practitioners
working in health care (Hogskoleverket 2003).

In Germany, social pedagogy is one of the traditional university disci-
plines, even if it is sometimes integrated into pedagogical or social science
departments. In the country, it is predominantly these departments that
conduct research and offer doctoral degree programmes in social pedagogy
(Staub-Bernasconi 2007). Social work, on the other hand, has traditionally
been taught at what in the German context are called “universities for
applied sciences” (Fachhochschulen, FH) or at “universities of co-operative
education” (Berufsakademie, BA; see, e.g., Baron, Brauns, & Kramer 1986).
These universities have only recently started to offer doctoral degree pro-
grammes in social work. They do not, however, have any explicit state-dele-
gated responsibility to conduct research. Nevertheless, some limited re-
search funded through external sources is performed at these institutions of
higher education as well. In the late 1990s, however, social work and social
pedagogy were merged into a single discipline as, simply, social work. The
professional title of the graduates from the new programmes nevertheless
often remained the same - social pedagogue. In addition, since at least the
1980s the national healthcare social workers’ association DVSG has been
offering special further education for those working in this field, and HSWs
in particular (see Chapter Five). At the same time, during the last 10 years,
there has been a parallel new development resulting in special Master’s pro-
grammes for social workers in health care at some universities (Pauls 2001,
Reinicke 2001b).

2.2 Healthcare systems in Sweden and Germany

Health care provision in Sweden and Germany is organized differently,
based on the different healthcare systems in place in the two countries. A
common denominator for the two systems, however, is that in both cases,
the role of the state (the federal government in Germany) is reduced to the
mere provision of applicable legal frameworks. In Sweden it is the regional
governments (county councils, or landstingsfullmdktige) and in Germany the
federated states (Ldnder) that then have the responsibility to organize the
provision of health care within these frameworks provided (Europaisches
Parlament 1998, Ginsburg 1992). Despite this basic structural similarity, it is
nevertheless the differences between the two healthcare systems that domi-
nate the picture.

In Sweden, the responsibility for financing and managing the provision of
health care, delivered through the national health service, lies, as already
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said, with the country’s 21 county councils. It is thus the county politicians
who control the resources and supply of healthcare services. The Health and
Medical Services Act of 1982 (Hdlso- och sjukvdrdslagen, HSL) is the basic
law governing health care provision, delivery, and financing in the country.
In Paragraph 2a, point 1 of this Act, it is pointed out that all health and medi-
cal care provided in Sweden should be of “good quality”. In Paragraph Z2e, it
is, furthermore, required that “all personnel” needed to ensure provision of
this good-quality care be made available for the purpose. From the point of
view of the individual health-service recipient, in other words, the exact
level of healthcare service to be provided is left rather vague in the law
(Blank & Burau 2007).

The county councils are in principle free to organize the financing and
provision of healthcare services the way they prefer. In general, the tend-
ency since the 1980s has thus been an increasing de-centralization of health
service delivery, organization, and finance, as the responsibility for these
has been transferred from the central government to the county councils,
which today have a complete control over both the financing and the pro-
vision of healthcare services (Blank & Burau 2007, Ginsburg 1992). Never-
theless, over the last few decades the autonomy of the county councils and
hospitals in this respect has become somewhat curtailed, owing to the
enactment of various action plans developed by the country’s National
Board of Health and Welfare (a government agency) that set forth nation-
wide priorities and quality standards.

In the case of Germany, the responsibility for healthcare financing and
provision is divided differently, as health care in Germany can be character-
ised as being of a social insurance type. On the national level, in line with the
subsidiary system (see section 2.3 in Chapter Two), the healthcare scheme is
set forth by the country’s Social Code (Sozialgesetzbuch, SGB). This
legislation acts as the regulatory framework for social welfare and
healthcare provision intended to guarantee the supply of the necessary ser-
vices and their quality.2 The Hospital Laws (Landeskrankenhausgesetz,
LKHG) of the individual federated states must conform to this legislation
(for more details, see, e.g., Blank & Burau 2007). Unlike in the Swedish case,
where the exact level of service provision is left vague, these laws define
federated-state residents’ rights to defined health care including their
related rights to special support such as social integration for disabled
people (for further details, see, e.g., Borgetto & Kilble 2007). The federated-

% The Social Code is the umbrella for all legislation on welfare in Germany. It covers also the healthcare
sector. Currently, it comprises twelve lawbooks. Five of these are of particular relevance to health care:
SGB 1II includes regulations on healthcare provision for the unemployed, SGB V regulates statutory
health care insurance, SGB IX spells out the rights concerning rehabilitation and the integration of the
disabled in society, SGB XI regulates the statutory care insurance, and SGB XII includes regulations
concerning health care for those lacking health care insurance.
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states and national laws in Germany, however, represent framework
legislation governing the organization, provision, and funding of health care.
Self-governing and self-administrating institutions represented by public
corporative bodies then negotiate the exact translation of these legal
frameworks into implementation policies included in corporative contracts.
The negotiations take place on both the national and the individual-state
level, and the resulting corporative contracts specify the residents’ legislated
rights to particular insurance-funded healthcare services more in detail.

The ultimate controlling authority within the healthcare system in Ger-
many is the Federal Ministry of Health, which can intervene in matters re-
lating to it through legislative efforts. Ensuring the uniform interpretation of
citizens’ welfare rights in corporative contracts as well as their congruence
with the intentions of the Federal Constitution, again, is the task of the Fed-
eral Constitutional Court, the country’s highest court. On the national level,
the efforts to impact on healthcare provision have, in the last two decades,
had a two-fold orientation: on the one hand, they have focused on cost con-
tainment, and, on the other hand, on the activation of patient representa-
tives in public corporative bodies in health care (Borgetto & Kalble 2007,
Becker & Kingreen 2007, Fuchs 2008).

Organization of healthcare provision in Sweden and Germany

The way health care is provided to individuals differs considerably between
Sweden and Germany. In Sweden, it is the country’s 21 county councils that
are responsible for healthcare provision in primary care as well as in in-
patient and out-patient hospital care. Traditionally, a major way to offer
specialized health care has been through in-patient and out-patient hospital
care provided by publicly owned and operated providers. Especially during
the last three decades, however, the provision of primary care has changed.
Primary health care is now predominantly offered at primary-care centres
employing doctors, nursed, midwives, physiotherapists, psychologists,
and/or social workers as well as other healthcare professions, with some-
times also specialists such as psychiatrists and gynaecologists attached to
these centres. The number of privately owned and operated primary-care
centres has gradually increased, as has the variety of professions employed
in these centres.

Research on the Swedish healthcare system has drawn attention to
increasing difficulties in access to health care in the country and to growing
co-operation problems between the healthcare and social welfare sectors
(e.g., Anell 2007). The latter became a marked tendency especially from the
first half of the 1990s onwards, affecting in particular the co-ordination of
primary care and social services for the elderly, and later on also of primary
psychiatric care and social services for psychiatric patients (Falk & Nilsson
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1999). Both of the two developments have been claimed to have emerged as
a result of legislative reforms (Adelreformen, Psykiatrireformen) that
delegated responsibility for these patient categories almost exclusively to
the municipalities (ibid.). The intention behind the reforms had been to
make health care more efficient by transferring the responsibility for what
were called the “social problems in primary care” from health care to the
municipal social services. Since the implementtation of these reforms re-
shaping the division of responsibilities between the county councils and
municipalities, debates have flared up frequently about whether co-
operation between social services and health care can work in practice. Not
only prestige thinking has been seen as hindering the co-operation; also
territorial thinking has been diagnosed as a cause behind it, especially when
it comes to questions of economic nature and questions with economic
consequences (Falk & Nilsson 1999).

In Germany, the responsibility for healthcare provision lies solely with the
16 individual federated states of the republic. As already noted, the role of
the national state itself is merely that of a provider of framework legislation.
Until quite recently, hospitals have for the most part been publicly owned,
by either the federated states or the municipalities, being only occasionally
operated by non-profit organizations and certain for-profit organizations
(see Anell 1999). Since 2007, however, privatization of hospitals has acceler-
ated. Municipalities, local governments, and federated states, however, still
remain the owners in the majority of cases, with politicians from all these
administrative levels serving as members of the hospitals’ supervisory
boards. Through the 1990s and in the early 2000s, care provision was
characterized by a strict traditional separation between in-patient health
care at hospitals, rehabilitative care, and out-patient care by private general
practitioners and medical specialists. Following subsequent legislative re-
forms, however, this organizational framework has begun to change in the
course of the last decade or so. Health care is today also provided by private-
ly practising physiotherapists, psychologists, and the like. Besides their in-
clusion in the general funding schemes in the country, health insurance
coverage of these healthcare services also depends on a referral by a certi-
fied medical practitioner. Until recently, health care at hospitals was re-
stricted to in-patient care, and a referral by an out-patient practitioner was
required, except in the case of emergency care and privately paying patients.

There are two basic types of hospitals in Germany. General hospitals give
predominantly basic somatic care at a local level, and specialized hospitals
provide for example psychiatric and psychosomatic care, therapy for drug
abusers, medical rehabilitation, rheumatology, geriatry, transplantation, as
well as forensic and military hospital care. According to the country’s Social
Code, both types of hospitals are to offer necessary in-patient care as well as
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obstetrics according to scientifically-based diagnostic and therapeutic
methods. Medical doctors, nurses, and other healthcare personnel are
expected to work in order to diagnose and cure disease, prevent
deterioration, mitigate consequences, and provide obstetric care (Borgetto
& Kalble 2007).

The strict separation between out-patient, in-patient, and rehabilitative
care has been reported to cause problems at the intersection between health
care and social welfare provision. The different steps of the treatment pro-
cess, for example, have been seen as insufficiently integrated and harmoni-
zed, treatment and rehabilitation processes have been criticized as fre-
quently delayed or interrupted, and patients have been referred to inappro-
priate care facilities. Insufficient co-operation and communication between
out-patient specialists, between in-patient and out-patient care and rehabili-
tative care, and between different social welfare sectors have been criticized
as well (Borgetto & Kalble 2007). Of the consequences of these problems,
cost-ineffectiveness and “revolving door” effects (patients cycling in and out
of hospital care) have been pointed out as perhaps the most salient
(Borgetto & Kalble 2007).

As already mentioned, the financing of healthcare services is organized
differently in Sweden and in Germany. In Sweden, the democratically elected
county councils have the right to tax county residents in order to cover ap-
proximately 90 per cent of the public expenses of healthcare provision.
Additional financing for the health care provided by the regional govern-
ments comes from patient fees and the income from medicine sales as well
as from government subsidies (Lidstrom 2003). The available economic re-
sources in a county are allocated by global budgets either to specified dis-
eases or to specific healthcare organizations such as hospitals. Also con-
tracts with private hospitals are possible, although these are often paid pro-
spectively on a per-case basis with both quality as well as price ceiling de-
fined beforehand. Some county councils split their healthcare administration
into purchaser and provider organizations, allocating their economic resour-
ces to the purchaser side of the administration while the provider’s services
are paid for by purchaser. In these counties, the purchaser may not only pay
public providers; they may also contract private providers/hospitals, again
using advance payments with both the price and quality ceilings defined
ahead of time (Blank & Burau 2007). Most of the healthcare services pro-
vided, however, are funded from public sources through the national health
service system.

In Germany, in contrast, healthcare financing comes predominantly from
public health insurance funds (Gesetzliche Krankenkassen). Since the
beginning of the 2000s, however, the need for private payments has
increased, mostly due to rising cost of health care. In the 1990s, there were
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about 1,000 public (non-profit) public health insurance funds, with a
number of additional private (for-profit) funds also in the market.
Membership in one of the public health insurance funds is mandtory for all
those below a certain income level. For those with earnings above the
specified level, and for those who are self-employed, membership in a public
health insurance fund is voluntary: they may choose between membership
in a public and a private health insurance fund. Altogether, approximately 9
per cent of the country’s population are today privately, not publicly,
insured. In the case of the public health insurance funds, employers and
employees jointly pay the accompanying fees, which, however, are fixed to a
certain percentage of the employee’s salary (the exact level depending on
the health insurance fund in question). Public control of the various kinds of
health-insurance funds and over healthcare expenditure has remained
rather limited, as the federal government’s role in this healthcare system
continues to be limited to setting forth the legislative frames for the actual
funders (Blank & Burau 2007). This control, however, has been increasing as
of late: the Federal Ministry of Health, for instance, today participates in the
negotiations around the definition of healthcare services to be funded by
public health insurance funds.

Healthcare sector and legislation

Current healthcare legislation in both countries can be characterized as pre-
dominantly aimed for setting frames. It therefore first and foremost pre-
scribes the basic conditions for healthcare provision. In Sweden, besides the
above-mentioned 1982 Health and Medical Services Act that basically does
little more than notes the county councils’ responsibility in providing “good-
quality” health care and that there is to be the necessary personnel available
for this purpose, there is also a second law, the Professional Activities in the
Health and Medical Care Field Act (Lagen om yrkesverksamhet pd hdlso- och
sjukvdrdens omrdde, LYHS), that regulates the licensing of healthcare profes-
sionals and the use and protection of professional titles. The administrative
responsibility for licensing professionals is assigned to the National Board of
Health and Welfare. In Germany, it is primarily the above-discussed federal
Social Code and Hospital Laws of the federated states that regulate the
healthcare sector, or its organization (Blank & Burau 2007). In general, the
licensing of professionals and the use and protection of professional titles
are not specifically regulated for the healthcare field, although there are
separate laws addressing licensure for specific professions and occupations.
The responsibility for the administration of licensure is assigned to
accredited federal schools and professional chambers operating at the
national level (see below).
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So far, neither in Germany nor in Sweden have social workers become a
licensed profession (e.g., Weiss-Gal & Welbourne 2008), even though, in
both countries, other healthcare professions have been able to establish
their formal jurisdictions through diverse forms of legislation. For the
establishment of a profession’s jurisdiction, two things in particular are
important: the protection of the professional title and some form of licen-
sure for protecting specific work tasks. In Sweden, the title most commonly
used for HSWs, kurator, is not a protected professional title under the
current law.3 In Germany, in contrast, academic professional titles such as
social workers’ are protected by the German Criminal Code (Strafgesetzbuch,
StGB), thus providing a minimum degree of legal protection even for HSWs.
Professional titles based on academic degrees such as, for instance, Dipl
Sozialpddagoge (FH/Uni) are generally protected as are all professional
titles that include a form of state accreditation (Staatliche Anerkennung);
only persons with a degree from one of the three state-accredited university
types may use one these titles. The law does not, however, protect the fre-
quently-used titles corresponding to “hospital social worker.” In conse-
quence, as long as Swedish employers look for kuratorer or the German ones
Krankenhaussozialarbeiter, they can employ staff without academic training,
as anyone can then claim to be a “hospital social worker”. When employers
in Germany instead look for Sozialarbeiter (BA) or Sozialpddagogen (FH),
applicants are expected to be holders of the protected professional title in
question. In neither Sweden nor Germany, however, does the protection of
the professional title automatically include the protection of specific work
tasks for those holding the title.

The primary way to legally protect a profession’s jurisdiction is through
licensure. In Sweden, there exists, strictly speaking, only one form of profes-
sional certificate for occupations and professionals in the healthcare sector:
legitimation. The awarding of legtimation is regulated by the Professional
Activities in the Health and Medical Care Field Act, which provides a list of
licensed academic and non-academic professions.* It further gives the pro-
tected professional titles and specifies professions’ exclusive rights to
certain work tasks.5 In it are also defined the various duties of healthcare
professionals, the procedure for licence withdrawal, and the national health
and social welfare authorities’ means of control over healthcare services.®
Unlike most other professions in the healthcare sector, HSWs (just as social
workers in general) are not licensed in Sweden.”

* See LYHS 1998, Section 3, Paragraphs 5-7.

4 LYHS 1998, Section 3, Paragraph 2.

® These include physicians, midwifes, pharmacists, dentists, etc.; see LYHS 1998, Section 3, Paragraphs
4-7.

¢ LYHS 1998, Sections 2, 5, 6.

7 See LYHS 1998, Section 3.
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In Germany, licensure takes three different forms when it concerns
healthcare professions. Firstly, there is the historically rooted Trades and
Crafts Code (Handwerksordnung, HwOQ) that contains a list of protected
trades. This list also covers several “trades” belonging to the healthcare
sector.8 It defines the length and level of education required for each
particular trade at federally accredited schools and universities, along with
the rules for trade licence withdrawal.® The licensing authority in these
cases is the relevant Chamber of Trades and Crafts (Handwerkskammer).

A second form of licensure is for non-academic medical occupations,
which are regulated through their own, separate occupation-specific laws.10
These laws usually specify the pertinent work field and work tasks, the mini-
mum necessary general education, and the required educational level at
special, federally accredited occupational schools, providing also the protec-
tion of the occupational title.!! Licensure for these occupations is automatic,
taking place at the end of the successful completion of one’s occupational
education at state-accredited schools, and cannot be withdrawn.

Last but not least, the third and most elaborate form of licensure in the
healthcare area in Germany is called Approbation. It regulates the admission
to professional practice as a physician, psychological psychotherapist/child-
ren’s psychotherapist, pharmacist, dentist, and veterinarian. Even it is regu-
lated by special laws such as the Federal Medical Practitioners’ Act in the
case of physicians and dentists (Bundesdrzteordnung, BAO) and the Psycho-
therapy Act in the case of psychologists and social workers working in
psychotherapy (Psychotherapeutengesetz, PsychThG). These laws protect
professional titles, specify the relevant work fields and the required level of
university education, and define the licence withdrawal procedures.?
Members of the professions concerned are required to join their particular
professional association (Kammer), regulated in turn by the Laws concern-
ing the statutory association of professions and occupations in health care in
all federated states (Heilberufekammergesetz, HBKG or HKaG). German
social workers, however, including HSWs, are not regulated by any of the
above three forms of licensure.

Other forms of formal inscriptions in legislation may, if not directly pres-
ent, at least indirectly give reasons for calling for a certain type of compe-
tence from healthcare professionals. This kind of legislation is found espe-

% Such as opticians, hearing aid acousticians, orthopaedic technicians, orthopaedic shoemakers, and the
like.

? Anlage A (HwO); Handelskarte according to HwO, Paragraphs 1, 7, 13.

1 Such as Krankenpflegegesetz (KrpflG) for nurses, Hebammengesetz (HebG) for midwives,
Ergotherapeutengesetz (ErgThG) for ergotherapists, Logotherapeutengesetz (LogG) for speech
pathologists, Masseur- und Physiotherapeutengesetz (MPhG) for masseurs and physiotherapists,
Podologengesetz (PodG) for podologists.

""E.g., KrpflG, Paragraphs 1, 3, 4, 4a, 5.

12 See, e.g., PsychThG, Paragraphs 1, 1(3), 2, 3, 5, 6.

37



cially in Germany. On the national level, several paragraphs of the Social
Code strengthen the argumentative base of HSWs claiming their necessity in
healthcare provision as performers of specific work tasks as set forth by the
law. Two examples:

1. According to the federal Social Code V (federal law on statutory health
care insurance), social counselling and social care as well as direct transition
from acute to rehabilitative care are to be provided in hospitals.!3 This
prescription does not actually protect HSW services, but nevertheless can be
said to help strengthen the arguments HSWs have advanced at the feder-
ated-state and federal-state level for the inclusion of more protective sec-
tions in legislature and in corporative contracts.

2. The Social Code IX (federal law on rehabilitation and integration of the
disabled) contains a paragraph on specific interventions aimed at the
inclusion into social life and workforce of persons threatened by disability
or already disabled.!* These interventions are characterized as “social work
interventions”, and they include support in coping with disease and disabil-
ity, assistance aimed to activate self-help potential, information and coun-
selling, crisis intervention, and other similar measures.

In any case, the particular competence necessary to perform the federally
prescribed social service work tasks is not defined by the federal state but is
left up to the federated states themselves. Consequently, whether national-
level legislation strengthens the professional situation for HSWs differs from
case to case. In some of the federated states (such as Saarland), the require-
ment to employ professional social workers is included in these states’
federated states’ Hospital Laws (LKHG). In these cases, hospital social
services are expected to be staffed by social workers holding a university-
level social work degree. In the majority of the federated states, however,
the legal requirements on hospitals only prescribe the provision of “hospital
social services” (as, for example, in Baden-Wiirttemberg and North Rhine-
Westphalia). In these cases, also personnel with professional qualifications
other than those of a social work, for instance nurses or pedagogues can be
employed.

Some federated states such as, for example, Bavaria, however, do not
specify anything in this respect at all. In these states, federal law comple-
mented by federal and federated state-level public regulations such as cor-
porative contracts is then what regulates the staffing of hospital social ser-
vices within their jurisdictions. In such cases, it is up to the corporative part-
ners to agree, through corporative contracts, on the requirements regarding

13 SGB V, Paragraph 112, Subparagraph 2, Nos. 4 & 5.
!4 SGB IX, Paragraph 26, Subparagraph 3, Nos. 1-7.
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the professions and competences to be involved in the hospital services in
the state, including the social work provision (Ansen, Gédecker-Geenen, &
Nau 2004). An example of this is the federal corporative contract specifying
the prescriptions of the SGB IX. In it, it is stated that nurses and social work-
ers are required professions for the performance of the interventions to
integrate disabled persons into social and work life in the Social Code.1s
Another example from the federated state-level is a corporative contract
defining the staffing of psychiatric wards (Psychiatriepersonalverordnung,
PsychPV), which calls for the staffing of hospitals with, for example, social
workers. Social work itself, however, is not defined as a healthcare profes-
sion in SGB V, Paragraph 32.

Examples of public regulations specifying and concretizing broader law in
a manner that helps strengthen HSWs practitioners’ claims for professional
jurisdiction can also be found in the Swedish context. The National Board of
Health and Welfare, for example, in its guidelines for the treatment of cer-
tain diseases has noted the necessity to supplement medical care by inte-
grating into it also psychosocial aspects (National Board 2007). No particu-
lar profession, however, is pointed out in this context as a candidate for
bearing the responsibility for the performance of the work tasks related to
these psychosocial aspects.

To be able to assess the possible influence of broader policy develop-
ments on HSWs’ jurisdictional work during the period under consideration
(1989-2008), important healthcare reforms in the two countries in question
need to be looked at and briefly analysed. As regards Sweden, the healthcare
reforms of the 1990s and the 2000s in the country can be seen as having had
two general aims for themselves. On the one hand, these reforms were
enacted to increase efficiency in the use of economic resources, through
added incentives for privatization of health care; and on the other hand, they
aimed at effecting a separation of responsibilities between health care and
social welfare.

Already in the 1970s, a government report in the country had drawn
attention to an overlap between health care and social welfare responsibili-
ties in the case of certain client groups (SOU 1978:78). The report further
pointed to a possibility to improve the efficiency of health care in general,
and of primary care in especial, through transfer of responsibility for health-
care clients with mainly social problems to the social-welfare sector. Ac-
cording to the report, the elimination of the overlap between the two sectors
would reduce the risk of medicalizing and psychiatrizing social problems
(see Falk & Nilsson 1999). Also the economic crisis of the 1990s had brought
into sharper focus the need for more efficient use of tax revenue and for
reducing healthcare costs. One of the aims for reform was thus a more

53GB IX; other examples can be found in SGB XI.
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effective use of resources in the area, to be attained through improved co-
operation and service co-ordination between social-welfare and healthcare
agencies. A pioneering effort in this direction was then the so-called
Adelreform, implemented in 1992. With it, the responsibility for eldercare
was now to be regulated by the Social Services Act (Socialtjdnstlagen, SoL),
while acute medical care and other medical care performed on the elderly
by doctors still remained within the purview of the country’s Health and
Medical Services Act of 1982. What these changes amounted to was the de
facto delegation of responsibility for eldercare to the municipal welfare
services, while the responsibility for acute care and emergency medical
services still remained with the county council-driven healthcare organiza-
tions (Thorslund 2007).

Similar concerns were also what motivated the country’s psychiatric care
reform (Psykiatrireformen) of the mid-1990s. Just like the eldercare reform
above, it, too, can be said to have led to problems of co-ordination between
the municipal welfare services and county healthcare services (Thorslund
2007). Neither the Health and Medical Services Act nor the Social Services
Act regulates social work services provided at hospitals, or the
municipalities’ and regions’ responsibility to provide HSW. Notwithstanding
any such still-evolving counter-productive effects, however, the positive
effects anticipated in the 1970s’ government report above still keep being
referred to in studies addressing themselves to the distribution of
responsibilities between health care and social welfare (see Falk & Nilsson
1999).

Other important legislative reforms in Sweden, likewise taking place in
the early 1990s, have related to the ongoing privatization of primary care in
the country. Even if some of these initiatives have subsequently been with-
drawn (only to be later resuscitated), the trend towards privatization in the
health sector remained strong during the entire period under consideration
in this dissertation (and after). The aim has been to introduce private for-
profit health care, but also to develop internal markets in the counties to in-
crease the internal market exposure of health care. Both of these two trends
- privatization and the development of internal markets - later showed that
it has been difficult for the county councils to maintain control over their
healthcare expenditure, even where the other main aim of the reforms, in-
creased efficiency, has been achieved (Blomqvist 2002). Even here, further-
more, it has remained unclear where the responsibility for providing social
work services in primary health care lies. According to Falk & Nilsson
(1999), moreover, privatization of primary care also contributed to the
weakening of the co-operation between the municipalities and primary/psy-
chiatric care in the 1990s.
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Also in Germany there were a great many legislative reforms introduced
in the 1990s and 2000s that affected the healthcare sector. Most of the ef-
forts related to the area were driven by the desire for cost containment, with
the result that the term “reform” is today often used simply to mean “de-
crease of welfare”. Especially healthcare insurance has been an area heavily
affected by the initiatives to drive down costs (Schulin 2008). One of the
most important reforms involving it, the Health Care Structural Reform Act
(Gesundheitsstrukturgesetz, GSG) of 1993, did not, in fact, aim at improving
resource allocation, but at increased efficiency and rationalization within the
insurance sector (Becker & Kingreen 2008). In its wake, a federal ceiling for
health insurance fund fees was thus implemented as well, in 1996 (Beitrags-
entlastungsgesetz, BeitrEntlG). Even other legal initiatives were taken to
lower costs, among them reforms concerning compulsory care insurance
(1997), the implementation of disease management programmes in health
care (2002), and the development of primary care centres and quality
measurements pursuant to the federal Social Code (since 2004) (see
Borgetto & Kilble 2007). Another new law, the Statutory Health Insurance
Modernization Act (Gesetz zur Modernisierung der Gesetzlichen Krankenver-
sicherung, GMG) of 2003, was enacted to better control the established cor-
porative partners’ (especially the medical profession) influence within the
corporative system, by giving more influence to other actors such as patient
representatives (see Borgetto & Kélble 2007).

Beside these efforts driven by the desire to better control healthcare ex-
penditure, there was also another important series of legal developments
impacting the social welfare state more in general. These developments
came about through the initiative of federal policy makers who wanted to
formally integrate all legislation concerning the welfare sector - social wel-
fare as well as health care - within one legislative framework, the federal
Social Code. Historically, legislative developments concerning the welfare
state had created a fairly splintered legal landscape in the country, with sep-
arate laws for just about each specific part of the welfare system. There was,
for instance, a law on child care, a law on statutory health insurance, a law
on compulsory care insurance, and yet another law on social welfare
benefits. Accordingly, also the German welfare state had developed an
organization characterized by a plurality of health insurance companies,
care insurance companies, employment agencies, social welfare agencies,
and so forth. To systematize this framework, the efforts to integrate all
different laws into one single federal state-wide Social Code had already
begun before 1989. Finally, in 2008, the Social Code included all the most
important laws related to the social welfare sector and the healthcare sector.
While the prior legislation had, logically speaking, differentiated between
social insurance, social distribution, and social security, the logic of the
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current legislation is geared towards differentiating between welfare
services related to social prevention, social compensation, and social
support and integration, under which the different areas of health care as
well as of social welfare are now all subsumed as the constituent elements of
the social welfare system (see Schulin 2008).

This integration of social welfare and health care can be discerned
particularly well in, for example, the Social Code IX (SGB IX), which today
explicitly defines medical rehabilitation as including also psychological and
pedagogical interventions.1e Apart from covering strictly medical rehabilita-
tive treatment, this definition also specifies the responsibility of rehabilita-
tion providers to offer social services such as counselling and support by
qualified personnel concerning social rights, integration, and interventions.
The purpose of these services, according to SGB, is to promote coping with
the consequences of disease and disability,!” to help activate the self-help
potential of individuals, to facilitate counselling with relatives, employers,
and colleagues, to support and help develop social competences in crisis
situations, and to perform motivational work (Fuchs 2008).18 HSWs claim
their specific competences in order to perform these specific interventions.

2.3 The impact of welfare regimes on healthcare organization

The type of welfare regime in Sweden and Germany preconditions the struc-
ture of the healthcare system in place in each country. It, furthermore, influ-
ences the relation between the state and professional groups in health care
in the two countries (Burau, Henriksson, & Wrede 2004). Welfare state
regimes describe specific ways of:

... government action in the fields of personal and family income,
health care, housing, education and training, and personal ‘care’
services. ‘Government action’ embraces not only direct provision
of benefits and services, but also the regulation and subsidy (in-
cluding fiscal reliefs) of the various private forms of welfare.
These latter include occupational welfare provided by employers,
welfare provided by for-profit, charitable, trade union, commu-
nity, religious and other voluntary organizations, as well as that
provided informally family members, friends and neighbours.
(Ginsburg 1992: 1)

Background knowledge on the particular type of welfare regime in place in
Sweden and Germany, respectively, is thus important for understanding not

!¢ SGB IX, Paragraph 26, Subparagraph 3.
17 SGB IX, Paragraph 22.
'8 SGB IX, Paragraph 26, Subparagraph 3, Nos. 1-7.
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just the way health care is organized in the two countries, but also the possi-
bilities professions have for influencing healthcare governance. According to
Esping-Andersen (1990), modern Sweden represents a typical case of “the
social-democratic welfare regime” and Germany of “the corporatist” one.

The main goal of the Swedish social-democratic welfare state model has
been to promote de-stratification in society through distribution of welfare
benefits. In other words, its purpose is to equalize class and status differ-
ences using, among others, health care distribution as a tool. State benefits
deriving from taxation are used to help ensure equal rights for citizens and
possibilities for everyone to access welfare services. Towards this purpose,
welfare services, including health care, are thus made universally accessible
to all residents, even those who might not have previously contributed to
the funding of these services. Welfare and healthcare services are meant to
be distributed equally to everyone, regardless of class, race, and the cli-
ent’s/patient’s possibility to pay for them. In the social-democratic welfare
model, women are encouraged to join the labour market, and, in line with
this objective, the provision of social and health services for each family
member is made independently from the other family members (Esping-
Andersen 1990). Since the 1990s, however, there have been tendencies in
the country pointing, for example, towards decreasing universality of access
to healthcare services, even bringing about the factual exclusion of some
groups from the scope of healthcare services (such as, e.g, illegal immi-
grants; see Salonen 2001).

The underlying vision of the Swedish welfare system has traditionally in-
volved the idea of folkhemmet, “the people’s home”. In this vision, the wel-
fare state and its tasks are seen as analogous to the family and its tasks: the
state should provide a safe and good place for all citizens to live, with, just as
in a small family, qualities such as inclusion, equality, helpfulness, co-opera-
tion, consideration, and affiliation forming the core of the notion. As a result,
the country has seen the implementation of a strongly collective model of
political and public policy decision-making, reaching down even to its social-
welfare organization and the distribution of social and health-related ser-
vices. In Sweden, access to healthcare services is, consequently, perceived
less as an individual right to a set of particular services, and more as a col-
lective right to more vaguely defined “healthcare services of good quality”.
Swedish citizens’ individual rights to specific healthcare services are there-
fore much weaker than in countries where this notion of rights is associated
with the fulfilment of particular duties or obligations. Indeed, the notion of
social rights accompanied by a notion of social obligations remains quite
strange in the Swedish perspective (cf. Andersson 2007).

The German corporatist welfare state, on the other hand, specifically
guarantees social rights to its citizens, by offering them (state-supported)
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welfare benefits. Even here, however, certain de-commodification has been
the consequence due to welfare benefits (Esping-Andersen 1990). Neverthe-
less, access to most of these benefits is based on obligatory membership in
public social and health insurance funds (Kohl 2000), often organized ac-
cording to occupational groups, thus preserving the existing order of status
groups and social classes (Esping-Andersen 1999). In contrast to Sweden,
benefits deriving from, especially, the public health insurance funds can be
received by all family members, not just the insured person alone. The
contributions, moreover - though not the level of healthcare services pro-
vided - are income-related (Kohl 1994). In this manner, the redistributive
effects of the health insurance funds are generally high, cutting across
multiple factors such as income, sex, status, age, as well as the high-risk vs.
low-risk nature of patients (Offermann 1996, Blank & Burau 2007). The
country’s existing health insurance funds cover 99 per cent of the popula-
tion, which makes the healthcare system nearly universal and in this respect
comparable to the Swedish one (Freeman 1998).

Just as the Swedish welfare system, also the model of the German welfare
state has been influenced by certain highly powerful ideas. One of these is
Sozialstaat, the traditional German notion of the welfare state. The classic
triad of freedom, equality, and solidarity has remained fundamental to all
social policy in the country. Equality, however, is in Germany measured by
opportunity, not, as in Sweden, by outcome (Hoefer 1996).1° Moreover, the
German idea of solidarity is based on the principle of subsidiarity, and thus
it does not, as in Sweden, directly extend to cover the whole of society
(Hoefer 1996, Brumlik 2001). This principle, while rooted in Catholic ideol-
ogy, continues to influence legislation (and state action in general) still
today, informing the way health care is organized, funded, and provided. In
accordance with it, the state intervenes when citizen themselves, their fam-
ily, community, or occupational group, and the market are unable to solve
the problem on their own. It thus points to the central role of the family,
tending to preserve traditional family structures and family responsibilities,
among which it includes, among other things, also caring activities (Clasen
2005).

The way in which healthcare governance is arranged in Sweden and Ger-
many is directly influenced by the two countries’ respective welfare state
regimes. As will be shown below in this chapter, furthermore, the particular
form of healthcare governance in turn impacts on professions’ possibilities
to influence policy making in the healthcare sector. In Sweden, it is demo-
cratically elected politicians in county councils who answer for healthcare
governance within their jurisdiction (see also Blomqvist 2007). There are
altogether 21 county councils in the country, each with the responsibility to

' Grundgesetz (GG), Article 2.3.
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finance and organize mainly their own healthcare provision but also other
services. Healthcare provision and care for disabled people represent the
two main activities in this regard, taking up 85 per cent of the councils’ total
expenditure (Lidstrom 2003). The role of the state remains very much
restricted. The most important law in the healthcare area is the previously
named Health and Medical Services Act of 1982. Aside from national legisla-
tion, health care provision in the country is also governed by national guide-
lines for care and treatment as published by the National Board of Health
and Welfare. This government agency is also tasked with supervising,
monitoring, and evaluating the healthcare services provided by the county
councils, as regards, for example, their quality (Blomqvist 2007).

Important initiatives for legislative reforms and changes in healthcare or-
ganization are in Sweden always preceded by publically commissioned in-
vestigations. Ideas, suggestions, and considerations are accepted from politi-
cal parties, authorities, interest associations and organizations, professional
associations, and the government itself. The purpose of the investigations is
to subsequently serve as a basis for decision making on the proposed
changes, and they are conducted by a special state investigation committee
based on the written government instructions received. A responsible civil
servant will decide on the composition of the committee, which can com-
prise either a single investigator or a group of investigators. Outside experts
can be attached to the investigation committee, although they may not inter-
fere with the decision-making. Preliminary investigation results are submit-
ted to all concerned parties for consideration and comments before the gov-
ernment makes its decision on the matter (Falk & Nilsson 1999).

The main aspects of the healthcare performance are nevertheless gov-
erned through informal structures between the national and regional levels.
Informal meetings, negotiations, contacts, and discussions between repre-
sentatives of these two levels are resorted to in order to arrive at an agree-
ment on, for instance, how national subsidies to health care should be used.
The national-level negotiation partners may include either the Ministry of
Health and Social Affairs or the National Board of Health and Welfare. The
county councils are represented by the Swedish Association of Local Author-
ities and Regions (Sveriges Kommuner och Landsting, SKL), which handles
the councils’ contacts with national-level actors. The association is com-
prised of county politicians, and its task is to not just represent county inter-
ests at the national level, but also transmit information from the national
level down to the counties. Some reforms, like the recent Vdrdvalsreform
(Free Choice Reform) enabling patients to choose between different health-
care providers and the Vdrdgaranti (Maximum Waiting Time Guarantee)
that set a maximum time for waiting to see a general practitioner, to get a

45



visit to a specialist, or to get a treatment/operation, were implemented via
informal structures and not by legislation (Blomqvist 2007).

In Germany, political governance of health care remains very limited. In
contrast to Sweden, though, it is not limited through decentralization of re-
sponsibilities but because of the corporative nature of the country’s welfare
regime, bringing about the delegation of governance to statutory self-gov-
erning and self-administered federal and federated-state institutions
(Borgetto & Kalble 2007, Ginsburg 1992). Formal governance is handled
through legislation. The laws most relevant to the purposes of this disserta-
tion are the federal Social Code in its various Books along with the Hospital
Laws of the federated states, even if also some other legislation concerning
cost containment in health care remains pertinent as well. As noted by
Ginsburg (1992), this legislation often transfers the responsibility and com-
petences related to the healthcare organization as well as the administration
of the system to the federated-state or even district level. Core governance
tasks are also handed over from the federal state and the federated-state
governments to statutory self-governing institutions. Direct political influ-
ence on healthcare services remains thus always much more limited than in
Sweden, for example.

Unlike in Sweden, in Germany the important negotiations and decisions
take place in formal arenas of self-governance, such as the Federal Joint
Committee (Gemeinsamer Bundesausschuf3, G-BA), the relevant committees
of the upper and lower house of the German parliament, or regional/local
roundtables for health care and nursing where corporative partners or in-
terest groups meet under more formal circumstances. Of these different
arenas, the Federal Joint Committee is the most important one. In it, rep-
resentatives of public corporative bodies as funders, hospitals, doctors,
dentists, patient organizations, and so-called “impartial participants” engage
in negotiations and adopt mandatory guidelines for healthcare provision
and financing. The contents of such negotiations and the decisions resulting
from them constitute then guidelines for medical treatment in out-patient
and in-patient care, for the adoption of new treatment or investigation
methods, for the financing of new medical aids and drugs, for the quality
requirements of health care. Self-governance is, however, very often also
practiced through more informal contacts between public corporative
bodies as funders, providers, and, increasingly, patient interest groups,
although frequently involving also trade unions, employers, lobby groups for
the pharmaceutical and medical-technical industry, and many others. In
these negotiations, however, less important decisions are made (Borgetto &
Kilble 2007).
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Implications for professional involvement in healthcare policy
development

Different professions have different possibilities to impact health care gov-
ernance in both Sweden and Germany. The way in which healthcare govern-
ance in the two countries either facilitates or hinders HSW provision and
HSWs’ efforts to achieve for themselves a protected jurisdiction has not
been empirically investigated in either case. Most research on the two coun-
tries’ healthcare systems has thus far concentrated on describing mostly
physicians’ influence on healthcare policy making, with the influence of
other professions such as HSWs’ or nurses’ in this regard remaining for the
most part unexamined.

In Sweden, of all the health and medical care professions, it is mainly
physicians who are depicted as exerting influence on healthcare policy mak-
ing. Historically, this perceived influence of theirs is attributed to their abil-
ity to make medical diagnoses and their knowledge about patients’ need for
treatment. Today, physicians still occupy the most important position in
healthcare provision when it comes to making the decisions on where the
resources should be allocated (Blank & Burau 2007). They also hold im-
portant positions in the National Board of Health and Welfare. Even if it is
politicians who ultimately control the financial resources for health care,
and not the doctors, they thus remain intimately intertwined with the state
in deciding on the prerequisites of their professional performance. While,
for outsiders, priority setting in health care may often seem like a highly
bureaucratic task handled by the higher administration, it is thus in reality
done in partnership with physicians on the ground (Ginsburg 1992).

The doctors employed within the Swedish national health service are
duty-bound to treat all patients entitled to healthcare services. Therefore,
one of the key challenges for Swedish physicians is to be able to maintain
control over public policy making (Blank & Burau 2007). Since the 1970s,
however, nearly all of the physicians in the country have become salaried
employees in the public healthcare provision (Ginsburg 1992), and their
influence on policy-making in health care matters has markedly weakened.
Working for the national health service, they are today more and more
dependent on politically controlled healthcare governance (Blank & Burau
2007). The state’s desire to gain control over physicians is made visible in a
variety of contexts, as for instance in controversies around budgeting, status,
and clinical autonomy (Ginsburg 1992), the discussions about inclusion or
exclusion of certain types of treatment (Blank & Burau 2007), or the govern-
ment’s attempts to prevent major strikes by physicians through the use of
emergency laws (Ginsburg 1992). The erosion of physicians’ influence
seems to continue even today: with the rise of the “New Public Management”
thinking, the physicians’ ability to influence decisions at the organizational
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level is weakened, with this ability transferred to managers and consultants
instead who are not nearly always physicians by background, and external
control in the form of inter-professionally developed quality management in
hospital organizations is replacing intra-professional control by physicians
(Blank & Burau 2007). The fact that struggles around political, social, and
ethical questions within the Swedish healthcare system have tended to be
relatively minor, if not altogether non-existent, could be one result of these
very developments over the last four decades (Ginsburg 1992). Seen from
this perspective, the medical profession in Sweden indeed appears relatively
weak in its influence on policy-making, and dominated by the administrative
and managerial-bureaucratic decision-making apparatuses. This circum-
stance can then create space to other forces to enter into the game of in-
fluencing healthcare policy making, such as, for instance, other professions
in the healthcare sector.

In this situation, however, the fact remains that national legislative frame-
works, regulations, action plans, and guidelines touching upon aspects as
HSW performance, financing, and required competences continue to be
vague or even non-existent. Additionally, policymakers’ interest, as noted
above, seems to be towards exclusion of social services from healthcare pro-
vision. In a rather de-centralized national health system such as the Swedish
one, this means that county councils and hospital organizations are left with
substantial freedom to decide whether or not they see hospital social ser-
vices as contributing to the provision of “good-quality health care”, and, if
indeed they do think so, which profession they choose to staff these services
with. Given the county councils tendency to de-centralize budgetary respon-
sibility to hospital administrations, moreover, these decisions may then ulti-
mately lie with the hospital organizations, falling, in practice, within their
competence to decide on how much of their budget they want to invest in,
for example, just hospital social services.

In a corporative welfare regime such as the German one, direct political
influence on health care provision remains limited mainly to the legislative
level (Blank & Burau 2007). The translation of healthcare legislation into
implementation policies for healthcare provision, however, is achieved
through self-administered and self-governing negotiations between the pub-
lic corporative bodies. It is therefore these bodies that hold the most power
within the healthcare system. This power they have partly thanks to their
privileged access to the policy-making process and partly thanks to their
right to self-govern the translation of legislation into implementation poli-
cies at both the federal and the federated state level. The role of these bodies
is institutionalized and circumscribed by the structure of the healthcare
system. At the national level, these self-administered entities have been
given the right to negotiate contracts, including the right to sign contracts
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with other corporatist organizations and organize financing. At the local
level, they independently negotiate contracts for healthcare provision, in-
cluding service descriptions, prices, and financing (Blank & Burau 2007).
Traditionally, the following public corporative bodies are part of the self-ad-
ministrating system: public health insurance funds (GKV-Spitzenverband
Bund, Deutsche Rentenversicherung, representing employees and employer
interests), providers (the Bundersdrztekammer and Deutsche Krankenhaus-
gesellschaft) and, ever since the most recent changes in legislation, user
organization representatives.20

As a result of this system, German physicians participate in the definition
and specification of the healthcare to be provided, based on the national and
federated state-level legislative frameworks such as the national Social Code
(esp. SGB V) and the Hospital Laws of the individual federated states. In
other words, the medical profession is directly involved in the specification
of the exact nature of the healthcare services to be covered by public health
insurance funds. Even the evaluation of the medical and economic efficiency
of the various types of treatment offered has today been delegated to the
self-administrative system. Moreover, when it comes to the range of health-
care services offered at hospitals and making any changes to it, there is a
separate sub-committee set up by the self-administrative system for the
purpose in which physicians are included as negotiation partners for the
representatives of the German Hospital Federation and public health
insurance funds (Blank & Burau 2007).

Other healthcare professions in the country, such as nurses, lack the
necessary legal recognition and have thus far remained excluded from these
public bodies for the self-administration and self-governance of health care.
[t is, moreover, not clear, either, how these other professions could influence
the healthcare policy making in these contexts to begin with, given its nature
as a self-governing, self-administered system in which so far only seemingly
prestigious professions promote their interests. Other professions’ interests
or perspectives are thus at risk of being neglected in it (Kuhlmann 2008). As
a result, one can expect the interests not formally represented in these self-
governing institutions to have only little chance of becoming expressed,
heard, and incorporated in negotiations and in the making of framework
agreements and contracts. Securing financing for HSW services, for example,
will then, in these contexts, be unlikely to be seen as a priority of any kind in
corporative negotiations. If professions outside the system of self-govern-
ance and self-administration want to succeed in making their voice heard,
informal ways to express their professional interests will have to include

2 GKV-Spitzenverband Bund (National Association of Statutory Health Insurance Funds), Deutsche
Rentenversicherung (German Statutory Pension Insurance Scheme), Bundesdrztekammer (German
Medical Association) and Deutsche Krankenhausgesellschaft (German Hospital Federation)
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participation in many different forums and arenas involving many different
public corporative bodies as negotiation partners.

However, even if it is difficult to see how other professions in Germany
could formally impact policy making, some steps towards the inclusion of
HSWs’ jurisdictional interests have been taken in the country’s legislation
during the last two decades. Certain specific HSW tasks (but not necessarily
competences), for example, are now included in the newest Social Code (see
previous section).

To sum up, HSWs in both Sweden and Germany are university-trained
professionals representing a sub-speciality of social work with a possibility
to specific further education. Neither of the two countries currently has a
licensing procedure for social workers in general and HSWs in particular.
While HSWs in Germany are accredited by the federal state and hold a pro-
tected professional title, the same is not true of Sweden. In Germany, HSWs
also enjoy some degree of formal jurisdiction, owing predominantly to spe-
cific healthcare-related HSW tasks mentioned in federal and federated-state
legislation (SGB, LKHG) and to certain corporative contracts negotiated in
corporative self-governing institutions. Any definition of specific profes-
sional social work competences, however, remains mostly lacking. In Swe-
den, again, any kind of social work perspectives are only seldom brought up
in healthcare legislation (such as, e.g., the child perspective) or in the public
guidelines issue by the National Board of Health and Welfare (e.g., a psycho-
social perspective).

In the time period 1989-2008, however, both countries witnessed a
series of healthcare reforms that at least potentially have significant
repercussions for HSW and its position in the two, otherwise fairly dissimi-
lar contexts. In Sweden, these reforms mostly involved privatization of
health care and the explicit separation of the overall service provision into
regional-level healthcare services and municipality-level social welfare
services components, with implications for social work in health care in
general and for HSW in particular. In Germany, the reforms were primarily
aimed at increasing the competition between public healthcare insurance
funds, limiting the power of traditional corporative partners, and integrating
separate healthcare and social welfare laws under one general legislative
framework, the national Social Code. These reforms, too, have significant
implications for HSW services as performed in the country. HSWs’ possibili-
ties to influence healthcare policy making so as to be able to better repre-
sent their professional interests are, however, a topic not previously
explored in the literature. What has been established in previous research is,
nevertheless, the major influence that the medical profession is capable of
exerting on policy making in both of the two countries studied, much based
on its ability to effectively represent its own professional interests.
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3 Professionalization and Jurisdictional Work

The professionalization of HSWs takes place in the context of organizational
healthcare settings in which HSWs practice their profession as a subordinate
professional group. This chapter presents the theoretical framework and
terminology employed to analyse this process. Particular attention is paid to
the theory of professions and professionalization in this chapter.

One of the starting points of this research is that the processes of profes-
sionalization of professional subgroups operating in subordinate organiza-
tional settings are conditioned by a number of contextual factors. A large
body of previous research suggests, for instance, that the relationship
between the profession, the state, and the organizational setting where the
profession operates impacts on that profession’s professionalization pro-
spects (Abbott 1988, Alaszewski 1995, Allsop 1995, Burrage 1990, Dent
2003, Doherty 2009, Erichsen 1995, Evans & Honold 2007, Immergut 1992,
Johnson 1995, Kocka 1990, Kuhlmann 2006, Kuhlmann, Allsop, & Saks 2009,
Littek, Heisig, & Lane 2005, Macdonald 1999, Siegrist 1988). The literature
further suggests that the professionalization possibilities of professional
subgroups depend on these groups’ relationship with more dominant sub-
groups of the profession, and on the extent to which the professional bodies
representing these groups succeed in advancing their interests by promot-
ing the protection of specific work tasks claimed as part of their purview
(Allen 2001, Becher 1999, Burri 2008, Halpern 1992, Macdonald 1999).

Another starting point of this research is the assumption that professional
subgroups’ jurisdictional work aims at relating these groups to their profes-
sional, organizational, and broader societal context, by internally supporting
the development of a specific professional identity for them. In addition, ex-
ternal jurisdictional work can be expected to be undertaken to facilitate the
formalization of a professional subgroup’s jurisdiction, using various strate-
gies.

In the first section of this chapter (3.1), [ will outline a theoretical frame-
work for the investigation of HSW professionalization in two different
country contexts. Previous research on professionalization and the role of
professional bodies in professions’ quest for professionalization is reviewed.
In the second section (3.2), internal and external jurisdictional work is then
analysed as a central task of professional associations.

3.1 Professions and professionalization

Theorizing and research on professions has for the most part proceeded
along two main directions. First of all, it has concentrated on the develop-
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ment of a general definition of professions as specific occupations, including
the categorization of professions. Secondly, it has focused on the process of
professionalization, understood as either a transition from being an occupa-
tion into being a profession, the monopolization of specific work fields, or
the improvement of professional/occupational practice in general.

Professions

Anglo-Saxon research on professions has a long tradition, with Talcott
Parsons (1970) often seen as one of the central researchers for the theoriz-
ing in the area. According to Parsons, professions represent one of the sub-
systems of society. Initially, several ideal-typical professions were de-
veloped. Characteristically, the resulting typologies were built around sets of
features that distinguished professions from occupations (Greenwood 1957,
Hughes 1971, Millerson 1964, Wilensky 1964). Abstract scientific
knowledge, trained skills, organization into professional associations, and
the performance of professional duties in a spirit of service to a societal
good were often included among these features (Abbott 1988, Sullivan
2005). Occupations, in contrast, were assumed to lack these characteristics.
At the same time, however, researchers found that this categorization into
either occupations or professions was far too rigid in light of the available
empirical evidence (Mann 1996). In consequence, Etzioni (1969) formulated
a third category in between the two extremes of occupations and profes-
sions: the semi-professions. These lacked professional discretion, authority,
and autonomy, but were otherwise closer in nature to professions than
occupations. According to these typologies, social work and its subgroup
HSW would have had to be defined as semi-professions. All these ap-
proaches to, and definitions of, professions, however, have been sub-
sequently criticized from a variety of perspectives, partly for being naive,
insensitive for gender aspects, and too dependent on time and context (e.g.,
Freidson 1973, 1994, Torstendahl 1990, Witz 1992).

Drawing from another tradition, Kocka (1990) as well as Siegrist (1988,
1996) have described the key theoretical term ‘profession’ as difficult to
understand from the perspective of non-Anglo-American contexts. For them,
other terms such as ‘liberal occupations’, ‘academic occupations’, ‘civil serv-
ants’ or ‘bourgeoisie’, and ‘the educated middle class’ seemed more relevant
in the efforts to understand and define the various aspects of the concept of
‘profession’. As Kocka concluded, it was difficult to investigate continental
professions departing from the Anglo-American traditions and using the
latter’s definitions as one’s conceptual arsenal. More recently, Siegrist
(2001) has categorized professions into civil servants, members of state-ap-
pointed professions, “free” or self-employed practitioners, and free trades.
Also Stichweh (1996, 1997) has pointed to such differences between the two
basic views on professions: from the German perspective, occupations de-

52



fined as professions are not seen as related to the society as sub-systems of
some one primary functional system a la Parsons (1970); instead, they are
seen as directly related to sub-systems of society such as health care, justice,
religion, education, and social welfare. Social work, from this perspective,
could thus in several different ways be defined as a profession: it could be
either an academic occupation, part of the educated middle class, or a cate-
gory of state-appointed or self-employed practitioners. In Germany, social
workers mainly work within the social welfare system, but are also found in
health care and within the educational system. In other words, the Germanic
and the Anglo-Saxon contexts differ in the way social work’s relation to the
society as the primary functional system and its sub-systems is understood
and formally arranged.

In the Scandinavian countries, Anglo-American research, definitions, and
concepts related to professions have not been subjected to critical scrutiny
to the same extent. Some researchers have gone on to classify professions in
a manner more responsive to the Scandinavian context, with the resulting
categorizations, as with Stichweh (1996, 1997), rather more related to the
subsystems of society than the society in general. Others have looked at
professions from the perspective of their relationship with the state or of the
legal protection of professional work tasks. In any case, the fiduciary rela-
tionship between the professions and the state has, characteristically, been
more stressed than in Germany (Grimen 2008).

In the Scandinavian context, three different ways to categorize profes-
sions have been developed. Castro (1992) divides professions into four
different types: market professionals, welfare professionals, subordinated
professionals, and partisan professionals. This categorization lays emphasis
on market and welfare professionals as interacting in complex and
heterogenic interaction fields, with focus on (multi-) professional
interaction within these fields. Brante (2011), on the other hand, has
proposed a new time and context-independent definition for professions as
occupations obtaining a specific status based on the currently dominating
truth regime, such as for instance accumulated scientific knowledge. To help
identify types of professions specific for a certain time period, he has put
forth a categorization based on specific types of professional knowledge,
yielding structure-oriented, technologically/experimentally oriented, and
context-oriented professions.

Based on Castro’s (1992) typology, the vast majority social workers
would be classified as either welfare professionals (when working for social
services) or subordinate professionals (when working in healthcare set-
tings). In terms of Brante’s (2011) typology, again, social work and nursing
would be defined as context-oriented professions, while physicians/medi-

53



cine would fall within the technologically and experimentally oriented pro-
fessions.

Elsewhere, Hellberg (1999) has coined the term ‘life professions’. These
deal with humans’ legal rights and health by delegation of the state, and they
can be said to be altruistic and knowledge-based. These professionals work
in work fields protected by legislation, most commonly in the public sector
or in state-subsidized private sectors. Social work could be defined as a life
profession, albeit, in the case of Sweden, without the characteristic
legislative protection.

To sum up, from an international perspective there is no one straight-
forward way to define social work as a profession the same way as one can
define, for instance, medicine. Whether social work and its subgroups could
be categorized as a profession or not depends on the importance research-
ers attach to the observed degree of professional freedom of social work, the
functional system to which social work is related, and the status of social
work in society. These difficulties in categorizing occupations context-inde-
pendently as professions, semi-professions, and so forth apply to social
work as well, as they do to a large number of other occupations.

Professionalization

Research on professions such as social work has also focused on the pro-
cesses of professionalization. In these investigations, a variety of aspects
have been brought into focus. Professionalization has been understood as a
sequence of developmental stages, as a collective striving for labour market
closure, and as a quest for improved professional status. Very often, it is col-
lective professional actors such as, for example, professional associations
that engage in such professionalization efforts vis-a-vis the state. Research
since the 1990s has paid attention to the specific and changing state-profes-
sion relationships as a factor influencing professions’ prospects for profes-
sionalization. The professions’ internal efforts for professionalization, how-
ever, are, as a rule, noted only in passing. The main focus in professionaliza-
tion research has, moreover, predominantly been on medicine and other
healthcare-related professions operating in healthcare settings, with the
efforts of social work for professionalization for the most part not looked at
at all in the investigations.

Early studies on professionalization explored it as process consisting of a
sequence of stages, which had to be passed in order to advance from being
occupation to being a profession (e.g., Wilensky 1964). Later on, profession-
alization became defined as the collective effort to improve one’s profes-
sional group’s social-class affiliation and effect a change in its status posi-
tion, as the striving for professional power by a knowledge-based monopoly,
and as the collective striving of an occupation for market closure (Hughes
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1971, Sarfatti Larson 1979, Abbott 1988, Freidson 1994, Macdonald 1999,
Collins, 1990). According to Brante (1988), however, the approaches to
professions drawing upon this perspective can nevertheless be described as
“cynical”, given that they place the professions’ self-interests at the centre
stage of the analysis. These analyses have also been claimed to be closely
interwoven with the Anglo-American context, inhibiting understanding of
professionalization in other parts of the world, especially in Germanic
countries (e.g., Evans & Honold 2007, Gispen 1988, Littek, Heisig, & Lane
2005, Mann 1996, Macdonald 1999, McClelland 1990, Sarfatti Larson 1979).

In more abstract terms, knowledge-based monopolies and collective striv-
ings to close the market for specific work tasks and fields involve the protec-
tion of the link between the profession and its work (Abbott 1988: 20), also
called jurisdiction. More specifically, for example Molander and Terum
(2008) have defined a profession’s jurisdiction as the combination of auton-
omy and monopoly belonging to a certain profession in the performance of
specific work tasks, which sometimes becomes formalized in the legal arena.
In the case of “classical” professions such as medicine, for example, this is
usually a matter of the state formalizing and institutionalizing a certain
jurisdiction through legislation or public regulations. In other cases, profes-
sional jurisdiction might be formalized in job descriptions in the workplace
arena. Professional jurisdiction is not, however, formalized in all arenas; as
Abbott (1988) has pointed out, informal jurisdiction is what is more com-
monly achieved in the public arena and also in the workplace, where profes-
sions’ jurisdictions might be subject to constant renegotiations. Professional
jurisdiction draws and builds on symbolically significant elements such as
diagnosis, treatment, professional inference, and a close relation to the aca-
demic discipline from which the profession’s scientific knowledge derives
(Abbott 1988).

Professions advance their jurisdictional claims in different arenas, includ-
ing the legal, public, and workplace ones. In legal arenas, jurisdictional
claims are made in order to induce the state to protect the profession’s
work; in public arenas, jurisdictional claims are raised in order to secure the
public’s support for the claims advanced in the legal arena; and in the work-
place arena the claims for general professional jurisdiction are given their
organizationally adapted versions serving organizational needs. Profes-
sionalization thus describes claims-making processes as they develop in
formal and informal structures of daily work, processes whose aim is to
monopolize a certain knowledgebase as well as certain work tasks and work
fields. These claims can be advanced at a variety of levels to convince all the
relevant actors involved. In consequence, jurisdictional claims-making tends
to take place at the workplace level, at the level of professional associations,
and at the public and the state level (Abbott 1988).
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Jurisdictional settlements can attain different forms involving different
arenas. What is common to all of the efforts involved, however, is the
perception by the professions that the clearer the definitions put forward,
the better they protect against intrusion from other professions (Abbott
1988). Full jurisdiction, first of all, is achieved when the relevant work tasks
become protected through legislation and public regulations, including
licensure rules. Jurisdictional subordination, on the other hand, describes an
at least partial failure to establish one’s occupation as a new profession or to
separate a subgroup from a primary profession (Abbott 1988). Intellectual
jurisdiction, again, describes the settlement of a process of jurisdictional ne-
gotiation where one profession is able to maintain its control over a specific
knowledgebase while nevertheless allowing an intruding profession to
conduct its work tasks. Advisory jurisdiction, for its part, entails a
profession’s legitimate right to interpret, buffer, and modify certain actions
by other professions. Last but not least, jurisdictional settlements at the
workplace level are attempts to solve problems arising in practice from
contradictions between officially accepted jurisdictions of a number of
professions. One possible solution in such cases is to allocate specific client
categories to each profession.

Both Freidson (2001) and Abbott (1988) define professionalization as a
negotiation process between state and professions whereby the state classi-
fies certain work tasks and knowledge as particularly important and certain
professions as trustworthy and competent enough to gain exclusive rights to
the performance of these tasks. As a result of such processes, the professions
involved in them may be given full jurisdiction, becoming regulated by licen-
sure. The latter represents the most complete form of legal protection of a
profession. It ensures that only as a member of that profession is one au-
thorized to use its particular knowledgebase, special skills, and professional
discretion to, as for example in the case of the healthcare professions, diag-
nose and treat specifically defined societal or health problems (Abbott
1988).

Full jurisdiction can include the delegation of licensing competence to
professional bodies by the state to enable these to license members of a
profession. To that way be given licensing competence could then be one
goal for a profession’s professionalization project (cf. Freidson 1994). The
outcome in this case, however, is a situation where legal and public
jurisdictions become interlaced (cf. Abbott 1988, Macdonald 1999). In any
case, formal jurisdiction can also be pursued at the workplace level, for
example through formalized written job descriptions or employment of
instruments for standardizing specific work procedures, preceded by
professions’ negotiations in the workplace.
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The dominant thinking around professionalization has been criticized in
the German context by, for instance, Gispen (1988), who has pointed out
how the term professionalization in that country rather describes efforts to
advance professional status and occupations’ general striving to improve
their technical skills. Given this, it is then only understandable that German
theorizing has been more centred on professionalization as the improve-
ment of professions’ capability to employ discretion (e.g., Oevermann 1996,
2008). From Oevermann’s (2008) perspective, only human-service
professions such as, for instance, physicians, psychologists, social workers,
and pedagogues are defined as performing any discretion at all: only they
possess the ability to interpret clients’ crisis situation from a hermeneutic
perspective, supported by standardized theoretical knowledge. In doing so,
they strive to sustain and protect their clients’ legal, educational, and
informational interests as well as their biological, psychological, and social
integrity with consideration to the clients’ historical contexts and present
situation. Also the research carried out on social work professionalization in
Germanic countries has thus far been more focused on understanding the
performance of inference by social workers (e.g., Dewe & Otto 2005), leaving
the state-profession relationship of social work and its attendant
phenomena such as the protection of labour market sectors to the sidelines.

In Germany, Anglo-Saxon research on professionalization was initially
criticized for treating the state and professions as equal negotiation partners
mutually reacting and adjusting to each other, or as mere cultural factors in
the development of professionalization projects (Freidson 2001, Light 1995,
Macdonald 1999). Indeed, professionalization in Central European countries
had been shown by many to be a state-led process (e.g., Burrage, Jarausch, &
Siegrist 1990, Kocka 1990, McClelland 1990, Siegrist 1988, 1990, 1996).
There was even a suggestion that an essential distinction be made between
professionalization in European and Anglo-American contexts (Brante 2003,
Dent 2003, Gispen 1988, Torstendahl 1990). More recently, however,
researchers like Evetts (2012) have argued there to be a process of converg-
ence going on between the different theoretical systems in existence, with
the theory of professions becoming more generally applicable across differ-
ent national contexts.

Nevertheless, the processes of professionalization can undoubtedly be
very much impacted by the professions’ relationship to the state, given the
capacity of states to act as important promoters or inhibitors of professions’
professionalization projects. A number of authors have discussed profes-
sionalization in, for example, Germany and the United Kingdom as some-
thing characteristically performed “from above”, with legal protection of the
labour market for certain professions coming about as a product of political
goals and state policy (e.g., Alaszewski 1995, Doherty 2009, Johnson 1995,
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Kuhlmann 2006, Kuhlmann, Allsop, & Saks 2009, McClelland 1990, Siegrist
1990, Starr & Immergut 1987). In other countries such as the Scandinavian
ones, the processes of professionalization have been located as taking place
somewhere in between the two extremes of profession-led and state-led
professionalization (Erichsen 1995). It has, furthermore, been pointed out
that the state-profession relationship is not the same for all profession with-
in a state (Dent 2003, Kuhlman 2006, Kuhlmann, Allsop, & Saks 2009). Some
professions are assisted in their efforts to gain legal protection of labour
market segments for them by either their status or their degree of integra-
tion with policy-making and corporative institutions. Other professions are
hindered due to their de facto exclusion from the state apparatus despite the
official state-policy claims to the contrary.

According to Wingfors (2004), for example, for the last 50 years the
Swedish state has refused to officially sanction social work through legisla-
tion establishing labour market closure for it. In Germany, again, during the
Weimar Republic social work education was controlled from above by politi-
cal and welfare agency interests, despite social work associations’ repeated
attempts to influence governmental and welfare institutions in order to limit
entrance to education by a numerus clausus (Hong 1990). Such state control
over education and access to education has been characteristic of “profes-
sionalization from above”. In general, however, at least in Germany the
state’s influence on professionalization, exerted through granting occupa-
tions and professions an exclusive right to sections of the labour market, has
only rarely been investigated more thoroughly in the literature (cf. Stock &
Wernet 2005).

Nevertheless, research has depicted specific healthcare professions in
Scandinavia, Germanic countries, and the United Kingdom as being
integrated into political institutions and, in consequence, also policy making
(Dent 2003, Kuhlmann, Allsop, & Saks 2009, Larkin 1995). Maggetti (2009)
and Erichsen (1995), for instance, have discussed such incorporation of the
medical profession into the state system in Sweden and Germany. In
Sweden, medicine has become integrated into the political administration,
while in Germany state power requisites have been delegated to some spe-
cific professional and occupational associations by legally defining them as
public corporative bodies.

This state incorporation promotes the dominance of healthcare profes-
sions and medicine above all, as it enables especially the latter to control
other professions’ access to power networks and use this ability of its to
subject other professions (cf. Abbott 1988, Macdonald 1999). At the same
time, however, the dominance of medicine extends also to the workplace
level where supervision and standardizing guidelines for multi-professional
work procedures such as strategies to maintain boundaries between domin-
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ant and subordinate professions have become a tool for it (Halpern 1992).
As noted by Timmermans (2002), however, this dominance can only con-
tinue for so long as the professional practice remains congruent with the
profession’s legal prerogatives. According to him, especially standardization
produces only a rather unstable professional boundary, as it necessitates the
monitoring and validation by other audiences. During the last two decades,
this dominance of the medical profession has also been declining, with the
empowerment of other healthcare professions more and more becoming
integrated into healthcare policy making (Alaszewski 1995, Dent 2003,
Immergut 1992, Samson 1995). As a result, the subordinate professions’
possibilities of professionalization have become larger.

Existing research has identified a variety of strategies professions use in
their striving for professionalization vis-a-vis the state. Immergut (1992),
for instance, has examined ways to influence policy making by lobbying pol-
iticians and civil servants and through the authoring of official statements
and parliamentary bills; of these, especially the latter two have shown them-
selves to be effective strategies in Sweden. Other popular strategies, espe-
cially among subordinate professions, include describing specific compe-
tences and contributions to political actors as well as displaying the specific
role of the profession in a certain setting in practice (Kuhlman 2006,
Pfadenhauer 2003).

In sum, professions and their subgroups such as social workers and HSWs
strive to obtain protection for specific sections of the labour market. This
they do in different arenas, pursuing different types of jurisdiction. The out-
comes of their efforts, however, depend on their relationship to the state, on
the prevailing political interests, and on the presence and influence of other,
possibly dominant professions.

Professional bodies and their role in professionalization

Professional bodies are important collective actors operating in the labour
market system (Parsons 1951a). Their role in professionalization is often
noted in the literature on professions, especially in connection with their
participation in the processes of allocation of role contents, or, the division
of labour. In this role, they create work task descriptions and boundaries in
interaction with other actors. They also develop, negotiate, and advance
professions’ collective claims and interests concerning the protection of
specific segments of the labour market, both internally as well as externally
vis-a-vis the state.

Professional bodies also strive for improving the status of the professions
they represent; they are, moreover, promoters of professional change in
order to help their associated professionals to better adapt to changes in
society, they pass on professional values and knowledge, and they control
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professionals both formally and informally (Abbott 1988, Becher 1999,
Freidson 2001, Macdonald 1999). In Sweden, professional bodies are im-
portant stakeholders with representatives in the public administration
through whom they can influence public policy (Evertsson 2002). Addition-
ally, professional bodies promote the feeling of solidarity and collective
identity among the professionals they represent, develop collective claims
and professional norms and values, support academic work with the intent
of developing a profession-specific language charged with a specific mean-
ing, and define the range and scope of their associated professions’ work
tasks and work areas (cf. Goode 1957, Hughes 1971, Macdonald 1999,
Siegrist 1990).

In spite of the occasionally expressed doubts concerning how representa-
tive professional bodies actually are of the professions and professionals
they claim to represent, professional bodies are still seen as representatives
of their associated professions vis-a-vis the state and its policy-making
bureaucracy. They are also viewed as performers of cultural work promot-
ing the application of acquired knowledge in daily practice and the legitima-
tion of cultural values (Abbott 1988, Freidson 2001, Sarfatti Larson 1979).
In other words, professional bodies such as, for example, professional HSW
bodies have the ability to promote and directly contribute to professional-
ization, both internally within the professional group and externally vis-a-
vis the state and the public and in the context of the workplace.

Trade unions’ impact on the external professionalization of social work
and HSW in Sweden has been examined by Wingfors (2004). What her study
describes is the ambivalence of a major professional body towards promot-
ing professional social work licensure for a professional subgroup in the
country. The study also looks at the reasons why the professionalization
projects of Swedish social workers in the second half of the 20t century
always failed, identifying divergences of interest between the professionals
and their trade union as well as ambivalence in the trade union’s stance
toward licensure for a relatively minor and narrow subgroup of social work.
These diverging interests and ambivalences had to do with the interests of
other segments of the union’s membership base, composed mostly of the
neighbouring professions of social care professionals who were merged into
the social work profession and of human relations professionals during this
time. The demarcation of a narrow and specific knowledgebase for social
workers in health care conflicted with the trade union’s mission to promote
general social work professionalization rather than the interests of some
specific professional subgroups and to provide union support equally to all
its associated professions. In examining HSWs’ professionalization in Swe-
den and Germany, it thus seems necessary to focus on the activities and stra-
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tegies of professional bodies in these countries, as demonstrated by the
above example.

According to Becher (1999), professional bodies can be categorized,
among other things, into professional interest groups, professional institu-
tions, and professional associations. It is predominantly professional institu-
tions and professional associations that perform the function of interest re-
presentation on behalf of their constituencies. Professional institutions
control entrance into the profession and apply obligatory membership; they
often employ administrative staff and might operate as a trade union. They,
furthermore, often also strive to control professional conduct and provide
their constituencies with extensive services and resources. Professional
associations, on the other hand, more typically have voluntary membership,
have no paid administrative staff, and lack legitimation by the state. Even
these, however, provide their members with specific services such as confer-
ences, journals, and periodicals. Interest groups are even less formalized
than professional associations, and often focus on activities that are rather
more social in nature than cognitive, although they, too, promote the ability
of their members to improve their skills and competences by providing
advice and various kinds of support services.

In the literature on professions, compulsory membership in professional
bodies is habitually assumed and is often addressed in relation to profes-
sional self-regulation (Freidson 1994). Nevertheless, organizational mem-
bership in professions such as social work and its subgroups tends more
often to be voluntary. Professional bodies with compulsory membership
promote the professionalization of professional subgroups internally and
externally by developing standards, regulations, and definitions that the
members of these subgroups then must comply with. When membership is
voluntary, however, this compliance has to be achieved through means
other than direct application of power. The most obvious way to induce
individuals to be more compliance-ready is to make them sign up as
members of a professional body. As Etzioni (1961) has noted, people are
motivated to become members in organizations with voluntary membership
when these organizations either address their specific needs or appeal to
moral obligations. However, in order to induce, for example, HSWs in
general, not only members, to comply with the standards, regulations, and
definitions created by the professional body, it seems not enough to get
them to join in as members; other factors are likely to be important as well.

According to Etzioni (1961), essential in developing voluntary compliance
among members is to offer them possibilities for becoming involved in the
development of the organization, including its values and norms as well as
the exercise of its symbolic and normative power over organizational
members. This symbolic power over voluntary members, as Sarfatti Larson
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(1979) has noted, can be exercised by those members of the profession who
produce the profession’s knowledgebase through their involvement in the
profession’s education as representatives of professional bodies. Consider-
ing the point of Etzioni above, it seems then that professionals are more
likely to comply with the professional standards, regulations, and definitions
they take to be integral attributes of their profession with an underlying
symbolic meaning if they become involved in the very development of these
attributes. Articles in associational journals and other documents, for
example, may be used to display specific symbolic meanings attached to
professional attributes as represented by the collectively agreed-upon stan-
dards and definitions of the profession. Last but not least, also social control
is used to secure voluntary compliance to professional norms, values, and
attributes. According to Etzioni (1961), such social control in organizations
with voluntary membership can be achieved through internalization of
knowledge, norms, and values in ritualized activities such as congresses and
further education.

Accordingly, professional bodies with voluntary membership such as the
professional bodies for HSWs need to try to involve their members in the
development of common professional norms, values, and attributes, if they
are to improve their members’ compliance to these. This can be accom-
plished through the formalization of professional attributes (by defining and
describing professional work tasks), standardization of practice procedures,
norms, and values, and the formalization of the rules for professional
conduct. Even downward and horizontal communication can be an effective
tool for achieving compliance (Etzioni 1961). Voluntary professional bodies
such as those of HSWs, however, also have to exercise symbolic power and
social control, by involving those with high symbolic capital, like the profes-
sion’s knowledge elite, in ritualized further educational activities and in re-
presenting the professional body. It can further be assumed that compliance
to professional attributes, norms, and values is especially critical for the de-
velopment of a professional subgroup-specific identity when only a minority
of those constituting the subgroup in fact affiliate themselves with the
professional body. In these cases, it is plausible that measures need be taken
to be able to embrace the entire professional subgroup, not just members of
the association per se. Following Siegrist (1990), the strength and power of
a professional body is not based solely on the amount of influence it has on
state policy making; also its ability to develop and maintain a profession-
specific or a professional subgroup-specific collective identity needs to be
taken into account.

The extent to which professional bodies can influence the external and
internal perception of the profession or the professional subgroup through
the definitions they put forward in terms of professional attributes such as
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work tasks, norms, values, and regulations, is difficult to immediately dis-
cern. In keeping with Etzioni (1961), however, the external impact of pro-
fessional bodies concerns especially the pervasiveness and scope of the pro-
fessional body. High pervasiveness, according to Etzioni (1961), is indicated
by the organization’s ability to set norms in a great number of contexts and
activities both within and outside the organization. Consequently, pervasive
professional bodies have a potantial to impact policy making at the macro
level as well as work task allocation for certain professional groups at the
micro level. The scope of a professional body, in turn, describes its ability to
reach more than only members with the definitions, standards, norms, and
values it sets forth.

Yet, there are also other signs that tell of a professional body’s external
strength and power to pursue the interests of the profession. Such signs
include for instance the professional body’s ability to win media support for
its projects and the public recognition of the body as the representative of
the profession (see Abbott 1988, Macdonald 1999, Sarfatti Larson 1979). At
the workplace level, a sign of the strength and power of a professional body
is, for example, that local organizations adapt work tasks based on its
recommendations. The professional bodies less interested in, or capable of,
articulating a profession’s cognitive base may be interpreted as leaving it to
the professionals themselves to adapt their work tasks to local
organizational needs (Abbott 1988).

Multi-professional teamwork in hospital settings
Several factors come into play when different dominant and subordinate
professions come together to work side by side in multi-professional teams.
Hall (2005), to begin with, has drawn attention to the challenges of multi-
professional teamwork that derive from different professional cultures,
having to do with differing professional attributes, customs, beliefs, and
values. The above-noted differences that Gachoud and his co-workers
(Gachoud et al. 2012; see Chapter One) found in the way the concept of
patient-centred practices was understood by Swiss physicians, nurses, and
healthcare social workers provide one example of these. In both of these
studies, study participants reported themselves as perceiving professional
cultures to constitute barriers to effective multi-professional teamwork.
Also hierarchies and differences in professional status between the in-
volved professions are perceived as barriers in work task allocation and
problem solving in multi-professional teams. Especially the relation be-
tween physicians and hospital managers has often been described as am-
biguous at best. Hospital management members have reported it to be diffi-
cult to control physicians’ discretionary freedom in multi-disciplinary teams
with the help of common managerial methods (von Knorring, de Rijk, &
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Alexanderson 2010). Collin and her colleagues (Collin et al. 2011), on the
other hand, have reported on how work task allocation in multi-professional
teams is negotiated amongst team members using different forms of power.
Although the professionals’ performance of specific work tasks in hospital
settings is conditioned and regulated by law and hierarchical relationships,
the authors describe how physicians’ formal power is contested and how
specific individuals in certain situations, employing strategies such as mani-
pulation and resistance both verbally and non-verbally, transgress their de-
signated boundaries.

Paloniemi and Collin (2012) have described power relations in healthcare
teams as necessitating practical and collective creativity. Team members
need to be able to develop practical solutions for how to reconcile the differ-
ent professional views in the team. In this situation, subordinate profession-
als use collective creativity and discursive power to solve practical prob-
lems. What is needed for this, however, is support from the group and from
the powerful individuals who make the first move. This precondition is of
particular importance, since the superordinate positions/statuses and
highly ritualized interaction as found in hospital settings can also be instru-
mentalized in order to silence subordinate team colleagues (Salomon &
Ziegler 2007).

Bolin (2011), for her part, has discussed how professionals in multi-
professional teams switch between a shared professional team identity and
their own professional group specific identity. Reese and Sontag (2001) as
well as Kvarnstrém (2008), again, have examined how lack of knowledge
about team members’ different knowledgebases and expertise, differences
in professional values, and role blurring cause difficulties in inter-profes-
sional team performance. Mitchel, Parker, and Giles (2011), somewhat along
the lines of Bolin (2011) above, have drawn attention to how professional
identity influences inter-professional interaction, with team-related identity
moderating the effects evolving from the interaction between diverse
professions in healthcare teams; professionals threatening the professional
identity of other team members in the multi-professional teams were, how-
ever, likely to provoke only hostility in this study.

Previous research, in other words, has tackled many different aspects of
multi-professional teamwork and its obstacles. One major conclusion to be
derived from the findings of the existing studies, however, is that profession-
als with weaker professional bodies may more easily develop shared profes-
sional identities in multi-professional organizations, compared to those with
stronger professional bodies. The ability of a professional body to develop
and impart a professional identity for its constituency is thus likely to
impact on the effectiveness of the work performed in multi-professional
teams, in healthcare settings just as elsewhere.
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3.2 Jurisdictional work

As already noted, professional jurisdiction is something that remains subject
to constant renegotiation, especially in the case of professional subgroups
like HSWs that operate in a subordinate organizational position. These
groups’ jurisdiction is likely to be more unstable than the jurisdictions of
dominant professions. In their case, the negotiations about professional
jurisdiction are more likely to focus as much on the autonomy aspect as on
the monopoly aspects of the jurisdiction, compared to the more established
professions in the organization. Accordingly, the concept of jurisdiction as
used in this dissertation includes both of these aspects in equal degree,
covering both formalized professional monopoly and professional auton-
omy. Formalized professional monopoly as an aspect of jurisdiction is ex-
pressed in legislation, public administrative regulations, and job descrip-
tions. Professional autonomy within a certain jurisdiction, again, is reflected
in aspects of the profession’s identity, including the right to define relevant
work tasks, the relevant knowledgebase and work methods, and the relation
between the professional subgroup and its primary profession, or the
profession of which the group defines itself to be a subgroup.

Jurisdictional work in this dissertation refers to an interaction that has a
processual and negotiative character. On the one hand, this interaction
occurs internally between members of the same profession or professional
subgroup; on the other hand, it occurs externally with different actors at the
national, inter-professional, and organizational levels. Its goal is to stabilize
a profession’s relation internally to its members and externally to society, by
continuously re-negotiating the social order of professions in given contexts,
which in the present case are health care and social welfare.

This way, jurisdictional work aims at the formal settlement of jurisdic-
tional disputes both inside the profession and outside it, in the legal, public,
and workplace arenas where it operates. Jurisdictional work can be per-
formed by professions or by specific subgroups of a profession, and it can be
analysed from different, although often overlapping perspectives. It can, for
instance, be studied by looking at aspects such as boundary work, identity
development, negotiation of social order, and claims-making. The sections
that follow describe and discuss these different perspectives on the juris-
dictional work of professions and their subgroups more closely.

Boundary work

Boundary work is a term originally used for investigating the relation be-
tween science and non-science (Gieryn 1983) and the relation between
scientific disciplines (Becher & Trowler 2001). Nevertheless, it can be, and
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is, used to investigate jurisdictional work by professions as well. The term
describes the attempt to create social boundaries around specific profes-
sions in order to distinguish these from one another, or to differentiate
different subgroups within one profession from one another. This is done
mainly by selecting specific characteristics and defining them as attributes
of a profession. The characteristics that come into question are to demarcate
a professional knowledgebase in the profession’s field of interest, and they
include the definition of specific work tasks earmarked for it (Fournier
2000, Gieryn 1983). The process of selecting and attributing these specific
characteristics can be seen as the profession’s quest for defining itself by
characteristic attributes. These attributes are charged with symbolic signifi-
cance and defined as either typical or atypical, and they serve to demarcate
the profession from other professions or distinguish a subgroup from its pri-
mary profession. In the course of this definition work, boundaries are
erected around the symbolic attributes, often circumscribing particular
tasks and procedures as the profession’s “own” in relation to research,
legitimation, and education. In this fashion, for example, social work in Swe-
den has developed for itself a trade union-administered licensure (see Wing-
fors 2004). This licensure can then be understood as precisely the kind of
symbolic attribute of the profession that aims to demarcate social workers
from other social science-based professionals.

However, also culturally entrenched professional values and norms can
be used as attributes defining a certain profession, such as ethical codes.
Becher & Trowler (2001) have shown the demarcating boundaries to be
constantly changing, seeing in the degree of their permeability an indication
of, in their case, the discipline’s coherence, stability, or fragmentation. The
authors also discuss the breakdown of boundaries when disciplines merge
and the erection of new boundaries when they specialize, causing fragmen-
tation within disciplines. In any case, boundary work must be constantly
performed to enforce and maintain social boundaries by symbolic means,
which can be actual or desired attributes, norms, and values (Lamont &
Molnar 2002).

Already Talcott Parsons (Parsons et al. 1951a) analysed professional
bodies as collective actors within the labour market system. These bodies,
according to him, influence the allocation of specific work tasks to specific
professions, itself descriptive of boundary work. Professional bodies,
however, also engage in continuing professional education and training
(Becher 1999), and professional practice itself very often presupposes initial
university education and practical training (Oevermann 1996). This training
and education, too, can be understood in terms of professional boundary
work, answering as it does for the mediation and development of the
internal notion of professional boundaries.
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Several studies have addressed themselves to boundary work in social
welfare and healthcare settings, looking at both the development of internal
boundaries between subgroups of a profession and the enforcement and
maintenance of inter-professional boundaries in multi-professional con-
texts. Research focusing on boundaries between professions and subgroups
of professions often uses terms and concepts plucked from academic politi-
cal science as analytical tools adjusted for its purposes. These include meta-
phors such as territories, controversies, conflicts, territorial demarcation,
rivalry, rural and densely populated areas, and the like.

Allen (2001) has described how discursive strategies such as the use of
atrocity stories are employed as a tool to internally demarcate subgroups of
a specific profession from one another. Drawing on horror stories derived
from daily practice, competing professional subgroups put forward narra-
tives illustrating why competences of other subgroups are less suitable than
their own for coping with certain situations. Liljegren (2008), in another
context, has examined the way different arguments are used in order to
position professional subgroups in relation to one another. Arguments fol-
lowing the professional domain’s logic were employed to establish higher-
status subgroups, while subgroups resorting to arguments following the
organizational domain’s logic were relegated to a lower status position
within the profession. Internal professional boundary work, however, also
entails, according to Halpern (1992), the need for emerging subgroups to
announce their interests in a way that presents them as compatible with
those of the older and more prestigious subgroups. As Halpern (1992) and
Burri (2008) have shown, it is nevertheless also essential to claim a
knowledgebase or at least a technical expertise that can be perceived as
substantially different from that of other subgroups.

Research on boundary work among professions in multi-professional
settings such as hospital settings shows professions to use different strate-
gies to enforce and maintain their professional boundaries, depending on
their status position and the degree of spatial and temporal proximity of
their co-operation. While closely co-operating professions tend to use ne-
gotiation as a strategy to establish professional boundaries, more loosely or
remotely co-operating professions are more likely to use conflict strategies
(Sanders & Harrison 2008). As in intra-professional boundary work, atrocity
stories are described as tool to demarcate inter-professional boundaries
(Timmons & Tanner 2004).

Different kinds of claims can be used to argue for a specific jurisdictional
setting of inter-professional boundaries. Overall, jurisdictional claims follow
one or several of the three basic types of domain logics: a professional, an
organizational, and a political logic. The latter, quite often, draws upon ideas
and notions with almost a paradigmatic impetus such as, for example, a
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“patient-centred” or a “holistic” perspective. Predominantly professions
with high status positions within the team or a well-established status with-
in the society tend to exclusively use arguments following the professional
logic, centring them on, most commonly, specific expertise or technical skills
(Sanders & Harrison 2008). Newly established professions, in contrast, are
likely to combine arguments following the professional logic with arguments
following the organizational or political logic, centring these on economic
efficiency or patient-centredness (McMurray 2011, Sanders & Harrison
2008, Timmons & Tanner 2004, Welsh et al. 2004,). In rare cases, it seems
also possible for individual subordinate professionals to seek support from
well-established dominant professionals, to be able to announce their speci-
fic claims (McMurray 2011).

Identity development

Professional boundary work and the development of a collective profession-
specific identity are overlapping concepts. A profession-specific group ident-
ity is often developed to erect boundaries towards other professions. The
literature on both professions and social identities commonly refers to
boundary work (Jenkins 2004, Liljegren 2008).

On a general level, identity development involves the establishment of
two aspects: similarity and difference (Jenkins 2004). The identification of
“A” means that it shares some key attributes with all other “As”. These at-
tributes in turn distinguish the thereby identified entity or person from all
“Bs” and “Cs”. After that, one associates either oneself or others in relation to
these two aspects, practicing identification and classification. This identity,
however, always remains fluid (as do boundaries) and identification a con-
tinuous process.

Like individuals, also social groups may develop a collective social iden-
tity (Jenkins 2004). In the same fashion, furthermore, also jurisdictional
work by HSWs can be understood as the identity development of a profes-
sional subgroup. Internal collective identification yields an image of a plural-
ity of similarities between the group members, in terms of, for instance,
their behaviour, context, and/or situation. Those sharing the similarities,
however, have to first agree on the fact - that they indeed share similarities.
This does not, however, mean that they actually have to behave uniformly or
that no local variations in the interpretation of similarities may occur; it is
more important for the development of a social group that its members
believe themselves to be sharing certain similarities.

Those sharing similarities in a particular social group, however, also have
to agree on how much difference they can tolerate while still being able to
affirm belongingness to the one and the same group. Nevertheless, the
membership of the social group at the same time continues to evolve as the
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group’s boundaries keep developing. The resulting social boundaries are
cumulative in nature and develop in interaction between members of one
group and members of another group. In this interaction, relevant group at-
tributes are developed, examined, and negotiated, and specific attributes are
constructed as symbolically significant common or distinguishing attributes.
A collective identity, moreover, also encompasses specific descriptions of
how the group in question relates to other groups. Collective identities, in
other words, are established as qualitative descriptions resulting from
negotiations and agreements (Straub 2002). Consequently, the jurisdictional
work of HSWs entails two things: that HSWs engage in internal efforts to
define themselves as a social group, and that they define their “external” re-
lation to social work and other professions around them. Specific arguments
as well as attributes, values, norms, and goals can be used as suitable signifi-
cant symbols for a common professional identity (Heggen 2008).

Collective identity work can be performed by organizations, and collective
identity can be develop when social groups acquire, claim, and allocate
power in relation to their contextual setting. The formalization of com-
monly-agreed shared attributes, values, norms, and organizational goals is
important in order to enable their internalization by members of the
organization (Etzioni 1961). Consequently, this formalization of common
attributes may also help members of professional bodies to better internal-
ize their shared professional identity including attributes, norms, values,
and goals. As a result, professional bodies may develop into significant
actors in the creation of a collective profession-specific or subgroup-specific
professional identity.

Professional bodies with compulsory membership may then assume the
role of professional identity developers and controllers of entrance and
exclusion in regard to the professional community (Sarfatti Larson 1979).
Especially they, but also other bodies, keep for this reason developing ethi-
cal codes, with some of them even controlling compliance claiming a right to
dismiss members for misconduct (Jonnergard & Erlingsdottir 2008). The
professional bodies with voluntary membership, however, lack tools to
supervise entrance into, and exclusion from, the profession, and may there-
fore put more emphasis on the development of a professional group identity.
Any formalization of professional control systems by professional bodies
may threaten the development of this collective professional identity, given
that their end result is the inclusion of certain professionals and the exclu-
sion of others (Freidson 2001). The professional group might then be di-
vided into those sharing the collectively agreed attributes, norms, and
values and those who stand outside this collectivity. According to Freidson
(1994, 2001) and Lamont & Molnar (2002), shared professional rituals are
therefore more suitable for the development of a profession-specific iden-
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tity. These may include recurring conferences, further education activities,
peer supervision, collective discussions about professional attributes,
norms, values, and claims, as well as recurring occasions for discussing in-
ternal specialization within the profession.

To perform jurisdictional work, understood as the development of a
profession-specific or subgroup-specific professional identity, professional
bodies can resort to a variety of tools. Lamont and Molnar (2002) have
pointed to the particular importance that, for example, the creation of an
interrelated web of symbols has for them, in contributing to their members’
feeling of belongingness to the group. Language, too, is an arena for symbolic
interaction to enhance collective identification (Jenkins 2004). The use of
professional terms in HSW is one example of a situation enabling only
members to participate in the conversation, with all the others excluded
from it. The language employed is, in part, passed on in professional
(further) education, when the knowledgebase involved is abstract enough
(Sarfatti Larson 1979). The specific languages in question may, however,
also be developed within the professional bodies themselves, for example by
creating new classification systems or through adaptation of general profes-
sional knowledge to the specific context of the work field represented.

One way to use language in the development of a group-specific collective
professional identity is employing it for the creation of narratives with a
uniting symbolic significance for the professional group or subgroup in-
volved. Telling and re-telling shared, specific narratives contributes to a per-
ceived proximity between the members of the group or subgroup, while
also, in the case of subgroups, helping to distinguish one’s own group from
all other groups within the profession. As Ricoeur (1992) has shown, narra-
tives can be used to develop a narrated identity, an understanding of oneself
gained through the narration of one’s own life-story. In professional groups,
narratives are used to contextualize and generate meaning (Torsvik 2008).
They can thus be said to represent a profession’s institutionalized self-
perception (Heggen 2008). Collectively shared narratives are nevertheless
not uniform but can vary depending on the individual telling the story. The
discourse, however, or, rather, the essence of the story, remains constant.
Narratives can also be used to set the professional group in relation to its
history, so as to be able to describe the profession’s perceived present as
well as its perceived jurisdictional problems. These narratives can then be
understood as describing the characteristics constructed for the profession
or the professional subgroup as its symbolically significant markers. They
are meant for the group’s internal consumption but simultaneously also
serve to distinguish the professional group from, or connect it to, the pri-
mary profession and other professions.
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Even the process of defining professional characteristics in collective ac-
tion can be understood as a way to produce symbolically significant profes-
sional attributes to be shared by the specific professional group or sub-
group. It can thus contribute to the development of a professional group-
specific identity. In general, however, the professional characteristics so de-
fined tend to relate to specific work tasks (e.g., diagnosis, inference and
treatment, as well as professional discretion in general), specific classifica-
tion systems (e.g., for diagnosis and treatment), specific skills, or specific
standardizing instruments for work procedures.

To be able to refer to, and fall back on, a unique knowledgebase is typi-
cally considered as an essential requirement for fields to become profes-
sions (e.g., Abbott 1988, Etzioni 1969, Grimmen 2008, Macdonald 1999,
Oevermann 2008). Following Jenkins (2004), association with a specific
academic discipline could therefore be understood as a further professional
attribute with symbolic significance for the specific professional group or
subgroup, linking it to a distinct knowledgebase. Here the amount of
theoretical input received from the associated primary discipline - social
work in the case of HSW - can be of particular importance as a uniting or
distinguishing attribute that professional subgroups can then use when
defining their relation to the primary profession, affecting as it does the
degree of perceived proximity or distance between the professional sub-
group, its primary profession, and the neighbouring professions.

As Dellgran and Hojer (2011) have noted about social work, knowledge
development in the periphery as for instance social work in health care is
marginal. Nevertheless, the presence of professional specialists engaged in
research and theorizing is vital even for professional subgroups, to be able
to ensure the transmission and availability of latest knowledge (Freidson
1994). If, however, the primary discipline fails to produce sufficient
knowledge for the use of its professional subgroup, this subgroup may
perceive the discipline instead as incapable of delivering the needed
knowledge. This, in turn, may contribute to the professional subgroup’s
turning to other disciplines for their knowledge. In such a case, the subgroup
may begin to see the knowledgebase associated with its primary profession
as more distant and less relevant for their practice, leading to a situation
where there are not enough attributes with symbolic significance to link the
sub-profession more closely to its primary profession. Where this is so, the
perceived degree of proximity with the primary profession begins to differ
from the formally proclaimed one, and the professional subgroup may begin
drawing upon attributes shared with other professions instead.
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Negotiations

As already noted above, the development of collective professional identity
calls for negotiation amongst members of the profession or professional
subgroup. There is, however, also a need for professional groups and bodies
to engage in negotiation, as a collectivity and in the name of the collectivity.
In this subsection, jurisdictional work is thus discussed in terms of profes-
sional bodies negotiating the role of the profession or the professional sub-
group in relation to society.

Negotiations about jurisdiction can be understood as an attempt to inte-
grate professions or their subgroups into the broader social order, in dia-
logue with other actors in society. Following Abbott (1988), these negotia-
tions can be said to represent an attempt to arrive at agreements on division
of labour, allocation of specific attributes to individual professions, and the
place and position the professions occupy in the social order in relation to
other professions and stakeholders in state, public, and worksite arenas. As
Jenkins (2004) has stressed, identities are negotiated at their boarders,
where the external categorizations meet the internal identification. Especial-
ly professional subgroups in subordination have a twofold need to negotiate
their specific professional attributes, norms, and values with external actors
and lobby for labour market closure.

In these negotiations, bargaining is used as a strategy to reach an agree-
ment which is mutually acceptable to the parties involved, whether these be
individual or collective actors. Whether these negotiations follow a specific
pattern is an issue still unsettled in the literature, but the consensus appears
to be that they tend to result in the establishment of particular orders (Fine
1984, Goldman & Rojot 2003, Strauss 1993, 1978). According to Fine
(1984), smaller-scale negotiations occur between individuals as an adjust-
ment strategy intended to make one’s action conform to policies, traditions,
and structure, while larger-scale negotiations take place between repre-
sentatives of collective actors aiming to impact structures, policies, and tra-
ditions.

Strauss (1993) has argued that all actions and interactions, of which
negotiations are one example, have a certain trajectory encompassing
aspects such as phasing, projection, scheme, arc of action, and management.
Goldman & Rojot (2003), on the other hand, see negotiations as more
flexible and depending in the evolution of their course more on factors and
circumstances such as participants’ recognition of one another’s worth and
dignity, their respect for mutual interests and needs, the skills and behav-
iour of the negotiating individuals, and the strategies and tactics employed.
Structural factors influencing a negotiation’s course, to follow Fine (1984),
include the number of the negotiators, their experience, the instance or per-
son(s) they represent, the structure of the negotiation process (sequence
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and frequency of the interactions), the power balance between the parties,
the number of issues negotiated on, the complexity and interrelation of
these issues, and the interests represented. Other conditions influencing it
include temporal aspects, the fact whether negotiations are held hidden
from the public or not, and whether there are alternatives to negotiation or
not.

Several strategies used in the negotiation of professional jurisdiction have
been identified in the literature. In contexts where it is dominant and sub-
ordinate professions that are the parties to the negotiation, the strategies
used are aimed at, respectively, establishing/maintaining domination and
subordination, or counteracting domination by other professions and one’s
own subordination. Hughes (2010), again, has looked at the use of gendered
strategies such as belittling and silencing by a dominant (male-dominated)
profession pursuing its political interests vis-a-vis a subordinate (female-
dominated) profession in policy-making bodies. Salhani and Coulter (2009),
for their part, have analysed strategies used to maintain professional domin-
ance at the workplace, such as the exercise of power through majority deci-
sions, strategic collaboration, marginalization, direct coercion, supervision,
and use of ideology.

Some strategies are especially well-suited for presenting the contribu-
tions of one’s profession in a specific setting; others lend themselves more to
the strengthening of one’s power position in co-operation with others.
Professions may, for example, strategically use certain forums at the
worksite and state levels to perform their proclaimed professional role and
demonstrate their particular competence and contributions (Jonnergard &
Erlingsdoéttir 2008, Pfadenhauer 2003). This strategy is targeted at actors in
the legal and executive branches of the polity and meant to convince these of
the validity of the professional and jurisdictional claims advanced. It,
nevertheless, tends to be the dominant professions that more often win the
ear of the target audiences when it comes to questions like the interpreta-
tion of policy issues or gaining support for one’s interests from, for example,
the media and the public bodies (see, e.g., Abbott 1988, Macdonald 1999,
Sarfatti Larson 1979). The professional bodies of subgroups and subordi-
nate professions may therefore have to find new communication channels
for communicating their claims to the public.

Building open cartels with other stakeholders is yet another strategy used
in jurisdictional work. In open cartels, professional organizations co-operate
with other organizations that share their interests in order to be able to
more effectively pursue their claims (Amark 1990). These organizations
could be lobby groups, political pressure groups, clients’ and consumer
organizations, health insurance funds, or, in some cases, the state and
municipalities. Parallel to this, as Maggetti (2009) and Abbott (1988) have
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pointed out, subordinate professions are denied access to policy-making,
legal, and executive arenas. In these situations, co-operation in local, state,
legal, and executive arenas can then be resorted to to that way establish new
de facto forums where subordinate professions can directly relay their
issues.

Selander (1990), for his part, has discussed how networking between
professional associations and university institutions may be used to gain
control over a legal jurisdiction. By networking, the two can co-operate
around the development of educational systems to that way gain control
over a specific knowledgebase. Even trade unions may become part of these
networks. In them, the parties can join their efforts to strengthen their argu-
ments, based on common interests. As Salhani and Coulter (2009) have
shown, by harnessing the collaborative power of networks, subordinate
professions can then put themselves in a better position to pursue their
jurisdictional claims vis-a-vis dominating professions. Acting in consort,
subordinate professions may accumulate enough power to make claims on
the intellectual jurisdiction of a dominant profession, in the best case result-
ing in new formal jurisdictional settlements (Abbott 1988).

Jurisdictional settlements may be formalized through legislation in the
legal arena, by public regulations in the public arena, and in job descriptions
at the workplace level. The job descriptions produced, however, often mere-
ly transfer professional jurisdiction from the superordinate levels to the
workplace level. Yet, workplace jurisdiction is often cross-cut by, and adapt-
ed to, organizational interests. Especially when working output is valued
more than credential input, professionals can be obliged to compromise
with other professions on a workplace jurisdiction that differs from the
jurisdiction in the other arenas (Abbott, 1988: 64). Professional jurisdiction
at the workplace level is also likely to lead to assimilation of work tasks
between different professions, and to facilitate teamwork in multi-
professional organizations.

Claims-making

Last but not least, jurisdictional work can also be understood as claims-mak-
ing. In these cases, language is used as a tactical tool for putting forward
claims about professional interests (concerning things like jurisdiction and
identity), enabling actors to strategically bargain with external actors.
Claims-making can concern the profession’s knowledgebase, the classifica-
tion systems used in diagnosis and intervention, discretion, or professional
norms and values (Abbott 1988, Etzioni 1969, Grimen 2008, Macdonald
1999, Oevermann 2008,). Claims-making employed to establish, maintain, or
extend a profession’s formal jurisdiction in legal, public, and workplace
arenas is one of the major tasks of professional bodies (Abbott 1988).
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Political claims-making is usually normative in nature, and it is practiced
to persuade other actors to act in a certain way (see, e.g., Karlsen 2012). The
same tends do apply to the claims-making resorted to by the professional
bodies of HSWs in connection with their jurisdictional work. Its goal is to
influence the actions and behaviour of policy makers, organizations, and
professions in the healthcare sector and in healthcare policy making. In
claims-making, certain specific claims are raised. These claims must be
proven legitimate using specific arguments that can persuade others. In
normative claims-making, also alternative claims can be employed to de-
scribe the consequences of acting in contradiction to the raised claim. Argu-
ments supporting a claim can thus be either descriptive or normative, just
like the claim itself; when relating to facts, they are descriptive. Indeed,
claims can be supported by an indefinite number of arguments. Together,
the claim and its supporting arguments create a way of sound reasoning on
behalf of the point of view raised, substantiating the claim as well as
possible.

As Karlsen (2012) has pointed out, the claims put forward have to be suf-
ficiently precise to ensure their intelligibility in the context. For this reason,
they typically need to be articulated clearly and explicitly. In addition, all
those involved in the claims-making process need to be in possession of in-
depth knowledge of the particular context in which the claims are raised,
and understand the language to be used in this context. They must all be
able to participate in the language community of the context and be able to
use the terminology of the context if they are to be able to formulate suf-
ficiently precise claims and judge whether the claims they raise indeed are
sufficiently precise or not. In other words, they need to become members of
a community where they use the language and the specific terminology of
the context. At the same time, they need to keep in mind that claims seen as
sufficiently precise by the members of a community sharing the same
language may still as perceived as imprecise by those outside it (Karlsen
2012).

Indeed, when jurisdictional claims-making by professions is directed
towards the public and other external contexts, the senders (professions)
and the receivers (policy makers, other professions, organizations, others)
of the message are not nearly always members of the same language com-
munity. They may operate in entirely different arenas (legal, public, or
workplace) or represent entirely different professions or academic disci-
plines, to name but two possible scenarios. Professional bodies, therefore,
must resort to context-specific language when arguing for a particular
settlement of professional jurisdiction. This is especially true of the strate-
gies used by professional subgroups in their claims-making in multi-discipli-
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nary and policy-making contexts where they operate in a subordinate posi-
tion compared to other professions and stakeholders.

In multi-professional organizations, subordinate professions may use
linguistic symbols of the dominant profession strategically in order to in-
crease the effectiveness of their claims-making activities. Following Karlsen
(2012), paramount arguments and claims that are put forward in claims-
making using clearly defined terminology are more likely to be perceived as
precise, sustainable, and relevant by those they are intended for. Especially
in situations where claims-making targets audiences in other contexts, ex-
plicit arguments and precision are of vital importance to ensure the
intelligibility of the claims put forward.

To be able to evaluate arguments and their persuasiveness in claims-mak-
ing, those in the target audience must first examine the sustainability and
relevance of the reasoning behind the arguments (Karlsen 2012). The sus-
tainability of arguments can be examined by separating the argument from
its place in the overall line of the reasoning and then assessing its acceptabil-
ity independently of the role it has in the latter. The relevance of an argu-
ment, on the other hand, is judged by asking whether it, the argument, if it is
accepted, will make a difference in the overall line of reasoning (Karlsen
2012). Sustainability arguments and relevance arguments can both present
themselves as pro or contra the claim put forward. Pro-type arguments
strengthen the sustainability or relevance while contra-type arguments
weaken these. Consistency in argumentation improves its persuasiveness.
One major alternative for the use of supportive normative arguments is the
employment of descriptive further arguments, which present possible
alternatives for action or future situations. Argumentation relying on these
implicitly compares possible consequences and, at least to some extent,
hides its own normative origins from sight. The sustainability of such argu-
ments is, again, judged by assessing the argument’s acceptability based on
how realistic the consequences described in fact are (Karlsen 2012).

In claims-making where the claims-makers, such as HSWs, attempt to
reach audiences in other contexts (e.g., policy makers, other professions),
the sustainability and relevance of the arguments used may be judged differ-
ently by the senders and the intended receivers of the message. The claims-
makers may therefore attempt to adapt their arguments for their audience’s
context to make them appear as sustainable, relevant, and thus persuasive in
that environment, too (whether it be, as in the present case, policy making
or a multidisciplinary care setting). An argument put forward is more likely
to be perceived as relevant and sustainable when terminology familiar to the
target audience (terminology from the audience’s own context) is used to
advance it. In other words, good knowledge of the relevant symbolic ter-
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minology and language use is of vital importance when claims-making is ad-
dressed to actors belonging to other contexts.

Grape (2006) has analysed different organizational fields as having partly
diverging interests and means in the provision of welfare services. Health-
care service area provides one example of this. Following Grape, health care
could be viewed as an organizational field, with healthcare service provision
representing a specific domain of activity. In this organizational field, nu-
merous actors from a variety of arenas contribute to the provision of health-
care services, each following its own specific logic. Actors from the legal
arena, for example, would be likely to focus on the creation of a reliable,
egalitarian, and high-quality healthcare service provision system via legis-
lative acts, follow a social-policy logic. Actors from the executive public
arena, on the other hand, would rather focus on the interpretation and im-
plementation of social policy, largely regulated by legislation and through
sub-legislative regulations to be complied with, but nevertheless following a
public-administrative logic.

Local healthcare service providers such as hospitals could then be
examples of the latter. The professionals working for them focus on the
provision of high-quality healthcare services within given economic frames;
they could be assumed to follow an organizational logic. Their professional
bodies, on the other hand, focus on financing, organizing, and delivering
healthcare services through autonomously operating professionals, with the
intention of ensuring best possible practice; they, for their part, could then
be said to follow a professional logic. In claims-making in a specific activity
domain, actors from the same organizational field raise arguments intended
to strengthen their own interests. As Grape (2006) and Evetts (2004) have
shown, however, claims emanating from the legal and public arenas tend to
override professional interests. For this reason, professions, even while
pursuing their own professional interests, might use arguments that follow
the logic of the legal, the public, or the workplace arena. As Abbott (2005)
has argued, effective claims-making concerning professional jurisdiction is
dependent on a profession’s ability to establish argumentative links to other
arenas and their logics.

Abbott (2005) identifies two possible ways to create such links between
different arenas and their logics in claims-making: through “hinges” and
“avatars”. Hinges, for him, are issues and strategies that work in both con-
texts, while avatars are attempts to institutionalize copies or colonies of ac-
tors in other contexts. Hinges, in other words, can be arguments used to
represent professional interests by playing on legislative, public, or work-
place interests, and avatars attempts to inscribe aspects from one arena into
regulations of another arena or to entirely transfer a specific organization
from one arena to another.
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The use of hinges may serve several ends. To begin with, a profession
might aim at sustainable argumentation. In order to be able to argue for its
being a part of a specific context, it could then use the terminology of the
particular arena or logic in question. In doing so, it at the same time makes it
possible for actors from that other context to use their own terminology to
evaluate the arguments put forward. In this process, symbols, which here
would consist of that context-specific terminology, are thus used to establish
relations with other professions and actors in other arenas. When these
other actors are policy makers, the use of this terminology might then make
it possible for the arguments put forward about, say, professional jurisdic-
tion to be perceived as attractive enough for them to end up being used in
the other party’s policy-making context as well. In such cases, however, the
professions will expect this use of their arguments in the new context to
serve not just the interests of the policy makers employing them but, to an
equal measure, also the interests of their own (cf. Abbott 2005).

Secondly, hinges can be used to signal whether the profession employing
them intends to integrate into or differentiate itself from its hosting context.
Professional bodies sometimes use terms reflecting state or other organiza-
tional interests as hinges to link their professions’ claims-making and
profession-specific interests to the interests of these other arenas and their
logics. Following Jenkins (2004), HSWs might use symbolically relevant ter-
minology in their jurisdictional claims-making in the healthcare sector in
two different ways. On the one hand, symbols are likely to be used to under-
pin claims made for being part of a specific social group, as in the case of
HSWs claiming to logically belong to the healthcare sector and have a
natural place in it; on the other hand, they are also used to demarcate the
identity of one’s own professional group from that of other groups, as in the
case of HSWs’ attempts to demarcate themselves as a specific group within
the healthcare context. Symbolically charged terms derived from other
logics can thus be seen as a uniting device enabling one to cross boundaries
between different arenas and interests, with profession-specific terms serv-
ing to demarcate boundaries between the logics engaged in the argumenta-
tion (cf. Gieryn 1983, Lamont & Molnar 2002).

Thirdly, a professional body might use hinges to argue for the relevance of
certain of its claims. For minor professional subgroups in multi-professional
teams, such as HSWs, it may well be necessary to use terminology (specific
linguistic symbols) belonging to other logics to be able to persuade policy
makers, other professions, and organizations of the relevance of their juris-
dictional claims. They may, however, also need to be able to transfer profes-
sion-specific terms of symbolic character across contexts, for example by
giving them new significance in the healthcare context as in the case of
HSWs, to that way be able to more readily and effectively reason with actors
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from the target sector about the arguments and claims they have put
forward.

A second way to link professions to other arenas is to use what Abbot
(2005) has termed avatars. These, for Abbott, are copies or colonies of
actors institutionalized in other arenas or contexts. An example of the use of
avatars would be the attempt to expand the work field of a profession or a
professional subgroup to cover at least parts of work fields belonging to
other contexts within the hosting organization in which that profession or
the professional subgroup has not previously been represented.

In jurisdictional claims-making, claims aiming at colonization through the
use of avatars are likely to concern one of two different aspects of symbolic
significance to the profession: professional practices or organizational
structures. The colonization of professional practices could, for example, be
attempted through the application of symbolically significant terminology
and practices in another profession’s context.2! Colonization of organiza-
tional structures, on the other hand, could be attempted through the integra-
tion of a profession’s symbolic practices into the organizational and institu-
tional structures of the hosting arena.?? The adoption of symbolically
charged professional terms or practices belonging to another profession in
the hosting context and its reverse-direction counterpart, the invasion of
another profession in the hosting context with one’s own terms or practices,
can thus be seen as two strategies to cross or demarcate professional
boundaries through claims-making. The former, implying the accommoda-
tion of other arenas’ avatars in one’s own context, tells of a profession’s
ambition to integrate itself into the hosting arenas’ structures, while the
invasion of other arenas through the use of avatars is a sign of the profes-
sion’s ability to impact other arenas and demarcate its own practices and
structures. Following Jenkins (2004) and Lamont and Molnar (2002),
claims-making geared toward accepting the language and structures of
other professions and organizations thus indicates the willingness of a
professional body to integrate the identity of the professional (sub-)group
into its surrounding context, while the invasion of the hosting context with
avatars from one’s own profession indicates a desire to demarcate one’s
identity from the surrounding context.

In the context of this dissertation, hinges are understood in terms of
professions using in their argumentation specific symbolically charged
terms and logic belonging to other arenas, with the intent of enabling actors
from these other arenas to better understand the reasoning behind one’s
claims. This is something the professions may also do in collaboration with

! An example of this is the use of medical terminology such as ‘diagnosis also in the professional
language of social work.

22 In the case of social work, this might be done by including the profession’s own symbolical terms such
as ‘clinical social work’ in corporative contracts.
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other actors. Hinges operate in two directions. Accepting a hinge, first of all,
means that symbolically charged terms from other arenas and professions
are adopted for use in the profession’s own context. Invading through the
use of hinges, on the other hand, can take place in two different ways: either
by filling symbolically important terms from another arena or profession
with significance specific to one’s own profession and then using them in
argumentation, or by using symbolically important terms from one’s own
profession and filling it with meaning that actors in other contexts are able
to understand and perceive as relevant to their context.

Avatars are in this dissertation understood as a device for institutionaliz-
ing copies or colonies of a profession and its activities in other arenas.
Avatars, too, work in two directions. Accepting avatars implies a profes-
sion’s willingness to accept structures, methods, and the like from other are-
nas or professions and incorporate them into its own practice. Invasion of
other arenas through avatars inserted into them implies that a profession’s
practice is being integrated into the structure of other arenas, such as the
administrative structures of the workplace arena or the policy-making,
legislative and public-administrative structures of the political arena.

This chapter of the dissertation has, in its first part, presented its theoreti-
cal background drawing from the theory of professions, discussing relevant
characteristics of professional bodies and aspects of multi-professional
teamwork. In the second part of the chapter, jurisdictional work was dis-
cussed in terms of professional bodies’ strategies of boundary work, profes-
sional group identity development, negotiation of their position in a specific
social order, and claims-making. Against this theoretical background, the
chapter that follows will present the methods and data used in this research,
making the argument that investigation of documents produced by profes-
sional bodies offers a useful avenue for pursuing the research questions of
this dissertation as presented above in Chapter 1.3 in more detail.
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4 Data and Methods

This dissertation investigates the jurisdictional work and claims-making ac-
tivities that HSW associations in Sweden and Germany have in recent years
resorted to promote hospital social workers professionalization in the two
countries. The present chapter provides an overview of the empirical data
used in this research. It also discusses the data selection and the function of
the specific data sets and the way they relate to one another. Methodological
information and considerations concerning the analytical process and the
translation of materials across languages in a comparative country study are
presented, as are ethical considerations related to the research. Reflections
on the representativeness and generalizability of the data are found inter-
spersed throughout the chapter.

4.1 Object of study and data selection

The selection of empirical data for this study was preceded by the definition
of its object, the kinds of data required for its investigation, and the way the
different types of data to be collected would relate to one another and the
object of the study.

Object of study

This dissertation investigates the jurisdictional work of a subordinated pro-
fession as carried out by professional associations. The focus is on hospital
social work (HSW) and the professional associations of hospital social work-
ers (HSWs). This definition of the object of study then informed the choice of
the national and welfare contexts to be considered, the selection of the as-
sociations to be studied, as well as the period of study. Two country cases
were selected: Germany and Sweden. The main associations considered are,
on the German side, the Deutsche Vereinigung fiir Sozialarbeit im Gesund-
heitswesen e. V. (DVSG) and, on the Swedish side, the Svensk Kuratorsfore-
ning (SK), the Vuxenpsykiatriska Kuratorers Forening (VKF), as well as the
Ndtverk fér forskande socionomer i hélso- och sjukvdrd (NFS). The research
covers a 20-year period lasting from 1989 through 2008.

Strategically important methodological aspects were taken into consi-
deration in the selection of the two national contexts. As pointed out in
Chapter Two above, Germany and Sweden have different welfare and
healthcare systems. The two countries are often seen as representing a
“prototype” of, respectively, a corporative and a social-democratic welfare
state model. Following Flyvbjerg (2006), they can thus be looked upon as
“critical cases”. These two countries and their healthcare contexts can,
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accordingly, be assumed to be of particular interest for anyone studying
phenomena closely related to the welfare state context, such as, for instance,
the jurisdictional work of health and welfare professions. It can, moreover,
be assumed that comparison between these two particular country contexts
will yield richer findings of greater strategic importance than, say, a
comparison between two Nordic or two Germanic countries would, as far as
the impact of contextual factors on jurisdictional work is concerned. Lastly,
also personal reasons guided the choice of the national contexts here, given
that the author has personal experience from social work practice in both of
the two countries and speaks fluently both languages.

Professional jurisdictional work can be studied looking at any number of
professions. In this dissertation, however, the focus is laid on HSW, which is
not a profession per se but rather a specific and fairly minor subgroup with-
in the broader social work profession. The choice of just this particular
group for study, however, is also a strategic one, as HSW could be defined as
an a-typical case in two senses (cf. Flyvbjerg 2006): both in the context of
professions in general and when it comes to its role as part of the broader
social work profession more in particular. Social work, overall, has been
considered an interesting case for study, as has been repeatedly noted (e.g.,
Etzioni 1969, Abbott 1988, May & Buck 2000). Another very particular con-
sideration here, however, is that HSWs work in organizations dominated by
healthcare professionals. What this means is that, in their work, they need to
be able to communicate with professionals coming mostly from natural
science background, as opposed to their own social science background. As
Flyvbjerg (2006) has noted, researching such atypical cases may well
produce richer results than what research focusing typical cases might nor-
mally be able to. The selection of this particular object of study for this
dissertation research should thus be understood as reflecting a conscious
strategic choice.

From the methodological perspective, the choice of the two countries of
Germany and Sweden, however, also necessitates careful consideration
regarding the comparability of the cases selected. How similar or dissimilar,
and in which aspects, exactly, can the social work professions operating in
the healthcare sector be said to be in these two countries, both in terms of
the organization of social work within the health care contexts and the
education of social workers, and what do these mutual similarities and/or
dissimilarities mean from the point of view of the research undertaking it-
self and the findings from it? The selection of the two cases was, conse-
quently, also preceded by a careful initial comparison of the social work or-
ganizations in these two healthcare and welfare settings, as it was by a pre-
liminary comparison of how social work education is organized and carried
out in the two countries. To ensure comparability between the two cases,
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the definition of the object of study was narrowed down to only cover social
workers with an academic social work degree who work in hospital settings.
Yet, certain important differences, described in more detail in Chapter Five,
remained between the two cases. For one, Swedish social workers in health
care also work in out-patient care and in primary care settings, while, until
fairly recently, their German colleagues have almost exclusively worked in
in-patient hospital care only (some rare exceptions notwithstanding).
Secondly, it could be argued that social work education differs slightly
between the two countries, even if the differences are not significant enough
to undermine comparability. This is also attested to by the fact that the
Swedish National Agency for Higher Education considers the German social
work/social pedagogic degree as an equivalent of the Swedish social work
degree. Comparability is, furthermore, suggested by the fact that only minor
curricular changes have been made to social work education in either coun-
try following the implementation of the Bologna Process.?3 Any differences
that might thus be there should then not be expected to compromise the
comparability of the two cases of professional jurisdictional work by HSWs
considered in this dissertation.

The delimitation of the study object also concerns the specific definition
of the time period covered by the research. The reason for selecting the
twenty-year period 1989 through 2008 was that it, to begin with, was long
enough to allow for examination of any fundamental changes in HSWs’ juris-
dictional work over time. Moreover, this period, in both countries, was
characterized by important societal changes bringing, among other things,
cutbacks and structural changes in the welfare system, which in turn can be
assumed to have influenced HSWs’ motivation to more aggressively (and
thus visibly) engage in jurisdictional work. The years between 1989 and
2008, however, also saw other significant changes taking place in the two
societies, even if these were rather dissimilar in kind. As commonly known,
in Germany this period was characterized by the country’s re-unification,
with its economic and social consequences making their presence felt in the
1990s and, together with the general economic situation prevailing at the
time, bringing a need for cost-containment in the health care sector espe-
cially in the 2000s. Circumstances such as these may be expected to pose
significant challenges to the capability of the social work profession in the
country, for instance in the integration of former Eastern German welfare
workers and in terms of the profession’s ability to describe its specific con-
tribution to health care in the country to that way protect its professional
jurisdiction there.

% This process, founded on the so-called Bologna declaration of 1999 (European Ministers of Education
1999), represents a concerted European effort to harmonize the higher education systems in place in the
EU member countries, to ensure comparability in the quality and standards of these systems.
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In Sweden, the period was characterized by the economic crisis of the
1990s and, as regards the country’s health care structure, a transition to a
system of county-based integrated health care delivery system, which meant
a partial re-allocation of health and social welfare responsibilities from the
beginning of the 1990s to the end of the same decade. Both of these develop-
ments can be assumed to have increased the need for the social work profes-
sion to be able to argue for its contribution to health service production and
delivery in the country. Major changes and challenges such as these were
then an important factor to consider in the determination of the period to be
covered by this study. Undoubtedly, however, also other periods of major
societal change could have suggested themselves for this purpose as provid-
ing an interesting perspective from which to pursue the research questions
of this dissertation. Yet, one major benefit from the chosen time period is
that during it, the challenges to HSW from cost containment emerged and
were responded to at about the same time in both countries. It is obvious,
however, that this choice may have also influenced the specific results ob-
tained in this study, as regards, in particular, its findings concerning the
jurisdictional strategies, claims, and arguments proving themselves to be the
most effective in producing their desired outcomes.

Similar considerations influenced the choice of the professional associa-
tions to be studied as well. The aim here was to choose only such profes-
sional associations that genuinely worked for HSW interests. In the German
case, the choice was rather simple, given that the DVSG is the country’s only
professional association meant specifically for social workers in health care.
As described in Chapter Five below, this association represents German
HSWs in a variety of hospital care areas while also trying to promote re-
search in HSW in general. In the Swedish case, the SK, for its part, was
chosen because of its similarity to DVSG as a professional association, work-
ing as it, too, does exclusively to promote HSWs’ professional interests. In
Flyvbjerg’s (2006) terms, these two organizations can be considered as
“critical cases”, as they presumably represent the greatest variety of HSWs
in the two countries considered.

The SK was, however, also selected because, just like the DVSG, it organ-
izes a variety of different branches of HSW. Two other Swedish organ-
izations were included in order to be able to cover as similar areas for the
investigation of HSWs’ jurisdictional work as possible. First, the VKF was
added. This decision seemed justified in light of the fact that a significantly
many of the members of the VKF turned towards the SK and became its
members in the late 2000s while the VKF gradually wound down its activi-
ties. After that, also the more network-like NFS was included, owing to its
mentioned contacts with the SK and the fact that the professional sub-
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group’s research interests seemed to be primarily represented and dis-
cussed within this network, not the SK.

It should be emphasized that this study does not intend to be evaluative,
offering instead an analysis that is simply comparative in nature. It, there-
fore, needs to be kept in mind when interpreting the data that the size of the
associations included in it differs, as does the number of active members in
diverse local subgroups and their boards. Such differences in size then in
turn influence the amount of possible associational activities.

The exclusion of other associations from this study could be questioned,
especially the exclusion of social workers’ trade unions in the Swedish case.
However, the aim of this dissertation is to investigate “genuinely profes-
sional” strategies, claims, and arguments resorted to in efforts to circum-
scribe a professional terrain for HSW in two different country contexts. In
Sweden and Germany, social workers’ trade unions such as the Akademiker-
foérbundet SSR in the former and the Deutscher Berufsverband fiir Sozial-
arbeit, Sozialpddagogik und Heilpddagogik (DBSH) in the latter also repre-
sent the interests of a variety of other professions such as psychotherapists,
sociologists, and other social science professionals in the Swedish case and
remedial teachers and pedagogues in the German one. It could thus be as-
sumed that these two trade union organizations might then invest only little
effort in representing the highly specific jurisdictional interests of social
workers in work fields such as HSW where, among others, various social
science professionals and pedagogues compete with them for jurisdiction
over a specific terrain. As this study is interested in the specific jurisdictional
strategies, claims, and arguments of HSWs instead, these two unions can
thus be excluded from its scope. Other professional associations excluded
from this research include the associations for HSWs in paediatric and
palliative care that one finds in Sweden, in the interest of maximum conver-
gence between the HSW fields studied in the two countries.

Data selection

As a next step, the selection of specific empirical data sets was decided on to
enable investigation of how specific jurisdictional strategies, claims, and
arguments are used by HSWs and their associations. Different methods of
data collection were used in tandem. To enable investigation of jurisdiction-
al work on the associational level, a decision was made to use document
analysis and focus group interviews. The former, focusing on the document
material collected from different HSW associations, served as the main
source of the empirical data analysed, with the latter complementing the
picture where needed. The different sets of data here were meant to re-
spond to different types of research questions. It is primarily this data on
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which the analysis and findings presented in Chapters Six through Eight of
this dissertation are based.

A brief comment on the practical and methodological arguments for the
inclusion of these different types of data in this research is in order. From a
methodological perspective, the approach where data is collected using a
variety of methods is referred to as ‘method triangulation’, and it is predom-
inantly used to enable examination of different aspects of the topic or phe-
nomenon under investigation. The approach has also been termed “saturate
data collection” (Denzin 2006, Glaser & Strauss 2006). Researchers have
found method triangulation useful as a way to increase validity in qualitative
case studies and as a way to saturate perceived information (Vidich &
Shapiro 2006). The method can, however, also be seen as tool to avoid bias,
enlisting as it does for its purposes the power several methods that enable
one to look at the phenomenon under study from different perspectives. The
method triangulation can thus be looked upon as a way to increase the valid-
ity of data, but also as an alternative to validation (Seale 1999, Silverman
2006). For this dissertation, the decision to use a variety of data collection
methods was made in order to form as rich an information base as possible,
to that way be able to examine several different aspects of the jurisdictional
strategies, claims, and arguments used by the professional associations in
question. At the same time, this manner of proceeding was also seen as a
way to help avoid bias in the sample that otherwise would potentially arise
from the particular nature and characteristics of the documents collected.

To enable exploration of the way jurisdictional issues are negotiated by
professional associations using specific jurisdictional strategies, claims, and
arguments, document analysis was used. Associational documents lend
themselves well to the study of jurisdictional work as perceived and actually
pursued by the associations, since they express the associations’ own under-
standing and perception of the stakes, issues, tasks, available means, and
expected outcomes pertaining to the situation at hand and of their own
(possible) role in it. They can, furthermore, be assumed to reflect these
associations’ possible intentions to influence their readership’s thoughts and
acts.

The suitability of documents as research material for this kind of study
has been suggested by a number researchers. Prior (2004), for instance, has
pointed out that while the documents, through their substantive content,
can indeed tell much about some specific matter, they may also be able to
tell us something about the actors involved, and sometimes even about what
these actors intended in acting in certain ways. Documents usually identify
those who authored them, often also including information about other
actors in the context. They describe events as the perceived reality of these
authors. In other words, documents from and by HSW associations ought
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thus to be useful for anyone wishing to investigate the way these associa-
tions perceive their actions. They can, however, also be productively used to
explore what the associations themselves claim they do in performing juris-
dictional work, what their underlying intentions are, and perhaps even how
they perceive the reactions of their context. The precondition for achieving
all this, however, is that the documents included in this research were in-
deed produced by members of the association studied, as only those kinds of
documents can be claimed to yield relevant and valid information about
these association’s efforts and intentions.

As Smith (2008) has suggested, the texts contained in such documents
may also yield descriptions of the intended organizational governance and
information about the ways in which the associations behind the documents
intend or aim to influence their readership. Moreover, according to Lund-
strom (2008), through them one might be able to trace the (re)actions of
other actors over time, and analyse the document authors’ response to these
(re)actions. In other words, the documents produced by the associations can
help one to understand how these associations seek to influence their
immediate audiences, consisting of both members of the association and
outsiders. According to Prior (2004), the content of these kinds of docu-
ments may tell us something about the efforts pursued, about acts that have
been performed in the past. In addition, as Silverman (2006) has suggested,
studying a phenomenon over time through documents might have the ad-
vantage that, unlike with interviews, one can then expect the data source to
provide information that is clearer thanks to its excluding more recent ac-
tions that otherwise might blur it.

The final decision was thus made to study documents produced and au-
thored by HSWs’ professional associations over a period of 20 years. Even if
these documents cannot tell us whether the associations’ actual actions con-
formed to the intentions and claims as described in them, they can still
provide information about how the associations claim to have acted and re-
acted in the negotiation of their specific professional interests. These docu-
ments also reveal whom the investigated professional associations inter-
acted with around their efforts to establish and institutionalize HSWs’ juris-
diction, and, at least to some extent, allow one to trace the reactions of such
other actors involved in the process.

However, as Prior (2004) has also pointed out, when using documents as
a data source for qualitative analysis one needs to proceed with some cau-
tion, given that they might yield data containing some form of interest bias
arising from the document authors’ awareness that their products might be
used as means to influence other actors in specific ways. The documents
collected for this study may, thus, in fact even hide what really happened
and only tell us about how their authors preferred to describe it for their
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readers. The documents consisted of articles selected from the two main
association’s journals (including editorials, feature articles, open letters),
meeting minutes, annual reports, official definitions, and position papers
(most of these also published in the associational journals, others collected
from different official and private archives), and book volumes. It should
also be noted that the purpose of the associational journals was to provide
information on the current and future activities of the publisher association
as well as to publicize and, to varying extents, also debate its positions and
views. Indeed, the documents from German and Swedish associations that
were available and selected for this study varied from one to the other in
this regard, reflecting the different interest of their authors in producing
them (see section below). The documents obtained were, to varying extents,
used by their authors to present and represent HSW externally (Germany)
and internally (Sweden). In Sweden, where these kinds of documents are
more often produced for internal consumption, arguments and reflections
are expressed in them more implicitly. In Germany, where they are more
often intended for both internal and external purposes, different arguments
tend to be presented more explicitly. Owing to this difference, a second data
collection method was thus also used, to complement the data collected
from associational documents.

Focus group interviews with board members of DVSG and SK were ar-
ranged to provide new or complementary perspectives concerning the juris-
dictional work of HSW associations in the two countries. There were two
main motivations behind this choice. The first was to complement the data
gleaned from the associational documents with more specific information
about how the associations believed they could support jurisdictional work
at the workplace level and what they thought they could accomplish in that
regard. The second was to broaden the publicly available “official” infor-
mation already collected with more informal information on the profes-
sional groups’ claims and efforts. The majority of the documents available
for this research can be considered as offering a medium for the associations
to present their official positions and viewpoints to outsiders. The focus
group interviews, in contrast, can be expected to provide a way to address
perceptions, opinions, or values not taken up, discussed, or otherwise
openly presented in documents (Esaiasson et al. 2004). As such, they offer a
tool for investigating politically sensitive matters and themes (Bogner
2005), of which, in the case of HSWs and their associations, jurisdictional
work is one.

Additionally, the focus group interviews were also resorted to to help
deepen the understanding gained from the analysis of documents from both
countries. Compared to the German documents drawn upon, the documents
collected from the Swedish associations were more limited in regard to the
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kind of information they offered. For the most part, the positions, points of
view, opinions, and the like put forward in them were meant for internal
uses only; materials communicating externally the official positions and
points of view of the association were less readily available through them.
Generally speaking, focus group interviews can then, in this kind of context,
provide a means to access the more in-depth reflections of a group of people
on the given theme (Esaiasson et al. 2004). They, moreover, when composed
of people with a shared history as a group meeting and interacting also out-
side the research situation, allow one to reconstruct collective views held by
the group either currently or in the past (Bogner 2005).

In retrospect, one can speculate on the extent to which the focus group
interviews indeed succeeded in fulfilling this task expected of them in this
research. Occasionally, focus group participants indeed presented more
informal information in the discussions, especially during the later stages of
the interview process. Such information could concern questions such as, as
in the case of the focus group interviews with the German informants,
whether DVSG could in fact claim to represent the country’s social workers
in health care in general, or whether the association’s impact on the legisla-
tive process in a certain federated state could be said to have been the result
of mere coincidence instead. The Swedish focus group interviews, for their
part, sometimes yielded enlightening information about the official stance of
the association in question, for instance as regarded its co-operation with
the trade union around professional licensure. Nevertheless, one must keep
in mind that the person conducting the interviews (this author) was a
stranger to the interviewees, which fact must then have, at least to some
degree, had an impact on their answers and responses in the interview
situation. Moreover, at least one interviewed association board member
clearly understood the comparative aspect of the research to mean that it
(and by extension also the interview) was evaluative in nature, even though
it was emphasized that this was not the intention with either the research or
the focus group interviews. Conceiving the purpose of the undertaking that
way must certainly have affected the answers given to the interview ques-
tions.

Associational documents

As Scott (1990) has proposed, the quality of the documents to be analysed is
assessed using general criteria such as the document’s authenticity, credibil-
ity (sincerity and accuracy), representativeness, and meaning. The selection
criteria for documents to be drawn upon in this dissertation were developed
accordingly. To be included in the research, the document had to:
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* be authored by an official representative or board member
of DVSG, SK, or VKF, or a member of the NFS;

¢ include official information distributed to at least
members of the own organization;

* address or touch upon one of three themes related to
jurisdictional work: claimed work tasks, work fields, and
formal jurisdiction for HSWs.

The first criterion comprehends all documents authored by board members
or official representatives of the four organizations studied: the DVSG and
the SK and the VKF in Sweden. In the case of the Swedish NFS, which has no
official representatives as such, documents authored by members of their
official delegations were used.

Especially on the part documents from the DVSG’s journal,24 considerable
efforts were invested in excluding materials presenting other than the as-
sociation’s official opinion. In this case, assessment of “authenticity” (cf.
Scott 1990) was not always easy. It was not always clear, for instance,
whether the debate articles by DVSG board members were authored in their
role as “ordinary” members of the DVSG representing their personal opin-
ions, or as official DVSG representatives representing the associations’ offi-
cial position. For this reason, the kind of texts of this type that resulted in
responses or open letters published by other members of the board in
subsequent issues of the journal were excluded, while articles that had no
follow up in subsequent issues of the journal were interpreted as presenting
the association’s official position.

There was one case in particular where it was difficult to determine
whether the document ought to be classified as authored by the professional
association or by the trade union, in spite of its having an officially named
author. The document, entitled “Policy for socionomer i hilso- och sjukvérd.
Modell for kompetens- och karridrutveckling”, came from Sweden (Akade-
mikerférbundet SSR 2010). In the end, it was nevertheless included, given
that it had been drafted by representatives of professional HSW associations
acting in a role of an expert group for the trade union, and because the docu-
ment itself had been officially adopted by the SK and the VKF as a policy
paper for their purposes (Akademikerféorbundet SSR 2010: 2). The docu-
ment, even though officially a publication of the trade union, discusses ca-
reer pathways for social workers in health care.

The aim of the second criterion was to identify documents that were of in-
terest at least to members of the document publisher’s/authors’ own organ-
ization and had therefore been distributed to (at least) them. These types of
documents were either published on the pages of associational journals or

2 The name of the journal changed a few of times during the period covered by this research.
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sent to the associations’ members separately by regular mail or e-mail. As
regards documents published by the DVSG, however, only documents pub-
lished in the DVSG journal and official written statements published on the
association’s homepage were included. Materials distributed via, or appear-
ing in, the DVSG’s e-mail newsletter were excluded. This decision was made,
in part, for practical reasons, in order to limit the number of documents to
be considered (DVSG publishes or distributes vast amounts of materials),
and, in part, owing to the observation that the most important information
coming from the association was always published either on the pages of its
journal or on its website.

The third and last criterion was meant to, with the help of the three
“themes” included in it, narrow down the materials to only those documents
that yielded information related to HSW work tasks, work fields, and formal
jurisdiction. Following Layder (1998: 101), the three themes here could be
termed “orienting concepts”. This criterion was deemed useful as it was not
always obvious from the titles of the documents coming into question
whether they contained interesting information or not. Consequently, all
articles even superficially touching upon any of the three themes were in-
cluded in the initial data collection. Nevertheless, no document was included
in the final data set and data analysis unless it met all three of the selection
criteria above.

These three selection criteria were used to ensure credibility, authentic-
ity, and representativeness of materials and data. They were, however, also
used to limit the size of the sample and make it more manageable. A vast
number of documents were left out of consideration, and, still, many of the
documents included in the research only contained small amounts of the
kind of information sought. Table 1 below gives a summary of the materials
included in the final data set and analysis, with a fuller description of the
documents and articles involved given in Appendix 1 to this dissertation.
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Table 1 Documents collected for analysis

Name of association

Source

Type & number of documents

DVSG e Mitteilungsblatt der Deutschen e 177 journal articles
Vereinigung fiir den Sozialdienst * 5open letters
im Krankenhaus (1990, 1991, ¢ 3 official definitions
1992, 1993,1996,1997; 4-6 * 44 position papers
issues/year, 8 issues from 1994— * 9annual reports
1995 missing) e 172 board meeting
e Forum Krankenhaussozialarbeit minutes from local,
(1997-2004, 4 issues/year) federated-state & national
e Forum Sozialarbeit und level
Gesundhelt (,2004_2008’ 4 410 documents in total
issues/year, issues no. 3 & 4 from
2008 missing)
¢ Association homepage
www.dvsg.org
SK e Svensk Kuratorsférening (1990— e 20 journal articles
1997, 2 issues/year; total of 5 e 2 published letters
issues missing from 1990 (No. 1), | ¢ 7 official definitions
1991 (No. 1), 1991 (No. 2), 1994 ¢ 20 position papers
(No. 2) and 1996 (No. 2) e 17 annual reports
¢ Official membership information * 109 board meeting
(1998-2004, 1-2 issues/year) minutes from local &
* TAM archives national level
¢ Privately archived meeting * 1 booklet
m!nutes (2,00,4_2008’ 4mtg 176 documents in total
minutes missing)
¢ Association homepage
www.kurator.se
VKF * Association homepage * 6 annual reports
www.vkf.nu (1999-2005) ¢ 15 board meeting minutes
* 3 position papers
24 documents in total
NFS e Various privately archived * 20 meeting minutes

documents (1995-2008, 2
documents/year, total of 5 mtg
minutes missing from 1996,
1997, 1998, 2001, 2002)

e 1 article published in
Svensk Kuratorsférening
(1995 No. 2)

¢ 1 official definition (draft)

22 documents in total

As the table shows, the materials collected from the DVSG cover a large
number of documents spanning the entire research period, with the excep-
tion of the years 1994 and 1995 (journal issues from these two years were
no longer available). All this material was derived directly from the DVSG or
its website. It includes documents of various type and character, ranging

92




from journal articles (e.g., editorials, debate articles, information on past and
forthcoming associational activities, comments issued on government com-
mission reports, draft law proposal, and public regulations) to open letters,
official definitions, position papers, annual reports, and minutes from meet-
ings at the local, federated-state, and national level. The meeting minutes
from local and federated state-level working groups, federal board, and ad-
visory board meetings are in the DVSG’s case published as articles in their
journal summarizing them in easily digestible form. All in all, a total of 410
documents were collected from DVSG that one way or another related to at
least one of the three themes of work tasks, work fields, and formal jurisdic-
tion.

On the Swedish side, a total of 222 documents from the SK, the VKF, and
the NFS were included. Most of the materials were collected from the SK,
with documents from and by the other two associations included to comple-
ment that main material. In the case of the SK, the documents collected in-
cluded the associational journal, membership information mailings, various
materials retrieved from the TAM archives,?s privately archived board meet-
ing minutes, and various materials made available through the association’s
web pages. The documents collected from, and on, this association fully
cover the entire research period 1989-2008, with the exception of a few
individual journal issues and meeting minutes. The journal articles collected
were here, too, of different types, ranging from editorials and information
from the association’s different sections to comments issued on committee
reports, official government investigation reports, draft law proposals, and
draft regulations. Published letters, official definitions, position papers,
annual reports, as well as minutes from board, sectional, and annual
meetings as published in the association’s journal were included as well. All
in all, 176 documents were included. Unlike in the German case, the meeting
minutes included were full copies of the originals (instead of mere
summaries).

The documents concerning the VKF were obtained via the Internet, from
the association’s website that was maintained until around 2010; the
association itself existed until around 2006. This material covers the period
1999-2006, with the exception of two position papers dating from 1996 and
1997. The documents collected, however, cannot be assumed to cover or
even touch upon all jurisdictional activities by this particular association
during 1989-2008. Nevertheless, they complement the materials collected
from the SK. These VKF materials consisted mainly of meeting minutes
(board and annual meetings) and annual reports, even though also three

5 The TAM Archives (Tjénstemdinnens och Akademikernas Arkiv) is an organization offering, among
other things, archival services to trade unions, interest organizations, and professional associations
representing various white-collar and academic occupations and professions; see http://www.tam-
arkiv.se/om-tam-arkiv_about-tam-archives.
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position papers were included, giving a total of 24 individual documents col-
lected. The meeting minutes here were for the most part available in an ab-
breviated, rather formulaic form only, although in some cases they included
the content of held discussions as well.

Last but not least, documents were also collected from the NFS, so as to
round out the data collection on the Swedish side. These documents were
obtained from a number of individual network members, and they mostly
consisted of rather more informal minutes from network meetings but also
one official definition. A total of 22 documents were collected in all. This
brought the total number of documents collected to 632, assembled in the
original or as copies of the originals, and then archived and coded in NVivo.

In analysing these documents, some caution, however, needed to be exer-
cised when comparing what the different associations stated or otherwise
put forth in them as claims concerning HSW tasks, work fields, and formal
jurisdiction. As Smith (2008) has reminded us, what can be written or stated
in a public document is always necessarily restricted. Regarding the associa-
tions’ positions and views related to HSWs’ jurisdictional claims, the docu-
ments collected from them that were addressed to their own profession
might then tell a different story than those that were addressed to outsiders.
Such differences could be discerned in both the Swedish and the German
materials collected.

As even a quick look at the variety of sources used for this research
shows, professional associations in both Sweden and Germany address their
different audiences (members, non-members) differently. To start with the
German case, all the documents collected from the association in that coun-
try were available to both those the association officially represented (its
members, members of the profession) and the wider public (social workers,
other healthcare professionals, corporative organizations such as healthcare
funders and providers, developers of social welfare and health care policies).
In recent times, the association has, however, become more and more con-
scious of this dual audience of its, as can be seen comparing the documents
from it that date from the beginning and the end of the 20-year period inves-
tigated: over time, the amount of unofficial “back stage” information put
forth by it has decreased while more space is being given to open debate on
social policy issues and the presentation of official associational views and
positions. As a result, the representation of association’s official points of
view became more and more frequent in the materials collected for this re-
search.

Unlike in Germany where the journal of the association studied has, even
if with a changing name, been issued continuously up to the present day, in
Sweden there was an associational journal in existence only for the first ten
years of the investigated 20-year period. The association’s journal there was,
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furthermore, issued as an information source for its members only. More-
over, meeting minutes were not provided in an easy-to-read summary
format on the pages of its journal as in the case of the DVSG, but were,
instead, published and distributed unedited. Annual reports on the associa-
tions’ activities and official position papers, on the other hand, were also
published on the Internet. Unlike the board meeting minutes, however, they
were aimed towards external audiences just as much as they are towards
the internal one. The documents collected from the other two Swedish
associations, the VKF and the NFS, were also only available to members,
with the one exception that all the documents produced by the VKF (meet-
ing minutes, annual reports, and official statements) were also published on
the association’s website. In the Swedish case, therefore, the likelihood of
the profession’s internal claims (regarding its work tasks, work fields, and
formal jurisdiction) becoming expressed and thematized in the publications
and documents put forth should thus be greater than in the German case. It
can, moreover, be assumed that the documents circulating among the mem-
bers of the association’s own profession could rely on a certain shared
understanding of commonly used terms and concepts of the profession,
while documents read also by members of other professions could not; in
the case of the latter, there would then to a greater extent have been a need
to focus on the task of defining such terms and concepts. This is then some-
thing to be kept in mind by both the researcher analysing this data and the
reader perusing the presentation that follows.

An additional consideration to be kept in mind is that, in this research,
also meeting minutes presumably having a standard format and style could
differ from association to association. The format in which they were pub-
lished varied quite a lot, affecting not just the accessibility but also the con-
tent of the information provided in them. The DVSG provided them in a
descriptive summary format, the SK made them available in a cursory for-
mat only with little more than the basic facts stated, the VKF issued them in
a rather formulatic form but with a brief summary of the content of the
discussions provided for certain topics. The minutes obtained from the NFS
were rather informally kept notes with, however, more details given, includ-
ing information on different positions and views taken during the discus-
sions. The minutes obtained from the VKF and the NFS thus provided a
better access to the issues discussed in their meetings than the minutes ob-
tained from the DVSG and the SK, which were far more restricted in the type
of information they offered. The utilization of the different forms and
formats for giving out information here could very well have reflected a con-
scious strategy: especially the brief, blurb-like summaries provided by the
DVSG might express a deliberate choice to select the issues for one’s audi-
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ence, to filter information to better produce the effects one intended to have
on one’s readers.

Focus group interviews

Two focus group interviews were conducted, one with board members of
the German DVSG and one with board members of the Swedish SK. The aim
of these interviews was to help complement and balance the data derived
from the documents collected in the two countries. In Germany, this meant,
first and foremost, obtaining additional information of more informal char-
acter on the professional groups’ claims regarding work tasks, work fields,
and formal jurisdiction, to bring to light identify hitherto unexpressed per-
ceptions, opinions, and values concerning these. In Sweden the primary aim
was to improve the understanding of the sometimes cursory, incomplete, or
otherwise obscure information in the intra-group oriented meeting minutes
collected, and to collect descriptions that could be said to represent a more
official point of view. In both cases, however, also kind of complementary
information was collected.

The focus group interviews were conducted in 2010 in connection with
the associations’ regular board meetings. This was necessary in order to be
able to conduct focus group interviews at all, given that engagement in
associational activity in both Germany and Sweden is voluntary at all levels
of the association. Those invited to the focus groups could only join them in
connection with their other associational business that enabled their physi-
cal availability for the purpose.

In 2010, the DVSG board consisted of twelve persons. As Esaiasson and
his co-workers (2004) have suggested, restricting the number of those par-
ticipating in focus groups to four to six is likely to be useful, ensuring all par-
ticipants an equal possibility to be active during the interview. Participant
selection for the German focus group was therefore mainly guided by the
intention to keep the size of the focus group relatively small without com-
promising its representativeness. In co-operation with an official repre-
sentative of the DVSG, five members of its board were then invited to par-
ticipate, in addition to this official representative. All five of the invited focus
group participants worked in somatic and psychiatric hospital settings.

In Sweden, the SK board had only five regularly participating members in
2010. To create a similar-size focus group as in the case of the German
DVSQG, all of them were invited to participate in the focus group. Of them, one
did not work in hospital settings at the time of the interviews.

The interviews were conducted using a semi-structured interview guide
(see, e.g., Andersen 1998). The guide included questions about claimed HSW
work tasks and work fields, and another set of questions about how the
participants perceived the relation between the professional body and the
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workplace level, the impact of the professional body on social and
healthcare policy, and the impact of the society on HSW jurisdiction. Since
the interviews were to be held in German and in Swedish, respectively, the
interview guide, just as all the information given to the interview partici-
pants, had to be designed and written in both languages. To guarantee the
comparability and reliability of the interview questions used in the two
groups, the questions included the interview guide were first discussed with
HSWs in the two countries, soliciting their input. The same interview guide
was then used in both countries, albeit in different language versions, with
the questions, as already indicated, geared to collecting more informal and
“official” views, opinions, positions, and data, as especially in the Swedish
case the information gleaned from the associational documents needed to be
complemented in several different ways. In the German case, however, one
might nevertheless ask in retrospect whether it might have ultimately been
more productive to design the interview questions somewhat differently, so
as to obtain the desired kind of information from the association’s board
members. The interview questions were sent to the focus group participants
in both countries in advance of the interviews, along with written infor-
mation about the research project, the focus groups, and the interview situa-
tion. In Germany, this information package was distributed to the partici-
pants via the above-mentioned official representative of DVSG, and in
Sweden via the chairman of the SK board.

In the accompanying letter to the focus group participants, the focus
group participants were asked to plan for a two-hour interview session with
the group. In the German case, apart from one participant who arrived at the
session about 45 minutes late, the arrangement worked well for all partici-
pants. In the Swedish one, the actual duration of the interview session was
rather closer to 1 % hours, as the majority of the participants had to leave a
little earlier than expected to catch their transportation home. As a result,
the discussion of the interview questions inquiring about how the associa-
tion “officially” viewed its past and future impact on policy and the society’s
impact on HSW jurisdiction was thus cut a little short, leaving the possibility
open that some useful information was perhaps not obtained. It also needs
to be pointed out that, even though it was made clear to the participants that
the intention with the interviews was to obtain from them more information
about their association’s internally discussed, unpublicized positions, con-
cerns, opinions, and the like, it sometimes seemed difficult for them to dis-
cuss these in their capacity as board members of the association, especially
in the Swedish case. There, questions were repeatedly answered from a per-
sonal point of view, instead of trying to formulate and articulate a more “of-
ficial” or representative one. In these cases, where that which the focus
group participants put forward was clearly their own personal views and
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opinions, the data was omitted from the analysis of associational strategies
and claims.

Two special cases were included among the focus group participants
whose role and input is worth noting. On the German side, one of the group
members was the officially assigned representative of his association, the
DVSG. As such, it was only well suited for the purposes of the focus groups
that this person could keep his role also during the interview, and thus per-
haps more readily and capably serve as a conduit for information concern-
ing the “official” positions, views, and opinions of his association. Moreover,
the position this person held in the organization as a member of its paid staff
was a central one, allowing him access to many forums where both informal
and official positions, opinions, views, and statements were discussed within
the association. During the subsequent analysis of the interview session
transcripts, it became very clear that this person indeed had been able to
steer the discussions more in the desired directions and help give them a
more “formal” tone. Very often, this was achieved by directly reminding the
other focus group participants of the fact that it was the associational views,
positions, and opinions that were in focus, not personal ones.

As already noted above, furthermore, among the Swedish focus group
participants there was one hospital social worker who did not work in hos-
pital settings. This person was employed in primary care. The fact was ex-
pected to turn out to be somewhat problematic from the point of view of the
interview aims, as, for instance, when the focus would be on HSW work
tasks and work fields or formal jurisdiction for HSWs. This person’s back-
ground was therefore discussed at the beginning of the focus group inter-
view, with the other group members agreeing that she should participate,
but only when what was discussed concerned matters of more general na-
ture such as formal jurisdiction. In reality, however, it was not always easy
to keep the different themes clearly separate. When this happened, this per-
son’s input in the group, consisting, for instance, of particular circumstances
or specific views presented from the primary care perspective, was excluded
from the analysis.

4.2 The analytical process

The analytical focus on the empirical data in this research underwent some
changes over time. These changes involved aspects such as the analytical
questions posed to the data, the different procedures used to code and inter-
pret it, and the way the collected data were related and compared. Following
these changes in focus, the analytical process came to comprehend three
distinct phases.
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The first phase of the analytical process focused on the associational do-
cuments collected, which were reviewed, coded, and analysed. The aim
during this phase of the analysis could be characterized as orientative. Three
analytical questions guided this initial analysis of the documentary material:

o What, is claimed to constitute HSW work tasks and work
fields?

*  What knowledgebase is claimed?

*  Which regulative instruments for the establishment and
protection of HSW’s professional jurisdiction are
identified?

Coding during this phase was highly influenced by theory, using concepts
from the theory of professions to structure the material and proceeding de-
ductively (see, e.g., Andersen 1998). The comparison work mainly focused
on the ways in which the answers obtained to the above analytical questions
perhaps differed between the Swedish and the German case. However, after
a while this procedure proved to have some limitations to it as it failed to
yield satisfactory answers to all research questions.

As also the focus group interviews had by now been completed, this could
thus be defined as the starting point for the second phase of the data analy-
sis. The theoretical apparatus was now set aside, and re-coding was com-
menced, beginning with a focus on negotiative activities by the professional
HSW bodies and their addressees. Miles and Huberman (1994) have char-
acterized this kind of approach as lying in between deductive and inductive
approaches. Some new questions were posed to the documentary material
and to the focus group interview transcripts. These were:

*  What activities do the HSW associations engage in in order
to negotiate their professional territory?

. Who are the parties involved in such associational
negotiations?

An attempt was nevertheless made to develop a coding system capable of
being applied to activities in both of the countries and revealing differences
as well as similarities between them. This time, codes and relations between
the codes were allowed to emerge from the data itself. Subsequently, rele-
vant literature was consulted to make sense of the findings, involving mostly
literature on organizational theory that tackled concepts such as compliance
and social collective identity. During this phase, a comparative perspective
was applied to examine similarities and difference between the two country
cases on the national level. Findings related to the above-named questions
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were investigated from a historical perspective as well, a procedure which,
according to Rowlinson (2004), can be used in sociological research to ana-
lyse development or change over time. This was done by structuring the ac-
counts obtained regarding certain activities/strategies into a year-by-year
timeline format, inspired by Silverman (2006). This technique was em-
ployed to bring to light differences between the two cases in the use of
certain strategies and activities as these evolved internally over time, but
also in relation to important historical changes such as new national legisla-
tion.

During the third phase of the analytical process, the focus was laid on rhe-
torical aspects of identity development. Specific analytical questions were
formulated towards this purpose. The questions related to the rhetorical as-
pects of identity development were as follows:

. What narratives do the HSW associations in question use
to describe HSW’s past, present, and future?

. How do these narratives describe the relation between the
professional subgroup, the social work discipline, and
other disciplines in the hosting health care setting?

*  What (kind of) central discourses do these narratives
contain?

The aim of these questions was to help one understand the ways in which
HSW associations use narratives in order to form a subgroup-specific pro-
fessional identity. According to Ricoeur (1992), narrating one’s own life
story provides a way for individuals to understand themselves and to de-
velop a narrated identity. In a similar fashion, narratives gleaned from the
empirical data on hand were understood as a way for professions to develop
a collectively shared professional life-story and a narrated professional
group identity. Such efforts describing commonly shared self-perceptions of
one’s own professional subgroup concerned, in the present case, past and
contemporary history of HSW as well as its current situation. The examina-
tion of these narratives showed most of them to refer to three specific dis-
courses recurrently surfacing in the material. These discourses could be
compared to what Bruner (2004) has termed ‘central discourses’, or state-
ments that contain the essential account of a narrative. The narratives may
change over time, in relation to a perceived change in the contextual condi-
tions of the professional subgroup.

Also new questions focusing on the argumentative structure of claims in
claims-making were formulated and addressed to the research material.
These included the following:
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*  Whatkind of claims do the HSW associations raise in their
claims-making?

¢  What arguments do they employ to support these claims?

*  What strategies do they use to make their claims
persuasive and have them accepted across organizational
and disciplinary boundaries?

According to Bergstrom and Boréus (2005), claims-making can be studied
by investigating the arguments used to back up the raised claims. For this
particular phase of the analytical process, relevant theoretical work was
thus once more consulted and examined in order to develop suitable con-
cepts. Both the theory of argumentation and the theory of professions were
drawn upon.

The argumentation analysis here was, however, also inspired by Karlsen’s
(2012) work on arguments’ persuasiveness, sustainability, and relevance.
Argumentation, which is a central element in claims-making, is, according to
Karlsen (2012), dependent on the context where it is performed, as the
terms operationalized and relied on it may have even highly differing con-
notations and importance in different contexts. Consequently, an argumen-
tation analysis of HSWs’ claims-making would need to take into account
whether claims-makers define the terminology they employ in a way that
also outsiders can relate to and understand. The analysis of the claims-
making strategies of HSW associations in this research focused on the ter-
minology and concepts these associations used in advancing their claims
and arguments so as to increase the persuasiveness of their claims-making
in contexts where they had to cross contextual boundaries (in health care,
policy-making, etc.).

4.3 Translation between languages

The ensuring of reliability of research in cross-national comparative studies
also implies a need to reflect on how challenges caused by the use of more
than one language are handled in research. This dissertation is written in
English, but it is based on materials that are in Swedish and German as well
as focus group interviews that were conducted in Swedish and German. In
this section of the dissertation, I will briefly describe how these language-
related challenges were met in this research.

As Ekpenyong (2010) has emphasized, translation is a process of transfer-
ring the meaning of a word, a phrase, and, finally, a paragraph from one lan-
guage to another. As he points out, findings deriving from different contexts
can often be better understood when certain specific aspects and charac-
teristics of these contexts are described and explained. Here such aspects
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are for example those relating to legislature, society, and the organization of
welfare. Chapter Two, the list of abbreviations, and footnotes are used to
describe and convey just such contextual specifics to the reader.

As Baker (1992) has pointed out, full equivalence on the word level can-
not always be achieved in even the best translation, since some words lack
their connotative equivalent in other languages. Idioms and fixed expres-
sions cannot simply be translated word by word; even text structure and the
way in which cohesion is produced may differ. This creates several different
challenges to the translation process. One concerns the translation of spoken
German/Swedish into written English, given how in spoken language there
are always many references to specific contexts and meanings that are not
verbalized explicitly. In this research, this sometimes implied the need to
alter the sentence structures, content, and specific expressions put forth by
the speakers when the translating these into English, especially when quot-
ing from the focus group interview transcripts. The purpose here, however,
was always to be as faithful as possible to the content and the meaning of
the text passages quoted. Also terms and concepts used for context-specific
societal phenomena may have different connotations in different languages,
and may therefore be difficult to understand for speakers of other lan-
guages. Where available, authoritative dictionaries and official translations
by public agencies were used as an aid when translating the names of public
bodies and legislature or specific terms the social work discipline. Neverthe-
less, many of the connotational differences relating to the terms and con-
cepts employed, it was felt, warranted a separate clarification, either in foot-
notes or in the text itself.

4.4 Ethics and the principle of public access to official records

Cross-national comparative research needs to be conducted respecting the
customs and conventions in the host countries (MOST 2012). Moreover,
even where the research topic itself can be assumed to pose no particular
ethical issues, ethical issues relating to the cross-national perspective need
to be addressed. This section attempts to briefly do just that. The data collec-
tion was carried out in two different countries with slightly differing ethical
standards for research and with some differences in the way and extent to
which they regulate public access to official reports. Because of this, it was
simply necessary to accept that the meeting minutes obtained from the
German association were not available in their full originals and could only
be accessed in a summary format. In Sweden, on the other hand, this was not
the case and the meeting minutes could be obtained in their full originals. To
protect confidentiality, however, all names have been omitted when quoting
from them. Journal articles as well as meeting minutes and documents avail-
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able on websites are nevertheless considered public documents in Sweden.
The names of their authors are therefore included in the list of references
below.

The interviews with association board members were conducted accord-
ing to the Swedish laws and regulation, as this research was carried out at a
university in Sweden. Written information on the purpose of the research
and its aims and the interview guide were sent to all participants in advance.
Information concerning the degree of anonymity for research respondents,
however, was given to the German participants in more detail, given the dif-
ferences in privacy regulations between the two countries. All participants
gave their informed consent. The regulations and guidelines applied to were
the Public Access to Information and Secrecy Act (Offentlighets- och
sekretesslag, OFS 2009), the Swedish Freedom of Press Act (Tryckfrihetsfér-
ordningen, TF 1949), Law on Ethical Review of Research Concerning
Humans (Etikprévningslag 2003), and the ethical guidelines for academic re-
search by the Vetenskapsrddet (2009).
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5 Hospital Social Work Associations in Sweden and
Germany

The aim of the present chapter is twofold. On the one hand, it presents the
broader associational context in which professional bodies for social work
and HSW operate in the two countries. On the other hand, it analyses the
character of the two main professional bodies involved, the SK and the
DVSG, and the ways in which they made their members and other HSWs
comply with the standards and definitions they were developing. As a first
step, HSW and its associational landscape in both countries will be pre-
sented, followed by a short overview of the SK’s and the DVSG’s history. As a
second step, the professional bodies’ expressly articulated aims and visions
are discussed. Becher’s (1999) term ‘professional bodies’ and Etzioni's
(1961) theory of organizational compliance are used to analyse the self-
ascribed roles as well as the organizational structures of the SK and the
DVSG, along with their impact on the characteristic development of
subgroup-specific professional identity in their cases. The chapter, however,
also examines how the organizational structures of the two professional
bodies impact on HSWs’ compliance with regard to the various suggestions
and recommendations made by them. The chapter concludes with a
comparative summary.

In the theory of professions, professional bodies are often seen as im-
portant actors in the promotion of professions’ jurisdiction. The particular
characteristics of professional bodies concern their internal structures, the
diverse interests their members pursue, and the means of power the profes-
sional bodies have available to themselves to, for instance, exert influence
over their members and in relation to other actors in society (Becher 1999).
The power of a professional body can also be measured by its ability to de-
velop and maintain a subgroup-specific professional identity (Siegrist 1990).
The internal organizational structures, aims, and vision of a professional
body can be used to improve members’ and other interested professionals’
voluntary adoption of, and compliance to, the organizational definitions and
standards being developed concerning the professional subgroup’s specific
identity.

Like other professional bodies, also the professional bodies organizing
HSWs depend for their existence on professionals to organize. A quick over-
view of HSWs and their approximate numbers in the two countries com-
pared is therefore helpful. Table 2 gives the number of professionally
practising HSWs in Germany and Sweden. It should be noted here, however,
that the figures available from SKL and Destatis are not fully comparable, as
they include somewhat different HSW fields. In Sweden, the figures include
all employed staff in regional healthcare social services, that is to say, both
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those social workers working in primary care and those working in hospital
care. In Germany, the figures only include social workers employed in hos-
pitals; healthcare social workers employed in out-patient care settings such
as primary care and social-psychiatric services and in other out-patient
healthcare services are excluded from them.

Table 2 Number of professionally practising HSWs in Sweden and Germany
(Source: SKL 2013, Destatis 2013)

Year No. of hospital social No. of healthcare social
workers in Germany workers in Sweden

1994 4,600 (0.06 per 1,000 3,400 (0.4 per 1,000
inhabitants) inhabitants)

2004 8,400 (0.1 per 1,000 3,700 (0.4 per 1,000
inhabitants) inhabitants)

2008 6,900 (0.08 per 1,000 4,800 (0.5 per 1,000
inhabitants) inhabitants)

As shown in table 2, the number of social workers employed in Swedish
healthcare social services has increased by approximately 30 per cent since
the beginning of the 1990s. Approximately 3,400 HSWs were employed in
county-organized health care in Sweden in 1994, compared to 4,600 social
workers in hospital health care in Germany that same year.26 Until 2004, the
number of professionally practising social workers in health care increased
somewhat in Sweden while increasing by more than 80 per cent in Germany.
Between 2004 and 2008, the number of HSWs in Sweden continued to rise,
while in Germany it went down. Even if the figures obtained from Destatis
(2013) and SKL (2013) are then not fully comparable, however, it seems evi-
dent that considerably more HSWs are employed in Swedish than in German
health care. These HSW practitioners are the main recruitment basis of the
professional HSW bodies in the two countries.

5.1 Associational landscape in Sweden

From an Internet search on Swedish HSWs’ professional bodies in 2008, an
associational landscape as shown in Figure 1 emerges. (Circle size does not
indicate the actual size of the professional body in question, in terms of its
membership base, while overlap indicates the integration of members of one
association into a section of another.)

% No figures were available for health social workers in Sweden for the years preceding 1994.

106



Figure 1 The associational landscape of HSW in Sweden (July 2009)
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In the country, two trade unions, the Vision (formerly SKTF) and the Akade-
mikerforbundet SSR (SSR), represent social workers’ professional interests.
The bigger one of the two, the SSR, represents social workers’ and other aca-
demic professions’ interests, while Vision mainly represents the interests of
a variety of (non-academic) occupations within the social welfare sector and
social workers employed in public service areas (Wingfors 2004). Approxy-
mately 80 per cent of all the country’s social workers are trade union mem-
bers. Those represented by SSR are social workers from larger subgroups of
the profession such as social workers working in welfare services, and
minor groups such as social workers working in schools and in health care.
From the perspective of the SSR, professional interests such as, for example,
licensure are not pursued only as a specific interest of HSWs, but because
these are perceived as conforming to the interests of social workers in
general. The Vision has not demonstrated any interest in advancing licen-
sure for social workers at all (cf. Wingfors 2004). The SSR is listed as an offi-
cial referral organization for public investigations by the Swedish state.

In Sweden, the association for research and practice in social work (Fér-
bundet fér forskning i socialt arbete, Forsa) does not aim at pursuing the pro-
fessional interests of social work in general. Instead, it aims at improving the
relationship between social work practice and research. In the documents
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obtained from the SK, early 1990s’ connections between the SK and Forsa
are brought up at times. HSWs seem not to be actively participating in this
organization.

The NFS was set up towards the end of 1995, and during the time period
covered by this research it was financed by a research fund.2” The network’s
aim is to provide HSWs in research with a possibility to meet and exchange
experiences and knowledge regarding social work research in hospital
settings. It has no representative function towards the trade union. Like
Forsa, it seems not to pursue the political interests of the professional sub-
group. Nevertheless, it seems to function as a forum where HSWs engaged in
research meet to discuss matters concerning HSW as a profession and HSW
research in especial. The network’s relationship to the other professional
bodies for HSWs is difficult to determine based on the empirical data avail-
able. Both Forsa and the NFS can be characterized as politically independent
non-trade union interest organizations.

When it comes to professional bodies aiming to represent genuine HSW
interests in healthcare policy making, there exist a variety of different organ-
izations in Sweden. There is, for instance, a professional body for health
social workers in children’s psychiatric care (Féreningen Barnpsykiatriska
kuratorer) and another one for health social workers in palliative care
(Socionomer i palliativ vdrd, SiP). A further professional body for HSWs in
psychiatric care for adults (VKF) seems to be in decline, however, at least
judging from the low level of activity traceable to it on the Internet. At the
same time, the number of members in the section for adult psychiatry in the
fourth professional body, the SK, has been on the increase. This organization
represents a variety of the specialties found among HSWs and is organized
into several sections. The different sections represent HSWs working in
women’s health, ophthalmology, emergency rooms, rheumatic care, primary
care, and care for disabled children and adults, in addition to HSWs engaged
in leadership and managerial position. Membership in SK, as in each of the
other professional bodies above, is voluntary.

None of the professional bodies SK, VKF, health social workers in pallia-
tive care, or health social workers in children’s psychiatry are referral part-
ners for government investigations independently from the SSR in the coun-
try. Together with other HSWs in health care, they represent HSW interests
towards the SSR via an advisory panel.28 In professional policy matters, HSW
interests become then represented through the SSR. Due to the size of the
unions as well as their established role in policy making in Sweden, the SK is
rather dependent on the trade union. The SK, the other associations for

2" FORTE (former FAS, Forskningsradet fér arbetsliv och socialvetenskap).
8 HSWs advisory panel (Yrkesrdd for kuratorer)

108



social workers in health care, and the NFS therefore co-operate with one
another where it concerns matters of common interest to them.

This existence of a great variety of professional bodies for HSWs can be
understood as produced by a process of diversification. It could be inter-
preted as the assertion and display of internal boundaries within the sub-
group, emphasizing differences in interests and needs between the specific
subgroups of HSWs rather than their mutual similarities, especially when it
comes to the relationship between somatic, psychiatric, child and palliative
care. To be able to become member of any of these professional associations,
a university degree in social work is required; membership is voluntary.

Table 3 SK in numbers (sources: Neergaard 2013, SKAR001)

Year Number of members Membership fee
(approx.)

1991 560 SEK 160 (approx. € 16)

2008 250 SEK 200 ( approx. € 20)

As Table 3 above shows, the number of SK members has decreased con-
siderably over the past 20 years (by 45 per cent), from 560 in 1991 to 250 in
2008. Having represented approximately 16 per cent of all HSWs in 1991, it
only represented 6 per cent of them in 2008. The membership fee in 2008
was approximately 20 euros. During the years 1989-2008, the board con-
sisted of between 11 and 6 active members who involved in the
development of the association and the pursuit of the aims of the
association. During all the years, the board of the SK consisted of 100 per
cent women. All active members in the association work for it on a voluntary
basis.

Of all the professional bodies for HSWs in Sweden, especially the organ-
izational structure of the SK speaks of an ambition to include HSWs from
diverse work fields and represent HSW interests more generally. Drawing
on Etzioni’s (1961) term ‘organizational scope’, especially the SK may be
interpreted as taking measures to embrace the interests of a wide range of
HSWs working in different health care settings. However, membership in it
is restricted to actively practicing HSWs only, thus excluding, for example,
social work researchers and teachers with a focus on HSW who are not HSW
practitioners. From an internal perspective, as Etzioni (1961) has noted, the
inclusion of persons representing professional symbolic power can be used
as a means to improve social control and improve the voluntary compliance
of members. The exclusion of research and teaching professionals may thus
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impact members’ willingness to comply and submit themselves to the social
control of the professional body.

SK: Aim and vision

As stated on its homepage, the SK wants to promote a holistic and psycho-
social perspective on all levels of HSW (Svensk Kuratorsforening 2007). It
wants to promote and develop academic education of HSWs at both basic
and advanced levels, and support the development of social work methods.
The SK aims to represent its members, support them in their professional
role, and facilitate co-operation between its members. It also wants to facili-
tate co-operation between HSWs and other professional groups, promote
discussion of health care-related and broader societal problems and issues,
and promote international co-operation. Yet another of its aims is to inform
decision makers about the role of the SK (Svensk Kuratorsférening 2007).
The association’s board works on a voluntary basis and the organization
employs no administrative staff. According to Becher (1999), professional
bodies such as the SK that aim at representing professional interests but
lack licensure, provide services like conferences and journals to its mem-
bers, have a voluntary membership, and are run vocationally without paid
administrative staff, can be termed professional associations. The SK’s aims
and visions can be understood as describing it as precisely such a profes-
sional association, albeit one with a possible tendency towards becoming a
professional interest organization, given that the services offered or pro-
vided by the association are focussed on social activities with any more
ambitious collective-level services limited to organizing an annual congress
(ever since the cessation of the association’s journal).

SK: History

According to Fredlund (1997), the founding of an association for HSWs was
delayed in Sweden by ongoing disagreements concerning HSWs’ formal
training requirements. Many HSWs in the 1920s and the 1930s were nurses.
Ultimately, the disagreements were nevertheless settled, and the SK was
founded in 1944. The new association’s formal membership criteria were
tied to social work training (socialinstitut). Soon, the SK claimed itself the
role of the public voice of HSWs, providing an important source of infor-
mation for HSWs and a forum were social workers could together develop
their competences as well as develop common positions and views on mat-
ters of public importance. The association also became a referral organ for
public investigations around issues of relevance to HSWs. Social work com-
petence was one of the first major issues the association started tackling in
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its early years, with one of its first undertakings being the organization of
seminars for HSWs.

The SK, furthermore, created the first nation-wide questionnaire inquir-
ing HSWs’ formal competences and working conditions in the middle of the
1950s (see Fredlund 1997). The results of this survey then provided the ar-
gumentative base for an official proposal that HSWs’ annual caseload be
limited to no more than 400-450 cases. The association also played an ac-
tive role in state investigations, for example by drafting guidelines regarding
future demand of HSWs in mental health care.

The association became even more active in the 1960s when the issue of
specific HSW units within hospital organizations increasingly moved into
focus (see Fredlund 1997). There were disagreements between the National
Board of Health and Welfare and the SK concerning organization of the HSW
work force, however. While the state administration proposed submitting
HSW units to the hospitals’ social medicine departments, the SK argued that
HSW units should be placed directly under the hospitals’ top management.
In the late 1960s, the National Board for Health and Welfare also created
and distributed guidelines concerning, among other things, HSWs’ main
work tasks (Normalinstruktionen), developed in collaboration with the SK
and subsequently adopted by Landstingsférbundet, the association of Swe-
dish county administrations. The guidelines thus came to constitute the offi-
cial frame for HSWs work in health care. The SK also actively asserted HSWs’
need for local introduction and continuing education within hospital organ-
izations, and apparently also itself offered further education courses for
regular and top-level HSW personnel (Fredlund 1997).

In the 1970s, the SK could then claimed success by developing statistical
report systems that pointed to current and future demand for HSW.
Towards the end of the 1970s, the association also proposed integrating
social workers into primary care organizations. During the early 1980s, the
association collected statistical evidence for its case, leading to a re-evalua-
tion of the former guidelines of the National Board of Health and Welfare.
During the 1980s, the SK also sought the collaboration of the trade union in
the area (SSR) to put forward its claim for HSWs’ licensure (Fredlund 1997).

From the early 1950s until the 1960s, all Nordic HSW associations jointly
published one common journal which mostly provided descriptive infor-
mation derived all national associations. Seminar session minutes, course
records, information on international conferences, debate articles, book tips,
and articles about practice in HSW, and official statements and comments on
draft law proposals and government investigation committee reports were
among the kinds of items published (Fredlund 1997). When the Nordic
collaboration ended, the SK at first attempted to continue the journal project
bringing out a Swedish version of it. However, in the late 1990s, the
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publication of also this journal ceased. Today, the SK mails out to all its
members various kinds of membership information once or twice a year,
including, first and foremost, invitations to seminars and minutes from the
association’s board meetings.

Even this brief glance at the history of SK shows that even though the as-
sociation has to rely on voluntary membership, its scope can be described as
having been narrow from the very beginning, excluding hospital social
services practitioners with other educational background in fields than
social work. It also indicates, however, that the association seems to have
been recognized as an official representative for the professional subgroup
at least from the 1960s on, with influence on the macro level (e.g., its claims
concerning caseload), and on the developments bringing the extension of
social work to other healthcare areas such as psychiatry and primary care.

To sum up, the associational landscape in Sweden has tended toward
diversification where differences within the professional subgroup of HSW
are stressed more than the similarities. Parts of the symbolic elite, such as
researchers of HSW, are excluded from membership in the SK, affecting the
association’s internal sources for symbolic power that could be used to
control members’ compliance. Also the scope for the association is focused
on HSWs with formal training in social work. Historically, it seems evident
that the SK has come to be seen as representing HSWs, having today an abil-
ity to influence policy making on specific issues.

5.2 Associational landscape in Germany

In Germany, the associational landscape looks rather different compared to
Sweden, as shown in Figure 2. (Circle size does not indicate the actual size of
the professional body in question, in terms of its membership base, while
overlap indicates mutual membership.) The picture presented here, too, de-
rives from available Internet information collected in 2008.
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Figure 2 The associational landscape of HSW in Germany (July 2009)
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In Germany, there are three professional bodies related to HSW interests. On
the one hand, there is the trade union, the Deutscher Berufsverband fiir
Soziale Arbeit e.V. (DBSH). As in Sweden, the trade union represents the in-
terests of a variety of academic professions within the social science field, of
which social work is but one. While it, predominantly, represents employee
interests, it also represents social policy and professional interests for the
social work profession in general. In this capacity, it represents approxi-
mately three per cent of all social workers in the country (Engelke 2004).
The German Society for Social Work (Deutsche Gesellschaft fiir Soziale Arbeit
e.V.,, DGS), on the other hand, is a politically independent voluntary organ-
ization uniting the interests of, mostly, members of social work and social
pedagogy faculties at universities of applied sciences and other universities
(Staub-Bernasconi 2007).

Today, the professional body DVSG represents the interests of all social
workers in a wide range of healthcare settings, including specific HSW in-
terests. Historically, however, it is an association representing the interests
of social workers working in hospitals. Its scope covers some permanent
subgroups. HSWs from “speciality” fields such as psychiatric care and addic-
tion, in-patient somatic hospital care including emergency room care,
rehabilitation and integration, as well as geriatrics and eldercare are repre-
sented through their own sections, as are HSWs working in preventive
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health care. Other sections relate to common interests of all association
members, handling matters like public relations, the association’s journal,
healthcare and social policy, quality development, education, and research.
Tasks and interests judged to be of temporally limited nature are dealt with
in project groups such as those for ethics and oncology.

The DVSG and the trade union DBSH have mutual membership in each
other’s organizations. Both of them are independent professional bodies,
equal in size and political power. Also the DVSG and the DGS have mutual
membership in each other’s organizations.

The associational landscape of HSW in Germany can be characterized as
dense, given that association in this case is concentrated on just a few
professional bodies. The representation of specific HSW interests by one
professional body can be perceived as underlining the similarity of interests
between social workers from different healthcare fields.

Table 4 DVSG in numbers (sources: Miiller-Baron 2013, GAR001)

Year Number of members (approx.) Membership fee

1991 800 (incl. 190 organizations) DEM 90 (approx. € 45) on average

2008 1,400 (incl. 400 organizations) In East € 60, in West € 80 (HSW
practitioners) or € 100 and up
(organizations)

As Table 4 above shows, the number of DVSG members has increased by 75
per cent since the early 1990s. The DVSG may therefore represent up to ap-
proximately 16 per cent of all employees in hospital social services today.
The organization also allows individuals with social work degrees and other
educational backgrounds as well as social work researchers and educators
to sign up, as it does healthcare organizations. The only strict requirement is
to commit to supporting the interests and development of HSW. Member-
ship fees in 2008 ranged from 60 euros to over 100 euros, being different for
organizations and individual practitioners as well as depending on the size
of the organization and whether the practitioner was employed in the for-
mer East or West Germany. In consequence, also other professionals and
even hospital firms, health insurance funds, and other corporative organiza-
tions can become members, to promote the development of social work in
health care. Counting members and representatives in the DVSG board, advi-
sory board, sections and regional work groups in the federated states, the
DVSG has more than twenty active members in 1989 and nearly 40 active
members in 2008. Board and work group representatives on the national
and federated states level of the DVSG were together comprised of 35 per
cent men and 65 per cent women, compared with 67 per cent men and 33
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per cent women in 1990. Even if most members work voluntarily for the
DVSG, there were also 1.5 full-time employees working in the association’s
offices: one person working half time with administrative tasks and another
person working full time on mainly public relations, representing the DVSG
externally vis-a-vis the press but also in other official connections.

Drawing on Etzioni’s (1961) term ‘organizational scope’, the DVSG can be
characterized as aiming at a broad scope, since it aims at including within it
interests of HSWs working in increasingly diverse segments of the
healthcare environment. Membership criteria are much less rigid than in
Sweden and relate mostly to just willingness to pursue shared interests. As a
result, even teachers and researchers of HSW can sign up. According to
Etzioni (1961), this influences other members’ willingness to comply with
the definition of their professional attributes, standards, and regulations by
the DVSG, impacting the organization's ability to exert social control.

DVSG: Aim and vision

The tasks and aims of the DVSG are presented on the DVSG homepage (DVSG
2009). The association aims at promoting the exchange of information
between research, education, and clinical work, and fostering possibilities to
exchange experiences and engage in co-operation, both internally within
social work and externally with other professions and disciplines. The DVSG
also promotes further development of quality aspects in HSW by either itself
conducting or collaborating around research, by developing standards, and
by issuing professional regulations for members concerning clinical social
work. In addition, it promotes the development of structural concepts for
social work and its content in healthcare settings.

The DVSG aims at furthering the inclusion of social aspects in medical in-
tervention and rehabilitation. Towards this end, it publishes its official posi-
tions on healthcare and social-policy matters and comments on public policy
documents like official reports and policy proposals. The DVSG informs and
counsels politicians, administrations, and the professional public about HSW
matters, and co-operates with decision-making bodies in health care and
social welfare.

The association further offers advisory and informational services. It edits
and publishes a professional journal for social work in health care (com-
bined with an academically oriented supplement in clinical social work). It
also organizes professional meetings, conferences, seminars, and further
education opportunities for its members, and handles public relations tasks
vis-a-vis the wider society (DVSG 2009).

According to Becher’s (1999) categorization of professional bodies, the
DVSG can be termed a professional association. Nevertheless, that it em-
ploys paid staff and provides rather extensive services to its members could
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also be seen as indications of its being in the process of gradually transform-
ing into a professional institution. On the other hand, the fact that members
of other professions and diverse organizations may take up a membership in
it rather suggests proximity to interest organizations instead. Following
Etzioni’s (1961) characterization of voluntary organizations in general, the
DVSG could be said to be exercising social control by promoting the inter-
nalization of specific associationally approved knowledge and collectively
defined professional attributes characterizing HSWs through ritualized as-
sociational activities such as continuing education, seminars, and confer-
ences.

DVSG: History

As described by Reinicke (2001a), the DVSG was founded by two HSWs in
1926 in Berlin.2 The organization was intended as an arena for HSWs to
publicly discuss problems they experienced in their work. Another aim
given for it was to raise issues relevant to HSW also at the level of corpora-
tive bodies such as, for example, the German Hospital Federation. In his
opening speech to the DVSG, the director of the German Hospital Federation
acknowledged the importance of HSW as the third pillar in health care
besides medicine and nursery, pointing out that physicians as well as
administrators could learn much about HSW through the newly founded
DVSG. The DVSG management and board were composed by HSWs from the
very beginning. The aim of the DVSG has always been to collect national and
international experiences regarding HSW, to adapt knowledge from abroad
to the German context, and to disseminate research findings among the
association’s membership, for example through continuing education
offered to HSWs. Due to its corporative character and the structure of the
welfare state, the DVSG has had both social workers and public corporative
bodies (German Statutory Pension Insurance Scheme, the German Hospital
Federation, National Association of Statutory Health Insurance Funds, etc.)
as its members.

Even here, though, there were disagreements from the very beginnings.
Reinicke (2001a) has described how, motivated by their differing interests,
various welfare organizations viewed the DVSG with suspicion, believing it
to be aiming at a position where it could influence the basic education of
HSWs that had hitherto been the turf of these organizations. Discussions
around this issue continued until 1933. The two founders of the DVSG, how-
ever, representing as they did HSW interests, held on to their idea that inte-
grating as many interests as possible would also serve HSW interests best.
In consequence, the DVSG board had unusually many members from early
on, with the intent of that way representing the interests of a maximum

» Hedwig Landsberg and Anni Tiillmann.
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number of different healthcare service actors. Nevertheless, the leading
positions in the association were always held by HSWs, even if its chairmen
of the board came from other professions in the early stages of its existence.

Seminars and conferences for professionals were one of the most im-
portant instruments the DVSG resorted to in order to discuss and dissemi-
nate experiences and knowledge. The topics discussed in the association’s
early days remain debated still today, such as the high workload of HSWs
and the organizational structure of HSWs within hospital organizations.

From 1933 to 1945, the DVSG and HSW more in general voluntarily
joined the Nazi Party’s public healthcare agenda (Volksgesundheitspflege),
for example by dismissing now undesired board members (for example
Hedwig Landsberg), by helping to implement the Party’s racial hygiene pro-
gramme, by organizing social care for war victims and the return of im-
paired slave labourers to their home countries. Following the end of the war,
the DVSG was liquidated, only to be re-founded in 1947, now with the earlier
dismissed founder of the association once more as its director.

Since 1979, also the association’s chairmen of the board have been social
workers (Reinicke 2001a). Following the German reunification, some of the
DVSG’s most pressing tasks were the integration of East German hospital
welfare workers and dissemination of information about the importance of
participating in corporative negotiations in the new federated states. Its
other major tasks had to do with the formal integration of HSW into the legal
framework of the federated states, HSWs’ statutory professional secrecy,
and the creation of guidelines concerning work tasks, quality management,
the integration of HSW into disease management programmes, the integra-
tion of HSW into corporative contracts and quality programmes, as well as
the organization of training courses for HSWs and research co-operation. In
response to changes in the country’s healthcare sector in the 2000s, the
DVSG amended its statutes in 2003, opening up the association for social
workers in all healthcare sectors (DVSG 2006). Today, the DVSG is included
in the Federal parliament’s official list of referee organizations for parlia-
mentary hearings around healthcare issues.

As the history of the DVSG shows, the corporative healthcare organization
and changes to the healthcare sector in Germany have impacted on how pro-
fessional HSW interests are perceived to be represented most effectively. A
broad scope, including the representation of interests also other than HSWs’,
was implemented from the beginning. However, a successive retreat of
many of these competing interests can be witnessed as taking place through-
out the 20t century in the association, especially on the part of the key posi-
tions in it. More recent membership data show the majority of the members
to today be individual HSWs, with a significantly smaller (but growing) par-
ticipation of HSW employers. As also the historical record indicates, the as-
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sociation has throughout its existence (with the exception of the National
Socialist era) been perceived as the official representative of HSWs, and it
seems capable of influencing macro level healthcare policy making on issues
such as HSWs’ caseload, HSWs’ work task descriptions, and the extension of
social work to other healthcare areas besides hospital care.

In summary, the landscape of the professional bodies concerned with
HSW interests in Germany can be characterized as dense, with just one as-
sociation representing all HSWs. Externally, this way of organizing the pro-
fessional interests of HSWs can be said to be highlighting similarities
between HSW fields rather than their differences. Also the internal structure
of the association supports this impression, given that, even though the as-
sociation’s different sections each deal with a different HSW work field, they
at the same time focus on the common interests of all HSWs. The mutual
membership between trade union, the German society for Social Work
(DGS), and the DVSG can similarly be understood as underlining similarities
between the interests of these professional bodies, thereby pronouncing the
affiliation of HSW to social work. The broad scope of the DVSG allows
membership of both individual HSWs and HSW employers. The inclusion of
symbolic elite drawn from research and education in the association can be
assumed to affect the association’s ability to motivate its members’
compliance and exert social control. The DVSG is seen as an official
representative of HSWs and has the ability to impact policy making on
health care issues.

5.3 Comparative summary

As described above, the associational landscapes for HSWs in Sweden and
Germany are quite different. In addition, as shown in Chapter Two, the legal
conditions of HSW in the two countries differ as well. Table 5 below gives
the main differences in the two countries’ associational landscape and as-
sociational activity.
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Table 5 Sweden and Germany: main differences in associational landscape and

activity

Differing aspect

Sweden

Germany

Type of professional body

Association tending toward
interest group

Association tending
toward professional
institution

Associational landscape

Diversified

Dense

Representation of HSW
interests

Rather narrow representation
of specialties’ interests;

Rather generalized
representation of social

assertion of differences
between HSW fields and vis-
a-vis social work

work; assertion of
similarities between HSW
fields and vis-a-vis social
work

Individual, organizational,
and mutual membership
for all with an interest in
promoting HSW interests;
including professionals
with symbolic power (SW
teachers and researchers)

Membership requirements (SK
and DVSG)

Individual membership for
HSWs with a university
degree in social work; only
including social work
researchers who at the same
time continue working as
HSW practitioners

Publicizing of HSW interests Internal membership
information; dissemination of
information mostly to

members

Professional journal of
social work in health care,
including an academic
supplement on clinical
social work; dissemination
of information to broader
public

Membership services (SK and
DVSG)

Professional exchanges,
conferences

Professional exchanges,
seminars, conferences,
further education

Both the SK and the DVSG could be roughly defined as a professional as-
sociation. Nevertheless, there are some significant differences between
them. While the German HSW association DVSK could be described as in-
creasing assuming the characteristics of a professional institution, the Swe-
dish HSW association SK rather tends towards becoming a professional in-
terest group. The SK represents HSWs mainly via the trade union, while the
DVSG represents HSW interests independently.

Considerable differences between the associational strength of the SK and
the DVSG also exist as regards their size and their economic and other or-
ganizational resources. The DVSG has more than five-and-a-half times larger
membership base than the SK. The differences in economic resources, how-
ever, are even larger, with even the average membership fee of the German
association nearly four times higher than that of the Swedish one. It can,
moreover, be presumed that the German association also has additional in-
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come sources, deriving from the sale of its professional journal and other
publications and from its role as an offerer of education opportunities.
These resources enable the DVSG to employ paid staff in its administration
and other strategic tasks, while the SK has to entirely rely on voluntary work
by its members. Over time, the German association’s strength can thus be
characterised as increasing, both in membership numbers, economic and
human resources. In contrast, the strength of the Swedish association can be
described as weakening due to decreasing membership numbers. These in-
creasing differences between the two associations in strength are magnified
by the fact that fees for a regular DVSG-membership are five times higher.
Differences between the two cases are also obvious even when it comes to
the associational landscape in the two countries. In Germany, the landscape
can be defined as dense, with one professional association representing all
HSWs. Here the professional association, the research association, and the
trade union have mutual membership, implying collaboration in an organ-
izationally structured way around important questions. In the German case,
the above characteristics can be defined as asserting similarities in interests
amongst HSWs and in relation to the social work profession in general. In
Sweden, on the other hand, the associational landscape can be defined as
diversified. HSWs are organized into different professional associations
representing different specialties of HSW and their specific points of view. In
relation to the trade union, the SK has the role of a referee. In the Swedish
case, however, they can be seen as underlining internal differences between
the interests of HSWs and those of diverse healthcare fields, as well as differ-
ences in interests between the trade union and the HSW association.
Membership requirements, too, differ between the German and the
Swedish association. The professional association in Germany has opened its
membership to all individual and organizational actors who are willing to
promote HSW interests, including researchers and university teachers. The
Swedish association, on the other hand, accepts only HSWs with university
education in social work who actually work in hospital social services.30
Especially in voluntary organizations, the fact whether professionals with
symbolic power are included or excluded may have implications for mem-
bers’ motivation to comply with the organization’s official positions and the
organizations’ ability to exert social control over their members in the ap-
plication of collectively approved professional definitions and attributes.
One indicator of a more public representation of HSWs’ interests is the
possible publication of an official professional journal for social workers in
health care. This is done by the German association, whose publication is
even available to the interested public. In contrast, the Swedish association’s

3% At the same time, both the DVSG and the SK stress social work competences as a prerequisite for
practising HSW.
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publication forum is limited to internal membership information. Etzioni
(1961) has described how compliance in voluntary organizations is facili-
tated by downward information supply and how voluntary organizations
attempt to extend their scope by reaching out with information to non-mem-
bers. The use of professional journals available to a public larger than just
the strict membership base of the association can then be interpreted as an
effort to broaden the scope of the association. This was the case in Germany
but not in Sweden.

Additionally, the SK enables its members to exchange experiences with
one another and invites them to conferences; however, the association itself
does not provide further education. In Germany, in contrast, the association
arranges a variety of further education training courses for HSWs, in addi-
tion to its other membership services as already noted. As Sarfatti Larson
(1979) has observed, professional bodies can utilize education in order to
exert social control through the internalization of certain associationally ap-
proved knowledge. Ritualized activities such as conferences, seminars, and,
in especial, further education and exchange of experiences within the as-
sociation itself, can thus be perceived as enabling social control by the as-
sociation: all these can be used to promote internalization of specific
knowledge. In this context, encouraging members to exchange experiences
and support one another, as in the Swedish case, can be understood as a way
to exert an individualized form of social control in which the association is
less able to control the content. Further education in associationally ar-
ranged courses, on the other hand, can, as in the German case, be under-
stood as offering a means for the association to exert social control in a
structured way that allows the content of the course to remain tightly
controlled.
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6 Developing and Controlling a Collective Identity

In this chapter, hospital social workers’ internal jurisdictional work efforts
in Sweden and Germany are described, analysed, and compared. The juris-
dictional work here represents intra-professional strategies for establishing
and controlling a specific professional group identity. More in particular, the
chapter investigates the concrete means by which HSW associations in the
two countries have used to establish and maintain a collective professional
identity for HSWs.

The term ‘jurisdictional work’ offers a way to describe the process of de-
veloping and maintaining professional boundaries and shared professional
goals in negotiation with other members of the profession (cf. Abbott 1988,
Gieryn 1999, Macdonald 1999). The claims-making connected with this
work usually concerns the profession’s distinct professional attributes such
as a particular knowledgebase, classification systems, work tasks, methods
for diagnostic inference, and approaches to treatment including treatment
skills. These are often described as defining symbolic commonalities within
and between professions (Abbott 1988, Etzioni 1969, Grimen 2008,
Macdonald 1999, Oeverman 2008). At the same time, however, when it
comes to organizations with voluntary membership, the development and
control of such distinguishing professional attributes and goals as well as
their symbolic implications can be understood in terms of group identity
development and compliance (Etzioni 1961, Jenkins 2004).

As the empirical data shows, the jurisdictional work of HSWs’ profes-
sional associations in Sweden and Germany aims at the development and
maintenance of a collectively agreed professional group identity for HSWs.
This process has several distinct dimensions to it. It, first of all, involves
negotiation efforts by the associations that are aimed at bringing about an
agreement on a specific collective professional identity, including the defini-
tion of specific attributes as characteristic of, and symbolic for, the profes-
sional subgroup (HSW). Such professional attributes involve the subgroup’s
professional work tasks, skills, and intervention methods as well as the
development of standardizing instruments for its professional practice.
Through internal negotiations, symbolic meanings and learned profession-
specific behavioural patterns are attached to these attributes, defined subse-
quently as characteristic of this particular professional group. Together, the
symbolic meanings and learned behavioural patterns then constitute the
professional culture of the professional subgroup.

At the same time, however, the same data show associational efforts to
develop a group-specific professional identity to also include collective life
stories of the history and present situation of the professional subgroup.
These life stories draw upon historical narratives and facts as well as
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narratives and facts concerning present jurisdictional threats posed by other
professions or by changes taking place in society. Even the perceived and
declared association of the professional subgroup with a certain academic
discipline and its relevant knowledgebase and education for professional
practice play an essential role in the development of a subgroup-specific
professional identity.

The development of this group-specific identity, as in the case of the pro-
fessional subgroup of HSW, also implies the development of professional
boundaries. These are used to demarcate the professional subgroup from
the rest of the broader profession and from other professions, which is done
through the adoption of specific symbolic meanings and learned behavioural
patterns designated as the group’s professional attributes, and through the
assertion of the professional group’s history, its narratives, and its perceived
affinity to one or another profession. However, the development and, even
more, maintenance of a collective subgroup identity also presupposes volun-
tary compliance with the attributes describing this identity, by both mem-
bers of the association and most non-affiliated representatives of the sub-
profession (HSWs in this case).

6.1 Developing collective professional life stories

The associational documents obtained from both countries provided ample
material for studying the development of narratives of the present situation
of the professional subgroup in its context. In addition, the SK and the DVSG
also promoted the development of narratives of HSW’s past. Three specific
kinds of narratives could be discerned here: narratives of the profession’s
self-perception, narratives about its relationship to other professions, and
narratives about the impact of healthcare policy.

Narratives of professional self-perception

Both the Swedish and the German HSW associations studied used docu-
ments to communicate their professional self-perception of HSW through
narratives of the history and present situation of the subgroup. In the Swe-
dish case, historical narratives of HSW, its work tasks, function, and identity,
were rare. Two publications were available regarding this. One of these de-
scribed the history of the SK: the beginnings of HSW as a profession and its
changes over time. The publication in question, a booklet, was produced to
commemorate the association’s 70t anniversary.3! The other one, a doctoral
dissertation, describes the changing role of the professional group in the

*! Fredlund 1997; cf. SKA031, SKP001, SKP045, SKP049, SKP050, SKP051, SKP075, SKP092.
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hospital setting over time.32 Neither work was published by a regular pub-
lishing house but could be obtained either directly from the authors or from
the SK. In them, HSW history is described, but it is not tackled as means to
describe or explain the present situation of the profession.

In Germany, historical research tends to be more common and its func-
tion from the point of view of HSW has been pointed out repeatedly. In an
annual report of the DVSG, for example, it is stated that “Memory of HSW’s
past is a precondition for its having a constructive impact on its future; the
future needs its origins.”33 The research here has focused especially on his-
torical key figures and the history of HSW in general and the DVSG in par-
ticular. The available publications include book volumes published by regu-
lar publishing houses, booklets issued by the DVSG, and articles appearing in
the DVSG journal.34 In narrations concerned with the situation of HSW, the
association frequently describes the current jurisdictional problems of HSW
as related to historical factors and circumstances, such as, for example, the
relative youth of the social work profession or the history of social work in
general .35 Overall, narratives of HSW history were more often used to con-
textualize current descriptions of HSW in Germany than in Sweden.

Narratives of HSWs’ current situation were common. In connection with
them, also the need to produce evidence on which to base the shared narra-
tives regarding HSWs’ situation was repeatedly addressed. In the Swedish
case, this need was stressed especially in the documents dating from the
early 1990s. At the same time, however, the Swedish association also con-
sidered itself to lack the resources to carry out the kind of work needed for
this task, to that way be able to better analyse and describe the present
situation of social work:

A decision was made to shelve a proposal by primary-care hospi-
tal social workers from S6rmland to have the SK collect data on
hospital social workers' responsibilities in primary care. Accord-
ing to the Board, it would be practically impossible for the as-
sociation to do so as it lacks the necessary capacity to register
and store materials and keep the collected material up to date.3¢

The work to develop such intended descriptions in Sweden was, instead,
often initiated and carried out by specific healthcare organizations or spe-
cific county councils, or undertaken upon the initiative of the association but

32 Olsson 1999.

3 GAR007: 5.

** E.g., Reinicke 2001a, DVSG e.V. (2006).
3 GPOO017, GA117, FG DVSG.

3¢ SKP002: 24.
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financed by a multi-professional state authority, such as the SPRIL.37 The re-
sults from these investigations tended to be used to argue for specific pro-
fessional interests.3® In Germany, too, in the 1990s, the DVSG often ad-
dressed the need for such descriptions of HSW’s situation, assumed to en-
hance the future development of work task and work field descriptions and
the acknowledgment of HSW’s contributions to health.3? Accordingly, the
association itself in several cases initiated and developed such narratives of
the current HSW situation.40

Indeed, the SK and the DVSG put forward a similar key discourse concern-
ing the situation of HSW. In both cases, the key discourse on the associa-
tion’s self-perception of HSW can be summarized as follows: For other pro-
fessions encountered at workplaces locally, HSW is a fuzzy and unfamiliar pro-
fession. The “fuzziness” here refers to other professions’ vague notions of
HSWs’ work tasks that often fail to correspond to HSWs’ own understanding
of these. In a hospital context, one could therefore also speak of the fuzzy
professional identity that HSWs have in the eyes of their co-workers from
other professions. This becomes evident for example from the following
quote, taken from a statement by the DVSG:

New HSWs working in rehabilitation find their work situations
fuzzy. In a work field dominated by medicine, this is experienced
as a situation that can evoke feelings of powerlessness and un-
certainty, especially as professional social workers often are the
sole representatives for their profession [at their workplace].*!

The professional group’s self-perception of its present situation was dis-
cussed in the documents obtained from DVSG as well.#2 These narratives,
too, described HSW work tasks as being differently understood by HSWs
and other actors, resulting in unclear and contradictory expectations set on
HSWs by other professionals. Unlike their Swedish colleagues, however, Ger-
man HSWs did not appear to perceive this fuzzy professional identity of
theirs as something setting them apart from the rest of the social work pro-
fession. On the contrary, it was even claimed to be a unifying characteristic
of all social workers in general. As one of the DVSG representatives put it:

3T SPRI (Sjukvirdens och socialvirdens planerings- och rationaliseringsinstituf), SKP059, SKP078,
SKP008, SKP020, SKP031, SKAR0OO1, SKWS006.

% SKWS006.

* GPO003, GPO010, GPOO11e, GPOO13a/c, GPO014, GPO017, GPO025b/c, GPO028b, GPO029d,
GAO039, GA048, GA063, GA074a-c, GA097¢c, GA112, GA125¢c/d, GA104a/e, GPAO13e, GPC005a,
GPC006a/b, GPB050, GARO001: 5, 9, 12ff, GAR002b, GAR006, FG DVSG.

“ GA016a, GPO002, GPOO06.

‘' GAO16a: 41.

2 GA039, GAR002: 16f, GAR005: 6, GPO010, GPOO11f, GPO012, GPO014a, GPO031d.
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This is very much related to the overall professional identity of
social workers. Social work, quite simply, has not developed a uni-
form professional identity.43

In Sweden, on the other hand, narratives of the current situation of HSW
tended to portray this perceived uncertainty of identity in relation to other
healthcare professions as a particular characteristic of HSWs and not of the
social work profession overall. These narratives were common especially in
the materials dating from the end of the 2000s. However, in these cases, the
causes behind this uncertainty were not only ascribed to the unclear and
contradictory expectations by other professions in health care; unclear ex-
pectations were also imputed to social work education as well as to the ac-
tions of actors such as employers and, not least, welfare authorities.** The
refusal by the Swedish National Board on Health and Welfare to implement
licensure for HSWs was in these narratives described as evidence of the
authority’s lack of awareness concerning the specific situation of HSW in the
context of the social work profession more in general.*>In the following
quote, some of the consequences of HSWs’ fuzzy professional identity are
described in terms of being a stranger within health care, in this case from a
researcher’s point of view:

Often, HSWs interested in research are the only ones from their
profession [in their work environment] and/or do not have access
to any research groups, whether in social work departments or
medical departments.6

Nevertheless, narratives describing HSWs’ contemporary situation in Ger-
many also described changes in both the internal and external perceptions
about the HSW profession. Articles published by representatives of the as-
sociation in its journal spoke of a heightened self-consciousness amongst
HSWs.47 German focus group members, for their part, estimated it to be
more commonly known today that social workers and social pedagogues
provided social services.*® The reasons behind this change were considered
to be multiple, although the association’s own role in assisting HSW prac-
titioners to deal with this fuzziness was deemed critical.4®
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The production of narratives of HSW history and current situation can be
understood as a cultural activity aimed to create specific professional attrib-
utes and their associated symbolic meanings that then can define the sub-
group-specific identity of HSWs. Among the professional attributes pre-
sented in historical narratives are, for example, the profession’s young age
and its historical relationship to social work. The German association has
subsequently used these attributes to better understand the present situa-
tion of HSW and create new narratives, this time of the present situation of
HSW.

These latter narratives, focused on the present situation of HSW, tended,
on the one hand, to stress the need to investigate the present situation of
HSW to begin with and, on the other hand, to put forward key discourses
describing the present situation of HSW as characterized by its being an
unfamiliar profession that was a stranger in the healthcare setting, a profes-
sion in whose case external expectations concerning HSWs’ professional re-
sponsibilities and duties diverged from those of the HSW practitioners
themselves, expressing their fuzzy professional identity.

In Sweden, these attributes were described to be something that con-
trasted with the attributes of the social work profession in general. There,
they were thus referred to in narratives to draw a boundary line between
the subgroup and its primary profession social work, to be able to present
HSW as a professional subgroup. This was unlike in Germany, where these
attributes were described as shared by both HSW and social work. In this
case, they were associated with symbolic meanings subsuming the profes-
sional group of HSWs under the broader social work profession.

Depending on associational resources, the narratives of the present situa-
tion were sometimes built on factual evidence and data obtained through
the association’s own empirical investigations. Where such investigations
and, by extension, also the development of narratives of the present situa-
tion of HSW were, instead, delegated to other actors as in the Swedish case,
this could also be understood as an implicit delegation of the power to
develop aspects of the profession-specific group identity to these actors.
This might then have been one reason why knowledge of HSW as produced
by other actors was only rarely referred to in the documents investigated,
whereas associationally developed narratives were frequently brought up or
otherwise referred to.

Narratives describing lack of professional control

A recurring key discourse in the narratives concerned the HSW profession’s
role in healthcare settings. This key discourse could, in a nutshell, be articu-
lated as follows: HSW lacks control over its jurisdiction; therefore other pro-
fessions think they can do our job. In Germany, this lack of control was fre-
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quently described and emphasized in the documents studied and in the
focus group interview. In Sweden, in contrast, it was mostly not addressed
by the associations. Two documents, however, stood out as exceptions, even
if the professional group’s lack of control over a certain professional
territory in this case was only implicitly referred to, rather than explicitly
addressed.>0 At the same time, the Swedish focus group participants,
however, did expressly note and speak about this lack of professional con-
trol of HSWs in their interview.

Narratives of lack of professional control related to several different areas
of HSWs’ professional activity. There was, for example, the assertion made
that HSWs often lacked control over diagnosis and inference, and that other
professions interfered in HSW treatment, often bringing about a premature
termination of HSW treatment.5! Narratives of lack of professional control
also referred to experiences such as denied access to patients as well as lack
of say in work task prioritising.52 As one of the focus group participants from
the SK elaborated on this:

We have colleagues who come back from medical rounds and they
are very frustrated and worn out. They say that there’s no point in
giving your professional opinion as a hospital social worker when
you are out there on these rounds, because there’s no one there
who wants to listen to you because the others already decided to
discharge the patient ... taking the risk that the patient will then
later on be brought back to us again, just because those other pro-
fessions didn’t want to address all the issues now.53

This excerpt from one narrative on the perceived lack of control describes a
situation where the needed HSW treatment is not given importance on part
with treatment provided by other professions and where HSWs’ profes-
sional opinion is not listened to by other professionals, due to insufficient
resources or the like. Another focus group participant from the DVSG esti-
mated that social work was still seen by everyone else as a “layman’s work”:

I think they know who's doing this job, but there are still quite a
lot of those out there who think they could do it themselves as
well ... They don’t see that you also need certain discretionary
skills to be able to do this job, sometimes. And this is what our
problem is all about.5*
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This particular narrative described a disagreement between other profes-
sions and HSW concerning the allocation of professional activities such as
work task execution, inference skills, and diagnosis setting. What is im-
portant here is that autonomy over these activities is described as an essen-
tial characteristic of professions (Abbott 1989, Etzioni 1969, Grimen 2008,
Macdonald 1999, Oeverman 2008). In using the key discourse of lack of pro-
fessional control, HSW associations described their threatened professional
autonomy and their threatened professional practices of social work in hos-
pital settings as their professional attributes. Using Jenkins’ (2004) terms
‘category’ and ‘group identity’, these professional activities, however, can
also be understood as a focal point in the continual negotiation of HSW tasks
between HSWs and other professionals in healthcare settings: the narrative
here would then address the perceived discrepancy between, on the one
hand, the HSW category as understood by other professions and, on the
other hand, HSWs’ group identity as expressed by the members of the pro-
fessional group itself.

According to Jenkins (2004), the ascription of attributes to a specific
group also reflects the power relations between the group and its settings.
The HSW associations described the power over HSW performance to, for
the most part, be in the hands of other professions. In both countries
studied, the professional groups stressed the importance of giving HSWs
more power in hospital settings in terms of access to patients, diagnosis
setting, use of inference skills, and patient treatment, if the desired outcome
of patient treatment was to be ensured.

However, as the documents collected show, the German association also
engaged in efforts to replace old narratives with new ones. Instead for de-
scribing HSWs as lacking power, they thus sometimes preferred to speak of
HSW as a self-confident profession:5>

An eagle or a chicken in the backyard?... In hospital social services
we are “golden eagles”, rising to astonishing heights, putting our
independent professionalism on full display. We have our compe-
tence that speaks for itself, whether it be in our dealings with
patients or when we work in inter-disciplinary teams, participate
in diverse forums, and, not least, act within our professional as-
sociation itself.56

Attempts to change or modify a key discourse in this fashion can be in-
terpreted in several ways. First, they could be understood as an internal at-
tempt by the associations to alter the self-perception of their professional
subgroups in a more positive direction, by changing the professional at-
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tributes put forward in the discourse; second, they could also be understood
as an ongoing negotiation between an externally imposed category and an
internally adopted group identity, in line with Jenkins (2004). The attempt
to change the professional attributes put forward in narratives on HSW can
be understood as an associational effort to constantly relate and re-relate
external categories of HSW to internal HSW group identity and vice versa, so
to as to be able to influence the external perception of the professional
group by infusing it with more positive connotations. In Etzioni’s (1961)
terms, these efforts could, however, also be understood as an attempt to in-
crease the attractiveness of the association both internally and externally,
partly by addressing the interests of prospective members and partly by in-
creasing the scope and pervasiveness of the association.

Narratives describing the impact of healthcare policy

In addition to the above-named types of narratives, the HSW associations in
this study, characteristically, also used another type of narrative to identify
and describe their professional subgroup. In this case, the narratives con-
cerned the way in which healthcare policy developments affected HSW prac-
tice. These narratives evolved from the analytical activities promoted and
performed by the professional associations and could be summarized as
yielding a key discourse on how the impact of healthcare policy development
on HSW practice is ignored. References to such analytic activity were found
in documents collected in both countries, dating from all the years covered
by this study (1989-2008). However, the Swedish narratives of the health-
care policy impact on HSW practice that drew on analyses of healthcare pol-
icy development in the country were much fewer than their counterparts in
Germany.

In the German documents, the DVSG often expressed its view that it was
important and indeed necessary to deliberately promote internal reflections
on the kind of problems that healthcare policy development meant for HSW
practice. According to it, reflection was needed to solve such emerging
problems collectively at the structural level, whether nationally or locally.5”
However, a second aim of the analytic activities carried out by the associa-
tion was to describe and predict the consequences of changing welfare
structures and legislative reforms from the point of view of the development
of HSW jurisdiction.58
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On the part of the documents collected in Sweden, on the other hand, the
descriptions of jurisdictional problems deriving from healthcare policy de-
velopment appeared to have no further aim. At the same time, the docu-
ments by the Swedish associations nevertheless showed there to be internal
discussions going on from time to time concerning such consequences of
policy development. These discussions took place mainly in board meetings,
although they could, on rare occasions, take place in further education semi-
nars.>® The official narratives emerging from the discussions in board meet-
ings, however, were for the most part only presented in other contexts as
well when they concerned the topic of licensure or a circumstance such as a
certain regulation or law being seen as neglecting the importance of non-
licensed professions in health care.t°

In Germany, in contrast, the discussions on, and the definition of, the con-
sequences of healthcare policy development, just as with the demarcation of
HSW work tasks vis-a-vis other professions in and outside the hospital con-
text, appeared to unfold as a collective process embracing all levels of as-
sociational activity, from local work groups to the national boards.t! In semi-
nars and in further education, the task of transferring knowledge was com-
bined with discussions regarding the consequences of the changing legal
framework. These consequences were often narrowed down to the pre-
dicted, still-evolving economic and jurisdictional consequences that (ongo-
ing or already enacted) changes in legislation were seen as bringing for
HSW.62 When this happened, the associations often used a strategy to in-
volve as many as possible of their local work group members in the analysis
of what the healthcare policy developments in question meant for HSW
practice. Sometimes outside experts were invited to help in this process, as
in the meeting of one regional work group of the association where “NN, an
attorney specialized in social law, explained the ongoing changes resulting
from the integration of social benefits legislation into the Social Code.”¢3
During the ensuing discussions, narratives concerning the presumed conse-
quences for HSW practice were then developed further and presented to
even more members of the profession by circulating them through the as-
sociation’s journal.

While discussions to identify jurisdictional problems from healthcare
policy development took place within the associations in both Sweden and
Germany, there were nevertheless differences between the two country
cases in terms of the extent to which this happened. In both countries, how-
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ever, these discussions lead to the development of narratives concerning the
impact that policy developments involving the healthcare sector had on
HSW practice. Using Etzioni’s (1961) terms, the analytical activity preceding
the development of these narratives could be described as the performance
of cultural work inside the association to develop professional attributes
and their associated symbolic meanings that would be specific to the profes-
sional subgroup in general. This cultural work then also enabled the de-
velopment of visions concerning the subprofession’s future professional
jurisdiction. However, such attempts to derive professional goals from nar-
ratives about the impact of healthcare policy on HSW practice seemed to be
more frequent in Germany, where the association also made a point of
identifying a far greater variety of ways in which of this impact was or could
be felt than the association in Sweden. In the latter, it was predominantly
narratives concerning the impact of licensure that were worked out or circu-
lated over the long term, implying that the primary collective goal in the
efforts to promote the development of professional jurisdiction for HSWs in
Sweden was indeed that: licensure.

According to Etzioni (1961), members of a professional association stand
a better chance of successfully pursuing organizational and professional
goals when the association’s expressive elite - its board, in the present case
- publicize them and they are communicated both downwards and horizon-
tally within the organization. By extension, it could thus also be assumed
that professionals more likely engage in professional action capable of sup-
porting the establishment of formal jurisdiction for their profession when
members of the associational elite and peers employ narratives that de-
scribe the profession’s professional goals and the kind of professional action
called for to attain those goals. In Sweden, the SK board, during the period of
this research, was primarily engaged in developing and disseminating narra-
tives that addressed themselves to the lack of licensure and to professional
goals responding to this lack; narratives addressing themselves to the lack of
explicit recognition of HSW interventions in national healthcare guidelines
and other public healthcare regulations were developed to a minor extent
only. The DVSG, on the other hand, during the same time period produced
and promoted a variety of narratives concerning the impact of developing
healthcare policy on HSW practice. Some of the consequences it identified
were HSW’s lack of legal jurisdiction in several federated states and at the
national level, as well as the exclusion of HSW aspects from public regula-
tions and healthcare programmes. These narratives were developed and
then disseminated and promoted at several levels of the association, both
horizontally and vertically. The inclusion of non-members in the ensuing
discussions, through publications in the associational journal and seminars
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held in Germany, broadened the scope and the pervasiveness of the associa-
tion and its goals to non-members.

6.2 Developing standardizing instruments and definitions of tasks and
skills

The development in both Sweden and Germany of standardizing instru-
ments and collective definitions of HSW work tasks and competences can be
understood as the development and maintenance of professional attributes
as elements of collective professional identity for HSWs. According to Abbott
(1988), commonly shared definitions of work tasks and technical skills, and
the classification systems developed to structure practice, are important ele-
ments for describing professions. By developing collectively shared defini-
tions of these elements, the latter are turned into profession-specific attrib-
utes. The standardization of HSW practice in this context can then be under-
stood as a way to develop classification systems structuring both daily work
and knowledge.

The HSW associations engaged in jurisdictional work to define work tasks
and technical skills and develop standardizing instruments for HSW prac-
tice. Through internal negotiation of these, a shared sense was reached re-
garding the way in which these aspects were to be understood by HSWs in
especial. Through the activities they engaged in to develop their collective
definitions, the parties involved also negotiated the specific symbolic mean-
ings and behavioural codes to be linked to these professional attributes. As
Gachoud et al. (2012) have shown, different professions attach different
symbolic meaning to seemingly shared professional attributes. The HSWs’
efforts in this study to define the underlying symbolic meaning of the tasks,
skills, and standardizing instruments of social work can thus also be under-
stood as an attempt to articulate exactly how these aspects were seen to dif-
ferentiate the professional group from other professional groups and reduce
ambiguity in one’s professional identity.

Work tasks

The different work task and workplace descriptions put forth by the asso-
ciations studied were aimed to help individual HSWs to demarcate their line
of work from that of other professions' at the workplace level.64 Both the SK
and the DVSG engaged in developing and publishing official work task
descriptions, intending these for both internal and external purposes. In
both cases, the published descriptions were revised and updated from time
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to time.%5 In Sweden, updates were made to the original work tasks descrip-
tion, dating from 1989, in 1990, in 2004, and in 2008. In Germany, work
tasks descriptions were processed at different levels of the associations and
then passed over three periods, in 1990-1993, 2002-2006, and 2002-2007.
In both countries, the descriptions were distributed to members of the pro-
fession, to members of other professions, as well as to healthcare policy
makers, with the intention that they would be used by members at the
workplace level and also draw upon at the organizational and legislative
levels. 66

Some of the work tasks enumerated in these descriptions were roughly
the same for both the German and the Swedish HSW association. These in-
cluded social and psychosocial counselling, co-operation with other profes-
sionals both inside and outside health care, and co-ordination of services. 67
At the same time, there were also differences in the way the HSW associa-
tions in Germany and Sweden officially presented HSW tasks and developed
work task descriptions over time. Official work task descriptions by the SK
remained basically unchanged throughout the two decades covered by the
study period, with only minor adjustments made to the logic of the presenta-
tion. The importance the work task definitions assigned to structural social
work gradually diminished while the importance assigned to psychosocial
research and development grew over time.®® In Germany, in contrast, the
descriptions became more and more refined over time, with amendments
made to the descriptions intended to adapt official work task descriptions to
certain new purposes. The work task descriptions were developed to dis-
play social work’s contributions to health care, to define its function in
somatic, rehabilitative, and geriatric hospital contexts, and, last but not least,
to facilitate the inclusion of specific standardized social work treatment pro-
cedures in the healthcare funders’ benefits catalogues.®®

There were, however, also differences in the way German and Swedish as-
sociations defined work tasks. The board members of the Swedish associa-
tion stated themselves having difficulty summarizing general HSW tasks,
perceiving HSWs’ work tasks to vary considerably from one individual prac-
titioner to another.”? It was mostly treatment aspects of work tasks that
were therefore taken up, although also diagnosis and professional inference
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were named in some cases.”! In Germany, on the other hand, a research pro-
ject aimed at the describing “an ordinary HSW case” was launched to come
up with a first draft towards officially defined “ordinary HSW work tasks”.72
In the following quotation from an associationally approved job description
for HSWs in somatic and emergency care, social work diagnosis involving
professional discretion and social work treatment is, effectively, put forth
for the first time in public as an independent work task concept calling for
HSW inclusion. In that document, it was proposed that the professional
duties of HSWs include, among other things, the following:

- Initiation of social anamnesis, social diagnostics, and treatment
using social work/social pedagogic methods;
- Clarification of the needed services.’”3

Subsequently, these work tasks descriptions have become only further re-
fined. HSWs’ work tasks are today described as including several steps, from
social anamnesis, “decision making tasks”, and “counselling and information
tasks” to “co-operative tasks”, and “co-ordinative and administrative
tasks”.74

Besides now containing a definition of such general steps in the overall
HSW task, the amended descriptions have gradually also come to address
HSW treatment itself in a more structured and specific fashion. The stand-
ardized work tasks are today arranged into five logically separate but, in
individual cases, often overlapping intervention areas: psychosocial, social,
and economic interventions; out-patient (home) care; in-patient interven-
tions; medical-rehabilitative interventions; and, last but not least, interven-
tions aimed at work-life integration.”

The associations in this study repeatedly saw a need to update the defini-
tions they had put forth of the work tasks to be performed. Occasionally,
such changes and developments coincided with legislative or regulatory de-
velopments. Moreover, it appeared to be difficult for HSWs in Sweden to
agree on a shared definition of work tasks, as becomes obvious from the fol-
lowing quotation:

Interviewer: What are the most essential work tasks for HSWs?
NN: That very much depends on the specific work field in
question.”6
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Jenkins (2004) has described it as necessary for the development of a social
group identity that the group first defines and then reaches an agreement on
the commonly shared attributes, so as to be able to define its members and
outsiders. Accordingly, the difficulty that HSWs in Sweden have had in com-
ing to an agreement about their commonly shared and collectively defined
work tasks can be understood as a difficulty to agree on a collective profes-
sion-specific group identity. To the extent it may be difficult to reach agree-
ment on the kinds of work tasks HSWs are supposed to engage in, it can also
then, similarly, be difficult to also be able to collectively define what the pro-
fessional group is not supposed to be doing. Where the group members have
trouble defining the symbolically charged attributes of their profession, it
can be even more difficult for them to also define the symbols representing
the boundaries between their profession and other professions.
Nevertheless, official work tasks descriptions especially in Germany (in rare
cases also in Sweden) often contained elements defined as characteristic of
one’s professional practice (cf. Abbott 1988). These elements included
diagnostic work tasks, inference and treatment, and the use of a
classification system for social work interventions in health care. In Sweden,
it was predominantly just treatment that was put forth as the characteristic
defining element of HSWs’ professional practice.

Skills and interventions
Like work tasks, also internal agreements on required work methods or
techniques can be used by the professional association of a subgroup to limit
fuzziness in the professional identity and increase control over the claimed
work field. The Swedish and German HSW associations in this study de-
veloped and publicized definitions of skills and interventions to that way
help their professional subgroup develop for itself a collective profession-
specific group identity. What these efforts were mostly concerned with were
requirements concerning the skills needed for specific social work methods.
The associations in Sweden and Germany described such required social
work techniques to a varying degree of detail. In both countries, specific tech-
niques were named, as, for example, in the case of counselling techniques
and techniques in networking. In Sweden, however, detailed descriptions of
the social work techniques used or to be used were often missing. Specific
requirements, too, were often only named implicitly, by calling HSWs “social
experts”, for example, even in official statements addressed to non-social
workers.”” Instead of detailed descriptions of required competences, official
statements often contained a reference to a knowledgebase of a neighbour-
ing discipline, or to patient needs.”8 However, by far the most often-named
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competence requirement for HSWs in Sweden was psychosocial compe-
tence. The way in which HSW professionals’ psychosocial competence dif-
fered from that of their colleagues representing other professions in terms
of usage of different techniques, however, was most often not specified. The
following quotation provides a characteristic example of how the Swedish
association described work tasks in a multi-professional team:

The team focuses on psychosocial factors that promote rehabilita-
tion. The team is composed of two psychologists, one work thera-
pist, a speech and language therapist working 75 per cent of full-
time hours, a hospital social worker working 60 per cent of full-
time hours, and a physiotherapist working 50 per cent of full-time
hours. The team performs qualified neuropsychological investiga-
tions, crisis interventions, family therapy, network therapy ... in-
dividual cognitive training to train compensating mechanisms in
patients,... group treatments to develop social competences and
enhance life quality, and support work through education of rela-
tives. In addition, groups for relatives are planned. Sometimes in-
dividual psychotherapy is provided.”®

The specific techniques or interventions listed in this quotation are not
linked to the competences of any particular profession. As a consequence,
based on this description it is not possible to tell with which specific tech-
niques or interventions the hospital social worker included in this team was
presumed to contribute to its work.80

In Germany, on the other hand, many of the official descriptions gleaned
from the associational documents included more detailed information on
the recommended specific competences of HSWs’ and on the social work
techniques expected to be used. Very often, what was mentioned in this con-
nection was social case management, often with a reference to ecologic or
systems theory. Sometimes, also empowerment techniques and networking
techniques were specified.8! Inference skills were repeatedly mentioned and
even described in greater detail.82 Official statements as well as focus group
interviewees outlined the ways in which HSW professionals’ use of the
above-mentioned methods distinguished HSW from other professions.83 One
example of this concerned the specification of how case management was to
be used by HSWs at a structural level: “Case Management at the system level
includes optimizing the supply structures in health care.”84
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Similarly to the professions described by Abbott (1988), the HSW associa-
tions in Sweden and Germany claimed specific academic knowledge and
professional techniques to circumscribe the specifics of their professional
group, even if to differing degrees. To borrow Jenkins’s (2004) terms, social
case management in Germany and psychosocial work in Sweden can be
understood as commonly agreed-upon and shared attributes of HSW.

At the same time, however, the DVSG also used HSW skills and techniques
to reduce fuzziness in the professional identity of HSW and the overlap of its
jurisdictional field with the jurisdictional fields of other professions. In
defining HSW skills and techniques in detail, it also identified them as the
professional attributes that in the first place distinguished the profession
from other, competing professions in health care. The occasional references
to law in these connections could be understood as an attempt to stress the
transdisciplinary character of social work that thereby then differed from
other professions in health care in Germany. In Sweden, on the other hand,
the association made regular references to a variety of disciplines, which, in
turn, can thus be understood as rather contributing to ambiguity concerning
HSWs’ group-specific identity. The strategy used by the SK stressed the
similarity of the techniques used by the HSW profession and its
neighbouring professions, instead of their mutual differences. Such assertion
of similarity of competences vis-a-vis other professions, however, has, from
the perspective of group identity development, to be understood as a
pursuit of a shared professional identity across disciplinary boundaries, as
described by, for instance, Bolin (2012) for multi-professional teams in
schools.

Standardizing instruments for hospital social work practice
During the period of this research, both the DVSG and the SK were, at least
periodically, concerned with developing instruments for standardizing work
procedures for HSW tasks and documentation as well as for statistical repre-
sentation of HSW’s contributions to health care. In Germany, special soft-
ware for HSW documentation and statistics have been under development
since the mid-1990s; in Sweden, the standardizing project, dating from the
beginning of the 1990s, has thus over time evolved more into drafts and rec-
ommendations put forward. In both countries, the efforts to standardize
work procedures intensified in late 1990s and the early of 2000s.85

In addition, the German association engaged in developing instruments to
standardize and classify specific HSW case groups and interventions, as well
as, more recently, social diagnoses.8¢ Methods to standardize work task pro-
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cedures were been applied to the work of the association itself, with the in-
tent of enhancing the efficacy of the outcomes from associational efforts in
developing and implementing instruments to standardize work procedures
for HSW practice. This was attempted by disseminating information on
these developments in the association’s own journal, in seminars, in further
education, and in social work education in general.8” In Sweden, the efforts
to reach agreement on specific standardized work procedures were ex-
tended to cover quality management methods and career pathways for
HSWs, which happened in the beginning of the 2000s. The standardized in-
struments in question were developed in co-operation with the other pro-
fessional associations for social workers in health care as well as the trade
union.88

The professional associations in Sweden and Germany, however, did not
develop any ethical codes themselves. Instead, they referred to ethical codes
supplied by the trade unions in the two countries.8° Nevertheless, specific
shared values of HSWs in Sweden were pointed out in the document
Kvalitetspolicy for socionomer/kuratorer i hdlso- och sjukvdrd (National
Policy for Quality in HSW) issued by the SK in 2000.9°

Both the SK and the DVSG declared their aim with the development of
these instruments to be to serve individual HSWs by providing them with an
argumentative base that could help them position and circumscribe HSW
within its organizational and social context.9! Standardization of work pro-
cedures was, according to the DVSG, used to promote more uniform applica-
tion of HSW techniques within the professional community, to enable argu-
ments for a more specific remuneration system for social work, and to de-
marcate HSW from other professions, as expressed, for instance, in the fol-
lowing quotation:92

As a consequence of an increasingly economic focus and the
structural changes affecting health care, the demands for
standardized psychosocial diagnosis in social work are increasing
in order to professionalize practice, to mark off other professions,
and to lead to greater transparency.”?

The HSW associations in Sweden and Germany engaged in cultural work
aimed at ritualizing work tasks, treatment, the use of statistical and quality
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management methods, and the like. The creation and development of these
particular symbols, however, did not imply that all group members auto-
matically subjected themselves to them and perceived themselves as sharing
a collective group identity (cf. Lamont & Molnar 2002). For this reason,
these standardizing instruments can be understood as collective goals for
the professional group, simultaneously with their function as collectively
shared attributes. The effectiveness, the scope, and the pervasiveness of
these goals’ reach depend, among other things, on who communicates them
inside the association (Etzioni 1961). The DVSG and SK boards both used
their role within the association to communicate about what they saw as
important developments supporting HSW practice. In terms of compliance
as defined by Etzioni (1961), this can be looked upon as an effective way to
transmit professional goals to the members of voluntary organizations. The
differences between the German and the Swedish association in this respect
had to do with the aspired-for pervasiveness and scope of the developed
work-standardizing instruments meant to foster the development of a
group-specific identity for HSWs. Both the pervasiveness and the scope of
the German association’s goals can be defined as broad: the DVSG forwarded
to its members and non-members alike information on all developments
related to the standardization of work tasks, treatment, and so on, using a
variety of channels (the association’s own journal, homepage, and news-
letter, published official guidelines, seminars, and further education). A spe-
cific focus in the development of standards was laid on fundamental aspects
of HSW such as work tasks like treatment, documentation, data processing,
and case groups. As underlined by the association’s board itself, the stand-
ardization of HSW tasks and caseloads was understood as a tool helping to
strengthen HSWs’ pervasiveness in multi-disciplinary context of health care,
by supplying standards for practice as developed by HSWs themselves.

The goals of the SK in this work were more limited. The association, as a
rule, provided information to its members only, using for this purpose the
association’s own journal, e-mail, and, since the 2000s, website. This was so
particularly when it came to developments concerning fundamental aspects
of HSW such as work tasks, documentation, and statistics. Calling these in-
struments drafts or recommendations further reduced the pervasive power
of the associational efforts, as it undermined the chances of practitioners’
adopting the standardized documentation and statistics without alterations.
Moreover, in only two cases — quality management and career pathways -
were the scope and pervasiveness of the association’s goals and standardis-
ing instruments widened to include non-members as well, using a broader
platform for development and communication by involving other HSW as-
sociations and the trade union in the task as well.
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6.3 Social work or health care?

The collectively developed narratives and collectively defined work tasks,
skills, and standardizing instruments that define the relationship between
the professional subgroup, social work, and healthcare professions can be
understood as the development of professional attributes shared by all
HSWs. These attributes can also be used to distinguish the professional
group from, or associate it with, healthcare professions and social work re-
spectively and thereby define a collectively shared or separate professional
identity. In the same way, the active attempt to link the professional group
to a certain academic discipline such as social work or a healthcare disci-
pline can be understood as means to refine this collectively shared profes-
sional identity.

The professional associations in both countries engaged in attempts to
link HSW to an academic discipline they perceived as primary for it. How-
ever, the Swedish HSWs appeared to have doubts about their “natural” disci-
plinary link in this regard. Attempts by the associations to link their profes-
sions to specific academic disciplines involve three different dimensions,
thematizing either the proximity or distance of the disciplinary affiliation,
the connection of the professional group’s work to specific scientific
theories, or the ability to include aspects of HSW in the education offered in
the discipline.

Disciplinary affiliation

The HSW associations addressed their linkage to a particular academic disci-
pline and its knowledgebase as a means to develop the collective identity of
the professional subgroup of HSWs. On the one hand, they perceived the dis-
ciplinary linkage as an agreement on certain formal requirements seen as
necessary for the performance of professional HSW. On the other hand, dis-
ciplinary linkage was discussed and described as the perceived proximity of
the relationship between the professional subgroup and a discipline as
social work or another healthcare discipline.

The Swedish and German associations resorted to different strategies to
refer to formal competence requirements in HSW. The Swedish associations
only seldom mentioned an academic social work degree as a requirement
for professional SW practice.?* The need to have the degree was mainly
brought up in documents dating from the 2000s. At the same time, two of
the four official brochures that the SK had given out on HSW did not in any
way touch upon the issue of the required educational background for social
workers.% This could indicate two things: either this requirement was seen

% SKP105, SKP116, SKWS017, SKP118, SKP136, SKP138, SKD001, SKD007, SKWS014.
%3 SKD005, SKD006.

142



as all too obvious for everyone to merit a separate mention, or it was per-
ceived as being of marginal relevance only.%

In Germany, on the other hand, the DVSG regularly put forth claims to the
effect that an academic degree in social work/social pedagogy was neces-
sary as a formal requirement for professional HSW practice. This claim re-
curred repeatedly in the documentary material obtained, becoming slightly
modified for its present context every time, and it usually made its way to
official documents as well, among others the Rahmenempfehlungen der DVSK
zur Einrichtung von Stellen im Krankenhaussozialdienst in Akutkranken-
hdusern (“Workplace Recommendations for Somatic Care”).9” These were
associationally approved and recommended general job description for
HSWs in somatic care. In two more recent documents, specific competence
requirements were named as well, even if now more implicitly and subtly.
This was by classifying social work treatment in the title of the Produkt- und
Leistungsbeschreibung der Klinischen Sozialarbeit (“Product and Service
Description of Clinical Social Work”, a standardized and detailed definition
of HSW treatment offered at hospitals) as “clinical social work”, or by using
spelling conventions to distinguish academic social work from other forms
of lay or occupational social work: in the description of HSW case groups,
academic discipline names such as Sozialarbeit or Soziale Arbeit were used
instead of the “lay” term soziale Arbeit.%8

In the Swedish case, such subordination of HSW to the social work disci-
pline was not equally self-evident. There there seemed to be more doubts
concerning the relationship between HSW and social work, as evident from
the following quotation:

[For our next annual meeting,] we could investigate how social
work departments view HSWs work tasks: what they think these
are and what social workers can learn through social work educa-
tion that may be of benefit to the healthcare sector.?®

According to focus group participants from the SK, Swedish HSWs’ have
much hesitation calling themselves socionomer or, even more so, “social
workers”, as these titles are perceived among them as exclusively reserved
for their colleagues in social welfare services, who are seen by them to have
different interests.190 Even though there were discussions between the SK
and the trade union SSR around the mid-1990s about a more inclusive ter-
minology, the process of incorporating the professional title socionom in-
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stead of kurator proceeded slowly in both the SK and the VKF.Even today,
the SK continues to use the symbol “Q” (for kurator) in its logo.101 The am-
bivalence about HSWs’ identity as social workers, however, was also re-
flected in the relationship between the professional association and the
trade union in the 1990s, when the association felt the trade union to lack
interest for, or even entirely disregard, HSW matters.102 At the same time,
the HSW associations saw in the trade union their only possible co-opera-
tion partner, and went on to intensively co-operate with it following the
foundation of the HSW advisory board.103

In Germany, the disciplinary linkage to social work was more and more
emphatically addressed over time. In the early 1990s, discussions began to
take place on whether work tasks in health care should be called “hospital
social services” or “hospital social work”. The outcome of these discussions
was that many years later, in 1997, the title of the association’s journal was
changed to Forum Krankenhaussozialarbeit (“Hospital Social Work Forum”)
and, in 2003, the name of the association itself was changed to Deutsche Ver-
einigung fiir Sozialarbeit im Gesundheitswesen (“The German Association for
Social Work in Health Care”).104

In Sweden, career advancement possibilities were perceived as a topic
that distinguished social work from HSW. There was also the perception that
HSWs had fewer possibilities to publish articles in the country’s sole popu-
lar-scientific social work journal, Socionomen, compared to other social
workers.105 This was in contrast to the German association, which published
its own journal and thus never had reason to complain about similar
problems in reaching out with HSW work themes. Moreover, in some cases,
the German association was also asked to contribute to special issues other
social work journals put out on topics connecting social work aspects and
disease themes.10 Since 2005 the association’s own journal has come out
with a clinical social work research supplement for each issue, published in
co-operation with a university social work department (Zentralstelle fiir
klinische Sozialarbeit, ZKS) and the German Society for Social Work
(Deutsche Gesellschaft fiir Soziale Arbeit e. V., DGS).

HSWs in Sweden expressed a desire for a disciplinary connection that
HSW would share with other healthcare professions. This becomes evident
for example from the following quotation:
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NN reported on a present work task of hers at the Karolinska In-
stitutet [university hospital]. There she works together with NN2
to design a joint Master’s-level course for social workers in health
care, in co-operation with Karolinska Institutet and Stockholm
University ... An interesting question was raised about the dis-
ciplinary placement of the Master’s degree.107

The discussion of the "disciplinary placement” of the Master’s degree sug-
gests that it was not self-evident for the discussants that this Master’s-level
course for HSWs would lead to a Master’s degree in social work; it could also
be in medicine or in nursing. This display of uncertainty can be understood
as rooted in the history of HSW in the country. The profession’s disciplinary
linkage to either social work or nursing had become a topic in the debates
already in the 1920s, with social work ultimately winning the day.1%8 In Ger-
many, on the other hand, a closer disciplinary relationship with other
healthcare professions was never really discussed, and HSW’s status as a
subgroup of social work remained uncontested.10® What the DVSG did
instead was to explicitly define the mission of social work in health care as
being to bridge the boundary between social welfare and health care within
the overall welfare state context, breaking ground for the inclusion of social
aspects in the biomedical paradigm of health care:110

The goal of the association is to describe the contribution of social
work to health care, to ground it scientifically, as well as to take
clear positions and partake in important decisions in the health-
care sector. Social work must remain a self-evident part of the
overall healthcare system and enhance its ability to impact on the
latter.111

Instead of integration of the profession into healthcare professions, the
DVSG thus proposed the development of strategies for overcoming issues
emerging at the interface between health care and social welfare.112
Formally, the SK and the DVSG both defined social work as the discipline
to which HSW most closely related. The social work discipline was stated to
supply the knowledgebase used in HSW diagnoses, inference, and treatment.
Filling these aspects with shared symbolic meaning then turned them into
symbolically charged attributes that could be used for the development of a
collective profession-specific group identity. However, this formally pro-
nounced affiliation to the social work discipline was also questioned, given
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that references to theory were not all to the social work discipline, but also,
and especially often in Sweden, to other disciplines (psychology, sociology,
law, economics, and political science).13 On the one hand, this can be under-
stood as reflecting the transdisciplinarity or interdisciplinarity nature of
social work in these countries, and therefore a genuine attribute social work
shared with HSW (cf. Biichner 2012, Dellgran & Hojer 2000). At the same
time, however, it could also be understood as an expression for opening the
professional boundaries, rather than closing them. Moreover, at least in
Sweden, there seemed to be a difference between having a formal affiliation
to social work and whether this formal affiliation could actually be perceived
through attributes shared with other social workers. The VKF, for example,
questioned whether the social work discipline in fact contributed to HSW
with useful knowledge. Additionally, the SK noted there to be a lack of (re-
search) interest in HSW topics as well as a lack of possibilities to reach out
with HSW interests through publications in social work journals. Social
work tasks were perceived as differing between social welfare and health
care. Moreover, the need for knowledge from medicine and nursing was
rather defined as something linking HSW with healthcare disciplines,
instead of social work. Accordingly, then, professional HSW associations in
Sweden could be understood as questioning the relevance of the formally
claimed affiliation to the social work discipline, implicitly suggesting medi-
cine or nursing instead as a better alternative.

In Germany, in contrast, the DVSG never expressed any doubts concerning
HSW’s disciplinary affiliation to social work. Problems arising from HSW’s
status as a subgroup of social work were understood as caused not so much
by the problems in the relation between HSW and social work as the fact
that HSW was being performed in the domain of medicine, with which it did
not share any attributes.

Connecting to theories

As already noted, the development of a collective profession-specific identity
presupposes a shared agreement on definitions concerning work tasks,
skills, and the development of standards. However, it also entails agreement
on the knowledgebase providing the most useful answers to problems and
issues encountered in daily practice. Agreement on a knowledgebase can be
expressed through the proclamation of a disciplinary affiliation, but also
through a proclamation of affinity to certain scientific theories. A clear refer-
ence to a specific scientific theory or theories can strengthen the profes-
sion’s disciplinary affiliation, and thereby also its collective profession-spe-
cific group identity.
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The differences found between the references made to academic theories
by the HSW associations in Sweden and Germany were significant. While the
documents collected in Germany referred to several theories as represent-
ing genuine social work theory, the documents collected in Sweden referred
to only one social work theory, with all the other theories referred to being
“non-social work” theories belonging to other disciplines. Specific theories
and scholars behind them were named by the DVSG, while in Sweden any
references to individual authors were uncommon.

The theory almost exclusively referred to by the Swedish association as a
specific social work theory was to the psychosocial work theory of Bernler
and Johnsson (1988).114 However, this inherent connection the association
seemed to propose was in the end not quite as clear as it first seemed. Psy-
chosocial work theory was mostly referred to in the form of “psychosocial
work”, “psychosocial content”, and “psychosocial practice”, without provid-
ing any concrete definition for these terms. A draft document on “Psycho-
social Practice and Research” by members of the NFS from the 2000s was
then meant to develop a more genuine definition of social work in health
care. As this document shows, the term psychosocial work, originating from
Bernler and Johnsson’s (1988) theory, was used rather as an umbrella term
subsuming under itself psychosocial theory and a variety of other theoreti-
cal concepts derived from a variety of other disciplines. This much becomes
evident, for instance, from the following passage, quoted from the draft
document in which members of the NFS described the theoretical implica-
tions of the concept of psychosocial work from the network’s point of view:

Theoretical starting points for psychosocial work in health care:

1) Social-psychological communication theory models
2) Systems theory, network theory

3) Crisis theory

4) Stress-vulnerability model

5) Change theory and motivation

6) Exstential psychology and salutogenesis

7) Empowerment

8) Psychodynamic theory

9) Cognitive, behaviouristic theories!!s

This presentation exemplifies the very eclectic way the theory originally de-
veloped by Bernler and Johnsson (1988) was received in HSW in Sweden.
This eclecticism may then be seen as one reason for the perceived difficulty
of describing HSW tasks and HSW’s theoretical anchoring, as reported by
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members of the SK board (see section 6.3) and as evidenced by the 10 years
it took to finalize the above draft document. Besides psychosocial work
theory, the theoretical perspectives included in the above quote could also
be located in psychology (psychodynamic and behavioural theory, ex-
istential theory, crisis theory), in social psychology (communication theory,
coping theory), in medical sociology (salutogenesis theory), in sociology
(systems theory, network theory), in psychiatry (stress-vulnerability mo-
del), and in empowerment theory, whose origins themselves could, in turn,
lie in feminism, politics, or social work/social pedagogy.116 In other words,
the disciplinary roots of the theories referred to mostly all lied outside social
work. Nevertheless, the HSW associations and HSW researchers studied in
this dissertation made attempts to include them all under the umbrella term
psychosocial work, even when it was a question of work or concepts not
originally part of the psychosocial work theory as put forth by Bernler and
Johnsson (1988).

In the 1990s and 2000s, the German association made explicit references
to four different social work theories. In addition, in its more recent publica-
tions it has referred to a general concept of social work. The most frequent
reference it has made is to Wendt’'s (1982, 2010) social case management
theory, in a form adapted to the 21st century German context. Initially,
however, also case management theorists from the North American context
were cited, as were, on occasion, Thiersch’s ‘life-world oriented social work’
(Thiersch 2006), Germain and Glitterman’s (2008) ‘life model of social work’
and Lissi’s (1992) ‘systemic social work’.117 In publications dating from the
2000s, the concept of clinical social work was added to the list, albeit
without any reference to a specific theory or particular authors. 118
Characteristically, the association also brought up specific theories pointing
to their implications for daily HSW practice, as for instance in the following
passage:

In practice, the term ‘case’ does not refer to a human being, but to
“her problematic situation, which needs to be handled in general
as well as in detail. This problematic situation is the ‘case’ and the
subject of goal-oriented professional problem-solving action”.
Case management at the system level implies systems manage-
ment (i.e., improvement of supply structures). Wendt regards it as
a central advancement to understand and use case management
as the “control of human service production” (such as supply man-
agement) and as the control of the very process in relation to the
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single case (such as methodological case management by single
professionals).119

In defining usable theories for HSW practice in their own country context,
the two associations studied can thus be looked upon as having engaged in
attempts to enhance the ability of the professional subgroup to develop a
certain group-specific identity. In Sweden, the main such theory from social
work was psychosocial work and in Germany social case management. In
Germany, the association referred to social work theories as developed by
specific social work researchers. A more in-depth analysis of references
made by the Swedish association, however, shows that the psychosocial
work theory evoked by it could rather be described as an umbrella term
under which a variety of theories rooted in other disciplines, including theo-
ries not originally part of Bernler and Johnsson’s (1988) theory, were sub-
sumed. Accordingly, the definitions of ‘psychosocial work’ (where such are
found) varied depending on the context in which they were offered. The Ger-
man association’s references to theories can thus be understood as enabling
the attachment of a shared symbolic meaning to these theories, identified as
professional attributes. In Sweden, in contrast, the use of the theory of
psychosocial work as no more than an umbrella term can be understood as
action opening up the possibility of attaching a variety of symbolic meanings
to it.

Including hospital social work aspects in education

In addition to the question of formal disciplinary affiliation and relevant
connection to a discipline’s theories, the professional groups’ felt association
with one or another discipline was also influenced by whether the profes-
sional subgroup in question perceived the academic education of the disci-
pline to provide its members with relevant knowledge and skills. The docu-
ments collected from the associations in both countries provide evidence of
the ways and the extent to which the two main associations perceived uni-
versity programmes in social work to include specific HSW perspectives in
their teaching. They also reflect the associations’ perceived possibilities to
influence social work education and outline the conclusions they drew con-
cerning their relation to social work education.

Both the DVSG and the SK complained about what they saw as the ab-
sence of HSW aspects from basic social work education. In Sweden, this cri-
tique was expressed in rather general terms, involving both theoretical as-
pects as well as practical skills. As the SK board members admitted, how-
ever, the lack of education in practical HSW skills was partly caused by the
fact that HSW practitioners only seldom engaged themselves in this educa-
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tion as supervisors for social work field studies.120In the following quota-
tion, this lack of HSWs’ own interest in social work education is addressed
from HSW researchers’ perspective. In it, social work education is seen (by
the NFS) as handling its critical task of transferring knowledge to future
HSWs inadequately when it came to social medicine and quantitative re-
search methods:

Psychosocial Work in the Healthcare Sector: Dilemmas for

Research

1. The basic [HSW] education is outside the medical faculty.

2. The knowledge transfer on the part of medical knowledge in
basic [social work] education is insufficient....

3. Different faculties have different approaches as far as
research methods are concerned.1?!

In Germany, this complaint was mainly raised during the years around 2000
and concerned particular areas such as clinical social work as well as spe-
cific legal and methodological competences. Additionally, education and re-
search were claimed to inadequately handle their tasks of developing and
adapting methods for the needs of the changing healthcare sector. They
were, however, also claimed not to adequately address any specifics about
the subordinate function of social work within health care, as, for instance,
in the following quote reporting from a national meeting with social work
educators in Germany where the DVSG, too, was in attendance:122

All participants agreed that changes to social work education are
necessary, as its quality is highly variable. Education [in this field]
does not adequately focus on clinical social work; neither does it
focus on the fact that especially social work in health care often
evolves in response to changes in social welfare and healthcare
systems, with interests that differ from those of other professions,
and in response to economic changes.123

The HSW associations in Sweden and Germany had a fairly similar under-
standing when it came to their perceptions of the lack of focus in social work
education on social work in healthcare settings. The Swedish associations
mostly saw there to be a problem with knowledge transfer when it came to
the teaching of social medicine and natural science research methods. The
German association brought up more specific social work techniques in this
connection, but also knowledge of the impact of the healthcare context on
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social work practice. The objections of Swedish HSW associations and re-
searchers here must, however, be understood against the background of the
history of social work education. In the past, basic social work education in
Sweden had been more specialized, focusing on specific fields of social work
and education for social work in the healthcare field, and only later came to
exclude HSW specific social-medical and nursing knowledge.124

Based on the SK’s impression that HSW perspectives and the specific
needs of HSW were neglected in social work education, attempts were then
made to address these problems from above, partly by the association itself,
partly by the trade union, and partly also by the NFS.125 The discussions in
the area also concerned the possibility of setting up a new university pro-
gramme specifically for social workers in health care.126

6.4 Promoting implementation and compliance

In their efforts to develop and maintain a collective group-specific identity
for HSWs, the associations in Sweden and Germany used different means to
promote their members’ willingness to comply with common agreements
regarding the shared attributes of the professional group. Such attributes
included narratives of the history and presence of HSW, definitions of work
tasks, skills, and standardizing instruments for practice, as well as defini-
tions describing the proximity of HSW to social work or healthcare profes-
sions. To induce professionals to voluntarily comply with the symbolic im-
plications of such specific professional attributes, professional associations
must employ specific means like, for instance, information and involvement
strategies (Etzioni 1961).

Informing

At a basic level, the internalization of symbolic meanings attached to profes-
sional attributes and of the particular professional goals of the profession
presupposes that the association informs at least its own members or more
in general hospital social workers about jointly developed and agreed-upon
professional attributes, professional goals, and their associated symbolic
meanings. Following Etzioni (1961), voluntary organizations in general
must therefore engage in communication both downwards and horizontally
if they are to be able to induce conformity to organizational values. In the
same fashion, HSW associations must use a variety of information channels
to communicate their commonly defined attributes and goals as well as the
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symbolic meanings inherently attached to these, in order be able to include
HSWSs’ compliance with them.

The particular communication and information channels used by the as-
sociations in this study changed over time. In both the Swedish and the Ger-
man case, the association’s board was interested in setting up new com-
munication channels to better enable information flow within the associa-
tion and between different parts of the association such as sections, boards,
and local, federated-state, and national work groups.

These communication channels included face-to-face interaction, tele-
phone, the Internet, and the print media. In the case of the Swedish associa-
tion, the decision, moreover, was made that all the sections of the associa-
tion send a representative to its national board.1?” In Germany, the infor-
mation flow between associational organs was discussed occasionally, with
new work routines and guidelines issued to define the face-to-face channels
to be used and to co-ordinate information flow both vertically and horizon-
tally at and between all levels of the organization.128

The SK and the DVSG also used various media to transmit the information
they wanted. Up until 1997, the SK published its own biannual journal,
Svensk Kuratorsforening. Later on, up until 2004, it mailed out a specific
membership information letter to its members once or twice a year. The
association also informed its members via e-mail. Since the beginning of the
2000s, the association has used its own webpages to provide information to
all interested parties. The DVSG, on the other hand, published its own jour-
nal of HSW during the entire study period. Since the beginning of 2000, it
has, furthermore, distributed information via the association’s website and,
finally, since 2005, through its monthly newsletter distributed via e-mail.129
The SK and the DVSG have thus pursued somewhat different strategies over
time in their use of different media as information channels: the Swedish
association has rather switched from one media to another while the DVSG
has concentrated on complementing its existing information channels by
establishing new ones.

The two associations have to a differing extent used these text-based in-
formation channels to inform HSWs in general. The SK has used its journal
issues, membership information letters, and e-mails exclusively to inform
the members of the association. The German DVSG'’s journal and monthly
newsletter, on the other hand, were distributed to all HSWs and organiza-
tions in the country with an interest in the developments in health care and
social work in health care in general and in the association’s stances and ac-
tivities in particular. Since the beginning of the 2000s, both of the two as-
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sociations have also used their homepage to make information on their ac-
tivities and stances available to a wider public.130 For both associations, the
information channels used were employed with the aim of reaching a wider
readership, even if, as already noted, this was done to differing extents.

The content of the two associations’ journals, however, differed to a de-
gree. While in both cases the associational journal contained editorials, in-
formation on and from seminars, sections, and sectional meetings, annual
reports, calls for action, official written statements, and occasionally re-
printed newspaper articles, only the DVSG journal published articles, re-
ports, and debate articles on specifically HSW topics. Since 1997, the content
of the SK membership information letter and of the e-mails the association
sent out to its members has been further pared down. Usually, the member-
ship information letter included a message from the board, board meeting
minutes, information on and invitations to the association’s annual confer-
ence, as well as membership lists, but no articles, official written statements,
or information from sectional meetings any more than the journal did
before. The association journal’s editorials and the messages from the board
contained in the membership information letters were used to provide addi-
tional background for the otherwise abbreviated and/or formulatic infor-
mation on the association’s key activities and stances. Since the beginning of
the 2000s, key written documents such as annual reports, recent official
statements, and official definitions have, moreover, in both Sweden and in
Germany been available via the association’s website.

The members of the SK were informed about the association’s events, ini-
tiatives, and activities such as, for example, setting up of new sections,
changes made to board membership, work towards the development of
standards, co-operation with the trade union, and contacts had with state
officials.13! Especially during the 1990s, the association’s journal also in-
formed members about ongoing and recently concluded healthcare policy
developments, (forthcoming) changes in legislation, relevant actions of state
authorities, ongoing state investigations, and activities engaged by other as-
sociations, the trade union, and the NFS.132

The information provided by the SK tended to be rather cursory. Specific
investigations, law proposals, healthcare policy developments, and the like
were merely noted in the board meeting minutes obtained, along with the
fact that these were discussed in the meetings. Any description of the con-
tent and outcomes of these discussions, such as shared positions taken, was,
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however, usually omitted.!33 Occasionally, meeting minutes nevertheless
reflected the fact that strategic deliberations were taking place in board
meetings, as the following quotation shows:

Recently, NN’s one-man government investigation on “Social
Workers’ Competence Requirements for Application to Psycho-
therapy Education Programme” was revised and submitted. The
[government’s] proposal was discussed [in the board meeting].134

Common associational stances on particular topics seemed to only rarely be
discussed, judging from what was stated in meeting minutes and other jour-
nal articles. An exception here was nevertheless a discussion on the defini-
tion of the term "workability", involving social work’s ability to assert its
importance in the healthcare sector, as was a discussion of an official state-
ment of the association concerning guidelines in palliative care.135

During the period under investigation, the DVSG also provided infor-
mation on diverse kinds of associational meetings and seminars, including
information on ongoing discussions from all levels of the association (local
to national). Articles were, furthermore, published on the development of
standardizing instruments and social work methods as well as on other pro-
jects run or planned by the association. Like the SK, also the DVSG dissemi-
nated information on legislative changes, other healthcare policy develop-
ments, associational views and positions, and official written statements.136
Members of the German association were frequently provided with news
about changes in corporate contracts and legislation, accompanied by com-
ments and analysis regarding the impact of such changes on HSW practice.
This became increasingly common beginning in the 2000s.137 Ongoing
healthcare policy developments, professional developments, co-operation
and conflicts with other professions, and the like were common topics
addressed in debate articles.!38 The association also used its journal articles
to show how its visions, positions taken, and policies developed were rooted
in the activities of all associational organs.13° The following quotation serves
expresses this desire:

The annual meeting in Berlin voted to initiate the expansion of our
association.... It is our task in the coming weeks to inform our
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members at all levels of the organization about the tasks and goals
of this project. This is to ensure everyone’s engagement, necessary
for a successful change.140

As already noted, the association board in both country cases was involved
in activities aimed at informing on the symbolically charged professional
attributes and cultural goals that the association wanted to pursue and have
their members comply with. In Sweden, the documentary studied for this
dissertation shows that the information was mostly disseminated in a top-
down fashion, from the board to sections and individual members. Horizon-
tal information channels were formalized by sending lists of affiliated mem-
bers with contact information to all members. Information across sectional
boundaries was mainly spread through the association’s journal up until
1997, and via its website after 2000.

In the case of the German DVSG, on the other hand, the information was
disseminated both vertically and horizontally, with communication channels
developed between different sections, work groups, and levels of the or-
ganization. All these information activities can be understood as an active
striving by the associations to communicate their symbolically charged pro-
fessional attributes and cultural goals to their members and achieve a cer-
tain convergence concerning the collective interpretation of these values. In
the German case, the horizontal communication channels can be understood
as information networks supporting the dissemination of information from
above.

The way in which information transmission was used as a strategy to
reach non-members differed between the SK and the DVSG. While the SK
targeted its information activities to also non-members, especially when is
used its homepage and, in some cases, the trade union to disseminate infor-
mation about the development of standards and the various kinds of discus-
sions held within it, the HSWs without a social work degree were still ex-
cluded from associational activities, as were social work researchers work-
ing on HSW, insofar as these were not engaged in HSW practice.

In Germany, most of the information with strategic relevance to jurisdic-
tional claims-making was made publicly available and shared with both
members and non-members. Only information likely to attract outsiders to
sign up as members was withheld from the public, to recruit new members.
There were no restrictive requirements for membership, either, apart from
the fact that members were expected to promote HSW interests. In terms of
organizational compliance (cf. Etzioni, 1961) this can then be understood to
mean that the DVSG pursued a broader scope and a higher pervasiveness
than the SK in its attempts to use information about associationally de-
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veloped common professional attributes and professional goals as a means
to achieve compliance.

Involving

The HSW associations in Sweden and Germany involved their members and
other HSWs in the development and negotiation of professional attributes,
professional goals, and their associated symbolic meanings. To borrow
Etzioni’s (1961) terms, HSW associations can be understood as normative
organizations with voluntary membership. The efforts to involve members
in the development of professional goals and address their self-interests can
then be described as attempts aimed at enhancing the commitment level of
the voluntary members of the association and of HSWs who are not mem-
bers of the association.

During the period studied, the SK and the DVSG tried to involve their
members in the development of the programmes of their seminars and na-
tional annual meetings and in daily routines. Especially in Germany the as-
sociation intensified its efforts to engage members in associational activities
from the late 1990s onward; in Sweden, such efforts peaked mainly during
the late 1990s.141 In Sweden, the involvement of members in the authoring
of official statements and comparable was most often attempted via the sec-
tions; in Germany, it was pursued both via work groups and sections and
directly through centrally-led investigations of members’ needs.!#2In both
countries, members were asked to indicate their needs and interests,143 with
associational structures consequently adapted to make them better suited
for involving the membership and engaging members’ interests, be they, for
example, in networking and HSW matters more generally (development of
work task descriptions) or in more specific professional topics (e.g., somatic
care, psychiatric care).!**However, decisions concerning matters such as
which new work groups and sections would be set up in Germany (e.g., on
ethics in health care) were made based on strategic interests as defined by
the association itself.145 Also economic and symbolic rewards were used as
incentives to increase members’ involvement in associational activities.
These rewards could include economic assistance for sectional activities, as
in Sweden, and rewards of a more symbolic character as used in competi-
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tions to, for example, find a new name for the association’s journal in Ger-
many.146

In both countries, networking with other HSWs from the same specific
work field was pointed out by the associations as a major motivation for
joining them. The SK and the DVSG therefore offered organized possibilities
for their members to contact and meet one another.Indeed, in Sweden the
association perceived this to be its primary task.!4” There the association
was organized in sections according to specific medical specialities (see
Chapter Five). In them, members could exchange experiences and discuss
their specific professional issues and questions.#8 In some cases, this spe-
cific interest of members in networking with other HSWs from the same
work field came before their interest in the SK in general. Consequently,
members of the SK board often faced a need to clarify the role of the associa-
tion. This primary interest in associating with members from very narrow
work fields occasionally led to the setting up of new associations related to
the particular HSW fields in question.!*? In Germany, networking interests
were especially pronounced during the period 2000-2003, but also in 1997-
1998 and in 2007. The DVSG therefore organized regional and federated
state-level work groups and promoted the expansion of these networks so
as to include even Eastern Germany after the reunification.!5 In these work
groups the focus then lied on networking both regionally and across feder-
ated states, on the exchange of experiences, on knowledge/information
transfer, on discussing healthcare policy, and on professional identity is-
sues.151

In both associations, discussions were held on specific issues of relevance
to HSW, such as changes in healthcare policy and welfare structure or the
association’s position in jurisdictional matters. These discussions were
sometimes held within the association, while on other occasions they could
take place with the involvement of other associations and organizations.!52
Yet, there were differences between the SK and the DVSG in the way in
which members were invited to participate in these discussions. In the case
of the SK, the discussions predominantly involved board members. Invita-
tions to ordinary members to participate in discussions became fewer after
1997 and the discussions were often held following the annual meetings.153
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More and more often, especially during the 2000s, members became only
informed of the fact that discussions had taken place, were planned, or were
going on, but not about their content.’5* The communication could now be
very cursory and take the form of a brief factual note only, as in the follow-
ing case: “The trade union advisory board for HSWs met on 22 February
2007 in Stockholm. Amongst others, licensure was discussed.”155

The DVSG, on the other hand, often involved all levels of the association in
discussions when it concerned more important topics.15¢ These discussions
were used to prepare members for coming changes in healthcare policy
and/or welfare structures, and to deliberate on collective actions to be taken
in response to emerging jurisdictional problems.!57 Since the 2000s, DVSG
members were increasingly more often encouraged to express their opin-
ions in public to provoke discussion on the pages of the association’s journal,
and since 2003 the association has maintained a members’ discussion forum
on the Internet for the same purpose.!>8 Even annual meetings were opened
for broader discussion on the association’s official stances and positions and
on important questions related to the future development of the association.
Drafts of major position papers, standardizing instruments, and the like
were circulated among the association’s membership in advance of their
publication.159

Association members in both countries were also involved in the develop-
ment of standards, definitions, and the like, although even here in different
ways and to differing extents. In Sweden, in the late 1990s SK members
were, for example, encouraged to provide their own input in matters relat-
ing to the development of common quality standards and measurement
tools and participate more in work of their sections.16? Additionally, since
the mid-1990s, the development work towards new HSW standards and
definitions was more and more frequently delegated to external co-opera-
tive panels like the trade union’s advisory board. There are some indications
in the documents studied that members were also involved in the internal
discussions and preparatory work around the issues raised in these
panels.161
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In Germany, DVSG members were consistently involved in the develop-
mental work of the association, although to a particularly notable degree in
the years 2001-2005. Mostly between the mid-1990s and the early 2000s,
associational seminars, furthermore, were used to jointly plan collective
counter-action and counter-strategies in response to challenges posed by
hospital organizations or other professions. During this time period, juris-
dictional problems were addressed and analysed drawing on diverse meth-
odological tools and perspectives.162 Also the development of guidelines and
definitions was perceived to provide structured support for efforts to claim
a certain jurisdiction and develop arguments for members at all levels of the
association, from worksites to the federated state and national levels.163 This
was seen as important in order to avoid the possibility that the arguments
used might be perceived as good at the local level but still bring negative
effects for the broader collective.164 Multiple levels of the association, includ-
ing local work groups, federated state-level groups, and, where suitable, dif-
ferent sections and the advisory board, were thus typically involved in the
planning and co-ordination of collective actions.165

Another example of such work involving input from multiple levels of the
association was the process of developing new standardizing instruments
for the profession that resulted in the document Produkt- und Leistungs-
beschreibung der Klinischen Sozialarbeit (“Product and Service Description
of Clinical Social Work”).166 [n 2001, the need to develop a standards manual
for HSW services was repeatedly brought up in the association’s journal,
with the information given out to its readers that the DVSK had begun the
development work towards associationally created service descriptions,
handled mostly by its sections on quality management and somatic care. The
journal’s readers were thereby encouraged to send in for analysis their
already existing manuals, to that way contribute to the further development
of the draft version.1¢” The following year, a quality management manual
was then presented and discussed in a regional seminar organized by the
association, with the statistics section of the manual reportedly integrated
into the association’s documentation software pre-tested in 26 hospitals.168
Subsequently, in 2004, the standards manual was then presented for
discussion in the association’s regional work groups as well as its annual
meeting, with the official publication of the finalized version of the manual
announced to take place right in time for the following DVSK Conference in
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2005.1%9 Following this, during the period 2005-2007 the standards manual
was revised, with the new, revised version published and presented in the
association’s 2007 annual meeting.170

Disseminating
Apart from informing members on, and involving them in, the development
of common professional attributes, goals, and their associated symbolic
meanings, the SK and the DVSG also disseminated knowledge and infor-
mation to other HSW practitioners when including them into associational
activities. Both the SK and the DVSG engaged in further education activities
to that way disseminate to HSWs what they saw as relevant formal
knowledge. The associations in both countries organized national con-
ferences, regional and national seminars, occasional peer supervision, and,
in the case of the DVSG, also introductory courses for HSWs.171 In both
countries, the focus in the knowledge transfer lied on relevant social work
methods and theories, on knowledge related to specific patient groups, and
on medical diagnosis. Additionally, the two associations supported exchange
of experiences among their members. In Sweden, further topics such as staff
supervision, evidence-based practice, and official directives concerning rules
and ethical dimensions of HSW were addressed. Topics specific to the Ger-
man context included legislative reforms, social work, economy, and meth-
ods for healthcare policy involvement. Information on the content and re-
sults of such further education initiatives was reported on in the two as-
sociations’ journals, although in Sweden only during the 1990s.172

However, as the documents obtained from the SK show, the Swedish
HSWs’ preferred context for knowledge transfer was section-specific semi-
nars addressing specialist topics relevant to HSWs in neurology, diabetes
care, psychiatry, and comparable. This was partly claimed to have to do with
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employers’ unwillingness to pay for employee participation in further edu-
cation when the courses offered had, in their view, too general a focus.173

When it came to the use of further educational activities to disseminate
among the broader professional group collectively developed attributes
central to the development of a group identity, there were major differences
between the SK and the DVSG. The SK appears not to have deliberately pro-
moted the dissemination of collectively defined associational positions and
statements through seminars and conferences. However, even if there never
were any explicit intentions to do so, in 1993-1997 it nonetheless engaged
in activities that had the effect of furthering the dissemination of common
positions. These activities included common conferences for all HSWs, semi-
nars by the sections of the association sometimes co-organized with the na-
tional conference, and mentoring of new HSWs. As one member of the SK
explained some of the motivations for these activities:

Our superiors who are nurses or physicians don’t know how to
develop our work. They aren’t able to support us.... That's why
we've organized a mentorship system for ourselves all on our
own, to help newly recruited HSWs find their way in their new
job.174

These efforts can be understood as an attempt by the SK to unite an other-
wise heterogeneous professional group whose members often tended to
orient themselves towards medical specialties rather than their own profes-
sional group.l7s At the same time, the SK kept advertising other organiza-
tions’ (patient organizations, hospital organizations) conferences and semi-
nars, that way offering those organizations opportunities for developing
common descriptions and definitions for HSW. This could be understood as
a special service provided for one’s own members. At the same time, it could
also be viewed as something jeopardizing one’s attempts to gain control
over the processes in which central HSW attributes were defined.176

The DVSG, on the other hand, used its conferences, seminars, and intro-
ductory courses with the express purpose of disseminating knowledge on
collectively developed official positions and statements, definitions, and
standards.1’” Moreover, as non-members and external guests, too, were wel-
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comed by the association, this dissemination was likely to have a scope go-
ing beyond the association’s own boundaries:178

Many qualified further educational activities are organized all
over the country, under the umbrella of the DVSK. Our develop-
ment work [standardizing instruments, definitions, and social
work techniques] in the sections and in the project and work
groups forms part of the content of these activities.17?

Both associations’ board members collaborated with other actors (primarily
trade unions and patient organizations in Sweden and professional as-
sociations and hospital organizations in Germany) to be able to better repre-
sent HSW concerns and interests vis-a-vis these actors.180 In the case of both
the SK and the DVSG, the associations used such opportunities to dissemi-
nate beyond their own boundaries what they perceived as commonly ac-
cepted attributes of HSW.

6.5 Expanding into new territories

As noted in Chapter Five, only a minority of HSWs in Sweden and Germany
are members of their professional associations. A professional group-spe-
cific identity, however, can only function as such if it is shared by the major-
ity of HSWs. In the same vein, specific professional attributes can only be
claimed to be common to all HSWs if a majority of HSWs agree to them. The
associational documents collected from Sweden and Germany show the
HSW associations studied to have engaged in efforts to extend their territo-
ries in several ways. On the one hand, they made efforts to expand their
membership base to engage as many social workers in health care as
possible. On the other hand, they sought to expand HSW practices into new,
neighbouring work fields.

Some of these attempts at expansion related to particular major health-
care policy developments affecting the structure of the welfare state. Among
these were, in the Swedish case, the introduction of the Adelreformen in
1992, the implementation of the Psykiatrireformen in 1995, and the onset of
the financial crisis of 1990-1994. In the German case, these included the
country’s re-unification in 1990 as well as the fundamental reforms in the
German social welfare and healthcare legislation in 1993-2003 and 2007.

One very basic way to broaden the membership base of a professional as-
sociation is to change its membership requirements, as demonstrated by the
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DVSG in the German case. As described in Chapter Five and in the focus
group interviews with DVSG board members, membership in the DVSG was
open to all individuals and organizations either working with social work
tasks in health care or otherwise interested in supporting HSWs’ profes-
sional interests.18! The association also engaged in co-operation and col-
laboration with other organizations (e.g., DGS and the trade union DBSH),
including mutual membership, as a strategy to increase the number of social
workers it could officially be said to represent.!82 In Sweden, on the other
hand, membership in the SK was only open to social workers with a univer-
sity degree who were employed in county-based health care.183

Nevertheless, both the SK and the DVSG were interested in recruiting as
many HSWs as possible in order to increase their representativeness and
solve their respective problems with free-riding HSWs.184 Different strate-
gies, however, were applied by the two associations in their efforts to make
their free-riders into fee-paying members. The SK closed all its seminar ac-
tivities to non-members.185 The DVSG, on the other hand, only restricted ac-
cess to certain strategic documents of particular value to HSWs’ work in or-
ganizations, and to its internal associational meetings.186 The majority of the
association’s documents, local and regional seminars, local co-operative
meetings, national conferences, and further education opportunities were
kept open to both members and non-members.!87 The following reflections
by two representatives of the DVSG illustrate the use of strategic documents
to induce non-members to sign up, while also showing the association’s in-
tent to influence HSW practice more in general through the dissemination of
the association’s positions, statements, and values:188

NN1: Restricting the availability of documents is a problem. The
more you do that, the less publicity you get and the less people
talk about these documents.

NN2: We try to find the golden mean: documents that support and
facilitate professional work are made available to members only,
while certain strategic papers that need to be disseminated as
widely as possible are made available to everyone. I think this is a
good way of doing it; it's proven itself to be a good strategy. I can
tell that from the reaction of all those who call us up and say that
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they absolutely need these papers. Well, then you have to become
a member...18°

Other strategies to extend the associations’ influence on HSWs could, how-
ever, also be observed. These were all specific to the context and the circum-
stances to which they were responding. In the mid-1990s, for example, the
SK made a failed attempt to merge, or at least extend its co-operation, with
the VKF.190 Later on, however, the number of SK members working in psy-
chiatric care went up simultaneously as the activities of the VKF winded
down, indicating an unintended fusion between the VKF and the SK.191 More
recently still, there was also an attempt to integrate the NFS into the SK,
even if this project, too, ultimately failed.192 In Germany, again, the early
1990s saw a massive increase in recruitment activity owing to the inclusion
of the former East German regions.193 New local and federated state-level
networks were developed, and support was offered in representing profes-
sional interests during the initial phase of legislative and structural reforms
in the country.194

During the period under study, the SK and the DVSG also attempted to ex-
pand the range of the work fields they represented within health care. In
Sweden, the SK argued for HSWs’ inclusion in the newly emerging work
fields (e.g., contagious diseases, primary care), sometimes in collaboration
with the trade union.1%5 Also in Germany, the DVSG argued for the expansion
of HSWs’ work fields in health care. In 2003, the association was then also
formally opened to all social workers employed in the healthcare sector, in-
cluding fields such as in-patient and out-patient care in organizations, oc-
cupational health care, eldercare/geriatrics, oncology, hospice/palliative
care, psychiatry, disability, workplace and medical rehabilitation, public
health administration, and self-employment based social work in health
care.196

With the onset of reform activity affecting their respective countries’ wel-
fare state structures, the HSW associations in both Sweden and Germany
saw new opportunities for social workers to claim new work fields in health
care. The associations’ attempts to extend the scope of social work to new
worKk fields outside traditional health care were, however, more prominent
in the case of the DVSG. Prompted by large-scale welfare state reforms, the
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association engaged in efforts to redefine social work in health care. It ar-
gued for staffing certain functions (e.g., rehabilitation counselling) in
healthcare and retirement insurance funds with social workers and for the
integration of social work in the newly emerging organizational contexts
located at the intersection between social welfare and health care (e.g,
psychosocial services in geriatric care, integration counselling for disabled
persons).197 In Sweden, the legislative changes also resulted in the transfer
of certain county healthcare functions to the municipal healthcare organiza-
tions and in the establishment of new social work fields in municipally or-
ganized health care (e.g., personliga ombud or municipal case managers).198
In contrast to their German counterpart, however, the Swedish HSW as-
sociations, while discussing it, finally turned down a proposal to include in
their membership also social workers from healthcare services other than
the county-based ones.199 As the following quote shows, the SK was more
willing to reject the possibility of developing new functions for social work
in health care than include them into its scope:

The [government investigation] committee outlines a proposal to
implement a system of municipal case managers. The proposal in
question is utterly out of proportion and unrealistic. The inves-
tigators stress the need for co-ordinating interventions for psy-
chiatric patients, as if such co-ordination of interventions did not
already exist.... HSWs’ role in this regard forms already today an
essential, indeed indispensable part of team work in psychiatry.200

In other words, when, in HSW, it comes to voluntary professional organiza-
tions’ effective development of compliance to a group-specific professional
identity, it seems desirable that as many HSWs as possible accept this iden-
tity. The evidence collected from the SK and the DVSG shows the latter to
have applied a broader scope than the former. In the German case this at-
tempt to use a broad scope is indicated by the number of activities in which
members of the association engaged together. It is further indicated by the
association’s efforts to involve also HSWs who were not its members. Look-
ing at free-riders as potential multipliers helping to disseminate further the
developed terms, definitions, and standardizing instruments, as the board of
the German association did, provides further evidence still of the broad-
scope approach the DVSG resorted to in its activities. The SK, on the other
hand, could be described as a case exemplifying a narrower scope, both in
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terms of the association’s amount of activities and in terms of its degree of
inclusion of HSWs not affiliated with it.

6.6 Summary

In this chapter, the various means used by professional HSW associations in
Sweden and Germany to internally develop, establish, and maintain a collec-
tive professional identity for HSWs has been discussed. The associations
studied used collectively developed narratives to reproduce discourses on
the importance of the profession’s history, on the self-perception of the pro-
fession as currently having a fuzzy identity, on the profession’s lack of con-
trol over its work tasks, and on the impact of the healthcare policy on HSW
practice. The two associations’ internal jurisdictional work was aimed at de-
veloping narratives describing and reproducing a picture of the professional
subgroup as perceived by its members. Through shared attributes and goals,
affinity with other members of the professional subgroup, and to some de-
gree with other social workers or healthcare workers, was thematized and
affirmed.

These shared attributes and goals were, however, somewhat different in
the case of the Swedish and German associations. The Swedish association
SK primarily aimed at licensure for HSWs, while the German association
DVSG pursued a greater variety of goals. Among these were, for example,
bringing HSW as an external category more in line with HSWs’ own under-
standing of their professional identity, the integration of social work into
new healthcare arenas, and the integration of social work in healthcare
legislation and corporative contracts. The SK and the DVSG were also en-
gaged in developing for HSWs a shared professional identity, by asserting
certain professional attributes as profession-specific characteristics of HSW.
These attributes related to HSWs’ work tasks, covering aspects such as diag-
nostic tasks, treatment skills, the development of a classification system for
HSW interventions, and the perceived and claimed affinity to a certain aca-
demic discipline. The attributes were symbolically charged, and they were
used to either differentiate the professional subgroup from, or relate it to,
social work and other professions.

The DVSG asserted HSW’s linkage to the knowledgebase of social work,
with references to other than social work theories being sparse. This indi-
cates the social work knowledgebase to have been seen as a shared profes-
sional attribute of HSW. The almost exclusive referencing to social work
theories proclaimed the transdisciplinary nature of social work, which in
turn was used to erect symbolic professional boundaries towards healthcare
professions. Social case management was pointed out as the foremost social
work method and, thereby, as a relevant symbolically charged collective
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HSW attribute. Moreover, associational structures for membership involve-
ment in the DVSG’s case supported the development of a uniform profes-
sional identity for all HSWs in health care. The work task and work field de-
scriptions as well as the classifications of HSW treatments as developed by
the German association were generalized to a degree enabling their applica-
tion in a diversity of healthcare settings.

Also the Swedish associations supported the development of shared sym-
bolically charged attributes for social workers in health care, although in
this case the development of a collective professional identity was led into a
different direction. In general, the Swedish HSW associations in this study
were all in agreement that the formal affiliation of HSW was to social work
and the performance of psychosocial work. Nevertheless, it proved difficult
to reach a similar agreement on collective work task descriptions for HSW,
apart from the general characterization that HSW tasks differed from other
social work tasks. In addition, psychosocial work was used as an umbrella
term for a variety of methods and theories derived predominantly from
neighbouring disciplines; the usability of social work knowledge in HSW was
from time to time claimed to only insufficiently describe work tasks as
shared social work attributes creating and maintaining symbolical bounda-
ries vis-a-vis other professions. The documents collected from the associa-
tion thus contained frequent references to other disciplines and their
knowledgebases. Medicine and nursing were sometimes pointed out as
providing HSW with an equally important knowledgebase. Thereby, but also
through organizational structures, the affinity to other healthcare pro-
fessions was asserted. In Sweden, work task and work field descriptions
were developed rather as drafts, necessitating their adaptation to specific
work sites and different healthcare contexts. While, as such, they thus lent
themselves well for circulation among the membership and therefore also to
use as a means for group identity building, at the same time they then could
not have the same multiplying effect that they might have had as fully de-
veloped, jointly agreed-upon final documents.

Differences could, furthermore, be observed between the Swedish and the
German associations studied when it came to their attempts to evoke HSW
practitioners’ compliance with the proposed subgroup-specific professional
identity. Here the SK and the DVSG, moreover, followed different strategies.
The SK for the most part aimed at promoting its members’ compliance,
while the DVSG rather sought the compliance of the largest possible number
of social workers operating in healthcare settings.
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7 Promoting Formalization of Jurisdiction

This chapter of the dissertation describes, analyses, and compares the strat-
egies and means used by HSWs’ associations in Sweden and Germany to pro-
mote the formalization of their subgroup’s professional jurisdiction. As
noted, for example, by Abbott (1988), legal jurisdiction protects the relation
between a profession’s knowledgebase and its work tasks through legisla-
tion. External jurisdictional work promotes jurisdiction in more general
terms, aiming to accomplish what in this dissertation is termed ‘formal juris-
diction’. It pursues protection of professional knowledgebase and work
tasks by legislation (e.g. licensure laws), by public regulations, and by
official job descriptions. In some contexts, public regulations are seen as
having a quasi-legislative status, which may then strengthen the
jurisdictional protection granted by these regulations.

Section 7.1 below first describes the strategies Swedish and German HSW
associations used to translate their internally developed jurisdictional
claims into effective formal jurisdiction in three different arenas: legislature,
public regulations, and the hospital setting. After that, section 7.2 looks at
the strategies these HSW associations used vis-a-vis stakeholders deemed as
critical for their success in advancing HSWs’ formal jurisdiction. These
stakeholders included the trade union, universities and research institu-
tions, other professions, patient organizations, and local external organiza-
tions. Finally, section 7.3 focuses on the importance that HSW associations
attach to the publicization of professional issues through the media. It also
describes some of the main difficulties the two associations studied encoun-
tered in their efforts to present HSW and its jurisdictional claims to the
broader public by using different media.

7.1 Claiming formal jurisdiction in legal and executive arenas

The documents collected from the associations in Sweden and Germany
show them to have used similar strategies to promote the translation of
their jurisdictional claims into formalized jurisdiction. The extent to which
these strategies were actually made use of by the associations in the two
countries, however, varied, as did their scope. While HSW associations in
Sweden for the most part concentrated on the question of licensure in their
jurisdiction work, the DVSG pushed for the inscription of HSWs’ professional
title and work tasks in various kinds of welfare legislation and public regula-
tions while also addressing the need to develop, at the workplace level, offi-
cial job descriptions for HSW in different work fields.
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Maggetti (2009) and Erichsen (1995) have described the medical profes-
sion as one that is today incorporated into the state system in both Sweden
and Germany. Abbott (1988) has, furthermore, suggested that medicine also
controls its subordinate professions’ access to the networks in which the
allocation of particular work tasks to certain professions is negotiated. The
HSW associations in this study used a variety of strategies to deal with
problems arising from their exclusion from key bodies in the legal and ex-
ecutive arena. Such strategies for promoting HSWs’ professional interests,
however, often overlapped with one another. They can be described as ne-
gotiation strategies, covering a whole range of activities from attempts to
merely establish a physical presence at certain forums to the writing of offi-
cial statements and commenting on draft law proposals and government
investigation committee reports. In between these extremes lied strategies
such as informing, bargaining, and lobbying in matters involving legislation
and public regulations. In the hospital settings, the strategies the associa-
tions studied used included motivating members to use the same strategies
in their respective hospital organizations and the development of supportive
documents for that purpose.

Advancing protection through legislation
Several different strategies were employed by the German and Swedish as-
sociations to achieve protection of professional HSW work tasks by
legislation. This was so during the entire time period under study, but
particularly in the period after 1999. The documents collected show the
associations in Sweden and Germany to have engaged (often through lobby-
ing) with politicians in Sweden and Germany, while doing the same advanc-
ing parties and authorities/administrations at the national and federated-
state/county level.201

Concentrated and systematic efforts at detecting, identifying, and mon-
itoring developments in health care and healthcare policy and the impact of
these developments on HSW practices, and at informing and lobbying
around these issues, were reported by the HSW associations in both Sweden
and Germany to make up an important part of their activities. The SK and
the DVSG, however, both cited difficulties in accessing information about
forthcoming legislative reforms and law reform plans. Especially in the
1990s, the SK stressed the importance of its being kept informed about

21 1n Sweden, these included, among others, the Minister and Ministry of Health and Social Affairs, the
Swedish National Board on Health and Welfare, the Socialférsdkringsutskott (parliamentary committee
on social insurance), and various government investigation committees. In Germany, they included,
among others, the Federal Ministry of Health and the federal advisory council on the assessment of
developments in the health care system (Sachverstindigenrat zur Begutachtung der Entwicklung im
Gesundheitswesen). See SKP046, SKP078, SKP090, SKP118, SKA005, SKARO013, GA006, GA122,
GA131, GPA013, GPO032, GD001, GAR007, GWS029.
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forthcoming proposals for healthcare legislation and the official investiga-
tions related to them. The main sources of information for the two associa-
tions in this respect were the trade union and various state agencies.2%2 In
Germany, co-operation between the association’s national board and its
work groups in the different federated states was attempted, so as to be able
to better support one another in the task of detecting and monitoring HSWs’
professional interests when confronted with changes planned to healthcare
legislation at the federated-states and national level.203 The following quote
illustrates some of the dilemmas involved in this task:

It is extremely difficult to find any information at all about forth-
coming law reforms, as all negotiations [about amendments to
federated states’ hospital laws] are held at the federated-state
level. And in the meetings of the national board, we don’t always
know who knows what at the federated state level.... In other
words, we have to a) make sure we get information ahead of time,
b) take a stance [on the proposed changes], and c) get ourselves in
a position where we know who the people are who do the
preparatory work for the law reforms and who are the ones
sitting at the negotiation table. Otherwise you aren’t able to get
your voice heard.20*

The quote describes some of the difficulties HSW association in Germany
had in obtaining advance information about forthcoming changes in legisla-
tion, given their typical lack of access to the networks through which such
information could be obtained and the planned reforms influenced. Accord-
ing to them, only by securing access to relevant bodies could the kind of in-
formation be obtained that enabled the associations to in turn inform their
own audiences and stakeholders about all the important facts involved and
produce official statements. The quote, however, also speaks indirectly of
the experience of the professional group that it was nevertheless often
heard and that its objections were taken seriously.205

Another important activity of the associations studied in this regard was
to physically represent, and disseminate information on, HSW at forums
where legislative changes are prepared. In both countries, gaining physical
access to policy forums was perceived as essential for one’s ability to pro-
mote legal HSW jurisdiction. In Sweden, the SK advocated for the physical
presence of HSW in state administrative organs and in government inves-
tigation committees to be set up. The negotiations around this issue also
concerned, for example, the inclusion of a HSW representative in the multi-
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professional advisory boards charged with the task of reforming healthcare
licensure, especially in the 1990s.20¢ This was seen as important for the SK
“in order [for it] to be able to follow the process closely.”207

Also the DVSG intensified its attempts towards the end of the 1990s to
physically come into contact with actors from the legal arena, such as
political parties, ministers, and politicians at both the federated-state and
the national level.208 These actors were, moreover, also invited to take part
in plenary discussions and conferences organized by the association and in
annual meetings in 2003-2007. Indeed, the association could report on hav-
ing had “numerous conversations with representatives from political sys-
tem”.209

When a physical presence in the targeted administrative organs and com-
mittees was achieved, the SK often used this newly acquired position of its
to disseminate information on HSW and its work tasks in health care. This
information was provided to relevant state authorities, state administrators,
politicians, ministers, and other representatives of the state. However, when
informing on specific social work tasks in health care, the SK also made a
point of bringing up the importance of social work competences in certain
types of healthcare settings, along with HSWs’ particular educational needs
in health care.?10 Additionally, in the 2000s, the association also used the
contacts it had established to gain specific information on what was needed
for HSW to be able to win licensure and protect their professional title.211 In
Germany, on the other hand, the kind of information that the association
there disseminated rather concerned the contributions of HSW to health
care, the current situation of HSW in different federated states, and the pos-
sible consequences of specific laws and legislative changes for patients’ need
of social services or for HSW skills and competences needed to deliver those
services.212

Lobbying was a further strategy resorted to by HSW associations in both
Sweden and Germany. It was used by them to impact on the work of forums
otherwise closed to it. In Germany, the association’s federated-state level
work groups and national board co-operated in their efforts to influence
legislation in individual federated states and at the national level.213 In both
Sweden and Germany, these activities were meant to help sensitize politi-
cians, ministers, and other state representatives. They were, however, also
resorted to point out the contributions of HSW to health care, publicize the
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consequences that legislative reforms in the healthcare sector would pre-
dictably have for HSW, and to talk about what the consequences of not hav-
ing legal jurisdictional protection were for HSW. Lobbying was further used
to point to the need for inscribing the necessary functions of HSW in law and
defining the competences required to perform HSW.214 The following quote
offers an example of how such lobbying could look like in practice in the
Swedish case:

NN met with the chair of the Socialférsakringsutskott [Committee
on Social Insurance], MM, discussing the necessity to pay sick ben-
efits also to patients who are only attended to by hospital social
workers. MM stated that the recent legislative draft indeed did not
include this possibility, but that a revision to it was underway....
NN also informed MM about the association itself.215

Over time, especially licensure for HSWs became an object of intensive lob-
bying activities in Sweden. The following examples illustrate how several
strategies were drawn upon by the Swedish association in its attempts to
promote legal jurisdiction for HSW in the country. In the beginning of the
1990s, the SK decided to try to influence members of the Ministry of Health
and Social Affairs so as to induce them to raise the question on HSW licen-
sure in the Swedish national parliament.26 The association closely followed
the work of setting up the planned governmental investigation committee to
ensure that the professional interests of HSWs would be represented in it.217
When the law on licensure was then reformed in 1995, members of the asso-
ciation were asked to contact national-level politicians from their county or
members of the now formed governmental investigation committee on
licensure.!8 During the period 2000-2008, when further revisions were
made to the law, additional contacts were sought, often in co-operation with
the trade union, with the Ministry of Health and Social Affairs, former mem-
bers of the government’s investigation committee, and state secretaries, in
order to be able to discuss with them licensure and distribute to them infor-
mation on HSW and the need for licensure for it (see 7.2).219

Moreover, the HSW associations in both Germany and Sweden issued offi-
cial statements and comments on legislative and policy drafts as well as
draft regulations developments in health care, usually pointing out the im-
portance of social work services in healthcare settings and outlining its posi-
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tion on relevant healthcare-related questions.220 The importance to take into
account the HSW viewpoint was repeatedly brought up in the German asso-
ciation’s comments and official statements put forward, as for instance in
the following case:

Therefore, the association demands regulations that require
hospitals and rehabilitation hospitals to deliver hospital social
services by professional hospital social workers and to clarify the
latter’s responsibilities in discharge management... From the
perspective of [the DVSG], the re-orientation of the healthcare
system can be successfully implemented only if social work is
systematically and consistently incorporated in intervention and
supply concepts.22!

In Sweden, however, written statements were often only indirectly addres-
sed to legislative bodies. Most commonly, they were passed on via the trade
union (see 7.2). Occasionally, however, no agreement with other HSW as-
sociations or the trade union could be reached concerning on a common
position or a perspective. In these cases, separate comments or official state-
ments were thus presented.222

In other words, when striving for legal jurisdiction, the HSW associations
in both Sweden and Germany seemed to be succeeding in overcoming the
obstacles caused them by their exclusion from strategic public bodies. In
both countries, the associations sought to influence healthcare legislation at
both the national, the federated states and regional/local level in order to
incorporate in it HSW tasks and restrict the performance of these tasks to
only those holding an academic social work degree. In Sweden, the SK
focused its efforts in this respect primarily on the issue of licensure, and in
Germany, owing to the country’s insurance-financed healthcare system, the
DVSG mostly sought to integrate HSW services into the remuneration sys-
tem for health care. In line with what Abbott (1988) and Freidson (2001)
have noted on the part of other professions, HSWs’ efforts to establish legal
jurisdiction followed different paths in the two countries, and were aimed
not only at winning licensure. In any case, the prospects of being able to
secure protection for HSW’s jurisdiction through inclusion of specific work
tasks and competence requirements in healthcare-related legislation remain
uncertain. It cannot be foreseen, for example, whether the professional
claims put forth by the associations will be heard or how other professions’
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interests will influence the final jurisdictional settlements, as the German
example shows.

The jurisdictional work strategies applied by the HSW associations in the
two countries suggest that these associations lack direct access to the kind
of networks where information on the legislative reforms being prepared
and other changes underway in regulatory frameworks is made available.
The associations also lacked regular access to networks where the content
of future healthcare legislation was being negotiated. Instead, it was medi-
cine that as the dominant profession in the field controlled access to these
forums. The strategies these associations resorted to in order to win legal
jurisdiction for HSW thus reflected their need to gain access to, and draw
upon, the existing co-operation networks established between medi-
cine/healthcare professions and the state; it was only through them that
they could legitimize their claims among their target audiences and ensure
that their voices would be heard. Access to legislative bodies in Sweden is
often only indirect, going via written statements to the trade union, although
sometimes also direct; in Germany, written statements are passed on via
multi-professional advisory boards, public corporative bodies, or repre-
sentatives sitting in committees; occasionally here, too, however, the legisla-
tive bodies can be approached directly. In any case, these written statements
usually have different addressees in Sweden and Germany. The difference
here is due to the fact that Sweden relies on a centralized state system
whereas in Germany one finds a federal state system. While the association
in Germany, to advance its jurisdictional work, thus had to access infor-
mation and negotiation networks at both the federated-state and the na-
tional level, the Swedish SK could concentrate on the national level only. Es-
pecially accessing these networks in the 16 federated states of Germany was
frequently pointed out as challenging by the association there.

Advancing protection through public regulations
Apart from protection through legislation, the HSW associations also sought
to protect HSW’s professional jurisdiction through public regulations. In
Germany, some of the country’s corporative contracts in health care are con-
sidered to have a quasi-legislative status. In Sweden, the association’s efforts
to influence public regulations were, as evident from the documents col-
lected, more or less constant and typically intensive. In Germany, especially
the documents dating from 1996 and after show a much increased activity
aimed to protect HSW through its inclusion in regulations and contracts.
During the period under investigation, the SK attempted to shape public
regulations concerning the standardization and computerization of HSW
documentation and language in health care, quality management (the de-
velopment of criteria for quality development), and measures for quality
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evaluation.?23 The public regulations it focused on also included national
guidelines for the treatment of specific diseases and for work rehabilitation,
while it also concerned itself with the interpretation of specific legal terms
such as ‘death’ and ‘good health care’.22* In Germany, the DVSG sought to
influence the development of corporative contracts concerning the dis-
charge from hospital care to nursery care, social counselling in hospitals,
domestic nursery care, supply management, and the remuneration of health-
care services, into which it wanted to integrate aspects of HSW.225 The as-
sociation’s attempts to shape public regulations, however, also extended to
compulsory recommendations such as the recommendations concerning the
implementation of the Social Code IX in the co-operation between HSW and
rehabilitation funders.226

In the documents collected, both the Swedish and the German association
pointed out the insufficiency of their communication channels, which, in
their view, did not allow them to influence public bodies’ policy making in
the healthcare sector. It was, moreover, difficult for them to approach the
kind of contexts where information on upcoming law reforms and regula-
tory changes in the making was available and where new regulations were
negotiated.?2” In Sweden, representation of HSW interests and the integra-
tion of these interests into public regulations were seen as sometimes suc-
cessfully accomplished, sometimes not, depending on the ability of HSWs to
get involved directly, as noted, for example, in the following quote:228

There [in FAMMI] we had a possibility to discuss and point out
HSW tasks. Our ability to do that effectively varied over the years,
but it was in these contexts that we were able to come into contact
with others and show our contributions [to health care]. We need
to come into contact with others if we want to be able to spread
information. But what we do is still only a drop in the ocean.?2°

The DVSG attempted to create communication channels to public corpora-
tive bodies already at the end of the 1990s, although it was able to do this
most successfully in the following decade. In 2008, the healthcare funders
compiled information on forthcoming changes in contracts and signed con-

23 SKAR004, SKA022, SKA031, SKA026, SKP019, SKP020, SKP052, SKP053, SKP054, SKP059,
SKP064, SKP071, SKAR001, SKAR002, SKARO0OS.

224 SKP003, SKP085, SKP089, SKP094, SKP096, SKP098, SKP101, SKP102, SKP104, SKP110,
SKP111, SKP112, SKP117, SKP118, SKP131, SKP143, SKAR008, SKARO11, SKAR0O12, SKARO13.
23 SGB V paragraph 12, subparagraph 2, no. 5, paragraph 112, subparagraphs 4 & 5, paragraph 37;
GKV-WSG paragraph 11; Bundespflegesatzverordnung, BPfIV.

26 GPC006, GA099, GARO07.

227 SKA026, SKP061, SKP096, SKPO52.

228 See SKP061, SKP0OS.

2 participant in FG SK, FAMMI is the Familjemedicinsk Institut
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tracts that they made available via links and notices on their web pages.230
The DVSG also approached public corporative bodies in connection with
their conferences at the federated-state and national level in order to inform
members of these bodies of HSW tasks and interests.23!

During the period 1989-2008, the professional associations in Sweden
and Germany approached several different public and public corporative
bodies in order to win protection for their professional jurisdiction through
public regulations. In Sweden, these included different public
administrations and their advisory panels on the national and county
level.232 Formal or legislative restrictions concerning participation and
representation in advisory panels do not exist. In Germany, the DVSG
approached a variety of public corporative bodies as it lacked a legally
prescribed right to directly participate in negotiations among and by public
corporative bodies in corporative self-government, for instance the G-BA.233
According to law, only members of specifically defined public corporative
bodies were authorized to negotiate and amend public regulations and
contracts in the country and be present in the negotiations involved in the
process.23* Therefore, the DVSG’s ability to influence corporative self-
government directly was limited. Instead, to be able to point out HSWs’
specific needs and interests at the federated-state and national levels, the
association needed to address these levels indirectly by going through one
of the legally defined public corporative bodies represented in self-
government.235

Different actors in Germany and Sweden were thus informed about HSW
tasks, competences, and contributions (as well as, in the German case, of the
legal constitution of HSW tasks through national and federated-state legisla-
tion). The SK used for this its presence in meetings of advisory panels linked
to public administration.23¢ However, occasions for the DVSG to directly

> GPB036, GPO003, GA115, GA132.

> GPBO11, GPB012, GAR001, GAR002, GAR003, GAR007, GPC006.

B2E g, the National Board on Health and Welfare, Sjukvérdens och socialvirdens planerings och
rationaliseringsinstitut (SPRI), Familjemedicinsk Institut (FAMMI), Nationellt Forsdkringsmedicinsk
Forum.

3 E g, the Bundesarbeitsgemeinschaft Rehabilitation, BAR (National Committee on Rehabilitation), the
Bundesarbeitsgemeinschaft Kinder und Krankenhaus (National Committee on Children in Hospitals), and
the Gemeinsamer Bundesausschufs, G-BA (federal corporative body of self-government the Federal Joint
Committee); see GAR001, GPA010, GAR002.

4 The legally mandated members of the G-BA include the GKV-Spitzenverband Bund (National
Association of Statutory Health Insurance Funds), the Deutsche Krankenhausgesellschaft (German
Hospital Federation), patient representatives, and three non-affiliated members.

235 GA006, GPB009, GPBO11, GPB012, GPC006, GPO001, GPOO015, GAR00O1, GAR002, GAR003,
GARO007. Such legally mandated members included healthcare funders (GKV-Spitzenverband Bund,
Deutsche Rentenversicherung and Deutsche Gesetzliche Unfallversicherung, DGUV-Spitzenverband e.V.(
the German Social Accident Insurance)), the Bundesdrztekammer (German Medical Association) and
the Deutsche Krankenhausgesellschaft (German Hospital Federation). All these are public corporative
bodies.

36 SKP052, SKP129.
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address public organs of the self-governance system such as the Federal
Joint Committee were rare.23’ Instead, information on HSW was spread by it
on different occasions, although first and foremost in connection with the
annual conferences and meetings of public corporative bodies.238

However, just like the associations’ possibilities to inform on HSW inter-
ests in Sweden and Germany, also the arenas available for lobbying for the
inclusion of HSW issues in public regulations were restricted to a varying
degree in the two countries. At the same time, the opportunities to directly
negotiate and co-operate with public administration and its associated advi-
sory panels around the inclusion of HSW tasks and aspects in public regula-
tions were often less restricted in Sweden than in Germany.23° There HSWs
were more often able to find ways to become involved in the implementa-
tion of HSW aspects in guidelines and standards.24® As recounted by the SK
in its 1994 annual report:

We follow the developments in quality management in health care
and especially in HSW. Our utmost wish is to co-operate with SPRI
[Sjukvdrdens och socialvdrdens planerings och rationaliseringsinsti-
tut] so as to be able to develop common criteria for quality
measurements in HSW. The same applies to computerized patient
documentation. To achieve this goal, it is necessary to make use of
[our profession’s] experiences and competences.?4!

In Germany, direct involvement in co-operation and negotiation around
public regulations and contracts was more unusual. One example of such,
however, was the representation of HSW in multi-professional committees
where the aim was to develop common statutory recommendations and
public corporative contracts between funders and suppliers in health
care.?*2 In these committees, the DVSG presented drafts and negotiated on
the integration of social services in the healthcare funders’ service and bene-
fits catalogues for somatic and rehabilitative care and on specific contract
contents concerning statutory services. Often, the DVSG also pointed out

37 Federal Joint Committee (G-BA)

28 GPA006, GPC005, GAR001, GAR002, GAR003, GAR004.

29 SKA019, SKP028, SKP046, SKP049, SKP050, SKP080, SKP085, SKP090, SKP097, SKP117,
SKP118, SKP131, SKAR004, SKARO006.

240 SKA022, SKA031, SKA026, SKP003, SKP019, SKP020, SKP052, SKP053, SKP054, SKP059,
SKP064, SKP071, SKP085, SKP089, SKP094, SKP096, SKP098, SKP101, SKP102, SKP104, SKP110,
SKP111, SKP112, SKP143, SKAR001, SKAR002, SKAR005, SKAR008, SKARO11, SKARO12,
SKARO13.

241 SKAR004: 34.

22 GAR001, GPA010, GAR002. One such committee is the Bundesarbeitsgemeinschaft Rehabilitation,
BAR (National Committee on Rehabilitation).
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problems arising for practice from contracts in whose preparation HSW rep-
resentatives were not involved.243

Otherwise, the DVSG had to rely on indirect involvement, lobbying public
corporative bodies in health care and other actors with access to self-
administrative and self-governing institutions and their advisory panels at
federated-state and national level. At conferences organized by health
insurance funders, the DVSG, for example, presented its own perspective on
quality measurements in HSW and provided information on HSW tasks,
competences, and responsibilities in health care. In roundtable discussions
with GKV-Spitzenverband Bund or the Deutsche Krankenhausgesellschaft, a
variety of themes were addressed, such as the insurers’ interference with
HSW discretion and other work tasks, as were the staffing of newly
established statutory services with social workers as well as the DVSG’s
recommendations regarding, and feedback on, corporative contracts.244
Such corporative contracts were signed between hospital boards and
funders concerning the specific interpretation and implementation of
certain statutorily provided healthcare services and the remuneration of
these services. A focus group participant from the DVSG board described the
implications that HSWs’ inability to directly access and partake in the
medical remuneration system meant for them as follows:

Services by physicians are always according to the specific section
of the remuneration contract in question; they get paid for their
services. The law lists the obligatory social services, such as
supply management. But it doesn’t say that this supply manage-
ment needs to be of high quality in terms of how well it is done, or
based on certain competences, which would of course entail cer-
tain costs. That is a problem. We [HSWs] don’t have anything simi-
lar that would correspond to this medical remuneration
system.245

In consequence, negotiations by the HSW association concerning the inclu-
sion of remuneration for HSW services in contracts with funders were inten-
sified after 2000. Additionally, communication channels to private insurance
companies were established and negotiations with accident insurers were
held with the aim of including social services for their patients into HSW re-
sponsibilities.246

23 GA006, GA035, GA057, GA078, GPB055, GA092, GPAO13, GPB009, GPOO1, GPOO1 la-c,
GPOO015a/b, GPO021, GPO023, GAR001, GWS033.

2 GA037, GA115, GA132, GPA010, GPB008, GPBO11, GPB012, GPB046, GPB056, GPB58, GPC005,
GPC006, GPC007, GAR002, GAR004, GAR006, GAROO7. Deutsche Krankenhausgesellschaft (German
Hospital Federation).

245 participant in FG DVSG.

6 GPB010, GA025, GPB036, GPB043, GPB056, GA087, GAR006.
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Besides funders, the DVSG also lobbied and co-operated with an im-
portant representative body of healthcare suppliers, the Deutsche Kranken-
hausgesellschaft, at both the national and the federated-state level. Through
these contacts, the content of existing and new corporative contracts and
regulations were discussed in order to enable supplier bodies to negotiate
with healthcare funders on issues such as remuneration for HSW services
and statutory services. Also in these cases the DVSG, in the documents ob-
tained from the association, noted problems arising from the exclusion of
the associations from the process.247

The lobbying efforts focused on public administrative multi-professional
committees in which some or all of the corporative organs were represented
to work on specific issues. The DVSG was able to establish a presence in
some of those committees.?*8 These committees and their events offered
another opportunity for members of the association to present on various
HSW themes.24

The Swedish associations and the DVSG also used different kinds of posi-
tion papers, official statements, and comments on public investigation com-
mittee reports and draft legislation/regulations as a strategy for expressing
their opinion in public and influencing discussions around particular issues.
In Germany, official statements were written proactively, prompted by the
association’s desire to draw attention to particular professional issues. Com-
ments were issued on official government investigation reports, commission
reports, draft legislation, and other policy instruments, presenting the as-
sociation’s stance on certain proposals put forth by the authorities. In Swe-
den, such statements and comments were addressed to the administrative
organs of the state and its advisory panels and committees in charge of con-
ducting investigations on particular issues. In Germany, official statements
were in principle addressed to all relevant corporative bodies as well as
politicians and the public administration; in certain individual cases the
statements were addressed to only one of these. There were, however, dif-
ferences in how the associations in the two countries used their position
papers for their purposes. In both cases, position papers were used in order
to influence particular issues, such as the development of specific national
guidelines or healthcare programmes in Sweden or the development of
corporative contracts and the inclusion of HSW in common statutory
recommendations concerning health care for specific diseases in

7 GA006, GPB009, GAR001, GPOO1, GPOO15.

8 Such committees were for example, the Konferenz der Fachberufe im Gesundheitswesen der
Arztekammer (an advisory panel for healthcare professions associated to the German Medical
Association), the Deutsche Gesellschaft fiir Public Health (association on public health), and the
Deutscher Verein fiir dffentliche und private Fiirsorge (an association for public and private institutions
delivering social work and social care). GAR001, GAR002, GAR005, GARO06.

** GAR003, GPB012, GPB022.
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Germany.250 More general HSW issues, such as professional jurisdictional
frictions between nursing and HSW about discharge management, the
remuneration of HSW services, and HSW tasks, competences, and
responsibilities, and problems in the co-operation between the HSW
association and a corporative body were only addressed through official
written statements by the DVSG.251

Protection of HSW tasks in both countries was attempted through legisla-
tion, but also through public regulations or healthcare programmes, which
in certain cases have quasi-legislative character in Germany. At this public
regulatory level, the differences between the two HSW associations in terms
of their ability to access negotiation networks were more pronounced. Even
if HSWs in both countries were rather excluded from direct negotiation on
public regulations, healthcare guidelines, treatment programmes, and cor-
porative contracts, direct access to policymaking forums as state or public
administration was in general more easily accomplished by the Swedish as-
sociations than the German one. While the Swedish associations in this
study were able to lobby government investigation committees in different
ways either in individual meetings or through their participation in advisory
panels (either independently or as representatives for their trade union),
the German association had to rely on lobbying other stakeholders in these
negotiations, who then represented their own and only additionally also
HSWs’ interests. In consequence, the German HSW association had to divide
its efforts to be able to influence multiple actors, while the Swedish associa-
tions could concentrate on a few actors. In rare cases, the German HSW as-
sociation was allowed to directly sit at the negotiating table. In contrast to
HSW, medicine is represented in policymaking forums either via integration
of medicine in administrative structures or through legislation (Maggetti
2009, Erichsen 1995). HSW’s exclusion from the same forums had conse-
quences for their ability to stay informed about upcoming negotiations on
guidelines, programmes, and contracts, and, as a result, for their ability to
impact on the development of these, according to the two associations stud-
ied. The associations’ efforts to establish a presence, to inform, and to lobby
were targeted at this level as well, especially in Germany. There the DVSG
even attempted to negotiate with representatives of corporative bodies on
jurisdictional issues like internally defined symbolically charged attributes
such as HSW tasks, competences, and responsibilities and on service re-
muneration, to that way try to influence these bodies’ categorization of the
HSW profession.

250 SKWS002, SKWS003, SKARO13, SVKFWS003, SVKFP002, GA095, GA099, GAR003, GAR005,
GAR006, GWS006, GWS010, GWS022, GWS030, GPB010, GPBO12.
1 GA065, GA070, GWS005, GWS007, GWS008, GWS010, GPB012, GPB047, GPOO15.
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Pursuing protection in the hospital setting

Support to members through pursuit of protection for HSW jurisdiction at
the workplace level was named in documents by the associations studied in
both countries. There were differences between them, however, in terms of
the time periods when such support was said to have taken place. In Swe-
den, support by the association in the form of protection of workplace juris-
diction was recurrently brought up throughout the 1990s, while the German
documents, for the most part, speak about efforts in this direction from
1996 onward.

There were major differences also in the extent to which the HSW asso-
ciations saw themselves as responsible for the protection of workplace juris-
diction. The Swedish associations indicated that they saw the responsibility
for workplace jurisdiction to lie predominantly with individual HSWs. In
Germany, in contrast, the association expressed it as its responsibility to
support its members also by protecting workplace jurisdiction.

The association does boundary work. We define the work tasks
and we developed the Product and Service Description catalogue
[of Clinical Social Work]. In it, we describe what social workers in
health care do... Therefore, HSWs can rely on our definitions,
instead of creating their own. It is easier for the association to
define the work task boundaries than it is for individual
practitioners.... When local HSWs do boundary work on their own,
it all results in individual solutions: solutions where overlapping
work tasks might be perceived as natural and logical. The
association, however, sees inherent problems in overlaps.252

Support in protecting professional workplace jurisdiction was performed in
different ways by the two associations. While, in general, in the Swedish case
the support in protecting workplace jurisdiction may be generally described
as individual support, in the German case it may be described as structural
support.

The SK and the DVSG alike created documents such as guidelines and
position papers to support their members in jurisdictional work at the
workplace level. In Sweden, however, projects to develop such documents
were rare and date for the most part from the beginning of the 1990s. In
Germany, in contrast, such activities become more and more relevant and
frequent beginning in the mid-1990s.253 The supportive documents were
predominantly aimed at the associations’ members in Sweden and in Ger-
many.25* In Germany, however, also hospital organizations could join the

52 participant in FG DVSG.

23 SKD001, SKD002a, SKD007, GA019, GPB023, GPB031, GPB039, GPO001, GPO003, GPOO11,
GARO001, FG DVSG.

4 SKD001, SKD002a, SKD007, GA019, GA064, GPB031, GPB039, GPO004, GAR007.
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DVSG, for which reason not just HSW practitioners but also hospital organ-
izations could turn to the association for assistance. In Sweden, on the other
hand, the SK supported its members more through individual face-to-face
discussions on specific topics and through occasional protest letters sent to
hospital managements than through supportive documentation.255

In Sweden and Germany, strategic supportive documents consisted of
HSW tasks and workplace descriptions as well as of recommendations on
annual statistics to make them more able to describe HSW’s contributions to
health care. Additionally, the DVSG developed associational recommenda-
tions regarding HSWs’ caseload in certain hospital settings and a special sta-
tistical software enabling HSWs to display their contributions to health care
in their hospital environment.256 A member of the DVSG board explained the
use of associational recommendations by their members as follows:

I know members who use these papers to make their argument
vis-a-vis their hospital owners. They allow them to show what
social work in health care is, what its competences are, and what
we want to do. Or they use them simply to answer questions like
how many HSWs are needed in certain healthcare settings.... Our
recommendations concerning the required number of HSWs in
specific work fields really are very authoritative. It always im-
presses the listeners when people can present associationally re-
commended figures. Then no one asks how representative the as-
sociation is.257

Generally speaking, the efforts by the Swedish associations to get involved at
the workplace level were limited. They coincided primarily with periods of
local economic restraints, or when, for example, a large number of HSW jobs
were threatened at hospitals, with members perhaps turning to their as-
sociations for assistance in deciding how to act. In very rare cases, the as-
sociations also wrote protest letters to hospital managements to point out
the necessity of HSW in healthcare settings.258

The DVSG, on the other hand, pursued a motivation strategy to induce its
members to represent the profession in their daily work at the organiza-
tional level, even if this was only rarely mentioned in public.2°9The associa-
tion pointed at the importance of having HSWs present in all intra-organiza-
tional contexts such as internal team meetings, meetings with the company
directory/hospital management, seminars, and other professions’ educa-

25 SKP018, SKP025, SKAR001, SKAR002.

2% SKDO01, SKD002a, SKD007, GA019, GPB023, GPB031, GPB039, GPO001, GPO003, GPOO11,
GARO001, FG DVSG.

7 participant in FG DVSG.

28 SKPO18, SKAROOI.

% GPO004, GPO010.
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tional activities. Every HSW was called on to use these contexts for self-
marketing purposes, to assume personal responsibility for guarding HSW
interests, and to make an effort to impact decision-making from the
perspective of the HSW profession in intra-organizational contexts. 260
Members were also encouraged to address the ethical dimensions
surrounding the emphasis given on economization and effectiveness when
discussing with hospital managements and directories.26! As one member of
the DVSG board described his efforts to be invited as representative for HSW
for different occasions:

We have to be present at all possible occasions in order to present
our work...at morning conferences, in the warden’s team meet-
ings, and so on... HSW has a thick catalogue of statutory obliga-
tions which no other profession has, not nursing or anyone else....
Here is one example from my own practice. When our hospital
changed ownership, an external service supplier tried to take over
HSW tasks. I wrote protest letters to different people for two
years, bothering them just to show that HSW existed and was
competent. At some point the new company owners began to
understand that HSW is economically effective.... Today there are
only very few occasions when I'm not invited to the rostrum.262

The HSW associations in Sweden and Germany supported their members in
settling HSW jurisdiction at the workplace level. In Sweden, this support was
predominantly given in an individualized form in situations when, for
example, HSW positions were generally threatened at hospitals. In rare
cases, recommendations concerning work tasks were developed or HSW
contributions to health care highlighted through statistical data. In Germany,
on the other hand, support to members in the protection of HSW workplace
jurisdiction was given in a more formalized fashion. The creation of support-
ive documents, recommendations, and descriptions regarding specific work-
place jurisdiction-related topics is one example of the strategy used. In both
countries, the recommendations and descriptions issued contained more or
less collectively agreed symbolically charged attributes, which the associa-
tion saw as common and specific to HSW (see Chapter Six). Where the as-
sociations employed such documents, the support given was more formal-
ized and the negotiations between HSWs and other professions or the hospi-
tal organization were more likely to concern collectively agreed symbolically
charged attributes of the profession.

In consequence, jurisdictional workplace settlements were then more
likely to be in line with associational definitions and with the commonly

26 GAR001, GPB012, GPB023, GPO001, GPO003, GPOO11.
21 GA064, GAR007, GPO004.
62 participant in FG DVSG.
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agreed-upon group identity of the professional group. Just as in the legal and
public arena, here, too, HSW did not seem to have any self-evident access to
power networks within the hospital organization. Consequently, it had no
access to forums where work task, responsibility allocation, and job descrip-
tions were negotiated. In Germany, the access to these seemed to be con-
trolled by other professions, namely medicine and economy. The associa-
tion’s emphasis there on individual HSWs’ obligation to represent the pro-
fession in intra-organizational contexts can thus be understood from this
perspective. Accessing intra-organizational networks can be understood as a
way to increase one’s power in the demarcation of a professional territory
and in the formation of internal professional-group identity vis-a-vis exter-
nal categorization. Referral networks by professional associations as well as
their recommendations and definitions are then used to strengthen the
argumentation power of the individual HSWs.

7.2 Promoting formal jurisdiction through negotiations with other
stakeholders

Given the limited opportunities for the HSW profession to directly impact
healthcare legislation and public regulations in health care, the HSW asso-
ciations in this study negotiated with other stakeholders seen as strategic
for the success of their project of promoting their claims concerning formal
jurisdiction. These stakeholders usually had their own, sometimes rivalling,
agendas and interests that they pursued in legal, executive, or public arenas.
Nevertheless, they were perceived as potential supporters of HSW interests.
Additionally, some of them, namely professions and patient organizations,
had direct access to legal and executive public bodies.

Abbott (1988) has discussed the ways in which way professions pursue
their public jurisdiction, and Pfadenhauer (2003) has drawn attention to
how professions display their work in order to influence the public impres-
sions regarding them. The professions’ aim in both cases, according to the
authors, is to pave the way for an eventual establishment of formal jurisdic-
tion for them. The HSW associations used strategies intended to help them
to reach their goals in the negotiation of that jurisdiction. They sought to
form alliances with, or at least secure some support from, trade unions,
universities, and interest groups. Additionally, they bargained about work
tasks boundaries with other professions and co-operated with local actors
with the aim of influencing the public impression of the profession they
represented. The negotiation strategies they used vis-a-vis these different
stakeholders can be described as mutually overlapping, embracing a broad
range of objectives from the establishment of mere physical presence to
more systematic co-operation with other actors. In between these two
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extremes were strategies focused on information dissemination either
verbally or through action, on lobbying, and on bargaining. The difference
between lobbying and bargaining strategies was not always clear-cut.
Lobbying actions were interactions in which one of the two actors involved
was more interested in addressing a certain issue and more actively en-
gaged in presenting its stance or position to its interaction partner than the
other one. Bargaining, instead, involved interactions in which both of the
parties were actively engaged in the negotiation of an issue in a far more
concrete sense, even where one of the actors involved might have been more
active and more interested in this bargaining than the other.

Co-operating with trade unions

The HSW associations in both Sweden and Germany co-operated with social
work trade unions in order to protect the jurisdiction of HSW. The trade
unions in question, however, had diverging interests which then impacted
on the relationship between them and the HSW associations. This was so
especially in Sweden, but also in Germany.263

The SK, judging from the documents collected, started co-operating with
the trade union in 1991, with, however, less activity in this regard in the
years 1997, 2002, and 2003. In Germany, activities involving co-operation
with the trade union were reported on from 1996 onward. Based on the
sheer number of references made to such co-operation in the documents
obtained, however, co-operation of this kind was less intensive or at least
frequent there than in Sweden. Co-operation between the SK/DVSG and the
trade union was, for the most part, a topic touched upon in the associations’
meeting minutes and annual reports, although it was occasionally brought
up also in official statements and articles.

The SK, the VKF, and the DVSG all co-operated with the trade union. In
Sweden, the increasing number of jointly authored official statements and
the decreasing number of separately authored (by either the association or
the trade union) official statements, just like the decreasing frequency of any
mention of co-operation failures in the document materials obtained, can be
understood as indicative of increasing co-operation between the associa-
tions and the trade union in the course of the 20-year period studied.z¢* In
Germany, communication with the trade union intensified from 1996 on-
ward.265 One reason for this, according to the DVSG, was that difficult times
demanded joint representation of shared social work interests.26¢6 However,
also the SK appeared to be dependent on its co-operation with the trade

263 in Sweden the SSR, in Germany the DBSH.

264 SKA005, SKA010, SKA037, SKP019, SKP045, SKP096, SKP109, SKP116, SKP129, SKWS019,
SVKFS003.

2% GPB010, GPBO11.
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union, and not only when it came to securing resources such as economic
and labour power, but also in terms of the access the latter offer for it to for-
malized channels for disseminating information, as for instance in connec-
tion with official government investigations and law proposals involving the
areas of health care and social welfare. The trade union was seen as the fore-
most representative of HSW, with formalized access to inter-professional
information on health care and social welfare.267 In Germany, the associa-
tion’s access to information and negotiation networks was described as
highly restricted when it came to legislation and public administration in the
healthcare area. For a long time, the role of the formal representative of
HSW interests in the country was more or less reserved for members of the
Konferenz der Fachberufe im Gesundheitswesen der Arztekammer only.268 The
DVSG itself was represented in this panel, being therefore not as dependent
on the trade union as the SK was.269

Nevertheless, even this co-operation with the trade union became, in both
countries, more and more formalized over the years. This was mostly due to
the developing official contacts between the organizations and the develop-
ment of permanent work groups with specified tasks. In Sweden, a perma-
nent advisory panel was established in co-operation between the HSW as-
sociations and the trade union in the late 1990s, offering an arena for the
HSW associations to jointly represent their shared professional interests. In
subsequent years, the SK was also, in various hearings and advisory panels,
given the role of a spokesman for associational and trade union interests
towards the public administration.2’ In Germany, too, official agreements
began to be made in the second half of the 1990s concerning co-operation
between the association and the trade union at the national level. Gradually,
the union and the DVSG even appointed joint representatives for them to
work on specific social welfare and healthcare policy issues and started
issuing joint official statements.271

The differences in the issues and areas covered by the co-operation in
Sweden and Germany reflect the different character that the relationship
between the trade union and the HSW associations had in the two countries.
In Sweden, the co-operation was often related to specific issues such as li-

27 SKA020, SKA025, SKA036, SKP008, SKP015, SKP020, SKP028, SKP030, SKP046, SKP049,
SKP059, SKP078, SKP085, SKP120, SKAR001, SKAR002, SKAR004, SKAR009, SKAR010,
SKARO13.

6% An advisory panel for healthcare professions at the German Medical Association, an association
affiliated with the umbrella organization of the German trade union (DAG).
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censure, self-licensure, other legislative issues, quality development, and
contacts with university departments of social work. Written statements
and other documents were often authored in trade union advisory boards
and then put forward by the union.2’2The trade union also aided in the
lobbying of politicians and public administration, by supporting the associa-
tion’s claims and offering help in practical issues such as obtaining financial
assistance for publications, providing a location for the storage and archival
of associational documents, and finding a space for the association’s board
meetings.?’3 In Germany, on the other hand, the areas for co-operation in-
cluded information exchange between the organizations, the crafting of
common stances and positions on specific social welfare and healthcare is-
sues, the development of joint further education activities and seminars at
both local and national level, publication of articles in each other’s journals,
as well as self-licensure by the trade union and its availability for DVSG
members.27# The support the trade union gave to the DVSG was very much
limited to mutual co-operation in the external representation of overlapping
interests such as HSWs’ employee interests and the more general political
interests of the social work profession.27

In Sweden, the trade union’s need to balance between supporting specific
HSW interests and promoting the general interests of its own membership
was perceived as a problem by the SK. Numerous meeting minutes offer evi-
dence of a continual dialogue between the association and the trade union in
which the association repeatedly points out how it expected the trade union
to represent HSW interests.27¢ A focus group member described the repre-
sentation of SK interest by trade union as follows:

We have a good co-operation with the SSR; we don’t encounter
any resistance directly. But we have different perspectives. The
association only recruits social workers. The trade union, on the
other hand, wants to enlist as many members as possible, and
therefore it invites members from other educational backgrounds.
So the trade union has to represent the interests of these mem-
bers as well. This is a problem for us who are only a minor sub-
group within the trade union. And sometimes it feels like fighting
against windmills.277
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Especially in the 1990s, the association felt there to be difficulties in its co-
operation with the trade union. Essential information such as the requests
for referrals in connection with official government investigations were not
forwarded to the association, and even circulation routines previously es-
tablished with the trade union seemed no longer to work as expected.2’8 As
aresult, the association began to feel more uncertain about the trade union’s
will to support specific HSW interests.2’¢ A number of new efforts, however,
were undertaken to improve the co-operation, especially during the five-
year period 1991-1996.280

Co-operating with social work education and research
The HSW associations in Sweden and Germany also wanted to co-operate
with social work education and researcher to further the jurisdictional
claims they had put forth in legal and executive arenas concerning the spe-
cific knowledgebase of HSW and its contributions to health care. There was,
however, hardly any documentation available of such attempts in the case of
the SK: the issue is only addressed in two meeting minutes dating from
2005.281 It was, however, brought up in the focus group interview with the
association’s board members. In Germany, there was more material avail-
able to speak of the HSW association’s desire to co-operate with social work
research, with the issue touched upon on a regular basis and almost every
year in the documents collected, peaking in 1997-2000 and in 2004-2005.
The SK and the DVSG both strove for mutual co-operation with social
work education. The ultimate goal they had in mind was to be able to har-
ness additional support for their jurisdictional claims, by adjusting academic
education to suit the specific needs of HSW. As regards the SK, the associa-
tion’s efforts to impact university education in social work to that way
strengthen its argument for the protection of HSW’s jurisdictional territory,
however, met difficulties. A member of the SK board described the collabo-
ration between the SK and social work departments as follows:

There are several university departments of social work in this
country and all of them operate independently from one another.
The social work education they offer is thus not identical across
the different departments.... We tried to take this concern of ours
up with the social work departments, hoping to be able to sit
down together with their people in one of their meetings, to that
way maybe have some influence on them. But we didn’t get a

278 SKPO08, SKP020, SKP046, SKP059, SKP120, SKAR001, SKAR002.

2 SKAR010, SKARO13, SKAR013, SKP030, SKP028, SKP049, SKA020, SKA025, SKAR009,
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280 SK A020, SKA036, SKAR004, SKARO10.

1 One set by the SK, the other one by the NFS.
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chance to meet them, and there is no way to influence them. It
seems that we have to get licensure first and only then try and
adapt education to make it better fit in with our healthcare sys-
tem.282

As this remark shows, the SK saw it as difficult to co-operate with social
work departments. What the quote also shows, however, is that the SK
thought it more possible to change the licensure regulations for healthcare
professions than to adapt social work education to the needs of HSW.

Even in the German case the association strove for increased co-operation
with university departments of social work. Here, however, the efforts also
concerned the development of scientifically grounded arguments to support
the jurisdictional claims put forth. What the DVSG aimed for was, among
other things, to promote education and research in clinical social work in
general, develop healthcare-oriented social work methods, and extend
teaching to also cover topics such as social work ethics in health care and
quality management in HSW.

Specific attempts to impact social work education were reported in both
countries from the end of the 1990s onward, in Sweden especially by the
NFS but also by the SK, and in Germany by the DVSG in co-operation with
social work researchers from the DGS.28 In both cases, these attempts con-
sisted of associations and researchers addressing the national committes for
for social work education. Only in Germany, however, a document concern-
ing basic and advanced social work education in the healthcare sector was
ratified by the DVSG and discussed between it, the DGS, and the Hochschul-
lehrerkonferenz fiir Soziale Arbeit, with the dialogue between these actors
still ongoing today.?84In Sweden, on the other hand, the SK attempted to
contribute to social work education by publishing a booklet on the history of
HSW.285

The outcome of both of these efforts was the development of new,
advanced-level courses in social work in Sweden an in Germany. In Sweden,
courses for HSWs in habilitation services, social work in health care, and
psychosocial work in health care have been offered in Sweden since the end
of the 1990s; in Germany, the outcome from the early 2000s’ negotiations
was the development of a new MA programme in clinical social work.286
While the Swedish association cited difficulties in approaching chairs of
social work departments and in impacting the content of social work educa-
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285 SKA031.

28 SKPO78, SKP085, SKP089, SKP096, SKP094, SKP121, SKP122, NFSP004, SKAR012, GPB052.

190



tion, the experiences of the DVSG had, apparently, been far more positive in
these respects.287

In the case of the SK, however, direct contacts with social work research-
ers were rare and mostly initiated by researchers wanting to come into
closer contact with HSW practitioners.288 Also members of the NFS referred
to difficulties in gaining access to research networks, whether in social work
or in health care.?89 In Germany, however, it was the association itself that
initiated the contacts between it and the researchers, at least from 1996 on-
ward. This was managed to do by going through the DGS (Deutsche
Gesellschaft fiir Soziale Arbeit e.V.), a society that worked to bring together
the interests of social workers and social work researchers in the country.290
The association expressed a particular interest in research capable of
producing scientific evidence of HSW’s contributions to health care and of
the effects of social work in health care.?9! It, furthermore, tried to address
the problem of not having enough researchers willing to supervise HSW
practitioners in empirical research.292 [ts negotiations with some university
departments resulted in co-operation with researchers around several
research projects of strategic importance to HSW.2%3

Nevertheless, the German association, too, reported multiple problems in
its co-operation with social work researchers. First of all, it was seen as
methodologically problematic to show HSW’s independent contributions to
health care as a profession separate from other healthcare professions. A
second problem was the conflict between the ontological paradigms of
natural science and social science, which was difficult to handle for HSW.
Thirdly, there was a lack of public and private interest in funding research in
HSW. Lastly, there was a problem with what were perceived as vested in-
terests of social work researchers involved in the collaboration. As two
members of the DVSG board summed up their experiences of this co-opera-
tion:

NN1: You could also do research together with university depart-
ments. Unfortunately, though, I have the impression that univer-
sity departments are not too interested in supporting our inter-
ests. So I can’t really say that we're constantly engaged in two or
three research projects or even have any success with our pro-
jects with German universities.

7 GPB038, GA143c.

288 SKP122.

28 NFSPO11, see Chapter 6.3 above.
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NN2: My impression is that university departments rather take
advantage of our know-how than invest money in research with
or about us. We've got experiences of departments and research-
ers who mostly just follow their own research interests, copy our
know-how, and then sell it further.29¢

Nevertheless, the German association could nevertheless boast at least three
cases of successful co-operation around research projects with strategic
significance to its attempts to ground jurisdictional claims. One of these con-
cerned the definition of ‘a typical client in clinical social work’, another
HSW’s contributions to health care and the effects of HSW involvement on
patient satisfaction, and the third practitioners’ need for supportive data
from research.29

As discussed in Chapter 6.3, the HSW associations in Sweden and Ger-
many to a varying degree perceived there to be symbolic boundaries sep-
arating social work education/research from HSW. This was also reflected in
the attempts of the HSW associations in question to build coalitions with
social work departments and researchers to that way obtain additional sup-
port for the jurisdictional claims of the professional group. The associations
in both countries saw it as essential for their jurisdictional claims-making in
the legal, public-regulative, and workplace arenas that they be able to under-
pin their claims with a reference to a relevant academic knowledgebase or
data on the contributions of social work to health care, if they were to be
able to compete with medicine for the intellectual jurisdiction of HSW. Some
such efforts by associations to build coalition networks with university de-
partments and researchers have been described earlier by Selander (1990),
and they can be understood as a reflecting a strategy by the associations to
strengthen their arguments put forward in their jurisdictional negotiations
with dominant actors in the healthcare sector. Nevertheless, the SK ad-
dressed the need to bulwark its arguments through the use of scientific evi-
dence of HSW’s contributions to health care less often than its German coun-
terpart. This might be understood as sign of the SK’s de facto acceptance of
the priority of the medical knowledgebase as platform for the interpretation
of psychosocial problems in HSW practice as well. The German DVSG’s strat-
egy, on the other hand, could be understood as sign of the association’s re-
jection of the dominance of the medical knowledgebase and, consequently,
of the dominance of medicine’s intellectual jurisdiction. At the same time,
however, difficulties in the relationship between HSW practice and social
work research were reported by in both countries, especially when it came
to the associations’ hope for non-self-interested support from researchers
for their jurisdictional interests.

2% participants in FG DVSG.
25 GAR002, GPB002, GA017, GA028, GA083, GPC005, GPC006, GA099.
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Forming coalitions with interest organizations

In order to better pursue their professional interests, the HSW associations
in Sweden and Germany also co-operated and even built coalitions with in-
terest organisations such as patient and consumer organisations. Co-opera-
tion between the HSW associations studied and patient organisations, to be
sure, took place only rarely, but references to it were made in documents
obtained from both Sweden and Germany.2% Co-operation with patient or-
ganisations was reported by the Swedish association in its documents dating
mostly from the 1990s and by the German association in its documents
dating from the period 1996-2005.

In both countries, the HSW associations acknowledged the strategic im-
portance of alliances with patient organisations for their work. These were
deemed critical for any success they might have with their efforts to lobby
for the inclusion of HSW competence in health care, especially during
periods when draft legislation and public regulations were being pre-
pared.2%7 Coalitions with patient organizations in Germany were particularly
important for the DVSG, however, as they gave it access to forums otherwise
closed to it where legislative drafts and public regulations were discussed.
At the same time, the German association also noted the mutual dependency
of the partners in any such co-operation. Also patient organisations were
claimed to be interested in these alliances, given that the DVSG represented
also their specific interests when contributing its professional expert opin-
ion to the work on legislative drafts and health care reforms, by using its risk
and consequence analysis expertise to the benefit of also these groups.2%8
Commenting on a meeting between the DVSG and the Sozialverband VdK (an
interest organisation for welfare users), a DVSG board member described
the expected benefits from such collaboration as follows:

The consequences of these measures will hit those the hardest
who are in greatest need of help and support. A coalition with in-
terest organizations for the disabled can underpin our claims for
the withdrawal of the planned cutbacks for these groups.2??

However, the coalitions the HSW association built with patient organisations
were not limited to mere lobbying activities. Coalitions were also formed to
facilitate the development of policy documents on counselling and health-
care guidelines for specific patient groups.3%0 One example of the kind of

2% SKA008, SKP045, SKP002, SKP016, SKP078, FG SK, GA071, GPC005, GAR003, GAR006,
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coalitions the DVSG formed with patient organisations in Germany was the
designation of a member of the association’s board as an expert repre-
sentative for patient organisations serving in an advisory panel set up for
the development of a disease management programme on breast cancer.30!
In Sweden instead, this kind of co-operation between patient organisations
and the HSW association included occasional sponsoring of seminars and
developmental projects of HSW by patient organisations.302

Nevertheless, patient organisations were, at least in Germany, at the same
time also perceived as non-professional rivals in the provision of certain
types of social services in health care. Self-help groups and patient organisa-
tions, for instance, claimed to perform tasks such as the provision of per-
spectives on life with certain disabilities, medical aid counselling, informing
patients about their social rights, and rehabilitation.393 In 2006, the national
umbrella organisation for German patient and self-help groups nevertheless
at least partly alleviated such fears, by publicly announcing the organisa-
tions’ lack of capacity, ambition, and ability to provide anything capable of
substituting professionally performed psychosocial or social rights counsel-
ling.304

Jenkins (2004) has described social group identity in terms of continuing
negotiations between the internal identification of a social group and the
external categorization of it by other actors. Along the same lines, the HSW
associations in this study also used their co-operation with interest organ-
izations to negotiate their social group identity. The DVSG, for example, ne-
gotiated on the description of HSWs’ specific professional role in healthcare
guidelines for certain diseases such as breast cancer. Through these negotia-
tions the DVSG simultaneously negotiated the relationship between, on the
one hand, its internally developed professional attributes and their associ-
ated symbolic meanings and, on the other hand, the external conceptualiza-
tions of HSW by the interest organisations it negotiated with. As reported by
the SK, again, even joint healthcare development projects at the workplace
level could be understood as offering a way to negotiate the allocation of
specific work tasks vis-a-vis patient representatives. The public declaration
by German patient organizations that they lacked the capability to replace
professionally performed psychosocial and social rights counselling can be
seen as indicating a final settlement of a jurisdictional dispute between
patient organisations and HSW, in this case to HSW’s advantage.

Additionally, in line with what Amark (1990) has observed in other
contexts, the creation of coalitions between HSW and patient
representatives can also be viewed as a strategy used by HSW associations
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to build open cartels. The associations in this study used this strategy to
increase their potential to impact jurisdictional settlements in legislative
drafts and public-administrative regulations. Especially in Germany this
strategy often provided the associations’ representatives with direct access
to otherwise hard-to-reach policy-making forums where medicine ruled as
the dominant profession in the negotiations. Such co-operation between
HSW associations and patient organizations was based on a shared interest
in strengthening the impact of their arguments vis-a-vis representatives of
other, more powerful actors such as medicine. Both of these strategies -
negotiating one’s professional group identity with external actors and
building cartels with patient organisations - were means by which the
associations could thus pave the way for jurisdictional settlements in the
legal, public-administrative, and workplace arenas.

Bargaining with other professions

The documents collected from the Swedish and German HSW associations
provide evidence of these associations’ efforts to bargain directly with other
professions over the allocation of contested work tasks. Such bargaining
took place either directly between the HSW association and other specific
professional associations, or in multi-professional forums. It was often pre-
ceded by the arrival of HSW representatives to other profession’s confer-
ences and dissemination of information on HSW work tasks at these confer-
ences. In Sweden, bargaining with other professions took place much more
rarely than in Germany, and seems to have been more intensive in the 1990s
than in the 2000s. The bargaining in Sweden, moreover, more often had the
character of more abstract negotiations. Documents often put forth
examples of work task boundaries more in detail, and in most cases the
rivalries with particular professions were noted although not described in
any greater depth. In Germany, on the other hand, contacts and bargaining
with other professions became more frequent during 1996, remaining at
approximately the same level up even today.

In bargaining, suggestions on work boundaries were specified to a vary-
ing degree by the DVSG and the SK. In Germany, also the definition and pro-
tection of HSW work tasks and work fields in legislative and administrative
forums were prepared for by bargaining with other professions and
especially their associations about what the HSW associations had internally
agreed were HSW work tasks and work fields. The aim in this bargaining
was the settlement of these jurisdictional boundaries.

Contested jurisdictional boundaries vis-a-vis other professions were
mainly an issue HSWs had with psychologists, physicians/psychiatrists, and
nurses. In Sweden, nurses were perceived as the foremost rivals, followed
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by psychologists, physicians, and midwifes.3%5 As in Sweden, nurses were
also perceived as the main rivals in Germany, especially since the mid-
1990s.3% Subsequently, even administrative personnel from insurance
funds were seen there as potential rivals, given that these were often de-
scribed as neglecting HSW tasks and expertise while at the same time colo-
nizing parts of HSW tasks. Also physicians and psychologists were viewed as
potential rivals in Germany; in the German context, they in fact were per-
ceived as more threatening than in Sweden, since they had full jurisdiction
over parts HSW work tasks and controlled access to legal and public
administrative forums where professional jurisdictions were negotiated.307

The associations in both countries reported controversies concerning the
allocation of work tasks between HSW and other professions, especially
when it came to psychosocial counselling. Additional disputes concerned the
performance of psychotherapy (Sweden), discharge management, case
management, and counselling on social rights (Germany). In Sweden, the
differences between psychosocial conversations, psychosocial care by
nurses and psychosocial counselling, psychosocial therapy, and family
treatment by HSWs seemed, at least in part, to be difficult to distinguish.308
Also in the disputes with physicians and psychiatrists the question was
about the performance of psychosocial interventions, specific forms of
counselling (in the case of contagious diseases), and the division of
responsibility for certain patient groups between HSW and medicine.30°
When it came to psychologists, on the other hand, the controversies were
rather about the performance of psychotherapy.310

Since 1996, the main battlefield for HSW in Germany has concerned a va-
riety of aspects of discharge and case management, with HSW most often
pitted against insurance administrators and nurses. The disputes here have
involved the areas of care management, care discharge management, and
supply management, which all were defined as aspects of case or discharge
management. Attempts by nurses and insurance administrators to take over
care discharge management in out-patient care were reported on in the
documents collected from the German association. Even in supply manage-
ment, work task jurisdictions between nursing, insurance administration,
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and HSW overlapped. Additional efforts to control counselling on the use of
medical aids (a part of discharge management) were reported to have come
from nurses, while efforts to colonize counselling on social rights were
reportedly made by insurance administrators. 311 Occasionally, even
physicians were reported to intrude in case management tasks in primary
care. Psychosocial counselling, however, was an area of contestation for
HSW on the one side and psychologists, physicians, and psychiatrists on the
other side. Legally defined aspects of psychosocial counselling (i.e., psycho-
oncologic counselling) constituted the main contested area between HSW
and psychology, while the contestation between medicine/psychiatry and
HSW rather concerned the right to perform psychosocial diagnostics and
psychosocial counselling in general.312

During the two decades under investigation, formal jurisdictional settle-
ments in the above issues were reached in Germany. These concerned the
performance of discharge management and counselling on the use medical
aids, and involved the Deutscher Berufsverband fiir Pflegeberufe (DBfK) and
the HSWs’ association.313 As a result, nurses may today perform both as-
pects, but only under surveillance of HSWs.314 The legal jurisdictional settle-
ment was not in favour of HSW, however, when it came to supply manage-
ment. In this case nurses, insurance administrators, and HSWs were all
found eligible to perform the tasks in question.315

The SK and the DVSG attempted to send their representatives to confer-
ences organized by the associations of competing professions. In Sweden,
these included, for example, the annual conference of physicians and the
conference for paediatric nurses. In Germany, they included different medi-
cine, psychology, and care management conferences organized by the pro-
fessional bodies for physicians, psychologists and care managers.316 These
included the conferences for healthcare professionals, the congress of the
German association for gerontology, the German congress in social medi-
cine, the congress in rehabilitation and nursing, and the national rehabilita-
tion fair).317 At least in Germany, the HSW presence at these events was used
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to actively inform about HSW work tasks and HSW’s contributions to health
care. The DVSG also publicized HSW interests in journals published by, and
for, other professions, such as, for example, the journals of the country’s me-
dical association.318

When it came to bargaining directly with other professions about jurisdic-
tional boundaries, the strategies used in Sweden and Germany were differ-
ent. In Sweden, direct bargaining between the HSW association and the as-
sociations of other professions was rare. What the documents collected
talked about was information (rather than bargaining) campaigns with the
trade union, in the connection of which written statements about HSW were
sent to other professional associations. Another example was the invitations
the HSW association in co-operation with the trade union sent to other pro-
fessional associations to discuss the work situation of HSWs in health
care.319 In Germany, the association, primarily in the 2000s, adopted a more
active bargaining strategy. The participation of HSW representatives in
other professions’ conferences was there used to initiate inter-professional
bargaining at the associational level regarding contested work tasks. One
DVSG representative, reporting on a conference, described the use of this
strategy as follows:

NN participated, giving a presentation at the conference on care
management at hospitals in Baden-Wiirttemberg. She was sent
there to talk about case management from a social work perspec-
tive. She also used the occasion to present the DVSG’s point of
view concerning care discharge management.320

Also roundtable discussions with certain professions like nursery/care man-
agement, primary care physicians, and psychologists were held to be able to
present and discuss competing stances on work task boundaries.321These
discussions were then continued in inter-professional work groups where
bargaining on joint agreements on professional boundaries would then com-
mence between different associations.322

The SK and the DVSG also looked after and represented HSWs’ profes-
sional interests in multi-professional forums. Through these networks, such
as the Svensk Reumaforum in Sweden and the Konferenz der Fachberufe im
Gesundheitswesen in Germany, both associations then engaged in co-opera-
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tion and negotiations. 323 In them, professions shared professional
knowledge and experiences with one another, developing common interests
and views concerning, among other things, their respective work tasks and
the possible changes taking place in social and healthcare policy.324 As re-
ported in an annual report of the DVSG, the association, among other things,
participated in the work of a advisory panel for health care professions as-
sociated to German Medical Association with the aim of:

... discussing the implications of healthcare reforms for the health-
care sector, its patients, and the professions involved. The shared
deliberations aim at information exchange, at consensus building
around shared professional interests, and at agreeing on a com-
mon position towards healthcare funders and current healthcare
policy.325

In Sweden, the SK occasionally tried to use its contacts with professional
associations of other professions to obtain advice on successful strategies
for its licensure project, and to facilitate HSW researchers’ co-operation with
researchers from other disciplines to that way promote and advance re-
search in HSW.326

The professions that the HSW associations in the two countries engaged
in their negotiations about the professional attributes of HSW were mostly
nursing, medicine, psychology, and, in the German case, also insurance ad-
ministration. In these negotiations, the associations of the these professions
mediated between their internally established group identities and their ex-
ternally ascribed professional attributes, with the aim of reaching a shared
understanding of what HSW was all about. However, even if, based on the
documents collected, this kind of mediation can be observed to have taken
place in the case of both associations, the character of the activities it in-
volved differed between the SK and the DVSG. In Sweden, the HSW associa-
tion avoided directly challenging the jurisdiction of other professions, both
on its own and when co-operating with the trade union. Compared to the
DVSG, the SK seemed, indeed, rather to urge jurisdiction than claim it. In the
German case, in contrast, negotiations were held both individually with
other professions and in collaboration with other professions. The DVSG
directly challenged the legal jurisdiction of dominant professions such as
medicine and psychology in the case of psychosocial diagnosing and coun-
selling. The bargaining about the overlaps between professional jurisdic-

323 Svensk Reumaforum (a multi-professional organisation for professionals in rheumatic care); Konferenz
der Fachberufe im Gesundheitswesen (an advisory panel for healthcare professions associated to the
German Medical Association)
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tions here took place between representatives of all the relevant profes-
sional associations. However, both of the above two dominant professions
ultimately succeeded in using their demarcation powers to maintain their
jurisdiction and clinical autonomy. The use of such strategies by medicine
has been previously discussed, for instance, by Allsop (1995) and
Macdonald (1999).

In its formal bargaining with the professional association of nurses, the
DVSG succeeded in maintaining its claim to jurisdictional dominance in case
and discharge management. The conflict was settled by a public announce-
ment declaring the subordination of nursing to HSW concerning these work
tasks. The performance of certain aspects of discharge management such as
out-patient care management and medical aid counselling by nurses was
subjected to supervision by HSWs in hospitals (cf. Abbott 1988, Salhani &
Coulter 2009).

Through the engagement of their associations, nursing and HSW, how-
ever, also developed new networking strategies that enabled them to col-
laborate and that way more effectively challenge medicine in their efforts to
re-allocate more power and work tasks to themselves (cf. Castro 1992,
Salhani & Coulter 2009). This collaborative strategy uniting nursing and
HSW vis-a-vis their dominant professions and public-administrative actors
such as insurance funders nevertheless also had unexpected consequences
that affected the settlement of these jurisdictional disputes through legisla-
tion. Medicine and insurance funders were ultimately able to use their con-
trolling power to force nursery and HSW to collectively share jurisdiction for
supply management with insurance administrators. In settling the jurisdic-
tional conflict this way, medicine thus divided the power over these work
tasks among three professions.

Co-operating with other local actors
The co-operation between local or federated state-level work groups of the
DVSG and local actors in Germany involved a number of different entities
and organizations. Among these were welfare organizations offering diverse
services such as in-patient/out-patient care and eldercare, counselling
bureaus with focus on specific social and health problems, interest organiza-
tions, rehabilitation hospitals, social welfare authorities, childcare authori-
ties, politicians, employment agencies, healthcare and German Statutory
Pension Insurance Scheme, and local courts. Documents providing evidence
of such co-operation date mostly from 1996 and after in the German case,
while reports on the Swedish association’s engagement with local actors
were rare.

In Sweden, HSWs were reported to co-operate with local communities,
occupational health service providers, social insurance authorities, munici-
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pal employment offices, and other health care providers in the counties.
However, the descriptions the collected documents put forward of this co-
operation solely focus on social work at the individual level, not at a struc-
tural level.327 Furthermore, no accounts could be found about how this co-
operation between HSWs and local actors was related to the work done by
HSW associations. In Germany, on the other hand, the co-operation between
local DVSG work groups and local actors could include local social service
and healthcare suppliers, schools, solicitors, employers, representatives of
local law courts, local healthcare and social welfare authorities, local
healthcare funders, and, occasionally, also regional hospital managements in
the case of certain federated states.328

The need for HSW associations to co-operate with local external actors
was perceived differently by the SK, the VKF, and the DVSG. The presence of
HSW in local external arenas and co-operation between HSW and local ac-
tors outside health care was pointed out as an important aspect in the pur-
suit of formal jurisdiction for HSW. In the Swedish case, however, even
though a good relationship between local HSWs and local external actors
was described as essential for HSW performance, this aspect was neverthe-
less only rarely brought up.32° The responsibility to engage in local co-opera-
tion was left to local HSW practitioners. Neither the SK nor the VKF seemed
to use co-operation in local arenas as an argument for associational interests
in the formalizing of HSW jurisdiction.33? In Germany, in contrast, the DVSG
viewed local co-operation as providing an opportunity to inform local actors
about HSW, to represent HSW in local contexts, and to co-operate on diverse
concrete issues. This point of view was put forth in an annual report of the
DVSG as follows:

It is important to reliably organize the professional dialogue
throughout the regions. In them, work group directors and work
group teams are very important as local addressees for associa-
tional members, co-operation partners, and potential new mem-
bers.331

Moreover, the association also engaged in efforts to develop relations first to
welfare workers in healthcare settings, and then, after the country’s re-uni-
fication in 1990-1993, to healthcare administrators, local hospital manage-
ments, and the German Hospital Federation in the new federated states.332

327 SKWS003, SKWS021.

328 GA020, GA082, GA127, GD003, GPB001, GPB002, GPB008, GPO011, GPO012, GPOO15,
GARO001, GAROO1, GAR002, GAR003, GAR006, GAR007, GWS002, GWS025, GWS031, GWS042.
329 SKWS003, SKWS021.
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The co-operation between the DVSG and external local actors was often for-
malized through recurrent meetings between local and federated state-level
work groups and their specific, local co-operation partners.3331t could also
be arranged through regional inter-organizational workshops and seminars
organized by the DVSG for healthcare and social welfare services, or for
HSWs, healthcare administrators, hospital managements, and the German
Hospital Federation.334

In these co-operative contexts, different themes were addressed. The dis-
cussions in them could concern legislative reforms and the interpretation
and implementation of new laws, or they could concern the limits of co-
operation as exemplified by the following quote from a debate article by a
DVSG board member:335

We should refuse to function as information delivery service for
healthcare funds. For this reason, funds with genuine medical
questions should be referred to physicians.... What we want is to
co-operate, not be taken advantage of.33¢

The DVSG had also many other motives for its co-operation with actors at
the local level. One was to inform them about HSW, another to publicize
practical evidence on HSW’s contributions in bridging the gap between the
healthcare sector and the social welfare sector. This evidence could be about
HSW’s ability to facilitate co-operation between hospitals and external
healthcare and social welfare actors, develop regional structural co-opera-
tion networks and routines for actors in health care and social welfare, pro-
vide structural descriptions of patient needs and services in relation to gaps
in service supply, ensure the attainment of healthcare treatment effects, and
ensure the protection of individual social rights on a structural level.337
Where deemed necessary, structured information on patient needs was de-
livered to political parties and regional welfare organizations using written
statements. Occasionally, members of local or regional work groups were
also called on as experts for hearings with local and federated state parlia-
ments.338 [n other words, co-operation was used to better be able to better
advertise the professional competences of HSW. It could, accordingly, be
understood as a form of impression management technique used by the pro-
fessional group for its purposes, along the lines of Pfadenhauer (2003).339
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To sum up, only the DVSG described its use of the co-operation between
HSW and local actors as a deliberate strategy for publicizing the ways in
which HSW contributed to health care by providing a connection between
the social welfare and healthcare sectors at a structural level. This strategy
can be understood as having contributed to the development of the profes-
sional group’s formal jurisdiction in several ways. On the one hand, co-
operation with local actors was used to locally establish a presence on de
facto forums for negotiation on HSW tasks. The negotiations between pro-
fessional groups and external actors can also be understood as attempts to
reconcile the group’s internal identity and external categorizations of the
group, along the lines of Jenkins (2004). The strategy can, however, be fur-
ther understood as a way of actively developing forums with the local, re-
gional, and federated state-level public administration on which HSW, as
profession, can then become involved in the local interpretation of laws and
the development of local service structures. Finally, it can also be under-
stood as the virtual display of the specific professional role and competence
of HSW.

7.3 Using media for presenting hospital social work

The SK and the DVSG both saw it as important to present their professional per-
spective on healthcare issues through the media. Towards this end, both as-
sociations approached different types of traditional media outlets such as
local, regional, and national newspapers, intra-organizational and health-
care-related journals and magazines, and TV, as well as some newer media
such as the Internet. The purpose with this was to be able to more ef-
fectively inform the public about themes relevant to HSW practice, such as,
for example, the consequences of social policy developments from the pro-
fessional point of view of HSW, or the professional needs and interests of
HSW.340 The DVGS engaged in such efforts to attain publicity for HSW
themes through the media nearly every year from 1997 onward.3#! In Swe-
den, similar efforts by the SK were less systematic and more occasional.342
The HSW associations publicly commented on diverse subjects. These
could relate to dysfunctional parts of the healthcare system, HSW work
tasks, HSW competences and interests, and positions taken on social policy
developments.343 Nevertheless, the efforts of the SK and the DVSG to gain

340 SKA010, SKAO18, SKA038, SKARO16, SKP002, SKP030, SKP105, SKP122, SKP141, FG SK,
GAO082a, GPB011, GPB019, GPC005, GPC006, GAR001, GAR002, GAR005, GAR007, FG DVSG.
341 1t, however, also did so twice in the early 1990s.

32 Mention of such efforts on the part of the SK can be found for 1990, 1993-1994, 2000, 2002, 2005—
2006, and 2008.
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publicity for these topics and HSW more generally were mostly met with
disinterest in the media.3** A member of the DVSG board described the rela-
tionship between HSW and the latter as follows:

The television channels are not interested in our topics, which
makes it difficult for us to publicize our work and our function
through traditional media. Social work only becomes interesting
when there are scandals: when grandma starves to death in her
flat, social work is presented as a profession in disarray. Recently,
the Stern magazine published an article about patients with bad
experiences from discharge management. In that article, 40 per
cent of physicians and nurses were claimed to have experienced
problems caused by poor discharge planning. Social work was not
even mentioned. In other words, it's others who garner media in-
terest with our issues. Not social work... We need to react to this
article and offer the Stern an interview to explain our profession’s
contributions in discharge management.345

Even if it was difficult to have news on HSW and its interests publicized
through traditional media, occasional success was also reported. Since the
early 1990s, the DVSG had held internal discussions about how to better at-
tract media attention, resulting, among other things, in occasional press con-
ferences and meetings for the press. In some cases, local and regional media
reporting then also paid attention to or noted the association’s activities or
certain relevant policy developments.34¢ Even general-audience healthcare
magazines could publish an occasional article on HSW.347 Some years later,
the association could even start making the specific claim that it was:

... experienced as an organization that needs to be consulted in
healthcare matters. Currently, journalists regularly contact us
when researching healthcare themes, and they receive the infor-
mation they want. Board members are frequently interviewed as
experts, and we also arrange for those interested in them further
contacts with other experts in health care and social welfare.348

Nevertheless, since gaining publicity for one’s professional issues through
the traditional media was all the same perceived to be relatively difficult,
both the SK and the DVSG began to use the Internet to disseminate
information on HSW, the association itself, and the profession’s official
stance and positions on certain issues and developments. Since 1997 (DVSG)
and 2002 (SK), information on HSW has thus mostly been made available on
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the associations’ web pages. In Germany, this was done first via pages on a
university website, and later on, as in Sweden, using the association’s own
website.349 In both cases, the association’s homepages have been used to
inform members about internal associational matters, but also to inform and
network with external actors such as public authorities and others in the
health care system about HSW and pertinent matters.30 On them, also
collective stances and positions taken by the profession on current social
policy developments are publicized.35! Nevertheless, as a member of the
board of the SK pointed out, information on HSW was spread much more
effectively when websites of multi-professional public administrative bodies
were used for the purpose, since more professionals visited these than the
association’s own dedicated site.352

According to Abbott (1988), jurisdictional claims are raised in public in
order to gain public support for claims concerning a profession’s labour
market control over a certain set of work tasks. The HSW associations in this
study reported difficulties in their ability to publicly address relevant juris-
dictional issues through traditional media. The SK and the DVSG both de-
scribed the possibility for HSW to initiate discussions on relevant social wel-
fare and healthcare issues in public forums such as the print media and TV
as being limited. For medicine or even patients, on the other hand, it was no
problem to launch discussions on the very same topics. In other words, it
was more difficult for HSW associations to negotiate on their professional
identity with the public than it was for, for instance, medicine to do so (cf.
Jenkins 2004). Likewise, it was more difficult for HSW than medicine to put
forth professional jurisdictional claims and publicly comment on healthcare
topics when using traditional media (cf. Abbott 1988). However, the DVSG’s
efforts to gain publicity for HSWs’ professional issues in the media were
more successful when it merely responded to opportunities offered by an
already ongoing media debate initiated by other professions or patients to
join it. The SK and the DVSG also used the Internet as a vehicle for informing
the public on HSW, taking advantage of the medium’s near-universal status
as something accessible to most everyone. Nevertheless, the SK had found it
more effective for its purposes to use the websites of multi-professional
public administrative bodies as a medium to publicize its issues and topics.
On these sites even medicine was present, and also the general public and
other professions were much more likely to frequent them than the associa-
tion’s own, more narrowly focused homepage.

9 GPBO11, SKARO16.
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7.4 Summary

The Swedish and German HSW associations pursued their project of formal
jurisdiction in three different arenas: through legislation, through public
regulations, and - especially in Germany - at the workplace. However, unlike
medicine, HSW generally speaking lacked access to the policy-making bodies
operating in these arenas. Because of this, the associations in both countries
invested efforts in gaining access to, and being present on, forums where
they could obtain information on forthcoming changes in public policy. Oc-
casions when the Swedish and German HSW associations were allowed di-
rect access to represent the profession in policy making were rare, however,
although somewhat more numerous in Sweden than in Germany. Neverthe-
less, even in the German case these occasions became more frequent when
the association engaged in direct negotiations with legal, public, and local
actors or with other stakeholders and the media.

The associations applied a variety of strategies to deal with their lack of
access to policy-making bodies. Several differences could be observed in this
regard, however. In Sweden, given the country’s centralized state system,
access to policy making was mainly mediated by the trade union, and it was
to a small number of government bodies or public administrations only. In
the federally organized Germany, the association had to distribute its lobby-
ing efforts between public bodies and stakeholders representing a wide
range of activities, concerns, and power in both the 16 individual federated
states and at the national level.

Differences between the German and the Swedish case could also be seen
in the type of legal protection sought through negotiations. While the Swe-
dish associations pursued mostly just one issue, licensure, what the DVSG
sought was protection of specific work tasks, competences, responsibilities,
and remuneration, and this was pursued through a variety of healthcare and
social welfare-related laws and regulations.

Through collaboration with the trade union and patient organizations, the
SK and the DVSG attempted to influence the development of draft legislation
and public regulations. Especially in Germany, the HSW association used the
de facto establishment of new negotiation platforms with local actors as a
way to impact social policy development. On these forums, the DVSG actively
engaged in negotiations on the local interpretation of laws, public regula-
tions, and service structures to advance professional HSWs’ interests. The
DVSG and the SK also negotiated with professional bodies of other health-
care professions. The SK tended to do this (either alone or in co-operation
with the trade union) to win recognition for HSW at a more abstract level,
while the DVSG rather engaged in more concrete bargaining to secure HSW’s
entitlement to certain work tasks such as psychosocial diagnosing and
specific forms of counselling.
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These strategies often involved co-operating with trade unions, university
social work departments, and researchers. The HSW associations’ co-opera-
tion with these actors was aimed at strengthening and underpinning the
jurisdictional claims and arguments they put forth in their negotiations with
dominant actors in the healthcare sector. The Swedish HSW associations,
however, occasionally experienced this co-operation as cumbersome.
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8 Jurisdictional Work: Claims and Arguments

In the preceding two chapters of this dissertation, jurisdictional work was
described in terms of HSWs’ activities and strategies aimed at developing a
collective profession-specific identity. Additionally, strategies and activities
resorted to in order to translate this identity into a public and formal profes-
sional jurisdiction were looked at. In this chapter, the focus moves onto
jurisdictional work in terms of claims-making and argumentation aimed at
creating a formal jurisdiction for the HSW profession.

In line with what Abbott (1988) has observed for other professions and
professional groups, a central component of also the German and the Swe-
dish HSWs’ jurisdictional work was claims-making, as evidenced by the
documents and interviews analysed. According to Karlsen (2012), claims-
making is a form of strategic action in the public sphere whereby language is
used rhetorically to persuade someone of something in a given context. The
arguments used in this activity become persuasive when they are articulated
using that someone’s own terminology. Abbott (2005) has described how
professions, to be more successful in their claims-making, attempt to create
argumentative hinges that link professions, policy makers, and universities
by using the terminology of their audience’s context.

Another strategy enabling organizational actors to argue more persua-
sively is, to continue using Abbott’s (2005) terms, the use of avatars to in-
stitutionalize symbolic linguistic or structural colonies in the policy making,
organizational, or one’s own professional domain. One example of such insti-
tutionalization of a professional avatar in social policy making could be the
successful introduction of social work (i.e., clinical social work) terminology
into law and corporative contracts; another one might be the incorporation
of the (originally non-social work) term ‘social diagnostic classification
system’ into the language of social work, indicating the integration of
medical perceptions into social work practice. When jurisdictional claims-
making results in the inclusion of such symbolically charged aspects in the
audience organization, one might say the phenomenon in question to be
about an embodied avatar. An embodied avatar could then be achieved, for
example, through the inclusion of social work representatives in policy-
making structures.

This chapter describes and analyses Swedish and German HSWs’ claims-
making as a key component of their jurisdictional work. First, in section 8.1,
these HSWs’ general claim concerning the necessity of including social work
in the healthcare setting will be examined as to its precision and persuasive-
ness in both country contexts. Next, in section 8.2, the claim that HSW
bridges the gap between the healthcare and social welfare sectors is ex-
plored. Section 8.3 then focuses on the claim made by the HSWs in the two
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countries that social work’s advocacy mission was needed in health care as
well. In these first three sections, the arguments made in support of the
HSWs’ claims all more or less focus on patient needs and problems. The
claims examined in the next two sections instead focus on the organizational
and political level. Section 8.4 takes up the argument by HSWs that more
gap-bridging and advocacy work was needed at the organizational level of
healthcare organizations such as the hospital, with this argument then ana-
lysed more in detail. It also considers their argument that also healthcare
policy lacked a sufficient focus on both patient needs and problems arising
from legislative gaps between the healthcare and social welfare sectors.
Finally, section 8.5 discusses the claim put forward by the HSWs that
overcoming these problems at the level of patients, organizations, and policy
required specific competences and that it was HSWs who represented these
competences. Differences in claims-making between the two countries are
addressed, as are changes in the arguments and argumentation style used by
the respective HSW groups over time, allowing examination of the possible
impact that any differences in the hospital and welfare contexts might have
on HSWs’ claims-making in Sweden and Germany.

8.1 Necessity of social work in health care

If health care is to meet future challenges, psychosocial services
need to be ensured a place beside medical, nursing, and therapeu-
tic interventions.353

Along the lines of the above quote from the report of the DVSG’s national
congress in 2006, the professional associations in both Sweden and Ger-
many put forth a core claim that it was necessary to integrate social workers
into healthcare settings. From a jurisdictional work perspective, this could
be defined as the core claim made to advance the formal jurisdiction of HSW
tasks: a normative claim postulating the vital importance of HSW in health-
care settings and healthcare policy development. This claim was made by
both Swedish and German HSWs throughout the entire period under in-
vestigation, as shown by the documents collected in the two countries. As
the documents further indicate, the HSWs in both countries, differently from
healthcare professions proper whose contribution to health care has always
been more obvious, felt an urgent need to make this claim for including pro-
fessional HSWs in the healthcare sector. The Swedish and German profes-
sional associations studied saw the HSW profession as being threatened by
employers and authorities approaching HSW with different expectations

33 GA110.
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concerning its tasks and responsibilities.35 As shown by the documents, a
particular challenge for the social work profession was therefore to con-
vince healthcare professions, the public, and policy makers alike of the fact
that patients’ illness or impairment could cause social and psychosocial
problems in both patients themselves and their relatives, which in turn
could lead to delayed or even thwarted recovery and medical rehabilitation.
Accordingly, the HSW associations’ argument went, it was important that
these problems be treated simultaneously with the disease/impairment it-
self.

According to Karlsen (2012), a claim as general as this could be perceived
as very broad and imprecise, as it neither explains the exact content of the
social and psychosocial services referred to nor suggests the societal level at
which they should be performed. Be that as it may, claims of this kind, as in
the present case, then tend to be given more precision in further, more de-
tailed subsidiary claims, as shown in the following sections. In the Swedish
case, for instance, the above claim was often succeeded by the claim that
HSW ought to be involved in what is called the individual level of social
work.355

The SK repeatedly stressed the importance of HSW in patient-related
work, along with the fact that HSW interventions, in its view, were given an
undeservedly low status in health care in general. Even though the content
of the documents collected from the association was mostly about social
work at the individual level, the documents otherwise testified of HSWs’ ac-
tivity at the structural level: in them, we can read how HSWs try to involve
themselves in policy development, by issuing professional statements on
legislative drafts and on healthcare policy developments in general. Never-
theless, this was not explicitly defined as an aspect of their claim for the in-
clusion of social work in health care. Following Karlsen (2012), one might
then indeed get the impression that the jurisdictional claim put forth by the
SK was somewhat imprecise.

Only occasionally did the SK define its claim as originating from patient
interests. Instead, the claims made were more often defined from the point
of view of one’s self-interest or the interest of one’s organization, at the fol-
lowing example shows:356

The Svensk Kuratorsforening claims it is the HSWs who recognize
the psychosocial aspects and represent social competence. The
professionals providing medical and psychological treatments
(physicians, nurses, and psychologists) all have licensure. From an
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equality and patient-security perspective, also those representing
the psychosocial and social perspective should then be licensed.357

The claim appealing to inter-professional equality here could, in this particu-
lar case, be interpreted as a linguistic symbol representing an argument
rooted in self-oriented status interest, while the one referring to patient se-
curity could be interpreted as a linguistic symbol for a claim rooted in either
institutionalized organizational interest or patient interest. Nevertheless,
the patients themselves, in describing their interests, could well be expected
to prefer the use of symbols other than patient security. Therefore, this
claim could rather be defined as being rooted in organizational rather than
patient interests. In consequence, the addressees of this claim might get the
impression of a claim rooted in self-oriented professional and organizational
interests, rather than patient interests. This argumentative strategy, in turn,
could thus induce Swedish policy makers to assume that HSW is more inter-
ested in self-oriented than altruistic goals when performing its jurisdictional
work. As will be shown in section 8.5 below, this impression that the juris-
dictional claims of Swedish HSWs might be rooted in mere self-interests of
the professional group is, furthermore, only strengthened by the decreasing
frequency with which Swedish HSWs, over time, put forth explicit argu-
ments for the societal advocacy mission of HSW.

In Germany, on the other hand, the core claim made for HSW involvement
in health care was defined in more detailed manner. There, several explicit
and implicit sub-claims, too, were immediately presented, embracing both
the structural level and the individual level of social work to a same ex-
tent.358 The sub-claims put forth could here be interpreted as, indeed, giving
the closer definition of the more general main claim concerning HSW’s in-
volvement in health care. Moreover, the claims the German association put
forth were often couched in terms of the patients’ perspective, as for
example in the follow quote taken from the DVSG’s 2005 annual report:359

These structural changes call for [the integration of] social work
competence to ensure provision of reliable psychosocial support
and support in social matters for sick people in crisis.360

This way of arguing indeed contributes to making the main claim more pre-
cise. It also produces the impression that the profession putting for the argu-
ment is interested in representing patient interests and in drawing upon its
competences to effectively manage just that. The use of terminology as
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“structural changes call for” demonstrates competence; the use of expres-
sions derived from laymen’s linguistic praxis as “reliable psychosocial sup-
port and support in social matters for sick people” suggests the representa-
tion of patient interests. The impression is further reinforced by evidence
gathered from a variety of other documents collected, such as associational
reports describing patients’ problems with access to HSW services in the
former East German states, or problems with healthcare service supply on
the part of certain patient needs that were caused by the fundamental refor-
mation of the German social welfare state in the 1990s.36* Only occasionally,
in the early 1990s for the most part, were more clearly self-oriented profes-
sional interests put forth to further the claims presented, usually invoking
arguments for increased professional recognition and status.362 Overall, the
argumentative strategy used by the German HSWs was thus more likely to
produce a general impression among their addressees that the claims-mak-
ing by the profession was rooted in genuine public and patient interests
rather than professional interests per se.

To refer back to Karlsen’s (2012) theses about argumentative precision
and persuasiveness, the general picture emerging here is then that the Ger-
man HSWs’ claim for HSW’s involvement in health care was more precisely
spelled out and explicated, giving a more obvious impression of its being
rooted in a genuine advocacy interest, while the claim put forth by the Swe-
dish HSWs implied the same only indirectly or in a peripheral fashion, con-
taining, moreover, contradictory information that probably only left the
claim’s addressees in some state uncertainty as regards its exact content and
the nature of the interests behind it. Consequently, the German HSWs’ claim
might at first glance be assumed to have been more persuasive than the
Swedish HSWs’. Yet, the persuasiveness of a claim cannot be judged based
solely on an examination of the content of that claim itself; one also needs to
take into account the arguments accompanying it. It is these arguments that
then, either on their own or in reference to the claim made, cause the case
made to be seen as either more or less persuasive in the eyes of its target
audience (cf. Karlsen 2012).

31 GAR002b, GAR003, GPAO12a, GA022, GA044d, GA096a, GA097c, GA100a, GA136, GPB044,
GPO001, GPO020, GPO024b, GPO031a, GA040b, FG DVSG.
%2 GA003, GA004, GA005, GAO19.

213



8.2 Bridging gaps between welfare sectors

Going against all scientific knowledge, the primary-care reform
draft proposal in question lays out a primary care model that is fo-
cused exclusively on the provision of medical care, with all the
care functions concentrated in the hands of the primary care doc-
tor.... In this kind of a model that restricts itself to the provision of
medical care only, people will interpret their social problems as
being medical ones instead, and will thus seek merely medical
care in their efforts to overcome them.363

In this quote, taken from a written statement by the SK on a draft law pro-
posal, the association puts forward its claim for a greater role of social work
in primary care. This and other similar claims were used by both the DVSG
and the SK to further elaborate on what was only implicitly stated in their
previously presented core claims. With that, the focus was shifted to the
need to bridge structural gaps between the social welfare and healthcare
sectors.

This claim, to be sure, was clearly related to the HSWs’ core claim that
social work services needed to be integrated into health care. Both the SK
and the VKF claimed that HSW played an indispensable role at the interface
between health care and the social welfare sector.3¢* Consequently, the argu-
mentation as presented in this section can be described as relying on a vari-
ety of further arguments supporting the relevance of the claim that welfare
structure deficiencies between social welfare and health care had to be over-
come (through HSW involvement).

In Germany, the centrality of this claim seemed to become greater over
time. From being used only occasionally during the 1990s, it began to be the
subject of intense discussions beginning in 2000. In Sweden, in contrast, this
claim was used by the HSW association only until the mid1990s, becoming
gradually abandoned ever since. The difference in this respect between Swe-
den and Germany might have been caused by changes in legislation. In Swe-
den, these led to a more pronounced separation of responsibilities between
social welfare and health care, while in Germany the new legislation was
aimed at more and more integrating the two sectors within one single legal
framework to govern the entire welfare sector (see Chapter Two). In a con-
text where legislation establishes health care and social welfare as separate
sectors each with their own, separate tasks and responsibilities, an argu-
ment for overcoming the gaps between the two may then be perceived as
less attractive. Such a context can also be assumed to be less receptive to the
establishment of argumentative hinges and avatars linking health care and

36 SKWS007: 2.
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social welfare. In other words, legislation creating a division between social
welfare and health care is likely to make it more difficult to develop linking
arguments declaring the relevance and sustainability of HSW’s claims, as far
as policy makers’ and other professions’ perceptions are concerned. It seems
also to complicate the establishment of social work colonies in the health-
care sector and contribute to the elimination of existing social work colonies
from health care (e.g., the reduction in the number of social work units in
Swedish hospital organizations from the 1990 onward). Reversely, it seems
to have made it easier for the medical profession to create avatars in social
work, supporting for example an exclusive focus on the individual level of
social work intervention in claims-making.

In Germany, on the other hand, legislative policy developments indicate
an at least implicit intention to integrate the social welfare and healthcare
sectors. This then suggests that the use of arguments calling for the bridging
of gaps between those sectors might there be more successful as a strategy
than in Sweden. In the German environment, even the establishment of
argumentative hinges and avatars appeared to be easier. Accordingly, the
HSW association in the country seemed to have less difficulty in finding ar-
guments asserting the linkage of HSW claims to the healthcare sector and in
establishing linguistic and structural colonies of social work in health care.

The associations in both countries claimed HSW services to form a vital
part of health care provision. In the German case, even though the individual
level, too, was brought up, especially the structural social work level was
repeatedly pointed out as the goal of social work interventions, to overcome
the gap between the healthcare and social welfare sectors.365 Nevertheless,
one of the problems in this respect, noted by the HSW associations in both
Sweden and Germany, was that the co-operation between the healthcare
sector and the social welfare sector was not satisfactory and had to be im-
proved.3¢¢ As the SK emphasized in its written statement on a government
investigation committee report it had been asked to comment on:

The municipalities and counties should have a common strategy
for medical and social care and for support interventions. The aim
is not to leave clients stranded in the middle between the munici-
palities’ and the counties’ respective areas of responsibility.367

Explicit claims regarding the unique competences of HSWs with which to
bridge such gaps between social-welfare and healthcare interventions were,
to be sure, more often put forth in Germany than in Sweden. In both cases,
nevertheless, several further arguments were resorted to in order to stress
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the sustainability of the claim that these gaps indeed needed to be bridged.
These arguments, however, differed between the Swedish and the German
case. In Sweden, the claim for the need of HSWs’ involvement at the inter-
face between health care and social welfare was, for the most part, put forth
in associational documents dating from 1997 or before, although there were
rare exceptions to this pattern dating from the 2000s. The claims presented
by the SK predominantly concerned the individual social work level and in-
terventions at the individual level;368 structural social work was more or less
excluded as a possible work task to be claimed by HSW. This fact could then
be interpreted as an attempt to draw a parallel between the individual-cen-
tred approach of medical care and the psychosocial interventions of social
work, which latter, too, are characterized by an individual-client focus. To
borrow Abbott’s (2005) terms, what was going on in Sweden could thus be
described as a case of successful insertion of a medical avatar into HSW’s
professional field, as evident from the arguments Swedish HSWs used when
confronting policy makers and healthcare professions.

The Swedish associations in this study described situations where other
professions simply ignored HSWs’ objections to medical treatment plans in
daily practice, or where employers’ and policy makers’ expectations regard-
ing HSW were unclear or were based on the fear that HSW would take over
tasks that social welfare service provision was supposed handle, thus dimin-
ishing the latter’s role (see also Chapter Seven).3¢° In a written statement
issued on a circulated state investigation, the SK puts this perceived implicit
fear into words:

One can sense a certain anxiety behind the present investigation
report: a fear that the healthcare sector could become responsible
for tasks belonging to other sectors in society. In reality, however,
there is no sector in society that can boast the same knowledge,
education, experience, and cultural competence that social work-
ers in healthcare have.370

Descriptions of this kind were used as further arguments to underpin the
association’s claims for either maintaining the status quo or extending HSW
resources in health care. Connected to these claims were often also demands
that HSWs be more clearly recognized as medical staff, given that, as the ar-
gument went, HSWs represented unique competences that neither social
workers nor other hospital staff had.3”t Here, however, certain contradic-
tions become obvious in the claim that the competences of social work are
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unique and help to bridge the gap between health care and social welfare:
on the one hand, the associations claimed that social work competences
were a requirement for HSW work, while, on the other hand, they claimed
HSW competences to be separate and distinct from those of social work.
This argumentative contradiction, to follow Karlsen (2012), very likely
weakened the persuasiveness of the general argument concerning the
uniqueness and necessity of HSW competences in the country, given that it
presented this argumentation as inconsistent. Nevertheless, both history
and competence based arguments were considered to be useful by the SK as
hinges linking social work to policy makers or healthcare professions. Com-
petence and tradition were raised as arguments when HSW jurisdiction con-
flicted with that of other healthcare professions.372

In Germany, the further arguments used by the association were quite dif-
ferent. Here their purpose was to help make more sustainable the claim that
HSW had unique competences that could bridge the gaps between health
care and social welfare. In one of its documents, the DVSG made this argu-
ment in the following way:373

In analysing process problems, hospital social work contributes to
the ability to detect and identify service gaps in healthcare supply.
It, moreover, also contributes to the development of solutions.
Furthermore, the consequences that social welfare and healthcare
legislation reforms (e.g., SGB II, SGB V, SGB XI, SGB XII) have on
healthcare distribution and the life-world of patients become par-
ticularly visible to social work. This is because of its location at the
interface between these two societal sectors. Its experiences can
thus be useful when new reforms are planned and prepared, in
helping to prevent negative and undesirable side effects.374

The kind of argument put forth in this quote addresses several things simul-
taneously. It addresses both unique competences at the structural level (and
not at the individual level as in the Swedish case) and the location of social
work at the interface between two different support systems. It, however,
also provides examples of legislative reform cases in connection of which
HSW has already shown the value of its competences, in detecting and iden-
tifying gaps in healthcare service supply.375 It also goes on to claim that
social work can anticipate such problems ahead of time as well. This further
argument was used by the German association to help underpin the
relevance of its normative claim that precisely social work ought to be used
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to bridge gaps between health care and social welfare - or, as in the context
of the above quotation, be put in charge of controlling human service
production at the interface between the two, with social workers staffing the
newly developed services there (see Chapter 6.5).37¢ Claiming HSWs to have
the ability to detect and even anticipate service supply gaps and see better
than others the consequences of legislative changes can then be interpreted
as representing an effort by HSW to create a hinge in the social policy
domain, one that would then facilitate the integration of HSW into the policy
making process. Unlike the Swedish case where it was medicine that pro-
vided the hinge for linking HSW to it through HSW’s focus on treatment as-
pects of social work, in the German case it was the HSW association that
took upon itself to create a social work hinge to link it to policy making, by
proposing the continued integration of HSW in policy-making and policy im-
plementation.

Additionally, in the German case, also a second further argument was
raised, this time a more descriptive one whose purpose was to support the
sustainability of the claim that HSW bridged structural gaps. While the first
further argument concerned the structural level, this second one was made
to engage the individual level. The association now argued that HSWs could
develop the structural and co-operative routines needed to improve service
supply for specific clients. The profession was also said to have the ability to
detect and describe individual patient service supply needs at the structural
level:

The DVSG has made the point that chronically ill and old people
will be the losers of the healthcare sector reform if networking
structures are not developed. This is of particular concern espe-
cially in conurbations, where a great number of individual house-
holds lack neighbourhood and family networks. A comprehensive
needs assessment is therefore required for discharge manage-
ment to be effective. Somatic and rehabilitative care hospitals
have a responsibility for successful patient discharge: either the
patients return home or move on to other care institutions. There-
fore, social case management needs to be able to transcend
boundaries. Social work represents the knowledge, the profes-
sional attitude, and the competences required to fulfil this role in
co-operation with physicians and nurses.377

In arguing this way, the DVSG shows its ability to aggregate problems from
the individual level to the structural level, and to describe a specific per-
ceived supply problem and propose necessary measures to solve that
problem. In addition, HSW tasks and competences at the individual level are
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pointed out as capable of bridging interface gaps between health care and
social welfare.378 The use of terms such as “supply problem” indicates the
appropriation of issues originating from social policy making and using
these as hinges by investing them with social work-specific meaning. By pre-
senting its argument this way, the association aimed at increasing the cred-
ibility of its claims concerning the professional jurisdiction of HSW. Addi-
tionally, it also attempted to use embodied avatars at the workplace level:
the claims it put forward propose that the new services intended to bridge
welfare sectors be staffed with HSWs. Similar attempts to create and insert
avatars were also made around issues such as the staffing of the newly set
up patient counselling centres and the staffing of existing services of health
insurance funds.

Comparing the further arguments put forth concerning HSW’s ability to
bridge interface gaps, the SK can be seen as using arguments originating
from other domains such as medicine and social policy, suggesting that it
had adopted issues from another context to function as a hinge for its own
argumentation, to that way link it to that other context. One effect of this
strategy in Sweden was probably then the fact that the claims of the HSW
association in the country were oriented towards either maintaining or de-
creasing the range of its professional jurisdiction (for example by calling for
either the maintenance of status quo or an increase in the number of HSWs
in their already established professional roles, while at the same time scal-
ing back its claim for involvement at the structural level) and towards re-
ducing its range of tasks to focus more on the individual level. In the German
case, the claims the association put forth could, again, be interpreted as in-
dicating an attempt to insert one’s own issues and arguments into other do-
mains so as to function there as hinges and avatars. This interpretation is
suggested by the efforts the DVSG made towards extending HSWs’ profes-
sional jurisdiction: it, for example, called for an increase in the use of social
work competences in the newly developed or still developing work roles of
the healthcare system, and claimed that there was a need to involve HSW at
both the individual and the structural level.

8.3 Societal advocacy mission

A second claim that helped to define the core claim as presented above in
section 8.1 articulated yet another aspect of it: the societal advocacy mission
understood to characterize social work. Documents obtained mostly from
the DVSG, but in some rare cases also from the SK, put forth the explicitly
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argument that HSW was also necessary in an advocacy function. This was
achieved by supporting patients and safeguarding their interests at the in-
dividual but also the structural level.

This claim gave more precise definition to the core claim already put for-
ward, but it was also aimed at enhancing the sustainability of the HSW’s
jurisdictional claim about the necessity of including the profession in the
healthcare setting. Claims-making concerning this advocacy mission of HSW
in healthcare settings was, however, only rarely apparent in the Swedish
case. The kind of arguments that the German association put forward in its
documents were almost non-existent in Sweden. Nevertheless, some indi-
vidual documents and statements given in the focus group interviews with
HSWs in the country indicate that also there the need for advocacy on behalf
of healthcare patients and their rights in both health care and social welfare
was understood as important.379

At the same time, as a document obtained from the SK indicates, there
was also the perception that this advocacy mission might not be easy to ful-
fil:

Recurrent questioning and undermining of our competence in
organizations has immense negative effects for patients, bringing
the risk that they get caught in the middle with ultimately no one
to take care of them. From our point of view, licensure, with the
responsibility for patient safety in health care that it implies, is
necessary. Licensure would also help to counteract the current
neglect of the profession. The status of social work needs to be
acknowledged and recognized on the same level as medicine and
psychology.380

What this quote illustrates is, to begin with, how the association typically
brought up patients’ interests only implicitly (“patients will get caught in the
middle with no one to take care of them” instead of “patients’ rights” or “pa-
tients’ interests”). This sort of argument was regularly resorted to by the SK
when complaining about HSW’s being ignored by other professions. At the
same time however, the claim also includes a descriptive explanation of why
it is relevant in the present context: the profession is ignored because of the
lacking licensure. Licensure, it is stated, would win more respect for the pro-
fession among other healthcare professionals and would thus improve
patient safety. According to Karlsen (2012), this then represents a
normative argument used by the SK to explain why HSW should obtain
licensure.
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Other kinds of claims and arguments potentially capable of linking the ad-
vocacy argument to the main claim, such as an argument for a societal man-
date for HSW to act as a representative for those who cannot represent
themselves, are not put forth by the Swedish association, although such
might be perceived as being implicitly there in the materials, at least by
those with knowledge of social work. The mostly implicit use of this kind of
argumentation and claim-making may, to follow Karlsen (2012), then be
seen as something undermining the overall claims-making effort, as the as-
sociation, from time to time, also claimed the other professions to lack
knowledge of social work, which could then be presumed to also include
knowledge of social work’s advocacy function. An explicit use of the advo-
cacy mandate claim and further arguments in relation to it could, reversely,
be expected to have strengthened the association’s jurisdictional claims. The
use of symbolically charged terminology such as “patient safety” could also
be perceived as an associational effort to create a hinge linking HSWs to
social policy developers. The term was something the latter could very well
relate to, putting them in a better position to evaluate the claims raised by
HSWs. There is, however, nothing to suggest that the claim to represent
patient interests in Sweden should be seen as implying an attempt to create
a hinge or another kind of linkage to patient organizations, as the documents
obtained from the association do not give any indication of its ever having
been put to use in direct contact with those organizations.

In Germany, the advocacy claim was regularly made and argued for by the
association ever since 1996. The claim the DVSG put forth was about more
direct representation of patient interests, also at a structural level:

The central mission of the social work profession is to safeguard
patients’ right to self-determination. The main goal here is to pro-
tect patients’ right to participate in society and the co-ordination
of service supply systems in health care. Consequently, social
work understands itself as an interface manager between reha-
bilitation, the individuals’ life-world, and service supply systems.
Social case management enables social workers to steer patients
through the service supply system, standing by each individual’s
side.381

In this quote, the main claim put forward is underpinned by a number of
further arguments that define the content of the claim while simultaneously
arguing for the claim’s sustainability. First and foremost, the association ex-
plicitly points at the profession’s perceived client advocacy mandate in the
healthcare setting. Additional claims are then raised to the effect that HSW
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already serves as a representative of patients in local but also national pro-
fessional, organizational, and policy-making networks.382

The following quote reports on a meeting between the DVGS and one of
the major funders of medical rehabilitation care, giving an example of HSWs’
jurisdictional claims-making vis-a-vis these healthcare actors:

We addressed the service quality of rehabilitation hospitals. The
Deutsche Rentenversicherung [German Statutory Pension Insur-
ance Scheme] sees the availability of professional HSW services at
their contracted hospitals as a quality measurement. However, the
funders’ views in this respect differ, resulting in more limited
availability of treatment for those whose rehabilitation is paid for
by other insurers. From the association’s point of view, this situa-
tion of inequality among patients can only be eradicated through
enactment of quality standards to which all funders commonly
agree.383

Through further argumentation like this, the DVSG attempted to give more
precision to its overall argument. At the same time, the argument put forth
here could also be seen as resulting from an attempt to create hinges and, by
extension, also avatars, that could link HSW especially to patient
organizations and social policy makers, which in this particular quote are
represented by funders in their role as corporative policy makers. The
association attempts to create hinges by using terminology (linguistic
symbols) that is attractive to other actors such as social policy developers
(“quality standards”) and patient organizations (“patient’s rights”, “patient’s
self-determination”). This way, the association hoped, its arguments could
be made more persuasive to these actors. This effort by the DVSG to produce
avatars could be sensed to be there in its sometimes explicitly articulated
ambition to be assigned the role of a formal representative of patient
interests in certain policy development forums, which could then be
interpreted as speaking of a goal to colonize these forums with social work
representatives.

The German association elaborated on these arguments it had put for-
ward by underpinning them with further arguments. These were mainly de-
scriptive, although sometimes they could also be normative in nature. A spe-
cific cluster of descriptive arguments could be observed that were meant to
help improve the sustainability of the overall argument through the use of
“atrocity stories” about the way healthcare professinals handle patient inter-
ests. These arguments presented HSWs using their competences to impact
on patient treatment guidelines, having first seen patients’ rights as being
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under threat, ethical concerns in health care set aside, and problems arising
from new trends and policy developments in health care. The DVSG could,
for example, point at problems with hospital organizations not adapting
themselves to patient needs, funders jeopardizing patient rights by delimit-
ing HSW discretion, HSWs being taken advantage of to obtain sensitive in-
ternal hospital information, and, last but not least, funders and others ser-
vice suppliers intruding in and colonizing HSW tasks and violating patients’
rights through the provision of counselling biased by the funders’ inter-
ests:384

A prerequisite for professional and patient-oriented social work is
absolute neutrality and independency. This condition, however,
can no longer be said to be met when HSW services are paid for by
external out-patient care service suppliers or by rehabilitation
hospitals.38>

In arguing in this way, the association attempted to underpin the sustain-
ability and relevance of its arguments by claiming professional social work
to be fundamentally patient-oriented, neutral, and independent. Arguments
raised by using atrocity stories could be interpreted as indicative of an effort
to establish hinges linking the profession to a variety of actors. Especially
the use of the term “patient orientation” could be seen as speaking for this,
given that it is an all-round term that is viable and understandable not only
from a patient perspective but also in public policy making and in organiza-
tional domains. The usage of this particular term also relies on a definition
of it specific for social work in this context, meaning that actors from all
these domains and patients alike can use it to evaluate the persuasiveness of
the claim raised.

When discussing patients’ rights, the association tended to rely on norma-
tive arguments, or ones based on legislation. According to Karlsen (2012),
these types of arguments are used to prove the indiscussable persuasiveness
of the argument and the claim. At the same time, however, the DVSG could
nevertheless still claim that HSW’s contribution to health care in terms of its
defending and safeguarding patient interests still continued to be under-
appreciated.386

Claiming patient interests to be underrepresented in health care develop-
ment (and inadequately provided for more in general) and presenting the
social work profession as the natural and proper representative of patient
interests with all the needed competences for the task, was something that
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basically only the DVSG did to support its claims-making, and even it did this
mostly from 1996 onwards only. The Swedish association resorted to this
line of argumentation only very seldom. In Sweden, in general, the major
arguments used to strengthen the argumentation, such as the professional
mission to represent client interests, tended to remain implicit. The argu-
mentation by the German association predominantly relied on descriptive
arguments, although also some normative further arguments were em-
ployed in order to underpin the sustainability and the relevance of the
claims made. Many of these claims were also used to establish hinges and,
when possible, avatars, to create a linkage mostly to social policy making
and patient organizations, but also to hospital organizations and other pro-
fessional associations. This attempt to produce hinges and avatars was made
evident by the association’s use of terminology (linguistic symbols) that
could be assumed to be attractive to its intended audience. This was the case
with “quality standards/measures” in relation to hospital organizations and
social policy makers, “patients’ rights/interests/self-determination” in rela-
tion to patient organizations, and “patient orientation” in relation to not just
several different patient contexts, but also policy, professional, and organ-
izational domains.

8.4 Failure of professionals, politicians and legislation

Thus far, this chapter has concentrated on describing HSW associations’ dif-
ferent claims and arguments concerning societal and individual patients’
needs. The first of these claims took its point of departure from the fact that
disease and impairment often had social consequences as well; the second
from the perception that there were gaps between the healthcare sector and
the social welfare sector which needed to be bridged before one could help
patients to overcome such social consequences; the third from the under-
standing that patients needed advocates capable of representing their spe-
cific interests at all levels in health care. This section considers the means
the associations used to argue for the sustainability and relevance of their
thus far outlined claims. It takes up the claim put forward by HSW that other
professions, politicians, and legislature have all failed to adequately respond
to the needs identified in, and addressed by, the above-mentioned claims.
The first part of this section outlines the arguments put forth by HSWs about
the failure of other professions to do so at the workplace level, while the
second part looks at the arguments advanced about the failure of legislation
and policy makers in that same task.
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Failure at the organizational level

The DVSG claimed that none of the traditional healthcare professions could
be said to have engaged in advocacy of patient’s interests. Moreover, the
claim went, the emerging social and psychosocial problems caused by
disease and impairment were all more or less ignored by healthcare profes-
sionals. While the SK, in its claims-making activity, was for the most part
concentrated on efforts to influence actors at the state level, the German
association focused on both levels: the workplace level as well as the state
level. The way these associations argued for other actors’ failure in the nec-
essary advocacy tasks, however, differed.

On the part of both associations studied, the claims-making activities
addressing the failure of professionals in healthcare organizations to
observe and respond to social and psychosocial problems mostly took place
in the 1990s. In Sweden, judging from the documents collected, they never-
theless largely died out in the 2000s. In Germany, evidence of this kind of
claims-making was to some extent found in documents dating from the early
1990s, but increasingly in documents dating from 1996 and after.

The DVSG often put forward arguments of the following kind, here taken
from a debate article:

It has been known for a long time that health and social matters
are intertwined. On the one hand, social factors can influence dis-
ease, and, on the other hand, disease can bring changes to life
situations and, for example, cause premature and long-lasting de-
pendency on support and care.387

In Sweden, this relation between the social context and health/disease was
more often only implicitly noted and less drawn upon in argumentation than
in Germany. The argument made for it was basically descriptive in nature,
being based on the use of research findings and evidence to underpin the
core claim for the necessity of HSW services in the healthcare sector. This
highly specific use was well suited for hiding the normativity of the core
claim; it could thus also be used to present the raised claim as truth. The
purpose of this type of argument was to show the relevance of the core
claim to an audience from outside the language community. Consequently,
its explicit use as in the German case could be expected to make it easier for
the target audience of the claims-making activity to understand and accept
the relevance of that claim.

Specific examples from daily work were given to prove the relevance of
the arguments raised in both the SK’s and the DVSG'’s jurisdictional claims-
making. Such examples were also supplied to support the claim that medical

%7 GPB037: 14.

225



professionals tended to forget or even neglect the psychosocial
consequences of disease and impairment.388 It was, furthermore, claimed
that this neglect had repercussions for patients’ rights, as in by the following
quote from an article published by the SK:

However, according to the authority’s own clarificatory regula-
tions, only conversational therapy by psychiatrists, licensed psy-
chologists, and licensed psychotherapists is eligible for additional
sick benefits. Conversational treatment by HSWs is not.38°

This and other similar problems were something that HSWs encountered in
their daily practice, and they were used in both countries to support the ar-
gument that healthcare professionals neglected social problems. In Sweden,
however, such supporting evidence was predominantly supplied only by the
board members participating in the focus group interviews, while in
Germany it was frequently encountered in the associational documents as
well. One Swedish focus group participant, for instance, reported on cases
where HSWs had been expected to remain loyal to other professions’
treatment instead for performing their own duty. For example, objections by
social workers who had not yet completed their work with a patient turned
down in favour for other professions’ interest in quickly discharging the
patient.3%0 Examples of this kind then supplied descriptive arguments to
support the sustainability of the preceding argument that healthcare
professionals had forgotten, ignored, and even neglected the relevance of
patients’ social problems for their recovery and their adaption to the new
health situation.

The associations in both countries underscored the need to publicize
more on HSWs’ contributions to health care. They claimed that it was indeed
necessary to do so, since state representatives, other professions, and
healthcare organizations still seemed to lack information about HSW con-
tributions in the field.3°1 The responsibility and methods for spreading such
information, however, was located and described differently in Sweden com-
pared to Germany. The SK mostly claimed that information campaigns on all
levels of society would solve the problem with the lack of information.392
The DVSG, on the other hand, claimed it to be a general duty of the entire
society to recognize and pay attention to the social aspects of disease in
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health care. As the DVSG itself put it in a document defining HSW and its role
in the hospital context:

All hospital care that excludes the social dimension (i.e., fails to in-
clude social pathology as well as social consequences deriving
from biography and impacting individuals’ health-promoting re-
sources or the individual's context) can be said to be suffering
from quality deficiencies and promoting revolving-door medicine.
It is, moreover, not cost efficient at all. From the perspective of the
current social-medical knowledgebase, the hospitals that deny
their patients the initial help they need to cope with the conse-
quences of their disease and treatment may be characterized as
inadequate and unethical.393

In this quote, the association claimed the inclusion of the social dimension of
disease and impairment not to be the task of any specific profession but in
the general interest of the wider public, including hospitals. Especially the
use of symbolically charged terminology like “cost efficiency”, “quality”, and
“ethical” transforms its claims from being profession-specific and particular
to HSWs to appearing as something putatively raised by the public, other
professions, and policy makers alike. This in turn could be interpreted as
signifying the creation of hinges to link HSW to other arenas such as the
public, policy makers, and healthcare organizations. Their production here
is enabled by using terminology familiar from workplaces, public discourses,
and policy making circles, and indicates appropriation of language originat-
ing from these actors and domains, which is then used as a hinge paving the
way for these actors to better understand HSW claims. The development of
evidence on HSW’s contributions to health care and its dissemination to hos-
pital organizations and policy makers could be interpreted as a way to de-
velop arguments claiming the necessity of HSWs as a social work avatar in
the healthcare sector. Other actors may then make use of, or “borrow”, these
arguments to, for their part, argue for the avatar HSW in health care in their
domains.

In both the Swedish and the German association’s external claims-making,
the production of evidence on HSW contributions to health care and the
highlighting of the need to also consider social problems in health care was
combined with internal requests to HSW practitioners to produce statistical
data on the effects and contributions of HSW to health care. The German
association engaged in such additional efforts to facilitate its production of
hinges to link it to other actors such as hospital organizations and policy

3% GD001: 96f.
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makers in order to better be able to integrate its own claims-making with
that of other actors. 394

The HSW associations in both Sweden and Germany claimed healthcare
organizations and healthcare professionals to have failed in observing and
upholding patients’ rights, just as much as they had failed in bridging gaps
between health care and social welfare despite having been aware of the
correlation between social factors and medical treatment on the one hand
and recovery and rehabilitation on the other hand. This “atrocity story” was
then used as a descriptive argument to affirm the relevance between the
previously presented claims and arguments. Probably due to the specific
legislative developments in each of the two countries, evidence of argu-
mentation concerning the mutual impact of disease and social factors
became less frequent in the documents of the Swedish association over time,
while in Germany it became only more and more frequent. Nevertheless, the
associations in both countries claimed the involvement of HSWs in the
healthcare setting to be able to alleviate the problems arising from this
causal relation between the social context and disease/health. In both coun-
tries, argumentation with external audiences was mainly descriptive in
nature, drawing upon evidence from research. Also evidence from daily
work was used where possible, to prove the “truth” value of the associa-
tions’ claim. Symbolically charged information and terms such as “scientific
evidence”, “effect”, “sustainability”, “economic advantages”, “quality”, and
“ethics” were also used to facilitate the production of hinges linking HSW to
hospital organizations, the public, and policy makers. By this way relating to
their specific interests, the associations’ formal jurisdictional claims could
be further advanced. In addition, the German association accused health
care of neglecting patients’ rights to social services and of thereby providing
to them services that were de facto incomplete, ineffective, and, unethical in
nature.

Failure at the policy-making level

Apart from the need to include HSW in healthcare distribution, the SK and
the DVSG also argued for the relevance of including HSW in healthcare
policy development at the national, federated-state/county, and local levels,
citing policy makers’ failure to integrate social and psychosocial aspects into
health care. In the documents studied here, the HSW associations claimed to
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have also reminded actors at the policy-making, level of the fact that disease
and impairment caused social and psychosocial problems, which needed to
be treated.

The documents obtained from the SK and the DVSG indicate that the as-
sociations saw it as their foremost duty to externally represent the profes-
sional group. In Sweden, the documents collected from the SK contained
implicit claims about the HSW involvement at a structural level throughout
the entire period of study, with perhaps an increased level of activity in
1994-2005. Although HSW involvement at a structural level was thus
something the association clearly attempted in practice, the claims it
officially or expressly put forth were only about the necessity of including
HSW in health care at the individual patient level. Consequently, its
argumentation as to why HSWs’ claims for involvement in healthcare policy-
making at the national level should be seen as relevant became less
persuasive, or in any case less persuasive than the comparable arguments
put forth in the German context (cf. Karlsen 2012). This was so especially
when it came to target audiences of claims-making who were not
participants of HSW’s disciplinary language community, meaning most of
the non-HSW personnel employed in healthcare provision and policy
making in the country. In Germany, the claim for HSW involvement at a
structural level was regularly raised throughout the entire period under
investigation, although mostly, and more explicitly, in the years following
1996.

The main claim here was that policy makers tended to ignore in their
policy development work the relation between, on the one hand, social and
psychosocial aspects and, on the other hand, disease and impairment, just as
much healthcare professionals ignored it in their healthcare service distri-
bution work. To convince their audiences of the relevance of this claim, the
associations in both countries resorted to mostly descriptive arguments that
were used sometimes more explicitly, sometimes more implicitly. The fol-
lowing quote from a written statement by the DVSG serves as an example:

Already existing institutional psychosocial service distribution
still needs to be integrated into legislation. Thus far, only infor-
mation and counselling services by self-help organizations have
been included in its scope. All other psychosocial service dis-
tributers apart from social insurances have been left outside.3?5

The DVSG often brought up the issue of the exclusion of certain particular
social services from the scope of healthcare legislation, noting the problems
caused by this, what was perceived as ignorance at the policy development

395 GPB028: 46.
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level about the professional social and psychosocial services that HSWs pro-
vided. This was done to empirically support the sustainability of the
argument that policy makers tended to ignore social aspects in healthcare
policy development. Also the SK often brought up this omission of social and
psychosocial aspects in national policy making. These sustainability
arguments were then often followed by other, more descriptive arguments.
In Germany, this was done to provide further support for the claim the
association there made for HSW’s integration into legislative processes and
into legislation itself. Sometimes, these arguments were also combined with
normative  arguments proposing how to solve a specific
legislative/regulative problem, as exemplified by the quote below. As
already mentioned, in Sweden these descriptions were used for the
exclusive purpose of depicting individual-level insufficiencies in law and
regulation proposals. The effort to this way involve HSW either explicitly or
implicitly in legislative processes could be interpreted as indicating a desire
to create hinges capable of linking HSW to the policy making domain
through the use of language and terms such as “client interests”, a standard
term in healthcare policy making. The formal establishment of avatars,
again, was attempted through the integration of the already existing
psychosocial services (as performed by social workers in health care) into
legislation.

In Germany, the claims the DVSG made were for the inclusion of HSW in
healthcare policy development. This was to take place in diverse policy mak-
ing arenas at the national level:3%

During these deliberations we will point out the necessity of in-
cluding HSW in all policy development processes that directly
concern HSW and its clients’ interests. We will also discuss our lo-
cal colleagues’ competences so that they can be involved in future
federated state-level policy developments right from the start.397

It was, in other words, argued that HSW needed to be engaged in healthcare
policy development wherever HSW’s or its clients’ interests were involved.
In making this argument, the association specified and limited its claim for
participation in policy making to concern only those cases where client in-
terests or social and psychosocial aspects were involved. Besides the fact
that it was aimed to underpin the relevance of its claim for HSW’s involve-
ment in policy making, this argument could also be seen as indicating an at-
tempt to insert embodied HSW avatars into policymaking forums, by calling
for the integration of HSW representatives into the policymaking bodies in

3% See GPA010, GA129, GA144, GA073, GA057a, GAO71. The same argument was also made by the
SK, although implicitly only.
*7 GPO023.
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question. The same could be said also about the way the German association
attempted to prove its usefulness to policy makers by engaging in associa-
tional activities specifically aimed at public corporative bodies in the former
East Germany during their integration into the broader polity framework of
the German Federal Republic. Through these activities, the DVSG could be
said to have attempted to offer evidence about its associational competence
and the practical benefits of involving social work in healthcare policy and
legislative development.398

Engaging HSW in healthcare policy development was argued to represent
an investment by policy makers in the development of egalitarian health
care distribution and in the inclusion of the disadvantaged segments in
German society. Here the specific competences of social work, especially in
health care, were stressed.39° The association, furthermore, made efforts to
highlight the various kinds of problems arising from the transfer of West
German legislation to the East German context, which were stated to in
particular necessitate the involvement of HSW in social policy development
in the eastern parts of the country.*0? Descriptive arguments of this type
were used to prove the sustainability of all arguments the DVSG made in this
regard. Expressions such as “egalitarian distribution” and “elimination of
disadvantages” could be interpreted as intended to provide argumentative
hinges linking HSW to policy makers and patient organizations.40! The
expectation was that by using them, these actors would more likely be
receptive to the message put forth through the particular claims raised by
the association in its claims-making.

Additionally, the DVSG also made the expressed argument that the HSW
profession could, earlier than other professions, anticipate problems arising
from healthcare/social-welfare policy changes for health care.*02 Concrete
evidence of such special sensitivity to detecting emerging problems from
legislation and regulation was put forth by both associations, although
somewhat more implicitly by the SK.403 Both the DVSG and the SK claimed
that the involvement of HSW representatives in healthcare and social wel-
fare development would help in avoiding and counteracting these prob-
lems.#04 In this, the German association used mainly descriptive arguments
for its purposes, while in Sweden the SK predominantly put forth normative
arguments. According to Karlsen (2012), underpinning normative argu-
ments and claims with descriptive arguments often contributes to the im-

8 GPB001, GPB002, GPB008, GAR001, GAR002, GAR003.
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pression that the argument or claim in question is sustainable. The same
would not then apply to the use of normative arguments for the same pur-
poses, as in the case of the Swedish association.

Mostly the DVSG claimed HSW funding to depend on healthcare organiza-
tions’ goodwill. At least in Germany, this was claimed to impact patients’
possibilities to access psychosocial services to which they were entitled
according to law.%05 Both associations claimed that the resulting gaps in
healthcare service supply were frequently due to the legislators’ unwilling-
ness to embrace HSW treatment in Germany or licensure for HSWs in
Sweden. Both associations perceived this as resulting in insecurities con-
cerning the willingness of hospitals to fund HSW services. The associations
argued that an explicit inclusion of HSW in the law-making processes in the
relevant areas would help solve some of these problems.4%¢ In Germany,
there were direct discussions about this with healthcare funders, in which
the necessity of developing direct communication channels with funders and
inscribing HSW services and their funding in laws and regulations was
brought up.407

In Sweden, the focus was instead laid on the inclusion of HSWs in legisla-
tive processes only where these concerned the issue of licensure; funding
problems were not mentioned at all. Generally speaking, in both countries,
one of the main associational objections concerning policy makers’ failure to
integrate social aspects and social work professionals into healthcare policy
development derived from the fact that HSW was often not mentioned at all
in healthcare legislation and the subordinate public regulations.*08 By the SK
this concern was addressed, for instance, as follows:

According to these regulations, only licensed healthcare profes-
sionals are required to participate in their unit’s quality manage-
ment.... Accordingly, it seems that the National Board of Health
and Welfare intends to exclude HSWs from participation in their
units’ quality management processes.40?

Here the association presents a descriptive argument aimed to support the
sustainability of its previous argument that HSW was often ignored by policy
makers and ought therefore to be included in the policy-making process.
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GPB035b, GPB043, FG DVSG.

46 SKARO11, SKARO16, SKP046, SKP098, SKP104, SKP122, SKP124, GA006, GAR002b, GPB026,
GP0002, GPO012, GPO013, GPO033, FG DVSG.

97 GA035, GA057, GA078, GA092, GPAO13, GPB055, GPO021, GWS033, GA006, GA037, GA115,
GA132, GAR001, GAR006, GAR007, GPB009, GPB036, GPB046, GPB056, GPB58, GPC005,
GPC006, GPC007, GPO014, GPOO15.

48 SKARO11, SKARO16, SKP046, SKP098, SKP104, SKP122, SKP124, GA006, GAR002b, GPO002,
GPOO012, GPO013, GPO033, GPB026, FG DVSG.

409 SKA016.

232



Moreover, in the associational documents collected from the associations in
both countries, the claim was often put forward that healthcare legislation
typically failed to explicitly incorporate into it HSW tasks and required com-
petences in Germany and the role of non-licensed professions in Sweden.
Where the legislation nevertheless did do that, as in the case of several par-
ticular laws and regulations in Germany, it was often tasks, not the required
competences, that were named in it. Consequently, in both countries, also
professionals other than social workers could perform genuine HSW tasks.
Especially in Sweden, the regulations and legislature often explicitly stated
“licensed professions” to have the responsibility for certain work tasks,
which by definition meant the exclusion of HSW, as a non-licensed occupa-
tion, from the performance of these tasks.410

As already noted above, the HSW associations in Sweden and Germany
used different strategies in their claims-making concerning the integration
of HSW into legislative processes. In Sweden, the association’s claims were
very much focussed on the idea that licensure would solve most of the prob-
lems HSW perceived to be there in health care.*!! In Germany, on the other
hand, licensure was not given the same attention in claims-making as a
global solution for experienced problems in HSW. Instead, the claims the
association put forth concerned jurisdictional problems seen to emerge
from failures of legislation. The argument here was for the explicit integra-
tion of jurisdictional aspects in diverse laws concerning healthcare organiza-
tion, healthcare funding, and healthcare delivery. The understanding in Swe-
den that licensure was what would solve HSW problems in health care can
be interpreted as signifying the appropriation of an issue originating from
health care and using it as a symbolic hinge that was ultimately aimed at fa-
cilitating the integration of HSW as a healthcare avatar (“healthcare profes-
sion”) into legislation on healthcare professions’ licensure. In Germany,
again, the claim concerning the necessity of integrating terms such as “social
case management”, “social services”, and the like into the country’s legisla-
tion can be understood as implying an attempt to appropriate symbolic
social work terms and use them as hinges providing a linkage to legislation.
Once this was accomplished, they could then function as a legislative argu-
ment to establish social work colonies in healthcare.

In other words, one of the claims put forward by the German and Swedish
associations in connection with their professional jurisdiction project was
for the involvement of HSW in policy-making processes. This they saw as
necessary owing to the policy makers’ and public corporative bodies’ failure
to anticipate and overcome gaps between healthcare policy and social
welfare policy and to adequately address patient interests. The objections
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concerning these were put forth in the form of relevant and supportive
descriptive arguments. In Sweden, however, such claims were raised only
implicitly, through associational action rather than explicit claims-making,
and mostly during the period lasting from the mid-1990s to the mid-2000s.
In Germany, in contrast, these claims were put forward by the association
there in a very explicit manner, especially from the mid-1990s onwards. The
periods of increased activity in this regard tended to coincide with periods
of increased reform activity bringing changes to the healthcare (Germany)
and licensure (Sweden) legislation in the two countries. In addition, the kind
of arguments used to advance a certain kind of professional jurisdiction
tended in both countries to depend on the intention with legislative reforms
and their aims. When the reforms were aimed at creating a sharper
demarcation between health care and social welfare sector, jurisdictional
claims centred more on psychosocial treatment, and when a closer
integration between these sectors was sought for, jurisdictional claims on
social case management interventions became more frequent.

The associations in both countries predominantly used descriptive argu-
ments to support the perception that their jurisdictional claims concerning
the involvement of HSW in healthcare policy making were relevant and sus-
tainable. Sometimes these arguments could also be accompanied by claims
concerning possible solutions to the problems identified. Additionally, these
descriptive arguments were often also used for the association’s attempts to
create hinges and avatars linking the profession to policy development and
patient organizations, with the ultimate goal of inserting avatars into legisla-
tion and public regulations under the guise of formal jurisdiction. In Ger-
many, association made use of explicit descriptive arguments in order to be
able to better support the claims it put forward in its claims-making, while
in the Swedish case these descriptive arguments were only more implicitly
drawn upon in the claims-making. Combined with the somewhat implicitly
presented main claim for the involvement of HSW in healthcare policy-mak-
ing structures, the additional, also rather implicitly presented supportive
descriptive arguments resulted in a less persuasive overall argumentation
compared to the German case.

8.5 Necessary competences at the interface

In the HSW associations’ project to establish and protect a specific jurisdic-
tion for HSW in the two countries, the by far most frequently used claim in
both Sweden and Germany was that HSW represented a profession that was
particularly well suited and therefore necessary for the task of bridging gaps
between the healthcare and social welfare sectors. The same applied to its
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role in fulfilling an advocacy function in healthcare settings. In the German
case, the DVSG, for example, argued that:

Social work is the only profession that works at the interface
between the different segments of the healthcare system, but also
at the interface between social welfare and health care.412

Besides the SK, also the VKF and the NFS raised this claim in Sweden. The
frequency with which it was put to use by the associations in the country
remained basically unchanged throughout the entire period of study. The
DVSQG, too, kept stressing the importance of HSW expertise throughout the
entire period of study. Nevertheless, the frequency with which it resorted to
this particular claim began to increase in 1997, to go up again in 2002.

Required hospital social work competences

Similar, predominantly descriptive, further arguments were used in both
Sweden and Germany to demonstrate the sustainability of the main claim. In
both cases, it was argued, for instance, that state authorities and other pro-
fessions underappreciated HSW skills and competences. In addition, there
was also one normative argument that was used in the associations’ external
claims-making to protect HSWs’ professional interests; this concerned their
demand for labour market closure and the introduction of legal require-
ments for social work competences.

At the policy-making level, both the SK and the DVSG claimed that there
was a need for labour market closure to guarantee the employment of pro-
fessionals with social work competences as well as their involvement in the
bridging of gaps between health care and social welfare and in the repre-
sentation of patient interests. In both countries, a proposal was frequently
put forward that the HSW labour market be narrowed to only those holding
a social work degree (Dipl./BA/MA).413 It was also pointed out that addi-
tional further education might be useful and recommended, although this
broad suggestion was never specified any further.*4 Nevertheless, there
were fewer documents in Sweden than in Germany, especially official writ-
ten statements but also internal associational documents, that could be said
to have put forth any official associational claims concerning the required
competences here. Where such claims could nonetheless be detected, they
were, typically, highly unspecific.#15 One reason for this was that compiling
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together a large variety of HSW tasks was perceived to be a difficult task.416
In Karlsen’s (2012) terms, the SK, even though it represented one of its main
claims, thus put forward this claim in an implicit form only, which very likely
must have then affected its persuasiveness in the eyes of the intended audi-
ences of the association’s claims-making. This circumstance was probably
further aggravated by the fact that those targeted by HSWs’ claims also often
lacked knowledge of the profession.

The DVSG, on the other hand, regularly put forth explicit claims concern-
ing the labour market closure, to reserve the hospital social services market
to only those with a social work/social pedagogue diploma. At the same
time, the association often also claimed that HSWs represented unique and
specialized competences which should be legally required for employment
in hospital social services.*1” The explicit claim for labour market closure
was combined with a supporting argument describing required skills and
competences. To follow Karlsen (2012), this way of arguing had the effect of
increasing the likelihood that the raised claim would be perceived as sus-
tainable by its audiences, which can be presumed to have been of special
importance in cases where these audiences of the association’s claims-mak-
ing came from other contexts outside the language and disciplinary commu-
nity of HSW. Raising one’s claims explicitly and using descriptive arguments
to support the sustainability of one’s argument were thus something that
probably helped to strengthen the persuasiveness of the claims made (cf.
Karlsen 2012). At the same time, these also helped to give the impression
that the whole professional subgroup agreed to, and supported, the descrip-
tions put forward.

The association in Germany also negotiated with other professional asso-
ciations about the boundaries of professional jurisdiction before going on to
push the issue in other public administrational bodies.#!8 In these negotia-
tions, research-based arguments were raised concerning the claimed juris-
dictional boarders.#1° The DVSG saw this to provide an important way to
promote its claims-making project, given that most of these other profes-
sions were represented in various policy-making bodies and their prepara-
tory organs and forums. The agreements concluded with these professions
then increased the chances of the association’s having its HSW-related
claims accepted in policy-making bodies later on.
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Required social work skills

As already noted, the associations in both countries argued more or less
explicitly that, in the healthcare setting, only HSW could provide the unique
set of competences needed to tackle the effects that social aspects of the
patient’s context had on disease development and recovery, and vice versa.
These competences included a specific skills set. In Sweden, these skills
were predominantly related to conversational and therapeutic techniques.
In Germany, they were about mostly other kinds of genuine social work
skills, such as, for example, clinical skills and social case management at the
individual and structural levels.

Claiming the unique preparedness of HSW to handle certain specific tasks
was not enough in itself, however. Occasionally, the associations pointed out
that the underappreciation of HSW skills that they noted in both Sweden
and Germany made claims-making concerning a specific jurisdiction neces-
sary.#20 In an article explaining the association’s interpretation of a newly
signed corporative contract between healthcare funders and suppliers, the
DVSG expressed this need as follows:

This means that case management-oriented counselling of pa-
tients and their relatives must be performed using special skills
that only diploma-holding HSWs possess. These skills include
social rights counselling as well as psychosocial counselling. From
our point of view, care discharge managers with a background in
nursing only are not qualified to perform these tasks.#21

Underappreciation of HSW skills was something that was only implicitly the-
matized in the associations’ arguments. In the above quote, for example, the
claim to this effect is put forward only indirectly, by stating that nursing
skills were not enough in case management. Especially the nurses’ counsel-
ling skills are questioned. In other cases, it could also be their scientific
knowledgebase or their specific techniques that was questioned. These
were, in turn, pointed out as the strength of HSW. Another further argument
addressed the question of the underappreciation of HSW skills through the
fact that legislation occasionally required further education for certain work
tasks even when the techniques involved were already taught as part of
regular social work training (e.g., conversation techniques).#22

The argument that social work skills and competences were under-
appreciated was underpinned by additional descriptive further arguments,
to demonstrate the sustainability of the main argument. These arguments
could, for example, claim that superiors lacked knowledge of the specifics of
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HSW competences, and assigned irrelevant tasks to HSWs.423 [n Germany,
this was repeatedly described as giving rise to unnecessary conflicts with
other professionals. Such conflicts, in turn, were described as having nega-
tive consequences for patients’ ability to cope with their health problems,
resulting in further social or psychosocial consequences.*?* Occasionally, the
DVSG specified this line of argumentation by suggesting that especially
inference and diagnostic competences were often disregarded, with one of
the reasons for this being the lack of a social diagnosis system of the kind
found in health care.*25 With this kind of arguments, HSWs tried to show the
sustainability of their arguments. Additionally, these arguments also in-
directly stressed the importance of this symbolically charged terminology
(“diagnosis system”) derived from the healthcare context, suggesting the
effects of the absence of similar symbolic terminology in HSW for profes-
sional HSW practice as one possible reason for the underappreciation of
HSWs’ professional work. The development of a diagnostic tool kit could
thus provide a potential hinge for linking HSW language and theorizing to
the dominant language and knowledgebase of medicine in health care. The
creation of hinges to link HSW to the welfare policy level, on the other hand,
was attempted by using terminology originating from the policy-making
arena. By using statements like “inter-professional conflicts have negative
consequences for patients”, for example, individual experiences of HSWs
were aggregated from the workplace level to a structural level.

Another descriptive further argument was raised to demonstrate the sus-
tainability of the argument that HSW was underappreciated as a knowledge-
based profession. This argument pointed out the domination of scientific
methods and evidence-based practice methods as used in natural science
and in health care, along with the expectation that ultimately even social
work would begin applying these methods. Meanwhile, these methods were
not always applicable to research in HSW.426 As with the usage of medical
terms above, the underappreciation of HSW’s scientific knowledgebase
could be argued to be caused by the absence from it of symbolically charged
terminology compatible with the dominant language use in health care,
rather than by any objective lack of a specific knowledgebase. Since social
work was unable to present any adequate track record in research carried
out using only these types of proven “scientific’ methods, the creation of
hinges that could provide for it a terminological linkage to healthcare pro-
fessions utilizing these particular symbols was difficult. This, in turn, was
argued to result in additional difficulties in funding HSW research and in

B EG SK, SVKFP016, GAO11a.

4 GA098, GA101, GA126.

423 GPO025¢c, GA113b, GPAO13e, FG DVSG.

426 SKP063, FG SK, NFSP007, NFSP008, NFSPO11, NFSP013, NFSP016, FG DVSG.
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joining research networks in health care.*2? HSW researchers in Sweden
thus increasingly began to use quantitative methods, in contrast to social
work in general in the country (see Dellgran & Hojer 2003). They were also
more likely to adapt their way of working with evidence-based methods to
better conform it to the model provided by natural science. These efforts
could be interpreted as indicating the adoption of a strategy of allowing
HSW to become colonized through medical avatars (e.g., through HSWs’ ex-
tensive use of quantitative methods) in order to facilitate the closer linkage
of HSW to health care and medicine.

Social and psychosocial counselling

Psychosocial 428 and social 429 counselling could be described as an
intervention used with the symbolically charged intent of circumscribing a
cluster of professional skills and competences perceived as unique to
HSW.430 These interventions comprise conversational techniques for crisis
intervention, conflict solving techniques, adaption-centred counselling, skills
required for supply/needs assessments, and knowledge of social
resources.*3! Group work techniques and advocacy techniques are often
claimed to be included as well.#32 The DVSG described these skills in the
following way:

As prescribed by law, social work in medical rehabilitation deliv-

ers services concerning the individual, social, and job-related inte-

gration, supporting individual human beings in their efforts to re-

cover their autonomy. To achieve these goals, social work pro-

vides the following services:

- Motivation, support, and guidance during the rehabilitation
process;

- Support in developing adaptation strategies;

- Development of solutions for individual health, work, and
social rights-related problem situations;

- Measures for enabling transparency and compliance;

“7FG DVSG, NFSP013.

28 A term mostly used by HSWs in Sweden, which often, even if implicitly only, more or less excludes
pure social problems.

#2% A term mostly used by HSWs in Germany, which often includes both social and psychosocial aspects.
9 SKP020, SKP045, SKWS005, SVKFWS002, FG SK, GA057a/e, GA073, GA081, GA086, GDOO1,
GPO031, GWS002, FG DVSG.

BINFSD001, SKA 004, SKA007, SKA014, SKA021, SKA031, SKA035, SKA042, SKD 001, SKD002,
SKD003, SKP003, SKD006, SKP020, SKP045, SKP049, SKP059, SKP063, SKP146, SKP143,
SKWS003, SKWS005, SKWS009, SKWS010, SKWS017, SKWS020, SVKFWS001, SVKFWSO001,
SVKFWS002, SVKFWS003, GA003, GA046d, GA056, GA057a, GA057¢, GA070, GAR001, GAR002,
GARO006, GD0O1: 107, 112-123, GD003, GPB034a, GPB034b, GPC007, GWS006, GWS009, GWS018,
GWS019, GWS023, GWS024, GWS025, GWS033, GWS038, GWS040, GWS042, FG DVSG.
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- Strengthening of the patient’s self-determination and, where
necessary, advocacy.*33

The quote provides a good example of how psychosocial work skills were
typically described in Germany. Initially, in this quote, it is argued that these
tasks are prescribed by legislation. Then, the necessary competences are
enumerated more in depth by the association itself. Typically of the German
HSWs, no health care-related terminology originating from health care pro-
fessions is adopted here. Instead, they defined their own specific compe-
tences and described them explicitly as located at the margins of health care,
at the interface between it and social welfare, using the inscription of social
services in legislation as an argument to institutionalize a social work-spe-
cific colony in healthcare practice. Within this colony, social work then per-
formed its tasks as enumerated above.

In Sweden, the focus on psychosocial counselling was slightly different.
Firstly, psychosocial counselling skills were often only implicitly referred to
by the SK; explications of these skills often pointed at conversational and
therapeutic techniques. However, as the interviewed members of the SK
board explained, psychosocial interventions were not always performed by
HSWs themselves. Often, HSWs were rather described to merely supervise
other professionals in health or municipal care who provided the psycho-
social treatment.#34 This claim by the Swedish HSWs that they often rather
supervised other professions performing psychosocial treatment instead of
providing it directly themselves can be understood as indicative of an effort
on their part to retain control over genuine HSW tasks and knowledge, while
allowing other professions to perform “non-HSW” work tasks. Following
Abbott (1988), this effort could be characterized as aiming somewhere
between intellectual and advisory jurisdiction. According to him, both forms
of jurisdiction are extremely unstable, given that the “other” professions
cannot be controlled by the original profession concerning their develop-
ment of a relevant knowledgebase for the tasks already being performed,
and advisory control could thus become impossible, especially when the
controlling profession has a lower status than the controlled profession and
when the controlled profession’s knowledgebase develops faster than the
superordinate profession’s knowledgebase.

Such differences in the claims put forward in Sweden and Germany con-
cerning the work tasks could performed be interpreted as indicating an
effort by the two associations to establish different symbolic boundaries
around HSW. The Swedish HSWs built hinges to health care by adopting into
their vocabulary core symbolic terms from the health care context, such as

3 GWS38: 1.
4 FG SK.
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“therapy” and “treatment”. The DVSG, on the other hand, rather attempted
to merely maintain the social work colony it had already succeeded in in-
stitutionalizing in health care.

Social case management

Social case management could be defined as a social work method that relies
on a cluster of claimed social work skills and competences and is applied at
both the individual and the structural level of social work. The HSW associa-
tions in this study used the term ‘social case management’ as a symbol help-
ing to underline the professional group’s “otherness” next to other health-
care professions. It demarcated HSW competences clearly from the com-
petences of other healthcare professions. Of the HSW associations studied,
social case management skills and competences were mainly addressed and
explicated by the DVSG. In doing so, the association always referred to both
the structural and the individual level of social work intervention.

Where, if at all, the SK mentioned social case management competences in
its documents, this was by referring to case management at the individual
case level. This difference between the claims-making of the German and the
Swedish association confirms the impression that Swedish HSWs attempted
to symbolically assimilate to medicine by emphasizing work at the individ-
ual level, while the DVSG, in contrast, attempted to prove it “otherness”
through the use of social work terms and its assertion of skills at the struc-
tural level.

The DVSG claimed that only HSWs possessed the specific social work
skills required in social case management, including, for example, ecological
or systemic techniques, supply management, and empowerment and advo-
cacy techniques. HSW was also claimed to have expertise in inter-profes-
sional/inter-organizational networking techniques and in administrative
and quality management techniques required to match patient needs with
legal requirements and services needed and then co-ordinate between all
these. From the German perspective, this kind of social case management
was often considered to also comprise psychosocial counselling skills.43> In a
more general characterization provided by the DVSG, social case manage-
ment was defined the following way:

Case management in social work and in healthcare settings is a
method used for individuals with multi-faceted restrictions,
where solutions and coping can only be achieved through the

35 GA009a, GA027, GA038, GA056, GA057a, GA058, GA060, GAO61, GA065, GA066, GAOG69b,
GAO082, GA097, GA101, GA103, GA104, GA106, GA125, GAR002, GAR003, GAR004, GARO006,
GARO007, GD001: 107f, 112-123, GPA013, GPB012, GPB013, GPB034a, GPB034b, GPC006, GPO001,
GPO012, GPO014, GPO021, GPO023, GPO031, GWS004, GWS007, GWS018, GWS019, GWS024,
GWS029, GWS030, GWS031, GWS039, GWS040, GWS041, GWS042, FG DVSG.
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involvement of multiple (inter-disciplinary) services. Case
management is understood as support management, designing
and giving access to optimal, individually adapted support ser-
vices involving service suppliers from a variety of different sec-
tors. Case management is also understood as a case-related effi-
cient and effective systematic management process by one person
or a team.436

As in this quote, the German association often claimed that HSWs’ specific
competences were used in order to integrate social aspects and patient in-
terests in discharge management, in the organization of after-care services,
and in rehabilitation planning.#37 Unlike their Swedish colleagues, the Ger-
man HSWs used symbolic terminology derived from social work, rather than
health care. Consequently, terms such as “social case management” and
“multi-faceted restrictions” were preferred over “patient management” and
“multiple health-related problems”, for example. As stated above, the use of
these terms had the effect of underlining the “otherness” of the professional
HSW group next to the more traditional health care professions. These
terms, however, were also used as a way to develop hinges to link HSW to
health care. With them, one could demarcate the claimed professional juris-
diction of HSW. In using its above-listed competences, the German associa-
tion claimed, the profession had also developed a unique capacity to detect
structural problems brought by healthcare/social-welfare policy reforms at
both the federated state and national level, showing, moreover, an ability to
solve such problems at the intersection between the individual and the
structural level.438 In the following quote, the DVSG attempts to describe
specific HSW tasks in supply management, which is defined as a specific part
of social case management at the structural level:

The implementation of successful supply management must fulfil
the following requirements... at the organizational level:

- Development of standardized methods including methods for
crossing sectoral boundaries;

- Delegation of responsibilities for each part of the process;

- Identification of possible medical, care, and social risk factors;

- Development of screening procedures;

- Development of routines for standard deviations;

- Development of checklists;

- Development of evaluation instruments;

- Identification of gaps and further development opportunities;

¢ GWS039: 1.
BT GWS031.
8 GA007, GA057a, GAROO1, GAR004, GD001, GPC005, GPC006, GPO032, GWS039.
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- Reliable agreements with co-operation and supply part-
ners.43?

In this quote, the German association could instead be interpreted as trying
to establish hinges linking HSW to procedural aspects of medical health care,
given its use of expressions such as “screening procedures”, “identification
of risk factors”, and “checklists”, all of which are typical of healthcare set-
tings. This could then be interpreted as indicative of an effort to enable
members of other, dominant professions to understand that, even though
their social work skills and competences are different, HSWs can be inte-
grated in hospital settings where they are can then help to develop and im-

prove healthcare services.

Clinical social work
A third complex of skills and competences around which the jurisdictional
claims-making of HSWs concentrated consisted of specific competences
termed as clinical social work competences. It was predominantly the Ger-
man HSWs, however, who used this term explicitly and tried to define it
more in detail. In Sweden the term was used only very occasionally and even
then in daily talk only, often emulating medical talk in which clinical work
was used as a way to describe medical practice. However, the term itself was
never defined or even mentioned in any of the documents obtained from the
Swedish HSW associations for this study. In the German documents, clinical
social work could be said to comprise techniques/skills in conducting social
anamnesis, social diagnostics, as well as specific inference competences
used to assess and conduct suitable interventions or treatments.*40

Such discretionary competences were, in the German documents, claimed
to consist of professional HSW skills to balance between patient interests,
the patient’s legal rights, bio-psychosocial perspectives in health care, avail-
able health care and social resources, as well as the economic and ethical
aspects pertaining to each individual case.**! By more or less explicitly
claiming these competences which Abbott [1988] calls diagnosis, inference,
and treatment, the HSWs in Sweden and Germany underlined the nature of
their work as a professional enterprise. Abbott (1988) has drawn attention
to inference as an important aspect of the professions’ jurisdiction. Accord-
ing to him, the more the professionals perform routine work and the less
they exercise inference, the weaker the profession’s jurisdiction becomes. It
is from this perspective that the DVSG’s explicit descriptions of inference
competences vis-a-vis other healthcare professions, organizations, and

9 GWS039: 3

0 GAR002, GA057e, GA059d/f, GA065b, GA070, GPC006b, GWS040, FG DVSG.
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policy makers have to be understood. The DVSG described HSWs’ inference
competences as follows:

The specific output of clinical social work, the way in which a
social worker sets the client’s individual life situation, her/his
subjective experience of the disease, existing medical factors,
physical dysfunction, and social restrictions in relation to the ser-
vice supply in rehabilitation and care.*42

Specific inference competences were also claimed to be necessary to facili-
tate the integration of patient interests into health care and social welfare
development at a structural level. No explanations were given, however, as
to how this could perhaps be achieved.

In claiming specific competences to be something belonging to HSW’s
own jurisdictional field, the association’s argumentation could be inter-
preted as meant to demonstrate the sustainability of its claims. What it also
shows, however, is how the association attempted to adopt for social work
symbolically charged terminology such a “diagnosis”, “treatment”, and “clini-
cal” social work that all originated from health care, to use these terms as a
hinge to that way link it to the latter. In turn, the re-introduction of these
terms into health care, through the incorporation of the term ‘clinical social
work’ into healthcare funders’ benefit catalogues, can be interpreted as the
establishment of a social work avatar in the domain of public regulations.*43
In addition, the claiming of explicit discretionary competences had im-
portance for the association’s attempts to demarcate HSW’s own distinct
professional jurisdiction.

To sum up, an analysis of the claims-making activities of the SK and the
DVSG shows several differences between the two cases. First of all, the
claims-making by the SK tended to be more often based on implicit argu-
mentation, while the German DVSG’s claims-making was predominantly
based on explicit arguments put forth. Additionally, the DVSG more often
used descriptive arguments to demonstrate the sustainability of its norma-
tive claims and arguments, while the SK more often used normative argu-
ments. According to Karlsen (2012), the use of descriptive arguments tends
to strengthen the claims’ persuasiveness in the eyes of their addressees
more than the use of primarily normative claims. Likewise, the use of ex-
plicit arguments tends to strengthen the persuasiveness of the argumenta-
tion more than the use normative arguments. Accordingly, the claims put
forward by the HSW association in Germany were more likely to be found
persuasive by their audiences there, compared to the claims put forward by
the HSW associations in Sweden for its own audiences in that country.

2 GP0O003: 14.
3 See for example GA035e.
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Moreover, also when it came to their use of hinges and avatars, the SK and
the DVSG showed themselves to be resorting to different strategies. The SK
predominantly used hinges as a way to demonstrated that the HSWs in the
country accepted arguments and perspectives drawn upon in Swedish
health care more generally. The association tended, for example, to employ
terms such as “patient safety”, “licensure”, “comprehensive overall view”,
and “therapy”/”treatment” to describe HSW practice and claims. These
terms were all part and parcel of the linguistic practices of social policy
makers and healthcare professions. The SK can be said to have resorted to
these terms in its claims-making in order to be able to relate its arguments
to the domain logic of social policy and the professional logic of healthcare
professions. Apart from the term “comprehensive overall view”, the SK did
not, however, fill these terms with any HSW-specific meaning. One could
therefore see the use of these terms as indicating the acceptance of hinges
originally derived from the healthcare context, to that way facilitate the ar-
gumentation for the necessity of HSW in health care.

The SK also strove to describe HSW in terms of its being a “healthcare
profession”. Towards this end, it described the profession as one that used
research methods and evidence-based practice methods from the healthcare
context, along with individualized treatment methods. HSW practice, as
such, could then be claimed to lie somewhere in the heartland of the broader
medical care field: it was described as mirroring practice in other health
care professions. By transferring these professions’ concepts to HSW prac-
tice and downplaying the importance of other aspects of HSW practice, the
SK could thus be understood as having consented to HSW’s becoming colo-
nized by the logic of the healthcare domain.

The DVSG, in contrast, primarily employed the strategy of using specific

»n o«

social work terms such as “multiple constraints”, “social case management”,
“supply management”, “clinical social work”, and “structural social work” in
order to be able to claim the necessity of HSW in medicine. These terms
were then argued to be important within the health care context in turn, by
using terms that social policy, healthcare professions, and healthcare
management could more easily relate to. Such terms included, for example,

»n o« »” o« »n o«

“effectiveness”, “quality standards”, “patients’ self-determination”, “neutral-

» o« » o«

ity”, “independence”, “cost-efficiency”, “ethical”, “egalitarian distribution of
services”, “elimination of disadvantages”, “screening”, “risk factor assess-
ment”, and “checklists”, all of which were used to demonstrate their relation
to health care. When terms such as “patient orientation” and “diagnostic sys-
tem” were adopted from the healthcare context, they were often turned into
concepts with a specific HSW meaning, thus transferring social work mean-

ing to the healthcare context.
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The DVSG proposed the incorporation of social services and social work
methods such as social case management and clinical social work into legis-
lation and public regulations. The association also proposed that social work
professionals be employed in certain new and already established roles in
health care insurance, hospitals, and counselling centres. It further proposed
that social work be represented in policy-making structures in the role, for
example, of a formal representative of patient interests. The DVSG, more-
over, supported the development of arguments that other stakeholders
could then themselves use in their own argumentation. HSW was described
as an important area of service located at the interface between two welfare
sectors, not at the centre of medical care. This strategy could be character-
ized as one aimed at distinguishing HSW and its practice from that of other
healthcare professionals. This employment of a strategy to integrate social
work perspectives at both the legislative and public-regulative levels as well
as at the workplace level could then be described as a project of colonizing
the margins of health care with HSW and social work aspects.
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9 A Professional Subgroup in Subordination

This concluding chapter provides first a summary and then a discussion of
the findings, answering the research questions as presented in Chapter One.
The presentation here focuses on the differences found between HSWs’
jurisdictional work in Sweden and Germany. Particular consideration is
given to the impact particular associational characteristics, the national
context, and the overall healthcare organization have on the way the HSWs
pursued their jurisdictional work and the strategies they used.

At the same time, certain similarities between the Swedish and the Ger-
man case also propose themselves for consideration, concerning the general
kind of claims and strategies resorted to by HSWs in their jurisdictional
work. Both of the two main associations studied claimed HSW to be a fuzzy
profession. Members of other professions were perceived as having difficul-
ties in clearly identifying and understanding HSW work tasks and compe-
tences. Both associations, furthermore, claimed HSW to lack control over its
jurisdiction. Moreover, in both cases, HSW was seen as having an important
role to play in health care, in helping to bridge the gap between health care
and social welfare. The HSW associations in both countries also, at least im-
plicitly, shared the understanding that politicians, professionals, and legisla-
tion had all failed to adequately take into account the social aspects of health
care at the organizational and policymaking level, and that HSW therefore
had a societally mandated advocacy mission on behalf of patients in health
care. In addition, the associations studied also claimed HSW to offer special
competences needed to bridge critical gaps between health care and social
welfare.

The internal jurisdictional work of the professional associations in the
two countries relied on strategies involving the development of collective
narratives and standardizing instruments, the definition of professional
tasks and skills, and the formal description of HSW as a subgroup of social
work. Externally, the associations’ jurisdictional work comprised, in both
countries, at least attempts to establish formal jurisdiction through legisla-
ture, through public regulations, and in workplace settings. This external
jurisdictional work also included co-operation, coalition building, and bar-
gaining with a variety of stakeholders as well as an attempt to utilize media
in order to be better able to address HSW issues in public.
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9.1 Major differences in jurisdictional work strategies

Although, in general, there were certain broad similarities between the juris-
dictional work strategies of the HSW associations studied, differences be-
tween them were also clear. Generally speaking, the jurisdictional work
strategies resorted to by the DVSG can be characterized as offensive in na-
ture, while those employed by the SK could be termed as defensive and
adaptive. Associational activities used by a HSW association that aimed at
the independent and proactive development of standardizing instruments
and written statements, at the inclusion of work task definitions and compe-
tence definitions in legislation and other regulations, and at the assertion of
proximity in relation to the subgroup’s primary profession and discipline
are interpreted as indicating the use of an offensive strategy in this disserta-
tion. A HSW association that produced written statements and standardizing
instruments reactively, that did not strive for the inclusion of work tasks and
competence definitions in legislation and other regulations, and that instead
made attempts to assert proximity to professions other than their primary
profession, is instead interpreted as using defensive and adaptive strategies.

The table below outlines the differences between the German and the
Swedish HSW associations in this study as regards their main goals and the
internal and external jurisdictional work strategies they resorted to in order
to reach these goals.

Table 6 Major differences in jurisdictional work strategies

Internal and external Germany Sweden
jurisdictional work strategies

Supporting members — Pronouncing proximity to Pronouncing distance to
developing collective social work as discipline and | social work as discipline and
narratives profession profession

Supporting members — Proactively Reactively

developing standardised Fitting all organizational Drafts and recommendations
instruments and written contexts to be adapted to organiza-
statements tional contexts

Supporting members — Formalised, supportive Individualised, supportive

achieving compliance

Relating to a profession and | Social work Neighbouring profes-

academic discipline sions/disciplines and social
work

Affiliating to the social work | Increases over time Decreases over time

discipline
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Internal and external
jurisdictional work strategies

Germany

Sweden

Cooperating with education
and research

Yes

No

Relating to the trade union

As an independent
organization

As a dependent organization

Advancing formal protection
of professional jurisdiction

Defining HSW tasks &
competence in legislations,
regulations & job
descriptions;

Challenges other professions’
jurisdiction

HSW licensure;
Avoids challenging other
professions’ jurisdiction

Claims-making — necessity of
formal jurisdiction

From a professional logic and
patient interests

From an organizational logic
and self-interests

Claims-making — specific

Social case management

Psychosocial work

Clinical social work
Advocacy of patient rights

work tasks and methods

Starting from this table, the following sections will describe the different
jurisdictional work strategies used by German and Swedish HSW as-
sociations in more detail.

Supporting members

The DVSG and the SK are professional associations that can be distinguished
by the ways they support their members. There were differences in how the
associations dealt with the claimed fuzzy role of the profession in the health
care setting. Amongst others, social work education was blamed as causing
this fuzziness in Sweden. In Germany on the other hand, fuzziness was
instead perceived to be a historically rooted attribute shared by all social
workers. It was predominantly the German association that attempted to
develop alternative narratives, where HSW was described as strong and
prosperous. Differences were also apparent in the way the associations ad-
dressed the lack of jurisdictional control of the professional group. Narra-
tives on this claim were frequently expressed in written documents in Ger-
many, while in general they were expressed verbally in Sweden.

The claims that HSW is a fuzzy profession that lacks jurisdictional control
were dealt with in different ways. This can be understood to be an effect of
major differences between the associations in developing and using collec-
tive narratives of HSW. For example, narratives concerning the history of
HSW were referred to and occurred more frequently in German documents
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than in Swedish documents. In Germany, these narratives were used to put
HSW into a context and to understand problems of the contemporary situa-
tion of the professional subgroup as related to the history of social work and
HSW. The empirical data used in this study indicates that HSW history was
less frequently used to contextualise contemporary HSW in Sweden com-
pared to Germany. Regarding the collective narratives about the contempo-
rary situation of the profession, the German association sometimes used in-
ternal investigations of their members’ daily experiences in order to cor-
roborate central aspects, such as the description of how insurance compa-
nies tried to influence HSWs’ inference.

The DVSG and the SK also used different strategies to support their mem-
bers. The SK supported its members face-to-face, in an individualised man-
ner; the DVSG did so in a more formalised manner, in that they prepared
documents with recommendations and guidelines for the most important
and most recurrent issues. The DVSG also highlighted for its members the
necessity for them to advance strategic decision-making forums at work
sites predominantly staffed by physicians and economists. For this purpose,
the DVSG developed standardising instruments and written statements in
order to support their members’ argumentation.

Differences between the associations’ strategies in Sweden and Germany
can be observed when it comes to the development and use of standardising
instruments for HSW. The SK started to develop standardising instruments
for some areas of professional work (e.g. for annual reports, development of
statistics and a national policy for HSW quality) earlier than the DSVG did.
However, most of these instruments were drafts and recommendations, that
allowed members to decide if they wanted to accept these recommendations
and whether it was necessary to adapt them for a specific organization or
not. In Germany, work with standardising instruments began some five
years later. The development of standardising instruments there included a
software programme, case-group classifications and a Product- and Service
Description of Clinical Social Work, that were all used in order to describe
HSW tasks in detail. Standardising tools were developed to fit all sorts of
organizations where HSW was performed.

Further differences can be perceived when it comes to the character and
content of written statements. In Sweden, position-taking written statements
were predominantly reactions to draft government investigation reports
and specific proposals with specific addressees. In Germany, the use of
written statements was comparably more proactive, pointing out specific
professional interests, but without any specific addressee. The DVSG also
addressed problems in cooperation with public corporative bodies, frictions
between professions, remuneration and the allocation of specific work tasks
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(e.g. discharge management) directly in official statements issued by the
association.

Professional associations in both countries try to achieve compliance to
associationally established narratives, standards and definitions, using dif-
ferent methods of membership involvement. Major differences concerned
members’ involvement in the development of professional attributes and
their symbolic significance. In Sweden, members were less involved in the
development of professional attributes and narratives than in Germany.
Face-to-face communication channels within the German association were
suited to transporting information up- and downwards as well as horizon-
tally. They were also more defined and routinized than in the Swedish asso-
ciation. Work task descriptions in Germany were developed and revised
over several years and members at all levels were involved. In Sweden on
the contrary, work task descriptions were developed and refined by the
association’s board itself.

Even written channels, such as the DVSG journal in Germany, were adap-
ted to transport information up-, downwards and sideward as well as to dis-
cuss specific issues. Written information in Sweden was predominantly used
for downward dissemination of information on board activities and section
activities; discussions on professional issues were not supported in the same
way as they were by the DVSG. The information provided by the SK board
was limited and, in general, common stances were not explained or
discussed with the members. Information to non-members was even more
limited, but improved since the launch of the homepage in the beginning of
the 2000s. In contrast, the DVSG provided the same information for
members and non-members alike, however reserving some strategic
documents for members only. Non-members could also be involved in
discussions in the association’s journal.

The associations in both countries strived to expand their membership
base. The DVSG did so by integrating former welfare workers from the East-
ern German territory, as well as expanding the territory to include social
workers from other fields related to health, for example, eldercare or
counselling bureaus for drug addiction and disability; the SK instead focused
on the expansion of HSW into fields of in- and outpatient health care.

Relating to a profession and an academic discipline

Diverging trends are present in the strength of the linkage of HSW to the
social work profession and discipline. In general, this linkage between HSW
and social work was highlighted more often in official documents in Ger-
many than in Sweden. Moreover, the DVSG strengthened this relation over
time: it described its aim as bridging the gaps between health care and social
welfare systems. The DVSG explicitly acknowledged the relevance of social

251



work theory as a knowledgebase for HSW. The SK and the NFS instead ex-
pressed a desire to strengthen the tie to health care professions. The subor-
dination of HSW to social work as the primary profession and discipline was
not self-evident in the Swedish context; theories from neighbouring disci-
plines and social work alike were acknowledged as the basis for professional
HSW. Terms from social work theory were predominantly used as umbrella
terms, subsuming varying theories from other disciplines. Swedish HSWs
were, however, reluctant to call themselves social workers. More often than
in Germany, HSWs in Sweden struggled with a number of problems that they
perceived to be reasons for their hesitation: the lack of journals to publish
articles in, few shared professional attributes with other social workers and
a lack of professional education that provides specific knowledge necessary
for HSW practice.

Efforts to cooperate with social work education and research were de-
scribed more regularly in Germany than in Sweden, and are characterised in
different ways. In Germany, cooperation concerned the development of a
Master programme in clinical social work and cooperation on specific re-
search projects. In Sweden, difficulties were reported to occur in developing
academic further education specific to HSW and contacts between associa-
tions and researchers were not often named. Nevertheless, the SK and the
NFS in particular often expressed their doubts that social work can deliver a
complete and relevant knowledgebase for HSW education. They also stated
more often than their German colleagues that they were not satisfied with
the existing advanced courses for HSWs.

Relation to trade union
Major differences are also apparent in the relation between the professional
association and the trade union in both countries. In Germany, cooperation
was perceived to be the exchange of mutual interests on equal terms. The
DVSG and the trade union applied mutual membership, meaning that their
members were partly eligible for benefits from the other organization. Co-
operation occurred on national, federated-states and local level alike and
included the arrangement of seminars, conferences and the common de-
velopment of written statements on specific strategic issues. Associational
statements were passed on via multi-professional advisory boards, public
corporative bodies, and representatives in committees or, in very rare cases,
were passed on directly. Therefore, the DVSG perceived its capacity to im-
pact on policymaking to be limited. A dependency on the trade union was
not described by the DVSG.

Cooperation between the SK and the trade union in Sweden, however,
was more often described in terms of the dependency of the SK on the trade
union. This concerned a variety of aspects including; the access of the trade

252



union to state administration and its role as an advisory panel for public and
state administration, as well as its size and economic strength (resulting in
greater resources in terms of employed staff and infrastructure). In particu-
lar during the 1990s, the SK described its relation to the SSR as strained,
partly because formalised and recurring forums for communication, par-
ticipation and representation of HSW issues were absent. Therefore, the SK
also perceived its possibilities to impact on health care policymaking to be
limited by trade union interests from time to time.

Advancing formal protection

Further differences can also be identified in the jurisdictional work strate-
gies used to advance formal protection in legislation, public regulations, job
descriptions etc. Different sorts of legislature were in focus for the integra-
tion of HSW in health care. HSW associations in Sweden predominantly
strove for jurisdictional protection by licensure. Simultaneously, efforts
were made to integrate HSWs treatment and responsibilities into other laws
concerning health care side by side with licensed professions. No perceiv-
able efforts however were made to achieve the inclusion of social work in-
terventions in The Health and Medical Services Act.

In Germany on the contrary, licensure was not yet identified by the DVSG
as a possible option. Instead, all efforts have focused on inscribing re-
quirements for social services into general health care legislation on the fed-
erated-states level, for example, Hospital Laws at the federated-states level
and the Social Code at the national level. Attempts to integrate social
services into hospital legislation at the federated states level concerned two
primary areas: the inscription of social services in general and more precise
description of requirements concerning professional competences and case-
loads. The existence of social services in health care was at least partially
protected in some work fields, especially after 2002 on the national and fed-
erated-states level. However, legislation in most cases did not identify spe-
cific professional competence requirements needed to provide these ser-
vices. In other cases they named nurses, social workers, an health insurance
administrators or nurses, alike.

Differences are also apparent in the efforts spent by the associations to
impact public regulations. Efforts by the SK have been constant since the
beginning of the 1990s; in Germany associational efforts have increased
since 1996. Since then, the DVSG also increased its efforts to establish com-
munication and information channels with those public corporative bodies
involved in the development of public regulations. However, the issues ad-
dressed by public regulations differ in Sweden and Germany.

The way that the two professional HSW associations bargain with other
professions on work tasks and fields differs in terms of what is bargained on,
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when bargaining occurs and whether the bargaining strategy can be per-
ceived to be aggressive or defensive. In Sweden, such negotiations occurred
predominantly during the 1990s, while in Germany they have been on-going
since about 1996. In the long run, these bargains were performed in order to
settle disagreements on specific jurisdiction. The main controversies have
concerned social case management in Germany and psychosocial counsel-
ling in Sweden. However, the SK has avoided challenging other profession’s
jurisdiction. Claims made by the DVSG on the contrary are more aggressive
and aim at the subordination of nurses concerning the performance of spe-
cific work tasks in case management.

Claims-making

The SK and the DVSG claimed that there were several reasons for the neces-
sity of formal jurisdiction for the profession. The associations argue that
social welfare and health care have mutual impact. However, examples of
arguments by the SK concerning the mutual impact of social factors and
health decreased throughout the investigated period, while they increased
in number in Germany.

Politicians, health care professionals and legislation have been accused of
failing to give consideration to the social aspects of health and disease in
both countries. Associations in both countries have argued that failure to
consider social aspects of health care affects health care production. The SK
primarily argued that the inclusion of social aspects would increase both
effectiveness of health care and the status of HSWs. The DVSG on the other
hand identified specific consequences of this failure in health care: patient
rights were neglected and the health care that was provided was incomplete,
ineffective and unethical. These claims were often underpinned by ‘facts and
figures’ based on evidence from HSW practice. The involvement of HSW-spe-
cific competence and HSW’s advocacy mission are factors, which the DSVG
highlighted as useful for addressing these problems.

Consequently, it has been claimed that it is necessary to include HSW per-
spectives in health care policymaking and to formally protect the profes-
sion’s jurisdiction. Since the mid-1990s, the DVSG has claimed that it is nec-
essary for them to be involved in health care policymaking, in particular in
the preparation of new legislation for the health care area. Occurrences of
this claim have increased over time and have coincided with legislative and
public administrative activity, for example when it comes to remuneration
laws and schemes as well as other legislation. The SK has claimed that there
is a need for it to be included in advisory boards as well as in legislative re-
forms predominantly when it comes to licensure. These claims were raised
in Sweden during the mid-1990s and increasingly during the 2000s.
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In other words, Swedish arguments concerning the effectiveness of and
the social status of the profession have primarily followed organizational
logic and self-interests for the establishment of formal jurisdiction for the
professional subgroup. Social work specific competences were predomi-
nantly raised implicitly. Arguments for claiming formal jurisdiction by the
DVSG concerning specific competences and advocacy mission primarily fol-
lowed professional logic and patient’s interests. Arguments playing on sub-
group specific interests in Germany were exclusively raised in the very be-
ginning of the 1990s.

Both the DVSG and the SK argued that HSW is a suitable profession to
bridge the gap between the health care and the social welfare sector by
claiming the use of specific social work tasks and methods. While the im-
portance of this claim rose over time in the German context, it seems to have
declined since the mid-1990s in Sweden.

Opposite trends can be perceived when it comes to claiming specific HSW
competences in Swedish and German HSW. While the importance of social
case management in Swedish HSW diminished continually, it increased in
Germany; the opposite applies to psychosocial work. Swedish work task de-
scriptions tended to be focused on treatment, while descriptions by the
DVSG more evenly addressed diagnostic and treatment tasks.

In Germany, social case management, clinical social work and psycho-
social work were mainly described as applied methods. Arguing for social
case management can be perceived as stressing the ‘otherness’ of social
work competences compared to those competences of other health care pro-
fessionals, as it focuses on individual and structural social work. The DVSG
disputed specific social case management competences on a structural level
for the integration of social work in legislative and public regulative pro-
cesses, but also in newly developing service structures in the German health
care setting. The profession’s obligation to address dysfunctional legislative
structures was even pointed out. In order to increase the sustainability and
credibility of this argument, the DVSG displayed this competence in specific
aspects of legislation by aggregating evidence from practice on specific indi-
vidual patient problems on a structural level.

Clinical social work on the contrary can be understood as signalling the
readiness of social work to integrate into the health care setting, focussing
on predominantly individual social work. The DVSG also often claimed that
advocacy is a necessary social work method in individual cases and at the
structural level. Predominantly since 1996, it has claimed that social work
has a professional mandate to represent patient interests. Reoccurring co-
operation with diverse patient organizations in Germany can be understood
as a possibility to claim the profession’s skills in advocacy.
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In Sweden on the contrary, the description of specific HSW techniques or
methods, as well as argumentation were often posed in general terms by the
SK, with HSWs being social experts, having a broad knowledgebase from a
variety of disciplines. The SK also argued that it is necessary to overcome
sectorial gaps. However, arguments touched exclusively on the individual
level. Psychosocial treatment was the foremost competency that was
claimed to be suitable to social work in health care, where focus lies on
social work treatment at the individual level. The SK claimed advocacy,
however, this claim was also restricted to the individual level.

This focus on individual health problems can be perceived as a useful
strategy that aims to facilitate the assimilation of the professional subgroup
to other health care professions, rather than demarcating HSW competence
from that of health care professions. At the same time, focussing on the indi-
vidual level in HSW can be interpreted as reducing the range of HSW tasks
and decreasing the claimed range of professional jurisdiction. The associa-
tion primarily drew on knowledgebase arguments; however, little efforts
were made to underpin the sustainability of this claim of HSW’s necessity in
the health care sector with specific arguments from practice.

9.2 Mimetic and aposematic strategies in jurisdictional work

HSW in Sweden and Germany is an example of a professional subgroup in
subordination, both in relation to the profession and within the multi-pro-
fessional settings they work in. Based on the summary above, the jurisdic-
tional work performed by HSW associations in Sweden and Germany can be
interpreted as following two different strategies. These strategies can be
described as resembling two typical cases of jurisdictional work strategies;
the mimetic strategy and the aposematic strategy. In this dissertation these
terms, which originate from zoology, are used to describe the contrasting
ways that subordinate professional subgroups present themselves in rela-
tion to the profession’s own disciplinary background and to the hosting
organizational multi-professional setting.

Using a mimetic strategy in jurisdictional work means that a professional
group tries to camouflage itself as an equivalent part of the hosting multi-
professional setting. Much like turbots and other flatfishes, professional
groups that use this strategy try to blend into their surroundings. Pro-
fessional groups that choose this strategy make a variety of efforts in order
to imitate the hosting organizational setting as much as possible. HSW in
Sweden, one of the cases examined in this dissertation, is an example of a
professional subgroup that pursues a mimetic strategy by assimilating to the
professional groups of the hosting healthcare setting as much as possible. In
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this case the surrounding hospital context is imitated in order to present the
own professional group as pars inter pares.

In using an aposematic strategy in jurisdictional work, a professional
group tries to stand out and demonstrate its otherness from the hosting
multi-professional setting as much as possible. Like wasps, they try to con-
trast themselves from their surroundings in order to alert other professions
within the multi-professional team and prevent them from intruding into
their professional territory. The case of German HSW resembles this
example of pursuing an aposematic strategy by pronouncing the profes-
sion’s differences from the host setting. The following table shows the major
characteristics of the mimetic and aposematic strategies applied to the juris-
dictional work of professions.

Table 7 Mimetic and aposematic strategies

Mimetic strategy Aposematic strategy
Claimed proximity to Disciplines in the host setting | Primary profession’s
knowledgebase discipline
Subgroup specific collective Developing relation to Upholding relation to the
narratives professions in the host primary profession
setting
Collective group identity Team related group identity Profession related group
pronounces identity
Claims for formal jurisdiction | Organizational logic Professional logic
follow
Cooperation with Cumbering Supportive
education/research/trade
union of the primary
discipline are perceived as

In pursuing a mimetic strategy, a professional subgroup pronounces the dif-
ferences from the original disciplinary base and proximity to the knowledge-
base of those disciplines dominating the organizational host setting. This
concerns a variety of aspects of jurisdictional work. In internal jurisdictional
work, this means that professional associations use strategies to develop a
collective professional identity for the subgroup based on the hosting work
field. Team-specific collective identity is pronounced instead of profession-
specific collective identity. In order to achieve this, differences from the sub-
group’s original disciplinary background, its knowledgebase, theoretical
background and skills are pronounced, and proximity to the host setting’s
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knowledgebase are highlighted. Narratives are developed in order to distin-
guish the professional subgroup from its own professional background and
instead relate the subgroup’s identity to the hosting work field. The sub-
group’s association furthers the claim and use of skills that help to develop a
subgroup-specific professional identity, which facilitates this blending into
the surrounding organizational setting. The importance of being a member
of the multi-professional team may be more pronounced than the sub-
group'’s ability to precisely define how HSW skills differ from those of other
professions within the setting.

When it comes to external jurisdictional work strategies, a mimetic strat-
egy implies that the professional subgroup strives to achieve legislative pre-
requisites that are equal to the other professions in the hosting setting, for
example, licensure. Equal status is also attempted in public regulations.
Therefore, efforts are made to integrate the professional subgroup into ex-
isting policymaking structures in the host setting. In order to achieve this,
the subgroup claims the use of skills, which are perceived to be suitable for
the host setting. Therefore, used arguments facilitate the blending of the
professional subgroup into the surrounding organizational setting in that
they follow the organizational logic of the host setting or those of profes-
sional self-interests. The subgroup is presented as an avatar of the host set-
ting. Cooperation with the subgroup’s primary discipline, its education and
research may be perceived as difficult as they may not support the exter-
nally raised claims by the subgroup that were discussed earlier. The relation
to the trade union may also be perceived as cumbering on the same grounds.

In pursuing an aposematic strategy, a professional subgroup pronounces
similarities and proximity with its original disciplinary base and the many
ways it distinguishes itself from the disciplines that dominate the host
organizational setting. Using internal jurisdictional work, the professional
association of the professional subgroup attempts to develop a collectively
shared professional identity that pronounces the affiliation between the pri-
mary discipline and the professional subgroup. The appropriateness of the
primary discipline’s knowledgebase, its theories and methods are high-
lighted and narratives that uphold the relation to the profession’s origins are
developed. A precise definition of the features that distinguish the profes-
sional group’s work tasks from other professions’ work tasks in the host set-
ting are encouraged and promoted. Members of the subgroup are also em-
powered to maintain this external position through the development of sup-
portive argumentative tools and definitions.

External jurisdictional work following an aposematic strategy also strives
for the equal inclusion of the own subgroup into the legislative framework
and public regulations of the host setting, not necessarily by claiming licen-
sure. Efforts may be made to include the subgroup in existing policymaking

258



structures and, where necessary, to develop new forums that are more ap-
propriate for lobbying and impacting on policymaking. It is claimed that the
professional subgroup is necessary in the host setting. These claims describe
aspects of the subgroup’s skills and tasks in detail for outsiders, highlighting
specific distinguishing factors that are different to those of the other profes-
sions in the setting. Arguments that are used primarily follow the original
logic of the social work professions, but the hinge of the argument lies in the
professional logic of the health care setting. Efforts may have to use the pri-
mary discipline’s education and research to promote arguments presented
in external jurisdiction; cooperation with the trade union is more likely to be
perceived as supportive rather than cumbering. The performance of work
tasks in local host settings is perceived as a way to present the professional
competences of HSW and to corroborate the claims that are raised.

However, it must be pointed out that external jurisdictional work is
dependent on the national context of where it is performed. Targets and
numbers of contacts that have to be made in order to impact on policymak-
ing may differ widely, as well as the chosen legislative settlements. The deci-
sion to choose a specific legislative settlement as convenient and appropri-
ate may also change from time to time and is not independent from the cho-
sen strategy of jurisdictional work. The decision to attempt licensure for
example is specific to neither the mimetic nor the aposematic strategy, but
instead seems to be dependent on the contextual circumstances.

This can be exemplified by referring back to HSW in Germany and Swe-
den. Efforts to include HSW in relevant legislation have been on-going since
2008. Major changes are at hand both in Sweden and in Germany. In Swe-
den, lobbying policymakers for licensure has at last been successful. Swedish
HSWs have been promised future licensure on the basis of an advanced
social work programme focussing on social work in health care. If future
negotiations are settled in this direction, a minor number of social workers
will achieve licensure, while a majority will still lack licensure. This can be
interpreted as the success of HSWs’ efforts to assimilate to the hospital con-
text in Sweden, it could also be interpreted as widening the gap between
HSW and social work.

In Germany, changes are also forthcoming; changes will concern the as-
sociation’s strategy for achieving the legal protection of social work tasks in
health care. Independent expertise was requested in order to help the asso-
ciation with its decision. Currently, members are invited to vote for either
pursuing a strategy aiming at the accreditation of HSW as a health care pro-
fession or a strategy aiming at licensing social work. A decision in favour of
accreditation as a health care profession could possibly stimulate the de-
velopment of mimetic jurisdictional strategies in the future. In the long run,
this might initiate the evolution of a gap between the general social work
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discipline and social work in health care settings. A decision favouring licen-
sure as a social work profession on the other hand is likely to strengthen the
relation between social work in health care and social work in general.

9.3 Significance of associational characteristics for jurisdictional work

Some characteristics of professional associations are likely to be significant
for the choice of jurisdictional work strategies. Internal preconditions such
as size and economic strength, as well as characteristics such as associa-
tional landscape and relation between the association and the trade union
may impact on whether a professional association chooses a mimetic or apo-
sematic strategy for its jurisdictional work.

As noted earlier, the associations in Sweden and Germany differ in terms
of size and economic strength. In terms of total membership numbers, the
DVSG is nearly five times as big as the SK. Counting members and repre-
sentatives in board, advisory board, sections and regional work groups, the
DVSG also had two times as many active members in the beginnings of the
1990s and more than five times as many in 2008. Associational income goes
hand in hand with membership numbers, which impacts the economic
strength for jurisdictional work.

Differences in associational size and economy can impact on an organiza-
tion’s ability to perform jurisdictional work in a variety of areas. Internally,
big organizations are more likely to have greater capacity to provide a
broader variety of services to their members than small organizations. This
can include for example, publishing professional journals, providing formal-
ised support on professional issues for members and the ability to collect
and aggregate information from members at a central associational level.
This requires, however, intensive information transfer on and between all
levels of the organization with well-developed information channels and
routines. Smaller organizations may have less capability to routinize and
perform large numbers of lobbying activities or to hold meetings with a
great number of stakeholders and multiple representatives in legal and ex-
ecutive arenas. The number of active members within an association effects
the sophistication of associational argumentation where this is perceived to
be a requirement of associational success. In combination, all of these as-
pects impact on a professional association’s possibility to distinctively rep-
resent the interests of professional subgroups. It is plausible that these fac-
tors also influence the profession’s resources for developing a sustainable
collective professional identity for the subgroup, to the extent that this im-
pacts the associations’ ability to represent the subgroup externally. This may
therefore also contribute to the use of opposite jurisdictional strategies by
German and Swedish associations. It is likely that choosing an aposematic
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rather than a mimetic strategy requires a higher amount of associational
activity in order to communicate information concerning the distinguishing
aspects of a professional group to the other professions within the hosting
setting, as well as inside the professional group and the profession in gen-
eral. It may therefore be easier for professional associations with a larger
number of active members and employed staff, such as the DVSG, to pursue
an aposematic strategy than an association without employed staff and with
a small number of active members, such as the SK.

Associational landscapes and associational relations to the trade union dif-
fer in Sweden and Germany. In Sweden, the landscape of professional bodies
for HSW can be characterised as dispersed. It is likely that the fragmented
representation of very limited and specific HSW interests by a variety of
small professional bodies limits broad jurisdictional work moves for the
whole professional subgroup. Delegating the representation of more general
HSW interests to an advisory board subordinate to a trade union with larger
resources (in terms of number of members, economic resources and con-
tacts in state administration) simultaneously implies on the one hand that
the professional group gets access to the possibly stronger associational
tools of the trade union. On the other hand, it implies the subjugation of the
specific interests of the professional group to the more general interest of
the whole profession and other interests of the trade union. In consequence,
passing on written statements on government investigation committee
reports via the trade union, as is usual in Sweden, may lead to difficulties for
the professional group in raising professional interests that diverge from
trade union interests. This in turn could impact the association’s tendency to
dissociate HSW from social work, claiming that they share only few
professional attributes with other social workers. The fact that
representation of HSW interest is dispersed and that the SK did not always
perceive the trade union as taking the professional group’s specific interests
into consideration in choosing trade union strategies in jurisdictional work,
could have impacted the SK’s choice of a mimetic instead of an aposematic
strategy for Swedish HSW. Additionally, even work routines for the SSR’s
advisory board could impact on the SK’s possibilities to involve members in
decision making when it comes to official statements and the development
of definitions for the whole professional group. Therefore, the use of an
aposematic strategy by the association could be more difficult to uphold
within a professional group when resources for membership involvement
are scarce. Perceived difficulties in contacts between social work
researchers and scarcity of contacts to other organizations aiming at the
improvement of the relation between social work theory and practice may
have even contributed to the choice of the mimetic strategy.
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In Germany on the contrary, the associational landscape can be defined as
dense. There, the DVSG is the only professional association that represents
HSW interests; including both specific and general HSW interests. Addition-
ally, and in contrast to Sweden, interest representation is not delegated to
the trade union. The relation between the trade union and the DVSG can
instead be characterised as independent because, in comparison to the SK,
the DVSG has resources at its disposal that are relatively equal to those of
the trade union. As in Sweden, the German trade union also represents pro-
fessional groups who are rivals to HSWs for jobs in health care social ser-
vices. However, they do cooperate on specific issues and both organizations
have agreed on mutual membership in each other’s organizations. Mean-
while, independency from the trade union increases the possibilities for
small professional subgroups such as HSW in Germany to announce their
specific interests, needs and stances more freely in their contact with the
state, public administration, rivalling professions and academia. A more
dense and trade union independent professional associational landscape, in
combination with more regular contacts with the professional subgroup’s
primary discipline, it's education and research as described for the German
case, makes it easier for professional subgroups to choose an aposematic
jurisdictional work strategy.

The associational characteristics named above explain only minor aspects
of why HSW associations in Sweden and Germany use mimetic or apose-
matic strategies for their jurisdictional work. Other potentially impacting
factors are presented below. The interrelation between the jurisdictional
work strategy used and these aspects, though, remains to be clarified by
future research.

First, the impact of historical aspects on the professionalization strategies
that are used can be discerned from the historical facts presented in this
study. Siegrist (1996) suggests that history is an important part of profes-
sionalization. During the years of the foundation of the SK and Swedish hos-
pital social work, disputes had already arisen concerning the question of
whether basic competence in social work or nursing was preferable for
HSW. German research from the early years, however, did not make similar
considerations. The occurrence of such disputes about required professional
competence in the early history of a profession may be interrelated with the
profession’s choice of mimetic or aposematic strategies at a later point of
time. However, the impact of historical factors could only be described by
more extensive research, investigating the roots of HSW in the beginning of
the 20t century.

Second, the present study raises the question of whether gender factors
impact on choice of jurisdictional work strategies. The presentation of the
associations in Chapter Five touched on the gender composition of the as-
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sociational bodies. The SK was presented as consisting of women only. The
gender composition of the DVSG changed from being male dominated in the
beginning of the 1990s to being women dominated in the end of the 2000s.
The question can be raised whether the gender composition of the associa-
tional bodies impacts on jurisdictional work in general and chosen strate-
gies and achieved results in legal jurisdiction in especial. Research by
Hughes (2010), mentioned earlier, on the existence of gendered professional
strategies in legal and public policymaking forums in British health care
might suggest such an interrelation. She states, for example, that organiza-
tional members in policymaking forums are eager to conform to gendered
role expectations, such as men showing their competence and credibility by
talking, with women doing so by achieving the right balance between talk
and non-talk. Results from her research also indicate that gendered role ex-
pectations in these policymaking bodies tempt women in subordinate posi-
tions to use defensive strategies when speaking, while males in subordinate
positions use challenging strategies.

Therefore, this raises the question of whether men in representative pro-
fessional positions, such as the DVSG, are more likely to act in a proactive,
offensive and challenging manner, while women are more likely to choose
reactive and defensive behaviour? As a consequence, the use of more
offensive  behaviour by male professional representatives or
reactive/defensive behaviour by female professional representatives may
have some impact on the choice of jurisdictional work strategy for the
professional group. The significance of gender in choosing and using specific
jurisdictional work strategies still remains to be investigated.

9.4 Significance of contextual characteristics for jurisdictional work

Regardless of profession, external structural characteristics such as organ-
izational setting, or national contexts for the whole profession, also impact
on the choice of jurisdictional work strategies. It has often been discussed in
literature that political interests determine various professions’ destinies to
different extents (see e.g.Alaszewski 1995, Kuhlmann et al. 2009, Mc-
Clelland 1990, Starr & Immergut 1987).

Research in the health care setting focuses to a large extent on doctors or
nurses. In both cases, the professions are either dominant in terms of num-
bers or professional authority in comparison to HSW. For both professions,
the health care setting is the main arena for professional performance. HSW,
in contrast, is a minor subgroup of social work, it is also a subordinate pro-
fession and, as a social science profession, it is a stranger within the host
health care setting. Therefore, the range of strategies and possibilities to
perform jurisdictional work that are available to professional subgroups in
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subordination, such as HSW, might differ from those of the majority of
health care professions in the health care setting. Results from this study
suggest that differences in jurisdictional work could plausibly be due to dif-
ferences in health care organization and national contexts as well.

Sweden and Germany differ in terms of their state governments. Sweden
has a centralised government, while Germany has a federal government and
delegates detailed health care policymaking, health care organization and
administration to the authority of the federated states. The organization of
health care governance impacts on the choice of jurisdictional work strategy
of HSWs as well. Fewer representatives are necessary to lobby and gain
access to the centrally organized and governed health care in Sweden, than
to the federally governed health care in Germany, were national and
federated states’ governments must be addressed separately. The number of
actors that must to be lobbied and negotiated with also increases when
direct access to policymaking bodies is lacking. Additional welfare state
characteristics such as corporatism result in an increase in the amount of
necessary contacts as well. Documents show that the DVSG lobbies and
negotiates with a large number of different actors in varying self-governing
bodies at the federated state-level and national level. The SK on the contrary
concentrates on a few strategic actors in the centralised state. Together with
the differences concerning strength, economic and human resources
mentioned earlier, health care organizational and national contexts could
explain an association’s choice of strategy.

The impact of state government structures on professional subgroups’
choice of jurisdictional work strategy is most likely increased when health
care providers and funders are members of public self-governing legal
bodies, with public administrative and governing tasks, as in Germany. This
is also the case when both providers and funders staff these positions inde-
pendently from state influence and predominantly with representatives
from a professional background in medicine. It is feasible that professional
action in German social policymaking in self-governing bodies is more
independent from the national and federated state intentions than in Swe-
den. For the choice of jurisdictional work strategies by HSW in Germany, this
in turn means that effectively pursuing an aposematic strategy implies that
extensive human and economic resources are necessary. However, dimin-
ished political influence paired with continuing medical dominance in poli-
cymaking forums can partly explain why rather intensive jurisdictional
work efforts have had little effect on the formal protection of HSW, or the
numbers of social workers employed in hospital settings.

When representatives from diverse professions are integrated into state
administration by their employment, as in Sweden, the majority are health
care professionals. Their actions in turn could, to some degree, be perceived
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to be more influenced by political intentions. Even in Sweden, social work
representatives are scarce in government structures for health care. For the
choice of jurisdictional work strategy by HSW in Sweden, this implies that
pursuing a mimetic strategy can be perceived to be the least resource con-
suming option, given this specific context. Politicians’ possibilities to influ-
ence the health care organization on the other hand might partially explain
why the choice of jurisdictional work strategy by the SK shows considerable
effects on HSW, as measured by the number of HSWs employed in hospitals.

Since the beginning of the 1990s, social policy development in both coun-
tries has focused on cost containment; however, social policy strategies have
differed. Generally speaking, health care and social welfare legislature in
Sweden can be understood to aim to clearly delegate responsibility for
health care production to counties and social welfare production to munici-
palities. In Sweden, legislative reforms since 1992 have focused on refining
the separation between social welfare and health care structures.

Hence, professionals working at the interface between these sectors may
believe that it is necessary to prove their eligibility to other professions in
the welfare sector that they are actually employed in. Proving this affiliation
to the health care sector and health care professions may therefore be the
foremost reason why some HSW associations choose a mimetic strategy.
Using the mimetic strategy could support HSWs’ argumentation for employ-
ment within the health care context. Arguments focussing on the individual
social work level, paralleling individualised medical services, namely
psychosocial work, could be perceived to be fruitful in order to strengthen
the professional group’s jurisdiction from a Swedish perspective. Simultane-
ously, claims concerning structural work have decreased continually, as they
are perceived as less successful in upholding the integration of social work
in the Swedish health care system. Inconsistencies concerning the relevance
of the social work knowledgebase for HSW can be perceived to be related to
whether it is argued that social workers in health care should to be sub-
sumed as health care professionals or not.

The mimetic strategy could also aid understanding of why HSW associa-
tions in Sweden focus on expanding within county organized health care, as
expansion into these areas underpins the definition of HSW as a health care
profession from an external point of view. An advanced effort to instead ex-
pand into health care services governed by municipalities and the state
could confirm the perceived ‘otherness’ of HSW as a social welfare profes-
sion by other health care professionals.

Legislation in Germany focussed on cost-containment and integrating
social welfare and health care services for its citizens since the beginning of
the 1990s, and diminishing the power of funders and providers in self-gov-
ernment since the beginning of the 2000s. The intention to integrate health
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care and social welfare sectors in Germany may therefore be the most im-
portant reason why the DVSG has chosen to pursue an aposematic strategy
in its jurisdictional work. For HSWs in Germany, it can be perceived that it is
more plausible to present the profession as a professional group that can
integrate social work and health care by representing the social work pro-
fession within health care. From a German perspective, claims on structural
social work, namely social case management and clinical social work, are
reasonable for the implementation of legal reforms within the welfare
sector. Claims on psychosocial work have simultaneously decreased. Ad-
ditionally, the intended integration of health care and the social welfare sec-
tor makes it feasible for the DVSG to expand health care social work beyond
traditional health care fields such as eldercare, care for the disabled and
private health social work.

Like associational characteristics, these characteristics of the welfare
state and health care structures only explain the use of aposematic and mi-
metic jurisdictional work strategies to a minor extent. Thus, this study can-
not explain a large part of the variation in jurisdictional work strategies.
Other aspects that might be related to the different choices of jurisdictional
work strategies could contribute to a deeper understanding.

It is thinkable that professional self-esteem and self-perception is based
on the initial professional socialisation that happens during undergraduate
education. Additionally, future employers’ expectations concerning the com-
petence and employability of recently examined social workers may impact
on professional training and initial socialisation. Swedish public administra-
tions as employers, for example, may have different expectations of future
social workers in terms of their loyalty to policy decisions, compared with
politically independent welfare organizations in Germany. Such differences
in initial professional socialisation could in turn impact on whether a profes-
sion or professional group fosters a more defensive, rather than offensive,
style of interaction with the employing organization. In the long run, initial
professional socialisation may therefore impact on the use of particular
jurisdictional work strategies by specific professions and professional sub-
groups. More research, however, is needed to understand the significance of
professional education for the choice of jurisdictional work strategy.

A closer analysis of the relation between trade unions and professional
associations, and their common relation to the state, should be the subject of
further investigations as well. Such an analysis might illuminate more
precisely the ways in which this interrelation impacts on the choice of
jurisdictional work strategy. This study only presents initial indications of
such possible effects.
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9.5 Concluding reflections

Some conclusions for practice and knowledge development can be drawn
from this study. These conclusions touch on three different areas in particu-
lar: the significance of using a comparative method, the importance of the
context for professions and the importance of language. The importance of
language is superordinate to the other areas, but will be touched on later,
mainly for pedagogical reasons.

Do jurisdictional work strategies make a difference?

In Chapter One, it was pointed out that this study lacks evaluative
intensions. Nevertheless, results from this study may be used to reflect on
the suitability of mimetic and aposematic strategies for reaching specific
formal jurisdictional goals. Results from this study can also be used to reflect
on whether the use of one jurisdictional work strategy over the other makes
a difference for the legal jurisdiction achieved in both countries.

In Germany, the DVSG had some success in integrating HSW tasks and the
HSW professional title in a number of legislations on federal and federated
states level and in public regulations concerning welfare in general and
health care in specific. In Sweden, the SK and the VKF succeeded in integrat-
ing social work aspects in some health care legislation and public regula-
tions as well. So far, none of the used strategies led to licensure or any more
stable form of legal jurisdiction for HSW. Even if the German associations
were able to define specific tasks and, in some cases, achieved inclusion of
the professional title in legislation and public regulations by using an apose-
matic strategy, this can only be perceived as a partial and relatively unstable
success. Other professions may still claim the performance of specifically
defined work tasks and other professions’ protected titles are named along-
side social work in these specific legislations and regulations. However,
using a mimetic strategy in Sweden, the SK and the VKF have so far achieved
even weaker professional protection in legislation and public regulations. By
working for the inscription of social aspects into legislation and regulation
of the health care field, health care professions are free to define the perfor-
mance of specific professional interventions, as well as the necessary profes-
sional competence required for the treatment of these social aspects.
Neither mimetic nor aposematic strategies have led to licensure so far, how-
ever future developments may show the effects of using specific jurisdic-
tional work strategies in specific contexts in the longer run.

Significance of comparison, context and language for the study of
professions

During the course of this research it became more and more apparent that
the cross-national comparative approach itself is of major relevance, both
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from a methodological perspective as well as from a theoretical perspective.
Cross-national comparison served as a necessary tool to discern differences
in professionalization and the impact of the context. As a consequence of
this, the comparative nature of this study has had an important influence on
the development of new knowledge. Without a comparative approach, dif-
ferent jurisdictional work strategies would not have been identified as im-
portant aspects of the empirical data. Therefore, the cross-national com-
parative method can also be claimed to be important for the further de-
velopment of theory on professions.

Secondly, this study shows that research must pay attention to the con-
text in which professions perform their jurisdictional work. The context sup-
plies a variety of possible explanations for performed jurisdictional work
and finally achieved professionalization. In other words, the context has
shown to be an important variable for practical professional work and for
the development of knowledge on professionalization. This concerns the
performance of particular professional work by a profession in a specific
setting, as well as the knowledge on professionalization in general and juris-
dictional work strategies in particular.

Finally, language proved to be of great importance while collecting and
analysing the data, as well as when writing this thesis. The intimate inter-
relation between language and context becomes especially evident in con-
ducting cross-national comparative studies. Of course, this intimate relation
between context and language exists in all sorts of social science research,
but it becomes especially evident during cross-national comparative studies.
A profound understanding of the language used is essential in order to
understand the importance of the context, as well as linguistic differences
and similarities. It is not possible to describe newly developing knowledge
and its contextualisation without using language. Describing newly emerg-
ing context-dependent knowledge in a context-independent way therefore
seems to be the real challenge in cross-national comparative studies.

Experience from carrying out this cross-national study also indicates that
a profound understanding of languages used in different national contexts is
essential for perceiving differences in detail. This concerns more than the
linguistic level of language use. Recognising and transferring the specific
context-bound meanings that words and terms carry in the original lan-
guages of the empirical data, into the language in which research results are
presented raises its own challenges. The language in which the results are
presented also has context-bound connotations. Authors (in translating in-
formation) and readers (in interpreting the text) share a common responsi-
bility to consider this context-bound linguistic challenge, which is immanent
to the interpretation of research results.
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Swedish summary — svensk sammanfattning

Syftet med avhandlingen ar att beskriva, analysera och jamfora vilka strate-
gier sjukhuskuratorers professionella organisationer anvinder i Tyskland
och Sverige mellan 1989 och 2008 for att professionalisera yrkesgruppen i
termer av jurisdiktionsarbete. I fokus for denna avhandling dr huvudsak-
ligen tva yrkesorganisationer for sjukhuskuratorer: Deutscher Verband fiir
Soziale Arbeit im Gesundheitswesen e.V. i Tyskland och Svensk Kuratorsfor-
ening i Sverige.

Jurisdiktionsarbetet beskrivs som en pigdende process som drivs av pro-
fessionella organisationer. Dessa stravar efter att etablera eller uppratthalla
en formaliserad professionell jurisdiktion bade internt (inom den
professionella gruppen) och externt (gentemot stat, offentliga forvaltningar
och enskilda sjukvardsorganisationer). Forskningsfragorna fokuserar pa tre
aspekter: for det forsta, vilka strategier anvander de ovan namnda yrkes-
organisationerna for att framja gruppidentitet fér sjukhuskuratorer och
deras professionalisering; for det andra, med vilka argument gor de ansprak
pa Kkuratorers existens inom sjukhusen; och for det tredje, vilken betydelse
har professionsinterna och kontextuella faktorer fér valet av specifika
professionaliseringsstrategier.

Sjukhuskuratorerna anviands som ett intressant case - en specialiserad
professionell undergrupp som utfér sina arbetsuppgifter i en kontext, dar
professionen statusmassigt och antalsmassigt dr underordnad andra sjuk-
vardsprofessioner. Dokument fran huvudsakligen ovan nimnda yrkesorga-
nisationer fran perioden 1989-2008 ligger till grund for undersékningen.
Tva kompletterande fokusgruppintervjuer med medlemmar fran dessa tva
organisationer ingar i det empiriska materialet.

Avhandlingen anvander sig av ett teoretiskt ramverk for att analysera och
jamfora resultaten som inkluderar professionsteori (Abbott 1988, 2005),
sociologisk identitetsteori (Jenkins 2004), argumentationsanalys (Karlsen
2012) samt compliance-begreppet fran organisationsteorin (Etzioni 1961).

Resultaten visar att det finns betydande skillnader mellan de tyska och
svenska professionella organisationerna nar det giller jurisdiktionsarbetet.
Dessa skillnader omfattar aspekter som

- vilket stod medlemmarna far i att hdvda ansprak pa professionell
jurisdiktion lokalt

- relationen till det sociala arbetets kunskapsbas och till socionomer-
nas fackliga organisation

- vilket skydd professionsgruppen stravar mot i lagstiftningen
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Det finns indikationer att interna aspekter (t.ex. den professionella organisa-
tionens storlek och resurser) och externa aspekter (som nationell kontext,
hilso- och sjukvardens styrning och organisering och den underordnade
positionen den professionella gruppen har gentemot socialt arbete och
hdlso- och sjukvardsprofessioner) paverkar vilka strategier som valjs i
jurisdiktionsarbetet.

Resultaten pekar mot att professioner i en sddan position som
sjukhuskuratorerna kan vilja mellan Aatminstone tva strategier i
jurisdiktionsarbetet. Den mimetiska strategin som anvidnds av svenska
sjukhuskuratorer for att professionen ska ”“smailta in” i sjukhuset
(vardorganisationen). Det gors genom att man hdvdar den professionella
gruppens narhet till vardkontexten, bl.a. nar det galler kunskapsbasen, den
professionella identiteten och relationen till en akademisk disciplin.
Relationen till moderprofessionen (i det har fallet socialt arbete), den
akademiska utbildningen och den fackliga organisationen uppfattas daremot
som hindrande.

Tyska sjukhuskuratorer anviander snarare en aposematisk strategi, dar
man forsoker urskilja den egna professionella gruppen sa mycket som moj-
ligt fran sjukhuskontexten. Detta gors genom att man havdar narheten till
professionen socialt arbete nar det galler t.ex. kunskapsbas, professionell
identitet och relationen till det akademiska dmnet. Relationen till socialt ar-
bete, dess utbildning och till den fackliga organisationen beskrivs till 6ver-
vdgande del som positiv.
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German Summary — Deutsche Zusammenfassung

Ziel der Dissertation ist die Beschreibung, Analyse und der Vergleich von
Strategien, die die fachlichen Organisationen der Krankenhaussozialarbeit in
Deutschland und Schweden zwischen 1989-2008 beniitzen, um die Profes-
sionalisierung oder genauer gesagt die Jurisdiktionsarbeit ihrer Berufs-
gruppe zu betreiben. Die hauptsichlich untersuchten Berufsverbdnde sind
die Svensk Kuratorsforening in Schweden und der Deutsche Verband fiir
Soziale Arbeit im Gesundheitswesen e.V. in Deutschland. Als Jurisdiktions-
arbeit wird dabei der fortlaufender Prozess bezeichnet, mit dem berufs-
fachliche Organisationen die Entwicklung und den Erhalt einer professionel-
len Jurisdiktion intern und extern anstreben.

Die Forschungsfragen richten die Aufmerksamkeit auf drei Aspekte:
Erstens, welche Mittel verwenden die genannten Organisationen in Deutsch-
land und Schweden um eine gemeinsame Identitdt fiir Krankenhaussozial-
arbeiter und deren Professionalisierung zu férdern; zweitens, welche Argu-
mente fithren Krankenhaussozialarbeiter fiir die Notwendigkeit ihrer Exis-
tenz im Krankenhauswesen an; und drittens, welche Bedeutung haben pro-
fessionsinterne und kontextuelle Faktoren fiir die Wahl von Professionali-
sierungsstrategien dieser Berufsverbande.

Die Fallstudie bedient sich eines internationalen Vergleichs, um die
Jurisdiktionsarbeit von Krankenhaussozialarbeitern, zu untersuchen. Diese
stellen sowohl innerhalb der Sozialarbeit, als auch innerhalb des
organisationellen Kontexts im Krankenhaus eine Minderheit dar. Doku-
mente aus der Zeit zwischen 1989 und 2008 von den zwei oben genannten
Berufsverbanden, sowie zwei Fokusgruppeninterviews mit Vertretern der
Vereinsvorstande bilden die Grundlage.

Theoretische Basis fiir die spdtere Analyse bilden Theorien der Profes-
sionssoziologie (Abbott, 1988, 2005), der Identititssoziologie (Jenkins
2004), der freiwilligen Compliance zu Organisationen (Etzioni 1961) sowie
der Argumentationsanalyse (Karlsen 2012).

Die Untersuchung zeigt, dass sich die Strategien der Jurisdiktionsarbeit
von Krankenhaussozialarbeitern in Deutschland und Schweden markant
unterscheiden. Dies betrifft zum einen die Unterstiitzung fiir Mitglieder in
der eigenen lokalen Jurisdiktionsarbeit, das Verhaltnis der Berufsgruppe zur
theoretischen Basis der Sozialen Arbeit und zur Gewerkschaft, sowie die Art
des gesetzlichen Schutzes, der von den Berufsverbanden angestrebt wird. Es
kann als wahrscheinlich bezeichnet werden, dass verbandsimmanente
Faktoren (z.B. Grof3e und Ressourcen), sowie externe Faktoren (z.B. nationa-
ler Kontext, Unterschiede in der Organisation des Gesundheitswesens, die
untergeordnete Stellung der Krankenhaussozialarbeit) relevant sind fiir
diese Unterschiede.
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Die Ergebnisse deuten auch darauf hin, dass Berufsgruppen die sich, dhn-
lich wie die Krankenhaussozialarbeit sowohl innerhalb der Profession als
auch innerhalb ihrer Arbeitsorganisation eine Minoritat darstellen zwischen
mindestens zwei moglichen Strategien der Jurisdiktionsarbeit wahlen
konnen: namlich zwischen einer mimetische Strategie und einer
aposematischen Strategie.

In Schweden wird von den Krankenhaussozialarbeitern die mimetische
Strategie verwendet, um die Berufsgruppe moglichst in seine Umgebung im
Krankenhaus einzuschmelzen zu lassen. Dabei betont die Berufsgruppe
besonders im Hinblick auf ihre theoretische Basis, mit ihrer professionellen
Gruppenidentitit und ihrer disziplindren Verankerung die Nadhe zum
organisatorischen Kontext. Das Verhaltnis zur akademischen Ursprungs-
disziplin Soziale Arbeit, zu seiner Ausbildung und zur Gewerkschaft der
Sozialen Arbeit werden dabei eher als hinderlich erlebt.

Die deutschen Krankenhaussozialarbeiter wenden dagegen eher eine
aposematische Strategie an, bei der die Unterschiede zwischen Sozialer
Arbeit und den anderen Professionen im Gastmilieu Krankenhaus besonders
betont werden. Dies wird erreicht, indem die Nahe der Berufsgruppe zur
Ursprungsprofession Soziale Arbeit hinsichtlich der theoretischen Basis, der
professionellen Identitit und der disziplindren Verankerung betont wird.
Das Verhiltnis zu dieser Ursprungsprofession, ihrer Ausbildung und das
Verhaltnis zur Gewerkschaft werden dabei als unterstiitzend beschrieben.
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Ingrid Petersson (20060208) Protokoll 1/06 fért vid Svensk Kuratorsférenings
styrelsesammantrade, Stockholm.

Styrelsemdte 8 februari 2006, Stad?

Birgitta Tordenstréom (20060830) Protokoll 2/06 fort vid Svensk Kuratorsforenings
styrelsesammantrade, Stockholm.

Birgitta Tordenstrom (200601122) Protokoll 3/06 fort vid Svensk Kurators-
forenings styrelsesammantrade, Stockholm.

Styrelsesammantrade 30 augusti 2006, Stad?

Styrelsesammantrdde 22 november 2006, Stad?

Birgitta Tordenstrom (20070109) Telefonsammantrade i Svensk Kuratorsférenings
styrelse kl. 19:00.

Birgitta Tordenstrom (20070315) Protokoll 3/07 fort vid styrelsesammantrade for
Svensk Kuratorsforening, Casa il Rosario, Rom.

Birgitta Tordenstrom (20070514) Protokoll 4/07 Telefonsammantrdde Svensk
Kuratorsforenings styrelse kl. 19:00-20:15.

Birgitta Tordenstrom (070907) Protokoll 5/07 Svensk Kuratorsforenings styrelse-
sammantrade, Stockholm.

Birgitta Tordenstrém (071113) Protokoll 8/07, Telefonsammantridde 2007-11-13
kl. 19.00 i Svensk Kuratorsforenings styrelse.

Styrelsemote 7 september 2007, Stad?

Britt-Marie Johansson (20080216/17) Protokoll 1/08 fort vid Svensk Kurators-
forenings styrelsesammantrade, Stockholm.

Birgitta Tordenstrom (20080403) Protokoll 2/08 Telefonsammantrade i Svensk
Kuratorsfoérenings styrelse kl. 19:30.

Birgitta Tordenstréom (20080927/28) Protokoll 3/08 Svensk Kuratorsférenings
styrelsesammantrade, SSR-huset, Stockholm.

Birgitta Tordenstrom (20081103) Protokoll 4/08 Telefonsammantrade kl. 19:00-
20:30 i Svensk Kuratorsforenings styrelse.

Birgitta Tordenstrom (20081124) Protokoll 5/08 Telefonsammantrade i Svensk
Kuratorsforenings styrelse kl. 19:00.

Birgitta Tordenstrom (080927/28) Styrelsemote, Stockholm.

Fredlund, Ulla (1997) Kuratorsverksamhet inom Svensk sjukvdrd under 70 dr. Stockholm: Svensk
Kuratorsforening.

SKWS - Swedish HSW association’s written statements

SKWS001

SKWS002

Svensk Kuratorsforening (1990) Yttrande over rapport om psykoterapiutbildning
for socionomer. In: Svensk Kuratorsférening. 1990 (2): 43.

Anita Erkki (1990) Remissvar om samnordiska insatser for personer med epilepsi.
In: Svensk Kuratorsforening. 1990 (2): 38 f.
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SKWS003

SKWS004

SKWS005

SKWS006

SKWS007

SKWS008

SKWS009

SKWS010

SKWS011

SKWS013

SKWS014

SKWS016

SKWS017

SKWS018

SKWS019

SKWS020

SKWS021

Inger Jonasson (1990) Remissvar 6ver "Astma hos vuxna - underlag till vérd-
program. In: Svensk Kuratorsforening. 1990 (2): 36 f.

Gunnel Nordsjo & Barbro Silverstolpe (1990) Svensk Kuratorsforenings remiss-
yttrande 6ver Handikapp och valfard? - en lagesrapport (SOU 1990:19). In: Svensk
Kuratorsférening. 1990 (2): 40 ff.

Skoglosa (1991) Synpunkter fran STD-kuratorer med anledning av utvardering av
smittskyddslagstiftningen. In: Svensk Kuratorsférening. 1991 (2): 40-43.

Iris Sundelin (1992) Betriffande Landstingsforbundets primérvardsprogram,
Stockholm. In: Svensk Kuratorsforening. 1992 (1): 49.

Iris Sundelin (1992) Yttrande over Socialdepartementets Rapport "Husldkare -
Kontinuitet och trygghet i varden” (DS 1992:41). In: Svensk Kuratorsférening. 1992
(2): 22-26.

Iris Sundelin (1993) Yttrande 6ver psykiatriutredningens slutbetiankande "Valfard
och valfrihet - service, stod och vard for psykiskt stéorda” (SOU 1992:73). In: Svensk
Kuratorsférening. 1993 (1): 39-47.

Svensk Kuratorsforening (1993) Uttalande av Kuratorer inom Halso- och sjuk-
varden. In: Svensk Kuratorsforening. 1993 (1): 48.

Gorel Kihlberg-C:son (1994) Yttrande 6ver Rapporten fran utredningen om priori-
teringar inom halso- och sjukvarden (SOU 1993:93). In: Svensk Kuratorsférening.
1994 (1): 42.

Svensk Kuratorsforening (1994) Synpunkter och reflektioner angdende prioriterings-
utredningens rapport "Vdrdens svdra val”.

Inger Jonasson & Gorel Kihlberg-C:son (1995) Yttrande 6ver SOU 1995:5 "Vardens
svara val”. Slutbetankande av Prioriteringsutredningen. In: Svensk Kuratorsforening.
1995 (2): 42 ff.

Yttrande 11-95: Iris Sundelin (19951107) Statlig legitimation av socionomer. In:
Svensk Kuratorsférening. 1995 (2): 49 ff.

Iris Sundelin & Inger Jonasson (1996) Ang. egen-auktorisation for kuratorer inom
halso- och sjukvard. In: Svensk Kuratorsférening. 1996 (1): 51 f.

Yttrande 3-97: Iris Sundelin, Birgitta Tordenstrom (1997-03-06) Remissvar éver
Betinkande av 1994 &rs behorighetskommitté (SOU 1996:138) Ny behorighets-
reglering pa hélso- och sjukviardens omrade m.m. In: Svensk Kuratorsforening. 1997
(-): 48-51.

Svensk Kuratorsforening (2000) Kvalitet for socionomer/kuratorer inom hdlso- och
sjukvdrd. http://(www.kurator.se/new/asp/singles.asp?ID=300 (access 20091206).
Gerd de Neergaard & Christin Johansson (2007) Synpunkter pd Patientdata-
utredningens huvudbetdnkande om en ny Patientdatalag (SOU 2006:82).
http://www.kurator.se/wp-content/files/2007-Patiendatalag-Svensk-
kuratorsforening-Egen-synpunkter3.doc (access 20120403).

Iris Sundelin (2007) Hearing - Socialstyrelsen 15/10-2007.
http://www.kurator.se/new/asp/articles.asp?ID=35 (access 20091206).

Svensk Kuratorsforening (2007) Yttrande éver Slutbetdnkande av nationell psykiatri-
samordning.

Akademikerforbundet SSR (2010) Policy for socionomer i hilso- och sjukvdrd: Modell fér kompetens-
och karridrutveckling. Stockholm.
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Vuxenpsykiatriska kuratorers forening (VKF)

SVKFP - Swedish VKF protocols

SVKFP001

SVKFP002

SVKFP003

SVKFP004

SVKFP005

SVKFP006

SVKFP007

SVKFP008

SVKFP009

SVKFP010

SVKFP011

SVKFP012

SVKFP013

SVKFP014

SVKFP015

SVKFP016
SVKFP017

SVKFP018

SVKFP019
SVKFP020

SVKFP021

Cecilia Haglund (19990918) Styrelsesammantrade med Vuxenpsykiatriska Kurator-
ers Forening, Lund.

Cecilia Haglund (19991018) Telefonsammantrdde med Styrelsen for Vuxenpsykiat-
riska Kuratorers Férening.

Goran Lindberg (19990507) Protokoll fort vid arsmote i Vuxenpsykiatriska Kura-
torers Forening, Stockholm.

Asa Liljegren (20000129) Styrelseméte med Vuxenpsykiatriska Kuratorers Fore-
ning, Eslov.

Asa Liljegren (20000916) Styrelseméte med Vuxenpsykiatriska Kuratorers Fore-
ning, Lund.

Asa Liljegren (20001025) Telefonsammantride i styrelsen VKF.

Asa Liljegren (20001206) Telefonsammantrade med VKF:s styrelse.

Asa Liljegren (20000505) Arsméte i VKF, Stockholm.

Asa Liljegren (20010120/21) Vuxenpsykiatriska Kuratorers Forenings styrelse-
mote, Lund.

Eva Sundstrom (20010908) Protokoll fran styrelsematet, Stad?

Patricia Ndslund (20011025) Telefonsammantrade i styrelsen for VKF.

Asa Liljegren (20010518) Protokoll fort vid d&rsmote i Vuxenpsykiatriska Kuratorers
Forening fredagen den 18 maj 2001 i Stockholm.

Patricia Naslund (20020126) Styrelsemodte med Vuxenpsykiatriska Kuratorers
Forening, Lund.

Patricia Persdotter Naslund (020928) Styrelsemdte med Vuxenpsykiatriska
Kuratorers Forening pa Danderyds sjukhus, Stockholm.

Ewa-Marie Sabel (020524) Protokoll fort vid arsmote i Vuxenpsykiatriska
Kuratorers Forening fredagen den 24 maj 2002 i Stockholm.

Patricia Naslund (030125) Protokoll fran styrelsemoéte i VKF, Stad?

Patricia Persdotter Niaslund (030927) Styrelsemdte med Vuxenpsykiatriska
Kuratorers Forening pa Kukkolaforsens Konferenscenter, Kukkolaforsen.
Ewa-Marie Sabel (030516) Arsméte i Vuxenpsykiatriska Kuratorers Férening
fredagen den 16 maj 2003 i Stockholm, Stockholm.

Patricia Persdotter-Naslund (20041009) Styrelsemote i VKF. Evedal, Vaxjo.

Patricia Persdotter-Naslund (20050122) Styrelsemote med Vuxenpsykiatriska
Kuratorers Forening, Vaxjo.

Patricia Persdotter-Naslund (061118) Protokoll fért vid Arsméte i VS/KF, Stock-
holm.

SVKFWS - Swedish VKF written statements

SVKFWS001

SVKFWS002

SVKFWS003

Goran Lindberg (1996) Ang. Psykiatrins termer - SPRI-projekt 58301 - VKF:s syn
pa "Terminologisk begreppssystem”.

Goran Lindberg (19970224) Remissyttrande dver SOU 1996:138 "Ny behorighets-
lagstiftning pa hélso- och sjukviardens omrade m.m.”

Iris Sundelin & Goran Lindberg (19991212) Andrings- och tilliggsférslag fran
Svensk Kuratorsforening tillsammans med Vuxenpsykiatriska Kuratorers Fore-
ning, VKF med avseende pa "socialstyrelsens nationella riktlinjer fér utredning,
behandling och rehabilitation av patienter med psykos, speciellt schizofreni.
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Natverk for forskande socionomer i hilso- och sjukvard (NFS)

NFSA - Swedish Ndtverk for forskande socionomer i hdlso- och sjukvdrd - article

NFSA1 Marianne Olsson & Birgitta Sanden Eriksson (1995) Upprop - nétverk for forskare
inom socialt arbete inom hélso- och sjukvard. In: Svensk Kuratorsférening 1995 (2):
16.

NFSD - Swedish Ndtverk for forskande socionomer i hdlso- och sjukvdrd - definition

NFSD1 Agneta Ojehagen (red) 2008 Nitverk for forskande socionomer i hilso- och
sjukvard inom halso- och sjukvarden: Psykosocialt arbete inom hélso- och sjukvard
- Definition och innehall i praktik och forskning.
http://ki.se/content/1/c6/04/76/66/psykosoc%?20arbete%20-
%?20praktik%200ch%?20forskning.2008-04-29%20pdf.pdf (access 130109).

NFSP - Swedish Ndtverk for forskande socionomer i hdlso- och sjukvdrd - protocol

NFSP001 ? (19960520) Natverk - forskare inom psykosocialt arbete i hilso- och sjukvard,
minnesanteckningar fran méte den 20 maj 1996, Stad?

NFSP002 Mariann Olsson (19971017) Anteckningar fran néatverkstraff i Stockholm,
Stockholm.

NFSP003 Mariann Olsson & Eva Wikman (19981016) Minnesanteckningar fran motet med

forskarnatverket i socialt arbete inom héalso- och sjukvérd, Stockholm.
NFSP004 Ulla Melin Emilsson & Kerstin Granberg Lundin (19990416) Minnesanteckningar
frdn Nationellt Natverksmote, Lund.

NFSP005 Gunilla Fahlstrom (19991203) Minnesanteckningar fran nitverksmote, Karolinska
Sjukhuset Stockholm.

NFSP006 Kerstin Granberg Lundgren & Mikaela Starke (20000505) Minnesanteckningar fran
natverksmaote, Goteborg.

NFSP007 Birgitta Sandén Eriksson (20001117) Minnesanteckningar fran nitverksmote den
17/11 2000 med forskande socionomer inom halso- och sjukvérd, Stockholm.

NFSP008 Kerstin Granberg Lundgren (2001) Natverket foér forskande socionomer inom
Halso- och sjukvérd den 2001-05-11, minnesanteckningar, Umea.

NFSP009 Mariann Olsson (20020102) Néatverket for socionomer som forskar inom Halso- och
Sjukvarden, Stockholm.

NFSP010 ?(20030509) Minnesanteckningar fran Forskande Socionomers Varmote, Stad?

NFSP011 Berit Bjorkman & Karin Sédflund (20040504) Bilaga till Minnesanteckningar
forskarnatverket, Stad?

NFSP012 Ulla Melin Emilsson (20041025) Minnesanteckningar fran Nationellt Natverksmote
for forskande socionomer inom hélso- och sjukvérd, Lund.

NFSP013 Mariann Olsson & Karin Séaflund (20050411/12) Minnesanteckningar fran natverks-

mote for forskande socionomer i hélso- och sjukvard, Stockholm.

NFSP014 Ann Lalos, Berit Bjorkman & Anneli Kero (20051114) Natverksmote for forskande
socionomer i hilso- och sjukvard, Umeé.

NFSP015 Mariann Olsson & Helena Karrfelt (20060403) Minnesanteckningar fran varmote
med natverket for socionomer som forskar inom socialt arbete i hélso- och sjuk-
varden, Stockholm.

NFSP016 Ann-Christine Gullacksen & Ingrid Runesson (20061002/03) Minnesanteckningar
fran Natverksmote for forskande socionomer inom Halso- och sjukvard, Malmé.
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NFSP017 Kjerstin Larsson & Helena Karrfelt (20070416) Minnesanteckningar fran
natverksmote med forskande socionomer, Uppsala.

NFSP018 Siv Olsson (20081128) Minnesanteckningar fran forskarnitverkets hostmote,
Huddinge.

Two focus group interviews with members of the Svensk Kuratorsforening &
DVSGin 2010

Germany: Bettina, Sven, Ulf, Jochen

Sweden: Ida, Marianne, Birgitta
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