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This book seeks to address the question: is evidence-based practice best
practice? It was conceived at a staff conference at the University of Chester
where we, the editors, are employed. In his introduction to the conference,
the Dean of Faculty of Health and Social Care, Professor Mike Thomas (lead
author of Chapter 1) discussed a burgeoning interest in values-based care
as an adjunct to evidence-based practice. We discussed this with him over
coffee and both expressed an interest in exploring this concept further. We
sought the interest of colleagues and discovered this was an area which
people throughout the faculty felt strongly about and many expressed an
interest in contributing to a book. We asked these people to provide a more
detailed idea of related issues affecting the health and social care profes-
sions. A key issue emerging was the dominance of positivist science within
evidence-based practice with consequent devaluing of professional expertise
and service users’ values. These themes have thus become the focus of this
book and vignettes have been used to illustrate the concepts discussed. The
different approaches to the chapters represent the range of writing styles of
the authors and thus widen the appeal of the book.

The book begins by exploring the history and politics of evidence-based
practice and values. Within Chapter 1, it becomes evident that the political
and social drivers inevitably led to the dominance of measurable outcomes
and research-led practice. The chapter then examines the backlash against
this dominance and subsequent re-emergence of humanistic values and holistic
care. This provides a background to the argument posed in Chapter 2 that
knowledge emerging from scientific study is only a part of evidence-based
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practice, the others being professional expertise and service user involvement.
This chapter further examines the nature of evidence from a variety of sources
and proposes complexity theory as a way of understanding the relationships
between them.

Chapter 3 re-examines the notion of caring as a science and an art. Whilst
caring behaviours can be seen to rely on a competent technical ability drawn
from science, itis argued that the expressive elements of caring involve human
relationships and values and are more closely related to the characteristics
of art. This leads to questions posed in Chapter 4 about what it means to be
human and focuses attention on four interrelated concepts that contribute
to our humanistic concept of health and social care delivery: reductionism,
holism, values and humanism.

Valuing professional judgement, a cornerstone of values-based care, is the
focus of Chapter 5. Here, the nature of professional practice and profes-
sionalism are explored, as are the application of professional judgement,
intuition, mentorship and patronage. To complement this discussion, the
concept of respecting the values of individuals, a long-held central tenet for
health and social care delivery, is examined in Chapter 6. This incorporates
the notion of the expert patient, recognition of the value of diversity and the
importance of the partnership between service users and health and social
care professionals.

The final chapter draws together all of these themes and proposes a strategy
for driving forward the values-based care agenda through pre- and post-
qualification education, values-based central policies and local management
initiatives.

This book is aimed at students in the field of health and social care
undertaking modules in evidence-based practice, ethics or research at
undergraduate and postgraduate levels. It will also be of value to health
and social care practitioners, managers, commissioners and policy makers
as they strive to implement the recommendations in National Standard
Frameworks to provide both evidence-based interventions and a humanistic
approach to service users. Whilst rooted in the United Kingdom’s approach
to health and social care delivery, the ideas proposed in this book will be of
value to practitioners in societies where similar issues are being raised.

The application of values-based care within practice contexts is brought to
life through vignettes describing the experience of practitioners and service
users. This bridges the gap between the sometimes complex theoretical
discussion and the real world of health and social care practice.



The Emergence of
Evidence-Based
Practice

Mike Thomas, Mike Burt and
Joy Parkes

Evidence-based practice (EBP) is currently the dominant model of health
care intervention in the United Kingdom. As it values measurement and
quantification, it has gained this status in a relatively short space of time,
helped by a number of political, managerial and philosophical drivers
emerging in separate arenas. EBP is not, however, new and has been the
driving force within the quantitative science paradigm throughout its his-
torical development and could be viewed as the bulwark in its battle with
the developments of social conflict theory and the popularity of qualitative
research methodologies within the social sciences.

The adoption by the medical profession of EBP and its subsequent support
by the Cochrane Collaboration (a not-for-profit organisation supporting the
practice and dissemination of systematic reviews in health care) may be seen
as its entry into the modern context of health care, and its use is now wide-
spread in all practice-based health professions. Its central tenets are that all
health care interventions should be based on best evidence, which may be
local, and based upon action research, and that it should be effective, par-
ticularly in comparison to other interventions. Effectiveness (achievement
of desired outcome), alongside efficiency (productive with the minimum
of waste or effort), meets one of two governmental requirements for public
spending on care, and central support for EBP can be seen in the introduction
of the National Institute for Clinical Excellence (NICE), now known as the
National Institute for Health and Clinical Excellence.

The medical profession prides itself on its objective, scientific past, although
this may not always be observed in clinical practice. Philosophy may be said
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to have as much of a claim to the truth as any science. A reflection upon
one’s own values, followed by exploration, discovery and confirmation may
be seen as equally important; a final knowledge of those values adding to the
efficiency of the practitioner. The training of potential medical staff involves
the study of physical sciences. It was not too arduous for the profession to
apply the concept of effectiveness to quantitative approaches such as data
collection, particularly when the Cochrane Collaboration produced system-
atic reviews on available published data alongside guidelines produced by
NICE regarding the introduction of new interventions.

It is interesting to note that, in the UK publicly funded health system,
effectiveness is allied to cost. Thomas (2008) observed that effective, widely
applicable interventions reduce service user symptoms and poor health,
resulting in an important behavioural change — namely, the service user
requires less public-funded intervention. Thus, intervention that is cost-
effective is also viewed as efficient. There is a value placed on effective-
ness and efficiency that places a moral obligation on modern health care
practitioners, and reflective conversation is at the heart of a commitment
to improve practice. It is proposed that, in essence, the health and social
care practitioner has a moral responsibility to provide effective and efficient
interventions. This is supported by Holm (2004), who also notes that EBP
attempts to control health and social care costs, imposing a moral obligation
on practitioners to provide evidence that any intervention used is effective.

Evidence-based practice provides a rationale for politicians and policy
makers to gain some control over spending. The argument that EBP also
allows practitioners to abandon ineffective interventions and introduce better
models allowing politicians to manage a finite financial budget may appear
hollow during a so-called credit crunch when billions of pounds may be found
to bail out large financial institutions. EBP, in effect, has to formalise both
the preferred quantitative approach of the last 20 years alongside a wider
acceptance of qualitative approaches, providing a clearer impression of what
service users need, together with what they increasingly want.

EBP does allow different health and social care practitioners to explore and
study interventions from their own practice standpoint. Medicine, according
to Sackett et al. (2000), employs evidence-based approaches because it allows
the practitioner to use diagnostic treatment and rehabilitative regimes that
have themselves been rigorously examined. Medical practitioners can have
the confidence in their own clinical skills to balance the risks and benefits of
different interventions, reaching a judgement on which course of action to
take whilst taking into account the service user’s concerns and expectations.

A doctor may find a fair proportion of any accessed data to be quantitative
and the same model espoused by Sackett et al. (2000) could be used by a
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health professional or by a social care professional accessing data that is
more qualitative by design and content. This is understandable given the
biological determinism found in the curriculum of medical and health sciences
education, compared with the social construct focus dominant in the curricu-
lums of other professions such as social work. Yet the central core of EBP is
its emphasis on good, solid research which demonstrates the effectiveness and
efficiency of interventions and, importantly, attempts to retain the service user
and carer views of intervention itself, the so-called acceptability principle. This
individual perspective can, in turn, provide some defence against a gener-
alised approach to evidence-based studies.

The use of EBP has spread since the early 1990s and is now firmly established,
an achievement worthy of mention. It is not often that a movement gains such
widespread acceptance in such a short time frame across so many health and
social care professions, policy makers, sections of academia and the govern-
ment as budget holder. The welfare state as a publicly funded structure has
existed for more than 60 years, but proponents of EBP, whilst claiming a
response to the culture of hearsay practice, have made no claims that, prior to
its adoption, the nation’s health care was based on invalid or unreliable data as
illustrated in Vignette 1.1. They have however come close with the insist-
ence that EBP does lead to a cessation of inappropriate invalid practices.

Vignette 1.1

My doctor always used to tell me to go to bed and lie flat whew |
had Lumbagoe. Now, he calls it back pain and he has sent me on o
course where they tell me to take pain killers and keep as mobile as
possible. How come it can suddenly change Like this? | used to enjoy
my week tn bed with my wife fussing over me - it brought us closer.

The Political Context of EBP

To understand its adoption, EBP must be contextualised within a historical
perspective involving political, philosophical and managerial developments.
In medicine, the resurgence of biological determinism coincided with the
political and managerial focus of controlling public funding alongside the
rise of entrepreneurship as the new business theory. For other health and
social care professions, the rise of consumer power, of advocacy and internet
groups and of the independent sector has impacted on service users’ claims
for more autonomy and control over their own care.
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With the change of focus, the NHS altered beyond recognition from its
roots in social welfare. Long-term care moved to the fee-charging private
companies now termed independent care providers from the District General
Hospitals. The Ambulance Service and the primary care providers converted
to semi-independent NHS Trusts, the 1990 NHS and Community Care Act
requiring Trusts to behave like businesses and be active in the marketplace.
This social engineering became clear a year later when, in 1991, the NHS was
again restructured to encourage the invention of a new internal market. Regional
Health Authorities were re-designated Commissioners and instructed to
purchase health care from the provider Trusts now selling their services.
Both parties formalised these arrangements through contracts, although
such contracts have no real basis in contract law, thus demonstrating the
centrally controlled power held by government. The Department of Health,
however, ensured commitments made in these contracts must be honoured.

Effectiveness and efficiency, originally measured through the provision
of local services to meet local targets, now faced a fundamentally different
measurement. Provision of service had still to be focused on local needs, but
annual budgets were abandoned. Trusts were instructed to both generate
their own income and to compete against other local services, particularly
through the strategy of undercutting each other, an added benefit being the
reduction of centrally allocated funds. This was at a time when EBP was
beginning to gain a voice, and the political imperative for the new market
was increasing efficiency and user choice.

Talbot-Smith and Pollock (2006) highlight the fact that the previously
held local pride in building a hospital was now dead. Between 1990 and 1994,
254 hospitals were closed in England and Wales. During these years, the gov-
ernment introduced a new tier of resource-intensive service into the health
sector. Trusts desperate to avoid closure spent more and more funding on
contract management, competing for the tender of risk management and
financial services. To add to their problems, the government used the 1990 Act
to allow private profit-based companies to hold contracts to deliver estates,
capital management and technological provision. These were to be paid not
from what had previously been a Department of Health service (regional
offices being closed), but from the Trust budgets. As Talbot-Smith and
Pollock (2006) observe, the Trusts were now trading in the newly invented
health market, selling their services to service brokers (Commissioners) and,
in turn, buying consultancy services to keep their organisation competitive
against other market players including other parts of the NHS.

This competition forced some out of the market and the merging of others.
This removed the financial burden on central government. Local services,
particularly capital estates, expanded to take on the extra services now being
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offered from a smaller number of NHS Trusts. Private, independent,
profit-orientated companies were allowed to form a partnership with Trusts
to erect new buildings, expand existing estates and operate the services such
as maintenance and cleaning in these buildings and, in some cases, share
rental leases for retail outlets. Much like a mortgage or long-term loan,
the profit-based partner would be paid for their contribution, the Trust
paying them over a long period of time, guaranteeing income in excess of
25 years in most cases. As we have seen, over 250 hospitals closed in the
three years of the new market and by 2005 only 50 hospitals had increased
their building or estate; 42 of these were held in Private Finance Initiative
contracts (Talbot-Smith and Pollock, 2006).

Since the turn of the century, the primary care sector has been assimi-
lated into the current Primary Care Trusts (PCTs) and the effectiveness and
efficiency focused on preventative and community care. Government targets
are aimed at reducing cancers, strokes, cardiopulmonary problems, simulta-
neously transferring much of the care for chronic and long-term conditions
into the community. Consequently, Primary Care Trusts have recently been
split into two services, one a commissioning arm buying services from
providers and the other the provider arm. The old District General Hospitals
which evolved into NHS secondary and tertiary Care Trusts have undergone
yet another change; several of them are now designated Foundation Trusts
with even more independence from central control. Via a tendering process,
they can compete for the delivery of services against local PCT providers,
independent organisations and the voluntary sector and can purchase other
sites in order to expand services.

The system is now embedded in contract law, and there are a number of
regulatory bodies which oversee quality and provide guidance on provision,
tendering, Foundation status and local requirements. The PCT commissioners
in turn base their decisions regarding tendering on efficiency (cost), effective-
ness (achievement of outcomes) and acceptability by the local population.

Compared to the closure of the great industrial bases in the UK, such a rad-
ical dismantling of a centrally funded National Health Service occurred with
little social unrest, with managerial enthusiasm in a majority of cases, and all
in the last 20 years. When presented against the privatisation of the health
system and the need to operate within highly controlled budgets, the impact
of evidence-based practice is, politically, not too surprising. A political lead
was taken on adopting such a system as EBP, its attractiveness to the politi-
cal leaders self-evident. It removes ineffective interventions, introduces new,
more effective care allied to efficiency and it has a strong element, linked to
action research, of the user’s perspective in its philosophy. The science of
health care delivery via EBP was promulgated at just the right time to meet
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government expectations. It also lent credibility to the decision-making of
managers, providing a rationale for discussions with contract holders who,
in turn, had been through a socio-cultural change.

EBP in Social Work

The tension between evidence and values-based approaches has featured in
the development of the social care and social work knowledge base since
the mid-Victorian period. The Charity Organisation Society was formed in
1869 to provide an alternative to indiscriminate charitable giving, attaching
importance to what they regarded as a scientific approach to distributing
charity. Their casework approach thoroughly examined the individual cir-
cumstances of applicants, and determined how specific provision might be
successfully used by the recipient (Woodroofe, 1961).

The development of knowledge from surveys of the poor, the impact of
economic cycles and the social sciences reduced the significance attached
to individual culpability, informing the development of a much wider
range of provision. Harris (1999: 48), from the beginning the 20th cen-
tury, argues that ‘one of the most striking features of “social reform” litera-
ture over the next 30 years was to be the continuing interaction between
sociological theory, social philosophy, empirical investigation, casework,
and the analysis of practical social policy’. She highlights in the develop-
ment of this social-scientific culture, the role of the Fabian Society, local
Charity Organisation Societies, and, subsequently, the British Institute of
Social Service, the Guild of Help movement, and the councils of social wel-
fare and civic trusts of the Edwardian period. Harris (1999) argues that
the development of social welfare provision was influenced by the social
philosophy of the Idealists, and notes, in particular, the role of Edward
Urwick. He was the first head of the Charity Organisation Society’s School
of Sociology in 1903 and, subsequently, the first head of the department
of social science and administration at the London School of Economics
in 1912. Harris suggests that, after the Victorian and Edwardian periods,
social scientists became increasingly aware of the limitations of biological
and natural-scientific models. Idealist academics and philosophers were
involved in establishing early departments of social science where the first
academically trained social workers and social scientists were taught. She
further suggests that Idealism didn’t discourage the empirical research of
specific social problems, but claimed that the facts were meaningless with-
out a broader vision and framework for the reconstruction of the whole of
society within which the moral character of individuals could be reformed.
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This framework promoted the creation of a state based on the contribution
of individuals, including the poor, as responsible citizens to society.

The application of social science knowledge to individual cases within the
social casework of the period was formulated by Richmond’s (1917) influen-
tial Social Diagnosis, written explicitly in the USA to assert that social work
could be regarded as a profession. She wrote about the systematic collec-
tion of social evidence, drawing inferences, developing hypotheses and mak-
ing interpretations. Clement Brown (1939) identifies this tradition in social
casework in the UK, also drawing attention to the different role of a social
worker who emphasises the importance of a continuing relationship with a
service user through which change is effected, itself a role developed in the
USA and influenced by psychoanalytic theory.

Following post-war legislation, social work roles developed within state
provision. The journals of the different occupational groups contained articles
which were based on empirical research and used to promote a particular
development for policy and practice. However, the range of material was
sufficiently limited to the extent that very little academic research had
been carried out in the UK. The National Institute for Social Work Train-
ing, established in 1961, included a centre for research. The Seebohm Report
(1968) advocated that social service departments should be established,
recommending that more research should be carried out within these. The
influence of the study of sociology in the 1960s enhanced social workers’
understanding of the family, but also led to a radical critique of the casework
method which was perceived to locate problems within individuals. This
radical critique argued that the problems which disadvantaged people expe-
rienced arose from the structural inequalities of society, and that they should
be addressed at that level. Social service departments established a research
function when they were created in 1971 and the Department of Health set
up the Personal Social Services Council, an independent advisory, research
and development body.

The effectiveness of social work became an important issue in the 1970s.
Goldberg and Fruin (1976) pointed out that some social workers took the
view that research and social work practice were not compatible because
of the uniqueness of individuals and that a therapeutic relationship could
not be scientifically analysed. They suggested that social workers sometimes
resisted the clarification of goals in their work. In her summary of social work
research, Crousaz (1981) points out that evaluative research was very limited
in social work, the size and design of studies failing to meet the requirements
of rigorous experimental methods. She argued: ‘If evaluation is to go further
than a limited measure of success or failure according to the criteria set up,
there must be some attempt to isolate the factors which might contribute to
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success or failure ... It may in fact be just those aspects of the relationship
which are most unconscious and hardest to articulate and categorise: empathy,
caring, or a social worker’s own personality and adjustment which are the
key features. Or it may be aspects of the client not generally measured, such
as motivation to change’ (Crousaz, 1981: 37).

The 1980s saw the continued advancement of evidence-based and
values-based approaches as alternative knowledge bases for the develop-
ment of effective practice. Sheldon (1986: 240) argued for ‘the fostering
of a greater respect for empiricism; for putting behind us our tendency to
practice or to teach on the basis of ideas that we happen to find congenial,
rather than those which have stood up to practical test’. He draws atten-
tion to the predominance of the casework method in studies, mainly from
the USA, up to 1972 which failed to show the effectiveness of social work
practice. He contrasts these with studies from 1973 onwards, again prima-
rily from the USA, which were more specific in focus, used smaller samples
and in which social workers made more direct interventions in behavioural
problems. Sheldon quotes Fischer (1985) who suggested that by 1973 there
had been a failure to demonstrate that systematic improvements could
be made, beyond the natural power of the environment or the passage of
time, to a wide range of problems encountered by service users, but that
we certainly knew about values!

Along with other professions, the use of the specific term ‘evidence-based
practice’ started to be used within social work during the 1990s. Webb
(2001) suggests that the article by Macdonald and Sheldon (1992), ‘Contem-
porary studies of the effectiveness of social work’, prepared the way the way
for evidence-based practice in the 1990s. Webb offers a detailed critique of
the attempt to apply an evidence-based practice approach to all decisions,
questioning whether scientific approaches to behaviour were themselves
able to provide the evidence that they could be made to work. He expresses
concern that although the use of research evidence in practice in itself is not
problematic, the assumptions of evidence-based practice as a methodology
for practice itself are too limiting in enabling practitioners to respond to
the range of situations they face in practice. He further states that it feeds
the managerial agenda and because the basis of the approach is in behav-
iourism and positivism, it is flawed. It assumes that a rational agent is in a
position throughout their work to apply obvious conclusions from findings
to logical decision making. Webb (2001: 74) suggests that ‘Evidence-based
practice effectiveness sits comfortably alongside the new managerialism in
social work. The recent imposition of a cognitive-behavioural model in the
probation service in England is a further example of this tendency to enforce
standardised methods and supposedly scientific models of intervention’.
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Sheldon’s (2001) reply to Webb emphasises that alternative methodological
approaches have not been shown to be effective in social work and are advanced
because academics may favour them. He suggests that there is a great deal of
evidence that behavioural approaches do work. In their review of this debate,
Butler and Pugh (2004) assert that there are basic problems surrounding the
assumptions made by supporters of evidence-based practice regarding the
objectivity, not to mention the reliability, of observation itself, of assessing
different sorts of evidence, and of the processes of inference which lead from
evidence to explanation. They reject a hierarchy of methodologies which
places a positivist approach at the top and subjective approaches such as
narrative accounts of personal experience at the bottom. They further argue
that isolating actions to be examined from their broader contexts leaves the
fundamental causes of social problems unexplored, thereby attempting to
depoliticise social work research and social work itself.

Gray and McDonald (2006) have questioned whether the nature of social work
practice can be reduced to measurable and quantifiable data. They postulate
that ‘the adoption of evidence-based practice can be best understood as a con-
tinuation of long-standing attempts to deal with the ubiquity of ambiguity and
uncertainty in social work’ (Gray and McDonald, 2006: 12). Van de Luitgaarden
(20009) argues that evidence-based practice is related to a rational choice model
of decision making. He points out that scholars in the field of judgement and
decision making have found this approach impractical for certain types of deci-
sion making and that it is mainly those types of tasks with which social workers
are principally concerned. He points to the significance of perceptions rather
than measurable factors, and of constantly changing factors in social situations.

The modernisation of social care since the advent of Labour governments
from 1997 has led to an increase in various forms of support for the develop-
ment of research based on the government’s principal concern to identify
and disseminate evidence of what works. Foremost amongst the initiatives
has been the establishment of the Social Care Institute for Excellence (SCIE)
in 2001. SCIE is responsible for disseminating research knowledge to the
occupational sector of social care. The Joint University Council Social Work
Education Committee (JUC-SWEC) has published a strategy to significantly
improve the quality and quantity of social work research in higher education
institutions in the UK (JUC-SWEC, 2006). The report states that a long-term
strategy is required to build a research capability within social work, which has
developed as an applied policy and practice discipline but with significantly less
funding than is obtained by, for example, health research. The report refers
to the evidence base of social work but prefers the term ‘evidence-informed
practice’. Within social work departments of Higher Education Institutions,
research networks have become active, including Making Research Count
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and Research in Practice. Commensurate with policy developments which
involve service users and carers in active participation in meeting their own
care needs, there is an increasing involvement of service users and carers in
directly carrying out research as shown in Vignette 1.2.

Vignette 1.2

MY husband is in the early stages of Alzhelmer’s disease. Recently
we were both bnvited to participate in a vesearch study looking at what
support needs to be tn place for both me and my husband. We are both
in different focus groups which explore our views from our own per-
spectives. My husband was a principal Lecturer at a Local college and
he feels this will be his final opportunity to have his name on a pub-
Lication and also, because he is quite well kinown, it will make people
want to vead it. For me it will be the first thme my name has ever been
in print and that makes me feel that what [ have to say ts bmportant.

At the beginning of the new century, the current position is that there is a
strongly identified need for a significant increase in the availability of research
evidence to inform policy and practice in social work. However, this drive is
within the context of valuing the validity of different epistemological bases. It is
accepted that where there is evidence available of effective interventions, these
should be used to inform the practice social workers are frequently involved
in, that is in complex social situations. Consequently, social workers can be
expected to be reflexive about the intentions, nature and impact of the way in
which they engage with service users and carers and the dominance of EBP in
healthcare has not currently made a major impact in social work. It remains to
be seen whether social work will be able to resist the governmental culture which
emphasises efficiency and effectiveness in financial rather than human costs.

The Management Culture

The culture of efficiency has been closely aligned to quality and the belief that
quality provides a competitive edge in the marketplace providing a guide to
value. In turn, value is a disjunctive concept in the sense that the word value
has different meanings in different situations. Value is often used to refer to an
amount, usually of money, but sometimes of goods that a person can exchange
for something else. It may also refer to personal satisfaction in that the amount a
person exchanges is within a given range — the ‘value-for-money’ feeling. It can
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also mean the present worth of something to gain something else. That is, the
price of an object in a collector’s market would have a higher value to a collector
than an interested onlooker. Values may also mean moral principles. Balogun
and Hailey (2004) suggest that corporate values were viewed by managers in
the 1980s as a mechanism to steer organisations towards better efficiency and
they were supported in this by the growth in human resource management
methods which held cultural change programmes in high regard. There was
a strongly held belief in the entrepreneurial spirit which was pushed by the
government as not only good business technique, but also morally acceptable.

If organisations provided employees with a package of corporate values
which emphasised entrepreneurialism, then the workforce would be more
likely to innovate; there would be a decreased need for bureaucratic proce-
dures and, in turn, a reduced interference by management. A twin belief was
that organisations would be less risk-averse and more enthusiastic in taking
control of their own direction. Later evidence demonstrated that such beliefs
were misplaced. For example, the value statements marketed by companies,
often in the form of Charters, lost their currency when it became apparent
that senior managers were not altering their own behaviours, and the more
alert workers disseminated a sense of cynicism when they perceived that
management were manipulating the staff. There was also an inbuilt mech-
anism for undermining the value-based approach when staff did embrace
the belief in self-determination; as the company became more diverse in its
activities, so the idea of core values became more diluted. This was especially
predominant in organisations such as hospitals and services such as com-
munity care. The core problems arose from the lack of commitment by senior
managers to improve inter-organisational communications and the flow of
information. There was also a lack of awareness of the extra work required to
involve both staff and service users in the organisational values by the use of
workshops, briefings, updates and so on. In the mid-1980s, there was a form
of marketing and branding in the commercial world which emphasised val-
ues when, in fact, they continued to practise in a profit-orientated way which
rejected value-based care.

Lencioni (2002) observed that the public and employees soon saw through
these managerial approaches and by the start of this century corporate values
were viewed as a capitalist attempt to be politically correct. By then, a consider-
able amount of damage had been done to those very workers who should have
benefited from value-based objectives. The issue appeared to be one of trust
between those who managed and those who were managed — ironically itself a
value concept. George (2001) suggests that trust is an important organisational
virtue because mutual trust between staff increases efficiency, whereas a lack
of trust decreases creativity and increases control over the work environment
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which leads to loss of profitability. It is interesting that the concept of trust
has such a hold in the for-profit business community as trust itself can have
different uses in different contexts. At its basic level, trust involves giving to
another that which one holds valuable (money, knowledge freedom, infor-
mation, consent or secrets) and feeling emotionally secure that what is given
is safe with the other. Yet Joni (2004) suggests that there is also a professional
trust and a structural trust. In the professional context, trust is based on the
individuals’ knowledge or ability in their field of expertise and their capability
to provide informed, disinterested, objective and truthful advice whilst struc-
tural trust is based on the roles and responsibilities given to an individual, for
example a doctor, nurse, police officer or faith minister, by others either in
their contract of employment, by the law or by cultural norms.

A further blow to the customer-first philosophy had been the government’s
attempts to restore trust in business practices by its insistence on accountability,
transparency and public involvement. O’Neill (2002) suggested that the drive
for accountability merely led to an increase in bureaucracy, burdening public
institutions with increased costs.

Public service organisations have been encouraged by politicians to structure
themselves in a market-orientated way so that the capitalist drive for efficiency
and effectiveness has an impact on public spending itself. The new emphasis
on customer satisfaction at this time was fortuitous. It meant a closer rela-
tionship, superficially at least, between public-funded bodies and the ethos of
the market; both accepted the ideology of social and moral responsibilities,
both claimed to meet customer needs and provide good services and both
accepted the inclusion of interest groups in their strategic planning.

The dynamism of the free market was viewed as an important catalyst to
change in the moribund health and social care system in the UK. The simul-
taneous growth of evidence-based practice in the public services reflected
the emphasis on efficiency and effectiveness which motivated the drive to
increase profits in the business sector. In many ways, the evidence-based
care model is a capitalist device with the added value of being ethically
acceptable. It was, therefore, very timely and welcomed in different areas:
by the medical profession because of its science-based results; by managers
because it provided socially acceptable rationales for health and social care
strategies; by auditors because it provided comparative measurements and
league tables; by commercial companies because it provided a selling angle
and by politicians because it provided possible reductions in public spending.
Overall, evidence-based practice can be seen as good value for money. There
has, however, been little, if any, detailed consideration of the nature of these
values themselves and whether the concept of value is commensurate with
business practices and evidence-based care.
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Values-based Care

The concept of values-based care has been gaining ground within health
and social care services over the last decade. This holistic form of care has
already been implemented within some areas of mental health services and
community services (Olsen, 2000) due, it can be reasoned, to unease with
over-reliance on evidence-based practice. Values-based care is a blending
of the values of both the service user and the health and social care pro-
fessional, thus creating a true, as opposed to a tokenistic, partnership. It is
suggested that the importance of values in care may have been overlooked
because they are presumed to be shared unless clearly openly conflicting
(Olsen, 2000). The Royal College of General Practitioners (RCGP, 2007:
statement 1) recommends in their core RCGP curriculum, that all general
practitioners should be able to ‘understand the nature of values and how
these impact on healthcare’ and ‘recognise their personal values and how
these effect their decision-making’. Thus, the importance of values-based
care for this group of professionals is clearly stated.

NHS Education for Scotland (2008), which as a country may be considered
to be driving the UK move towards values-based care (see, for example, Mental
Health (Care and Treatment) (Scotland) Act 2003), published a list of values
according to three staff groups, a selection of which are listed here:
Delegates at a conference regarding mental health recovery

Core beliefs

Principles — cultural, individual
Anything that’s valued

Social values

Valuing neighbours

Your perspective on the world.

Managers/Chief executives

Right and wrong

Belief systems

Ideals and priorities

Things that govern behaviour and decisions
Conscience.

Trainee psychiatrists

What you believe in
Principles

Personal motivating force
Primary reference points.
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As can be seen, these are broad headings which encompass multiple ideas
and personal philosophies. Values-based care cannot be fitted into neat
pigeon holes, nor can professionals be given a simple ‘how to’ manual. This
model of care leans heavily on the professionalism of the health and social
care worker gained through knowledge, experience and respect for serv-
ice users’ views. Little (2002: 319) when discussing healthcare stated that
‘If we are to seek a new model for a reconstructed view of health care, the
term “values-based medicine” might have more power and relevance than
“humanistic medicine”. Health care provision cannot be separated from
universal values such as caring and compassion and thus consideration of
individual values cannot be ignored, especially when these are in opposi-
tion to evidence-based practice (Olsen, 2000), as illustrated in some of the
vignettes contained within this book.

The Nature of Values

Aspreviously noted, the concept of value can mean different things to different
people, depending on the context in which it is applied. In general, however,
a value is likely to be based on the desirability of acquisition in terms of its
immediate or potential practical benefits, for example toothpaste as imme-
diate and stocks or shares as potential benefits. The price of such objects is
determined in monetary terms — a different type of value in that the cost of
something will depend on its accessibility and whether the buyer feels the
cost is a fair exchange and value for money. This model has been increasingly
applied to health and social care because value in economic terms can be
measured in both mathematical quantities (the amount of money, materials
and resources) and customer satisfaction, whilst personal health and social
circumstances (well-being) can be viewed as a valuable asset. This model eas-
ily absorbs scientific approaches of evidence-based practice. Evidence-based
care can provide an additional evaluation to its therapeutic value by embrac-
ing the economic concept of value, thereby making comparisons based on effi-
ciency and effectiveness. Such perceptions of value, whilst deeply ingrained
in society, are based on whether something is perceived as desirable or not.
However, despite repeated attempts by economists to forge a link between
for-profit capitalist value and ethics, the concept of values as moral princi-
ples remains elusive in the economic market. As moral principles, values
provide guidelines for individual and societal actions and, additionally, can
be ascribed to the regard one person has for another — their integrity, trust-
worthiness and moral character. These two definitions of value can often be
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opposed when related to those characterisations and actions which individuals
undertake in the pursuit of profit. Here, the stress is less on what is valu-
able and more on subjectivity in the context of personal judgements based
on moral acceptability. A classic example is the debate which surrounded
HIV vaccinations, and whether pharmaceutical companies should provide
lower-cost products to economically poor countries. The companies initially
took the view that their investments required a profit return. Only after they
accepted that such a stance reflected poorly on their organisational values
did they start to provide cheaper products, and only after action groups had
lobbied for values as moral principles rather than monetary gain.

Robinson (2001) discusses value judgements in terms of a prioritisation
model in which an individual gauges the importance of personal values
through a form of cognitive filtering, citing Raths et al. (1978) who proposed
that an individual examines choice, worth and behaviour in order to priori-
tise values. Choice involves freedom to choose, an environment providing
comparative choices and a consideration of the consequences of the choice
made. Worth involves examining the desirability and contentment provided
by whatever one chooses to value and articulating and affirming that choice
in the public domain. Behaviours include the application of a chosen per-
sonal value to one’s life and applying it repeatedly. One of the important
consequences to consider is the impact of a chosen value on others close to
oneself and on society generally. The conflict of holding a personal moral
value which conflicts with a generally held societal value can lead to moral
dissonance. Examples may include a politician who, believing in peace
through dialogue, may have to present a public face of supporting military
intervention in order to protect their own career, or a minister of faith having
to defend scriptural teaching during social unrest, or the situation described
in Vignette 1.3.

Vignette 1.3

As a Health Visitor | remenber calling on one family who were
struggling with child-rearing. Wwe had discussed smacking in the
past and the wmother felt that as it had wever done her any harm
she felt it was a good way of teaching her child right from wrong.
Despite all my explanations, and my strong belief that smack-
ng s wrong, during this visit [ had to watch silently as she
smacked her three-year-old child when he pesterved her for attention
because smacking is not illegal and society generally supports it.
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John Locke (1974) examined the confusion surrounding concepts when a
complex idea such as a value is reduced to too many simple ideas, famously
giving the example of not assuming that just because an animal has spots
it must be a leopard. He argued that words and their definitions not only
lead to a taxonomical order, but also help the individual avoid confusion.
Words aid a person by making clear the distinction between things, and the
similarities and differences between things that appear on the surface to be
the same. Some ideas, however, are simple and others more complex. Locke
(1632—1704) suggested that simple concrete concepts are archetypes, and a
visual presentation will often succeed in getting everyone generally to accept
the idea — a chair, for instance, can be seen as an archetypical concept. More
complex concepts require the relationships between ideas to be made clear.
For instance, a car is an archetypical concept in the modern world but, as
there are different types of cars and different models, the archetype becomes
more complex. Another layer would be transport where the idea of car would
also have a relationship with train, bus and plane. But if an idea is used out-
side its context, or replicates existing words with different meanings, it loses
substance. It becomes an inadequate method of conveying ideas because it
causes confusion. The use of the word value in both moral and commercial
contexts, and the inter-weaving of meanings in different settings, may have
provided an intellectual device to merge public funded health and social
care with for-profit organisations. Reinforcing this view, Smith (1929) states
that Kant (1724—-1804) takes a slightly different approach to Locke, suggest-
ing instead that judgements can be made based on both ideas and ideals.
Both have the power to provide a practical basis for actions and, therefore,
act as regulatory principles for a person’s behaviour. Moral concepts, how-
ever, do not necessarily rest on reasoning alone, but also on the pleasure (or
displeasure) of the consequences of actions. Kant argued that some ideas
appear complex, but are actually archetypes, suggesting, for example, that
virtue and wisdom can be seen as moral values but can equally be viewed as
regulatory principles. This is because, when related to rules of law or cultural
behaviours, they provide boundaries, preventing completely free actions.
Kant would accept that no individual fully achieves a wise and virtuous
life. This ideal acts as an archetype because it can be used as a comparative
social model, placing values on socially accepted ideas and behaviours. Even
though such concepts have no objective reality, they nevertheless constitute
an idea in the mind which allows the individual to evaluate moral worth and
make a value judgement. The attainment of an ideal is, for Kant, unrealistic
and so we allocate value to the value concepts themselves and these values
act as archetypes for personal behaviour and actions.



The Emergence of Evidence-Based Practice 19

Mautner (1997) defines another perception of values. He writes in his
dictionary that some actions can be value-free, especially in empirical
science, because research alone does not establish whether some thing, or
some action or some state is good or bad. These are value-neutral until some-
one provides a value judgement to the results. Scientific enquiry can provide
causes and effects, predictions and explanations, but not value judgements.
This argument has some exponents but research does not occur in a vacuum.
Inevitably, it must have value judgements and applicability placed on its
results; the concept of value-free research is not widely accepted.

Robinson (2001) sees some difficulties with Raths et al.’s (1978) model
and its roots in Kantian’s regulatory principles. He asks who, for instance,
defines a value as socially desirable and whether a model based on reason-
ing makes assumptions that an individual is both rational and able to make
choices. Even then, there are potential clashes seen in the periodic requests
from service users and families to be given medication or therapies that are
deemed too expensive by regulatory bodies. Even when the majority recog-
nise the reasoning behind such efficiency arguments, the value judgements
can alter when faced with the individual or a loved one who is affected. Those
with power and authority will want to impose the values of the majority for
cost-effective care, but the individual practitioner may want to impose a
moral principle of valuing individuals. Illness and poor social circumstances
can also affect choice and decision making and the articulation of moral
choices can be difficult in emotional environments. Robinson thus questions
how an individual can demonstrate moral values if personal values are left
outside the working environment.

Robinson et al. (2003) stress that value prioritisation requires a degree of
reflective skills and the opportunity to explore values with others to ascertain
the consequences of one’s choices and any possible future responses to moral
actions. In other words, value judgement is a learned ability and does not
occur spontaneously or independently. Edwards (1998) suggests that this
learning itself occurs in a relational and complex environment where those
that provide moral guidance or judgements are themselves morally judged.
In the context of positivist research, the investigator is required to leave
their own values and ideals outside the research paradigm itself, an appar-
ently contradictory stance unless the research is then subjected to value-
judgements by external referees acting as guides to the research method’s
reliability.

Russell (1961) takes the historical view, discussing Hegel’s (1770-1831)
stance which supports Robinson et al.’s (2003) view, that the ultimate
imposition of moral authority is given by the state. The issue of social
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power, therefore, cannot be disengaged from the consequences of value
choices. Most democratic governments manage a benign form of authority
in such areas by condoning organisations that are not deemed harmful to the
common good, allowing interest and pressure groups a certain amount of
independence. This political philosophy is an adequate framework to support
differing social interests, and its basis in law and rationality allows health
care practitioners to hold and practise particular aspirational values of their
own. In health and social care settings, the complexity approach (discussed
in detail in Chapter 2) provides a rationale for the inclusivity of users, car-
ers and workers, supporting the case for valuing user involvement in service
delivery. This is because an individual can represent a group interest, and is
therefore a means to reach aspirational ethical values which have a relation-
ship with corporate and political values. By including user representatives in
strategic and operational issues, it can be argued that the voice of the com-
munity is heard, irrespective of whether individuals bring their own or their
constituents’ values to the organisation.

EBP can be viewed as an historical movement arising from the medical
profession’s response to governmental targets regarding health and social
well-being. The political stress on efficiency and effectiveness around public
spending provides an environment within which a more explicit numerically
transparent method of data collection and analysis can flourish. Alongside
the political movement ran business and corporate changes in the commer-
cial sector. These focused on organisational values in an attempt to brand
products and services as desirable to service users. A synergy between the
medical philosophy of learning and practice, political aspirations and com-
mercial exploitation has thus been achieved.

The pendulum, however, may have swung too far towards the ‘evidence’
for efficiency and effectiveness at the expense of acceptability by health and
social care users. EBP has a distinct and robust basis in clinical practice. Its
values differ from political and managerial values. Nevertheless, the combi-
nation of clinical, evidence-based care, political interference and commercial
profits has led to positional aspirations with health and social care services
grouped into value-laden league tables.

However, the policy papers that have circulated since the NHS Next Stage
Review (DH, 2008a) indicate that the pendulum may need to swing back
towards a user and staff acceptability value system. There is more empha-
sis on the quality spectrum regarding care, although this remains within the
boundaries of effectiveness and efficiency. Nursing and midwifery care, for
example, is to be audited on its compassion, safety and effectiveness (DH,
2008b; Griffiths et al., 2008; Maben and Griffiths, 2008). Evidence will be
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accepted using both a quantitative and qualitative methodology with the
open admission that the quality of care provided has failed to receive due
recognition when compared to competing productivity targets. The new
aspects to be measured include treatable conditions, falls, hospital-acquired
infections, communication with care providers, medical administrative
errors, staffing levels, well-being and satisfaction measurements. The rigour
of the data indicators will be overseen by the National Quality Forum which
will expect scientifically sound and usable data to demonstrate an impact on
service users and national goals. Evidence-based practice is one strong area
but equally there will be an expectation that new quality measures will be
utilised to demonstrate the impact of care.

The Allied Health Professions (AHP) (DH, 2008c) have also agreed
to develop a set of quality matrices, and will monitor personal health
budgets with an emphasis on user control, choice and empowerment. The
leaders of the AHP specialties are also asked to understand the realities
of working in user-led, but still evidence-based and contestable, systems
(McMahon, 2008).

For staff development, the government has continued to stress evidence-
based practice (DH, 2008d: 36) as an ‘analytical function for workforce
supply and demand modelling and providing a single evidence base for the
health and social care systems’. It also signals a move towards value-based
care, encouraging and promoting the use of feedback from users and the
public in the design of training and education of the workforce. The NHS
Next Stage Review (DH, 2008d) stresses the requirement for health and
social care delivery to have a culture which values staff and lifelong services
alongside user, carer and public involvement. It must also make use of EBP
as a means to provide evidence for the need for clinical services, and as an
economic model to measure workforce effectiveness.

Evidence-based practice has also spread to the independent sector. The
National Council for Voluntary Organisations (NCVO, 2007) is committed
to producing a national research centre. Amongst several key principles
will be the involvement of stakeholders in research activities and the devel-
opment of an evidence-based culture. The research centre will also have an
interest in evidence for the values, outcomes and effectiveness of service
delivery.

Evidence-based practice is now a reality for the planning and delivery of
health and social care in the UK. It is gaining ground in related fields such
as education and environmental well-being (United Kingdom Public Health
Association, 2007). It provides a robust, reliable and valid methodology
underpinning a rationale for adopting values such as effectiveness, efficiency
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and acceptability. In certain areas — pharmacology, for example — it is the
most appropriate method of data collection and analysis. In other areas, it is
too susceptible to gaming where organisations play their positional aspira-
tions by focusing on specific government performance indicators which, in
reality, take resources away from overall organisational improvements.

The current trend is for more qualitative, value-based evidence to be imple-
mented within health and social care environments in an attempt to balance
the existing dominance of quantitative, evidence-based evidence and to sup-
port the inclusion of stakeholders. In the future, perhaps, reflection may be
used to bridge the gap between values and action, confirming best practice
whilst discovering new ways forward.
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There is no doubt that high-quality research has revolutionised the delivery of
health care over the past century. For example, the introduction of aseptic
techniques, antibiotics and immunisations has played a major part in the
management of infection and infectious diseases whilst improved anaesthetics,
imaging and microsurgery have changed the face of surgery. Thomas, Burt
and Parkes (in Chapter 1) have described the emergence of evidence-based
practice (EBP) within health and social care. This chapter explores in more
depth the three elements of EBP, namely research, professional expertise and
service user experience, and discusses how they are integrated to inform the
concept of values-based care. It will be argued that the complexity of health
and social care requires an integrated approach to EBP, which recognises
and values research and the expertise of professionals and service users as
evidence to inform professional practice.

Evidence-based Practice

In order to examine what is meant by EBP, it is useful to begin with the
dictionary definition of evidence (Box 2.1). Here we see that evidence can
arise from a number of sources. In terms of research, the first definition
would apply; that is, available facts drawn from the data collected. However,
evidence can also be information given by individuals such as would be used
in a law court.
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Box 2.1 Definitions of evidence
Evidence:

1. The available facts, circumstances, etc. Supporting or otherwise a belief,
proposition, etc. Or indicating whether or not a thing is true or valid.
2. a. Information given personally or drawn from a document, etc. Tending
to prove a fact or proposition.
b. Statements or proofs admissible as testimony in a law court.
3. Clearness, obviousness.

Source: Concise Oxford Dictionary (1991)

In examining the meaning of evidence for health and social care provision,
Lomas et al. (2005) undertook a systematic review in which they examined
how the concept of ‘evidence’ was treated by those who produce the scien-
tific evidence, those who formulate guidance such as guidelines, standards,
benchmarks, targets, advisory reports and so on, and those who make deci-
sions. They also reviewed articles that were about health-sector deliberative
processes for combining different forms of evidence to produce guidance.
Their analysis suggested that there are three views of what the ‘evidence’ in
evidence-based practice is:

1. Evidence from medical effectiveness research which they call ‘context-
free scientific evidence’. This form of evidence relies on experimental
research to establish universal truths which apply regardless of context.

2. Evidence associated with applied social sciences such as attitude
studies, surveys and case studies which Lomas et al. (2005) describe
as ‘context-sensitive scientific research’. This relies on the realities of
experts, stakeholders and others within a specific context.

3. Evidence described as colloquial evidence. This can be evidence about
resources, expert and professional opinion, political judgement,
values, habits and traditions, lobbyists and pressure groups, and the
particular practicalities of not only a specific context but also a specific
situation within that context. This is linked with the idea of evidence
as the testimony of individuals.

Lomas et al. (2005) argue that these views of evidence are not incompatible
and each has a role to play in EBP. However, combining them is a deliberative
process which requires a high level of professional expertise.

This idea of the combining of scientific evidence with individual percep-
tions is at the heart of the original formulation of evidence-based medicine
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(EBM), the precursor to EBP. In their seminal work on EBM, Sackett et al.
(1997) define it as ‘the conscientious, explicit and judicious use of current
best evidence in making decisions about the care of individual service
users’ (p. 2). This is a familiar definition but in the same paragraph they
suggest that the decision-making process in EBM involves ‘integrating
individual clinical expertise with best available external clinical evidence
from systematic research’. Finally, and again in the same paragraph, they
clarify further the meaning of clinical expertise as being acquired through
experience, and involving the ‘thoughtful identification and compassion-
ate use of individual service users’ predicaments, rights and preferences
in making decisions about their care’. Clearly in this early exposition of
the nature of EBM, the service user is central. This is reiterated when
Sackett et al. (1997: 3) state that EBM ‘requires a bottom-up approach
that integrates the best external evidence with individual clinical exper-
tise and service user choice’. Thus, a fundamental element of values-based
care, respect for the wishes of the service user, was evident in EBP from
the outset.

Evidence-based medicine originated at the McMaster University Medical
School in Canada in the 1990s, and was a term used to describe a system
of practice that appeared to lower the value of expert opinion and raise
the value of rationalistic research. Gomm and Davies (2000) argue that,
because randomised controlled trials (RCTs) control variables and there-
fore exclude confounding effects, they provide the closest we can get to
certainty, and have become the gold standard for the evidence used in EBP.
This has resulted in the seeming loss of the other elements that make up
EBP, which, it is argued here, has led to a narrow perspective of evidence
which does not recognise the valuable contribution of expertise from both
professionals and service users. Welsh and Lyons (2001) support this view,
reiterating that a reductionist approach to care cannot always encompass
the wide-ranging and complex needs of service users, thus claiming that
there is a case for basing practice on tacit knowledge, professional intuition
and experience.

The Complexity of Health and Social Care

The complexity of health and social care provision encompasses the con-
text of care provision, the multiple cultures of service users and their social
settings, the individual care providers, and their profession’s principles and
values. Thus, as McCormack (2006) suggests, there is a need for a transfor-
mation of perspective, away from arguments about hierarchies of evidence
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towards integration of multiple forms of evidence. He argues that practice is
‘messy, complex and enmeshed in ethical conflict’ (p. 90).

To add to the argument, Macdonald (2000) comments that the term
‘evidence-based’ has been redefined, changing the nature of EBP as it was
understood in health care, to allow for its increasing application to social care.
In social care research, Pawson (2006) argues the case for meta-synthesis
rather than meta-analysis. He is suggesting that in this context it is not rea-
sonable to view an intervention as a potential cause of change as in health
care, because a programme, unlike a drug, when implemented is dynamic;
responsive to the service users, the social context, and the resources avail-
able. Thus, a meta-analysis of the outcomes of a social care programme will
not be analysing the efficacy of a single entity but a range of interventions
adapted to the context in which they were implemented. He goes on to pro-
pose a new model for meta-synthesis. This takes all the primary sources of
evaluation of a social care programme and shows how its complex and inter-
related elements can be used to initiate discussions about the future direc-
tion of the programme and inform social care policy making, particularly in
respect of the effective use of resources.

Lomas et al. (2005), in their systematic review of how the concept of evi-
dence was treated by various protagonists (detailed above), describe this
type of discussion as a deliberative process which involves consultation
with stakeholders and combines various types of evidence in order to
reach an evidence-based decision. However, they found little evidence that
the process is effective; partly because it is not neutral and may well influ-
ence the relative weight assigned to each of the three forms of evidence, thus
influencing the extent to which any recommendations would be perceived
as evidence-based by the parties involved. Nevertheless, they found that the
characteristics of the process were likely to ensure any resulting guidance
included consultation with all parties affected by the outcome, fair represen-
tation of scientists and stakeholders, and high-quality syntheses of all forms
of evidence.

Traditional medical education focuses on competence (knowledge,
skills and attitudes) but the current context of care requires more than
this (Fraser and Greenhalgh, 2001). Thus, complexity theory is relevant
to contemporary policy for education in the NHS to develop capability as
well as competence (the ability to adapt to change, generate new knowl-
edge and continuously improve performance). Sweeney and Kernick
(2002) criticise the current reductionist paradigm in medicine, arguing
that it does not incorporate human values, and they also advocate com-
plexity theory as appropriate to medical education. These views could be
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applied to a varying degree in other health and social care education
programmes (see Chapter 7).

Complexity theory recognises the interactions among the constituent
elements in a system, and the addition of new elements or agents multiplies
exponentially the number of potential connections and interactions within
that system (Mason, 2008). Health and social care settings are constantly
changing in terms of the agents within them; systems which include human
agents have additional complexity in terms of their norms, values, language
and narratives. The agents in health and social care organisations include a
range of professionals, support staff, students, service users and carers.

It is argued that simplistic, linear models are not sufficient to explain the
ways in which complex systems respond to the demands of the constantly
changing, external environment. Neither the system nor its external envi-
ronment are, or ever will be, constant. Uncertainty and paradox are inher-
ent within them. These systems develop and change in order to survive,
by means of networks and connections, self-organisation and emergence
and their relationship with the external environment (Waldrop, 1992). This
concept can readily be applied to health and social care organisations. As
discussed in Chapter 1, there have been far-reaching changes within the sys-
tems in which health and social care are operating. Health and social care
organisations may be considered as complex adaptive systems, in that they
are unpredictable and non-linear, demonstrate emergent properties and
rely on the relationships between their components.

Complexity theory may be an appropriate paradigm for the current policy
drivers for health and social care, because it recognises the value, and indeed
the necessity, of order and control for some aspects of care, whilst acknowl-
edging and valuing the presence of uncertainty, rather than trying to exert
control over other aspects of care. This provides a framework to address the
potential tensions within professional practice, between the need for an
evidence-based, competence-driven approach to ensure public safety and
the empowerment of individuals, which recognises and values the knowledge
gained from service user expertise.

Research as Evidence

In exploring how evidence informs policy, Davies and Nutley (2000) explicitly
make the presumption that evidence means research, and they go on to
summarise six reasons as to why rigorous research is necessary. These reasons
are given below together with illustrative vignettes (2.1):
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Vignette 2.1

1: Ineffective interventions abouund

[ feel dreadful, coughing, runny nose and headache. | went to my
dloctor for antibiotics but she would not give thew to me. She tolol me
[ have a virus and antibiotics will not work.

2: Apparently logieal therapies may be based on inadequate under-
standing of biological processes

My husband gets terrible depressions. Recently he had electric shock
treatment and seemed much better so | Looked up on the tnternet how
It works. It says that it s not known whg Lt works.

z: Some conditlons spontaneously bmprove so there is a need to dif-
ferentiate these from treatment-induced lmprovements

[ have had a Lot of back pain but 'm glad [ didwnt have the disc sur-
gery [ was offered because the pain has gone o its own.

4: Placebo effect when using expensive interventions wneeds to be
Lolentified

My sister has multiple-sclerosis but the doctor will not give her the
latest drg. He says there s no evidence that people Limprove although
it makes some feel better. [ think feeling better Ls worth the price.

5. small-scale studies can lead to erroneously accepting a therapy
as efficacious, or ervoneously rejecting a therapy as useless

[ was n a project at the GP practice to see if service users Lost welght
if they attenoleo a weekly advice session. Another group were just
welghed weekly. Netther group Lost much weight so now the advice
sesslons have been stopped.

&: Dangerous side effects of therapies need to be Ldentified

There was a girl in my school who had wissing arms because her
mother had taken thalidomide during pregnancy).

Clearly, the research underpinning all these examples needs to be in
the form of RCTs. Not all questions can be answered by experimenta-
tion and some accept that other research methodologies are necessary
(Gomm and Davies, 2000). However, few acknowledge that there may be
forms of evidence that are not research-based at all. The critical review of
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research as evidence for health and social care practice that follows, leads
to consideration of the alternative perspectives offered by professional
and service user expertise.

Social research as the underpinning evidence to support social care
practice has been criticised as lacking the rigorous standards of health care
practice. Macdonald (2000) argues that local research, such as surveys of
service users’ views, form a large part of the evidence for social care practices
and that even nationally funded research with its ‘preponderance of descrip-
tive or exploratory studies, and evaluations using non-experimental designs’
would not stand up to scrutiny in health care (Macdonald, 2000: 122). How-
ever, within this criticism, there is a failure to acknowledge that the prob-
lems encountered in social care are highly complex and do not arise from
biological pathology that can be treated by technological or pharmacological
interventions. Whilst the difficulties in applying the concept of EBP to social
care include disagreement as to what constitutes evidence, and the antipathy
towards RCTs, some of the strengths of research in social care which could
be applied to health care are seen as:

¢ a wide range of validated approaches to service evaluation, particularly
in service user opinion studies

e investment in research from the independent sector such as Barnardo’s
and the Joseph Rowntree Foundation

e overlaps with primary health care and therefore support from organi-
sations such as the Cochrane Collaboration.

Thus, we see that the three aspects of EBP referred to earlier — research,
professional expertise and service user expertise — complement each other
to address the complexity of health and social care. Medicine’s understand-
ing of EBP based on RCTs and the meta-analysis of discreet diagnostic tools
and interventions could be used by social care research to enhance the sci-
entific rigour, where appropriate, and the meta-synthesis methods proposed
as appropriate in social care could be used in health to answer the questions
that do not lend themselves to experimentation and meta-analysis but nev-
ertheless require rigorous study.

Those who argue that it is not appropriate to rely on research evidence
alone, point to the way in which the context in which research is conducted
is changing. For example, in response to growing concern regarding the dif-
ficulties in obtaining ethics approval for research, the British Medical Asso-
ciation (BMA) Medical Ethics Committee (2005: 3) presented a discussion
paper focusing particularly on the issue of confidentiality and the use of
service user data. In it, they argued that:
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There are clearly benefits to society in conducting research for the future
development of healthcare in the UK. Thus, society has an interest in pro-
moting research and innovative treatment within an acceptable and work-
able framework. Such an acceptable framework, however, involves positively
consulting service users whenever possible if identifiable data are used. This
potentially raises problems for some research, particularly involving incapaci-
tated or unconscious people. On the other hand impossibly high standards run
the risk of pushing some research out of the UK.

In addition, they suggest that there are difficulties obtaining approval for
retrospective research using data previously obtained for a different study,
or data obtained from service users for therapeutic purposes, where the serv-
ice users may be difficult or impossible to locate to give consent to the use of
the data in research.

As more and more health and social care professions have moved their
pre-qualification programmes into Higher Education Institutions (HEIs)
and as promotion relies more and more heavily on post-qualification aca-
demic development, the pressure to publish has never been greater (Neuhauser
et al., 2000). Whilst researchers may conduct their studies out of interest and
for altruistic purposes, those working in HEIs aim to submit their research
profiles for periodic national assessment (Higher Education Funding Coun-
cil for England, 2009; RAE, 2008) in order to gain kudos and funding for
their institution. It is argued that this pressure to publish, together with what
some see as impossibly high ethical standards, has resulted in additional dif-
ficulties in assessing the quality of research findings beyond examining the
rigour of such studies.

One of these difficulties is in assessing how up to date the research is. There
is some evidence to suggest that studies with an outcome in favour of inter-
vention will be published more quickly than studies with a negative outcome
(Hopewell et al., 2007; Ioannidis, 1998; Stern and Simes, 1997). Duplicate
publication is another problem in assessing the quality of research findings.
The National Library of Medicine (NLM, 2008) of the United States defines
a duplicate publication as ‘an article that substantially duplicates another
article without acknowledgement’. They go on to suggest that this ‘may occur
intentionally, to achieve wider dissemination of an article such as a policy
statement, or inadvertently, through multiple submission of a manuscript
to different journals’. However, Trameér et al. (1997) argued that because of
the pressure on academics to publish, there was a risk of deliberate covert
duplicate publication of research findings. Whether accidental or deliberate,
it does seem, however, that authors of systematic reviews are increasingly
seeking and excluding duplicate data. Von Elm et al. (2004) found that
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of 141 systematic reviews related to anaesthesia and analgesia, 56 authors
(40 per cent) had identified duplicate publication of data and had thus
included it only once in their meta-analysis. However, on a more sombre
note, in a recent study, Errami et al. (2008) examined the 607 articles anno-
tated by the NLM up to July 2006 as duplicate publications and found that
42 per cent were true duplications. The others were updates, errata or com-
ments which inadvertently duplicated the data. They went on to conduct a
study of Medline citations using text similarity in titles and abstracts to com-
pile a list of highly similar citations and reported that 1.35 per cent appeared
to be duplicates. They concluded that, if this percentage was extrapolated to
the entire database, 117,500 citations were likely to be covert duplicates. This
indicates that duplicate publication, and the effect it has on meta-analysis,
remains a problem.

Despite these issues, it is important to stress that research and the use of
appropriate methods to implement it, remain vital components of the evi-
dence required to underpin practice. It is, therefore, imperative not to dis-
miss the research element of EBP in favour of professional experience and
service user choice, but rather to integrate all aspects of evidence.

One of the ways in which the consistent implementation of research evi-
dence into practice has been promoted has been through the use of Inte-
grated Care Pathways (ICPs). Middleton, Barnett and Reeves (2001: 1)
define an ICP as ‘a multidisciplinary outline of anticipated care, placed in
an appropriate timeframe, to help a patient with a specific condition or set
of symptoms move progressively through a clinical experience to positive
outcomes’. They emphasise that the ICP must be ‘patient-focused’, providing
appropriate care suitable for individual patients, and that it should provide a
multi-disciplinary record of the input of each profession to the service user’s
care. NHS Scotland (2009) suggests ICPs are designed to reduce variation
in practice and allow the same quality of care to be delivered to service users
across multi-disciplinary and multi-agency teams and in different care set-
tings. They plot the best sequence and timing of interventions by clinicians,
nurses, other professionals and agencies for the best service user outcome
and should be based on: evidence of good practice, patient experience, and
professional experience and judgement. Interestingly, these are very similar
to the three key features of EBP.

Though predominantly a feature of medicine, ICPs are also used by
other health care professions. For example, McDonald (2005) describes
how an ICP has facilitated collaboration between paediatricians and den-
tists to manage breathing difficulties in children. The Chartered Society of
Physiotherapy (2002) recommend their development. In addition, there
appears to be little doubt that ICPs are cost-effective in terms of shortening
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hospital stays, reducing costs and reducing prescribing errors (Cunningham
et al., 2008; Olsson et al., 2009).

Whilst NHS Quality Improvement Scotland (2005) has placed an emphasis
on the development of ICPs, particularly in the field of mental health care
as part of its strategic work programme, the care pathways collection of the
NHS for England and Wales (NHS Health Information Resources, 2009) has
been switched off and an alternative, in the form of the Map of Medicine,
replaces ICPs. These maps are web-based visual representations of evidence-
based, service user care journeys covering 28 medical specialties and over
340 pathways. They differ from ICPs in that they do not provide documenta-
tion of care for individual service users, and thus do not provide a means for
the audit of care outcomes. Nevertheless, they are evidence-based and sup-
port multi-professional collaboration.

As with any innovation, there are criticisms of ICPs. Some of the concerns
are the same as those of any other form of guideline, for example they may limit
professional freedom, they may lead to inflexibility and thus not meet individual
service users’ needs, they may need modification or supplements where service
users have multiple needs, and they may even encourage litigation if they are
not rigidly followed (Fisher and McMillan, 2004). A more serious issue is that
some ICPs focus solely on medical treatment to the exclusion of all other aspects
of service user well-being. For example, an ICP for the management of adults
with methicillin-resistant staphylococcus aureus (MRSA) covers the identifica-
tion of the site of infection, the level of cross-infection precautions needed, the
range of topical and systemic medication needed and the duration of their use,
and finally the process of confirmation that the service user is free of infection.
What the ICP does not cover are factors such as the explanation of the condi-
tion, care and treatment of the service user, the support the service user will
need when nursed in isolation and the education of visiting friends and family.
Thus, this particular ICP appears to lack a multi-professional approach and any
reference to the psychological needs of the service user.

Having explored the need for rigorous research to underpin health and
social care practice, and some of the associated difficulties and dilemmas,
this chapter will continue with a discussion of the role of professional
expertise in EBP.

Professional Expertise

Returning to Sackett et al.’s (1997) definition of EBM, and the importance of
professional judgement and clinical expertise, Rycroft-Malone (2006) argues
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that the regulation of health and social care practice through evidence-based
guidelines erodes the very basis of professionalism by removing the oppor-
tunity for professional judgement in decision making regarding individual
service users. The following vignette (2.2) illustrates the potential tension
between guidelines, professional expertise and service user choice.

Vignette 2.2

[ have beew taking the same dose of thyroxin for over 15 years for an
under-active thyroid gland. | have also been taking anti-depressants
fortwo years which have allowed me to maintain an active retirement.
As a retived nurse | am well aware of the tmportance of taking my
wmedication and of reporting any changes in my condition to my GP.

[ was annoyed when recently | was told that tnstead of my usual
six-month suqap% of tlflgrox’m, which has been dispensed since [ was
diagnosed many years ago, | can now have only three months supply
at o thme. This seems strange to me because the G only checkes my blood
levels annually - so the preseription Ls not going to change is it?

was also told that ( could only have one month’s supply of anti-
depressant medication at a time. When | queried this with my P
sheinformed me, with a note of Lrritation tn her volce, that this was
dueto ‘guidelines’. twas told by a colleague that it Ls because some
people with mental health problems do wot take their medication
regularly and it s way of monitoring this if they have to ask for
a prescription every month. Also, she told we that it s not good
to have a Lot of drugs tn a house where other people could get them.

[ have been on prescribed wedication for many years, | have always
followed the prescription requirements and the evidence to support
this is tn my medical records. | Live alone and the fact that | am
well should be evidence enough that | have not Let anyone else get
hold of my drugs. My cholce would be to have all the preseriptions
at the same tlne, every three months. As | don't PAY preseription
charges it woulol be cheaper for the NHS for me to have bigger sup-
plies and Less stressful for me to collect all the presceriptions at once.

In this vignette, we see a deeply frustrated service user and a doctor who
apparently feels that her practice is restricted by evidence-based guidelines.
Rycroft-Malone (2006) goes so far as to argue that EBP is a means of con-
trolling practitioners and that they need guidelines to tell them what to do
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because ‘clinicians are either too busy or not skilled enough to find and interpret
this knowledge for themselves’ (p. 97). Whilst it is certainly true that health
and social care professionals are very busy, and it is probably true that many
of them do not have the skill to interpret the findings of often contradictory
research studies, this does not mean that guidelines should be abandoned.
Perhaps the doctor in this vignette is inexperienced, or over-zealous in
her interpretation of the guidelines, viewing them as rules rather than guid-
ance. Or perhaps she has had experiences that make her wary of trusting
even the seemingly most conscientious of service users. If each encounter
needs to be taken in the context of the individual service user and his or her
circumstances, the same must also apply to each practitioner.

In a critique of EBM, Freeman and Sweeney (2001) undertook focus
groups with a total of 19 GPs and, using content analysis of the discussions,
identified issues relating to implementing evidence.

e Personal and professional experience. For example, in caring for service
users with atrial fibrillation, one doctor had given anti-coagulation
medication to a service user who subsequently died so she was put off
using it. However, the grandfather of another doctor had died of the
condition and was not taking an anti-coagulant so that doctor always
prescribed it for his service users.

e The service user—doctor relationship, and the need to interpret the
evidence in the context of the individual.

e A perceived tension between primary and secondary care. An example
of this is the GP who, together with a service user, had taken the deci-
sion to take the risk and not use medication to reduce blood pressure
because the service user did not want the side-effects, however the
hospital cardiologist was described as having written a ‘stroppy’ letter
about this decision.

e Feelings evidence. For example, a diabetic service user had become
increasingly anxious as the GP had continually changed his medication
in order to achieve the optimum blood chemistry.

e Choice of words in consultations was described as influencing service
users when they were given treatment options, for example a doctor
said he would describe an anti-coagulant as rat poison if he wanted to
put a service user off selecting it.

e Logistical problems. For example, a doctor described being reluctant
to prescribe an anti-coagulant for an 88-year-old woman living in a
very rural location because if she fell and bled, she would have dif-
ficulty getting rapid treatment.

Perhaps in the light of our vignette (2.2), a further difficulty could be
added, dealing with the service user who clearly wants to, and is able to,
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take more responsibility for his or her own care than the guidelines suggest.
The potential challenges of service user expertise as evidence for practice will
now be considered.

Naylor (1995) suggested that one of the grey areas in evidence-based
practice is the problem of clinical opinion being contradictory to the evi-
dence. He argued that new drugs and technology proliferate at an unprec-
edented pace, and sufficient research to allow for meta-analysis cannot
keep up. This means that clinical opinion may be ahead of published
research, or cost may have reduced for treatments considered prohibitive
in guidelines based on available research. In addition, he suggests that
clinicians hold differing philosophies regarding intervention in the
absence of evidence. Some favour treatment whereas others favour
non-intervention. If evidence is inconclusive regarding an interven-
tion, some will recommend it anyway whereas others will not. Indeed,
Rycroft-Malone (2001) argued that relatively few interventions in health
care have been subject to rigorous research and proposed a framework
for establishing consensus based on available research, but also expert
opinion and service user experience to develop national guidelines for
clinicians. Whilst this is a laudable ideal, it is difficult to see how this
consensus could be achieved at national level.

We have already seen that the narrow definition of EBP, as a process
of using research as the basis of practice, has broadened to mean the
combining of scientific results with professional expertise. It could be
argued that it is the process of reasoning that turns information from
both research and professional experience into evidence as it is appraised
and applied to the situation of individual service users. For this reason,
Harbison (2006) argues that uncertainty is inherent within the concept
of EBP. She continues that there are two ways of interpreting research-
based evidence. One is by using intuition and involves rapid unconscious
processing in order to come to a decision. The second approach is ana-
Iytical where there is deliberate, conscious consideration of the literature.
She also suggests that information is cumulative in that as further evi-
dence emerges, such as the service user’s response to an intervention,
decisions made relating to that individual, and to the intervention itself,
will change.

Thornton (2006: 2) gives definitions of clinical expertise and service user
values which by substituting clinical with professional, and patient with serv-
ice user, can be applied to the full range of health and social care professions
(Box 2.2).
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Box 2.2 Definitions of clinical expertise and
service user values
Thornton’s (2006) definitions Adapted definitions
Clinical expertise: the ability to Professional expertise: the
use our clinical skills and past ability to use professional skills and
experience to rapidly identify each past experiences to rapidly identify
patient’s unique health state and each service user’s unique health
diagnosis, their individual risks and and/or social status, and identify his
benefits of potential interventions, or her values and expectations, and
and their personal values establish risks and benefits to that
and expectations. person of potential intervention.
Patient values: the unique Service user values: the unique
preferences, concerns and preferences, concerns and
expectations each patient brings expectations each service user
to a clinical encounter and which brings to an encounter with a
must be integrated into clinical health or social care professional
decisions if they are to serve and which must be integrated into
the patient. professional decision making in
order to provide care.

Service user Expertise

As we have seen in Chapter 1, reforms to health and social care have been a
major aspect of this government’s policy since it came into power and pub-
lished an extensive range of policies. These policies were developed in the
context of widespread dissatisfaction with health and social care, to pro-
vide greater transparency and promote a more active notion of citizenship
(Appleby and Rosete, 2003; Coulter, 2003; Health Service Ombudsman for
England, 2003; Newman, 2001). A central theme of the government reforms
is public involvement in all aspects of service design and delivery; and there
are corresponding professional requirements to involve service users in edu-
cation programmes.

Participation of service users in the design and delivery of all public serv-
ices has been a key theme within the Labour government’s approach to pub-
lic sector reform (Chief Medical Officer, 2001). For example, one of the main
threads of the numerous recommendations of the Kennedy enquiry into the
deaths of children at Bristol Royal Infirmary (DH, 2000a) was that service
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users and carers must be fully involved in and at the heart of the NHS. The
subsequent NHS plan (DH, 2000b) emphasised the need for service users to
have more say in their treatment and more influence on the delivery of serv-
ices: ‘for the first time, service users will have a real say in the NHS. They will
have new powers and more influence over the way the NHS works’ (p. 12). This
emphasis on service user involvement and choice has continued in recent
publications, for example in the Darzi report (DH, 2008) which reinforces
the need to value and meet the needs of each individual.

The government highlighted the threats to public trust in the NHS, par-
ticularly in relation to failures in communication and accountability and
produced a policy to promote service user involvement at all levels (DH,
2003). It has also engaged in a range of listening and consultation exercises
to explore public views and has increasingly used service user satisfaction
surveys to influence care (Opinion Leader Research, 2006). This empha-
sises the highly political nature of the public services within the context of
an ever-increasing gap between public expectations and actual provision
(O'Neill, 2005). This emphasis on service user involvement assumes that
service users have some kind of expert knowledge that is not available from
other sources.

The expertise of service users is widely recognised (Beresford et al., 2005;
Hasler, 2003). However, SCOPE (2005: 11), a voluntary organisation for people
with disabilities, argues that ‘the expertise of service users is possibly the most
under utilised resource in social care’. They contend that current models of work-
ing with disabled people are limited, even tokenistic, with only a small group
of individuals involved, and under-representation of black and ethnic minority
groups, people with learning difficulties and those with mental health problems.
Some ways in which this can be addressed are discussed in Chapter 6.

We have already identified the complexity of care provision in health
and social care settings and have seen that, because of the way evidence-
based practice has been defined, the context seems to have been neglected in
favour of research evidence. Rycroft-Malone (2006) reminds us that the
philosophical-normative orientation to evidence suggests that research
evidence has inherent value on the basis of recognised measures of validity
and reliability. However, the practical-operational orientation to evidence
suggests that evidence is not static and is characterised by the decision-making
context to which it relates. People are not passive recipients of evidence —
they are stakeholders in the decision-making process.

Complexity theory has been applied to knowledge acquisition in general
medical practice by Sweeney (2006). He explains that medicine mirrors the
two fundamental characteristics of science: linearity and reductionism, and
that this has traditionally relied on the rationalist—positivist ontology. He
contends that currently, in medicine, statistical and clinical significance are used
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to assess the value of knowledge and he argues for the recognition of a third
level of significance, that is, personal significance: ‘At stake in the definition of
that third level — personal significance — is the centrality of subjectivity and
interaction, and of emergence in the clinical encounter. We are forced to con-
sider that this represents a different “way of knowing™ (Sweeney, 2006: 44).
Furthermore, Griffiths (2002) advises that complexity theory provides a
framework to understand and value the knowledge gained from a specific
service user, in a specific context. It supports the value of service users’ stories
which are said to promote an understanding of service users’ perspectives.

Complex medical consultations, where traditional biomedical knowledge
is insufficient, are discussed by Fraser and Greenhalgh (2001) who suggest
that learning occurs in the zone of complexity. They suggest that, within this
zone of complexity, ‘relationships between items of knowledge are not pre-
dictable or linear but neither are they frankly chaotic. Learning which builds
capability takes place when individuals engage with uncertain and unfamil-
iar contexts in a meaningful way’ (Fraser and Greenhalgh, 2001: 800). Thus,
service user involvement is not merely a panacea to a more enquiring public,
to make them feel involved. Service user experience is an essential part of the
evidence to support health and social care interventions.

A recent study by one of this chapter’s authors (Gidman, 2009) identified
that student nurses, midwives and social workers used alternative forms of
knowledge, particularly service user and client stories, to learn in practice
settings. All of the respondents in the study accessed a range of individual
service users during their practice placements, and used this knowledge to
influence their practice. All the respondents described their learning from
critical incidents, service users’ stories, interactions with service users and
observing role models. From this, they developed their own philosophies of
professional ideals and professional roles, including the nature of effective
relationships and understanding service users’ perspectives. The students
valued humanistic, authentic relationships between professionals and serv-
ice users and recognised the inappropriate use of professional power. This
is consistent with the health and social care policies discussed above (and
in Chapter 6), which promote the active involvement of service users in all
aspects of health and social care planning, delivery and evaluation. The data
suggest that students, in this study, listened to and valued service users’ per-
spectives of their situations and provided opportunities for them to tell their
stories and to maintain responsibility for their own health and illness.

An example of the data from this study (Vignette 2.3) illustrates how a
social work student learned from listening to the story of a woman with a
long history of mental health problems.
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Vignette 2.3

[ think, first of all { try to get to know a person, so I'm not
golng in with any, sort of, preconceived thoughts or ideas. Erm,
she was quite wmentally (L, and You Rwow,J’us‘c her look - you
could see that she was mentally ill and [ didn't want that to get
in the way. so, | do try very havd to Let the person come out of
You Like, and so it was spending the first few thmes just listen-
ing, just basically listening and for me to try to get an wnoler-
standing of her perspective on things. Which she did very well,
she had tremendous tnsight tnto her own experiences, tnto the way
other people experience her and either understand her or not. You
know ~ the fear that people have ~ she talked about all that really
openly. | would imagine it's quite easy for a person who becomes
mentally il - to try and take over their thoughts and actions for
them ~ because you feel that they are not in a position to be able
to do it rationally ... and while there might be periods when she
might not be vational, she still knows what's going on, and she’ll
revember it once she comes out of that stage. She was on about,
whewn she gets put tn hospital, she is fearful of bathing or washing
her hatr ... she'll have a strip wash tn the morning but she never
wants to wash her hatr and she’s got very long hair, and when she
goes into hospital ... ‘wobody appreciates how frightened | am ...
that water, arouno wme, it really makes me frightened’. She really
taught wee loads ... her understanding, her Level of understanoing.

Stories have been advocated as strategies both to empower service
users, and as an alternative form of knowledge. Birth stories, for example,
are recognised in midwifery education as a valuable tool to help women
understand their experiences of childbirth, and more recently to promote
learning for students (Farley and Widmann, 2001). In his influential
work The Wounded Storyteller, Frank (1997) proposes that storytelling
can help the service user move from a passive to an active role in his or
her illness. He contends that illness greatly affects the person’s ‘... sense
of where she is in life and where she may be going. Stories are a way of
redrawing maps and finding new destinations’ (Frank, 1997: 53). Service
users’ stories are said to be valuable, often unrecognised, tools to tap into
students’ imaginations, form meaningful connections, promote learning
and enhance reflection (Greenhalgh and Collard, 2003). Although there
are a range of different meanings in the education context, it is argued
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that stories can be ‘a vehicle to facilitate learning rather than to impart
knowledge’ (Moon and Fowler, 2008: 232).

Hallenbeck (2003) suggests that professionals and service users have dif-
ferent types of stories. The stories from professionals value objective and
rational perspectives and those of service users and their families value sub-
jective and emotional perspectives. Hallenbeck (2003) illustrates this by
referring to his own experiences with service users in the context of palliative
care, highlighting the different perspectives that medical staff and service
users and their families have of the same situation. Cox (2001) proposes that
stories are a valuable aspect of medical education. He suggests that service
user stories can promote the development of professional expertise and pro-
vide a framework to link the objective and subjective knowledge inherent in
complex case management. These stories, then, form a crucial element of
evidence and together with evidence from research in all its forms, and from
professional expertise, move us beyond the current narrow view of evidence-
based practice to one that celebrates the complexity of the human experience
of both professionals and service users in health and social care contexts.

Conclusion

Ten years ago, Batstone and Edwards (1998) argued that there are too many
critics of EBP to sideline them as laggards in the process of introducing EBP.
Over the years, increasing attention has been given to their opinions. This
chapter has discussed a range of those opinions. The value of RCTs, as evi-
dence to underpin medical practice, has been acknowledged, but it has been
argued that other forms of research, for example those used widely in social
studies, also provide valuable evidence for professional practice. The chapter
has considered potential issues in relation to research as evidence and sug-
gested that professional and service user expertise should also be recognised
and used to inform practice. This integrated approach to evidence is required
to address the complexity of health and social care practice. This supports
Sackett et al.’s (1997: 3) original view, referred to earlier in this chapter, that
EBP ‘requires a bottom-up approach that integrates the best external evi-
dence with individual clinical expertise and service user choice’. However,
the potential tensions between these three forms of evidence and the dif-
ficulties associated with developing national guidelines using this integrated
approach are acknowledged. In the following chapters, the discussion will
further explore how values-based care aims to retain the positive aspects of
EBP but incorporate the missing elements.
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Caring: Values
and Evidence

Pat Rose and Sue Phillips

‘Care is not an aspect of treatment that may or may not enhance clinical
outcomes; care is the reason for giving treatment to another person’ (Olsen,
2000: 470), thus caring should be the fundamental value espoused by all
health and social care professionals. In 2005, of the approximate 1.3 million
people working in the NHS, 679,157 were professionally qualified clinical
staff and a further 376,219 were support workers to clinical staff (The Infor-
mation Centre, 2006). Add to this the one million plus social care workforce
(DH, 2009a) and we have a workforce of over 2.3 million paid workers pro-
viding health and social care to the British population. In addition, there
is an unknown number of carers, defined by the Social Care Institute for
Excellence (SCIE, 2007: 4) as ‘people who provide unpaid care to a rela-
tive, friend or neighbour who is in need of support because of mental or
physical illness, old age or disability’ who supplement the professional care
services. In this chapter, the focus is on caring as applied to the role of health
and social care professionals who provide a service either directly to service
users, or to their carers; this was a topic high on the government agenda in
the late 2000s (Age Concern, 2005; Standing Commission on Carers, 2009).
However, much of the discussion applies to caring in any context.

The nature of caring has exercised the minds of philosophers and
health and social care professionals alike. In nursing in particular, it has
been a recurrent theme, some even claiming ‘caring to be synonymous
with nursing’ (Wilkin and Slevin, 2004: 50). As recently as 2008, Corbin
asked the question: ‘Is caring a lost art in nursing?’ (p. 163). This generated
a lengthy discussion through the pages of the journal which Rolfe (2009)
eventually commented uses the term ‘caring’ in four distinct ways, namely:
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e a generic term for nursing practice, i.e. nursing care

e a term for a particular aspect of practice such as palliative care or
technical medical care

e a very specific term for the ineffable art of ‘caring about’ that sometimes
accompanies the more technical ‘caring for’

e the ‘complete package’ of caring about and caring for.

Rolfe went on to suggest that there is a need to continue to use the term
caring, recognising that in the absence of anything better or more precise,
we are keeping alive the several different and contradictory meanings that it
simultaneously signifies, and the necessity to continue talking about it whilst
recognising that we might not all be discussing the same concept.

Barker (2000) describes the idea of care as a ‘crafted object’, having a
human aesthetic quality, but also depending on the exercise of a skill or tech-
nique which equates it to a science. However, Barker points out that care, as
a crafted object, is dependent on the context in which it takes place and it
gains its meaning through the interaction of those being cared for and those
undertaking the caring. Engster (2007) applied this view more specifically
to the caring professions. He described the two ways of caring in relation to,
first, virtue-based definitions which focus on the internal motivations and
intentions of the care-givers and, secondly, practice-based definitions which
emphasise external actions and their consequences. Engster argues that nei-
ther approach on its own represents true care. For example, one can bath
a person either in a way that demonstrates care for the person, or demon-
strates total disinterest in the person, or one can fully intend to help someone
bath, but not actually do it. This chapter thus begins by exploring caring as a
science and how this links with evidence-based practice. It will then review
some of the accounts of philosophers and others regarding the nature of
caring. The art of caring is then examined in more detail in relation to the
theory of art and the way it relates to human values.

The study of caring has been undertaken within both the rationalistic
and naturalistic paradigms. Kyle (1995) examined the findings of a range
of studies from both paradigms and found that although both have limita-
tions, both show similar findings. The literature she reviewed showed that
health and social care professionals tended to value the affective elements
of caring, driven by emotions, such as providing comfort through listen-
ing. However, the service users tended to value the behavioural elements
requiring knowledge and skill rooted in research evidence, such as know-
ing how to give injections and when to call a doctor. Various reasons for
this are given, for example behavioural skills involve meeting basic physi-
ological needs whilst the affective domain relates to higher needs, or that
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service users assume the affective elements are natural and therefore not
specifically a role of the professional. Whatever the reasons, it is important
to note that service users perceive the caring professional as competent,
skilled and knowledgeable.

Distinctions are made between caring for someone caring about someone
and caring with someone (Barker, 2000). Dunlop (1986) suggests that a sci-
ence for caring involves applying the findings of science to achieve the ends
determined by caring, for example by researching areas of knowledge from
public health, epidemiology, physiology, biology, psychology and social psy-
chology. A science of caring implies that caring can be operationalised in
some way as a set of behaviours which can be observed, counted or meas-
ured. Curative factors and caring constructs, Dunlop argues, are not context
free, for example comfort, compassion and concern are highly dependent on
the context. Dunlop suggests that the only way to elucidate ‘caring’ is to take
a hermeneutic form, citing Benner’s (1984) work on nursing as an example.
What this can do is describe the sorts of things that good carers do; and how
they work out their caring in practice.

Sack (2006) suggests that if caring is the critical outcome of our health
and social care system, it should be subject to scientific study, like other out-
comes. However, the question is whether caring can be dissected into crucial
elements that may be more amenable to study. Sack proposes that three of
these elements may include ‘commitment’, ‘connections’ and ‘compassion’.
He looks at these three to see if there may be a scientific approach to their
study, however he does not state the types of study that may be applied to
attempt to quantify these elements. Dunlop (1986) argues that caring cannot be
subjected to traditional scientific enquiry without distorting it past recognition,
as caring is not seen to reside in a set of practices, but in a thinking—feeling
mode of being which gives rise to activity, including the choice of refraining
from activity.

Sturgeon (2008) considers the implications of over-emphasising the role of
interpersonal relationships and emotional engagement in caring, and argues
that there should be a balance between interpersonal and technical skills.
The importance of scientific knowledge is substantiated by, for example, the
accounts of successful resuscitation of near-drowned children. Knowledge-
able practitioners argue to continue resuscitation on the basis of scientific
knowledge of the effect of hypothermia in this situation, not on the emotional
grounds of the overwhelming tragedy of a lost child. However, Appleton and
Cowley (2008) found that health visitors, when undertaking health needs
assessment, drew on more than scientific knowledge of child health and
development and post-natal depression, as illustrated in Vignette 3.1.
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Vignette 31

Adfter my second baby was born, she wouldn't settle. Feeding seenmed
to take forever anol she never seemed to be satisfied and cried all
the time. My toddler, Mike, was playing up and | was at the end
of vy tether with lack of sleep and so on. No one seemed to under-
stand. My health visitor, Trisha, came and gave me a question-
waire to fill tn about post-natal depression. | knew what the right
answers should be, so [ filled it in accordingly, as 1 didnt think
[ was depressed, it wasjust the childven being difficult. However,
Trisha sat and talked with wme; she seemed to have plenty of time,
which surprised me. | gradually found myself opening up to her
about how difficult | was finding things and how | wasn't coping
with the baby and Mike. She showed wme on thelr charvts that both
Mike and the baby were developing well. She was very calm, and
helped me to understand what was golng on, and that | might actu-
ally have post-natal depression. This was a turning point for me,
and helped get things in perspective. [ got help from my doctor, my
family supported me. Trisha knew | was depressed but ( would not
adwit it. tt was only because she veally caved that ( finally Let her in.

Evidence for practice may be applied on the basis of considerations of
utility (Mulhall cited by Seymour et al., 2003). However, Quinney et al.,
(1997) question the advice to withdraw from the NHS some clinical proce-
dures which have been shown to have no evidence base or to be of doubtful
utility or outcome. It is argued that the rational, technical goal, with its
focus on measurable activity and tasks, is being pursued at the expense
of more holistic, supportive and softer aspects of health and social care
which may not be so tangible and easily quantifiable, but are more associ-
ated with the humanistic idea of caring. This is discussed in more detail
in Chapter 2 where the concept and efficacy of evidence-based practice is
analysed.

Little (2002: 319) describes humanistic medicine as ‘a term compounded,
for therapeutic purposes, with the good intent of reminding clinicians of their
need to be compassionate and empathic’. McConnell (cited by Musk, 2004)
suggests that the competing demands of choosing between time for high-
technology procedures and time for caring may mean the need for a balanc-
ing act, or compromise between procedures and caring. However, this seems
to suggest that technological tasks and caring are mutually exclusive. Musk
(2004) argues that health and social care professionals can retain a caring
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humanistic approach, independent of technological competence. However,
Ray (cited by Musk, 2004) claims that caring is technical competence and
Locsin (cited by Musk, 2004) concludes that technological incompetence
is tantamount to not caring. Hawthorne and Yurkovich (1995) believe that
the perceived decreased level of caring in the professions is due to an over-
emphasis on science and technology. They suggest the need for a spiritual
dimension to caring to engage with others on an individual basis. Arthur,
et al., (2001) assert that the more technology influences the relationship
between service users and health and social care professionals, the more the
professionals need to demonstrate caring attributes, such as communication
and involving the service user in decision making. In fact, their comparative
study found that nurses working in a highly technological environment dis-
played more of these caring attributes than nurses working in low technology
environments. Interestingly, advocacy as a caring attribute scored higher in
the low technology environments. Vignette 3.2 illustrates the way a service
user felt about a nurse who actually ignored evidence related to infection
control to provide immediate care. Whilst the profession would not advocate
the removal of sutures in this way, for the service user it was the approach of
the nurse that mattered more.

Vignette 3.2

[ had one long stiteh in my tuwmmy, with a little blue bead each end.
[ was very nervous about it belng taken out so | screwed up my eyes
and sato ‘Do it now’. The nurse said it might feel a bit odd or tingly
but it shouldnt hurt. Then she asked me if [ wanted her to do it bit
by bit, or in one go. [ asked her to do it in one go, and [ couldn't vesist
looking - [ think so | coulol stop her if it hurt. She then opened a Little
packet with a cutter in it. She took one of the beads and cut just below
it, then she took the other bead and gently but deftly pulled the stitch
out and (didn't feel a thing. (twas only afterwards that | realised she
had not worn gloves and had used her fairly long fingermails to hold
the beads. But that didnt matter, she did the things that wattered,
tolo e what would happen and askeol me what | wanted. | think i she
had gone off to get equipment Like gloves and forceps that would have
seared me wore. She was one of the really good nurses on the ward.

Both Malterud (2001) and Nay (2003) point out that evidence-based
practice, as defined by purists, speaks largely of scientific evidence being
the result of randomised controlled trials, with surveys, cohort studies and
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case studies coming in as second best. For them, qualitative studies do not
count as evidence. However, these authors argue that the caring professions
require more than just the results of controlled experiments in the practice
of their disciplines, because real-life scenarios are not controlled situations;
there are a multitude of individual variances which need interpretation
by the practitioner. As Brilowski and Wendler (2005) note, caring may be
dependent on the circumstances, the environment and the people involved:
an attribute of caring that they describe as ‘variability’. This suggests that
there cannot be a single statement that accurately defines caring. However,
there have been a number of attempts by philosophers, nurses and others to
define it, often using a reductionist approach in which caring is defined through
describing a series of characteristics that can be ascribed to it (Box 3.1).

Box 3.1 Defining attributes of caring

Brilowski
Mayeroff Roach Swanson and Wendler Morse et al. Wolf et al.
(1971) (1987) (1991) (2005) (1990) (1994)
Knowing  Compassion Knowing Relationship  Human Respectful
Alternating Competence Being with Action trait deference
rhythms Confidence  Doing for  Attitude Moral to others
Patience  Conscience  Enabling Acceptance imperative  Assurance
Honesty = Commitment Maintaining Variability Affect of human
Trust belief Interpersonal presence
Humility relationship Positive
Hope Therapeutic ~ connectedness
Courage intervention  Professional
knowledge
Attentiveness
to other’s
experience
and skill

Caring is a particular emotional and behavioural response that draws
on technical and interpersonal knowledge and skills. Roach (1987) identi-
fies ‘compassion’, ‘conscience’ and ‘commitment’ as the emotional element,
whilst ‘competence’ and ‘confidence’ relate to the behavioural response. In
Swanson’s (1991) five categories of caring, ‘doing for’ is clearly a behavioural
response and ‘being with’ is the emotional response. The behavioural response
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alone — engaging with and doing things for people in a competent and
knowledgeable way — is not always done in a caring way. It is the integration of
the emotional element within the behaviour that defines an action as caring.

Malterud (2001) argues that even taken-for-granted medical tasks, such
as the reading of mammographic images, are not completely scientifically
proven; they are subject to individual interpretation. It is the ‘tacit knowledge’
of an experienced practitioner that is needed to supplement the scientific
results when undertaking clinical decision making. For example, Nay (2003:
342) states: ‘if EBP is to improve care outcomes for older people, it must also
be informed by care context, service user preferences, and clinical judgement
based on individualized assessments and care plans’. Through asking service
users in London about their experiences, Age Concern (2005) claimed that
professional care and care services in London were failing elderly people. In
this context, ‘care services’ refer to professional carers rather than lay carers.
The ways in which the services were deemed to be failing were:

e restricted access to care and support

e limited choice and control over care services, for example ‘with home
care, older people have little say about what is to be done, when and
by whom’ (p. 3)

e being put at risk from untrained and unqualified staff. It was claimed
that 'Although more care staff are gaining qualifications that demon-
strate their competence, the majority are still unqualified” and that
‘many care service managers and commissioners lack the necessary
skills and knowledge for their roles’ (p. 3)

e hardship caused by inadequate funding and controversy about who
pays for long-term care.

However, as in most situations, the care providers themselves may have a
different perspective leading to a lack of congruence between the perceptions
of the carer, who has to consider all those needing care, and the service user
who only knows his or her own needs. This is illustrated in Vignette 3.3.

Vignette 3.3

This week, Janet’s on holiday so they sent another carer, Rene. She
seems nice enough, but she’s vather bossy. | think she must have
been in a hurry. She says things like, ‘Come on, Joan, Let's get you
into the bath now, and then you can have your lunch’. 1 explained
my usual routine, that f 'm in a Lot of pain, it's better to Let the pills

(Continued)
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(Contlnued)

work before moving me too much. Rene says it will suit her better, as
she has other people to go to. Janet always asks before moving e, she
seems to have more time. UL be so glad whew she’s back on Monday.

In this case, Rene may genuinely have much less time than Janet as she has
to do Janet’s work as well as her own. Also, doing things differently does not
necessarily mean a lack of care. Rene’s view of caring may be more related to
efficiency for the whole case load. She may also have felt that the service user
was procrastinating over her bath in order to keep the carer there longer,
rather than actually being in pain. However, the self-aware professional
would reflect on the encounter afterwards and try to work out a compromise
between her perception, what the service user asked for, and the needs of
other service users. Kenny (1997) suggests that clinical practice is both sci-
ence and art, and that clinical judgement, the creative element of practice, is
poorly understood and often based on idiosyncratic opinion. Simply break-
ing caring down into a series of defining attributes does little to help. What
is needed is an understanding of the relationship between the application of
science and the art of caring.

In examining what caring actually is, Mayeroff (1971) lists eight major
ingredients (Box 3.1). Interestingly, his first ingredient is ‘knowing’. He
says that ‘in order to care I must understand the other’s needs and must
be able to respond properly’ (p. 19). For evidence-based professions, the
importance of knowledge in health and social care is paramount. Roach
(1987) equates competence with an appropriate level of knowledge and
skill. Swanson (1991) expands on this to suggest that a caring professional
will avoid assumptions and seek to understand the meaning of a situation
in the life of the service user, something the doctor caring for Mary did not
achieve (Vignette 3.4).

Vignette 3.4

My name s Mary. | was recovering from abdominal surgery to
treat endometriosis, a painful and debilitating condition. My
ntravenous drip had stopped working, the nurse had removed it
and a doctor had come to put a new one tn. The doctor was having
diffieulty finding a vein because | am fat. At one point he satd

(Continued)
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(Continued)

‘once You get home you will need to do more exercise then you'll
have veins like Arnold Schwarzenegger’. | burst into tears and
he taliked to wme as though [ was crying because of the discomfort
of the needle. | tried to explain, through my tears, that [ was not
squeamish wor worried by wneedles. | was crying because thad got
fat, because  had become more immobile and very tired due to pain.
My beloved garden was a wmess ano my home uncared for. | felt as
though he was blaming me for him not being able to find a vein.

To fully understand the meaning of the situation for the service user, the
professional must undertake a thorough assessment. This presupposes a
detailed knowledge of the range of normal human experience and an ability
to identify any health-related deviations. The focus of assessment is to under-
stand the needs of others, but responding to those needs requires knowledge
of interventions and how to implement them. Thus, the caring professional
will be an educated person who keeps up to date with changes and develop-
ments in practice. The problem with Mary’s story is that the doctor may not
have known that she perceived him as uncaring. He was probably becoming
a little stressed by the difficulty he was experiencing in putting the needle
in and tried to relieve the tension through humour. He may never have met
Mary before and almost certainly had not read her notes in detail. In this
case, the attempt at caring failed. For another service user, however, exactly
the same technique may have proved successful. In terms of art, perhaps this
equates with personal taste, and the fact that not everyone will be moved by
the same work of art. For example, Yves Klein’s painting of a blue rectangle,
entitled ‘Blue’ (DLA Piper, 2008), may leave some people cold whilst others
are strongly moved by it.

‘Alternating rhythms’ is Mayeroff’s (1971) second major ingredient of car-
ing. He suggests that the carer alternates between ‘doing’ and ‘doing nothing’.
In other words, sometimes caring involves taking some form of action, and at
other times standing back and allowing the service user to take responsibil-
ity for her- or himself. The carer will alternate between these two positions
within the wider context of what went before and after the event itself. For
Swanson (1991), this is characterised as enabling the service user to move
towards self-care.

Mayeroff (1971) describes the purpose of caring as helping another
to grow and self-actualise. Perhaps then, the object of caring in health
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and social care is to enable the service user to self-actualise and become
self-caring. Linked to this is the focus of caring on the future. Mayeroff
suggests that hope does not derive from dissatisfaction with the present
compared to future possibility, but rather a belief that the plenitude of
the present makes future growth a possibility. Swanson (1991) describes
this as ‘maintaining belief’ and discusses the hope-filled attitude of the
professionals who offer realistic optimism and belief in the service user’s
capacity to face whatever the future holds. In doing this, the caring rela-
tionship is one of trust; not the trust the service user has in the profes-
sional, but the trust the professional must have that the service user can
make autonomous choices (Mayeroff, 1971).

If the goal of caring is to help another to achieve self-actualisation, there
must be a relationship between the professional and the service user. This
has been described in various ways. For example, Roach (1987) suggests
that ‘compassion’ within caring involves sharing in the world of the service
user, and ‘commitment’ includes devotion to the needs of others. Swanson
(1991) describes ‘being with’ as being emotionally there with the service user
whether physically there or not. Watson (1997: 54, 60), who equates caring
with ‘the heart and soul of nursing’, adds another dimension — spirituality —
when she describes the art of caring as ‘soul to soul connecting’.

Whether or not one accepts the existence of a spiritual dimension to life,
for Noddings (2003), the relationship between the professional and the serv-
ice user is fundamental to the analysis of what caring is. She argues that
whilst the relationship is not equal, and there is no agreement that it will be
reciprocal, it is nevertheless the response of the service user that enhances or
diminishes the caring relationship. For example, she suggests that the serv-
ice user may respond in a positive way or the professional may be held off or
ignored. If the service user refuses to take on the role of being cared for, then,
it is argued, caring cannot happen.

Mayeroff (1971) however presents a different perspective. He suggests
that there are one-sided caring relationships. The example he uses is that
of a therapist caring for a service user. He argues that when the service
user becomes able to care for himself, and could therefore conceivably
care for the therapist, the therapeutic relationship ends. This recogni-
tion of the importance of maintaining professional relationships (Gen-
eral Medical Council, 2006) and the acknowledgement of boundaries to
professional relationships (General Social Care Council, 2002; Nursing
and Midwifery Council, 2008) ensures that a reciprocal caring relation-
ship cannot develop between the health or social care professional and the
service user.
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Box 3.2 Definitions of art

Encarta (2009)

e the creation of beautiful or thought-provoking works

e beautiful or thought-provoking works produced through creative activity

e creation by human endeavour rather than by nature

o the set of techniques used by somebody in a particular field, or the use of
those techniques

o the skill or ability to do something well.

Cambridge Advanced Learner’s Dictionary (2009)

e the making of objects, images, music, etc. that are beautiful or that express
feelings

e an activity through which people express particular ideas

e a skill or special ability.

Dictionary definitions suggest that art is both a process and a product
(Box 3.2). Plato (c. 428-347 Bc cited in Harrison-Barbet, 1990) asserted
that art is the things which are acquired or produced by craft of skill, and Dr
Johnson (cited in Crystal, 1990: 73) suggested that art is ‘the power of doing
something not taught by nature or instinct; as to walk is natural, to dance is
art’. This all points to art being a skill or craft which is not instinctual, but is
learned and directed towards the aesthetic and the expression of emotions.
Harrison-Barbet (1990) thus asks whether there may be criteria that must
be fulfilled for something to be considered art, or whether it may simply be
a matter of subjective opinion; and if there are criteria, does the art of caring
fulfil them? Consider again Vignette 3.4.

We all think we know an uncaring health or social care professional when
we see one and we do not need a battery of empirical tests and carefully
designed research projects to ‘prove’ it. As experienced professionals, we
think we know when we are doing a good job, when an interaction is going
well, or when a student is honing and developing new skills under our super-
vision. The question is: do we really think at all? There is a danger that work,
even caring work, can become habitual, with a disregard for another’s view-
point. Do we treat others as we would like to be treated? Did Mary’s doctor
know that his humour was perceived as ill-meant? True caring has to include
accepting that others do not necessarily want to be treated the way we want
to be treated. People have different pain thresholds, different coping abili-
ties, and of course different senses of humour. Thus, the question is whether
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science alone can provide the understanding of caring that health and social
care professionals need in order to fulfil their role. With this in mind, we now
examine caring in light of the philosophy of art.

The philosophy of art seeks to establish what it is that makes something into
art. Are there criteria that must be fulfilled for something to be considered
art, or is it a matter of subjective opinion? Harrison-Barbet (1990) poses this
question by suggesting a comparison between the music of the Beatles and
Beethoven, or the writing of a Mills and Boon novelist and Tolstoy. Which
of these could be considered an expression of art, or are they all art carrying
degrees of artistic value? He goes on to suggest that in philosophical enquiry
into the nature of art, there are several areas for discussion. They include the
purpose of art and issues related to beauty and judgement.

One area of enquiry in the philosophy of art is the question: what is the
purpose of art? Sheppard (1987) suggests three potential purposes of art:

e Imitation or, in its widest sense, representation. This aims to provide a
bridge between eternal ideas and the way in which they are sensed by
the individual. Thus, the idea of beauty may be represented by music,
painting or dance. Likewise, the activities of a health or social care
professional could be a representation of the idea of caring. Another
way of looking at it is to suggest that a painting of an elephant, for
example, is a representation of an elephant — it is not the real thing
but can be recognised as an elephant nevertheless, and a ‘good’ paint-
ing of an elephant will be able to represent the power and grace of
an elephant as well as its physical form. Likewise, good physiotherapy
would represent not just the ability to manipulate the human body, but
to use touch in a way that represents caring.

e Expression which in art involves the communication of emotions. For
example, the artist might communicate love by writing a poem and
the painter might communicate sadness by painting a portrait of a
tearful person. The difficulty with this view of art is that individuals
have different emotional responses to the same stimuli, as is evident
in the comments of different art critics to the same piece of work.
Indeed, the example of Mary’s response to the doctor’s attempt at
humour during cannulation is an example of this.

e Aesthetic form which is defined in terms of its effect, as the ability to
arouse aesthetic emotion. Form is the way in which the elements — lines,
colours, words, musical notes and so on — are arranged and fused
into a complex unity. This is the creative aspect of art, the whole be-
ing more than the sum of the elements. It is only when the whole is
viewed that it arouses aesthetic emotion. Form differs from expres-
sion in that in form the intention is to elicit emotion in the audience
whereas in expression it is the artist’s intention to communicate his or
her own emotion. The artist may aim to arouse the aesthetic emotion by
creating something beautiful, however the opposite is also applicable.
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The audience gets a sense of what is beautiful by perceiving ugliness.
This is one reason why works such as Damien Hirst’s (2005) ‘Prodigal
Son (Divided)’, a sculpture of a dead calf cut in half and suspended in
formaldehyde, comes to be recognised as art.

If caring is to be considered an art, then presumably it must fulfil the
purpose of art.

Vignette 3.5

[ could see the nurse at the door of my roome. [ had just got my baby
sow off to sleep after a disturbed night of many medical tests. [ was
desperate that he was not woken again. But she was clearly coming
in. | was surprised at how quicetly she opened the door, she looked at
my babg, thew over to me and mouthed ‘are You OK?'. | nodded and
somehow [ trusted her. She stood over my baby, just Looking for a
mowment or two, them as she Lleft the room she beckoned we to follow.
Outside she quietly explained that she must check his vital signs
as his temperature had been high earlier. | had to agree. We crept
back tnto the room. Fivst she quietly put her hand through the bars
of the cot and held my baby’'s wrist. Thew she silently and slow-
Ly lifted the heavy cot side, supporting the cateh with her knee to
stop it clanking. she lowered it and slowly moved the sheet aside.
She gently placed the thermometer under my naked son's arm. He
stirred but she put her hand gently on his back. It seemed a long
walt but eventually she removed the thermometer. She put the cot-
side up as cautiously as she had Lowered it, all the time Looking
at my baby, thew she put the thermometer away and wrote on the
chart. She showed me what she had written, gave me the thumbs
wp, and Lleft the voom. It was awesome to wateh her skills. | would
have trusted wmy baby's Life to her because she caved the way | did.

In this story, perhaps the concept the nurse was imitating or representing
through her actions was a mother’s care because the mother did not have the
knowledge and skill to monitor vital signs. The emotions she was expressing
were empathy and humanism. The emotions this evoked in the mother were
awe and trust. Of course, just because we can identify characteristics of art
in an episode of professional care, this does not make caring into art, but it
equally does not lead us to reject the notion of caring as an art form.

Another major area of enquiry in the philosophy of art is the issue of beauty
and judgement, the question being, what constitutes ‘good’ art and ‘bad’ art?
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Good art, it could be argued, is that which achieves its objective, for example
successfully representing an idea and object, or which successfully expresses
an emotion, or draws on the emotions of others. Bad art, on the other hand,
would be that which makes representation, or fails to express emotion. Per-
haps the doctor’s humour in Vignette 3.4 was bad art because he failed to
elicit the emotion he sought: laughter.

Gendron (1994) used the fascinating analogy of tapestry to explore artistic
nursing activities which could equally be applied to care by any health or
social care profession. She described the warp as contextual knowledge and
skills, available resources and policies; and the weft as the creative pattern
of care. She further described the warp as a background structure involving
scientific facts, conceptual ideas, technical skills and the assessing, planning,
implementing and evaluating skills components of the care professional.
This background structure also incorporates a professional’s mandate and
role as designated by the professional body. The weft of care was defined as
‘a creative pattern ... woven on the warp strings of constraints, knowledge
and skills’ (Gendron, 1994: 25). She suggested that art in caring evolves: it
is not a calculated construction, and asserted that the aesthetic pattern is
paramount in caring, suggesting that the weft has the qualities of balance,
harmony, rhythm, tone and unity. She argued that one needs to match caring
actions to the person being cared for by attuning to, and synchronising with,
her or him, and that requires an intuitive grasp or whole understanding.
‘The analogy of warp and weft can help nurses think about how a structured
framework for practice is combined with creative, individualised care for
each person — the essence of nursing art’ (Gendron, 1994: 29). This idea is in
opposition to the notion that caring is an art and therefore taught, not innate.
It suggests that we demonstrate caring behaviour primarily as a result of the
desire to help someone; to enable them to cope with their illness or social
difficulty, or to recover fully and perhaps enjoy an increased level of wellness
and quality of life. Motivation to care cannot be taught, nor can it be gained
from empirical research projects. It can, however, be nurtured.

Brink (1993) uses the analogy of the artist to facilitate understanding of
the relationship between the art and science of caring in nursing. This analogy
could be applied to any health or social care professional. Like the artist,
the health or social care professional has some inherent talent for caring
which needs to be nurtured and perfected through practice. All artists need
to know something about their art, thus health or social care professionals
need to know about their professional role. Brink (1993: 145) defines the sci-
ence of caring as its knowledge base: ‘Just as a dancer or a painter needs to
know the science behind the dance or painting, so too the nurse needs to
know the science behind the artistry of nursing’. She reflects on the critical
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importance of science for the knowledge and appreciation of what has led to
the need for professional care, how health or social care professionals have
solved problems, and what explanations they have offered to underpin their
caring behaviour or interventions. Vignette 3.6 illustrates how two nurses
used their knowledge to care for a child, but one used her creativity to make
it beautiful.

Vignette 3.6

My baby was asleep so | was looking around the ward watehing
what was happening. A Llittle boy with a broken arm was brought
back, from theatre. He was crying for his mother who had gone off to
have a quick lunch. The nurse who recelved him settled him tnto bed
and thew picked up the chart and asked him to squeeze her hand. |
guessed she wanted to check i his fingers woved OK in the plaster.
The child was clearly too distressed to respond so she didn't get any-
where and spoke more and more Loudly, almost shouting above his
crying. That nurse was then called to the desk and another nurse
wewnt to the Little bog. She moved very close to him, stroked his head
and reassured hime that mummy would be back soon and had just
gone for a sandwich. The boy seemed to understand and began to
calm dowwn. Thew the nurse held both his hands and said that he
could squeeze her hands as havd as he wanted. Thew she pretended
Lt hurt and praised how tight he could squeeze, he glggled. she did
the medical check without the child even knowing she had done it,
and she cheered him up into the bargain. it was lovely to watch.

Here we see an example of how the nurse clearly reflected on how she
could apply the science of assessment of peripheral circulation to a child who
was screaming.

The early work of three nurse theorists (Carper, 1978; Peplau, 1988;
Watson, 1981) adds further to our understanding of caring as art. They were
writing explicitly about nursing but as health care provision has evolved, such
that the caring element of all health and social care professionals is now rec-
ognised as important, much of what they say could be applied more widely
than to nursing alone.

Carper (1978) describes aesthetics: the art of nursing, as one of four patterns
of knowing in nursing. Again, this could be applied to any health or social
care profession. She describes aesthetic knowing as expressive and made
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visible through action to the service user who is transformed by it. Carper
does not however suggest that aesthetic knowing equates with the theory of
aesthetics in art, that is, the notion of beauty and the emotions thus evoked
(Sheppard, 1987). Instead, she links it with empathy, ‘the capacity for par-
ticipating in or vicariously experiencing another’s feelings’ (Sheppard, 1987:
16). She does, however, suggest that through aesthetic knowing, the design
of nursing activities will have a sense of form and unity in the way in which
they are structured, thus drawing implicitly on one of the concepts from the
philosophy of art. Using this theory, the event described in Vignette 3.6 could
be ascribed an aesthetic quality.

Watson (1981), in her discourse on nursing’s scientific quest, made refer-
ence to art forms by suggesting that the motivation of both art and science is
the same. She states that ‘science is nothing else than the search to discover
unity in the wild variety of nature or ... in the variety of our experiences.
Poetry, painting, the arts are the same search ...” (Watson, 1981: 413). Thus,
she argued that discoveries in science are a creation in the same way as origi-
nal art. She went on to use this line of argument to support the use of human-
istic research in nursing as a way of linking scientific rigor with the tradition
of the art of nursing. Later, she makes the point that it is crucial to know the
functions that science cannot perform for understanding professional prac-
tice in health care, and those that the humanities cannot perform in pro-
viding a knowledge base for a health care practitioner (Watson, 1985). She
suggests that ‘science is concerned with methods, generalizations, and pre-
dictions’ while the humanities ‘look for individual differences and unique-
ness’. ‘Science and the Arts each have their own value system and every
individual practitioner has to relate to both of these while taking account of
his or her own values’ (Watson, 1985: 4).

Peplau (1988) makes more explicit reference to the philosophy of art. She
suggests that nursing is an enabling, empowering, transforming art which
has the aim of moving people in the same way that they may be moved by
music or literature. She suggests that the medium of nursing art is the nurse
herself, the process is in nurse—service user interactions, and the outcome
is change which is within the service user and highly private. This view of
nursing art in some ways relates closely to other art forms. For example,
in painting, the medium is paint on canvas, the interaction is between the
artist, the paint and the canvas, and the outcome is a painting which elicits
individual and private emotions from each observer. An area where nursing
does not equate with other art forms in Peplau’s explanation is that there is
a medium other than the artist in art. For painting, it is the paint; in music,
it is the musical instruments; in poetry, it is language. Peplau does not
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identify any medium other than the artist in nursing as art. Also, Peplau fails
to explore the elements from which a work of art is created. Nevertheless,
this analogy of nursing and art adds to the notion of caring being more than
purely a learned skill.

Stecker (1993) suggests that one of the modern views of the nature of art is
that it is an open-ended concept and thus holds no essential attributes; there
is merely family resemblance between art forms. This suggests that as caring
does carry some of the characteristics of art, it can legitimately be described
as the art of caring. The art, it seems, is the way in which evidence for prac-
tice is mediated to the service user. Health and social care professionals use
knowledge from science and their own creativity to provide care suited to
each individual service user.

This discussion of caring in relation to the philosophy of art offers an
inclusive view of what constitutes evidence for practice, and should reduce
the temptation to see knowledge as arising from either science or the humani-
ties. Writing of caring in nursing, Seymour et al. (2003: 290) say: ‘If research
is presented solely as a scientific pursuit, then nurses will find it incongruent
with their practice’. This suggests that both the art of caring and the scien-
tific knowledge base need to inform the education of health and social care
professionals. Skills such as critical thinking and critical appraisal need to
be combined with caring characteristics such as compassion and respect for
others. Similarly, the altruism that urges health and social care profession-
als to care creatively for individuals lacks value if it is not informed by the
scientific knowledge necessary to provide the best possible care.

In a study of the meaning of caring to nurses in the intensive care
setting, Wilkin and Slevin (2004) used semi-structured interviews with a
sample of bedside nurses with data saturation being reached after 12 inter-
views. Content analysis using phenomenological methodology generated
three themes:

e knowledge: knowing the patient, caring for significant others,
technology, prioritising care, critical situations

e skills: nurse—patient interaction, physical support, advocacy, barriers
to caring

o feelings: comfort, touch, empathy, presence, dignity, holistic care, car-
ing for the carers.

Knowledge and skills are clearly the science element of caring and feelings
the aesthetic element. The inclusion of dignity as part of the art of caring ech-
oes the view of service users in the study by Age Concern (2005) discussed
earlier.
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Dignity features prominently in the government strategy for health and
social care provision, so much so that it has launched a Dignity in Care cam-
paign (DH, 2009b), one of its actions being to raise awareness of dignity in
care. In response, the Nursing and Midwifery Council (2009) issued guid-
ance to nurses and midwives saying that the essence of caring for older peo-
ple ‘is about getting to know and value people as individuals through effective
assessment, finding out how they want to be cared for from their perspec-
tive, and providing care which ensures that respect, dignity and fairness are
maintained’ (p. 6). Furthermore, the response from the Social Care Institute
for Excellence (2009) was to issue guidance on dignity in care to all social
care workers. In it, dignity has been described as identified dignity with four
overlapping ideas:

e Respect, shown to you as a human being and as an individual, by others,
and demonstrated by courtesy, good communication and taking time

e Privacy, in terms of personal space; modesty and privacy in personal care;
and confidentiality of treatment and personal information

¢ Self-esteem, self-worth, identity and a sense of oneself, promoted
by all the elements of dignity, but also by ‘all the little things’ — a clean and
respectable appearance, pleasant environments — and by choice, and being
listened to

¢ Autonomy, including freedom to act and freedom to decide, based on
opportunities to participate, and clear, comprehensive information. (p. 48)

This issue is discussed more fully in Chapter 6 which addresses values and
the service user. Suffice to say here, the respect for dignity is a key value for
caring health and social care professionals.

One of the complex aspects of care is the consequences when we as
individuals, professionals or as a community do not care. If caring is such
a fundamental value for health and social care professionals, this issue can-
not be avoided. For example, when we don’t care, we resist responsibility; we
resist the call to care as basic aspects of our being, and a basic value of our
profession. In not caring, we arrive at alienation, refusing the moral impera-
tive to create cooperative, mutually rewarding experiences (Brechin, 1998a).
Woodward (1997) speculates that a reduction in altruistic values in society is
identified as one possible cause, and another the goal of efficiency, so that in the
rush to meet tangible targets, expressive caring is one of the casualties, in that
it is unaccounted for in the budget allocation. Nystrom, et al. (2003) describe
these episodes as non-caring encounters (Vignette 3.7).
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Vignette 3.7

‘Sometimes [ am puzzled when | am lying on a trolley in
the corvidor. The same wurses arve running heve and there car-
rying pleces of paper. | don't know if it is the same paper or not,
[ have never asked about anything. But | have been wondering a
Lot why they rarely speak to wme. They wnever tell me what they have
done to me. | don't know amgtmw@' (Nggtrém et al., 2003: Fe4).

The question of what makes for good care can be evaluated in terms of
outcomes, for example success could mean a sick service user recovers, or
someone achieves optimum health, or even that someone self-actualises. Or
good care could be evaluated in terms of the process, for example what the
service user felt about the care given, and whether he or she felt cared for.
Brechin (1998b: 175) suggests that ‘any attempt to define “good care” must
be explicit about what the purpose of the care is assumed to be’. For the car-
ing professions, this purpose must be to ensure that everyone has safe and
effective evidence-based care, delivered to the same high quality, no matter
who they are, where they live or whatever their social circumstances.

As we have seen, caring takes two forms: the behavioural or instrumental
form which relies on competent technical ability, and the affective or expres-
sive form which involves human relationships. Instrumental caring is about
behaviour and the actions a person takes to look after someone, whilst the
expressive form includes an emotional element that values the uniqueness
of each human being as an individual. Whilst the former is crucial to the
conduct of professional practice, it is the latter which makes a qualitative
difference to how people experience care and is the cornerstone of values-
based care.
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Introduction

Many readers of this text may be concerned about what it is to be human in
a world that is ever-changing, complex and dynamic — in short, what is the
human condition? Part of being human, in evolutionary or developmental
terms, involves attempting to understand where we fit as mere ‘particles’
within the wider universe and where the atoms fit within our own individ-
ual, sub-universal selves. In our search for this understanding, our ‘gaze’ has
been drawn to the heavens (holism) (James, 1984) as well as to the depths
of the Soul (reductionism) (Rosenberg, 2006). Although, for many of us, our
search continues, we can begin to draw some tentative conclusions. In this
chapter, we focus our attention on four interrelated concepts that contribute
to our humanistic perspective of health care delivery: reductionism, holism,
value and humanism.

Reductionism

Reductionism is an ancient philosophy dating back, at least, to the early
Greeks. It is a procedure that we employ to attempt to understand how a
domain works by analysing its constituent parts. Domains can be any area
of study from the physical sciences such as objects, planets, geography and
biology to the social sciences of human behaviour, customs, rites, rituals and
so on. Domains also traverse the philosophical sciences such as law, language
and theology. In simple terms, we can apply reductionist procedures to the
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human body and, thus, arrive at an understanding of how the individual
parts, for example the nervous system, alimentary system and endocrine
system may function to maintain the integrity of the body in a state of what
we know as ‘life’. Through modern technology, we can deconstruct the human
body down to minute structures with electromagnetic microscopy and theorise
about molecular interaction (Ideker and Sharan, 2008). Furthermore, during
this procedure of reductionism through all levels, including the universe, the
world, the human body, the nervous system, neurones, synaptic gaps, chemi-
cals and atomic structures, it is said that each smaller theory is absorbed into
the greater. Given that we have only used the one example of the nervous sys-
tem, if this were applied to all domains, across all sciences, then all theories
could ultimately be absorbed into a ‘global thesis’ or a ‘theory of everything’
(Hawking, 1995). However, there may be problems with reductionism.

Holism

Holism dates back at least to the early Greeks and was summarised in the
Metaphysics by Aristotle as the whole being more than the sum of its parts
(Aristotle, 1998). The idea of holism, which is often said to be the opposite
of reductionism, is that the properties or parts of an overall system can-
not be totally understood by its components alone. If we take an example
from physics, we might be able to understand how an engine works from an
appreciation of its constituent parts, but we need another form of thinking
to appreciate what it is to have a car, to understand the transport system
and to appreciate our contribution to pollution and global warming. Thus,
holistically, the human being is more than the sum of its component atoms,
molecules, cells, organs, systems and body and would embrace aspirations,
drives, ambitions, beliefs, social interactions and so on. In scientific holism,
it is argued that because the whole is greater than the sum of its parts, then
the overall behaviour of the system cannot always be predicted and leads
to higher levels of complexity. An example of this can be seen in meteorol-
ogy and the weather. This notion of multifaceted interaction is referred to in
systems theory, chaos theory and complexity theory and, we would argue, is
resonant in human nature.

What we value

Values operate as standards by which our actions are selected. There is little
agreement in the science of values. Psychologists, sociologists, anthropologists
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and philosophers all disagree as to the emergence, function and dynamics
of values (Giddens, 1997). However, at an axiomatic level, we understand
values to be part of our societal traditions, mores, beliefs and normative pre-
scriptions that bind communities together. This is despite the fact that they
may be different in differing sub-groups of a community, may change over
time, are affected by circumstances and may be held rigidly or weakly. In
terms of health and social care, we can note that values are held in relation to
reductionist approaches to understanding how the body works and holistic
approaches in relation to the bio-psycho-socio-spiritual functioning of the
self in the world. These contrasting approaches are often complementary in
our understanding of health and social care and most assuredly are inter-
related in the human condition.

Humanism

For most of us, when the integrity of the body or mind is threatened through
being in a state of ill health or social difficulty, there is an underpinning
drive to return to a state of health equilibrium and in doing so we may draw
on numerous humanistic qualities (Herrick, 2005). We may ascribe whole-
heartedly to a reductionist approach in the rationalist notion of cause and
effect or we may draw on a holistic belief system in the mystical sense of being
greater than the sum of our parts. In the former, we may rely, for example,
on modern surgical or pharmacological remedies whilst in the latter we may
draw on complementary therapies which remain largely unexplained. Fur-
thermore, in this latter mode, we may rely on a greater authority by invoking
a more divine therapeutic involvement through spirituality. In any event, we
can see the human impact of all modes of thinking in the human condition.

In this chapter, we will offer a critique of the contemporary reliance on
evidence-based practice in Western health care systems and argue that this
mode of thinking is merely one in a range of ‘sciences’. It is our view that by
focusing on a reductionist perspective alone merely eradicates the human-
ness in health and social care, and that other modes of beliefs are comple-
mentary to the human condition.

The Nature of Value

Personal values are acquired and developed early on in our lives, shaping
and influencing our thinking and behaviour (Warne and McAndrew, 2008).
In relation to the bio-psycho-socio-spiritual functioning of the self in the
world, values are neither identical with nor reducible to particular psychological
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phenomena: liking or disliking, preferring, evaluating, valuing or devaluing,
whether taken singly or in various combinations (Lemos, 1995). By their indi-
vidual disposition, personal values may never be articulated or shared. They
indicate a belonging to different social groupings with a degree of homo-
geneity, such as our work, leisure activities or religious observance; they
may or may not separate each grouping from others. Thus, heterogeneous
groups with individual members with conflicting values may or may not be
disclosed.

Taking the view that it is false to assume that people know what their val-
ues are, identifying one’s values requires a person to decisively penetrate
their moral index and form a values inventory. In reality, most people are
living the values of others. Only when undertaking this conscious process
and developing an inventory of personal values, identifying why these values
are important to oneself and committing to them, are we able to live our own
values. This exercise potentially reveals the ethical position of oneself and
potentially the depth of self-indulgence or more sinisterly the extent of our
immoral values. This account will incorporate a number of axiological stud-
ies and encompassing concepts which may include personal, organisational
and societal notions of value and which also have correlated ethical and aes-
thetic features. These in turn will provide a distinct viewpoint on the nature
of value and its influence on the human condition.

Values can constitute an individual’s identity and also be shared by groups
of different individuals, and similar individuals in a broader societal and cul-
tural order. Examples could be respect for others, justice, concern for others,
self-discipline, loyalty, competence and cooperation. Societal values could
include authority, equality, legal protection and education. Social groups
generally have a set of values, held within a loose psycho-social framework,
for example religious or patriotic beliefs. Yet an individual’s value of one con-
cept may conflict or compete with another, creating a dissonance within that
individual as shown in Vignette 4.1.

Vignette 4.1

My name is Pavel, [ am a 54-year-old Lorry driver, married with two
young daughters, aged 9 and 11 years. | am in hospital with bad
pain in my left Leg. L am waiting for amputation due to insufficient
blood supply caused partly by my smoking. Medication only dulls
the pain and in an attempt to feel relaxed, | need to go out from the
ward to smoke and the nearest place is the vestibule of the main

(Contlnued)
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(Continued)

pedestrian entrance to the hospital. [ know that 1 should smoke
in designated areas to reduce the passive smoking by those enter-
ing and leaving the hospital. Also, [ should try to stop smoking to
tmprovemy healthinlightofmy currentproblemandproposedsurgery.

An elementary evaluation of the scenario could be that Pavel wants to
smoke to help him relax from the sustained pain in his leg (the value of
autonomy). Yet, he is aware that people using the main entrance will directly
be affected by him smoking in a public area (maintaining the value of non-
malfeasance). Continuing to smoke, he could exacerbate his symptoms and
potentially affect his chances of continuing to work to maintain an income
for his family (again, the value of non-malfeasance). In this case, the locus
of control on what individually is viewed as the more respected value or val-
ues at a given time, is internally deliberated by Pavel (autonomy versus non-
malfeasance). He views the use of smoking as his means of coping whilst in
an acute stage of his condition. It could be claimed controversially by those
accessing the hospital that his actions are universally harmful and antago-
nistic (malicious); also, from an emotive position, that he is jeopardising his
employment status and the means to support his family (self-determination).
Further, discarding the lit cigarette into a general waste bin or onto the car-
peted floor in the main entrance as a careless act graphically illustrates the
position Pavel selfishly takes. Taking an extreme view that there exists an
increased risk of fire which could affect staff, service users and visitors, Pavel
may fleetingly acknowledge his behaviour as an irresponsible act. Would he
then excuse it by admitting that he was preoccupied by the pain in his leg, the
prospect of his worsening health or the possibility of losing his job? Argua-
bly, he had the choice of two courses of action, both of which he could view as
morally right, but only one choice to make, a classic ethical dilemma (Purtilo,
1993). His choosing to take one course of action upholds his values at that
time, though compromises and challenges the values of another (Beauchamp
and Childress, 1994).

Which of those values should override the other? Is it the true nature of a
human being to act in their personal interests first, and then respond altruis-
tically when publicly exposed? Ethics can be defined as thinking and reason-
ing about morality (Rowson, 1990: 3), though it is also about being human
and living in today’s world: acknowledging that people have different views,
values and experiences. Tschudin and Marks-Maran (1993: 3) suggest the
view that ‘it is not a question of who is right or wrong, but of how you can
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Self-

- Universalism
Direction

- Stimulation

Benevolence

Hedonism

Achievement

Figure 4.1 Guiding principles for life (Schwartz, 1992, 1994)

know what you believe is valuable, and stand by that value, and respect other
people’s values’. Further, they add that it is ‘about understanding how your
feelings and society’s norms relate to each other, and how you decide for
yourself and others’.

Although a powerfully influential and diverse concept, the nature of value,
controversially, could be viewed as almost indeterminate. Furthermore, when
value is described, an assumption is that it provides only a vague indication
of its universal worth. If we take the view of Frankl (cited in Wirth, 2007),
there are three central values in life: the experiential, or that which happens
to us; the creative, or that which we bring into existence; and the attitudi-
nal, or our response in difficult or challenging circumstances. Employing all
three simultaneously in our activities is ultimately how we thrive as human
beings, both altruistically and egocentrically, with competing beliefs.

Schwartz (1992, 1994) used his ‘Schwartz Value Inventory’ (SVI) for a wide
survey of over 60,000 people to identify common values that acted as guiding
principles for their lives, depicted here as a circular representation of the value
types (Figure 4.1). The value type domains are ‘super grouped’ into four higher-
order value types: on one side, ‘openness to change’ and ‘self-enhancement’;
on the opposite side of the circle, ‘conservation’ and ‘self-transcendence’. On
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examination, the values form something of a spectrum with successive
values often having a close relationship.

Described in detail within his published work (1992, 1994), Schwartz’s
domains of his inventory include following value types:

‘power’ — those individuals that value social status, prestige and
dominance over people and resources

‘achievement’ — relating to personal success and admiration
(benevolence) — advocating an ethical virtue of non-malfeasance,
promoting the welfare of others

‘tradition’ — representing a respect of traditions and customs.

Other value types identified by Schwartz et al. (2002) reveal more indul-
gent characteristics, such as ‘hedonism’ representing a value type where
preference is given to pleasure and self-gratification; ‘stimulation’ repre-
senting a group of values that express a preference for an exciting life; and
‘self-direction’, a distinct group of values that value independence, creativ-
ity and freedom. Along with more principled value types noted within the
inventory, is a ‘conformity’ value type containing values that represent obe-
dience, with ‘universalism’ representing a value type whose preference is
for social justice and tolerance, and, finally, ‘security’ as a value orientation
containing values relating to the safety, harmony and welfare of society
and of oneself. It could be argued that exposure to the value types endorsed
by Schwartz et al. (2002), as elements of our moral index, will enhance
the development of oneself. We grow from infancy, learning and rehearsing,
executing learned behaviours, employing numerous value dimensions.
These signify our status as an individual along with a profound set of psycho-
sociological and spiritual principles, be they inhibited by custom or
expressed creatively without bounds. By tacit adherence to one’s own value
code, it is the expression of oneself.

Return to Task Orientation

From value to task

In the reductionist ideology, there is a tendency to focus on the individual
part, which has the potential for the overall picture to become confused. For
example, in the development of the industrialised world, in relation to the
modes of production, factories were designed for individuals to work on one
small component of an overall product. This mechanistic approach ensured
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the effective use of labour, but at a cost of tedium for the workers. Employees
working on a conveyor-belt production line may have the reductionist task of
putting a particular bolt on a specific part of the construction but the overall
end-product of a car, for example, is merely a distant figment. Throughout
the last century, this conveyor-belt industrialisation became known as Ford-
ism, after the Ford factory production of cars, with its focus on task orienta-
tion, efficient modes of production (at a physical and psychological cost to
the workers) and consumerism (Bakker and Miller, 1996; Lundy, 2007). It
is not surprising that in the post-Second World War era and the inception
of the NHS in the UK, the medical model and numerous nursing models
were reductionist in nature, viewing parts of the body and mind as ‘broken’
and requiring health services to ‘fix’ them (Shaw and Mountain, 2007). This
mechanistic approach to health care saw hospitals as factories with input,
throughput and output recorded as admission rates (Richman, 1987). This
led to a concentration on the human being as a set of sub-components that
if all are working effectively constitutes the overall state of being human.
Unfortunately (or fortunately), this falls short of understanding the essence
of being human (Norman, 2004).

Throughout the closing decades of the last century, and the early part of
this century, two major factors have converged to influence our current health
and social care services. These factors are technological advancements and
political ideologies. The development of the microchip has led to the huge
leap forward in information technologies with giant strides being made in
health science. This, Foucault (1973) suggests, has produced a ‘medical gaze’
on the micro-aspects of the body with keyhole surgery, fibre-optics and map-
ping techniques revealing the previously hidden parts of the body as visible
entities on TV screens. Whilst progression of health science is creditable and
welcome, it comes at a potential cost to the service user at an individual level.
The increase in technology, for all health care professionals, can lead to a
focus on equipment rather than on the service user (Cooper, 1993). By neces-
sity, complicated equipment requires careful and expert management, which
centres the attention on the task at hand. The task, or job, is to ensure the
effective functioning and operation of the technology rather than the serv-
ice user. This has been noted in numerous health care arenas (Heath et al.,
2003; Smith, 1997).

The second factor or, more accurately, the second set of factors, involves
political ideologies. The consumerist approaches within the capitalism
of Margaret Thatcher and the Conservative government of the 1980s and
1990s led to many health and social care reforms being set within a market-
economy-driven structure. The values of care delivery were subsumed within
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the dominant force of profit. The drive for profit inevitably involves competition
and the use of cheap labour. Although ideologically such a consumerist approach
in businesses would suggest the evolution of waste reduction and increased
quality of services, in health and social care organisations, these drives may
well be misdirected (Smith, 1997). An example would be the placing of hospi-
tal cleaning services with private companies, who competed for the contracts
in the open market. This resulted, as would be expected, in the use of cheap
labour and cleaning materials, at a reduced cost to the company with the conse-
quences of a poor cleaning service (Cooper et al., 2003). Some have suggested
that the result of this is the high levels of infections (the Superbugs — MRSA,
C. Diff.) seen in some of our contemporary hospitals (Greenstein et al., 2003).
Over the past decade, New Labour policies have fared little better with Foun-
dation Trusts and the implementation of the Modern Matron having little
impact (Bolton, 2003). Although Tony Blair attempted to re-focus attention
on the individual service user, the government appeared to lose sight of the
holism of the person through an emphasis, even obsession, on quantifying
the entire process of health and social care delivery. Indeed, there has also
been the suggestion of measuring how much compassion a nurse shows and
how often they smile at service users! (Carvel, 2008).

Tensions in health and social care

Emerging from the foregoing brief history of contemporary health and social
care influences are a number of themes and these are: expectations, roles
and accountability. Expectations refer to what can be realistically antici-
pated from health and social care services in relation to the limitations in
resources and professional knowledge (Manser and Staender, 2005). For
example, there is frequent debate concerning the expensive price of certain
drugs and a care provider’s decision not to provide it on the NHS for indi-
vidual service users suffering from cancer. Furthermore, we appreciate that
despite modern treatments, service users continue to die, thus indicating the
limits to medicine (Illich, 1976). However, expectations also involve the pre-
diction of standards as a norm to be anticipated. In this sense, it is what we
can expect from a service after we have balanced the tension between limi-
tations and desires. Another tension involves the changing role dynamics of
the professionals, the service users and their families. From the traditional
accepted abdication of responsibility within the Parsonian sick role (Par-
sons, 1951), service users now share accountability for their illness or social
situation, are partly responsible for recovery and are expected to contribute
to their care (Fendrick et al., 2001; Holden, 2007). Professional roles have
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changed in response to the dynamic of contemporary health and social care
services with a strong emphasis on the effective management of the infra-
structure of the organisation. At a macro-organisational level, this focuses
on waiting times, bed management, early discharge, case closure and so on,
and at a micro-organisational level on care plans, birth plans, administrative
forms and so on. Relatives’ roles have also changed as they expect the care
services to function like any other service. Complaints have increased as the
silent respect for professionals, particularly doctors and nurses, has evapo-
rated (Blickstein, 2007; Cowan and Anthony, 2008; Floyd, 2008). It would
appear that they are now just as likely to be threatened as thanked. Account-
ability has emerged as a powerful factor in modern health and social care with
increases in litigation, compensation and out-of-court settlements (Blickstein,
2007; Floyd, 2008). The setting of targets by the government has allowed
for the monitoring of results with the corollary of dismissal in the event of
failure (Shaw et al., 2008). These factors, then, have coalesced to change the
value structure within health and social care which encourages a focus on the
reductionist parts and loses sight of the service user at a holistic level.

A few examples should now suffice to bring these factors into stark relief.
Service users are expected to comply with the professionals’ request for early
self-help and discharge. They are also expected to negotiate care and contrib-
ute through becoming autonomous. Relatives are now expected to be more
fully involved in the service users’ care, for example in cooking and feed-
ing, toileting, washing, cleaning and shopping. The move towards a closer
relative involvement is reflected in partners attending childbirth, parents
staying with their children in hospital over the 24-hour period and families
being involved in the single assessment process for vulnerable people in the
community. Professionals may shed these interactional and interpersonal
aspects of care delivery as they expect service users and relatives to man-
age these holistic elements. If relatives are expected to provide this, then it
allows the professionals to focus more on the management and operational-
ising aspects of the task.

Seen in reductionist terms, task allocation is managed through assess-
ing the requirements of the task (what needs to be done), operationalis-
ing it (doing it) and evaluating the outcome (reflecting on it) (Pearcey,
2007). However, the skills and competencies required to undertake task
management — even a health or social care task — may not be those required
by a holistic professional. It may be that a manager has the skills of task alloca-
tion whilst the health or social care professional has the skills to perceive the
service user in a holistic manner. In nursing, for example, the care role has
come under scrutiny in recent times in relation to the skills and competen-
cies that are required (Pearcey, 2008). The current move in the UK to provide
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nursing education at degree level only would suggest that qualified nurses
will be a minority of the health care workforce in the future. The main caring
role will likely be undertaken by a larger group of unregistered Health Care
Assistants (HCAs), a highly skilled but smaller nursing group and a service
user population expected to meet their own health care needs (Bach et al.,
2008). This phenomenon is also seen in other professional areas with roles
such as physician’s assistant and mental health worker developing. Vignette
4.2 illustrates the possible outcome for service users.

Vignette 4.2

Jim and Betty are both octogenarians, have been married for 63
years and have three children, the closest of whom lives 103 miles
away. In order to assist Betty and Jum, a carer comes and show-
ers_Jim each worning. Barly one morning Jim sustains a fall
which results tn admission to hospital after sustaining a fractured
femur and cuts to his head and legs. He also has dementin which
ls wmade worse by unfamdiliar surroundings. Betty accompanies
Jim on his admission at 02.20 hours and as he is proving diffi-
cult to manage, chronic staff shortages and the fact that Betty and
Jim have never spent a night apart, the staff encowrage Betty to
remain in a siole room with her husband. The following wmorning a
Healtheare Support Worker (HSW) arvives and presents Betty with
a bowl in order to assist her husband with his hygiene. At 15.00
hours a Staff Nurse goes to check on Jim and finds him and his
wife collapsed, survounded by untouched breakfast and lunch trays.

The questions that should arise from this are twofold. First, would the out-
comes of the scenario change if on admission there had been no chronic staff
shortage? This is debatable given that the full staff complement would have
predominantly been Healthcare Support Workers (HSWs), Second, if a quali-
fied nurse had gone in with the bowl as opposed to the HSW, would she have
noted that Betty appeared exhausted and had not been able to get a drink?

Structured Assessment

Plato deals with the notion of learning in his inimitable fashion within the
Socratic dialogue Meno (Hutchinson, 1997) and this has an interesting
perspective on the idea of ‘assessment’. Meno begins by asking Socrates to
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explain to him whether virtue is acquired by teaching or by practice; or if
neither ... then whether it comes to man by nature, or in what other way?
The answer involves issues of education, learning and teaching within the
overarching concept of what constitutes knowledge. To facilitate Socrates’
point, he invites a young slave boy over who represents ignorance and the
uneducated in early Greek times. Socrates then asks the slave boy to draw a
square in the sand and, through a series of questions and answers, leads the
boy through some complex geometric examples dealing with squared num-
bers and angles. At the end of the session, he then sends the slave boy off to
his work and turns to Meno to enquire whether the slave boy has learnt any-
thing, is now educated or if the knowledge was always there and just needed
to be brought out. A lengthy discussion takes place regarding the process of
what had happened in the interaction between Socrates and the slave boy.
What is relevant to us here is the issue that we do not actually know whether
the slave boy is educated or not or has learnt anything from Socrates because
he is not assessed, and he never returns in the dialogue to give any other
indication, practical or theoretical, that he has learnt something. All we have
to go on is the answers he gave to Socrates’ questions when asked.

However, what is clear within the Meno dialogue is the ongoing formative
assessment as Socrates continually gauges whether the boy understands as
he does, indeed, frequently claim to do so. However, without a summative
assessment, we do not actually know whether the value of the knowledge,
education and learning is applied, either in practice or in theory. From this,
we make an assumption that it would be a positive endeavour if we could
assess the slave boy to see if he had learnt something. We could undertake
this assessment through a number of formal instruments by examinations,
assignments and projects, for example, or we could employ a structured eval-
uation by observing a practical test in which he would do a task to reveal his
knowledge of geometry. Of course, we juxtapose this type of formal assess-
ment with a more intuitive evaluation which would incorporate watching
and listening to the interaction between Socrates and the slave boy with a
belief in the process of the educational framework, in this case questioning
and answer. The issue now turns to the underpinning values inherent in both
formal and informal (or intuitive) assessments.

Formal and intuitive assessments
In contemporary health and social care, there is an emphasis on evidence-

based practice and this is as much the case in the practice arena as it is in pro-
fessional education itself. There is a reliance on the structured assessments
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that are considered to be scientific in the sense that they usually involve
some degree of measurement. The growth in instruments to perform a
degree of assessment is vast and continues to expand (Mason and White-
head, 2003). This reliance on quantification reflects the belief in the hard
science of numbers with statistics being the favoured religion. In clinical
terms, there are APGAR scores at birth (Finster and Wood, 2005), percen-
tiles through growth (Hemachandra et al., 2007), measures of quality of life
(Rajmil et al., 2004) and all manner of scales of mental health, personality
function, behavioural repertoires and the experience of pain (Williamson
and Hoggart, 2005), to mention but a few. In professional education, we are
familiar with unseen examinations, assignments, essays, objective, struc-
tured, clinical examinations, portfolios, multiple-choice exams and so on.
In all these, the values pivot on the notion of hard evidence extracted by
an array of measurement tools, some clearly quantitative but others most
assuredly qualitative.

Informal, or intuitive, assessments, on the other hand, are held to be more
strictly qualitative and by dint of this term are devalued in relation to the
evidence-based approaches. However, a brief foray into this intuitive assess-
ment procedure reveals a different picture. Intuition is an internal and often
subconscious process that is grounded in tradition, experience and instinct.
Traditional values are those that have been passed on from generation to
generation and have been formulated in evolutionary terms over hun-
dreds and thousands of years. They form the basis of our collective uncon-
scious and make up our cultural mosaic, which as we can see contributes
to establishing differences between societies. However, despite these differ-
ences, there are consistent imperatives across cultures, perhaps in varying
strengths, but none the less inherently established, such as caring for the
sick and socially deprived. Experience can be said to emanate from an inter-
action with traditional values and also contributes in turn to maintaining
them. Once exposed to, say, the values of caring for others, we then employ
that experience to perpetuate those beliefs for future generations and teach
others those values. Experience of those principles becomes established as
the normative standards by which our culture functions and certain behav-
ioural actions become expected, such as caring for the sick. This type of expe-
rience becomes respected and valued. Instinct refers to innate patterns of
behaviour that occur in response to certain stimuli without necessarily any
actual experience of how to act in a certain way. This can be said to be a way
of intuitively acting or thinking in a pre-determined and natural way. For
example, if an egg is hatched in an incubator, the caged bird will grow and
have the skills to build a nest independently of the experience of seeing one
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built. Therefore, the assumption is that we, as humans, may have certain values
(in our example, caring for the sick), even if we were born and raised on an
island away from all other humans. In short, we would instinctively value
caring for others.

Dehumanisation

In philosophical terms, humanism refers to a number of interrelated
concepts that are concerned with what it is to be a human being in this
world. It involves the nature, defining characteristics, abilities, pow-
ers, education, culture and, most notably, the values of being human.
Humanism is both a simple and a complex concept. In simple terms, it
is about the recognition of the value of others and sharing this world in
a common community in which everyone has an equal place. It is also
concerned with the ability to have empathy, in which we recognise the
pains and pleasures in others and reflect them back into ourselves. In
this way, we can ‘share’ and ‘know’ others’ feelings. However, humanism
is also a complex, yet coherent, system of substantive, ontological, episte-
mological, anthropological, sociological and psychological perspectives.
These bring in educational, aesthetic, political, ethical and moral claims,
which contribute to the cultural mosaic that forms community structures
(Kurtz, 2006; Norman, 2004).

There are, of course, many more aspects to being human and most writers
on this topic would include spirituality, poetry, art, history and morality, to
name but a few. Seeing such aspects to being human is clearly a reductionist
approach, which sub-divides human nature into ever more micro compo-
nents and suggests that each part is separate from the other. In reality, all
aspects are interrelated and have a dynamic affect on each other, with each
contributing to the holistic nature of being human (Herrick, 2005). When
we think of the self, we predominantly think of what it is like to be ‘me’ and
we perceive our ‘self in relation to the world from the ‘T’ that is within us.
However, as we live in this world with others, it is our relation to others that
makes us human and this relation is known as the ‘I-Thou’ primary relation,
in the classic text by Buber (1937). Within the ‘I-Thou’ relationship with oth-
ers, each culture, community and society arranges a set of social norms that
govern how we are to behave towards each other. These norms prescribe our
social action and take into account the nature of being human, which out-
lines ways of acting towards each other with accompanying sanctions when
they are transgressed (Giddens, 2000).
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Difference and distance

The role of norms in regard to dehumanisation is exemplified in the works of
Szasz (1974), Bauman (1996) and McPhail (1999). According to Szasz, mental
illness is traditionally based on the medical ethic that a neurological cause
lies behind each variance from normal behaviour and thought. Yet, the
judgement of ‘normal’ is based on a complex interplay of sociological, ethical
and political factors and this, therefore, has the potential to dehumanise.
In order to dehumanise, we must be able to establish a difference between
‘them’ and ‘us’ and this difference then carries some element of a devaluation
towards ‘them’. We are all aware of the many prejudices that occur around
the world and we can name racial, religious and national as exemplars of
such intolerances. Once such differences have been identified and devalued,
we can then become detached from the commitment to the relationship with
the ‘other’ and separate ourselves from empathy with them. ‘They’ become
not like us and ‘“They’ are thus distanced from us. However, before we turn
our attention to health and social care issues, it is important to examine how
we, as human beings, can now move beyond mere distancing of the ‘other’ to
actually acting negatively towards them.

Bauman (1996), in his study of the Holocaust, describes how some social
theorists compare the processes required for the implementation of the
‘final solution’ to those of modern enterprises and bureaucracy. This gives
the historical nature of the Holocaust analysis a modern relevance, par-
ticularly in relation to health and social care. During the Holocaust, some
6 to 12 million people were put to death (Bauman, 1996). Whilst the starting
point of the Holocaust required a devaluation and alienation of the learning
disabled, the mentally ill, the Gypsies, the homosexuals and the Jews, the
ultimate outcome required the application of efficient business processes,
modern technology and systematic surveillance techniques. Those involved
in the process were arguably distanced from the moral implications of their
actions through the ‘normality’ imposed by the organisational process itself.
In short, the process of elimination becomes ‘normal’. Once the distance
between ‘them’ and ‘us’ is established, ‘they’ have to all become the same.
They become ‘The Jew’ (Lyotard, 1990). This is personified in the shaving
of their heads and making them wear the same striped ‘pyjamas’ in order to
maintain the detachment.

There are many examples of dehumanisation and the Holocaust is proba-
bly in the extreme. However, we must remember that it was men of medicine,
having taken the Hippocratic Oath, that performed the medical experiments
in the Holocaust. Furthermore, their defence at the Nuremburg trials was
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largely not based on a denial of their involvement but that the experiments
were legal (Hitler had changed the law) and had peer review acceptance.
However difficult it is to understand how medical professionals can break
such a code of morality, we should note that such transgressions have been
observed in ‘normal’ people. We should compare the Eugenics movement
in the UK, which saw the hospitalisation of thousands of people with learn-
ing disabilities and mental health problems over the previous century and
the analogy of the communist witch hunts in the USA. Both these show how
‘normal’ people may lose sight of the individual in an overarching prejudice
of belief.

At the level of science, Milgram (1974) conducted a series of controversial
experiments testing obedience (Blass, 2002). His experiments involved ‘nor-
mal’ subjects administering increasingly (perceived) painful electric shocks
as a form of punishment to a distanced victim (the stooge). The results of the
study showed that the various control mechanisms for moral agency can be
disengaged in ‘normal’ people and that this disengagement is inversely cor-
related to the distance between the subject and the victim (Milgram, 1974).
Haney et al. (1973) investigated the process of dehumanisation and de-indi-
vidualisation in a controlled ‘total environment’. The two-week experiment,
known as the Stanford Prison Experiment, in which 24 college students were
assigned the roles of either prisoner or guard, was disbanded after only six
days as altered behaviour within the study sample evoked serious ethical
concerns. It was shown that individuals, who had been previously psycho-
metrically tested for their ‘normality’ could, when placed in certain contrived
situations, adopt roles beyond the boundaries of their previous norms, laws,
ethics and morals (Zimbardo et al., 1999).

The history of the Holocaust, therefore, demonstrates that dehumanisa-
tion can occur in people who are considered to be ‘normal’ and can take place
in the monstrous event as well as the mundane of everyday life. In fact, it is
quite surprising the extent to which it is occurring throughout our society —
for example, in sport with the use of performance enhancement (Culbertson,
2007), in reality TV shows (Menon, 2006) and in the creation of the ‘enemy-
image’ (Maiese, 2003). Therefore, it should come as no surprise to realise
that in health and social care settings dehumanisation is also taking place.

Dehumanised values in health and social care

Health and social care settings are part of an overall system of services that
form an industry of care. But, by the nature of the services that are delivered,
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they are usually constructed as large organisations. Here we will use hospitals as
an example. Like most large organisations, they require systems of process
to manage their productivity and these systems may well emerge to be the
focus of scrutiny in themselves, rather than the product that they produce.
When dealing with tangible products, such as motor cars, the systems that
produce them can be quality assured in an effective and quantifiable way
involving measures of performance-related outcomes. Furthermore, whilst
the product of a good car is set within parameters of a quality assurance
framework, a health condition transcends these boundaries to an existen-
tial level of meaning. In measuring a medical condition in terms of waiting
times, inpatient admission rates, throughput and output, outcome data and
discharge times, which are all necessary and appropriate, we can lose sight
of the quality of that journey for the person concerned. The analogy of the
construction of a car through the factory and the mechanistic process of re-
constructing a human being through the hospital is, perhaps, a little hack-
neyed these days. However, it suffices to deliver the message that there is
something beyond the human journey through ill health or social difficulty
that modern health and social care services can miss if their focus is limited
to these measures alone.

Concentration on outcomes, such as inpatient days, can evade issues of the
lived experience of the quality of that inpatient time, and the meaning that it
has in the more holistic life journey for that person. This is part of the dehu-
manisation process of modern health and social care services which can focus
on the system processes and outcomes rather than the individuals within it.
Whilst most of us are advocates of science and the production of evidence,
it is within the system of health and social care that we must remain vigilant
in protecting the values and morals that underpin it. In focusing on the body
and its reductionist parts, we can lose sight of the person within the care sys-
tem. There are obvious areas in the care services in which dehumanisation
can occur. For example, it has been noted that the effective application of
what is considered to be best evidence-based practice in Intensive Care Units
can lead to dehumanisation, even by the very best of caring practitioners
(Calne, 1994; Corrigan et al., 2007). In surgical procedures, cradled within
modern notions of science, there is a danger of dehumanisation but, thank-
fully, also a call for surgeons not only to be Homo sapiens but Homo mora-
lis too (Likhterman, 2005). The advancement of medical technology itself,
implicitly accepted as a good thing, is also a warning against dehumanisa-
tion (Heath, et al., 2003) as is the encroachment of modern information sys-
tems (Keen, 2006). These warnings serve to remind us that the values that
underpin health and social care are more important than the mere process
of application, as illustrated in Vignette 4.3.
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Vignette 4.3

kelly, a 24-year-old woman with severe learning disabilities,
was acmitted to the Acclodent and Bmergency Department claim-
ng to have swallowed several batteries. She had done this on sev-
eval other occasions. She was difficult to manage and aggressive
when appronched by staff. Debates ensued as to the best approach
to gathering tnformation about the size and wwmber of batteries
she had tngested but Kelly was not amenable to rational discus-
stons. She was refusing any treatment and demanded to be allowed
to go home. The decision of the team following discussions between
the wedics and the nursing staff was to allow her to go howe.

Here, the rationale for the decision was that as she had learning disabili-
ties, and that she had brought this upon herself, she would not be able to
learn not to do it again, so did not warrant valuable resources. The staff did
not consider a psychiatric referral or compulsory admission under the Men-
tal Health Act but rather focused on the severity of the learning disabilities.
Thus, the individualised values of humanism gave way to overarching prob-
lems of management and the limitations of resources. It could be argued
that, because Kelly had learning disabilities, she needed more resources to
help her than someone who fully understood what he or she was doing.

Medical Model and Complementary Therapies

Modes of knowledge

For the purpose of this discussion, there can be said to be three modes
of knowledge (or ways of thinking) concerning the world in which we live
(Nachmias and Nachmias, 1981). These modes of knowledge are:

e Authoritarian: in this mode, the focus is upon sapient knowledge that
is espoused from a source that is considered wise, and there is little
questioning as to its truth, accuracy or alternatives. This mode can
best be described in parent—child terms when the authority of the
mother and father announce to the toddler the pending arrival of a
new baby brother or sister delivered by a Stork. At that stage, it is un-
questionably accepted as true and accurate by the young child. Whilst
we may like to believe that we grow out of this mode of thinking, and
indeed many do, for some it remains into adult life and knowledge is
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accepted when authority figures issue dictums which are unquestioned.
These ‘authorities” may be, for example, religions (doctrine), political
persuasions (the Party line) or medical knowledge (‘the doctor said so”).

e Mystic: this mode is concerned with a state of consciousness that is
said to be in tune with a higher order of reality, and access to this
knowledge is achieved through prophets, divines, gods, mediums,
clairvoyants and parapsychologists, to name but a few. In this mystic
mode, there is a belief in a link between supernatural authorities and
the bio-psycho state of the individual. Thus, for example, we look
to astrology to inform us as to the effects on our earthly lives. We
can recognise a wide array of strands of mysticism in many traditions
and cultures and it is a notably powerful theme in both Islamic and
Buddhist philosophy. Superstitions are based in this mode as we be-
lieve certain behaviours may invoke higher-order interventions, such
as walking under a ladder bringing bad luck. Behaviour enacted from
this mystical mode of knowledge is difficult to change as it requires
many refutations before it affects the individual’s belief in the mode of
thinking (Nachmias and Nachmias, 1981). An example is circumcision
based on religious beliefs.

e Rationalistic: this mode is concerned with a philosophical belief in
knowledge that is said to be gained through the process of logic. This
process is based on two assumptions: first, that we can apprehend
the world independently of the observed phenomena, and secondly
that forms of knowledge exist prior to our experience of them. The
cause-and-effect relationship is seen in isolation and understood as
being independent of extraneous influences such as gods, prophets
and devils. This mode of knowledge is known as the method of sci-
ence and is held in high esteem in Western societies (Nachmias and
Nachmias, 1981). For example, the perception that illnesses such as
cancer or HIV are often related to behaviour such as smoking, drug
abuse and sexual promiscuity results in less sympathy for sufferers,
and demonisation of those who behave in these ways.

All three modes of knowledge can be seen independently but we can also
note that there may be areas of overlap. In fact, there is nothing to negate a
belief in all three modes at the same point in time. Numerous astronauts who
walked upon the moon believed in the rationalistic mode of science through
their knowledge of physics but also operated within the authoritarian and
mystic modes through a belief that a divine being was safeguarding them on
their journey (Nachmias and Nachmias, 1981).

The medical model

The medical model is a term that is widely employed but not well defined. Its
basic premise is that it is focused on the physical aspects of the body, in terms
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of sickness and health, and the physical treatments that are available. This
is based in the rationalistic mode of thinking in relation to the logic of cause
and effect. However, it applies equally to issues of the mind, and to social
situations where there is deemed to be an identifiable cause that leads to the
situation the individual finds her- or himself to be in. The medical model
assumes a power imbalance between doctor (or other care professional) and
patient (or service user) with the former being the technical expert and the
latter the passive recipient of services. Within this framework, the medical
model attempts to explain disease or social difficulty by establishing its aeti-
ology, its agent and its path of restoration. It views the person as a machine
with reductionist parts that can be repaired. However, in viewing the person
in these limited terms, it fails to appreciate the wider empirical diversity of
the social and spiritual aspects of the human condition. Although the major-
ity of Western medicine, and much of social care, is grounded in this model,
there are some health and social care professionals who broaden their model
to encompass the social and spiritual aspects, notably in the fields of mental
health care. The notion of all medical models is underpinned by a process
known as medicalisation.

The medicalisation process

The medicalisation process is concerned with how areas of life, or domains of
the human condition, are brought within the framework of medicine. This is
what Foucault (1973) called the medical ‘gaze’. Examples of this ‘gaze’ include
childbirth, child-rearing, bereavement and dying (Clark, 2002), these being
domains of traditional life that would previously be encompassed by the vil-
lage midwife, families and religious orders respectively, but are now part of
‘medicine’. There are many other examples of this ever-encroaching ‘gaze’ in
contemporary society, such as sexual behaviour (Hart and Wellings, 2002),
misery (Pilgrim and Bentall, 1999) and rage (Fisher, 2006). The process by
which this medicalisation occurs has five components:

e Identification — medicine must be able to establish a difference
between normal and abnormal. It needs to know what constitutes nor-
mal (levels, functioning, behaviour, thoughts and so on) from which it
can then establish someone who is operating outside the parameters
of this normal. Thus, there is a need to identify the difference.

e (lassification — once the difference is established, the ‘condition” must
be placed within a classification system which absorbs it into the theo-
retical structures of that particular nosological framework. Nosology
is a branch of medicine that is concerned with classifying conditions
according to whether they fit, for example, into physical systems such
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as the nervous system, or psychiatric systems such as psychoses.
Classification gives the impression of knowledge of the condition.

e Diagnosis — this is concerned with a concept beyond classification
and involves providing an aetiological explanation. The medicalisation
process involves providing clarification on how the condition arose,
where it comes from, how it happened, etc.

e Treatment — for the medicalisation process to continue, a treatment
intervention must be offered. This may be merely palliative in cases
of terminal illness or abstract in psychiatric conditions. Nonethe-
less, an intervention must be both suggested and accepted, at least
by some.

e Prognosis — to complete the process, a prediction is required as to the
anticipated outcome following treatment. Forecasting the progress of
the condition is an extension of the cause-and-effect logic of science.
The prognosis does not necessarily require accuracy, it merely needs
to be predicted.

It should be noted that if the process cannot be completed, then the ‘condi-
tion’ is not likely to be accepted within the medical model and, similarly, if
an established medical condition becomes unsupported in any of the compo-
nents of the medicalisation process, then it is likely to fall out of the medical
frame of reference. An example of this is homosexuality which was consid-
ered a psychiatric condition up to the 1960s but then abandoned as a medi-
cal entity thereafter. A more recent example is the acceptance of myalgic
encephalomyelitis (ME) which prior to total medicalisation was known as
Chronic Fatigue Syndrome (ME Association, 2009).

Health beliefs and complementary medicine

Health belief models take many forms, both within and across cultural
groups. Numerous distinctions can be drawn, including (a) supernatural
and natural, (b) personalistic and natural, (c) retribution and justice and
(d) internalising and externalising (Richman, 1987). In all these, causes
of ill health are sought through all modes of knowledge: authoritarian,
mystical and rationalistic. Health belief models range from cosmopoli-
tan (rationalistic) approaches to traditional approaches, which vary across
cultures. We do not have space to outline the numerous health belief mod-
els but one will suffice as an example. The American Navaho Indians may
spend a quarter of their time involved in healing rites and ‘to be cured
means social reconciliation with kin, ancestors and nature. Treatment
is family and community orientated therapy’ (Richman, 1987: 20). Com-
plementary medicine is a more modern term for ‘alternative’, ‘marginal’,
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‘fringe’, ‘quack’ and ‘traditional” and the array of approaches within the
terms is immense. There is an attempt to portray cosmopolitan medicine
as scientific, and traditional medicine as unscientific, and similarly terms
such as ‘orthodox’ and ‘unorthodox’ have been applied as value judge-
ments. The modes of thinking outlined above can also be applied to health
belief systems to give more or less credence to them. For example, claim-
ing to be rationalistic implies being logical and scientific, having evidence
of cause and effect, being testable and proven; whilst mystical suggests
magic, witchcraft and being metaphysical, unproven and unscientific.
Furthermore, we can note a value judgement being applied to medical
approaches that claim to be reductionist (we understand the component
parts) and holistic (we do not understand how the parts affect the whole).
Consider Vignette 4.4 which provides an example of how two approaches
can be successfully combined.

Vignette 4.4

Mariyah, a 14-year-old ndian girl Living with her parents who
emigrated to the UK four years ago, s admitted to the ntensive
care Uit in a serious state of septicaemia. Following tests ano 4€
hours of intravenous antibiotics, she is deteriorating and grave con-
cerns for her Life ave expressed by the doctor. The family contact the
local Shawman who arrives that evening with a small bottle contain-
ing a clear fluld. He informs everyone that the potion contains a
secret ngredient that will cure Martyah and wishes to give her a few
drops tmwmediately before she dies. The wmedical staff ask what the
potion contains but the Sharman refuses to tell them, claiming that
lts secret s its potency and once revealed it will no longer be effec-
tive. The family agree but the medical staff do not. The Consultant
is called and suggests that the potion be analysed in the labora-
tory. The Shaman refuses to hand the potion over and outlines the
urgency of administering it to Mariyah. The medical staff are wor-
ried that the potion will harm Mariyah but as it is only a few drops
they relent ano agree once a disclaimer form is signed. The potion
ts given to Mariyah and by the following morning an improvement
tn her condition Ls noted. Prior to betng discharged, a case confer-
ence Ls called during which the wmedical staff state that Mariyah
was cured by the antibiotics and Life support; the Shaman states
that she was cured, as expected, by the secret potlon and the smiling
parents state that they were pleased that Mariyah was going home.



92 Values-Based Health and Social Care

Conclusion

In this chapter, we note the interplay of numerous aspects that work together
to form an understanding of what it means to be human in relation to states
of health and illness. We choose to view ourselves and others either in reduc-
tionist terms or in a holistic manner, or sometimes in a combination of both.
In any event, health and social care decisions are based on the underpinning
values that govern our culture, with its beliefs, traditions and norms. Our
belief in science tends towards an explanation of illness and social difficulty
based on the logic of cause and effect. However, values we espouse in terms
of the value of the individual urge us ever closer to a values-based approach
to care.

References

Aristotle (1998) The Metaphysics. Harmondsworth: Penguin.

Bach, S., Kessler, I. and Heron, P. (2008) ‘Role redesign in a modernised
NHS: the case of health care assistants’, Human Resource Management
Journal, 18(2): 171—87.

Bakker, I. and Miller, R. (1996) ‘Escape from Fordism’, in R. Boyer and
D. Drache (eds) States Against Market. London: Routledge, pp. 334—56.

Bauman, Z. (1996) Modernity and the Holocaust. Oxford: Blackwell.

Beauchamp, T. and Childress, J. (1994) Principles of Biomedical Ethics, 4th
edition. Oxford: Oxford University Press.

Blass, T. (2002) ‘The man who shocked the world’, Psychology Today, 35(2): 68.

Blickstein, I. (2007) ‘Litigation in multiple pregnancy and birth’, Clinics in
Perinatology, 34(2): 319—27.

Bolton, S.C. (2003) ‘Multiple roles? Nurses as managers in the NHS’, Inter-
national Journal of Public Sector Management, 16(2): 122—30.

Buber, M. (1937) I and Thou. Edinburgh: T. and T. Clark.

Calne, S. (1994) ‘Dehumanisation in intensive care’, Nursing Times, 90(17):
31-3.

Carvel, J. (2008) ‘Nurses to be rated on how compassionate and smiley they
are’, The Guardian, 18 June. Available at: http://www.guardian.co.uk/
society/2008/jun/18/nhs60.nhs1 [accessed 6 March 2010]

Clark, D. (2002) ‘Between hope and acceptance: the medicalisation of dying’,
British Medical Journal, 324(7342): 905—7.

Cooper, M.C. (1993) ‘The intersection of technology and care in the ICU’,
Advances in Nursing Science, 15(3): 23—32.



Values of Reductionism and Values of Holism 93

Cooper, R., Griffith, C., Malik, R., Obee, P. and Looker, N. (2003) ‘Monitoring
the effectiveness of cleaning in four British hospitals’, American Journal
of Infection Control, 35(5): 338—41.

Corrigan, I., Samuelson, K.A., Fridlund, B. and Thome, B. (2007) ‘The
meaning of posttraumatic stress-reactions following critical illness or injury
and intensive care treatment’, Intensive Care Nursing, 23(4): 206—15.

Cowan, J. and Anthony, S. (2008) ‘Problems with complaint handling:
expectations and outcomes’, Clinical Governance: An International Journal,
13(2): 164-8.

Culbertson, L. (2007) ‘Human-ness, “dehumanisation” and performance
enhancement’, Sport, Ethics and Philosophy, 1(2): 195—217.

Fendrick, A.M., Smith, D.G., Chernow, M.E. and Shah, S.N. (2001) ‘A benefit-
based co-pay for prescription drugs: patient contribution based on total
benefits, not drug acquisition cost’, American Journal of Management
Care, 7: 861-7.

Finster, M. and Wood, M. (2005) ‘The APGAR score has survived the test of
time: classic papers revisited’, Anesthesiology, 102(4): 855-7.

Fisher, M. (2006) Beating Anger: The Eight Point Plan for Coping with
Rage. New York: Random House.

Foucault, M. (1973) The Birth of the Clinic: An Archaeology of Medical
Perception. New York: Pantheon.

Floyd, T. (2008) ‘Medical malpractice: trends in litigation’, Gastroenterology,
134(7): 1822—5.

Giddens, A. (1997) Sociology, 2nd edition. Cambridge: Polity Press.

Giddens, A. (2000) Sociology, 3rd edition. Cambridge: Polity Press.

Greenstein, A., Bym, J., Zhang, L., Swedish, K., Jahn, A. and Divino, C.
(2003) ‘Risk factors for the development of fulminant Clostridium difficile
colitis’, Surgery, 143(5): 623—9.

Haney, C., Banks, C. and Zimbardo, P.G. (1973) ‘Interpersonal dynamics in a
simulated prison’, paper presented at Stanford University. National Crimi-
nal Justice Reference Service No. 010301.

Hart, G. and Wellings, K. (2002) ‘Sexual behaviour and its medicalisation: in
sickness and in health’, British Medical Journal, 324(7342): 896—900.
Hawking, S.W. (1995) A Brief History of Time: From the Big Bang to Black

Holes. New York: Random House.

Heath, C., Luff, P. and Svenson, M.S. (2003) ‘Technology and medical practice’,
Sociology of Health and Illness, 25(3): 75—96.

Hemachandra, A.H., Howards, P.P., Furth, S.L. and Klebanoff, M.A. (2007)
‘Birth weight, postnatal growth and risk for high blood pressure at 7 years
of age: results from the Collaborative Perinatal Project’, Pediatrics, 119(6):
1264-70.



94 Values-Based Health and Social Care

Herrick, J. (2005) Humanism: An Introduction. London: Routledge.

Holden, R.J. (2007) ‘Responsibility and autonomous nursing practice’, Journal
of Advanced Nursing, 16(4): 398—403.

Hutchinson, D.S. (1997) Plato: Complete Works. Indianapolis, IN: Hackett
Publishing Co.

Ideker, T. and Sharan, R. (2008) ‘Protein networks in disease’, Genome
Research, 18(4): 644—52.

Illich, I. (1976) Limits to Medicine — Medical Nemesis: The Expropriation of
Health. London: Marion Boyers.

James, S. (1984) The Content of Social Explanation. Cambridge: Cambridge
University Press.

Keen, A. (2006) A qualitative exploration of the concept of dehumanisa-
tion as experienced by nurses within the context of information systems.
Unpublished Master of Science thesis, Faculty of Health and Social Care,
University of Chester.

Kurtz, P. (2006) What is Secular Humanism? New York: Prometheus.

Lemos, R.M. (1995) The Nature of Value: Axiological Investigations.
Cambridge: Cambridge University Press.

Likhterman, L.B. (2005) ‘Human face of neurosurgery: possibilities and
problems’, Acta Neurochirugica, 124(2—4): 179—81.

Lundy, M.C. (2007) ‘Nursing beyond Fordism’, Employee Responsibilities
and Rights Journal, 9(2): 163—71.

Lyotard, J.-F. (1990) Heidegger and ‘the Jews’. Minneapolis: University of
Minneapolis Press.

Maiese, M. (2003) ‘Dehumanization’, Beyond Intractability. Available at:
www. beyondintractability.org/essay/dehumanization/?nid=1082 [accessed
1 December 2009]

Manser, T. and Staender, S. (2005) ‘Aftermath of an adverse event: supporting
health care professionals to meet patient expectations through open
disclosure’, Acta Anaesthesiologica Scandinavica, 49(6): 728—34.

Mason, T. and Whitehead, E. (2003) Thinking Nursing. Maidenhead: Open
University Press.

McPhail, K. (1999) The Other Objective of Ethics Education: Rehumanising
the Accounting Profession. Glasgow: University of Glasgow Press.

ME Association (2009) About ME. Available at: www.meassociation.org.uk/
content/blogcategory/38/173/ [accessed 1 December 2009]

Menon, S. (2006) ‘Do reality TV shows dehumanise?’, The Economic
Times, 23rd August Available at: http://economictimes.indiatimes.com/
articleshow/1917286.cms [accessed 1 December 2009]

Milgram, S. (1974) Obedience to Authority. London: Harper Row.



Values of Reductionism and Values of Holism 95

Nachmias, C. and Nachmias, D. (1981) Research Methods in the Social Sciences.
London: Edward Arnold.

Norman, R. (2004) On Humanism (Thinking in Action). New York:
Prometheus.

Parsons, T.S. (1951) The Social System. Glencoe, IL: Free Press.

Pearcey, P. (2007) ‘Tasks and routines in 21st century nursing: student
nurses’ perceptions’, British Journal of Nursing, 16(5): 296—300.

Pearcey, P. (2008) ‘Shifting roles in nursing: does role extension require role
abdication’, Journal of Clinical Nursing, 17(10): 1320—6.

Pilgrim, D. and Bentall, R. (1999) ‘The medicalisation of misery: a critical
realist analysis of the concept of depression’, Journal of Mental Health,
8(3): 261—74.

Purtilo, R. (1993) Ethical Dimensions in the Health Professions, 2nd edition.
Phildelphia, PA: W.B. Saunders.

Rajmil, L., Herdman, M., Fernandez de Sanmamed, M., Detmar, S., Bruil,
J., Ravens-Sieberer, U., Bullinger, M., Simeoni, M. and Auquier, P. (2004)
‘Generic health-related quality of life instruments in children and ado-
lescents: a qualitative analysis of content’, Journal of Adolescent Health,
34(1): 37-45.

Richman, J. (1987) Medicine and Health. London: Longman.

Rosenberg, A. (2006) Darwinian Reductionism or How to Stop Worrying
and Love Molecular Biology. Chicago, IL: University of Chicago Press.

Rowson, R.H. (1990) An Intoduction to Ethics for Nurses. Harrow: Scutari
Press.

Schwartz, S.H. (1992) ‘Universals in the content and structure of values:
theoretical advances and empirical tests in 20 countries’, in M. Zana (ed.)
Advances in Experimental Social Psychology. San Diego, CA: Academic
Press, pp. 1—-62.

Schwartz, S.H. (1994) ‘Beyond individualism/collectivism: new dimensions
of values’, in U. Kim, H.C. Triandis, C. Kagitcibasi, S.C. Choi and G. Yoon
(eds) Individualism and Collectivism: Theory Application and Methods.
Newbury Park, CA: Sage, pp. 85—122.

Schwartz, S.H., Roccas, S., Lilach, S. and Knafo, A. (2002) ‘The big five per-
sonality factors and personal values’, Personality and Social Psychology
Bulletin, 28(6): 789—801.

Shaw, P. and Mountain, D. (2007) ‘The medical model is dead — long live the
medical model’, The British Journal of Psychiatry, 191: 375-7.

Shaw, B., Cheater, F., Baker, R., Gillies, C., Hearnshaw, H., Flottorp, S. and
Roberson, N. (2008) ‘Tailored interventions to overcome identified barriers
to change: effects on professional practice and health care outcomes’,



96 Values-Based Health and Social Care

Cochrane Database of Systematic Reviews, Issue 3. Chichester: John
Wiley and Sons.

Smith, R. (1997) ‘The future of healthcare systems’, British Medical Journal,
314: 1495.

Szasz, T. (1974) Ideology and Insanity: Essays on the Psychiatric Dehumanisa-
tion of Man. London: Marion Boyars.

Tschudin, V. and Marks-Maran, D. (1993) Ethics: A Primer for Nurses. London:
Balliere Tindall.

Warne, T. and McAndrew, S. (2008) ‘Value’, in E. Whitehead-Mason, A.
Mclntosh, A. Bryan and T. Mason (eds) Key Concepts in Nursing, London:
Sage, pp- 315—21.

Williamson, A. and Hoggart, B. (2005) ‘Pain: a review of three commonly
used pain rating scales’, Journal of Clinical Nursing, 14(7): 798—804.

Wirth, A. (2007) “Victor E. Frankl and “The Responsible Self”, Educational
Theory, 12(4): 241—6.

Zimbardo, P.G., Maslach, C. and Haney, C. (1999) ‘Reflections on the Stanford
Prison Experiment’, in T. Blass (ed.) Obedience to Authority: Current
Perspectives on the Milgram Paradigm. Mahwah, NJ: Lawrence Erlbaum,

pp. 193-238.



Valuing Professional
Judgement

Jill McCarthy, Pauline Alexander,
Moyra Baldwin and Jan Woodhouse

Professional practice in the caring professions involves applying knowledge
and skills to effect service users’ health, wellness and well-being. A cor-
nerstone of clinical professional practice is expertise: the means by which
individual practitioners make decisions, based on their professional judge-
ment. Professional practitioners in health and social care exercise both inde-
pendence and interdependence in their professional activities underpinned
by their professional values, knowledge and confidence. The pressures of
corporate managerial control and external influences such as the evidence-
based practice movement impinge on, and constrain, professional practice.
The nature of professional practice is that it requires professional expertise,
clinical judgement and decision making. Values-based care in respect of
professional judgement is explored by examining the nature of professional
practice and professionalism, the application of professional judgement,
intuition, and mentorship and patronage. Professional judgement is the foun-
dation of values-based care and this chapter, through highlighting the impor-
tance of this judgement, reinforces the need for this new health care policy.

Professional Practice

Professional practice and professionalism have over decades been defined in
terms of traits, status, power or control. Elements of professional practice
include mission, mastery, orientation towards problem solving, and critical
as well as creative application of knowledge. These elements are acquired
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following lengthy formal training and continued self-enhancement (Fish and
Coles, 1998; Houle, cited by Leddy and Pepper, 1993; see also Health Profes-
sions Council; Nursing and Midwifery Council; General Medical Council and
General Social Care Council) and are further supported by systems of gov-
ernance that accredit and certify practitioners as competent. Thus, profes-
sionals’ work is distinguished from that of others, and standards are secured
and reinforced by means of legal systems that penalise the incompetent and
unethical practitioner. It is evident that the public acknowledges professionals
as knowledgeable practitioners, sanctioned to apply their professional judge-
ment and to exercise professional autonomy in the pursuit of excellence. The
professional is therefore afforded trust and confidence, and this was indeed
the case until the latter half of the 20th century. Public trust, of late, has
been eroded and professionals find themselves under siege, according to Fish
and Coles (1998), which is good reason to examine the nature of professional
practice, expose the underpinning beliefs associated with it in the caring pro-
fessions and articulate the inherent values. At the heart of professional prac-
tice, however, lies the primacy of the service users’ best interests.

As we have seen in earlier chapters, for too long there has been increasing
criticism of the professions and professional practice by a strengthening con-
sumerist movement, resulting in an erosion of professional independence
and autonomy. Criticism, it appears, that has been founded on the percep-
tion that professionals have behaved out of self-interest, rather than altruism,
that has disempowered the service user. Yet it is the very same consumerism
and marketplace philosophy that undermines professional practice. Profes-
sionals, before the rise of evidence-based practice, practised according to the
available evidence and expert opinion, in order to provide service users with
effective treatments and interventions. The evidence was founded on per-
sonal expertise and knowledge, gained through experience with service users
and through discussions with professional colleagues. Professional practice
involves interdependence as well as independence and enables practitioners
to develop confidence in their professional ability whilst also retaining the
confidence of the service user, and peers. Such is the nature of professional
practice that it mirrors current inter-professional working and learning
which is expected of practitioners in the caring professions in contemporary
society, and is essential to individual service users’ health, wellness and well-
being, as well as that of society.

Programmes of education provide professionals with a knowledge base for
practice. This knowledge facilitates confidence, competence and the develop-
ment of expertise. According to Glazer (cited by Schon, 1991: 23), a profession’s
knowledge base has four essential characteristics: specialised, bounded,
scientific and standardised. Contrary to the connotation of unsophisticated
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acceptance and application of guidelines so often required of contemporary
evidence-based health and social care practice, the standardised knowledge
noted by Glazer (cited by Schon, 1991) is neither static nor, indeed, standard.
It is about recognising that many health and social care problems share similar
aspects, such that the professional practitioner is able to apply principles to
practice in order to offer appropriate interventions or solutions to problems.
Thus, the professional practitioner practising in the caring professions not only
demonstrates expertise, but also excellence by being flexible in the application
of acquired professional knowledge. Mastery is displayed by the use of basic and
applied science theory: key elements of professional knowledge. The nature of
professional practice and, by inference, the value of professional judgement,
thus requires the exercise of higher-order cognitive skills. It involves knowing
HOW and WHEN to use the knowledge whereby the professional practitioner
demonstrates discriminant use of knowledge in enabling individualised, per-
sonalised, high-quality health and social care. This is a partnership, combining
the service user’s knowledge, decision making, problem solving, judgement,
confidence and expertise with that of the professional practitioner.

Professional practice, however, is not merely about the practitioner ingest-
ing vast amounts of knowledge. Of significance to professional practice is
the ability to recognise the difference between relevant and irrelevant mate-
rial in order that the practitioner can act with timeliness and propriety. The
professional practitioner is knowledgeable, able to integrate salient aspects
from a range of sources, and applies judgement to problem solving both
critically and creatively. It is the reason why professional practitioners need
to undertake a lengthy period of training. Unlike vocational training where
someone performs skills to perfection, professional training incorporates
education such that the professional practitioner not only learns skills but
also knowledge, and by this we could say the wisdom to know WHEN and
HOW to do something and, perhaps as importantly, when NOT to. This is
the reason why, as yet, it has not been possible to build a practically intel-
ligent robot. In the field of Artificial Intelligence, there is the concept of the
Philosopher’s Frame, and Dennett’s (2005) story about the frame problem
illustrates the point well (see Dennett, 2005 for a fuller explanation). R , the
first robot, failed to recognise that its action would cause self-destruction.
The next robot, R D, would deduce the implications of its actions before act-
ing, but deliberating for too long on irrelevance also caused its destruction.
Robot R D (robot-relevant-deducer) was programmed not only to recognise
the relevant and irrelevant implications of its actions but also to ignore the lat-
ter. Whilst working hard, sifting through the thousands of irrelevant conse-
quences so that it could place each on its list of those it needed to ignore, it
too came to the same sad demise and was destroyed.
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Professional practice operates within an environment that is dynamic. It is
not context-free and herein lies the point. Irrelevances are excluded, but how a
professional achieves the ability to ignore the irrelevant aspects in a given expe-
rience with a service user is complex. If, as we have asserted above, professional
practitioners exercise the discriminant and creative application of knowledge,
then professional practice values include the concepts of professional judge-
ment and individuality. Long before evidence-based practice was pedalled as
essential to National Health Service and Social Service care, Elstein and Bord-
age (cited by Harbison, 1991) explored expert physicians’ judgement. Based on
their professional knowledge and experience, these experts believed they were
intuitive in their decision making, yet analysis revealed that they used a hypo-
thetico-deductive approach to clinical decisions. Early in their meetings with
service users, using basic and applied science knowledge, they made a number
of hypotheses which then guided their practice. They sought out further cues
that would allow them to either support or reject each hypothesis. Using the
skills associated with higher-order cognitive thinking, practitioners analysed
problems and by their discretionary use of knowledge, appraised and evaluated
their findings to give both direction and eventual conclusion to effecting qual-
ity health and social care. When knowledge is used discriminantly, the profes-
sional requires both the confidence and the freedom to exercise it. Herein lies
autonomy, but also the value of professional integrity which is one of the many
crucial ingredients of professional practice. The failure of integrity in an accred-
ited professional destroys public trust and perhaps it is understandable that a
degree of scepticism is the result, and thus a resort to evidence-based practice.

Sources of knowledge are manifold and the evidence-based practice move-
ment has advanced as essential that knowledge be gained by means of research.
For example, see Sackett et al. (1997) who espouse attentive, explicit and dis-
cerning application of best evidence to the care of service users. This appeal to
evidence-based practice paradoxically militates against individual professional
autonomy and integrity as it demands that professionals apply research-based
evidence on the one hand yet requires critical and judicious scrutiny of the
evidence on the other. This should imply that professionals can exercise their
autonomy by rejecting as well as accepting aspects of evidence. Yet this is often
not the case in practice, as witnessed by the protocols and procedures advanced
by National Health Service Trusts, Social Services departments and government
directives in the form of National Service Frameworks, Care Pathways and Sin-
gle Assessment Processes. Buetow and Kenealy (2000) remind us that evidence
is obtained from both scientific and non-scientific sources of knowledge, thus
professional practitioners need to base their decisions on their independent and
autonomous judgement: the application of science and the ‘technical rationality’
(Schon 1991) that professionals practice when engaged in problem solving. But
it is more than this, as noted by Luntley (2007) — it is experiential knowledge.
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Professional practice is complex, involving actions that are geared to
developing and sustaining rapport between the professional and service
user, to enable therapeutic relationships and interactions in which there is
mutual respect. It is by its nature subjective and value-laden (Dowie cited
by Colyer and Kamath, 1999), demanding sensitive application of personal,
professional practice knowledge. Experiential knowledge is thus the crux of
professional practice. Practice problems cannot be solved by single, discon-
nected solutions chosen from a range of options rather like choosing a recipe
from a cookbook, or the robot actions noted previously. It is misguided to
believe that the value-free knowledge gained from evidence-based practice,
audit or related data can be applied to problems in order to reduce risks and
prevent errors or care that fall short of excellent. Practice in caring profes-
sions requires appreciation of the subjective nature of human interactions
and the judicious application of knowledge to affect therapeutic relation-
ships. It is about professional clinical expertise, the application and use of
experiential and expert knowledge, and the freedom to exercise professional
judgement with each unique interaction.

Inherent in this complex interaction is the recognition that the profes-
sional and service user are both experts: expert in their own domain, with
mutual confidence in each other’s desire to develop a healthy partnership.
Whilst Savage (1993: 6) explored the philosophical assumptions of various
nurse—service user relationship models, the assertions about caring equally
apply to any health or social care discipline — it ‘has nothing to do with pos-
sessing privileged information that increases one’s control and domination
of another. Rather expert caring ... unleashes the possibilities inherent in the
self and the situation’.

Vignette 5.1 illustrates health and social care professionals using their skill
and judgement to ensure the best outcome for the individual service. This is
an example of values-based care whereby professionals marry their values
with those of the service user to obtain the optimum outcome for that par-
ticular individual.

Vignette 51

[ was diagnosed with breast cancer five years ago and have devel-
oped bone secondaries causing pain in my back and Legs. | take the
regular wedication preseribed and can walk with a mobility atd. At
a ward round, the doctor, nurse and phystotherapist told me they
had discussed my care-plan at thelr multidisceiplinary team meeting.

(Continued)
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(Continued)

One of the cholces regarding my cave included staying in bed and
not walking (welght-bearing) anymore, because my bones are frag-
ile” anol this was presented as the safest option. The team however
values we as an individual and appreciates that | need symptom
relief that allows wme as much normality as possible in my day-
to-day Llife, even if this {s not in line with the best available evi-
dence. With the team’s support | am to continue mobilising as before.

If the professionals were to uneritically apply basic biological science,
due to the strong visk of fractured pelvis, then | would have been
confined to bed-rest which would have left we feeling alienateot anol
upset. Kinowing HOW and WHEN to use Rnowledge the team tn-
formed wee of the facts, enabled wme to make the choice ano plan care
in accordance with my personality and my situation. influences on
presenting bed-vest as the best evidence-based lntervention could be
due to vatloning services and, wmore Likely, the potential for litiga-
tlon that another person in stmilar circumstances might consider.
The professionals practised according to their value system which
involved evaluating the lmportance of trust in the service user-
practitioner relatlonship, discretlon, risk analysis and confident
expert judgement.

Expertise and Experience in Professional
Judgement

Clinical expertise is developed through experience and can only be success-
fully applied by the professional using past knowledge and practical skills
creatively and flexibly to new or novel situations. The professional becomes
expert by virtue of the number of previous opportunities whereby they have
applied knowledge and skills to achieve successful outcomes. However, this
is not to suggest that expertise is developed through repetition alone, but
more specifically that the application of judgement, which embraces both
conscious and unconscious thought processes and includes holistic assess-
ment, may be brought into play in each situation.

Gadamer (cited by Melnyk and Fineout-Overholt, 2005: 170) expresses
the view that:

Experience is never a mere passage of time or exposure to an event. To qualify
as experience it requires a turning around of preconceptions, expectations, sets

and routines or adding some new insights to a particular practical situation.
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Experiential learning is at the heart of improving clinical judgement and it
is the ability to harness previous knowledge and experience in a discerning,
thoughtful manner that can enable the practitioner to develop expertise. The
concept of reflective practice has a pivotal place in enabling practitioners to
make sense of their practice. Schon’s (1983, 1987) concepts of both reflec-
tion-in-action (thinking creatively whilst carrying out an action) and reflec-
tion-on-action (thinking back on actions taken) serve as means to enable the
practitioner to continually modify their actions as expertise evolves.

Using reflection-in-action allows the practitioner to develop the ability to
make rapid judgements and decisions in problematic situations and through
this some degree of expertise is gained. Benner’s (1984) work on the devel-
opment of expert practice sees expertise emerging from the ability not only
to apply technical knowledge, but also the ability to understand each situa-
tion through the assimilation of a wide range of experience and using this to
assign specific meaning. Benner et al. (1996: 2) dispute that clinical decision
making arises out of ‘the rational selection of alternatives from a set of mutu-
ally exclusive possibilities’, but rather that this focus on conscious analysis
ignores the non-conscious, non-analytical aspects of judgement that form
expert function.

Dunne (cited by Melnyk and Fineout-Overholt, 2005) outlines the dis-
tinction espoused by Aristotle between the ‘techne’ which involves the art
or skill applied and the ‘phronesis’ which is the professional judgement
applied to clinical practice. Dowie and Macnaughton (2000) view good
clinical judgement as being evidence-based with a fusion between techni-
cal judgement and humane judgement and also the application of ethical
sensitivity. Rational scientific knowledge and research encompassed within
evidence-based practice can support practitioners in their decision making,
however this has limitations and cannot be totally value-free, therefore it
can be restrictive in enabling the practitioner to respond to every facet of
their clinical practice.

Practitioners who wish to embed a sound evidence base within their prac-
tice will find it difficult unless they address the clear need to consider the
corresponding values-based practice which complements the growing body
of evidence in decision making. Petrova et al. (2006) suggest that values-
based practice is a valuable support to clinical decision making where com-
plex and conflicting values arise. Each professional encounter with service
users in health and social care settings is a unique situation which requires
the professional to draw upon a vast range of knowledge and experience. The
uniqueness of each encounter may be compared with the infinite varieties of
patterns seen in a microscopic view of snowflakes.

Health is a highly disputed concept which can have a range of interpretations
and definitions applied to it. Exploration of the concept reveals perceptions
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that extend from the view that health equates with an absence of disease,
to the functional view that it is an ability to cope with daily activity, or that
health is about positive wellness and spirituality. It is not surprising that
given this array of interpretations of health, there are many views as to how
this can be best achieved. It is essential to recognise that within the clinical
encounter, service users, carers and practitioners will all have their own per-
ceptions, values and preferences. It is imperative that due consideration is
given to such concerns to enable the construction of a shared view which can
assist in the achievement of a successful outcome.

It is suggested by Woodbridge and Fulford (2004) that there are key
prerequisites to implementing a values-based practice approach, the most
important of these being the need to consider the service user’s values as the
first priority. This can only be achieved through the use of good communica-
tion and establishing a rapport with those concerned in order to enable an
effective dialogue to take place. In order to fully engage with service users,
use professional judgement and apply clinical decision making appropriately
using problem-solving skills, there is a need for an atmosphere of openness
and transparency.

Acknowledgement of the wide range of diversity, and valuing this in order
to work in such a way as to eradicate inequality, discrimination and stigma,
will enhance equitable access to health and social care and enable the devel-
opment of services which are truly responsive to service users’ needs. Pro-
fessionals will need to acknowledge not only the personal values that they
themselves hold, but more importantly those held by service users and their
families and carers. These diverse perspectives also need to be balanced with
the perspectives of other professionals within the multi-disciplinary team
who may be involved in the care of the service user. Partnership working
between all parties which is based on respect, trust and a willingness to work
constructively to overcome tensions which may arise as a result of differences
in values, perspectives or expectations, is vital for the successful achieve-
ment of positive outcomes. Health and social care professionals have both a
shared and unique culture with specific values which will be shaped by legal,
ethical and professional codes of practice. The professional will need to be
constantly aware and mindful of their individual accountability in decision
making and how this is influenced by their personal values. Within multi-
disciplinary teams, there needs to be acknowledgement of power differen-
tials and every attempt must be made to address these concerns to enable
each party to contribute fully to the service user’s benefit.

Contemporary health and social care policy encompasses the ideal of
service user choice and as scientific knowledge expands, there is the potential
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to create new options and choices. This may be choice in terms of time, place
or duration of care and could also involve choice around which professional
the service user wishes to consult and the type of service delivery. Health and
social care professionals have an important role to play in facilitating access
to high-quality care and in ensuring that the services offered provide
evidence-based care which also takes account of individual service users’
needs. The goals set by service users may or may not be compatible with
those of the professional; this may arise either because they have unrealistic
expectations of the services or because professionals fail to articulate their
goals, and allow their knowledge of resource implications to constrain their
practice. There is a fine balance to be achieved between the empowerment
process which enables individuals to play an active role in decision making
and the identifiable risk which may readily exist when their decisions do not
adhere to evidence-based conformity. It is essential that the notion of one-
size-fits-all solutions or, only one possible interpretation of how a rational
clinical decision is reached, is challenged in order to maintain the freedom to
make decisions and negotiate these decisions, in a service user’s best interests.
This process may require the practitioner to initially abandon any precon-
ceived ideas and values from their past experience, in order to be amenable to
all potential directions and to be able to give the service user’s view priority.

Evidence-based guidelines have a place in the decision-making process
and can support the practitioner, whilst ensuring that there is adherence to
protocol in terms of acceptable standards of care and clinical governance.
The strength of research-based evidence to support guidelines can provide
the practitioner with a degree of confidence in their decision making, allow-
ing them to justify their decisions and actions within their professional prac-
tice norms. It is for this reason that the use of evidence-based guidelines has
been adopted as a mechanism to spread good health and social care practice
and to disseminate research.

The use of evidence-based guidelines to practically support decision mak-
ing has been evident within the field of remote assessment, where compu-
ter decision support software has been developed to assist practitioners in
assessment. Whilst such tools can be valuable in providing a standardised
response, they cannot have the sensitivity to incorporate individual values
into the decision-making equation. Pearson et al. (2007) describe how the
use of clinical decision support systems in health care can facilitate decision
making and induce change in intervention or process-based behaviour, but
they caution that there are limitations in assessment or diagnostic activi-
ties. It is important that there is an acknowledgement of both the limitations
and the benefits of using adjuncts to clinical decision making in the form of



106 Values-Based Health and Social Care

clinical decision support software. The use of this tool in the hands of inexpe-
rienced practitioners could prove to be detrimental to safe decision making if
the ability to override the protocols in the light of knowledge and experience
is not exercised appropriately.

Vignette 5.2 assists in highlighting how complex clinical decision making
can prove to be.

Vignette 5.2

[ guess | hadn't veally taken tn the enormity of what was happen-
ing. Bobby at 16 is my youngest child, he was always a sensi-
tive boy, he seems to tune into my moods. When ( divorced Pete,
BobbY was distraught and seemed to shut off to wme. His diagno-
sis of Non Hodgkin's Lymphoma was a huge shock; | hadn't had
tlme to take it all in before his treatment started. Bobby shrugged
his shoulders and dismissed wy fussing over him, appearing
resigned to it all. The first dose of chemotherapy hit him like a
sledgehammer; despite the anti-sickness drugs he vomdited inces-
santly, he was a dreadful colour. | convineed myself he was dying.

when [ rang through to the out-of-hours service, the process of get-
ting through frustrated me and by the time | veached the nurse
 was hysterical and extremely rude. The questions were endless;
[ understand that they need to ask, but all { wanted was for Bobby's
vomiting to be dealt with. Thankfully, they came out to the house
eventually to give him an ’mjectéow, but it took a while to take effect.

Thisstory highlights several crucial elements, notleast the tensions between
a teenage boy striving for independence and acceptance of his illness and
his mother’s understandable anxiety. The mother, in a nurturing capacity,
wants to advocate on her son’s behalf in order to address the distressing side
effects of the chemotherapy. There is a clear need for recognition that both
the service user and his mother require information to enable them to under-
stand the diagnosis, prognosis and treatment of the illness. In addition to
this are the concerns of the nurse working in a remote assessment situation
using decision support software which promotes evidence-based guidelines
which can, and should be, overridden in the context of the presenting case.
This complex case concerning individual problems cannot easily be solved
using algorithms based on presenting symptoms, despite the fact that sound
evidence-based rationales underpin the suggested advice and outcome. It is
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in such a situation that the practitioner will need to draw upon all previous
knowledge skills and experience to enable the most acceptable outcome to
be reached. It is through the ability to view this situation in its entirety, with
focus on communication, information gathering, problem solving and timely
intervention, that the service users’ needs can be met.

It can be seen, therefore, that values-based care takes us beyond evidence-
based practice. A balance needs to be struck between the two in order that
decisions are reached using each practitioner’s experience and expertise to
fully enhance the service user’s health or social care encounter. Service users
need to be given the freedom to exercise autonomy in deciding how their
needs are best met; equally, health and social care professionals need to have
a degree of freedom to exercise professional autonomy in negotiating the
best outcomes for their service users.

Intuition in Professional Judgement

Within the writings on professional judgement, the notion of intuition is
often explored. This section will consider the definitions of intuition, iden-
tify the cognitive processes of intuition and consider issues of its application
to practice.

A colleague, who teaches research and evidence-based practice, discusses
intuition at the start of a module on the topic of evidence-based practice. The
students are asked to debate the question: ‘Is intuition as valid as evidence-
based practice?’ and to come up with reasons for their answers. A lively debate
usually ensues as argument and counter-argument are given. At the end of
the debate, the class is given a free vote and the teacher records the votes.
It is reported that the novice student nurses overwhelmingly come down in
favour of intuition being as valid as evidence-based practice, although they
always add the rider that judgements in practice are probably a combination
of the two. However, when the same exercise was carried out with registered
nurses, the opposite was found, that is, they considered that evidence-based
practice was more valid than intuitive practice.

Just what would account for this shift in attitude from the novice nurse to
that of the experienced practitioner? In order to explore this, a definition of
intuition must be sought. Benner and Tanner (1987) were early writers on the
use of intuition in nursing, and their definition, that intuition is ‘understanding
without rationale’, is often quoted in subsequent texts (Banning, 2007; Effken,
2001; Perry, 2000). However, Effken (2001), following an extensive literature
search, noted that there were at least 23 definitions of intuition, covering a
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span of 40+ years. These date from Polayni’s 1958 version of tacit knowledge,
through several 1980s theorists (including Benner and Tanner, 1987) to a defini-
tion that intuition is predicated in sound knowledge and reasoning (as suggested
by Schrader and Fisher); and on into the 1990s with Rew defining it as an innate
knowledge and Meerabeau calling it artistry (all cited by Effken, 2001). Cioffi
(1997) adds to the definitions, and notes that intuitive judgements lack underly-
ing conscious processes and are not, therefore, explicable in a tangible manner.

The search for an all-encompassing definition continues into the 21st
century, with refinements of the concept being recorded by Hansten and
Washburn in 2000 (cited by Effken, 2001) as an ability to discern and noting
that it comes with a gut feeling. Callaghan (2007) expands on a definition,
by giving a list of characteristics that try to sum up the notion of intuition,
including: whim, habit, extrasensory perception, telepathy, mysticism and
female intuition. It is important to note here the reference to gender made
within these characteristics. This issue is explored below.

From these readings, it can be seen that defining intuition has been a
focus of academics for many years and that the debate still rages. Research-
ers, building on the knowledge base of their predecessors, have more of an
understanding of this ethereal concept and have attempted to break it down,
describe it and measure its use in practice.

Aspects of intuition

The early work of Benner and Tanner (1987) discusses six key aspects of
intuitive judgement in their analysis of intuition in nursing:

1. Pattern recognition, they suggest, comes from repeated exposure to
an experience — noticing that there may be subtle differences between
those experiences which would not be evident in a textbook case.

2. Similarity recognition is where the practitioner is reminded of similar
service users who had problems. This capacity to recall similar episodes
also helps to note dissimilar situations. Both help to open up lines of
enquiry (formulating a hypothesis).

3. Commonsense understanding is where the practitioner uses all the
information about the service user to come to a decision, rather than
relying on reductionist information, such as bio-physical test results.
Using intuitive practice, the practitioner will draw on knowledge of the
bio-psycho-social-spiritual aspects of an individual service user to gain
an understanding of their current status.

4. Skilled know-how is where the intuitive practitioner knows how the body’s
systems work and can envisage what the service user is experiencing,
for example if a nurse is passing a catheter, s/he can visualise the hidden
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structures that the catheter is in touch with, knows when it is inserted to
the right degree and, therefore, when the retaining balloon is inflated,
knows that it is sitting in the right position. Nurses who have this notion
of embodiment will physically wince if they are told the tale of the service
user who had their catheter withdrawn without deflating the balloon first.
Sense of salience is an understanding that some aspects of a service
user’s condition are more important than others. It goes beyond checklist
practice, where service users are assessed using criteria. A sense of sali-
ence will draw on other information rather than sticking to the criteria.
Deliberate rationality is a strategy to adopt where there is a risk of
‘tunnel thinking” — would the interpretation of the situation change if
a different perspective is taken? Formulating different hypotheses is
part of this process — what if it is this, what if it is that? This supports
the case for discussion with a colleague, perhaps from a different dis-
cipline, to aid hypothesis formation.

Benner and Tanner (1987) question whether intuition can be taught. They
note that attention should be paid to teaching methods, with developing an
inquiring mind being more important than promoting a ‘checklist mentality’.
They argue that the use of case studies, feedback, preceptoring and validation
by expert practitioners, helps in the processes of enquiry and pattern recog-
nition skills. They conclude that ‘intuitive knowledge and analytical reason-
ing are not in either/or opposition; they can and often do work together’
(Benner and Tanner, 1987: 31). Cioffi (1997) further explores the concept of
intuition and reports on two types of intuition found in the literature: cogni-

tive inference and Gestalt intuition.

Cognitive inference is the rapid assimilation of visual and verbal cues,
which may be at a subliminal level. These are then forgotten when
consciously considering the decision-making process.

Gestalt intuition is where ‘gaps, missing pieces or hidden relationships are
detected’ from a plethora of information that then emerges as a pattern.

More recently, and still on the elusive track of defining intuition, Banning (2007)
researched the decision-making process in nurses. Here she discusses the:

Information-process model, which, Banning claims, is rooted in medi-
cal decision making. The individual thinks through a number of deci-
sion trees in order to arrive at a final outcome, for example, ‘If I do ...
then what will be the outcome?’

Alongside the information-process model is the analytical, decision-
making model. The underpinning aspect of this model is that a rationality
of thought can be followed to the point of the decision. Repeatedly asking
the question ‘Why ... ?” may help in establishing whether this model has
been used.
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e Both of the above consider the hypothetico-deductive approach, which
requires:

Cue recognition or acquisition: what do you see?

Hypothesis generation: what could be the reason for what you see?
Cue interpretation: does the reason match up with what you see?
Hypothesis evaluation: depending on whether the cues confirm
(reason does match) or reject (reason doesn’t match) the initial
hypothesis.

Banning (2007) reports that nurses may struggle, when decision making,
to generate a hypothesis and that using decision trees (does x exist — yes or
no?) helps to formulate a diagnosis. She notes that qualified nurses, when
administering medication, used the above approach, as opposed to using
intuitive practices. Intuitive practices, Banning states, are decision-making
when the cues are rapidly changing or textbook cues are deemed inappropri-
ate combined with a lack of hypothesis testing. Here, the nurse reverts to
Benner and Tanner’s (1987) definition of ‘understanding without rationale’
and considers the service user with immediacy and holistically rather than
with linear, analytical reasoning (Rew cited by Banning, 2007).

Applying intuitive practice

Cioffi (1997) records that intuitive practice or judgement was, in the past,
associated with gender (the notion of female intuition) and that it existed in
parallel with the male-dominated scientific world. Science, after all, seeks
to provide answers to hypotheses; it is objective and logical. If females still
arrived at the same answers as their male counterparts in the absence of
scientific methods and logic, this suggested a mystery and we see the terms
‘mysticism’, ‘extra sensory perception (ESP) or ‘female intuition’ being
applied to the phenomenon. Rashotte and Carnevale (2004) propose that
the analytical perspective is mostly used by medical staff, whilst the intui-
tive perspective is predominantly used by nursing staff.

Cioffi (1997) notes that in the past, nurses (often female), who used their
intuitive judgements, may not have been popular with medical (often male)
colleagues, who were roused from their beds to a sick service user who had
no criteria-related signs or symptoms. This resonates with Benner and Tan-
ner’s (1987) previous observation, that medical staff devalue intuitive judge-
ment, however they also point out that some nurses may also share this view.
Cioffi (1997) goes on to say that this devaluing may lead individuals to play
down the use of intuition because of fear of ridicule. King and McLeod Clark
(2002) also recognise this, and note that some student nurses fear being
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thought silly or stupid if they report their intuitive feelings about a service
user in their care. So why should this be? Perry (2000) offers some insight
on this aspect, in her exploration of intuition.

Perry (2000: 142) points out that, for her, intuitive understanding is not
based on ‘specific analysis of substantive data’ or ‘cause and effect’ or ‘cogni-
tive processes’. She discusses the issue of how intuition may be brought to
bear in the absence of knowing a service user, for example their details, his-
tory, illness, etc. and/or in the absence of service user interaction. Therefore,
the intuitive practitioner can engage with a degree of rapidity in seeing the
service user as a person rather than merely as the service user. Callaghan
(2007) makes the point that intuitive practice may not just be part of expert
practice, but that non-experts may also have this level of judgement. If this
is true, this could have a bearing on all health and social care profession-
als’ views of intuitive practice and judgements. There might be an element
of professional jealousy creeping in here, and, rather than acknowledging
this, intuitive practitioners (be they expert or non-expert, male or female)
are swiftly condemned as being unscientific.

This raises the question of what exactly it is that the practitioner is respond-
ing to when they engage in intuitive practice. A research study undertaken by
Tveiten et al. (2005) on a group of Norwegian public health nurses (equiva-
lent to the United Kingdom’s health visitors) noted that they visited service
users (labelling it a ‘supervision strategy’) as a result of having a ‘gut feel-
ing’ about the person or family. The nurses reported that they were able to
sense whether a child was being adequately cared for or had developmental
needs.

This gut feeling was also identified in an earlier study carried out by McCutch-
eon and Pincombe (2001). They used a Delphi technique and grounded theory
to investigate intuition. Their findings yielded that intuition was not some-
thing that just happened, but a combination of knowledge, experience and
expertise, plus ‘personality, environment, acceptance of intuition as a valid
“behaviour” and the presence or absence of a nurse/service user relationship’
(McCutcheon and Pincombe, 2001: 345). They formulated a model whereby
knowledge, experience and expertise brought about synergy, which in turn
produced a somatic response or feeling. This feeling, they state, could be either
a physical or mental response, occurring at the same time as or shortly after an
intuitive event. This somatic sensation has similarly been recorded by Smith
et al. (2004), who found a combination of factors that made up intuition in
student nurses. These were personal body awareness and an emotional aware-
ness, noting feelings such as apprehension and premonition, in addition to
feelings of reassurance. Also, it was found that the two awareness concepts
were combined with an ability to make connections, such as reading cues,
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sensing energy and identifying spiritual connections. What affected the nurse
as to whether they acted on these feelings comes back to the environment in
which they worked, that is, intuitive practice was either validated (through pos-
itive responses by others) or inhibited (through negative responses and deval-
uing). The McCutcheon and Pincombe (2001) study noted that experienced
nurses thought that student nurses were not intuitive, and that male nurses
were less intuitive than females; however, when these groups were asked about
intuitive practice, both groups reported experiencing such episodes.

Concluding views on intuition

What becomes apparent from reading the literature on intuition is that, first,
it is a difficult phenomenon to define. Secondly, there appears to be a divi-
sion between the use of intuitive practice at an expert level and at a non-
expert level. The expert will cite that intuition is built on levels of knowledge
and experience, whilst the non-expert reacts to a gut feeling that something
is not right. To this end, it could be proposed that the former is ‘informed
intuition’, whilst the latter is ‘reactive intuition’. The differences between the
two are illustrated in Box 5.1.

Box 51 Informed intuition and reactive intuition

Informed intuition Reactive intuition
¢ Significant clinical experience e Personal and individual
in field e Attunement to feelings:
e Prior knowledge and learning ‘gut feeling’, *hunch’, *sixth sense’
e Understanding the relationship e Variable clinical experiences

between bio-psycho-social-spiritual e Uncertain knowledge base
aspects and effect on the health e May be no proximity to service user
of the individual e Belief that an event may or will occur

¢ Understanding of disease processes

e Ability to identify saliency

e Decision-making ability

e Ability to remember and recall
previous experiences

e Proximity to service user

e Able to identify ‘at risk’ service users

e Assertive behaviours adopted

e Inter-rater agreement
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This is echoed in the story of the teaching colleague mentioned earlier and
assists with explaining the results that were gained when debating intuition
with students and trained staff. However, regardless of the type of intuition
brought into play, both need to operate in an environment where it is valued
rather than derided. Consequently, senior staff have a significant role to play
in helping students identify and respond to moments of intuition, in order to
improve judgements on service user care.

Mentorship and Patronage

Unless the future generations of health and social care professionals are
knowledgeable in regard to values-based care, then this concept will not
take root and flourish. Not only does the ethos of this style of care need to
be promoted through the channels of education (discussed in Chapter 7) but,
also, because of the nature of health and social care, it requires practice in
practice settings. This can best be tackled through a system of mentorship
and patronage which embraces the ideals of professional judgement, a
prerequisite of values-based care. Education for health and social care pro-
fessionals already uses a system of mentorship within practice placements,
with experienced professionals overseeing and supporting students and less
experienced colleagues. This is an ideal portal from which to reinforce the
education and promotion of values-based care through practice experience.
In addition, patronage, which is generally regarded as the support, encourage-
ment and financial aid that one person or organisation bestows upon another,
can also be harnessed to promote the ethos of values-based care through pro-
vision of support and finance for schemes of education and training.

Mentorship

It is recognised that mentoring is an effective tool in raising morale and
performance generally within health and social care services (Bayley et al.,
2004). Within mentorship, a relationship of support is developed between
the mentor and mentee, with the mentor working closely with their charge
in order to develop both professional and personal skills. This relationship
is particularly helpful when mentees are facing new challenges, due, in part,
to the strong professional bond which ideally develops between the two col-
leagues, enabling open and frank discussions to take place. Mentors are nor-
mally experienced health or social care professionals who work with and
support students or less experienced members of their profession in clinical
and other practice areas (Foster-Turner, 2005).
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The system of mentorship in health and social care education is already
well established for students in practice settings and current mentors can
assist student performance by supporting the development of values-based
care. However, the mentor system can also be extended to support estab-
lished workers who have not been educated in values-based care delivery.
All health and social care workers need to embrace values-based care as the
principal standard for health and social care delivery, leading to an appre-
ciation that evidence-based care is an important aspect in a range of car-
ing skills. Mentors can use a behaviour modification approach (discussed
further in Chapter 7) with mentees who are established health and social
care workers educated in evidence-based care (as opposed to students of the
professions), in order to bring about the recognition, acceptance and practice
of values-based care.

During their education, students of the health and social care professions
will require a solid, powerful introduction to values-based care, which will
include the importance of evidence-based care and how this is incorporated
into the holistic approach of values-based care. Mentors, who are often
strong role models for students (Stromei, 2000), can demonstrate this per-
sonalised, inclusive style of care themselves and discuss its application with
their student charges. Students, through education, observation and practice,
will then absorb and understand the nuances of this style of care and natu-
rally emulate this in their own field of practice. Thus, the leap from purely
evidence-based, service user centred care, which is at present the dominant
philosophy in the field of health and social care, to the more inclusive values-
based, person-centred approach will occur transitionally as students become
qualified and go on to mentor students themselves.

Mentoring has the advantage of being an individualised activity with
mentors often working in a one-to-one situation with their charges (Foster-
Turner, 2005). Being a personalised approach, it is an ideal way in which to
develop in students the knowledge and skills for effective delivery of values-
based care, with mentors encouraging students to reflect upon their practice
and explore within themselves the effectiveness of their role. Values-based
care not only includes respect for the values of service users, it also encom-
passes the development of personal and professional values for health and
social care professionals (Cuthbert and Quallington, 2008). Whilst these
values may be discussed, encouraged and explored with students in the aca-
demic setting, it will be in practice, through the encouragement and praise
of mentors, that students will truly develop and retain these all-important
principles, such as trustworthiness, maintaining confidentiality and truth-
telling (Cuthbert and Quallington, 2008). Mentors can be encouraged to
explore values generally with their charges and to encourage them to reflect
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upon their personal value base, alongside the purported values of their chosen
profession displayed in the relevant codes of practice. The significance of the
students’ own values in health and social care practice can be discussed in
order to encourage deeper levels of analysis and reasoning. This is with the
intention of fine-tuning care, in order to provide an individualised service for
users which acknowledges opinions and values.

Vignette 5.3 illustrates how mentorship can promote values-based care
in practice. The general practitioner, an advocate of values-based decision
making, demonstrates to the medical student the ways in which this is prac-
tised. In this case, the doctor uses her clinical judgement combined with the
service user’s beliefs and values to develop a treatment regime to suit this
particular service user. Should the service users’ beliefs and values contradict
a good health outcome, for example, if they were using excessive amounts of
alcohol to numb pain, then the doctor would need to explore this with the
service user, suggesting alternative treatments and discussing health issues
surrounding this.

Vignette 5.3

[ vecently vistted my doctor to discuss a recurrent sove throat which
has persisted for the Last three months; this is my secondl Visit within
this time frame. The doctor had a wmedical student in the surgery
with her and she asked wy permission for the student to observe
the consultation, which | granted. The doctor asked we if | had
been taking wmedication for wmy recurrent throat infection since
my last visit. | explained that [ am an advocate of complementa-
ry wmedicines and have been taking a homeopathic remedy pre-
seribed by a local homeopath, however, although [ consider that my
throat condition has bmproved somewhat, it continues to be sore and
inflamed. The doctor explained to the student that she likes to work
bn partnership with her service users and respects their values and
beliefs — in my case a belief in complementary medicine. With
my pervission the doctor took a swab from my throat which she
explained she would send for analysis in order to prescribe the cor-
vect antibiotics, as the last course of medication did not appear to
Lmprove my condition. Meantime, she advised me to continue with
my howmeopathic remedy and the lemon and honey drinks that |
have been taking to ease the inflammation and to visit again in
one week's thime when the results from the swab would be available.

(Contlnued)
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(Continued)

[ find it very reassuring that wmy doctor listens to wmy ideas and
respects my opinions. | feel that | work bn partnership with my doc-
tor tn both dingnosing and treating my conditions. Due to this,
[ consider that ( value and respect my doctor’s opinions and com-
ply with treatwments far wore readily than with previous doc-
tors | have encountered. | think that the student working with this
doctor will also learn these skills through observation and practice
undler the mentorship of my doctor who is an experienced clinictan.

Patronage

The delivery of health and social care affects all citizens and is, therefore, of
importance to everybody. Health and social care workers are employed in a
variety of fields from industry to the community and it is essential that edu-
cational updates are offered to workers across this spectrum. Programmes of
education and training are often expensive to access, however, and if values-
based care is to be firmly established then these need to become mandatory
for all workers in this field. Corporate or institutional patronage in regard to
the sponsorship of values-based care could assist in providing funding and
access to courses in this important topic, thus ensuring equity of care deliv-
ery across the sectors. However, in a national climate where the provision of
health and social care is closely connected to the issue of limited resources,
this will not be an easy task. Success could be secured by the wholehearted
acceptance of this approach to care by government who could then work
closely with partner agencies, such as the voluntary and independent sec-
tors, in order to ensure the promotion of values-based care.

The present environment in health and social care reveals a State which is
gradually withdrawing from front-line commitment to delivering services,
instead placing a greater emphasis on the workings of a free market econ-
omy and on the ‘payment of individuals’ principle of economic rationalism
(Burke, 2000). This philosophy is an echo of the 18th-century concept of the
civil society with the recent emergence of the presently rather vague concept
of the ‘third way’ as an alternative to the concept of the State versus free
market individualism (Tritter et al., 2003). Patronage of health and social
care education fits neatly into this new ethos as it utilises both State and
independent sectors in taking responsibility for care provision and, as a con-
sequence, care worker education. This is not a new concept; the independent
sector has long been involved in delivering care services as exampled in the
following quotation:
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Since 2004 UK charity Marie Curie Delivering Choice Programme has worked
with doctors and nurses in hospitals, hospices and community services to give
people in Lincolnshire with terminal illnesses the choice of dying at home,
rather than in hospital ... The King’s Fund’s analysis of the impact and costs of
the programme concludes that it represents a cost effective model of care that
can make choosing to die at home a real option for dying patients. (Marie Curie
Cancer Care, 2008)

Values-based care would need to be introduced to health and social care
workers using a three-tier approach. Students of the health and social care
professions could be introduced to this during their education programme
and then supported in practice through the mentorship network, as discussed
previously. In addition, workers who are already engaged in health and social
care delivery could be introduced to values-based care through workshops,
giving the possibility to train staff intensively over a few days, thus minimis-
ing disruption to the workplace. The third tier of promoting values-based care
could consist of regular (preferably annual) updates which would refresh staff
knowledge and skills and ensure up-to-date practices are dispersed.

Patronage by government, voluntary and independent agencies could sus-
tain this three-tier support system by funding educational programmes and
encouraging uptake of these by the staff involved in care delivery and edu-
cation and training. Presently, the programmes of education for health and
social care professionals are government-led through National Occupational
Standards (Skills for Justice, 2009) and the inclusion of values-based care
can be made mandatory within these curricula, thus ensuring that the future
generations of health and social care workers are knowledgeable in the prac-
tice of this holistic style of care. Values-based updates could also be included
in professional development programmes as all health and social care pro-
fessionals need to continually update their knowledge and skills to ensure
currency of expertise and competence to practise. Natural dissemination of
the concept will also occur through academic journals, books and profes-
sional conferences.

Institutional and corporate patronage could support the symbiotic
approach to education and training of health and social care staff which
synergises both the academic and practice settings. The macro level could
consist of patronage for education, training and updates, whilst the micro
level could consist of individual support by qualified staff who have been
educated in this care delivery philosophy and offered through mentorship
programmes.

Vignette 5.4 demonstrates individualised patronage of values-based care
in a social care setting. Through education in this new health care policy, the
manager clearly sees the benefit to service users of care which embraces both
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their values and those of the care professionals and thus advocates education
and training in values-based care for all staff in this setting.

Vignette 6.4

[ am the manager of a day centre run by a charity for the elderly;
it is o busy centre and caters for &0 older persons from Monday
through to Friday each week. | am undertaking a part-time Diploma
n Management of Health and Soclal Care Services which Ls belng
funded by the charity. Part of my course has tnvolved Learning about
the importance of values-based care ano how evidence-based prac-
tice fits within this framework. | am awave that my staff have not
beew tratned in values-based carve, and this concerns me as [ constoer
that this person-centred approach could benefit my service users by
mproving the provision of care which they receive. Due to this un~
ease, | aw applying for funding from the charity tn order that staff
at the centre can attend workshops on values-based carve which are
being offered by the Local further education college within my area.

Conclusion

In conclusion, this chapter has discussed how the professional judgement of
practitioners is a crucial factor in delivering optimum care to service users.
This judgement, which is a combination of expertise and intuition, is honed
through professional practice and reflection on the various experiences this
provides. Values-based care delivers health and social care that is bespoke
to each service user, recognising and accepting individuality and diversity
and embracing the importance of professional judgement. Evidence-based
practice is an important component of values-based care and it is recom-
mended that the present educational and clinical emphasis on this important
aspect of care delivery continues alongside the promotion of values-based
health and social care. Programmes of education sponsored by patronage
from various health and social care providers and benefactors, and clinical
experience reinforced by an effective network of mentorship, can promote
the practice of values-based care. These are time-honoured strategies and,
therefore, essential requisites in implementing this new and improved model
of care delivery. It is no longer enough to talk about embracing service user
diversity and individuality and yet provide care that is, in essence, dictated
and uniform to all. Recognition of the importance of values-based care has
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already begun and this must be exploited in order to optimise health and
social care services for all.
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The Value and Values
of Service Users

Annette Mclintosh, Julie Dulson and
Julie Bailey-McHale.
Vignettes by Joanne Greenwood

In this chapter, service user involvement in health and social care is explored
with a focus on the values underpinning this concept. The first section con-
cerns the current context of service user involvement and the nature and
challenges of partnership working. A key initiative in collaborative working,
that of the service user as an expert, is critically analysed in the next section
and the chapter moves to a conclusion with a discussion of diversity and a
call for not merely acknowledging, but celebrating, the difference and diver-
sity evident within the values of individuals.

Service user Involvement and the
Characteristics and Challenges of
Effective Partnership Working

On a general level, the concept of respecting the values of individuals has
long been a central tenet for health and social care professionals in their
delivery of care. As Warne and McAndrew (2008) noted, it is important
that there is a clear understanding of what it is that individuals value
about their lives, requiring care givers to be open to, and non-judgemental
about, others’ opinions and points of view. However, while the notion of
placing individuals fully at the centre of their care and ensuring that their
opinions are heard, valued and acted upon has been advocated in the
health and social care professions for many years, in reality it is only in
the past decade or so that the full importance of service user involvement
has received due attention.
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Service users can be involved in care provision in a number of ways and
on a number of levels, as will be discussed later in the chapter. As Bradshaw
(2008) stated, service improvement can be realised through personalised
care, partnership working in decision making, offering service users choice
and information, securing the participation of users in policy making and
enhancing care options through provider contestability.

This need for the full involvement of service users in their care is now
recognised internationally, especially evident in America, Australia, New
Zealand and Japan. In the UK, the Department of Health (DH) has high-
lighted the importance of the role of service user involvement in a range of
policy documents such as The NHS Plan (DH, 2000), Involving Patients
and the Public in Health Care (DH, 2002a) and Creating a Patient Led NHS
(DH, 2005). Recent DH publications further set out the requirements for
the health and social care professions in relation to involving service users
in their care. In the publication, Implementation of the Right to Choice and
Information Set Out in the NHS Constitution, the new rights of service users
(interestingly, still called patients here by the DH) are detailed, including
the right to make choices about their care underpinned by information to
support these choices (DH, 2009a). In another guidance document, the DH
addresses the commissioning of personalised care planning which, while
primarily concerned with long-term conditions, is noted to be applicable gen-
erally (DH, 2009b). In this, the need for health and social care professionals
to ensure that people and their carers are equal partners in care planning is
highlighted, with an emphasis on supporting individuals to have their say.
In addition, it is recognised that the process of planning in health and social
care should be negotiated and led by the individual, in a process that takes
into account the service user’s goals, strengths, wishes and aspirations. The
notion that the choices individuals make at a micro level should be aggre-
gated and fed in at a macro level to influence commissioning decisions and
patterns for the larger population is also recommended to the professions
(DH, 2009b).

The Department of Health (2009b) noted that while there were many areas
of effective working in areas of health and social care including community
matrons, children’s community nurses and social care professionals, there
was a need for the approach of service user involvement to be embedded far
more widely. The effective participation of service users has been addressed
in some other areas beside those cited by the DH. These include care of the
elderly (Andrews et al., 2004; McCormack, 2003), cancer and palliative care
(Evans et al., 2003), mental health (Hui and Stickley, 2007; Lester et al.,
2006; Peterson et al., 2008; Stickley, 2008), learning disability (Young and
Chesson, 2006) and health and social care education (Felton and Stickley,
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2004; Forrest et al., 2000). The DH (2007) noted that full participation from
the professions was essential in order to bring about placing the service user
at the core of service delivery, and recommended that local forums, task
groups and networks were established, involving staff and service users as
active participants to bring about the change.

For partnership working to be effective, there are various characteristics
that are recognised as being essential. Coulter (1999) stated that while the
professional is knowledgeable about the individuals’ condition, only service
users and carers know about their experiences, circumstances, habits, pref-
erences and values; the partnership approach to care should be based on
mutual respect. This notion of an equal and dynamic partnership is reiter-
ated by the DH (2009b) who recommended that the process of partnership
working should focus on negotiating and deciding outcomes that the indi-
vidual and their carer want to achieve, is owned by them and which promote
joined-up working, especially between health and social care.

The recent Darzi report (DH, 2008) highlighted the values contained in
the new NHS Constitution regarding service users and their carers. These
included the premise that each individual is valued as a person and that
their aspirations and commitments in life are respected, with their priori-
ties, needs, abilities and limits being recognised. This mirrors the views of
McCormack (2003) who considered that respecting values is at the core
of individualised care, with the requirement for professionals to under-
stand what people value about their life and how they make sense of their
circumstances. Evans et al. (2003) highlighted the need for flexible and
timely access to information being required to assist individuals in mak-
ing choices and also noted that communication was an important factor in
encouraging service user involvement. When considering the role of serv-
ice user involvement in education, Felton and Stickley (2004) highlighted
the need for an infrastructure to fully underpin the process, support from
those in education and a balancing of the power inequalities (perceived or
real) that can exist in partnership working. Forrest et al. (2000) opined
that service users, educationalists and students require support and prep-
aration for their roles, with the service users additionally receiving appro-
priate remuneration for their contributions. Sawyer (2005) encapsulated
all the elements and characteristics of true partnership working, in which
there is mutual trust, stating that this requires: open communication;
shared values and goals; shared risk; sharing and solving problems; and a
no-blame culture.

Whilst there are thus many essential components for effective partnership
working, there are equally many challenges that have to be overcome. The
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DH (2009b) noted that, in advocating a partnership approach to care, a
less paternalistic approach was required, with the adoption of a more
empowering ethos. This echoes the sentiments expressed by Coulter
(1999) who considered that while paternalism was endemic in the NHS, it
should have no place in modern health care and that a move to meaning-
ful partnership working was overdue. Similarly, in the DH (2007) publi-
cation, Putting People First — A Shared Vision and Commitment to the
Transformation of Adult Social Care, the ideals of replacing paternalistic,
reactive care of variable quality with a future system where individuals
have the maximum control and power over the services they require and
want, is emphasised, with the right to self-determination seen as being
at the core of a reformed system of service planning and delivery. Sawyer
(2005), writing about embedding service user-driven outcomes in domi-
ciliary care, considered that one of the greatest challenges lay in bring-
ing about the necessary culture change to achieve this effectively. The DH
(2002b) publication, Shifting the Balance of Power — The Next Steps, also
stipulated the need for behaviour change with a greater focus on team
working and enabling and supporting people, and less control and hierar-
chical patterns of delivery. As Bradshaw (2008) reflected, the prevailing
policy drivers mean that the time-honoured knowledge and wisdom of the
professions will become increasingly scrutinised and questioned and pro-
vide challenges to be overcome, especially to the medical profession. It has
been noted that changing the long-established views, values and behav-
iours of health and social care professionals will require support from all
levels, alongside the development of staff (DH, 2002b).

The need for leadership to ensure that the involvement of service users is
not tokenistic but valued is widely recognised and embedded within the policy
drivers. The DH (2007), whilst recognising some cutting-edge work, stated
that national and local leadership would be necessary, alongside a shared com-
mitment to social justice, not only for embedding the changes required for a
system transformation, but also to address the demographic realities inherent
in affecting such a change. The DH (2009b) opined that the cultural change
required to fully embed service user involvement at a local level had often not
been underpinned by full support and leadership at management level.

Coulter (1999) considered that several other hurdles needed to be overcome
to ensure safe and effective partnership working, including the preparation
and readiness of service users to assume responsibility for decision making.
Research by Litva et al. (2002) indicated that there were variations in public
willingness to be involved in health care decisions and noted that, while there
was a strong desire for involvement at system and programme levels, there
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was less willingness to be involved at the individual level. Two issues were
identified as being important for full participation: the need for information
and the need to consider the experiences and emotions of individuals.

The realities of involving service users to benefit and enhance the edu-
cation of health and social care professionals, including involvement in the
design and delivery of curricula, have also been noted to pose difficulties.
These included the often conflicting views and values of educationalists and
service users, ensuring appropriate representativeness and avoiding token-
ism (Forrest et al., 2000). In addition, Felton and Stickley (2004) stated that
failure to address the disempowerment of service users was challenging,
considering that this required a shift in power that in turn can result in the
educationalists feeling disempowered and justifying the status quo, instead
of fully embracing the involvement of service users.

The general and fundamental requirement for adequate resourcing to fully
implement service user involvement at all levels has also received attention
in the literature. An example of the concern surrounding this issue comes
from Newman et al. (2008) who considered that whilst social care has a
reputation for leading the way with service user initiatives, often serving as
models for other services, the reality is that the profession could start to lag
behind because of a lack of resources; they warn that tightening resources
could lead to the voice of service users being squeezed out.

Notwithstanding these challenges and concerns, it is evident that the move
towards a meaningful involvement of service users, with full recognition of
their individual values, is gaining momentum. Relatively recent initiatives
include the holding by service users of individualised, or personalised, budg-
ets with which they can decide how they will meet their health or social care
needs. Sawyer (2008) noted that in social work, personal budgets, while only
one part of the move towards self-directed support and individualised care,
were implemented to empower individuals to choose the services they felt
met their needs and priorities; the use of brokers to help guide service users
and their families is increasingly being used.

Service users are also becoming increasingly influential in health and social
care research. For example, in a qualitative study exploring mental health
recovery in Scotland, service users were part of the steering group and also
recruited as interviewers (Brown and Kandirikirira, 2007). The findings of
the research showed that for those service users who were involved in service
user groups and campaigns, the experience was a positive one and helped their
recovery. Further, Brown and Kandirikirira’s study highlighted that some of
the participants believed that ‘service users were the unrecognised experts in
the field of mental health whose opinions need to be more valued’ (2007: 36).
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Service users’ and carers’ participation in shaping and influencing health
and social care is multi-faceted; the next section explores consumer roles and
the concept of expert service users working synergistically with professionals.

Service Users as Consumers and
Expert Patients

The rise of service user involvement in health and social care provision is
often linked to the development of consumerism in the 1980s (Edwards,
2000). Rush (2004) argues that user involvement is best understood through
a historical context and while Rush’s (2004) paper specifically focuses upon
user involvement in mental health settings, reflecting upon the social and
political thinking of the time is important to the context of user involvement
in all health and social care settings. One of the earliest examples of user
groups, the ‘Friends of Alleged Lunatics Society’, led by John Perceval, cam-
paigned for compassionate care in the asylums in the 18th century. The con-
textualisation of mental health care was at the time changing from a model
of moral degeneracy towards a model of moral management led by Pinel in
France and Tuke at the York Retreat (Rush, 2004). Central to the model of
moral management was the idea that mental illness could be alleviated and
in some instances cured by providing the person with a caring environ-
ment (Rush, 2004). Later, the 1950s saw the advent of psychiatric medica-
tions which reinforced the concept of the medical model of health and the
notion of ‘doctor knows best” which negated the need for user involvement
and reinforced the concept of paternalism as an influential barrier to user
involvement. Consumerism brought with it the notion of choice, placing the
individual in receipt of care at its centre. However, consumerism is often
criticised in that choice is only useful if the choices available are acceptable
to those requiring the services. Consumerism has led to a large increase in
the service user movement (Felton and Stickley, 2004) and, in recent years,
service users have developed themselves into a forceful social movement,
often actively influencing aspects of care such as the availability and pre-
scribing of medicines. It is apparent that user involvement is a central facet
of conventional health and social care and this is evidenced by initiatives
such as the expert patient programme. Whilst it is possible to be critical
of the expert patient programme, it is important to acknowledge that this
national initiative clearly places user involvement within the mainstream
of health services and so demonstrates the change in focus of health and
social care delivery.
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The concept of the expert patient programme was first introduced in
the DH’s white paper Our Healthier Nation — Saving Lives (DH, 1999). A
further DH paper in 2001 set out the vision that expert patient programmes
would become part of the standard provision of the NHS and this was further
reiterated in the NHS health improvement plan (DH, 2004) which stated
that the expert patient programme would be available in all Primary Care
Trusts within four years. The underpinning philosophy of the expert patient
is that those experiencing chronic health conditions represent an untapped
resource, both for their own health and the health of others experiencing
similar conditions. The suggestion is that health providers will empower
those with long-term health conditions to not only self-manage their condi-
tion, but also to support others to self-manage through the expert patient
programme. This programme consists of a number of taught sessions, deliv-
ered by lay persons who themselves are suffering from a chronic condition,
regarding self-management techniques and, in simple terms, involves serv-
ice users educating other service users.

At first glance, the concept of the expert patient appears to be a clear step
in the right direction towards a more user-led health service and so should
be welcomed. However, it is important to examine the underpinning phi-
losophies of the expert patient to identify if this programme will indeed
strengthen the cause of user involvement in services. The most evident con-
sideration is the name of the programme: ‘the expert patient’. It is widely
recognised that use of language is a key strategy used to define roles and
reinforce status of individuals (Sang, 2004). Much of the literature regarding
user involvement in services highlights the importance of professionals uti-
lising a respectful language that is value-free. The Oxford English Dictionary
(2009) defines a patient as ‘a person receiving or registered to receive medi-
cal treatment’. This term implies a passive role, a person in receipt of care
rather than an equal partner in that care. Failure to address power differen-
tials between service users and health professionals is frequently cited as a
barrier to service user involvement (Poulton, 1999) and the use of the term
patient in the title of this initiative appears to reinforce rather than address
those differentials.

The title of expert, according to Wilson (2001), is usually used when
describing someone who has undergone applicable training and further study
and so is indicative of increased status and knowledge. Tang and Anderson
(1999) suggested that the idea of an expert is further reinforced by the proc-
ess of socialisation. The person is viewed as an expert and so their opin-
ion is seen as that of an expert, which further reinforces their status as an
expert. However, Robert et al. (2003) argued that many health professionals
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find it difficult to view service users as experts and so this process of sociali-
sation will not occur. The arguments in the literature regarding the repre-
sentativeness of service users is a key example of this — professionals inhibit
service user involvement through the suggestion that a service user can only
represent their own views or the views of their own kind, that is people with a
similar condition, and as it is not possible to include everyone with differing
health problems, it is best not to try. Professionals often forget, however, that
they themselves are trying to be the voice of all other professionals.

Further, according to Tang and Anderson (1999), a person will be una-
ble to achieve expert status until they have access to equal rights and equal
resources. A report by Squire and Hill (2006), both members of the Patient
Experience team which worked with the DH to set up the expert patients
programme, suggests, although does not explicitly state, that many of the
users who delivered the expert patient programme were unpaid volunteers,
highlighting a fundamental disparity when compared with professionals
working on the programme. Robert et al. (2003) suggested that expecting
service users to contribute their time for free demonstrates a clear lack of
recognition for the value of the service users’ contribution and is a clear bar-
rier to effective user involvement which must be addressed.

Hickey and Kipping (1998) suggested that user involvement in services
should be considered on a continuum with information giving at one end
through consultation, partnership and finally user control at the other. Infor-
mation giving involves solely the provision of information regarding services
or treatment to users; consultation builds upon this and requires service pro-
viders to seek the views of service users regarding services, but does not nec-
essarily mean that those views will be addressed and that changes will occur
as a result of the consultation. The partnership approach requires service
users and providers to have equal standing (and equal power) and decisions
to be made jointly. To ensure this approach is effective, it is necessary that all
parties have access to the same information and the same abilities for inter-
preting that information. The final approach is that of user control — here
the power is fully redistributed to the users. The user, or group of users, will
make the decision whether or not to involve others in the decision-making
process. Some decisions will affect only the individual user, such as suita-
bility and timing of treatments, whereas other decisions may affect a whole
group of users, such as provision of a service. In this case, it will be necessary
to decide whose needs are paramount in the case of conflict.

Equipping service users with the knowledge and skills to manage their
own health and to assist others is, one could argue, suggestive of user-
controlled services. However, Hickey and Kipping (1998) further suggested
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that the amount of involvement a user of services can have in those services
will be dependent upon their power to influence decisions. In this case, the
power to influence could be considered in terms of knowledge. The premise
of the expert patient programme is that service users will be empowered to
self-manage their condition and to train others to do so. However, the ques-
tion remains about who exactly will decide what information will be given to
the service users during their training. It is not clear from the literature how
differences in opinion regarding the information provided are to be man-
aged or resolved. The national evaluation of the pilot of the expert patient
programme found that some participants were unhappy at having to adhere
to a fixed script whilst delivering the programme which suggests that those
involved in the delivery felt they had more to offer than the constraints of the
programme allowed. It further suggests that the programme had been writ-
ten without the participation of those who were delivering it, which is sug-
gestive of the lowest level of Hickey and Kippings’ (1998) user-involvement
continuum, that of information giving.

The origins for the expert patient programme come from Lorig et al.’s
(1996) chronic disease self-management programme, which originated in
the USA (DH, 1999). This programme focuses education and training on 12
tasks which Lorig et al. (1996) suggested are common to all chronic disease
sufferers. These tasks include monitoring symptoms, maintaining an ade-
quate diet, communicating with health professionals, not smoking and using
medications. Pre-determining the information which those experiencing
chronic illnesses require and providing only that information does, accord-
ing to Sang (2004), evoke images of paternalism and further widens the
power imbalance between health professional and service user. The 12 tasks
also appear to reinforce the notion of a medical model of illness. Wilson et al.
(2007) agree, suggesting that the content of the expert patient programme
reinforces the medical perspective of chronic illness. This is suggestive of the
idea then that the aim of the programme is to increase service users’ compli-
ance with medically determined interventions, an aim which Lewis (2003)
argues is paradoxical to the philosophy of service user involvement.

It is clear that service users are likely to base their decisions regarding
treatment options on the information provided to them by health care profes-
sionals. Although the information given during the expert patient programme
is not delivered by professionals, as it is based upon the medical model, it
will mirror the advice from the professionals and will in turn be provided by
those who, through the title of the programme, are deemed to be experts. This
further reinforces the notion that the expert patient programme is merely a
way of promoting compliance with medical approaches. Nash-Wong (2006)
suggested that self-management programmes can develop what she termed
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‘super consumers’. These are service users who have the knowledge to not
only identify when they are unwell but also to know what type of treatment to
request from their doctor. Nash-Wong (2006) suggested that pharmaceuti-
cal companies should utilise the opportunities afforded by self-management
programmes and work to ensure that the information provided comple-
ments, or even includes, their own brand products. The prospect that self-
management programmes, and therefore the expert patient programme,
can be manipulated, not only as a tool to increase compliance but also as
a marketing ploy by pharmaceutical companies, leads one to question the
underpinning philosophy of the initiative, whether it really is about empower-
ment or more a method of control.

Hickey and Kipping (1998) described two differing philosophies which
underpin service user involvement: the consumerist approach and the
democratisation approach. According to a consumerist philosophy, the aim
of involving users is to seek and identify their views to evaluate the quality of
a service. The consumerist approach, which views service users as consum-
ers, became a dominant model of health care delivery during the 1990s and
was intended to create an internal market for health care (Rhodes and Nocon,
1998). The opposing philosophy, the democratisation approach, views users
not as recipients of care but as citizens within the care community. This
means that rather than evaluating the effectiveness of a service, citizens will
consider the content of the service or the need for it to even exist.

According to Edwards (2000), it was the dominance of consumerism within
health care policy which paved the way for policy regarding user involvement
in services. Critics of the consumerist approach suggest that consumerism
fosters a tokenistic approach to user involvement by offering a way for users
to express their wishes regarding service design, with no real hope of those
wishes being realised. The expert patient programme can be seen to be based
on consumerist values as it offers a way for service users to take control of
their health care, but only within the parameters of the clearly defined health
care system. This approach can be summed up as the professional helping
the service user to learn to manage their condition in the best way that the
professional sees fit; essentially empowering a person to do as they are told,
which is surely an oxymoron?

There are, however, clear benefits to the expert patient programme and
these should not be minimised. Those involved in the programme benefit
from the support of meeting others in a similar position and the hope that
the prospect of self-management brings; this is not a case of throwing the
baby out with the bathwater. However, whilst the expert patient programme
offers opportunities, it is capable of so much more. If we want people to take
control of their own lives and health, then surely we should equip them with
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the skills to do this in whichever way is best for them. The expert patient pro-
gramme should be less about learning how to agree and comply with health
professionals and more about how to identify the most appropriate way to
manage the health and well-being of the service user themselves. As will be
seen in the next section, this involves not merely acknowledging, but celebrat-
ing, the difference and diversity evident within the values of individuals.

Vignette 6.1 demonstrates how even very young service users can become
experts in their own health and social care.

Vignette 6.1

[ am a qualified nurse and my three-year-old son has suffered from
severe eczema from the age of six weeks, constantly experiencing
“flare ups” and although his eczema was well managed at howe, it
showed wo signs of bmprovement. Throughout this time there were
peviods of despalr, frustration and episodes of severe sleep deprivation
for myself and my son, due to lack of any tmprovement in his skin
condition; this resulted tn our coplng mechanisms diminishing
raplaly. All allergy tests at this time showed negative results and
the next line of treatment was to be a chemotherapy regime. At this
stage | became desperate for any answers to his medical problems.
He had previously been treated by a district general hospital and
specialist children’s hospital but to no avail; essentially ( felt that
the cave for my chilol was not meeting his, or, indeed, my needs and
that we had no power or influence in determining a way forwaro.

One day whilst reading a nursing journal, [ noticed contact details
for a nurse consultant in a dermatology unit in a teaching hospital
and decioed to phone her. She advised me to see my GP and request
a veferral to a consultant allergist. After discussion with my GP,
my som was referved to a consultant dermatologist in a large spe-
clalist teaching hospital that evening. ( discussed his care with the
consultant and agreed a plan for the treatment and care of my son.
Throughout the consultations, my child was tncluded tn discussions
regarding his care and trentment at a Level of understanding appro-
priate for his age group. Therefore, not only were my ‘expert views’
taken into account, but also those of my son from a very early age.
Due to his ongolng health care needs and the partnership that has
developed between our family and the healtheare professionals treat-
ing him, he has already stavted on the path of becoming an expert
patient from a very young age, as all the decisions made regarding
his health cave see him at the centre n the decision-making process.
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Celebrating Diversity

This section was originally entitled acknowledging diversity. The notion of
acknowledging diversity has been accepted for a number of decades now.
The initial suggestion for the title did however create a sense of tension at
the use of words. Do we remain at the stage of acknowledging diversity, or
should we be embracing a new era of diversity, one in which diversity is not
merely acknowledged but celebrated? On considering the difference in the
two approaches, it occurred to me that there is a distinct and radical differ-
ence between acknowledging something and celebrating it. I gladly acknowl-
edge a colleague’s birthday with a gesture and an automatic ‘happy birthday’.
When I celebrate the birthday of my partner, I will consider and prepare for
the event and invest time and effort to ensure it is right, thus ensuring that
the day and the sentiment is real and meaningful. Could it be, therefore, that,
whilst on a professional basis it is relatively easy to acknowledge diversity,
it does not require a tremendous amount of effort or commitment? To cel-
ebrate diversity puts the professional in a position of affirmation, affirming
not just that something is different but that the difference adds something
of value, and so should be valued. This is an important concept to appreci-
ate when considering working in partnership with others within health and
social care settings; tokenism is an easy trap in which to fall and has been
a regular criticism of marginalised groups attempting to find a voice. Valu-
ing individual experience is what transforms good health and social care into
excellent care. Valuing individual experience inevitably means that the health
and social care professional must see difference and value it for what it is.

The challenges in connecting collaborative practice with a celebration of
diversity are immense. Arguably, health and social care professionals have
not even begun to adequately incorporate service user involvement effec-
tively, so considering the question of diversity within this debate is complex.
The slogan ‘the personal is political’ was used widely during the 1960s and
1970s by feminists. Part of the power of this slogan comes from the transfor-
mation of what is personal, and so private, into the public domain of political
activity. The Women’s Movement took the personal, diverse experiences of
women and made them a subject of legitimate debate. This section explores
whether it is possible to take the personal and diverse experiences of the
service user and make those experiences truly significant in a personal, pro-
fessional and political manner.

Diversity can be understood in terms of difference. An important con-
temporary development has been the establishment of the notion of the
politics of difference (Weedon, 1999). It has been suggested that respecting
diversity involves a recognition of the intrinsic worth and uniqueness of each
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individual (Bailey-McHale, 2008). This concept is an important aspect of
professional codes of practice (General Social Care Council, 2002; Health
Professions Council, 2008; Nursing and Midwifery Council, 2008). Diver-
sity, and respect for difference, are now synonymous with values-based
practice. The recognition of difference, rather than the notion of sameness
sometimes generated by the notion of equality, is an important development
in this area. However, how difference is defined can be loaded with reflec-
tions of power relationships within society; difference can be seen in terms
of desirable or not desirable.

The advantages of user participation in health and social care are well
documented (see previous sections). However, there are criticisms of the
approach and clear tensions between professionals and service users. A lit-
erature review exploring service user participation in mental health rehabili-
tation (Peterson et al., 2008) identifies some of these tensions within mental
health practice. This literature review demonstrates the differences between
service users’ perspectives on participation and the perspective of the pro-
fessional. One particular study reviewed (Lester et al., 2006), demonstrated
how general practitioners and nurses were reluctant to involve users of serv-
ices or to see service users as collaborative partners. Conversely, the review
also describes the trend towards valuing more active participation.

What is it about service user involvement that makes it so troublesome?
There are undoubtedly practical considerations, not least the questions of who
should be involved, how they should be involved and at what level of involve-
ment. Arguably, at the crux of this is the question: where does power lie?
The nature of power relations between the professional (those with power)
and the service user (without power) becomes essential to deconstruct. It is
perhaps only when this is understood that service user involvement will cre-
ate a more meaningful and effective process of partnership working, a proc-
ess that leaves service users feeling assured that they have played an active
role in the creation of something, rather than merely responding to given
agendas (the act of being consulted).

At one level, power can be understood in two distinct ways (Hui and Stick-
ley, 2007). The constant sum concept of power suggests that power is lim-
ited; that there is a set amount of power available and if an organisation or
profession wants to involve others, then it has to give some of that power
away. Power becomes a commodity. Conversely, power can be understood
in terms of a non-constant sum approach. Power is not seen as limited but
rather as an infinite source. This approach suggests that power can be cre-
ated in others through a whole range of different activities. The reader is
directed to the work of Foucault (1980) who suggested that those with power
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are able to create a ‘truth’ associated with their power and social role so
recreating significant power relationships that are viewed as normal. These
concepts offer an interesting backdrop to the whole question of service user
involvement and the incorporation of difference and diversity within this.
Foucault (1972) suggested that every discourse has two aspects — power and
knowledge — and he was particularly interested in the ways in which power
is maintained through language. Within the context of service user involve-
ment, this becomes a critical perspective as the language of those in power
serves to reinforce the powerlessness of others. For service users engaging
in partnership working, this is a crucial way in which they can be alienated
from sometimes complex processes. Very often, service users will lament the
overuse of jargon and the ways in which this prevents real and meaningful
participation. Those without the necessary vocabulary remain, inevitably,
in a position of powerlessness. Hui and Stickley (2007), in their discourse
analysis of mental health policy and mental health service user perspec-
tives on involvement, emphasised the difference in the language of govern-
ment publications regarding involvement, compared to that of service user
publications. They identified a difference in perspective within government
documents compared to the perspective of the service user. Within the gov-
ernment publications, there were a number of key emerging themes. These
included inconsistencies with the language used to refer to service users; the
notion of service user involvement and what is meant by that; the nature of
power and the notion of a service user-led NHS. The service user perspective
emphasised power, control and change; with theory, policy and practice and
the service user as expert by experience. The suggestion here is that at a fun-
damental level, the aspirations of government publications and the aspira-
tions of service users are very different. Another important point, however, is
the diversity and differing perspectives that exist within service user organi-
sations and across the range of service users.

What is the way forward for service user involvement in terms of celebrating
the diversity that this offers and ensuring real and meaningful participation?
In a sense, the answer to this question should come from those who engage
with services and want a say in how services should look. One approach would
emphasise the continued involvement of service users within consultation
panels, as committee members, and within higher education provision. This
approach in many ways reflects the situation currently. Service users can
be educated as to the appropriate language and customs of Trust boards,
universities, professional bodies etc., and can continue to effect change in
this way. The second, and arguably the more radical approach, suggests that
service users will find real power from the sharing of a collective voice and
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that by harnessing the power of the collective, real and lasting change can be
achieved. The second approach challenges the very basis of how service users
are consulted and listened to, and so challenges notions of power and pow-
erlessness. The notion of service user as provider, researcher and educator,
not just consumer, may challenge the whole idea of service user involvement.
There are, of course, tensions within this approach; there is a danger that it
ignores the heterogeneous nature of service user groups. We are a long way
from creating systems that truly reflect the diverse nature of service users
and their differing priorities and values. Currently, service user involvement
is constructed in a way that does not encourage meaningful engagement with
the important dimensions of power and inequality, nor do these systems nec-
essarily recognise issues of difference amongst service users.

Service user involvement is now an expectation on both the political and
practice agenda. This in itself is a testimony to the resilience of service user
activists in many areas of health and social care. This expectation, however,
hides some of the tensions and conflicts evident in incorporating full serv-
ice user participation. At the crux of service user participation are complex
power dimensions that, unless acknowledged and explicitly explored, will
always undermine meaningful activity. If professionals are to truly involve
service users in all aspects of health and social care, they will need to take an
honest view of their own capacity to share power and ultimately to share the
label of ‘expert’. A frame of reference that celebrates this participation, rather
than merely acknowledging its usefulness, is needed to ensure the radical and
potentially transformative nature of service user participation.

Vignette 6.2 illustrates personal involvement in health and social care
services from a service user perspective.

Vignette 6.2

[ am a 38-year-old mother of two children, aged five and three
years and a wurse by background. For the last ten years
( have worked in the fleld of wnurse education and therefore
have an understanding of the drive for service user lnvolve-
ment in health care. n wmy everyday working life this has tn-
volved having an awareness of the lmportance and significance
of the vole of the service users within the wursing curriculum.

However, on a personal Level, my interaction with health care profes-
stonals haod been minimal and routine. This was to change, how-
ever, following the birth of my second child. | attended a six week
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post watal check where an assessment had been taken to elimi-
nate the possibility of post-natal depression. The score was sig-
nifieantly raised and the health visitor contacted me to discuss
her concerns. | was asked if | felt anxious and depressed and |
tmtl/\fuLLa replied that [ did wnot. Over the months, my symwp-
toms gradually worsened. The wmain reason | did not seek help
at this time was mainly due to personal pride and an overriding
sense of failure that | was unable to fight the symptoms myself.

However, the anxiety and depression were severely exacerbated by
returning to work and [ ended up attending the GP's surgery in a
distressed state. The experience | subsequently had was a positive
one, with the 4P including me in the decisions about my care. |
felt that the communication was open and howest and that  was
fully consulted about the cholces available to wme; ( felt that there
was o mutual trust between myself and the GP. This helped me to
make the right choice about my care, further supported by infor-
mation (verbal ano written) which tnformed my decision making.

The most lmportant decision [ had to make was whether or not to take
anti-depressants as | was extremely fearful of feeling any worse
than 1 already did and was not keen to start medication. However,
explanations were glven and timescales set within my own Limits, so
[ felt that | was allowed to take control of the situation.  diol feel that
allowing we to have a choice regarding wmy treatments and medi-
cations, alongside the collaboration between different wmembers of
the multi-disciplinary team, ensured effective, trusting partnerships
were established in line with my well-being. However, [ recognise that
[ was perhaps fortunate as | am aware that this does not reflect the
experiences of others | know. | feel that the challenges that can some-
times arise perhops did wot tn my case, maybe due to my nursing
and educational background being valued by the professionals.

Conclusion

The dominant paradigms within health and social care are gradually shifting.
The traditional approach, characterised by an authoritative and paternalistic
attitude, is becoming less accepted. An emphasis on collaborative, partner-
ship working with service users is much more apparent now; an emphasis
on the service user having their say and, in essence, having their values fully
valued. This is demonstrated in the chapter’s vignettes.
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However, the reality is that this is patchy in its execution. Areas of excellence
have been recognised, but the challenges involved in ensuring that service user
involvement is not tokenistic, but meaningful, has meant that there are still calls
for changes in professionals’ attitudes and behaviours so that the values and
opinions of service users are fully met. Inherent in this is the need to address
the concept of often complex power dimensions which can undermine part-
nership working at every level; these require exploration and acknowledge-
ment of the fact that for true involvement of service users, professionals need
to become comfortable with the sharing of knowledge, power and, ultimately,
the label of expert.

It is clear that initiatives such as the expert patient programme go some
way in challenging both health professionals’ and service users’ ideas about
the role of knowledge and the balance of power between the provider and
user of services, but their true potential is as yet unrealised. The aim of user
involvement should be to empower service users to question the very exist-
ence of services and to reconstruct new ways of working, and this should
generate a wealth of possibilities. Tying service user involvement to medical
conceptualisations of health, as can be seen in the expert patient programme,
will clip the wings before the service user movement has truly learnt to fly.
What can be seen to be essential in ensuring that the nature of service user
participation can be truly transformative is a shared frame of reference and
commitment that ensures that service user involvement is not just acknowl-
edged, but valued and celebrated.
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A Values-Based Era in
Professional Caring

Jill McCarthy and Sue Grumley

Values-based care heralds a new era in health and social care provision.
However, for this care to be successfully implemented nationally, it needs to
be underpinned by values-based education with high-quality research playing a
strong, supporting role rather than being the sole driver. With values-based
care, targets are person rather than organisation-focused which puts the
service user at the centre of care delivery. To achieve this, it is recommended
that the paradigm shift from evidence to values, which has already begun, is
further developed by leaders in the health and social care sectors. Care is not
fixed but fluid, developing and improving as new ideas and innovations are
initiated. The introduction of values-based care can realistically be achieved
by drawing on previous models of presenting health and social care profes-
sionals with new and improved methods of care delivery.

Exploiting the Paradigm Shift from
Evidence to Values

The concept of evidence-based practice was introduced to the health care sys-
tem by Professor Archie Cochrane in the 20th century (Cochrane, 1972). It is
defined by Sackett et al. (1996: 71) as the ‘conscientious, explicit and judicious
use of current best evidence in making decisions about the care of individual
patients’ and is now accepted as the gold standard for clinical practice.

A change of government and, therefore, policy brought about a review of
health services in the late 1990s. The white paper, The New NHS: Modern
and Dependable (DH, 1997), outlined the objectives of setting minimum
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national standards of care based on guidelines established using the latest
scientific evidence. The paper discussed improving quality through collabo-
ration of health and social services, ending the postcode lottery and paved
the way for the introduction of clinical governance in 1999 (DH, 1999) by
ensuring efficiency and effective use of available resources. The moderni-
sation of the National Health Service augmented the use of evidence-based
practice by encouraging research conducted by all professional groups includ-
ing allied health professions (Chartered Society of Physiotherapy, 2007a)
which facilitated the development of integrated care pathways (Middleton
et al., 2001) and challenged the efficacy of some commonly used treatments.
The evidence upon which practice is based is graded according to its rigour.
The United Kingdom grading system grades evidence from ‘A-D’, with ran-
domised control trials being the most rigorous and, therefore, graded ‘A’,
and expert opinion being considered the least rigorous and rated ‘D’ (Royal
College of Physicians, 2004). As a result, ‘health care decisions are increas-
ingly being made on research based evidence rather than expert opinion
or clinical experience alone’ (Agency for Healthcare Research and Quality,
2008). Evidence-based medicine developed from evidence-based practice
and encourages clinicians to integrate their clinical expertise with the best
currently available evidence (Sackett et al., 1996), a developmental step that
combines the research with that of prior traditional practice.

The introduction of evidence-based practice and evidence-based medicine
may be regarded as partially accomplishing the government’s agenda of rais-
ing standards and providing a quality service, but each focuses upon the evi-
dence and the clinician, yet fails to significantly focus upon the service user.
The question has to be posed: has the pendulum swung too far in one direc-
tion? Whilst these developments are geared ultimately to the service user, the
needs of the service user appear to have taken a retrograde step. Developments
such as integrated care pathways have a tendency to encourage a utilitarian
view of health care, with the majority of people being catered for to the detri-
ment of a minority (Beauchamp and Childress, 1994). In the present climate,
where human rights are acknowledged and considered sacrosanct, a modern
health care service must endeavour to recognise the individuality of the service
user and provide an individualistic approach. Choice for the service user was
initially referred to in the first NHS review, and pinpointed in further reviews;
Lord Darzi’s report (DH, 2008a) emphasises the point that people want a
greater degree of control and influence over their health and health care.

No one would argue with the aspiration to increase standards and quality,
a point accepted by professionals and demanded by service users. Nonetheless,
the acquisition of evidence for some treatments can be difficult due to ethical
issues or lack of publications. Clinicians may have clinical knowledge gained
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through experience, but under the evidence grading scheme, expert opin-
ion is deemed the least rigorous category of evidence and, therefore, needs
to be considered in conjunction with available published evidence. To illus-
trate this point, published evidence suggests that occupational therapists are
83.6 per cent accurate in predicting the needs of hospitalised service users
on discharge (Frankum et al., 1995) and, therefore, the requirement of a pre-
discharge home visit could be challenged. Current literature has failed to pro-
duce a single comprehensive list of what a therapist would need to assess a
service user for to ensure a safe discharge home, and what determines which
service users would benefit most from a home visit (Patterson and Mulley,
1999; Patterson et al., 2001). This is of considerable importance, as home vis-
its are expensive in terms of opportunity costs which are defined as whatever
is renounced as a consequence of a decision to use a resource in a particular
way. (BSU, 2005; Net MBA, 2007)

Vignette 7.1 illustrates how a combination of both evidence-based practice
and expert opinion can result in optimum care delivery. With values-based
care, the knowledge and skills of experienced health and social care profes-
sionals are combined with quality evidence-based practice to provide care
that is fitting to each individual as this vignette illustrates.

Vignette 71

am a physiotherapist and [ have real concerns in regard to certain lim-
itations | have noticed with evidence-based practice and care delivery,
in particular discharge planning. As [ am undertaiking a part-time
MsSe degyree, | decided to address this issue as part of my research
dissertation. Using qualitative research wethods, | organised focus
groups with therapists tnvolved in discharge planning in order to
explore their knowledge of this area and compare this with available
Literature; thematic analysis was thew used to tdentify themes and,
ultimately, develop an algorithm. This algorithm has been tntro-
duced bnto clinical practice to assist the clinical reasoning of junior
therapists when deciding who would benefit from a home visit ass-
essment and forecast the needs of service users when planning a
hospital discharge.

This example weets the gold standaro of utilising evidence-based
practice whilst combining this with clinical expertise to ultimately
meet the agenda of furthering research ano knowledge and delivering
best care to service users.

The introduction of integrated care pathways identified standards of treat-
ment that service users could expect as a minimum (Middleton et al., 2001).
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The establishment of minimum standards and the encouragement of
multi-disciplinary, multi-agency collaboration and communication can only
be viewed positively from the service user’s perspective as these all improve
services. However, it could be suggested that the prescriptive nature of an
integrated care pathway, albeit with accepted variations, diminishes the
development of the clinical reasoning abilities of clinicians. Thus, they are
potentially relegated to act as expensive assistants whilst treating the service
users as a homogenous group who do not have individual values, ideals and
opinions. It is, therefore, vital that the views and opinions of both service
users and health and social care staff are involved in the planning of care
delivery, development of services and strategic planning.

Vignette 7.2 demonstrates the difficulty of working with integrated care
pathways in certain circumstances. Care pathways provide excellent care
for the majority of service users presenting with the necessary condition,
however, although variances are allowed for, there are still set criteria to be
met and included in the pathway, which a minority of service users may not
present with who may still benefit from this care. Professional judgement
which includes intuition, as described in Chapter 5, would have benefited the
service user described in the following vignette.

Vignette 7.2

Lam a ze-year-old staff nurse working in a local hospice and have
been using a Care of the Dying Pathway for several years now.
Over time, however, [ have woticed that whilst the pathway works
very well for the majority of patients that [ nurse, ensuring that all
aspects of their care are considered, a minority of patients simply
do not fit into the pathway for various reasons. Whilst the path-
way allows for variance and professional judgement, it is still in-
adeouate for certain patients for a variety of veasons. For example,
one patient who was transferred to the hospice from a local hospi-
tal and was, in my opinion, clearly in the last days of life, did
not present with two of the four conditions necessary to be put
on the pathway. After discussion with colleagues, it was decided
that the patient could not be in the last stages of Life as he was
not presenting with the necessary conditions stated. None the less,
the patient died within 24 howrs of being transferred to the hospice.
Ow reflection, | consioered that his care would have been wore befit-
ting had he fitted into the pathway critera, for example, frank
and open discussions could have taken place with both the patient
and his velatives, which did wot occur wnder the clrcumstances.
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Many councils and Primary Care Trusts have encouraged the development
of service user groups to act in the capacity of advocate or sounding board for
their group of citizens, for example Knowsley Older People’s Voice (2009).
These groups sit on local committees in order to represent the older people’s
views for their particular area. They have been instrumental in challenging
strategic plans and modifying local services in response to the needs of their
community. Collectively, they play an important role in providing infor-
mation which can influence developments at a national level, for example
attendance at consultation events for the Dementia Strategy.

Since the initial review of the NHS and Social Services in 1997, a further
review conducted by Lord Darzi expanded upon the idea of integrating health
and social services, recognising that these organisations needed to be more
responsive to service users, requirements at both a national and local level.
His report High Quality Care for All - NHS Next Stage Review (DH, 2008a)
builds upon earlier documents, for example Our Health, Our Care, Our
Say (DH, 2006) and reiterates the importance of increasing quality, whilst
establishing the ideas of safe, personalised services, public well-being and
prevention services and, primarily, a service with greater choice: ‘An NHS
that gives patients and the public more information and choice, works in
partnership and has quality at its heart’ (DH, 2008a: 7).

These recent documents have not dismissed the ideals of evidence-based
medicine and practice, but are encouraging the integration of these princi-
ples alongside choice for the service user and a more personalised or indi-
vidualised approach rather than a utilitarian one. These views embrace the
concept of a values-based approach to care, initially introduced within men-
tal health services in the United Kingdom, as discussed later in the chapter.
The popularity of values-based care is increasing and the concept spreading
to physical health services in this country; it has also been introduced into
the health care system in the USA. In the American system, information sur-
rounding values-based care refers to quality, but has an overt link to finances
and the rising cost of health care (Kahan, 2008), indicating that evidence-
based care may be providing unnecessary care on occasions and, therefore,
unnecessary expenditure.

Within the British system, values-based care establishes standards for
health and social care professionals but clear links to the financial aspects of
care are obscured. This would appear to be an oversight considering that the
annual cost of funding the National Health Service in 2007 was £90 billon
(NHS Choices, 2008).

It has been suggested that within values-based care there are three main
areas to consider:
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1. Fostering equality and diversity

2. Fostering people’s rights and responsibilities

3. Maintaining confidentiality of information
(Lewisham Council, 2008).

Woodbridge and Fulford (2003) and Petrova et al. (2006) are less specific
and advocate that values-based care must address the need to tailor care to
the individual, including their beliefs, morals and lives. These views are in
alignment with those of Lord Darzi (DH, 2008a) and are facilitating a para-
digm shift from evidence-based practice towards values-based care for UK
service users.

Today’s service user has been encouraged to have greater expectations from
the NHS, beginning with the Patients Charter, introduced in 1991. This charter,
in conjunction with greater availability of information via the internet, has led
to more knowledgeable service users who are not as passive in their acceptance
of ‘doctor knows best’ and will often challenge their local Primary Care Trust,
fighting for what they see as their entitlement. For example, stories have hit the
headlines of women, diagnosed with breast cancer, who have courted publicity
in their fight to secure funding for drugs such as Herceptin, from their local
Primary Care Trusts (Dorothy Griffiths Breast Cancer Appeal Fund, 2006).

This signifies a change in the doctor/patient relationship from one that is
paternalistic to one that is more equitable and, therefore, a partnership. Our
Health, Our Care, Our Say (DH, 2006) outlines the requirement to design
services to meet the needs of the local population by actively encouraging
public engagement and researching service users’ experiences and using these
as drivers for change in services provided. However, to realise these objec-
tives requires that the service user actively take up this challenge. One of the
ways in which service users have become involved is by training to become
an ‘expert patient’; local government-funded courses run over six weeks edu-
cate the service user to self-manage their condition. Research findings of the
Expert Patients programme (2008) have demonstrated an improved patient/
doctor relationship, a reduction in Accident and Emergency attendances
and general practitioner consultations, and an increase in pharmacy attend-
ances (DH, 2007). These service users are empowered to take control of their
conditions and, working in conjunction with their medical and social care
team, determine what is in their best interests and what suits their views,
lifestyles and ethical beliefs. Recognition of service users’ individuality is inte-
gral to a values-based approach and a foundation stone of Lord Darzi’s review
(DH, 2008a). As individuals, we make choices that suit our lives, views and
beliefs; as professionals, it is important not to judge other people’s standards
by our own as they may well differ.
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Vignette 7.3 illustrates a situation where a service user’s values differ from
those of a professional carer and how these were overcome. With values-
based care, the values of both the professional carer and the service user are
taken into account which can on occasions lead to tensions, however these
can be tackled by referring to ethical values, such as patient autonomy, as
demonstrated in the following vignette.

Vignette 7.3

L am a district nurse and have been asked to assess a patient who
was discharged from hospital following abdominal surgery and
requires staples to be removed from the wounol aren. On arvival at the
house, | notice that the standaro of cleanliness is poor with stacks
of unwashed dishes in the kitchen and the lownge carpet covered in
dog hair and dog excrement from a vecently purchased puppy that is
belng house trained. Although [ am concerned that the service user’s
woundl does not becowme infected, [ am aware that the service user will
have built up a certain bmmunity to the pathogens within the house
and that even the cleanest-looking houses may contain germs that
can spread diseases. ( caution the service user in regard to cleanli-
ness of the wounol area whilst it is still healing ano the importance of
hand washing before touching or bathing this area. | veflect that it is
not my business to comment upon the cleanliness of a service user’s
house unless they are sertously at visk of harm and that this would
simply be judgemental on my part and irrelevant to my care role.

In a democratic society, we have choices, but along with this freedom
comes a responsibility for those choices and the consequences which occur
as a result of the choices made. For example, diabetic service users who
are diet-controlled and choose to consistently imbibe food or drink that is
not recommended, have to accept responsibility for their actions and how
this impacts upon their health. It is this culture of accepting an individual’s
right to equitable treatment, whilst acknowledging their diversity, which is
becoming the focus for change in health and social care services. The NHS is
endeavouring to switch the emphasis from a service that primarily provides
treatment, to a system that positively encourages well-being, with an empha-
sis on the fact that prevention is better than cure. This may present a chal-
lenge to some professionals, as it involves a major change to both culture and
mindset. As undergraduates in the health and social care professions learn
about lifestyle choices and the inevitable consequences of these, so they will
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realise that the direction taken to date in care has been in regard to dealing with
these consequences that are now presenting as health problems. Obesity is
reaching epidemic proportions within the UK, not only within the adult pop-
ulation, but also significant rises in childhood obesity have been observed
(DCSF, 2008). Research has linked obesity to cardiovascular problems and
an increased use of health services. The education of service users around
food consumption and exercise has not proved adequate to reduce the lev-
els of obesity within the UK as this also seems to require a shift in culture.
Examples of successful cultural changes in regard to diet and lifestyle can
be seen through local initiatives. For example, NHS Knowsley has set up a
vegetable van that stops within different districts selling affordable fruit and
vegetables to Knowsley residents, in an attempt to change the dietary habits
and therefore improve the health of the local population (North West Food
and Health Taskforce, 2006).

The challenge to health and social care professionals is to alter the approach
to care and to seize the values-based initiative by decreasing the emphasis
on ‘fixing problems’ and becoming involved with service users at the very
onset of challenges. Using education to prevent escalation of complications
rather than the current model of crisis intervention is preferable on many
levels. Health and social care professionals are best placed to assist with
the development of skills in order that service users may participate in new
developments within health and social care services. Some work has already
commenced in this area with the introduction of community matrons, whose
role involves managing patients with long-term conditions. Their aim is
to maintain the service user within their own home environment, to mini-
mise hospital admissions and to facilitate prompt and timely hospital dis-
charges. Many health and social care professionals have knowledge that
could promote well-being within local populations, but this requires tapping
into. If this challenge is accepted, it could prove to be a pivotal moment for
health and social care professionals, opening up more avenues for develop-
ment, career opportunities and more job opportunities for newly qualified
graduates who are currently in plentiful supply in many of the professions
(Chartered Society of Physiotherapy, 2007b).

Social Services are moving towards a policy of personalised budgets for
service users, giving them more control over the services they receive (DH,
2008b). Currently on discharge from hospital, service users requiring social
care receive an assessment of their needs; some of the needs identified may
be met by a care package provided by Social Services. Within the current
social care system, home care workers have to adhere to an allotted time for
each service user within the core working hours of 8.00am to 8.00pm, which
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can result in some service users becoming dependent rather than encouraging
independence. For example, if home carers are only allocated 30—45 minutes
for a breakfast call (in which they have to ensure the service user is out of bed,
washed, dressed, toileted and fed), those service users who slowly dressed
themselves whilst in hospital may not be afforded the time they need. To
ensure the completion of the task, the home carer may take on the dressing
process and inevitably create a dependency due to the limited time factor.

However, service users who have moved from ‘regular’ Social Services
input to direct payment schemes, have the flexibility to employ their own
carers, at a time that suits them and for the period of time they have been
assessed for. This process is the precursor to personalised budgets which
are currently being piloted around the UK (DH, 2008c). Personalised budg-
ets will ensure that service users have their needs addressed as individuals,
therefore reducing the potential of inequalities arising due to disability, race,
gender and age, and is truly client-centred and values-based. It is anticipated
that personalised care will give the service user access to timely appropriate
help and support that is responsive to needs, but is also empowering. This can
be achieved by focusing on the prevention of complications for the service user
and the promotion of achieving maximum potential (DH, 2008b, 2008c).

Values-based care can be viewed as a tool to improve the quality of care
provided by health and social care staff whilst highlighting interventions that
do not add value to a service user’s life. The effectiveness of an intervention
has for the last 30 years been measured in quality-adjusted life years (QALYs)
(Sassi, 2006). The QALY assists health care planners and commissioners of
services to conduct a cost-effectiveness analysis of an intervention, thus aid-
ing the decision-making process, as resources have a finite limit. Analysis
of a situation may identify that some interventions are not cost-effective or
could be carried out by working in partnership with others, or by devolv-
ing responsibility for the intervention to another agency. This approach has
included the independent sector working on NHS waiting-list initiatives, the
voluntary sector supporting service users on discharge from hospital (DH,
2004a) and the pooling of budgets and integration of health and social care
services (DH, 2005a).

To summarise, the challenge ahead for health and social care staff is to
embed the values-based care approach, with its respect for individuals,
views, choices and rights, into their working practices. The combination of
values-based care and evidence-based practice will ensure a modern, effec-
tive approach to health and social care delivery, where the service user shares
responsibility for maintaining their own health and well-being, albeit with
the help and support of public services. As health and care services start to
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be designed to suit the needs of local populations, they will differ from region
to region across the country, changing to constantly meet the requirements
of the communities they serve.

Implementing Values-Based Care

It would appear that a change in the culture of health and social care
organisations is required in order to ensure that the challenges of the
future are adequately met. People are living longer and it can be reasoned
that society has a responsibility to ensure that this results in more years of
health and well-being. It is projected that people over 65 years of age with
long-term conditions will double over the next ten years and that there
will be twice as many people over the age of 85 by the year 2020 (Dun-
nell, 2007). Therefore, it would seem that a change in how services are
delivered is essential as, already, demands for new and improved services
are constant. Values-based care may meet this need to some degree as it
acknowledges diversity by embracing the values and opinions of the serv-
ice user when making care decisions and when planning care delivery.
Married to this are the values, experience and knowledge of the care pro-
fessional and thus decisions are made and care delivery provided which is
bespoke to each service user.

Ashford et al., (1999: 14) stated that changes in clinical practice were due
for a number of reasons:

variations in practice

new technologies and advances in professional knowledge

new evidence from research

environmental pressures including economic, political and social factors.

It would appear that the drive towards values-based care is emanating
from all four of these factors. Service users are no longer passive recipients of
care as may once have been the case. Many service users are expert patients
and know as much, if not more, about their condition as the professionals
involved in treating them (DH, 2007). Today’s service users may be more
assertive than in the past and often expect and demand the best from health
and social care services. They want their voice to be heard and their val-
ues to be taken into account when care needs are assessed and care options
decided upon. This is recognised in some government benefits which are
paid directly to the service user, enabling them to purchase health and care
services directly, thus allowing for greater choice and control.
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Likewise, many professionals aware of this change of culture in service
users, and also aware of the expert patient, no longer feel comfortable taking
the lead role in organising or dictating care delivery. There is a plethora of lit-
erature including articles in professional journals and government-produced
documents (see, for example, DH, 2004c, NHS Improvement Plan: Putting
People at the Heart of Public Services; DH, 2006, Our Health, Our Care,
Our Say) which discuss:

e placing the service user at the centre of care
e regarding the service user as a partner in care
e providing the service user with choices in regard to their care.

However, it would seem that this philosophy is somewhat contradicted
with the emergence of guidelines, care pathways and protocols for profes-
sionals to adhere to, as these arrange for uniform care provision to some
degree and detract from individualised programmes of care.

Implementing values-based care will be neither an easy nor speedy task.
The title of Sibbald’s (2004) article, ‘Shockingly complex: the difficult road to
introducing new ideas to critical care’, demonstrates how difficult changes to
even one area of care delivery can be. Ashford et al. (1999) note how change
within health care requires adaptation from both the individual and the
organisations involved. The fastest and most efficient mode of implement-
ing values-based care would seem to be through the combined approach of
a top-down and bottom-up dispersion of knowledge (Panda, 2007). In this
case, the top-down direction needs to come through policies emanating from
government departments, whilst the bottom-up approach is through the edu-
cation of professionals who, when released into the workforce, reinforce the
importance of values-based care through their practices and networking.

Rycroft-Malone (2008: 1) suggests that contextual factors such as the ‘pres-
ence, role, and potential influence of leaders” have an important part to play in
influencing an individual’s care practice. The role of care managers in impact-
ing upon care practice through such activities as support, policy revisions and
auditing is commonly acknowledged (see Gifford et al., 2007). However, care
managers also need to be directed towards implementing values-based care
and it is through government policies that this can be achieved.

The various government departments are influenced on policy making by
advisory panels of experts in that particular field. Texts such as this book,
articles in professional journals and websites, and presentations at relevant
conferences all inform key authorities of the importance of new modes of
care delivery. Representatives from respected bodies in the field of health
and social care, such as the General Medical Council, the Nursing and
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Midwifery Council and the General Social Care Council advise the government
in regard to care policy. Word of mouth and the written word influence and
inform and, as this information becomes accepted and mainstream through
academic and professional debate, it is transferred into documents and poli-
cies in order to direct care practices. Values-based care has already taken a
foothold in care delivery, especially in mental health services (Petrova et al.,
2006) due, in part, to a dissatisfaction with evidence-based care as it lacks
true acknowledgement of diversity and difference. Likewise, there has been
an interest in values-based practice in primary care settings due to its con-
sideration of individual values. Department of Health policies such as The
Ten Essential Shared Capabilities: A Framework for the Whole of the Men-
tal Health Workforce (2004b) and New Ways of Working for Psychiatrists:
Enhancing Effective, Person-centred Services through New Ways of Work-
ing in Multidisciplinary and Multiagency Contexts (2005b) are already
beginning the drive towards values-based care.

The implementation of values-based care may be viewed as a complex
activity which, whilst requiring organisational investment, is reduced to
the participation of individual care workers. Ashford et al. (1999) note how
resistance to change in health care organisations is pronounced as these are
bureaucratic structures which do not easily embrace change. They also note
that health care workers are reluctant to change behaviours as they are con-
cerned that they do not harm those in their care and, therefore, prefer tried-
and-tested practices. Grimshaw (2007) stated that dissemination and imple-
mentation are both human enterprises that can be studied to understand and
improve approaches. At the organisational level, effective individual care can
be implemented through the various care providers by developing leader-
ship capacity in key individuals at multiple levels within their organisations.
In this way, key workers can support colleagues and regulate systems and
processes which will encourage the routine use of values-based care through-
out their organisations. For example, clinical guidelines supporting values-
based care can be produced and it is the responsibility of the organisation
to provide these and of the individual worker to adhere to them. A robust
system of values-based leadership within organisations can drive the phi-
losophy forward through direct and indirect influences, as care managers are
in a strategic position to encourage and enable values-based care.

Vignette 7.4 provides an example of how values-based care can be dissemi-
nated amongst colleagues through formal networking channels. Good practice
can be adopted through informal methods such as observation, informal dis-
cussions and networking and through more formal methods such as education,
staff updates and in-house training, as exampled in this vignette.
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Vignette 7.4

Julie s a third-year student speech and language therapist who is
presently undergoing a practice placement within a hospital setting.
Her mentor David, an experienced speech and language therapist
who speclmlses n working with stroke patiewts, s very meressw{
with Julie's clinteal practice and the way tn which she places serv-
ice users at the centre of care delivery. He has had several service
users and staff comment to him about what a carlng and profes-
stonal student Julle is. As he is an aovocate of values-based care, which

Julle practises, anol he realises that she is very current bn this mode of care
delivery, he feels that she wouldl be an excellent vesource for updating staff
within the speech and Language Centre and the Stroke Unit.
Therefore, e asks_Julie if she would be willing to give an inter-
professional presentation about values-based cave to some of the qual-
Lfied and support cave staff who work in these specialities. Julie states
that this s such a huge topic she feels that two 20-minute slots would
bepreferableand inthis way shecanintroduce values-based carein one
sesston and follow this up with a second session on applying values-
based care tn everyday practice. David Ls pleased with this arange-
wment and goes aheao with making preparations for the presentations.

Introducing such a dramatic change into care delivery will present chal-
lenges. However, there are many successful models of behaviour change
which can be utilised for introducing values-based care into the health and
social care arenas. For example, Ashford et al. (1999: 20) identify a frame-
work for behaviour change strategies which consists of a practical model
involving approaches already familiar to health and social care managers,
thus ensuring that this can be adopted with confidence.

To illustrate, first, they consider that a rationale for the proposed change is
required and from that standpoint the current situation should be reviewed;
they state that this will include:

individual and social factors
education and levels of knowledge
organisational factors

barriers and facilitators

resources

external factors.

They then suggest reviewing current literature which examines change
from all perspectives — psychological (social and individual), organisational,
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educational, innovative and communicational — thus gaining an overall
picture of the challenge of implementing the new strategy. From this, they
propose developing a strategic and realistic plan in order to successfully
implement the change. The plan should identify:

key groups and individuals
educational strategies

psychological and social factors
marketing and dissemination methods
clarifying ideas regarding:

e what the change constitutes
the goal of the change
criteria for achieving the change.

Finally, they suggest that the change is implemented and that audits and
evaluations are undertaken in order to assess progress and modify implemen-
tations accordingly.

Familiarity with values-based care will do much to integrate it into main-
stream care delivery and this can be achieved through health and social care
workers being exposed to information about this innovative approach to care.
Grol (1990) noted how change is more easily incorporated by individuals if
they are working in close collaboration with peers, which is the situation for a
large proportion of health and social care workers. With a current emphasis on
continued professional development, health and social care professionals are
encouraged to actively update their knowledge and this includes researching
pertinent information on various aspects of their roles. Advances in informa-
tion technology, particularly the World Wide Web, have made access to knowl-
edge revolutionary in that it is freely available to the majority of global citizens.
In terms of the dissemination of health and social care information, the internet
is an excellent and easily available portal for dispersing information in regard to
care issues. There are numerous health and social care websites which promote
information in regard to care, for example the Royal College of Nursing and
the General Social Care Council, and these can provide a portal for discus-
sions relating to values-based care and, eventually, actively promote this style
of care when professional debate on the topic has been fully engaged with.

The Cochrane Effective Practice and Organisation of Care Group (as dis-
cussed in Grimshaw, 2007) reviews interventions to improve health care
delivery and these reviews fall into four categories:

Professional interventions
Financial interventions
Organisational interventions
Regulatory interventions.

o=
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This neatly categorises new interventions in care delivery under four
umbrella headings. In order that values-based care can be implemented
quickly and successfully, it would seem that all four of these interventions
will be involved as this is such a massive undertaking affecting all domains of
care delivery; some of these have already been touched upon within the chap-
ter. Financial interventions will involve funding for values-based care imple-
mentation and financial rewards for staff in regard to this. This may, initially,
seem inappropriate as it would appear that rewarding health and care staff
for undertaking duties commensurate with their role is immoral. However,
it is common for professional development courses for health and social care
staff to be paid for by the organisation concerned, in order that professionals
are kept updated and skilled. This may be regarded as a legitimate and moral
form of financial incentive, whereby staff could be encouraged and supported
to attend study days and courses on values-based care. Likewise, staff could
be encouraged to attend programmes of study during working hours which,
again, may be regarded as a legitimate and acceptable financial incentive.
Progression scales based on qualifications, experience and skills are another
example of a financial incentive which may be utilised to improve care deliv-
ery, again acceptable and commonplace in its usage.

Listening to the service user

Evidence-based practice is developed from scientific research studies and
was previously considered the most appropriate rationale on which to base
care delivery. However, numerous qualitative research studies have been
carried out which are concerned with service users’ feelings and opinions
about care delivery (Rosenthal and Shannon, 1997) and several of these have
demonstrated dissatisfaction with present care delivery patterns including
paternalistic styles of care delivery. Demographic changes in the population
forecast that there will be further demands on already overstretched health
and care resources. Involving service users in care assessment and care
choices can ease the burden on human resources to some degree, whilst pro-
viding an improved style of care assessment. Listening to the opinions and
values of service users and combining these with the values of the profes-
sionals concerned can lead to a more caring and appropriate bespoke serv-
ice. This in turn can lead to less dissatisfaction with health and social care
services by allowing the service user to truly take control of their own care.

Vignette 7.5 illustrates how values-based care can work in practice and
how, on some occasions, this can minimise resource allocation. Values-based
care places emphasis on the service users’ values and, therefore, acknowledges
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that health care is the responsibility of both the service user and the health and
social care services. By accepting the service user as a true partner in care (as
opposed to tokenistic references), services are delivered which are tailored to
the service user’s values and in keeping with their personal health care philos-
ophy where possible. The following vignette clearly illustrates such a partner-
ship, which is a compromise working within health and safety parameters.

Vignette 7.5

Jane is 26 years of age and has a diagnosis of multiple sclero-
sis. Jane’s condition has deteriorated ano she is veferved to the
district nursing services by her general practitioner. she is vis-
ited by a district nurse who has recently undertaken a module
of study on values-based care as part of her professional develop-
ment. The district nurse, who n the past would have assessed
Jane's wneeds and suggesteol a care package for her, instead asks
awne for her opinion of her condition and how this can be managed.

Jane tells the nurse that she has recently had a bout of flu and she
feels that this has exacerbated her condition. She has had a similar
experience bn the past ano around two months after the flu episode
she went lnto remission and was able to walk again. Jane states
that she can wmanage at the moment with the atd of a nelghbour and
her wother, both of whow she has discussed this with. Jane explains
to the nurse that if she loses her independence by belng rellant on
state services thew she considers that this is the ‘beginning of the
end’ for her. In her mind she wouldl vegarol this as a downward spi-
ral. jane says that as long as her Life s ‘normal’, which she equates
with wot having professional cavers tinvolved, thew she feels that she
can maintain her dignity and control, and Reep her outlook bright.
She knows that she would become odepressed if professional carers
were to Visit daily and this would further aggravate her condition.

The district nurse vespects Jane’s strong value of independence. She
states that she will telephone Jane in the following week to make sure
that everything s working out satisfactorily and she will explain
to the general practitioner about jane’s decision to decline health and
soctal care services.

Two wonths after the visit to Jane, the general practitioner informs
the district nurse that Jane has gone tnto remission again and
had walked into the surgery unatded earlier that week to collect her
prescription.
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Professional Education in Health
and Social Care

Changes in care delivery do not happen overnight, nor should they. Thorough
discussions and debates as to the benefit of change have to take place in order
that new strategies are developed on a sound basis. However, Grimshaw
(2007) states that there is consistent evidence that both health care sys-
tems and health care professionals fail to deliver the standard of health care
that they aspire to, indicating that change is needed. Values-based care has
begun to take a foothold in care delivery, and national training for this in the
area of mental health is already taking place (DH, 2004b; Woodbridge and
Fulford, 2004). This foundation needs to be exploited, by including values-
based care as part of the curricula in the training and education of all health
and social care professionals. In addition, Return to Practice courses, pro-
fessional updates and Continuing Professional Development programmes
all need to have values-based care on the agenda. In this way, knowledge is
dispersed throughout the professions and across organisations.

Education for values-based care will need to encompass several major
objectives in order to ensure that its implementation is as successful as pos-
sible. Both care staff and service users need to embrace values-based care
and this can only be achieved through a full understanding of the advantages
this style of care delivery can offer. The following objectives will assist with
the overall aim of successfully implementing values-based care:

e developing full awareness and stimulating interest in issues related to
values-based care

e enabling each health and social care worker to acquire the knowledge
and skills necessary to deliver values-based care

e creating new behavioural patterns as well as shaping individual,
group and organisational attitudes to care delivery.

Pursuing the above objectives requires:

e acknowledgment that values-based care is a fundamental component
of care delivery for health and social care professionals
educating service users in regard to elements of values-based care
securing public access to information about values-based care

e acknowledging that values-based education is a prerequisite for
changing the way in which care is presently delivered.

Educational changes should aim towards making positive changes in soci-
ety. Besides knowledge and experience, education can also foster humanistic
values and attitudes. Sources of inspiration for values-based education can be
multifaceted, for example case studies which embrace national and cultural
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traditions, religion and daily routines. Values-based care education should be
aimed at creating a knowledgeable, enlightened health and social care work-
force that accepts the importance of values, is capable of understanding and
acknowledging other people’s viewpoints and understands the importance of
sharing the decision-making processes with the service user concerned.

Interprofessional education in regard to health and social care can shape
relationships between individuals, organisations and service users. For
values-based care to be fully accepted and used, it needs to be regarded not
only as an indispensable element of the education system for professionals in
these areas, but also as a quintessential component of health and social care
delivery. Values-based care could be introduced into interprofessional edu-
cation, taking the form of scenario-based learning, whereby students across
disciplines are given a scenario which they work on together in small groups.
In this way, the values of the various professions are brought to the forefront
whilst acknowledging service users’ values represented within the scenario or
by inviting service users to become involved. The inclusion of service users and
carers in delivering the health and social care curriculum should be incorpo-
rated into all health and social care professionals’ education where practical and
feasible, as this allows for real insights into practical dilemmas and challenges.
This should be a paid service recognising the value of these contributions.

Education on values-based care will also need to include educating service
users as to this new style of care delivery, as they are the focus of care deliv-
ery. This can be informal education taking place through discussions with
professionals during the course of their duties, or more formally through
patient networks.

Vignette 7.6 provides an example of education in regard to values-based
care for service users. As education in regard to values-based care for pro-
fessionals will take many forms, both informal and formal, so education for
service users will likewise be multi-faceted. The following vignette provides
an example of professionals exploiting their surroundings to educate service
users in regard to values-based care.

Vignette 7.6

The practice manager of a local health centre is tidying up
the wnotice board tn the reception aren. She asks the practice
nurse if she would take a look at the posters and wotices that
are displayed theve and tell her which she feels arve curvent and
relevant and which owes she can take down and dispose of.

(Continued)
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(Continued)

The practice nurse does this and then states that she would Llike to
tnform the public about values-based care delivery as this is an m-
portant tnnovation within the community. she designs a bright
poster on the computer which states quite simply what values-based
cave is and how the values of service users will be taken tnto account
when decisions are made in regard to care delivery. The poster
informs service users where they can obtain further information
on this subject and it also mentions the role of advocates in spealke-
ing on behalf of more vidnerable service users and provides contact
details for this. The poster is then placed tn a prominent spot in the
waiting room where people visiting the health centre will see it.

Conclusion

This book acknowledges the importance of evidence-based practice in assist-
ing with the provision of high-quality care, however it also recognises how
we can move beyond this model of practice into a values-based care delivery
system. Evidence-based practice may be regarded as having certain short-
comings, not least its reductionist approach to care which places service
users into care categories which can override individual needs, values and
desires. Likewise, the values, experience and knowledge of health and social
care professionals and service users are regarded as less important than
research evidence in care delivery. Reductionism has resulted in a return
to task orientation and structured frameworks in health and social care, for
example single assessment processes, the nursing process and anatomical
and physiological systems assessment, with the resulting depersonalisation
of service users.

In contrast, values-based care has an holistic emphasis which values the
whole person including emotions, intellect, physical being and social inte-
gration. Under this remit, health and social care professionals are encour-
aged to review both their own values and those of the service user they are
caring for when making care delivery decisions. The increased public interest
in complementary therapies which emphasise close service user involvement
during diagnosis and treatment, demonstrates service users’ preference for a
partnership and voice regarding their own care.

The pressure on academics to constantly publish research findings and the
implications for practice, have been discussed within the book. Likewise, the
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pressure on practitioners to adhere to evidence-based practice has also been
critiqued, including the ability to effectively judge research papers. Whether
caring is considered an art or a science and the underpinning philosophies of
these have been analysed. Caring is a fundamental value in health and social
care provision which may be regarded as having been eroded since the intro-
duction of evidence-based practice. Values-based care places the emphasis
back on caring and caring skills through the weight it places on the views of
service users and their partnership in care.

Professional practice, including professional judgement, intuition and
expertise, has not been embraced since the introduction of evidence-based
practice and yet these valuable skills, fostered through experience and edu-
cation, are an important part of care delivery and could be supported and
promoted through systems of mentorship and patronage. Values-based care
emphasises the need for professional practice gained through knowledge
and experience. The importance of recognising the service user’s contri-
bution as a partner in care cannot be understated; service users now have
a greater choice and control over care services and the emergence of the
expert patient has cemented this partnership. Care which acknowledges and
embraces diversity is an absolute necessity and leads to the conclusion that
there should be a return to individualised values-based care which takes us
beyond the frameworks and protocols brought about with the emergence of
evidence-based practice.

Values-based care heralds a new era in health and social care provision.
It has already begun and has a strong foothold in both mental health and
primary care settings. It is imperative that it gains ground in order that per-
sonalised care incorporating high-quality evidence-based research, where
appropriate, is afforded to all users of health and social care services. This
should be an absolute right of service users and the responsibility of all health
and social care professionals to ensure this.
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